AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
19th April 2018 at 14:00 – 16:30 in the Open Space
at Trust Headquarters, Leatherhead
Members of the Public are welcome to observe the meeting of the Board in public. You are asked to please note that
there will not be an opportunity during the meeting for members of the Public to ask questions of the Board. Members
of the public are invited to join us at when you will have an opportunity to meet informally with members of the Board.
Tea and coffee will be available.
21.18 Public

Introductions and Apologies for Absence

Ian McPherson

Verbal

22.18 Public

Colette’s story

Liz Holland

Verbal

23.18 Public

Declarations of Interest

Ian McPherson

Attached

24.18 Public

Approve the Minutes of the meeting held on 8th February 2018

Ian McPherson

Attached

25.18 Public

Matters Arising

Ian McPherson

Attached

26.18 Public

Acting Chief Executive Update

Jonathan Warren

Attached

PERFORMANCE OVERSIGHT
27.18 Public

Quality, Risk and Safety Report

Billy Hatifani

Attached

28.18 Public

Activity and Performance Report

Graham Wareham

Attached

29.18 Public

Value for Money Report

Graham Wareham

Attached

30.18 Public

Partnership Governance

Julie Gaze

Attached

31.18 Public

Board Assurance Framework

Julie Gaze

Attached

32.18 Public

Operations Update:
i)
Mindsight Surrey CAMHS
ii)
Working Age Adults: In-Patient Incident

Lorna Payne
Lorna Payne

Attached
Attached

33.18 Public

Freedom to Speak up Guardian Report

Lynn Richardson

Attached

34.18 Public

Governance Review

Julie Gaze

Attached

35.18 Public

Risk Report

Julie Gaze

Attached

36.18 Public

CQC Quarterly Update

Billy Hatifani

Attached

37.18 Public

Staff Survey Results

Gavin Wright

Attached

38.18 Public

Workforce Report

Gavin Wright

Attached

39.18 Public

24/7 Update

Justin Wilson

Attached
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ITEMS FOR APPROVAL / DECISION

40.18 Public

Clinical Quality Priorities

Billy Hatifani

Attached

41.18 Public

Annual Operational Plan 2018/19

Julie Gaze /
Graham Wareham

Attached

42.18 Public

Annual Plan Delivery – Quarter 4

Julie Gaze

Attached

ITEMS FOR INFORMATION

43.18 Public

Quality Committee Update – 27th February 2018

Billy Hatifani

Attached

44.18 Public

Audit Committee Update – 14th March 2018

Graham Wareham

Attached

Confidential
A Meeting of the Foundation Trust Board Held in PRIVATE
Wednesday 19th April 2018 at 10am-11:30am, Room F21

AGENDA
15.18 Private

Introductions and Apologies for Absence

16.18 Private

Declarations of Interest

Ian McPherson

Attached

17.18 Private

Minutes of the Meeting held on 8th February 2018

Ian McPherson

Attached

18.18 Private

Matters Arising

Ian McPherson

Attached

19.18 Private

Acting Chief Executive Update

Jonathan Warren

Attached

20.18 Private

Exceptional Items

21.18 Private

Any Other Business

Date and Time of Next Meeting
12th July 2018, at Trust HQ
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Voting Directors’ Declarations of Interest
April 2018
Status

Name

Voting

Ian McPherson

Declared Interests


Chairman






Chair, International Initiative for Mental Health
Leadership
Trustee, Centre for Mental Health
Trustee, Cardiomyopathy UK
Trustee, Birmingham Mind
Director, 121 Support CiC

Voting

Mark Perry

Non-Executive
Director




Chief Executive, Vivid Homes
Shareholder in Claring Group

Voting

Jon Bye

Non-Executive
Director




Director of Sainsbury’s
Non-Executive Director - Sainsbury’s joint
venture with Arcus

Voting

Leslie Morphy
OBE

Non-Executive
Director





Chair of Governors Oxford Brookes University
Non-Executive Director at Home Group
Chair of Pathway

Voting

Jennifer Seeley

Non-Executive
Director




Director of Finance Southwark Council
Fellow of the Chartered Institute of Public
Finance and Accountancy
Associate Teacher for the Chartered Institute
of Public Finance and Accountancy
Member of the Chartered Institute of
Procurement and Supply




Voting

Rahul Jaitly

Non-Executive
Director

None
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Status

Name

Declared Interests

Voting

Fiona Edwards

Chief Executive



Chair of Cruse

Voting

Graham Wareham

Chief Finance
Officer




Trustee Friends of Chambo Seminary
Member of Chartered Association of
Management Accountants

Voting

Helen Rostill

Director of
Innovation and
Development



Advisory Board Member – SCAMPI (Self-care
Advice, Monitoring, Planning, Intervention)

Voting

Justin Wilson

Chief Medical Officer

None

Voting

Lorna Payne

Chief Operating
Officer



Trustee of Fulham Good Neighbours

Voting

Jonathan Warren

Chief Nursing Officer
& Deputy Chief
Executive



National Professional Advisor – Care Quality
Commission
Chairman of Ardingly Rowing Club

April 2018
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DRAFT
Minutes of a Meeting of the Foundation Trust Board held in PUBLIC on
Thursday 8th February 2018, 14:00 – 16:30
at Trust HQ, Leatherhead
Present
Directors Voting:
Ian McPherson
Graham Wareham
Lorna Payne
Jonathan Warren
Helen Rostill
Justin Wilson
Jennifer Seeley
Mark Perry
Rahul Jaitly
Billy Hatifani

Trust Chairman
Chief Finance Officer
Chief Operating Officer
Chief Nursing Officer and Deputy Chief Executive
Director of Innovation and Development
Chief Medical Officer
Non-Executive Director
Non-Executive Director / Senior Independent Director
Non-Executive Director
Director of Quality Improvement and Deputy Chief Nurse

In Attendance:
Julie Gaze
Gavin Wright
Michaela Biddle

Director of Governance and Planning
Director of Workforce
Governance Manager (Minutes)

Apologies:
Fiona Edwards
Jon Bye
Leslie Morphy

Chief Executive
Non-Executive Director
Non-Executive Director

Members of the Public and Governors in attendance:
Elaine Braithwaite
Janice Clark
Rosemary Moore
Don Ilman
Kevin Lewis
Cherry McCormack
Charlotte Priestman
Julie Gripton
Santhosh David
Ref:
01.18
Public

02.18
Public

Lead Governor / Public Governor
Public Governor
Carer Representative / NW Surrey FoCUS Member
Member of the Public / FoCUS Member
Member of Public
Member of Public
Member of Public
Surrey and Borders NHS Foundation Trust
Surrey and Borders NHS Foundation Trust

Item:
Introductions and Apologies for Absence
Introductions were made, and apologies were received and noted as
above.
A Person’s Story – Serious Incident Reflection
Evonne Harding presented Alison’s story, which reflected on her
contact with our services, and the learning that we need to do following
her sad death.
Ian McPherson thanked Evonne Harding for presenting Alison’s story.
5

Action

Board members reflected on learning from Alison’s experience,
including:
 Impact of the first consultant who saw Alison who was
subsequently on emergency leave, and the difference of opinion
on handover
 Interaction between teams and insufficient ownership between
Trusts, which meant Alison was not seen at home for 3 months,
and that an appointment was rescheduled
 Feeling that more importance was placed on the process rather
than the person
 How hard it is for families to navigate our systems, and how
processes can sometimes get in the way.
 Listening to and talking to families is very important.
 Reviewing the CPA policy, so that everyone, including carers are
involved.
 How much information from investigations is shared with staff
to make them aware of outcomes, and emphasise the need to
change.
Evonne Harding advised that once a report is approved it will be sent to
divisional directors, who will then cascade it to their teams. Full reports
are also available on the intranet. The action plan that is developed will
be monitored, to look at how effective the recommendations have been,
and this will then feed into the clinical audit process. Billy Hatifani
advised that the work that is being done around suicide prevention will
also used for wider learning.
Evonne confirmed that a meeting has been arranged with Berkshire
Healthcare to go through our investigation, and they will receive a copy
of our report, which will also be sent to Alison’s family
Helen Rostill noted that we are working with Berkshire Healthcare
across the Frimley STP footprint, which gives us a good opportunity to
review the Acute Care Pathway.

03.18
Public

Ian McPherson stated that the Person’s story that is presented at the
Board, has a huge impact on our thinking, and sets the tone for our
reflection as a Board.
Declarations of Interest
Helen Rostill has an item to add to the declarations of interest
An update is to be added from Rahul Jaitly
Action: Helen Rostill, and Rahul Jaitly to advise Michaela Biddle of Michaela
the new information, who will then update the declarations of Biddle
interest.

04.18
Public

05.18
Public

Declarations of interest were noted by the Board.
Minutes of the Meeting held on 11th December 2017
The minutes of the meeting held on 11th December 2017 were
approved.
Matters Arising
6

125.17 Outcomes data from Mind Matters
Helen Rostill advised that the information is included within the data
pack. We are exceeding the recovery threshold for Mind Matters, and
are achieving 52-53% on a regular basis.
All other actions were noted to be complete or not yet due for
completion.

06.18
Public

The Board noted the updates as above
Chief Executive Update
Jonathan Warren provided an update to the Board, noting the following
points:
1) We are starting to see the development of place based ACPS,
and we are starting to think about what they will do for the
populations they are serving. Helen Rostill and Graham
Wareham are closely involved in this work
2) Planning guidance was received last week. This is being
reviewed, and we are expecting to receive contract offers soon.
3) We are submitting a bid for Wave 2 NHS England funding for
Perinatal Services. There is a big gap in services in Surrey, and
we are hoping to be successful.
4) A visit from Jeremy Hunt took place last week. He was shown
around wards at Farnham Road Hospital, and then spoke to 6070 staff. He welcomed our approach that creating a safety
culture, means that others are able to speak up, and that staff
are being encouraged to do so.
Justin Wilson noted that the Secretary of State spent time with people
who use our services, and was very positive about our environment.
Lorna Payne advised that she spent time talking to Martin Hunter
(carer), who spoke about the human factors. Lorna Payne felt that when
we are talking about systems and policy, we should remember the
people who receive support and care that this relates to.
Jennifer Seeley asked for some more information about Perinatal
Funding. Helen Rostill advised that this is the 2nd wave of
transformation funding from NHS England. We have been working on
an offer, which needs to be submitted by mid-March. We were
unsuccessful in wave 1 funding, which was allocated to those who had
good infrastructure already in place. We have since been working with
all teams involved in Perinatal Services, received expert guidance on
what a good service should look like, and Abigail Crutchlow has
secured a bursary to work on this. Ian McPherson noted that this would
make a significant difference in the prevention of future mental health
problems.
Ian McPherson advised that we have a challenge in understanding the
implications of the STP process. The Executive team are actively
involved across all 3 STP’s. He feels that being part of the process,
allows us to secure better services for our population, but we need to
continue to explore what this means in practice.
The Chairman thanked Jonathan Warren for the update
7

07.18
Public

Trust Board Key Performance Indicators Report
Graham Wareham presented the report, and advised the Board that we
are proposing not to report in this style going forward. An activity and
performance report, and a quality, risk and safety report will be
submitted to future Boards. These reports will contain the same
information, but will be structured in a different way.
Graham Wareham advised that Delayed Transfers of Care (DTOC) are
currently being reported as 0%, and that this is understated. We have
agreed with our regulators to change the way we measure DTOC, and
are moving to a definition that reports on all those medically fit for
discharge. A lot of work needs to be undertaken to achieve this. Lorna
Payne advised that we often struggle to find the right places for people
who are medically fit for discharge. Going forward, we need to liaise
with Local Authorities to ask them to assist with placements.
Jonathan Warren advised the change is about how we record DTOC,
and not about changing the process. We will have more visibility of
those who should be discharged, and are not able to due to factors in
the community.
Rahul Jaitly noted that the number of carers being offered an
assessment seems to be consistently low. The report states that this is
due to issues with the configuration of SystmOne, but he asked if it is
more about communication, availability and completion of the
assessment. Lorna Payne advised that it is never about the system on
its own, but also about awareness. The patient record system should
prompt staff to ensure this is offered, but it does not always get
recorded in the correct place, and is therefore not included in data.
Rahul Jaitly asked if there an opportunity to provide a guidance pack to
carers. Lorna Payne advised that lots of good work has been done with
carers, but that their priority is not usually themselves, but the person
they are caring for. She advised that guidance is given when updating
the electronic patient records, and feels that more carers’ assessments
are being completed, but not recorded. Jennifer Seeley advised that at
the Audit Panel last week, the governors selected carers’ assessments
as an indicator for our external auditors (KPMG) to focus on.
Mark Perry asked what assurance we have that other indicators do not
have similar data quality issues to those experienced for CPA, and if
there is a plan to provide this assurance. Graham Wareham confirmed
that our internal auditors, TIAA, are looking at our key performance
indicators, and assurance from them will go to the Audit Committee.
Lorna Payne advised that it has been noted that we have been counting
people as a breach using the 4 hour target for HTT referrals, even if we
have an agreement that they can be seen after this time. It is felt that
our breaches are much lower than reported, and we have discussed
with commissioners on how we manage this data.
Rahul Jaitly asked if there is a way to highlight items added, deleted or
changes in status between reports. Graham Wareham advised that
going forward we will not be using a colour-coded system. The vision is
to have a specific set of dashboards, but we will need to go through
several iterations of this, before we agree a final version. He confirmed
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that we are hoping to have the first draft ready for the April Board, and
that it will be very clear on how we are performing compared to previous
months.

08.18
Public

The Board noted the report
Safety Report
Billy Hatifani advised that this report highlights a number of safety
incidents, and focuses on the following where there has been a shift in
performance – i) Prone restraints, ii) Failure to return from section 17
leave, iii) High-Level incidents (18) iv) An increase in seclusions in
relation to the same period last year.
Justin Wilson advised that 3 episodes of prone restraint have been
added to the graph from September, as they were not reported at the
time. There is a focus to improve the number of prone restraints, which
should be avoided at every opportunity, and staff on being trained to
use MAYBO techniques.
Lorna Payne referred to the areas of challenges we have in relation to
patients not returning from section 17 leave. She advised that we are
looking at how we can work proactively with clinical teams to explore
the range of issues they are struggling with, which include gaps in
leadership and issues with some of our partners.

09.18
Public

The Board noted the report
Value for Money Report
Graham Wareham advised that we have recorded a surplus in
December, which means that our year to date deficit is £900k. This is in
line with our trajectory to bring our variance to zero, and is consistent
with our Control Total.
Managing our staff better, reducing agency, and other schemes within
the financial recovery plans have helped to reduce our deficit. Lorna
Payne noted that there has been a real joint effort across operational
services and corporate teams. H.R. and Finance have supported
colleagues to help manage the challenges on reducing agency spend.
We need to ensure that our services are safe, and need to look at
managing caseloads and waiting times, whilst maintaining good levels
of staff. Jennifer Seeley noted that many staff are engaged in the
process, and have put forward creative ideas, which could be
embedded in the long-term. Justin Wilson felt it was important to
emphasise that the focus on reducing agency, and retaining the good
staff we have is the right thing to do. He feels that staff recognise this,
and advised that there has been good engagement from clinicians to
help achieve this. There has been a significant strain on staff, and we
need to thank them for the work they are doing.

10.18
Public

The Board noted the report
Freedom to Speak up Guardian Quarterly Report
Lynn Richardson joined to meeting to present the report, and noted the
following:


During the last quarter, 26 speak up concerns have been raised.
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She has seen this as positive.
There has been some emphasis around workforce and pressure on
staff when there are no medical staff on the wards
To date, there are no outstanding cases
The findings from the first case review undertaken by the National
Guardians Office, are presented. The review found that the Trust
they reviewed was not behaving in an empathetic and diligent way.
An action plan was put into place to help them meet the required
standards.
Her case study focuses on concerns raised in one of our Home
Treatment Teams. 8 members of staff were actively engaged in this
process.
The National Guardians Office reported that 1611 cases have been
raised. They have since revised their figures, and now advise there
were 1119 cases.

Rahul Jaitly commented that it is positive that people can see they are
being listened to, and that improvements are being made, following
raising concerns. He asked if we envisage a point where we have many
changes to be made, but we have to prioritise. Lynn Richardson
advised that there is a natural way of prioritising when concerns are
raised. Issues that relate to clinical services that may be at risk from a
safety or quality point of view will be dealt with quicker.
Gavin Wright advised that small issues are important and asked if we
need to look at common themes that may be starting to emerge, and
consider what action we need to take to move some of these issues
forward. Lynn Richardson advised that there have been a number of
concerns raised where there is an element of bullying, and she would
like to get some time on the leadership development programme to
address this.
Lorna Payne noted that the level and speed of action that has been
required with the implementation of some of the recent finance recovery
plans, has meant that we have not always engaged with staff well, and
this could be seen as being counter-productive. Lynn Richardson
confirmed that in the case study, the engagement could have been
better, as staff were under the misapprehension that they could not
have the staff they felt they needed, although they had never been
advised this.
Julie Gaze noted that it is important that we learn from the national case
review, and asked we need to do anything in terms of evaluating the
effectiveness of our approach. Lynn Richardson advised that there have
been lots of examples where staff are speaking up, but being
dissatisfied with the outcome. This has not been the case with us so far,
and everything has been resolved where possible.
Lynn Richardson advised that nationally a few concerns are raised that
have not been raised at team meetings or in supervision, and advised
that we may want to look at this in more detail.
Jonathan Warren advised that he is happy that we have had 26
concerns raised this quarter. Staff are coping with increased pressure,
and it is important that they are able to say if they cannot cope. When
10

this happens, we need to respond with understanding and empathy,
and this is something that we need to build on.

11.18
Public

The Board noted the report
Mortality Assurance Quarterly Report
Justin Wilson presented the report and noted that we are expecting
further guidance from NHS England. Once received further work will be
undertaken to align processes nationally, and our policy will be
reviewed to take into account this new guidance.
Justin Wilson advised that 470 incidents were reported in this quarter. 7
serious incidents involving people who use services were reported, and
there were 13 deaths of people with Learning Disabilities. There have
been a few incidents reported relating to bowel obstruction, and these
will be looked at in more detail.
Justin Wilson noted that it is sometimes difficult to provide information
on protected characteristics, but we have been able to look at ethnicity.
There has been a notification of a Prevention of Future Deaths report in
this quarter, where the coroner has raised concerns about the wider
theme of communication with GP’s.
Lorna Payne welcomed further investigation around bowel obstructions
for the Learning Disability deaths. She asked if we are able to see if
there has been an operational impact on Learning Disability staff since
the introduction of the LeDeR programme, and if so how we are
managing this. Justin Wilson will look into this and report to the next
Board.
Action: Justin Wilson to explore the operational impact of the Justin
LeDeR programme.
Wilson
Graham Wareham asked if we are identifying any teams or divisions
where the number of deaths are higher than we would expect. Justin
Wilson confirmed that most of the deaths that occur are for older people
and this is expected. It has been noted that there has been a cluster of
deaths in the Waverley area that are being investigated as SI’s. Justin
Wilson advised that we are looking to see if additional support is
needed in the community teams following these deaths.

12.18
Public

Ian McPherson advised that the details of a Preventing Future Deaths
(PFD) report were discussed at the Private Board. The PFD will also be
shared with our Governors.
Action: PFD report to be shared with Governors
Julie
Gaze
The Board noted the report
Guardian of Safe Hours Quarterly Report
Justin Wilson advised that this report relates to the new contract for
junior doctors that came into effect last year.
An exception report was made which related to a safety issue, and this
was dealt with very promptly. It is important that exception reports are
made when appropriate, and we always want to encourage trainee
doctors to raise any issues around safety as soon as possible.
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Justin Wilson advised of an issue with junior doctors rotas, and
confirmed that we have filled a few vacancies. There has been a high
level of sickness in this quarter, and this has mostly been covered with
extra shifts. The issue relating to paying doctors for additional shifts has
been resolved. The results from the GMC Survey show that this has
been a difficult year.

13.18
Public

The Board noted the report, and wanted to pass on their thanks to Dr
Ovens.
People’s Experience Quarterly Report
Billy Hatifani presented the report and advised that it summarises
feedback from the Your Views Matter inpatient survey, and the
Community survey. He advised that 78% of inpatients, and 93% of
those in the community advised that they were involved in planning their
care, which shows an increase from quarter 2. 1121 friends and family
test surveys were completed, and 91% of respondents advised they
were likely / extremely likely to recommend our services. Our response
rate to the National Community Mental Health survey, was 27.3%,
which is 1% higher than the national average.
Rahul Jaitly noted the good results, and suggested we communicate
the summary of the Community Mental Health Survey (Pg. 59) within
the Trust, and speak to those who do not engage in survey, to get their
feedback.
Action: Billy Hatifani to share the summary of the Community Billy
Mental Health Survey within the Trust
Hatifani
Action: Billy Hatifani to obtain feedback from groups of people Billy
who did not complete the Community Mental Health Survey, to Hatifani
ascertain if they are any specific reasons why they did complete it.
Lorna Payne noted that Mindsight Surrey CAMHS have challenges
around access to the service, and we know we have wider issues
around waiting times. She does not feel that we are picking up the
levels of dis-satisfaction that relates to these issues. She suggested
that we need to work with people who use services, carers and staff,
and determine if the method of collection / tool used is working. Billy
Hatifani advised that we are looking at using more pictorial forms of
feedback for people with Learning Disabilities. He confirmed that we do
receive more responses when we go out to people with an iPad, and we
will continue to build on this. Jonathan Warren emphasised we should
be comparing ourselves to the best in the country in terms of overall
experience, and confirmed this will be included in future reports.
Ian McPherson noted that we get a very good rating from those who
complete the survey, but advised that it is unclear how many people are
responding, and would like to see a percentage for the response rate.
There is a need to make ensure that we are not self-selecting a sample,
or missing feedback from those who are less happy.
Action: Future reports to include the context of the percentage of Billy
people who could respond
Hatifani
The Board noted the report
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14.18
Public

CQC Update
Billy Hatifani advised that this report reflects the impact of the new
inspection framework on our services going forward, and outlines the
new inspection regime. We can expect to have at least one core service
inspection each year, and will receive a request for data 4 weeks prior
to this.
Jennifer Seeley noted that although it is positive that we are able to
close some requirement notices, more details on this would be useful.
Billy Hatifani advised that we need to confirm that CQC are satisfied
about the work we have done, and Jonathan Warren added that some
items relate to services that have closed.
Rahul Jaitly asked if there are certain instances that would trigger an
un-announced inspection – such as a high level of mortality, or PFD’s.
Jonathan Warren advised that anything that causes the CQC a
particular concern will trigger a responsive inspection, and it is
impossible to predict what this might be.

15.18
Public

The Board noted the report
Risk Report
Julie Gaze advised that the paper highlights pressures already touched
upon in the meeting. In particular:
 Bed pressures - since the last meeting the bed occupancy has
deteriorated due to winter pressures, and we have had occasions
where we have had to commission private beds.
 Staff pressures – the need to find ways to sustainably manage the
demands on teams, and have the capacity to manage caseloads
and allocations, as well as ensuring staff are supported.
 Children’s services – we are holding an increased level of risk in
relation to Children’s services, and we are reviewing this on a
regular basis and working closely with commissioners to resolve.
 Planning guidance - we are looking at how this will translate locally,
and how we prioritise and balance what is needed.
Rahul Jaitly noted that the Executive has agreed to “tolerate” the risk of
a cyber-attack, and asked what this means. It was confirmed that this is
still considered a high risk, but actions have been taken to actively
manage the risk, and we are unable to reduce it further at the time.
Mark Perry was surprised to note that finance is not showing as a risk.
Julie Gaze advised that this risk was escalated in December, and has
been stepped back down as a result of recent improvement, but that it
is still a risk. The Board agreed it should still be considered a risk.
Action: Julie to update the Risk Report to show Finance as on Julie
Gaze
ongoing risk

16.18
Public

The Board noted the report
Complaints Quarterly Report
Billy Hatifani highlighted the following key areas from the report:
We received 19 complaints in quarter 3 which was lower than quarter 2.
178 compliments were received in the quarter, which is an increase
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from quarter 2. Work is taking place to increase our targeted response
rate of 49 days.
Lorna Payne noted that there are a low number of complaints in relation
to Mindsight Surrey CAMHS. We are aware of issues around delivery
and access to services, and she is concerned that we have not received
more complaints in relation to this issue. Ian McPherson agreed that it
is not necessarily positive that our numbers are low, and that it would
be good to reflect on this going forward.
Mark Perry asked how easy it is for people to complain, and what we
record as a complaint. Jonathan Warren advised that only formal written
complaints are recorded. Mark Perry felt that this is a very narrow
funnel, and encouraged the Executive team to think about how we
collect data from others who are not happy with our services. Jonathan
Warren advised that the key lies within the patient experience work, and
we need to be able to obtain this on a larger scale. Rahul Jaitly asked if
there was a possibility of joining up different information sets, such as
the Freedom to Speak up Guardian work, complaints, and any other
channels that we use. We would then be able to prioritise into themes
that we can tackle. Lorna Payne commented that it would be helpful to
have a sense of what is a reasonable rate of formal complaints. She
noted that we have not received any complaints for Learning
Disabilities, and asked how we are engaging with people. Billy Hatifani
advised that our Patient and Liaison Services team do go onto the
wards and run workshops, to try and pull out any issues. He feels that
there is a need for us to think bigger, and advised that we may look at
the rate in terms of contact, rather than raw numbers. Julie Gaze
advised that the work commissioned with Children’s Youth Advisors and
Health Watch is important, and will help us to pull the information
together for Children’s services.
Jennifer Seeley referred to a complaint that was made about comments
made by a locum doctor (Pg. 73). She noted that the investigation
showed that appropriate records were made, but that we were unable to
speak to the locum doctor who had now left. She asked if we should try
to follow this up further. Justin Wilson confirmed that we would expect
doctors to be aware of complaints received so that they can reflect.
Normal practice would be to inform the doctor involved, and we have
previously contacted doctor’s responsible officers if they have left and
we have concerns.
The Board discussed how learning from complaints is taken forward:
 Billy Hatifani advised that we look at the key root causes arising
from complaints, and report emerging themes to the Quality
Committee annually.
 Justin Wilson noted that we should also emphasise learning from
compliments, as they can help to improve morale.
 The Patient and Liaison Services teams are members of the Quality
Assurance Groups for each division, and report back to them.
 There is a challenge around cross-divisional complaints, and we
need to explore this in more detail.
Jonathan Warren advised that the response rate of 49 days is not
acceptable, and work is taking place to reduce this. However, he did
note that the response letters sent are of a very high quality. He stated
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that we all need to ensure we support our Patient and Liaison Services
team, and help them with any requests for information that are received.

17.18
Public

The Board noted the report
Q.I. Quarterly Report
Billy Hatifani advised that we are celebrating 1 year of the Quality
Improvement (QI) process. This report outlines the current active
projects, highlights training and shows how we look at data.
Complaints are a good opportunity for us to learn and improve, and we
need to consider how we link this to the QI agenda.
Jonathan Warren noted that the QI team have done a great job and
have implemented some fantastic projects. As a Board, we need to
think about what we want to do with this, and consider the aim of our
organisation. He felt that culture and method are needed, and we only
have the method so far. Ian McPherson advised that there needs to be
a culture shift at all levels of the organisation in order to make a change.
The Board will take time over the next few months to discuss this.

18.18
Public

Lorna Payne noted that it was difficult to read the appendix, and asked
for it to be clearer in future reports.
Action: Appendix to be made clearer in future reports
Billy
Hatifani
The Board noted the report
Workforce Race Equality Scheme Update
Gavin Wright advised that this report gives an update to the Board, and
confirmed that a more detailed report will be submitted in April. He
advised that details of the Black and Minority Ethnic (BME) staff in the
organisation are shown, and confirmed that we need to consider the
following 3 issues:
i)
ii)
iii)

Recruitment of BME staff – there are concerns about the
numbers that are shortlisted and then appointed.
The chair of the BME network has advised that BME staff are
reluctant to apply for promotion, as they feel they will not be
successful.
The number of BME staff entering the disciplinary process,
which was highlighted in a recent Health Service Journal (HSJ)
article. We have taken immediate action and now have more
robust processes in place. In addition, we have reached out to
the BME chair at NHS England, and this has given a helpful
insight into learning from other organisations. We need to create
confidence in our BME workforce, to show that we are serious
about this, and are aware that we have more work to do.

Rahul Jaitly asked how this ties into the current appraisal process from
a Learning and Development, and disciplinary point of view. We need to
ensure that we are able to understand the talent individuals may have,
and help nurture them into positions they are capable of. Gavin Wright
advised that we are looking at the appraisal process, which appears to
be very paper driven, and this sometimes takes precedence over the
quality of conversations.
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Lorna Payne commented that if supervision sessions were more
regular, things might not escalate so quickly. She feels that we should
have a process where there is senior oversight earlier in the process,
when there are challenging conversations taking place. Helen Rostill felt
that during supervision we need to have reflective conversations that
look at the team dynamics, and consider how they influence the
services we deliver.
Lorna Payne noted that she has 3 BME staff on spot salaries, and they
do not appear to be included on the band 8d/9 figures, which may mask
the issues. She is also concerned about our assessment process for
senior appointments, as it can be seen to be daunting and may put
people off.
It was confirmed that these issues need to be owned by everyone. Julie
Gaze confirmed that we have planned a dedicated Board development
session to look at this in more detail in the near future.

19.18
Public
20.18

The Board noted the report.
Quality Committee Update – 28th November 2017
The Board noted the report.
Audit Committee Update – 6th December 2017
The Board noted the report.
Date and Time of Next Meeting:
19th April 2018, 2pm in the Open Space at Trust HQ

Chairman’s Signature that the Board Approved the minutes,
subject to any amendments or corrections, which will be
recorded in the minutes for this meeting.
Signed:
Date:
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Matters Arising
Minutes of a Meeting Held in Public – 8th February 2018
Ref

Item:

03.18
Public

Declarations of Interest
 Helen Rostill and Rahul Jaitly to advise Michaela Biddle of updated Declarations
of Interest
Mortality Assurance Quarterly Report
 Explore the operational impact of the LeDeR programme and report back to the
Board
 Circulate the Preventing Future Deaths report to the Council of Governors
Peoples Experience Quarterly Report
 Share the summary of the Community Mental Health Survey within the Trust
 Obtain feedback from groups of people who did not complete the Community
Mental Health Survey
 Future reports to obtain the response rate
Risk Report
 Update the Risk Report to show Finance as an ongoing risk
Q.I Quarterly Report
 Appendix within this report to be made clearer

11.18
Public

13.18
Public

15.18
Public
17.18
Public

Action

Status

Helen Rostill /
Rahul Jaitly

Complete

Justin Wilson

July 2018

Julie Gaze

Complete

Billy Hatifani

Complete

Billy Hatifani
Billy Hatifani

December 2018
September 2018

Julie Gaze

Complete

Billy Hatifani

Complete

Action

Status

Michaela Biddle

Complete – See Minutes from
8th February 2018

Justin Wilson

April 2018

Minutes of a Meeting Held in Public – 11th December 2017
Ref

Item:

125.17
Public

Matters Arising

128.17
Public

Item 72.17 – Michaela to review the minutes from the meeting on 28th June, and
clarify if outcome data is required for Mind Matters or Mindsight
Safety Report
 Look at emerging patterns of restraint in different categories of patients, and
compare them to other areas
 Ensure that reasons for seclusions are made clearer on future reports
17

130.17
Public
136.17
Public

Risk Report
 Look at ideas around benchmarking the staff survey against other organisations
outside of the NHS
Headline Annual Operational Plan
 Submit a report to the Trust Board on Delegated Commissioning
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Gavin Wright

April 2018

Lorna Payne

July 2018

Trust Board in Public
Date

19th April 2018

Item No

26.18

Paper Title

Chief Executive’s Report

Director

Jonathan Warren, Acting Chief Executive

Report for

Discussion/Information

Discussed to date and
next steps

This report has been prepared specifically for the Board and replaces the verbal report
previously given by the Chief Executive at Board meetings.

Purpose of the paper

This report shares with the Board some of the Acting Chief Executive’s reflections of
our recent work and draws the Board’s attention to some of the critical features of the
environment within which we are working currently.

Health/Social Impact –
Contribution to our
objectives
Impact on Risk

Our ability to deliver our strategy and make a difference to people’s lives will be
impacted by the environment in which we work.

Financial Implications
History

The report helps to keep the Board sighted and up to date on those issues which the
Acting Chief Executive believes they need to be aware of to ensure our Trust is well
led.
There are no financial implications as a result of this report itself. The report may
comment on the financial implications of items included where relevant.
The Chief Executive’s report updates the Board on the most recent aspects of our
work, or that of the environment within which we work, which are impacting currently.

Executive Summary
The Chief Executive report shares with the Board updates and reflections on key national, local and internal
(Trust) issues currently impacting on our work.
Positive Findings
 We have performed well again in the national Staff Survey with 68% of our workforce choosing to feedback
to us
 We celebrated the successes of our staff who go above and beyond their duties at our CARE Awards on
20th March; the evening got off to a great start with an impressive and inspiring performance by CYA, our
CAMHS Youth Advisors
Areas for Improvement




We have commissioned a review following the death of a person in the care of one of our inpatient wards
We have implemented immediate actions to improve the experiences of children and young people and their
families waiting in our Surrey Mindsight CAMHS service
We are working with partners and commissioners to review and codesign an effective and sustainable service
model for children and young people
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Chief Executive’s Report

1.0

Purpose of this Paper
This report shares with the Board some of my reflections on our recent work and experiences,
and draws the Board’s attention to some of the critical features of the environment within which
we are currently working.

2.0

Reflections
2.1

National



Pay award for Staff Agenda for Change - the government’s announcement of a relaxation
of the pay cap for our colleagues on Agenda for Change pay grades, particularly those on the
lowest incomes, is a very welcome and just reward for our staff’s loyalty and hard work.



Mental Health Investment Standard - we were very pleased to see the emphasis in the
national planning guidance on making sure that mental health services receive their fair
share of the uplifts in commissioning allocations this year. This has been backed up by a
continuing national focus on tracking this through the draft Plan submissions, and we have
been pleased to see this being honoured in our contract offers from local commissioners.



Patient Safety – I have continued with my work at the CQC as their National Professional
Advisor. For the next year I will act as one of 3 advisors to the National Mental Health Patient
Safety initiative. We are currently developing and testing an intervention to look at how NHSI
and the CQC can support trusts around the safety domain of the CQC inspection regime.
This work is being sponsored directly by Jeremy Hunt.

2.2

Local



Sustainability and Transformation Partnerships (STP) - two of our STPs have now moved
formally into their new status as Integrated Care Systems (ICS) and the associated Single
Control Total arrangements. These changes do not affect the accountabilities of the
individual organisations, including our Trust, which remain the same. Frimley Health & Care
ICS have identified a small gap in their financial plan for the coming year, and expect this will
be closed by existing transformation plans. Surrey Heartlands have identified a larger gap,
and the Transformation Board is currently prioritising its plans to close this. Sussex and East
Surrey is remaining as an STP for the current time, and we are continuing to work actively as
part of the North Central Sussex and East Surrey Locality on its plans.



Frimley Health & Care Integrated Care System (ICS) - Sir Andrew Morris has now retired
as Chief Executive of Frimley Health and formally taken up his role as lead of Frimley Health
& Care ICS. The development of the ICS governance arrangements is accelerating with
proposals to develop a Committees in Common approach now being discussed. I was
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pleased to attend the recent Board and Governor workshop organised by the ICS to update
colleagues on its aims and progress in March along with Ian (Chairman), Julie (Director of
Governance & Planning) and Janice Clarke, Governor (Families and Carers).


2.3

Surrey County Council - I have had the pleasure of meeting Joanna Killian, the new Chief
Executive of Surrey County Council at the recent Surrey Heartlands Transformation Board.

Our Trust



Children and Young People’s Services - our staff within these services are continuing to
work tirelessly to improve the experiences of children and their families. Our Surrey
Mindsight CAMHs services continue to prioritise seeing those needing urgent or crisis
support and we have implemented immediate action plans to get in touch with those currently
waiting, make sure they are safe, and invite them to urgent review appointments if indicated.
We are also working with our commissioners to undertake a review of the current model, in
the light of the unprecedented scale of demand, to co-design an effective and sustainable
service for the future.



Blake Ward, Abraham Cowley Unit (ACU) - we were all deeply saddened by the tragic
death of a person in our care at the ACU Unit in March. We have been focused on
supporting their family and friends, and our staff following this. We have taken immediate
actions to mitigate the risk presented by the windows revealed by this incident, and are
currently looking at plans to invest in their replacement. We have also asked a former
Consultant Psychiatrist and Director of Nursing to support us in a review of the Unit which we
hope will be undertaken and completed in the next 2 months.



Our Approach to Quality Improvement - I have continued to take every opportunity to talk
with members of our staff about taking a new approach to Quality Improvement. I have been
really impressed by the enthusiasm of everyone I have met to embrace this as a way of
helping us do our jobs even better together. I am looking forward to the time the Board has
set aside on 16th April as part of developing this approach further.



CARE Awards - I had the fantastic privilege of hosting our CARE Awards alongside Ian
McPherson on 20th March. I, like many there, was particularly impressed and inspired by the
amazing performance given by our CAMHS Youth Advisors (CYA), which got us off to a great
start in reminding us all why we do the jobs that we do. Well done to all the staff who were
nominated and won awards on the evening; you make me very proud to be part of this Trust.



Staff Survey - we were very pleased to learn that 68% of our staff took the time and trouble
to tell us what they think of being part of this Trust through the national Staff Survey. This
response rate is again one of the highest achieved across the country. Our results show
significant improvement in a number of areas, and we continue to perform well when
compared with others which is really good. However I do not believe these results match our
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ambition and I will be encouraging us all to get behind the 4 areas for improvement we have
identified - Valuing Staff, Health & Wellbeing, Communication and Fair Treatment.


3.0

Board Changes - I am delighted that the Council of Governors chose to appoint Stephen
Firn and Susan Scholefield to join our Board as Non-Executive Directors. The Board will be
aware that sadly however Gavin Wright, our Director of Workforce, has taken the difficult
decision to leave our Trust due to the demands of his journey to and from work. Gavin will
leave us to take up a position with Sussex Partnership NHS Foundation Trust at the end of
June.

Recommendation to the Board
The Board is asked to consider the Acting Chief Executive’s update, and to offer suggestions for
how the report may be developed in the future.
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Trust Board in Public
Date

19th April 2018

Item No

27.18

Paper Title

Quality and Safety Report

Director

Billy Hatifani, Acting Chief Nurse
Justin Wilson, Chief Medical Officer

Report for

Discussion

Discussed to date and
next steps

The report will be discussed at the Executive Board and the Trust Board.

Purpose of the paper

The Board is asked to comment on and note the following:
 There have been 28 episodes of restraint in February 2018; but a decrease in
the number of reported prone restraints in both January and February
 In February 2018 we reported seven Serious Incidents (SIs)
 There are currently 29 incident investigations that have missed the 60 day
completion deadline
 The Friends and Family test has continued to remain stable at 90% of people
who would recommend our services to their friends and family
 Two levels of co-produced suicide prevention training have been created; the
first cohort of Recovery College training commenced on 2nd March
 Our reporting of delayed transfers will change from April to include people who
are “medically fit” for discharge; this is likely to increase the numbers of
delayed transfers we report
The critical analysis of all incidents and safety activities and changes to reporting is
essential to ensure that the Trust has clear oversight of any emerging themes/issues
that may affect the delivery of positive outcomes for people using services.

Health/Social Impact –
Contribution to our
objectives
Impact on Risk

Financial Implications
History

A robust review of our quality metrics will ensure we target our attention on those areas
of emerging risk and put measures in place to mitigate adverse effects. The SI backlog
and staffing levels are issues that are currently on the risk register.
No new financial implications related to this report.
The Trust incident reporting systems and processes were subject to review recently in
light of current guidance and requirements. For our quality reporting we have held
several internal meetings to understand the interfaces and changes required.

Executive Summary: This report reviews prototype quality control dashboards for our services. This is the first
version of this new style of quality, risk and safety report being presented to the Board. It merges other quality
indicators previously reported separately, such as our mortality review work, positive and safe metrics, and
experience and workforce data. The timing of this Board meeting is too early following the quarter end for our
Quarterly Mortality Review report to be available; this will be presented to the next Board meeting in public.
Positive Findings
1. The number of medication related incidents has shown signs of decreasing in the last two months.
2. An increasing trend in the number of falls emerged between March and September 2017, this has now stopped.
3. Two poster presentations for our Quality Improvement have been accepted for presentation at the International
Forum on Quality and Safety in Healthcare in Amsterdam in May 2018.
Areas for Improvement
1. We are working to close the 29 incidents that have missed the 60 day investigation completion deadline.
2. In February 2018, five people absconded whilst on escorted section 17 leave.
3. Acute Beds occupancy rate has been above 90%. In February 2018 there have been 15 people whose transfer of
care was delayed
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GLOSSARY
A control chart based on counting the number of defects per constant size subgroup.
Also known as a Count of Nonconformities chart. The c-chart is based on the Poisson
distribution.
Problems with the system itself that are always present, influencing all of the
Common
production system until found and removed.
Cause
Control Chart A graphical mechanism for deciding whether the underlying process has changed based
on sample data from the process. Control charts help determine which causes are
“special” and thus should be investigated for possible correction. Control charts contain
the plotted values of some statistical measure for a series of samples or subgroups,
along with the upper and lower control limits for the process.
Control Limits Statistically calculated control chart lines which indicate how the process is behaving
and whether the process is in control. There is typically an upper control limit (UCL)
and a lower control limit (LCL). If the process is in control and only common causes
are present, nearly all of the sample points fall within the control limits.
A measure of the centre or average of the data. The mean is calculated by
Mean
summing all of the observations and dividing by the number of observations.
The “middle” value of a group of observations, or the average of the two middle
Median
values.
Outliers
Unusually large or small observations relative to the rest of the data.
Pareto Chart A problem-solving tool that involves ranking all potential problem areas or sources of
variation according to their contribution to cost or total variation. Typically, 80% of the
effects come from 20% of the possible causes, so efforts are best spent on these “vital
few” causes, temporarily ignoring the “trivial many” causes.
A control chart based on the proportion or percentage of nonconforming units per
P Chart
subgroup. The p-chart is based on the binomial distribution.
Trend
A consecutive number of points consistently increasing or decreasing (six on a
control chart). A trend can be evidence of the existence of special causes of
variation that should be investigated.
Eight or more consecutive points above or below the mean (on a control chart) that
Shift
signify special cause variation in a given direction.
Causes of variation which arise periodically in a somewhat unpredictable fashion.
Special
Also called assignable causes, local faults, or sporadic problems. The presence of
Causes
special causes indicates an out-of-control process that merits investigation to
understand the causes, before considering whether to intervene.
A process is considered stable if it is free from the influences of special causes. A
Stability
stable process is said to be in control.
The differences among individual results or output of a machine or process. Variation
Variation
is classified in two ways: variation due to common causes and variation due to special
causes.
How to interpret SPC charts
C Chart

Rules





1 data point above or below the UCL/LCL (99% certainty of special cause)
2 consecutive points outside (95% certainty of special cause)
6 consecutive points increasing or decreasing in one direction (trend)
9 or more consecutive data points above or below the centreline
Quality Control

This report reviews prototype quality control dashboards for our services. This is the first version of
this report being presented to the Board, as such it will continue to develop. It merges other quality
indicators previously reported separately, such as our mortality review work, positive and safe metrics,
and experience and workforce data. It will also focus on reviewing quality metrics, some of which
were previously reported in our Quality House Dashboard. All contractual key performance indicators
will be presented in a separate performance report.
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Safety

1. Reported Incidents
1.1. Our reported incident numbers continue to show common cause variation with a downward
trajectory evident from October 2017 to date. The chart shows a significant increase in September
2016 which was due to the recording all deaths that were reported on the NHS Spine & on Datix
while we were refining our mortality management/recording processes. In February 2018, 426
incidents were reported and of these 86% resulted in low or no harm.
1.2. Medication Errors - The number of medication related incidents has shown signs of decreasing in
the last two months after a marked increase leading to special cause variation between February
and August 2017. Targeted action was undertaken by the Modern Matron at ACU focusing on
ensuring that staff undertaking the dispensing of medication where not disturbed during this time.
1.3. Falls Prevention - An increasing trend in the number of falls emerged between March and
September 2017, this has now stopped and we have seen a downward trajectory from September
leading to the number of falls now close to our lower control limit of 15 for the month of February
2018. In February, two of the falls resulted in moderate harm and 14 resulted in low or no harm.
There were no falls that resulted in a fracture this month. The falls group is now meeting to ensure
continued improvement.
2. Positive and Safe - Reducing Restrictive Intervention
2.1. Violence and Aggression - Violence against staff and people using services shows common
cause variation with an increase in incidents reported in February for both indicators. There has
been 28 episodes of restraint reported in February 2018, the data continues to show normal
variation. There has however been a positive decrease in the number of reported prone restraints
in both January and February.
2.2. Restrictive interventions continue to be monitored through the Positive and Safe Group. In
February there were seven incidents of seclusion reported, this involved five different individuals.
The levels of seclusion continues to show common cause variation and focused attention is being
given to the monitoring of the location of seclusion. This is to ensure that when clinically indicated,
they are taking place in specially allocated spaces e.g. seclusion room as per Trust policy.
3. Serious Incidents
3.1. In February 2018, we reported seven Serious Incidents (SI); five of which related to apparent/
actual/ suspected self-inflicted harm meeting SI criteria. The other two SIs involved two people that
were known to two separate teams being charged separately for the same homicide.
3.2. We have reported fewer Serious Incidents in 2017 than in 2016. Over the same period we have
also worked to strengthen our mortality review work and enhanced our collaboration with the HM
Coroner’s office to ensure timely learning.
3.3. SI Investigations - There is currently a backlog with investigations that we are working to resolve,
where we have 29 incidents that have missed the 60 day completion deadline.
3.4. AWOL Incidents- In February 2018, five people absconded whilst on escorted section 17 leave.
This was an increase of one incident from the previous month. A Task and Finish Group is being
set up to address AWOLs and has developed an action plan to reduce the numbers. In February
2018 there were also four people under the Mental Health Act who attempted to abscond from the
ward but were prevented from doing so by timely staff intervention. Two incidents of a person
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going away without leave from one of our wards relate to the same person kicking the panels on
the bottom of the doors in the airlock in order to leave the building.
4. Learning from Deaths (Mortality Review)
4.1. In January 2018 we were made aware of 254 deaths identified through the mortality workstream.
We currently review all deaths of those people who may already have been discharged from an
SABP service in the last 12 months.
4.2. Of the 254 deaths that were reported in January 2018, we registered six as Serious
Incidents:





Three deaths were of people known to Working Age Adult Community Services
Two deaths were of people known to Specialist Services (one DAT, one Psychiatric
Liaison)
One death was of a person known to Older People’s Community Services
One of the deaths was identified as a potential Serious Incident though the mortality
screening process.

4.3. There were no High Level Incidents relating to a death reported in January 2018. However four
Mortality Case Note Reviews were undertaken and no Initial Mortality Screenings resulted in a
request for a 72 hour report (72 hour reports are used in our decision making to determine those
incidents that meet criteria to be reported as SI or High Level Investigations).
4.4. In January 2018 there were six deaths reported where the person has a diagnosed learning
disability. All deaths of people known to have a Learning Disability now undergo an ‘Initial Mortality
Screening’ followed by a ‘Mortality Case Note Review’ in line with the recommendations of the
Learning Disability Mortality Review process (LeDer).
4.5. The Trust registered 5 serious incidents that involved the death of people in February 2018 who
were currently or had been known to services in the last 12 months.
Clinical Effectiveness
5. Effectiveness
5.1. The DNA rates for OP CMHT and the CAMHS CT is showing common cause variation with Adults
CMHRS showing a special cause variation with too many runs/points above the mean for 21
months. The referral to first appointment wait times for OP CMHT have shown signs of improvement
showing special cause variation with points near the lower control limit and shift in performance for
the period April 2017 to February 2018.
5.2. Acute Beds occupancy rate remains above 90% and continues to show common cause variation.
Average length of stay in adult acute has remained below the mean for the last five months but
shows signs of increasing. The staffing calculator remains in place to support the appropriate
staffing of our wards to maintain safe staffing levels. Our daily bed management calls are used to
actively manage bed occupancy.

Peoples Experience
6. Experience
6.1. In February, our Friends and Family test has continued to remain stable at 90% of people who
would recommend our services to their friends and family.

26

6.2. We received eight new complaints in February 2018: three complaints for CAMHS, two for
inpatient services – Juniper and Anderson Wards, one for NE Hants CMHRS, one for
Psychotherapy and one for Psychiatric Liaison Services at East Surrey Hospital. In total we have
received 81 complaints and responded to 361 PALS concerns since the 1st April 2017 (as at the
13th March 2018).
6.3. We currently have 17 open complaints: 13 are being investigated (all but one on track for 49
day/25 working day timescale) and four of these have been re-opened for “further issues”. There is
also one complaint with the Ombudsman for investigation.
Quality Improvement
7. Celebration of QI work
7.1. Two poster presentations for the Quality Improvement at SABP have been accepted for
presentation at the International Forum on Quality and Safety in Healthcare in Amsterdam in May
2018. Work being showcased will be the improvements around Situation Background Assessment
Recommendation (SBAR) handover processes, which started on Magnolia ward, and the physical
health and wellbeing clinics, which started on Clare ward.
8. Building Improvement Skills
8.1. The Quality Champions programme is now approaching week 5 of 6, and graduation for the first 15
champions has been arranged for June 2018. Bookings are now being taken/placed for the second
cohort of Qi champions, which is due to commence in May 2018.
8.2. The one day foundation course in quality improvement is now running once a month and
evaluations have been really positive. At the end of the course people are given opportunity to
meet with the quality improvement leads and develop their project ideas. Projects that have
resulted from this one day programme include the creation of a cooking skills and healthy eating
programme for the children at Apple Tree Nursery.
8.3. Quality Improvement (QI) training is well established in the current Trust induction. From January
2018, it was also included with the induction training for medical staff. Following this, we have seen
an increase in junior doctors becoming involved in Qi. An example of this is a quality improvement
project happening at the ACU site, which looks the introduction of a new proforma for insulin
management. To date, 817 people have been recorded as having undertaken training in quality
improvement within the organisation.
9. Quality Improvement Projects within the Organisation
9.1. To date, 101 ideas for quality improvement have been registered within the organisation. 57 of
these are currently active as projects. 19 are currently in the scoping phase and are yet to
commence. 14 projects are now complete, four have been closed as they have been found to be
non-viable and seven have been paused. Examples of recent projects that have been registered
include a project to evaluate the impact of the newly developed role of a “career navigator” within
HR and the development of a physical wellbeing information pack in Early Intervention Services.
9.2. The link between quality improvement and quality assurance is also strengthening. There is an
increase of clinical audits being undertaken, and the action plans then being used to commence
quality improvement initiatives. An example of this is around health checks being offered to young
asylum seekers; an audit showed that more than 60% of appointments are missed, and it is
believed that this is due to a lack of information on what the health checks consist of being
available to foster carers. An improvement project has hence been created to develop such a
leaflet and to see if this increases attendance rates.
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9.3. The concept of “Joy at work” is becoming a popular initiative for Qi projects. Alongside the Qi team
developing their own project around “joy jars”, Clare ward are looking at how they can create a
feeling of joy at work, and are starting by looking at the impact of having informal supervision
sessions available on a daily basis. This is on top of their well-received video celebrating their ward
activities.
10. Quality Improvement Case Study - Physical health and wellbeing clinics
10.1. Physical health and wellbeing clinics are now in place on Clare, Magnolia and Mulberry wards,
and are due to commence on Juniper, Rowan and Anderson in March 2018.
10.2. 173 people have been seen in physical health clinics so far. The most frequently undertaken
interventions in clinics are ECGs and blood tests. Some of the most frequently identified clinical
issues include poor foot care, poor nutrition and worries around sexual and reproductive health.
Our most established clinic is on Clare ward, where we are now on the 25th clinic. A positive finding
with the clinic on Clare has been the uptake; an average 80% of men offered to attend the clinic
request to come.
10.3. We have now created a leaflet called “Bob’s Journey” which is a cartoon style guide to explain
what happens in our clinics to people using services. We are currently developing the next stages
of this project, which includes embedding sexual and reproductive health checks in to the clinics,
and standardising clinic processes between inpatient and community services.
11. Zero Suicide Approach – Prevention
11.1. There have now been two levels of co-produced suicide prevention training created; one for
people using the Recovery College, and one for staff working in clinical roles. The training through
the Recovery College is a one day course, and the training at the Recovery College is four
modules, each two hours long, delivered once a week over a month.
11.2. Following piloting, the first run of training at the Recovery College commenced on Friday 2nd
March 2018. The content for the clinician level training has now been finalised and is being piloted
on 12th March. Changes will be made as needed following this pilot, with the launch planned for
April 2018.
Quality Reporting
12. Delayed Transfers
12.1. During the month of February 2018 there have been 15 people whose transfer of care was
delayed. We submit to NHS England the number of delayed bed days per month, broken down by
reason for the delay and the organisation responsible. We reported 335 delayed bed days for
February which equates to 6.2% of total occupied bed days (excluding leave).

12.2. Following a review by NHS Improvement the Trust has reviewed its processes and agreed to
start reporting from February 2018 ‘medically fit’ delayed transfers. Prior to this the Trust reported
‘safe to discharge’ delays only. This has meant an increase in the delayed transfers we report.
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Quality Workforce
13. Workforce
13.1. Leaver statistics do not include staff on fixed term contracts or who TUPE out of the
organisation. Over the last two years we can observe that there are some fleeting variation
periods where the number of leavers deviates from normal variation for a time and then it goes
back to normal. There are now signs of a downward trajectory as our retention initiatives appear to
be having an effect as the number of leavers per month has been on a downward trajectory since
September 2017.
13.2. Our recruitment data is showing common cause variation. It is also positive that we have seen
a gradual fall over the last five months in our overall turnover rate. All Divisions are actively
recruiting to their vacancies, to reduce the use of temporary staff. We are also engaging in
conversations with our long term placements to encourage them to apply for substantive
vacancies. A number of the Divisions have task and finish groups where recruitment plans are
reviewed. The Brief Encounters programme in all Divisions also ensures a critical dialogue
between the clinical managers, Finance and HR to ensure that recruitment is being undertaken in a
timely way and temporary staffing is being used appropriately.
13.3. Our sickness absence target is 3.8%. In month our sickness rate was 3.91% and our rolling
average for the last 12 months was 3.78%. Overall, our levels of sickness are slowly shifting to
stay above the mean and more work through the managers is underway to continue their
management of absence. We continue to compare favourably with the national average sickness
of 4.88%.
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Quality dashboard
Please Note: This is a prototype report. The Control Limits in the following charts have not yet been calculated correctly and should be
disregarded.
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Trust Board in Public
Date

19th April 2018

Item No

28.18

Paper Title

Activity and Performance Report

Director

Graham Wareham, Chief Finance Officer
Author: Ann Underwood: Director of Finance

Report for

Discussion

Discussed to date and
next steps

Issues noted at the Contract Review Meeting for our services for Adults, People with
Learning Disabilites, and Children and Adolescents Mental Health (CAMHS)

Purpose of the paper

The Board are asked to note the following within the report:
 CAMHS referrals and discharges significantly over contract levels
 Variable and excessive caseloads in all community services
 Reducing overspill beds

Health/Social Impact –
Contribution to our
objectives

Close monitoring and action in respect of the Trust’s activity and performance will help
to ensure that the Trust is providing the contracted services to its populations.

Impact on Risk

Action taken to understand our activity and performance levels and take appropriate
action to rectify issues or to agree a way forward with commissioners is a means of risk
mitigation.
Risk of contractual or legal sanctions if activity and performance levels vary to an
indefensible extent from contract or do not satisfy local need.

Financial Implications
History

This is the first paper dedicated to this subject and will develop iteratively.

Executive Summary
This paper summarises a number of activity and performance issues for the Board’s attention.
Positive Findings
 This is the second report in this format.
 Good performance in Early Intervention in Psychosis.
 Reducing overspill beds
Areas for Improvement





Information and resources for performance reporting remain limited
Feedback from the Board will help shape future iterations of this report
High waits in CAMHS services
Variable and, in some case, excessive caseloads
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Activity and Performance Report
1

Introduction

1.1

This report identifies activity and performance information worthy of being brought to the
Executive Board’s attention. Performance information is based on M11 reporting for February,
unless otherwise stated, and focusses on areas of note in the reporting that is currently
available.

2

Surrey Mindsight CAMHS (Child and Adolescent Mental Health) Services

2.1

Overall Referrals and Discharges
Referrals and Discharges for the two CAMHS contracts together taken as a whole are
significantly more than contract values.

Referrals and discharges are currently equating to about 900 to 1000 a month whereas the
contract assumed they would be on average 543 per month.
2.2

Specialist Contract
The excess over contract has been mainly driven by the specialist contract.
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2.3

Targeted Contract
It is worth noting, in the first year of the targeted contract, referral levels where below contract
values but since then referral levels have been more than contract values.

This means that, cumulatively, the contract is operating at activity levels significantly higher
than originally intended and SABP is currently experiencing an overspend of £1 million per
annum on this contract - 10% of combined contract value for the specialist and targeted
contracts.
The cumulative effect of this higher than expected performance has been significant in terms
of waiting lists and caseloads. Cumulatively referrals for both contracts are now above the
indicative activity levels and in specialist contracts we have also exceeded contract values on
discharges. In the targeted contract discharges are not at contract rates and we believe that
this is because clinicians have focused on working with the children who are most unwell,
which has meant work being prioritised on the specialist contract.
To increase our discharges, we will need to address either the resourcing of this contract or
the level of referrals and possibly both. We do not believe that this level of demand could
have been reasonably foreseen at the time of the contract and, therefore, it is critical that this
is now reviewed on a holistic basis.
3.

Caseloads

3.1

CAMHS
The following chart illustrating how many cases some of our individual clinicians are holding.
We currently cannot distinguish between prescribing caseloads which would be expected to
be higher, and treatment caseloads, and hence some of the high caseloards are as a result of
the roles individual clinicians have. However, notwithstanding that, some of these caseloads
are worryingly high and further work is being doen to understand the potential safey risk
represented by these high caseloads.
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Adult Community
The following chart shows that there are also clinicians in the CMHRS teams with a high
caseload that we are investigating and a similar wide variation in caseload that warrants
analysis by the service.

CMHRS Caseload Spread
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3.3

Older People’s Community
Overall caseloads look smaller but closer investigation is also warranted.
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Cumulative %

Waiting Times in CAMHS
High caseloads coupled with high demand means we cannot see all the people we would like
to, as quickly as we would like.
The following chart details how long open referrals have been waiting for an assessment. We
are currently in a dialogue with commissioners on what more can be done to manage these
long waits in the safest way possible. However, we have started completing risk reviews for
all children on the waiting list to ensure that we are reviewing those cases to ensure their
associated risk measures have not changed while they have been waiting.
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The next chart breaks the number of people waiting down by team and, in support of the
referrals and discharges data, we see the problem is most problematic in the BEN pathway
where we have currently have 400 children referred and waiting for an assessment.

5.

Bed Utilisation – January 2018

5.1

Overspill Beds
There was a decrease of 2 bed days in January (8) compared to December (10) and November
(19). There were 3 placements in January outside of Surrey. All 3 were new admissions, as
there were no placements at end December. Of these placements, 1 person was discharged inmonth which has resulted in 2 placements as at end January.
Overspill Beds
Bed Days
Mar-17
258
Apr-17
181
May-17
68
Jun-17
63
Jul-17
110
Aug-17
67
Sep-17
124
Oct-17
46
Nov-17
19
Dec-17
10
Jan-18
8
Feb-18

300

Overspill Bed Days
258

250
200

181

150
100

124

110
68

50

63

67
46
19

-
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10

8

5.2

Bed Occupancy
The below chart shows bed occupancy for the wards, as submitted to NHS England / Unify on
a quarterly basis via the KH03 (Consultant led beds) and QNC (non-consultant led beds). The
average bed occupancy from April 17 to Jan 18 was 87%.

6.

Early Intervention in Psychosis (EIIP) Waiting Times
Whilst still above the NHS Improvement target of 50%, in December 15 people with suspected
first episode psychosis or ‘at risk mental state’ started a NICE-recommended care package and
73% waited two weeks or less to access treatment. This is a reduction from the 77% in
November but equal to the December average of 73% for EIIP service providers in the South of
England region. In January, 18 people started treatment and 67% had waited two weeks or
less. Six people waited more than two weeks.

7.

Home Treatment Teams (HTT)
NHS England results for Quarter 3 of this year shows an improvement from the bottom end of
the range for the ‘admissions via HTT’ indicator compared with other providers. We achieved
the 95% target in Quarter 2 and were up to 98% of our Adult Acute and PICU admissions gatekept by the Home Treatment Teams in Quarter 3. Five admissions were not gate-kept. We
achieved 94% in January. Five admissions were not gate-kept by our Home Treatment Teams.
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8

Care Programme Approach (CPA) Discharge from PICU

93% of people on CPA who were discharged from our Adult Acute and PICU services during
Quarter 3 were followed up with 7 days. Seven people were not followed up within 7 days. We
did not achieve the NHS Improvement target of 95% in Quarter 3. Comparative figures
published by NHS England show that most other providers did achieve the target. In January
2018, 92% of people on CPA who were discharged from our Adult Acute and PICU services
were followed up within 7 days. Six people were not followed up within 7 days.
9.

Conclusions and Recommendations
The Trust Board is asked to note and discuss the above activity and performance information.
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Trust Board in Public
Date

19th April 2018

Item No

29.18

Paper Title

Value for Money (Month 11 - February 2017)

Director

Graham Wareham – Chief Finance Officer

Report for

Discussion/Information

Discussed to date and
next steps

Value for Money performance is reviewed monthly by the Director of Finance and CFO,
with emerging issues discussed at Financial Recovery Plan meetings. Finance
Business Partners review performance monthly with Divisional Directors and their
budget holders.

Purpose of the paper

The Board is asked to note the report and in particular the following matters:
 We recorded a year to date deficit of £0.2m. This is £2.0m worse than plan but
a reducing year-to-date (YTD) deficit
 An overall reduction year-to-date in our distance from the NHSI agency ceiling
to 28%
 Improvement in our finance and use of resources rating to a 2 (where 1
represents the best score and 4 the worst score)

Health/Social Impact –
Contribution to our
objectives

Delivery of the Trust’s financial targets will help to ensure the sustainability of services
and that the Trust remains in control of its services.

Impact on Risk

All areas of savings have been assessed to ensure that there is no adverse impact on
any particular group of staff or services users.

Financial Implications

The attached report highlights the current financial position and forecast and any
risks/opportunities to the Trust’s financial plan.

History

This report is presented monthly to the Board

Executive Summary
This paper highlights the key messages from the M11 financial results.

Positive Findings
•
The year-to-date deficit has reduced due to much stronger performance over the last four months
•
Divisional Directors have remained committed to the challenge of recovering our position to plan and we
have delivered £2.7m of savings year-to-date
•
Indicated system support from commissioners will enable the trust to achieve its control total
•
Our overall finance and use of resources score has improved to a 2
Areas for Improvement
•
The reported year-to-date deficit of £0.2, whilst significantly improved is still £2.0m worse than plan
•
Our year-to-date distance from agency ceiling spend has decreased to 28%, although this represents a
continued agency use of resources score of 3.
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Value for Money Report to 28 February 2018
1. Introduction
This report sets out the February value for money position.
2. Value for Money Headlines
 For the period to 28th February 2018 the Trust has continued to deliver an improved financial
position, recording a year-to-date deficit of £0.2m. This is £2.0m worse than plan but is a reducing
deficit, as a result of a Trust wide focus on financial recovery and stronger in-month performance
over the last four months.
 The result excludes £697k of additional STF (Sustainability and Transformation Fund) money that
was awarded to us in this financial year but relates to 2016/17.
 The table below summarises the financial position:

Income
Expenditure
Sub Total (EBITDA)
Depreciation & Amortisation
Dividends on PDC
Other
Surplus / (Deficit)
STF
Surplus / (Deficit)
Profit on Disposal
Fixed Asset Impairments
Surplus / (Deficit) from continuing operations
Pension Remeasurement
SURPLUS / (DEFICIT)
Less STF money for 2016/17
SURPLUS / (DEFICIT)



Annual Plan
£m
160.8
(151.2)
9.6
(5.7)
(3.7)
(0.1)
0.1
0.9
1.0
1.5
0.0
2.5
0.0
2.5
0.0
2.5

YTD Plan
YTD Actuals YTD Variance
£m
£m
£m
147.0
149.3
2.3
(138.2)
(142.5)
(4.4)
8.8
6.7
(2.1)
(5.2)
(5.8)
(0.5)
(3.4)
(3.6)
(0.2)
(0.1)
(0.4)
(0.3)
0.1
(3.0)
(3.1)
0.8
0.8
0.0
0.9
(2.2)
(3.1)
1.0
2.7
1.7
0.0
0.0
0.0
1.9
0.5
(1.3)
0.0
0.0
0.0
1.9
0.5
(1.3)
0.0
(0.7)
(0.7)
1.9
(0.2)
(2.0)

The Trust position is broken down further in appendix 1.

3. Operational Outturn
 The reason for this overspend is due to:




Higher than planned costs experienced in actually running the community paediatrics service,
due to the level of demand and complexity in the system;

Higher than planned costs in our community CAMHS and Beacon One Stop service, due to the
continuing high levels of demand;

Higher than planned costs in our 24/7 older people’s inpatient services, due to high levels of
enhanced observations, and the significant number of patients medically fit for discharge but
without a safe place to be referred to;

Savings assumed in the budget for the outsourcing of soft facilities management being greater
than those achieved
We have continued to deliver against identified financial recovery plans and have reported
achievement of £2.7m savings year-to-date, which have supported the improving financial position.



We expect that, with the implementation of these recovery plans and the system support indicated
from our commissioners, we will be able to get back on plan and deliver our control total for the year.



The February year-to-date CIP delivery was 81% of target. The likely full year outturn at this 81%
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rate against our £7.054m target will be £5.714m.

4. Agency Usage
 Agency spend increased in February to 7.3% of total pay spend, compared to 5.1% in January and
6.8% in December.


The slight increase in our NHSP agency usage can be seen in the below chart, although this remains
at substantially lower levels than earlier in the year, which reflects the divisional focus on financial
recovery.

5. Use of Resources Metric
 The Trust’s finance use of resources metric was a 2 for February, having been recorded as a 3 for
each quarter previously. This is a welcome improvement, again reflecting the improved operational
position.
6. Cash Flow and Aged Debt
 Total debt remained steady at £10.9m at end February. Over 90 day debt has decreased to £2.3m.
The majority of this aged debt now relates to queries and contract disputes with Psychiatric Liaison
invoices.


We closed February with £14m cash in the bank. The forecast for our cash balance at year end is
likely to be significantly better than our planned £11m.

7. Conclusions and Recommendations
 The Board is asked to note the report.
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Appendix 1 – Breakdown of the YTD Financial Position by Division

Trust Board Director
Chief Operating Officer

Chief Operating Officer Total
Chief Executive
Chief Medical Officer
Chief Nursing Officer
Innovation
Workforce
Chief Finance Officer

Division
Adult Mental Health
Children and Young People's Services
Children and Family Health Surrey
Estates and Facilities
Delegated Commissioning
Learning Disabilities Services
Older People's Mental Health
Specialist Services

Finance, Property, Procurement and Digital
Other

Chief Finance Officer Total
Corporate Total
(Surplus) / Deficit

YTD (Over) /
Under Spend
£m
0.3
0.6
0.5
1.7
0.5
0.5
0.6
0.4
1.7
0.0
0.0
0.5
0.0
0.2
0.1
0.5
0.4
0.3
2.0

Excludes 16/17 STF money

Key messages:
-

Overspends in our Older People’s inpatient services not being fully offset by underspends in our
community teams
A higher staff skill mix in our Children’s services, coupled with continuing high than planned demand
Overspends on our Soft FM contract

48

Trust Board in Public
Date

19th April 2018

Item No

30.18

Paper Title

Partnership Governance

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion/Information

Discussed to date and
next steps

Governance arrangements were discussed at June Executive and Trust Board
meetings, and at the Board away day in July. A paper providing an overview of
Sustainability and Transformation Partnership (STP) arrangements was discussed in
September Trust and Executive Boards. The Executive discussed partnership
governance at its December meeting, and the Board considered the Frimley Health
and Care Memorandum of Understanding at its meeting in February.
The Board is asked to comment on and note the report on the following:
 Update on the current diversity and developing nature of our partnerships
 Growing maturity of our Integrated Care System (ICS) collaborative arrangements these are developing more formal shared accountability arrangements as expected
 Risks perceived within our current arrangements and recommended actions
We know we do our best for people when we work in partnership with them and others
important in their lives. The diversity of our partnership arrangements continues to
develop to support this.
The variety and number of our formal partnership arrangements continue to grow and it
is important that we invest in supporting effective and efficient governance
arrangements. Active participation in the STPs/ICSs is essential to ensure we can
realise our potential. This is placing increasing demands on our capacity.
Our partnership arrangements continue to grow to complement our service
development and system role. Each service change is supported by an equality
analysis. The new emerging ICS governance arrangements are increasing the
expectations for managing to a system-wide single control total.
We have proactively sought to develop the extent and diversity of our partnerships in
support of the delivery of our strategy. These have been successful in helping us to
increase our reach and ensure our expertise contributes positively to care pathways,
where we both lead and follow the lead of others, in the best interests of people who
use our services, their carers and families, and to make best use of the resources we
have available to us across health and social care.

Purpose of the paper

Health/Social Impact –
Contribution to our
objectives
Impact on Risk

Financial Implications

History

Executive Summary
It is important for us to review continuously our current governance arrangements to ensure they continue to be
effective in supporting our partnership working. Our partnerships enable us to do our best for the people we
serve. This paper provides the Board with
 An update overview of our current partnership arrangements
 An update on the reporting arrangements to the Board for the partnership arrangements
Positive Findings
 Our partnerships continue to grow and increase our ability to contribute our expertise to the system
 Go-live gateways expected for our Tier 4 CAMHS and Forensic commissioning partnerships in the next 6
months; with the potential additional partnership formed to support people with Eating Disorders.
Areas for Improvement



Need to implement our more systematic, regular reporting for our partnership arrangements per the schedule
agreed at the Executive Board in December
Need to ensure the Board is kept well sighted and able to respond constructively to rapidly developing STPs
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Partnerships Governance
1.0

Purpose of this Paper
Our partnership arrangements continue to grow to complement our service development and
system role. It is therefore important for us to review our current governance arrangements to
ensure they continue to be effective.
This paper shares with the Board for discussion




An update overview of our current partnership arrangements
An update on the reporting arrangements to the Board for the partnership arrangements
We have also been reviewing our overall Board governance committees and infrastructure to
consider how these need to be developed to reflect the developing maturity of the Operations
Board, our evolving approach to Quality Improvement, and the increasing number of partnerships
where we lead.

2.0

Background
We have proactively sought to develop the extent and diversity of our partnerships in support of our
strategy delivery. These have been successful in helping us to increase our reach and ensure our
expertise contributes positively to care pathways in the best interests of people who use our
services, their carers and families. This also helps us to make best use of the resources we have
available across health and social care.
The Board agreed in September that the following principles should underpin our engagement with
the emerging new governance models:





Our values
Our Clinical strategy
Our “hedgehog” - People, Partnerships, Early Intervention, Prevention and Promotion
Collaboration not Competition
System, not organisational solutions e.g. being prepared to give something up if we are not
the best placed to provide it

We have previously categorised our partnership arrangements as follows:

Organisational models

-

Wholly Owned Subsidiary (SaBP Care Ltd), LLPs
(Surrey Healthy Children and Families LLP
Collaborative Procurement Partnership (CPP) LLP)

(CFHS

LLP),



Systems models

-

STPs (Sustainability and Transformation Plans) and Integrated
Care Systems Committees in Common (Heartlands), (Frimley)



Consortia Agreements

-

Surrey Health Partners (Surrey Uni., RSCH), TIHM for Dementia



Contractual Models

-

Prime Contractor (Mindsight Surrey CAMHs) and sub con-tractor
(iHear drug and alcohol services), Specialist Commissioning
(Children’s Tier 4, Forensic)
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Since the Board last discussed these definitions an additional category has been added to capture
the lead roles we are increasingly taking in other arrangements, including commissioning, on behalf
of the wider system, and envisage this could further increase as the STPs/ICSs continue to gather
pace e.g. STP/ICS workstream leads - MH Mandate, digital, workforce (Heartlands).


System lead role

-

Delegated commissioning, Langley Green commissioning, COIN
Management / provision

An updated partnership “pyramid” diagram is included in Appendix 1.
3.0

Update
The table below provides an update on our current partnership arrangements:Organisational models
CFHS LLP

CCP LLP
SABP Care Ltd

The LLP is coming to the end of its first year of trading. The LLP Board includes
representation from First Community Health and Care. The LLP Board will prepare
and provide an annual report to its Members’ Boards in May.
The LLP commences trading on 8th May 2018
Continues to be dormant. Dormant accounts were submitted to Companies House
on time in February.

Consortia Agreements
THIM for Dementia

The test bed is due to complete on 30th June 2018 after a three month evaluation
period. We have submitted bids to secure funding to enable an extension to this
successful research project.

Contractual Models
iHear Hounslow

Our partnership with Cranstoun to provide drug and alcohol services to the
community in Hounslow ends on 30th June 2018.

iAccess Surrey & Catalyst

Our new partnership drug and alcohol service for Surrey with Catalyst commences
from 1st April 2018.

Tier 4 CAMHs (specialist
commissioning)

Our new model of care partnership with Kent and Sussex will now continue in
shadow form until October 2018

Forensic (specialist
commissioning)

Our new model of care partnership with Kent and Sussex will now continue in
shadow form until July 2018.

Systems Models
Frimley Health & Care ICS

Surrey Heartlands

We have signed the Memorandum of Understanding to underpin our relationships
and partnership working within the ICS. The ICS have now asked partners to
establish Committees in Common to support decision making. A workshop for
Governors and Board members was held in March 2018 to update them on the ICS’
intentions. This was attended by Janice Clarke (Governor), the Chairman, Acting
Chief Executive and Director of Governance & Planning.
The STP is reviewing its governance arrangements to support devolution.
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4.0

Reporting to the Board
The Executive reviewed its reporting timetable to the Board for our partnership arrangements in
December, and proposes the following reporting regime going forward.
Partnership Arrangement

Report to SABP Trust Board (from April 2018)

Surrey Healthy Children and Families LLP

Quarterly to SABP Trust Board

(trading as Children and Family Health Surrey)

Collaborative Procurement Partnership
(CPP) LLP

Monthly report to SABP Trust Board (first 6 months); move to
Quarterly

Mindsight Surrey CAMHS

Quarterly to Trust Board

Tier 4 CAMHS (specialist commissioning)

Monthly report to SABP Trust Board (first 6 months); move to
Quarterly
Monthly report to SABP Trust Board (first 6 months); move to
Quarterly
Six-monthly report to Trust Board

Forensic (specialist commissioning)
Delegated commissioning
STPs/ ICSs

Overview - summary of progress and development - quarterly to
Board
Overview - governance review - quarterly to Board

N.B. The operational performance, including the quality, of the services provided through these
partnership arrangements is reported as part of our “business as usual” arrangements e.g. activity
and performance and quality, risk and safety reports.

5.0

Recommendations
The Board is asked to discuss the update and consider whether current arrangements are fit for
purpose e.g. effective and relevant, and identify proposed amendments and further actions where
necessary.
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GOVERNANCE REVIEW - partnership arrangements Place-based Map - April 2018
Systems models

Organisational models

Consortia models

Contractual models

Shaded shapes - potential
partnerships / under discussion

model
System lead
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Trust Board in Public
Date

19th April 2018

Item No

31.18

Paper Title

Board Assurance Framework (BAF) - Year End 2017/18 - 31 March 2018

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion/Approval

Discussed to date and
next steps

The BAF alert map is updated and presented to the Trust Board as part of the quarterly
Annual Operational Plan delivery reports. The full BAF is reviewed in full by the Audit
Committee prior to being considered at the Trust Board typically twice a year. The
Audit Committee reviewed the full BAF at its meeting in December 2017. The BAF for
2018/19 will be developed as part of finalising the annual Operational Plan.
The Trust Board is asked to note:
 The current assessment of the risks to our strategic objectives
 Our highest risk is currently considered to be staffing

Purpose of the paper

Health/Social Impact –
Contribution to our
objectives

The BAF provides an overview of risks to delivery of our strategic objectives. It should
be “relevant and effective”, and be a key source of evidence that links strategic
objectives to risks, controls and assurances. The BAF forms part of our internal control
and assurance mechanisms to ensure our organisation is Well Led.

Impact on Risk

Any operational high risks, including those to the equality and human rights of people
who use our services and our staff, are escalated from the risk register to the BAF.

Financial Implications

The BAF includes our monitoring of risks to our financial plan delivery. Resources may
be allocated to address any gaps in controls or assurance identified by the BAF.

History

The Board Assurance Framework (BAF) is reviewed and updated at the start of each
Financial year as part of our annual Operational Plan processes. The BAF alert map
also forms part of our quarterly annual Operational Plan delivery reporting. The current
BAF was approved at the Board in April 2017. The Audit Committee last reviewed the
BAF at its meeting in Dec 2017 where it agreed it was “relevant and effective” for the
coming year.

Executive Summary
As at the year end there is 1 RED (extreme risk) to the delivery of our Strategic objectives as illustrated by the alert
Map. This is Staffing (QS1).
Positive Findings
 We are proactively managing a number of risks to the delivery of our strategic objectives.
 We are joining the 3rd wave of the NHSI retention programme as further mitigation for improving our Staffing.
Areas for Improvement


Our Overall objective SAFETY is RED due to Staffing (QS1) being RED
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Board Assurance Framework 2017/18
31st March 2018

1.0

Purpose of this Paper

This paper presents the latest status of the Board Assurance Framework 2017/18 which has been
updated to reflect our assessment of the current level of risk.
2.0

Introduction

The Audit Committee supported the current Board Assurance Framework as being “relevant and
effective” for this organisation at its meeting in December 2017. The BAF was updated to reflect
the current status of the risks to our strategic objectives by the Board at its meeting in December,
as part of the quarterly annual Operational Plan delivery review.

3.0

Status – Map Alert - as at 31st March 2018

The BAF alert map will be considered by the Executive at its meeting in April 2017 as part of the
Annual Plan Delivery report for Quarter 4. The alert map in Appendix A outlines the risks to the
delivery of our strategic objectives for 2017/18.
As at the end of March there is 1 RED (extreme risk) to the delivery of our Strategic objectives as
illustrated by the Map.
As a result the overall rating(s) for our strategic objective(s):SAFETY

-

is RED

The map in Appendix A outlines the risks to the delivery of our strategic objectives for 2017/18.
The Board receives an exception report on any RED risks. This extract is shown in Appendix B.
The extract from the underpinning BAF describes the current controls and gaps in assurance for
the Achievement of our SAFETY objectives, and the programmes we have in place to address this
currently.
3.0
Recommendation
The Board is asked to consider the BAF, and advise whether or not it is i) satisfied that it reflects
the current status of risks in line with our 17/18 Plan, ii) satisfied with our controls and/or wishes for
any additional assurance or control actions to be taken.
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Appendix A
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Appendix B
QS1: Staff - if we do not recruit and retain excellent staff we will not be able to provide people with
the quality of service we expect.
Impact: we will not have the capacity and capability to provide the quality of services we expect.
Controls

Gaps in Assurance

Q Ward to board reporting
S inc. risk register
1

Recruitment and retention
programmes
inc.incentives, temp staffing
prog.
New Board post - Director
of Workforce
Freedom to Speak
Guardian
Junior Drs Guardian

Up

Workforce monitoring and
reporting inc. KPIs
Safety Huddle
Daily Safety Calls
New roles - associate
practitioners, nurse rotation

16
RED

High agency spendreduction showing in
weekly trackers but
still above cap and
high risk area
Some anecdotal
evidence that Safer
hospitals investment
has encouraged some
people to stay / join us
- too early to evaluate
success. However not
all initiatives equally
successful and
opportunity cost with
other areas. RRP to
be reviewed.

Actions to improve assurance on
controls and minimise risks

Recruitment and retention
programmes inc. incentives,
nurse rotation,
apprenticeships, associate
practitioners

Lead

Chief
Nurse

CQC Action plan delivery
monitoring through Quality
systems. Early escalation
points addressed/addressed.

KPIs - where
performance less than
GOOD

Training and development
inc. Leadership prog. Inc.
Annabel Scarfe, stat &
mand
Temporary staffing reduction
programme

Director
of
Workforce

Workforce strategy delivery
New Appraisal policy
Wave 3 NHSI
Programme

Retention

Staff survey action plans
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Trust Board in Public
Date

19th April 2018

Item No

32.18 i)

Paper Title

Operations Reports - Surrey Mindsight CAMHS

Director

Lorna Payne, Chief Operating Officer

Report for

Information

Discussed to date and
next steps

Pressure on our Mindsight Surrey CAMHS has been discussed at Trust Board,
Executive Board, Strategic Change Programme Board, Operations Board, Safety
Huddle and the CYPS DMG & QAG
To provide an overview of the issues and risks being of the Mindsight Surrey CAMHS
service. It provides a summary of the:
 Current issues and risks
 Actions being taken to address immediate issues and risks
 Actions being taken to resolve the future sustainability of the service

Purpose of the paper

Health/Social Impact –
Contribution to our
objectives

Safe – Mitigation actions have been taken which include contacting families whose
children have been
 Triaged but not assessed and taking further action if concern is identified.
 Assessed but treatment has not yet started. Clinicians are using a RAG tool to
identify children whose needs may need more urgent intervention.

Impact on Risk

The Mindsight Surrey CAMHS services has been identified as high risk in terms of
quality and financial risk. Mitigation actions on quality have been taken and are
contained in the report.
SABP is currently forecast to overspend by £664K (10% of the Specialist Contract) in
the 2017/2018 year because of investing additional resources to keep the service as
safe as possible within current constraints.

Financial Implications

Executive Summary
The Mindsight Surrey CAMHS service was launched in April 2016. This service is delivered through a partnership
led by SABP (as lead provider) and involving partners including Beacon, Kooth.Com, Barnardos and Relate. The
service is jointly commissioned by CCGs and Surrey County Council. It consists of two contracts - the “Specialist
Contract” which provides the specialist CAMHS Community team and the “Targeted Contract” which provides the
BEN (Behavioural, Emotional and Neurodevelopmental), Sexual Trauma, Looked After Children and Primary Mental
Health Team (PMHT) pathways. Demand for services has exceeded indicative contract values and has led to high
waiting times and cost pressures. Agreement has not been reached with commissioners about how to address this
and a summit was held on 12 April where broad agreement was reached on an interim plan to address clinical risk
and backlog within the Surrey CAMHS system and the specification for a service review of it.
Positive Findings
 The actions taken to review children who have been waiting long periods for assessment and treatment.
 The commitment of staff to work flexibly to implement mitigation actions
 Improved data has assisted in providing evidence of pressure
Areas for Improvement
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Reducing the time children are waiting for a service
Following broad agreement from commissioners about how to reduce the pressure on the service
including greater system support, ensuring that these measures are put in place
Staff retention remains challenging.
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Mindsight Surrey CAMHS
1.0

Background

The new Mindsight Surrey CAMHS service was launched in April 2016. This service is delivered through a
partnership led by SABP (as lead provider) and involving partners including Beacon, Kooth.Com, Barnardo’s
and Relate. The service is jointly commissioned by CCGs and Surrey County Council. It consists of two
contracts - the “Specialist Contract” which provides the specialist CAMHS Community team and the “Targeted
Contract” which provides the BEN (Behavioural, Emotional and Neurodevelopmental), Sexual Trauma, Looked
After Children and Primary Mental Health Team (PMHT) pathways.
It offers a new model of service for children and young people with mental health and behavioural conditions
with a “no wrong door” One Stop referral system. Pathways offered range from signposting to self-help guides,
on line counselling, Primary Care MH in schools through to the specialist CAMHS community team services
including the BEN pathway (ASD/ADHD assessment, diagnosis and treatment).
All referrals to One Stop are triaged at the point of referral to a protocol designed around clinical markers and
services offered across the partnership according to need.
Children and Young people who present with crisis and urgent need are triaged and responded to in line with
the performance and quality standards detailed in the contract, i.e. Crisis – Triage within 4 hours, Face to
Face within 24 hours and Urgent – Triage within 5 days, Face to Face within 10 days. Children and Young
People presenting to A&E are seen and assessed by CAMHS staff based in A&E and are followed up in the
community.
A risk assessment for every child or young person is undertaken at the point of triage and this influences the
level of response required. All children and young people have an individual risk assessment which is
integrated into their care plan. Safeguarding is an ongoing consideration and all related actions are reflected
in care arrangements.
The “no wrong door” means that there are limited “inappropriate” referrals according to the model as there are
very few exclusions (e.g. children under 6 would be referred to Community Paediatrics). Anyone requiring on
line counselling only would be signposted to this and formally discharged from the service.
Surrey Mindsight was designed to offer a new service for children and young people and their families based
on an estimated demand for services, some of which e.g. behavioural disorders, were areas of known unmet
and growing need e.g. behavioural conditions. It has become clear after 12 - 18 month of operations that the
actual demand significantly outstrips the anticipated demand and, therefore, the service as currently designed.
2.0

Description of the Problem

In summary the service is currently facing the following difficulties: 

Referrals - Mindsight Surrey CAMHS is contracted for 6,543 referrals in 2017/18. Forecast referrals at
year end indicate that 11,500 referrals will be received. Referrals and discharges are currently equating
to about 900 to 1000 a month whereas the contract assumed there would be on average 543 per month.
Cumulatively referrals for both contracts are now above the indicative activity levels and in specialist
contracts we have also exceeded contract values on discharges.
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Referrals increased again in February 2018 but discharges slowed, although both remain significantly
above contract value. The excess over contract has been mainly driven by the specialist contract.

It is worth noting, in the first year of the targeted contract, referral levels where below contract values
but since then referral levels have been more than contract values.

As reported previously, the cumulative effect of this higher than expected performance has been
significant in terms of waiting lists and caseloads. Cumulatively referrals for both contracts are now
above the indicative activity levels and in specialist contracts we have also exceeded contract values
on discharges. In the targeted contract discharges are not at contract rates and we believe that this is
because clinicians have focused on working with the children who are most unwell, which has meant
work being prioritised on the specialist contract.
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Waiting Lists – As of end of March 2018 2,079 children are waiting across the Behavioural Emotional
and Neurodevelopmental (BEN), Child and Adolescent Mental Health Community Service Team (CAMHS
CT) and Primary Mental health team (PMHT) pathways. Children waiting (for assessment, treatment and
currently being triaged where BEN pathway is anticipated) are as follows:

BEN Pathway
CAMHS CT
Pathway
PMHT Pathway
TOTAL

1,192
793
94
2,079

The longest wait for children currently waiting (routine appointment) is 19 months.
The following chart details how long open referrals have been waiting for an assessment currently.

 Caseloads - these are more than the 40/45 expected; whilst we would expect prescribing caseloads to be
higher than this e.g. c100/130 dependent on clinician, the largest is currently 287 for a Non-medical
prescriber as at end of March.
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 Staff Turnover - March data is at 22.27% (significantly above Trust average at 17.6%).
 Serious Incidents - there is no trend of serious incidents. We believe that this is because clinicians have
focused on working with the children who are most unwell which has meant work being prioritised on the
Specialist Contract. The volume of activity and size of caseloads shows this is risky and unlikely to be
sustainable.
 Complaints - these are starting to rise albeit overall numbers remain low. During the period 1 March 2017
– 28 February 2018, 21 complaints were received for the Children and Young People’s Division. 10 of these
relate to the CAMHS CT/BEN/PMHT services.
 Financial Pressure - SABP is currently forecast to overspend by £664K in 2017/2018 because of investing
in additional resources to keep the service as safe as possible within current constraints.

3.0

Immediate Actions

Actions currently being taken which will be complete by 30th April 2018 are as follows: 

Children triaged but not yet seen for assessment
o Letters have been sent to apologise and explain the wait, what support is available to them now
e.g. on-line counselling and self-help guides, and what to do if they believe there is deterioration
in their condition or if they are in crisis. The letter also encourages them to book in for a 10minute telephone appointment with us so we can talk with them. If concerns are raised during
the 10-minute call children/young people and their family are being invited in for a face to face
Harm Review.
o Response to letters and outcomes are being tracked.



Children who have been assessed but who have not yet started treatment
o Clinicians are reviewing their caseloads using a clinical tool that provides a RAG rating. Risk
assessments are being reviewed and if staff are concerned the child/young person and their
family are being invited to a face to face Harm Review. This is being offered immediately.



Data cleansing – a team of SystmOne trainers and data analysts is going out to teams to help them
ensure they are using the EPR well to support the programme and help us ensure reporting is accurate.
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Additional capacity - this is being created as follows: o Staff within Mindsight are rescheduling routine appointments to create additional capacity to
undertake the work above.
o The earliest available appointment is being offered to children/young people and their families.
o A number of SABP clinical and non-clinical staff have come forward in response to a request
for help to support the reviews of children/young people awaiting assessment.

Further actions:  Proposed “Slow Down” Plan
A proposal to “slow down” the routine new referrals into the service was sent to commissioners, system
leaders, including clinical leaders on 15 March 2018 and a further updated plan on 20 March 2018. These
proposals were intended to relieve the pressure of referrals coming into the service thereby creating additional
capacity for clinicians to assess and commence urgent treatment for existing children on their caseloads. The
revised proposal set out the potential for this slow down to be in place for 12, 16 and 28 weeks during which
revised eligibility criteria would ensure that referral through to One Stop would effectively slow down. This
would apply only to those pathways where the waiting problems exist e.g. would not include Looked After
Children or Sexual Trauma and Recovery Service, and would not affect urgent and crisis referrals.
The proposal was underpinned by a demand and capacity model and forecast for 2079 people on waiting list
(projected to 1st May) with a review point built in on 1st May to take stock and recalibrate considering any
changes.
Primary Care will need to be happy with revised the eligibility criteria before they are implemented.
The cost of implementing the Plan is estimated to be £1.2 m for the 16-week model. During this period a
review would be undertaken with a view to remodeling the service to create a sustainable model for the system
to operate effectively going forward.
Following the submission of the second pause plan on 15 March, Commissioners and SaBP discussed next
steps on 28 March. They indicated that they would like to:




Hold an urgent summit across the system
Undertake an audit of the harm reviews
Agree the terms of reference of the independent review and confirmed this in a letter on 29
March.

A joint planning meeting for the summit was held on 9 April where agreement on participation and purpose was
reached.
The purpose of the Summit was twofold, to agree:
 An Interim Plan to address the immediate concerns around backlog and associated risks
 The specification for an independent review of the service.
The summit made significant progress and showed a commitment across the system to address the pressures
faced by SaBP. Attendees included representatives from Education, Surrey County Council, SaBP and CCGs.
The group agreed key elements of an Interim Project Plan to be worked up for governance sign off:
1. To provide alternative routes and capacity for new referrals and assessments for a time limited period.
2. To review case management criteria in order to reduce caseload for clinicians to safe and manageable
levels.
3. To optimise access to Clinical Advice and Guidance.
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4. To develop referral criteria and assessment threshold with a pre – referral support package for schools
and GPs.
5. To improve pre-diagnosis support.
It was agreed that the review would need to be concluded ideally by end of June 2018.
In order to ensure delivery of the interim plan and the independent review a Steering Committee between the
CCG, SCC and SaBP has been established and is meeting weekly. A project manager resource will be
sourced in order to ensure all milestones are met.
A Children’s MH System Escalation Board meeting was held on Friday 13th April where progress was reported.
NHSI and NHSE will be updated on 16 April. The SaBP governance approval mechanism will be considered
at the Executive Board on 17 April.
4.0

Options for Sustainable Service

The measures described can only provide a solution to managing the current, immediate difficulties. However,
a longer-term solution is required to ensure the service is sustainable i.e. when the interim period ends. This
will need to consider the following features of the current situation: 




No wrong door approach means no “inappropriate” referrals - a lot is good in the current model and is
the right thing to do for children and young people. The question is therefore which part of the system
is best able to look after them safely according to their needs.
There are variable shared care practices across primary care currently e.g. in some areas there is very
limited shared care on prescribing.
There is static system investment (at best) in wider support for children and young people’s mental
health and well-being at a time of growing need/presentation e.g. in schools.

The three options for the system appear to be:  Invest additional funds in the contract to create the resources and capacity to meet the demand within
the current model.
 Introduce eligibility criteria to raise the threshold for access to the service.
 Remodel the service on a system basis to provide the right response for children.
One of the independent review’s key deliverables is to make recommendations about the future.

7
Version 1.0

65

66

Trust Board in Public
th

Date

19 April 2018

Item No

32.18 ii)

Paper Title

Working Age Adults: In-patient Incident

Director

Lorna Payne, Chief Operating Officer

Report for

Information

Discussed to
date and next
steps

A senior oversight group has been established to ensure all appropriate actions are
taken.
The CQC has been informed and requests for information from them have been
responded to.
The Board is asked to note the report.

Purpose of the
paper
Health/Social
Impact –
Contribution to
our objectives
Impact on Risk

To ensure all people who use our services are kept safe and that there is adequate
learning from any incident that happens and remedial actions taken.

Financial
Implications

The ligature risk posed by the windows has further highlighted the inadequacies of
the environment at the ACU and the need to put in remedial actions whilst the
longer-term refurbishment plans are put in place.
Impact on capital expenditure to replace windows, upgrade lighting and to
implement gender segregation in Blake Wards sleeping areas.

History

Operational oversight takes place at the Operations Board

Executive Summary
This report outlines the circumstances in relation to the sad death that occurred in March 2018 on Blake
Ward. This has resulted in a number of immediate actions being taken, that importantly has included the
review of the windows in private areas of the Abraham Cowley Unit. A senior oversight group has been
established that has systematically reviewed a wide range of issues across all our inpatient units, and has
put in plans of action where deficits have been identified.
Positive Findings
Immediate actions have been taken to improve the environment, ensure more consistent practice and
reduce the risks to people.
Areas for Improvement
New windows and lighting will be installed in April 2018.
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Blake Ward Incident
On 11th March 2018 at approximately 8:45, a person who uses services sadly died whilst in our care on
Blake Ward.
The SI investigation is underway, however immediate actions have been identified and are being taken in
advance of the SI investigation. Other learning and actions may also be identified following the
investigation.
Immediate actions following the incident
The windows were reviewed and a decision was taken to lock shut the windows in the single rooms on
Anderson, Blake and Clare Wards to reduce the ligature risk. Spenser ward single rooms have ligature free
windows. Windows at Farnham Road hospital do not present a ligature risk.
If any of the locked windows are required to be opened to support ventilation or health needs of the
individual, a risk assessment of the individual is to be carried out which would be documented in the
person’s record and they would then be placed on 1-1 observations for the duration of the period of the
window being open. This has been communicated to all staff within the wards.
The dormitory windows are to be kept unlocked due to the need for ensuring these areas are well ventilated
and the reduced risk of in the dormitory environment where there are more people. This will continue to be
reviewed fortnightly whilst the window replacement solution is being put in place.
Other actions included:
 An immediate review of all risk and care plans to ensure that they are complete and up-to-date and
demonstrate a consideration of environmental risks.
 A Clinical Risk Alert regarding risk assessment and related level of supportive observations has
been issued.
 The ligature risk assessment and health and safety risk assessments dated March 2017 have been
updated to reflect these changes.
Replacement Windows & lighting
A prototype window was installed in the corridor of the ACU outside Blake Ward which has mesh in the
lower half of it and allows permanent ventilation. This has now been signed off as being acceptable and it
has been agreed to install them on all three WAA Wards in the side rooms, dormitories, toilets and
bathrooms. They will not be installed in communal areas including the corridors. The windows have now
been ordered and the contractors will be beginning the work to replace the windows at the same time as
they are installing the new lighting in the dormitories. This will commence on Blake ward in the end of the
week of 9th April and will continue over a two-week period with all works being completed by 27th April.
Monitoring
A senior oversight group was established and meets weekly to ensure that required actions are undertaken.
The immediate actions are being taken with respect to all WAA & Older Adults wards at both ACU and
Farnham Road. Deacon Unit recently had a positive CQC inspection (January 2018) and relevant practice
learnings from Deacon Unit are being used.
Support
The family of the individual has been seen by the ward medical and nursing staff and contacted by the
Divisional Director. Counselling support has been offered, but this has been declined as this has also been
offered from an alternative source.
On the day of the incident people on the ward had initial debrief and subsequently further support was given
where necessary.
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This incident was very distressing also for staff and it is important to note it followed the death of a person in
January 2018 who died whilst on leave from the same ward. Staff support has been arranged through the
SIST (Serious Incident Support Team), and additionally a reflective practice session is being organized for
both the ward and others who were involved in the incident. The SI investigation is underway.
Care Quality Commission
The CQC have been advised and is being kept updated on progress on actions. They have requested
further information which we have supplied.
Following the incident in March 2017, CQC undertook an unannounced inspection at the ACU and it would
not be unusual for the regulator to inspect the ACU following this incident.
At this present time, we have not been informed that they are intending to expect our inpatient units
although CQC can carry out an inspection at any time.
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Paper Title

Freedom to Speak Up Report – Quarter 4

Director

Billy Hatifani – Acting Chief Nursing Officer
Author – Lynn Richardson, Freedom to Speak Up Guardian (FTSUG)

Report for

Discussion

Discussed to date and
next steps

No previous discussion anywhere

Purpose of the paper

To update the Board on the following:
 Activity levels of speaking up within Quarter 4
 Case Study Example
 The second National Guardian Case Review and their findings

Health/Social Impact –
Contribution to our
objectives

The role of the FTSUG is to enable staff to highlight where they have concerns
about the quality of services, quality of care or issues with staff. The role and
activity coming from it should help to support all of the indicators.

Impact on Risk

There is the potential for risk to be reduced as a result of employees speaking up
early about issues or concerns.

Financial Implications

Early identification of issues by employees or the guardian should be a cost
effective outcome for our Trust. Sussex Partnership is contributing to the costs of
the guardian role.
The role and work of the FTSUG has been in operation since April 2017.
The role is brand new to the NHS overall, and therefore, is developing month by
month. The remit is being adjusted by the National Guardian’s office as new issues
or opportunities emerge.

History

Executive Summary
This quarter’s report details the activity within our Trust for the last 3 months. Speaking up was raised
significantly in the previous quarter but has reduced in Quarter 4 to 15.
Positive Findings
 Acceptable level of speaking up in the quarter
 No concerns outstanding for more than six months
 SABP compares well with the findings of the second Case Review by the National Guardian’s office
Areas for Improvement





Some responses to Quarter 3 issues have been slow in taking action and need to improve
Ensure our Risk and Safety policies, and our Human Resources policies meet the recommendation of
the second case review
Develop the Listening Events with our staff to help support our staff who feel vulnerable to speak up
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Freedom to Speak Up Guardian Report
January – March 2018
1.

Introduction
This report relates to data provided in the final quarter of the financial year. Activity decreased this
quarter after the high levels in Quarter 3. The data for this report reflects a part-month for March
as the report was required to be submitted before the end of March 2018.

2.

Activity in Quarter 4
2.1 Raising of Concerns
During Quarter 4, the number of concerns decreased to 16. In addition, two members of staff
discussed issues with me for advice and guidance and then did not formally progress their
concerns. Both issues were personal rather than in the wider public interest.
All of the concerns raised are being progressed within the various management teams or with
Human Resources in relation to bullying issues. A flavor of the concerns raised included:
 A concern expressed that rostering on a HTT may have left 2 Band 5 newly qualified
nurses in charge of a shift (which should be the responsibility of a Band 6). Patients could
be potentially be put at risk through newly qualified nurses (in development posts)
undertaking assessments of the suitability of individuals to be supported by the team.
 Further concerns about team working and management within a corporate team
 Concerns about the clinical competence of a member of a clinical team An acute adult
inpatient Ward – see case study
 An acute adult inpatient Ward – concerns about the team working on this ward. Issues
include failure to address an issue between two staff members; lack of team meetings
when majority of team can meet and review team objectives etc; failure to provide regular
appropriate supervision; a lack of a caring value within the team as a whole
Quarter 4 data below based on the 16 concerns raised is as follows:





13 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions of
these cases included an element of patient safety / quality of care
4 included elements of bullying and harassment
1 related to incidents where the person speaking up may have suffered some form of
detriment
0 anonymous case was received (though I am aware of one being raised direct to
management following a visit by me within PLD services)

2.2 Visits to sites
The programme of Manager and Employee training sessions and team visits continues. The
emphasis for manager training is getting their local team culture right for staff to feel safe to speak
up, thereby gradually changing our culture trust-wide.
2.3

Outstanding Cases

All cases on the Freedom to Speak Up tracker are being actively dealt with. I wanted to draw
attention to the delay in providing good support to 5 employees speaking up about their concerns
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within a corporate Team. The first concern was raised on 21 November 2017, closely followed by
4 others during December 17. I repeatedly reminded senior managers for updates of action
proposals but action was very slow, 3 of those whistleblowers have now left the Trust; one more
leaves shortly. The first meeting with team members occurred on 16 March, some 4 months after
the initial concerns were raised. I have been spoken to by staff to say this slowness of response
has put staff off speaking up in the future and there is learning for the future on management really
focusing on prompt action immediately a concern is raised. Appendix 1 details activity for the first
year. All cases from Quarters 1 and 2 have concluded. Quarter 3 has 8 cases underway but not
concluded at the time of writing. None of the 15 concerns in this Quarter have been concluded as
yet.
3.

Second National Guardian Case Review of the Speaking Up Processes, Policies and Culture
at North Lincolnshire and Goole NHS Foundation Trust
In September 2017, the National Guardian’s Office (NGO) conducted its second national review of
the above Trust because it had received information that the Trust’s response into its staff
speaking up was not in line with good practice. In particular, the NGO received information that a
bullying and discriminatory culture existed and a failure to respond to patient safety issues. This
Trust is an Acute/Community Trust consisting of 3 hospitals with approximately 6,500 employees.
Case Reviews support Sir Robert Francis’s Principle 15, and allow for employees/the
Guardian/Regulators to request an independent review of how their concerns were handled. As a
result of what the NGO had been told by staff, the purpose of this review was to find evidence of
where speaking up process, policy and culture did not meet the standard and to make
recommendations to remedy this.
The review did find evidence of a speaking up culture that needed improvement as when staff had
spoken up, the concerns were not always handled in accordance with good practice, including
when serious patient safety matters were raised. The Speaking Up Policy plus associated Trust
policies linked to speaking up needed improvement as there was not sufficient support to the
workers within the Trust.
In addition, the experience for some staff after speaking up had been unacceptable and examples
were given of where they had not received an appropriate response. Some mentioned the bullying
culture which made staff fearful of raising concerns.
Dedicated, ring-fenced time had not been provided to the FTSUG, and this report required an
immediate improvement in this regard.
The findings from the first case review nationally were grouped into 23 recommendations. The
timeframe for actioning the recommendations ranged from 3 months to 12 months. The
recommendations were:



Policies and procedures – Policy revisions to ensure speaking up features in all appropriate
policies
Ensure the Trust responds to the issues raised by its workers in accordance with its policies



Ring-fenced time for the Guardian and that the Guardian’s reports to the Board are
sufficiently detailed and comprehensive to support the development of a positive speaking
up culture



Ensure all staff know they can gain support from the FTSUG, starting at induction and
throughout their working life - particularly, if involved in any type of HR process
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The Trust should make clear its vision on how it intends to support its workers to speak up,
and develop objectives which it should deliver upon within six months
Any investigation of an employee should be thoroughly reviewed to identify whether any
such allegations are motivated by a desire to cause detriment, and where such evidence is
found, to take appropriate action.
The FTSUG to ensure they attend regularly the network events to support Guardians

The full review can be read at:
http://www.cqc.org.uk/sites/default/files/20180131_ngo_nlinconshire_goole.pdf
I have thoroughly reviewed all the recommendations from the review and how many of those
issues could potentially be relevant to our Trust. I have asked for the following:



Risk and Safety Team to review their policies, and to insert as appropriate agreed wording
which highlights to our employees how they can seek support from me if they need to raise
some concerns but are anxious to do so
The HR Team to ensure all their relevant policies provide a link to the FTSUG, and advise
how any member of staff in an HR process can gain support from me. I had already
provided a paragraph to be inserted into the suspension letter many months ago.

Actions for the FTSUG


4.

Undertake some listening events to identify which staffing groups in the trust feel
particularly vulnerable when speaking up, why this is the case, and how those groups can
be supported to speak up freely and be protected from any detriment for having done so.

Case Study from concerns raised in Quarter 4
This quarter I want to share with the Board the concerns raised by our staff in relation to an acute
adult ward. In total, 7 staff members spoke up about the ward.
Initially, I was contacted on 8 February 2018 by the Freedom to Speak Up Advocate for the after
she had attended the MDT meeting at the ward, and listened to the concerns of a doctor and a
nursing team leader on the ward.
They were worried about the impact the issue is having on
patient care and safety.
The background to the concern links to a Consultant leaving their role to take up another position
in our Trust. This left the ward with reduced cover and initially, one of our own consultants agreed
to cover for a short period but after mid-January there has been no Consultant cover for these
patients. The trust sought locum cover, thought it had been successful but this had subsequently
fallen through. Having only one part-time Consultant for the ward was compounded by the
Consultant on another ward being on leave for a few weeks, and the ward’s doctor having to
provide cover to both wards.
A situation where a Consultant does provide cover is far from ideal as that cover can only be very
minimal and should be for a very short-term arrangement. The situation on the ward had been in
place for many weeks and was of concern to many of the Consultants.
At the time of writing to me, there were other demands on the ward such as a safeguarding issue
and violence and aggression. Whilst the ward is familiar and skilled in working with such
complexity, this does add to the pressure without the correct workforce component. In addition, at
that time, the ward’s manager was also providing cover at our other inpatient unit.
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Having received these concerns, the Chief Medical Officer was immediately contacted and I
escalated to the Acting CEO. I also discussed the issues with the HR Business Partner who told
me of her attempts to source a suitable individual.
I attended the Academic Meeting at the site by chance that Friday and the doctors reiterated their
concerns in person to me. A locum was able to start on 26 February 2018 but I was seeking
confirmation from the senior managers that our existing staff could adapt cover arrangements for
the intervening period. On 13 February 2018 I received an update to say cover had been sourced
from a mix of internal and external means and that a Lead Consultant was now keeping medical
provision to the ward under close scrutiny.
The ward issues appeared to settle down until 16 March 2018 when the FTSU Advocate and the
locum full time consultant had been talking about the doctor’s worries in relation to the complex
issues on the ward and the nursing staff and medical workforce were extremely worried about the
care and safety of their patients.

I have chosen to share the complex issues raised with me this quarter, partly because they do
demonstrate a good speaking up culture within our services and that our staff are prepared to
repeatedly raise if something is not right. I do empathise with our managers because there is a
real lack of quality locums available to ensure our services are safe. However, I think there was an
opportunity to take action much earlier than actually happened. There should be organisational
learning from this case study, namely to really plan for when a doctor resigns to fill another role,
and ensure prompt action in the notice period to get contingency arrangements in place, analysis
of the cover of remaining workforce and any periods of their annual leave so that future support to
the wards is not compromised.
5.

National Intelligence
5.1
FTSUG Quarterly Return
The National Guardian’s office has reported back on Quarter 3 data sent to them by Freedom to
Speak Up Guardians. 92 per cent of trusts provided data this quarter, up from 90 per cent for the
second quarter (July - Sept). The headlines from the national data were:
 1,919 cases were raised to Freedom to Speak Up Guardians/ambassadors/

champions.
 598 of these cases included an element of patient safety / quality of care.
 899 included elements of bullying and harassment.
 103 related to incidents where the person speaking up may have suffered some form of

detriment.
 336 anonymous cases were received.
 22 trusts did not receive any cases through their Freedom to Speak Up Guardian.
 214 of the 232 NHS trusts listed in our directory sent returns.
Nationally, nurses are the staff group most likely to speak up with 28% of the input.
This contrasts with Surrey and Borders Partnership’s figures in the third quarter of 26 concerns:


13 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions of
these cases included an element of patient safety / quality of care
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6 included elements of bullying and harassment
0 related to incidents where the person speaking up may have suffered some form of
detriment
1 anonymous case was received

Feedback from those speaking up is generally positive though a few would have wanted speedier
or different management action.
6.

Next Steps
Learning from the case review recommendations has highlighted to me that setting up some
listening groups with our staff to hear their views on why speaking up can be difficult will be a good
next step for me in Year 2 of this role. Hopefully I will receive ideas from our staff on how better to
support them to speak up with their managers or within their teams. Our staff survey results guide
me towards thinking actively about our disabled staff and our employees from a BME background.
In addition, I am hoping to join leadership development events in both Surrey and Sussex to share
with them a vision for compassionate leadership that supports speaking up whilst still delivering the
highest quality of care.
Finally, in co-operation with the HR Division, I will develop a Total Speaking Up report for the Trust
Board which will take into account not only the information shared with the Guardian but also
through grievances, bullying claims, exit questionnaires etc. I plan for this to be available for the
Board during May 2018.

7.

Board Assurance
Taking into account our regular activity in relation to speaking up over this first year, I think the
Trust Board can be assured that the speaking up initiative is being successfully delivered within
Surrey and Borders Partnership.
Managerially, we do have more work to do to get our team cultures working in support of speaking
up, and this is doubly difficult in the clinical setting when our staff are experiencing the intense
winter pressures.
The recommendations from the two case reviews undertaken nationally have provided helpful
recommendations, much of which is already in place and operational within this Trust.
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REGISTER OF SPEAKING UP ACTIVITY 2017/18

Appendix 1

Quarter
2017/18

Number of
cases raised
to FTSUGs,
champions
and
ambassadors
in your trust

Number
of New
Concerns
closed in
the
Quarter

Total
Number
of
Concerns
Live for
more than
6 months

Number of
concerns
raised but
on hold at
employee’s
request

Number of
concerns
raised
anonymously

Q1
Q2
Q3
Q4

9
9
26
16

3
7
8
0

0
0
0
0

0
0
0
1*

1
0
1
0

* illness of the whistleblower
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Number
of cases
with an
element
of patient
safety /
quality

7
5
13
13

Number of
cases with
an element
of bullying /
harassment

2
3
6
4

Number of
cases
where
people
indicate
that they
are
suffering
detriment
as a result
of
speaking
up
1
0
0
1

Total
Number
of Live
Cases

6
8
17
24
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Trust Board in Public
th

Date

19 April 2018

Item No

34.18

Paper Title

Governance Review

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion

Discussed to date and
next steps

We have reviewed our Governance arrangements on an, at least, annual basis since
our inception. The proposal is being discussed at the Executive Board and Trust
Board in April 2018.

Purpose of the paper

The purpose of this paper is to provide an overview of the changes we are proposing to
make in 2018 as a result of reviewing our Governance arrangements.
We expect to keep on testing and adapting our governance arrangements throughout
the year as our partnership models and system arrangements continue to mature e.g.
impending specialist commissioning roles and ICS/Devolution. This vigilance will be
essential to maintain good governance.

Health/Social Impact –
Contribution to our
objectives

Our governance arrangements help ensure we run our business in line with our values
and in the best interests of people who use our services, their cares and families.

Impact on Risk

Good governance is an essential part of our risk management. If our governance
arrangements are ineffective we may not spot emerging risks and will not make sound
decisions.

Financial Implications

We will need to commission an external Independent Governance Review in 2018 to
complete by March 2019.

History

We have reviewed our Governance arrangements on an, at least, annual basis since
our inception. These changes ensure that we have the right capacity and capability for
the continued development and success of our Strategy delivery within the changing
context of the wider health and social care system.

Executive Summary
Our Review of our governance arrangements in 2018 has taken into account the following:







Changing health and social care system i.e. STPs and Integrated Care Systems (ICS)
Our establishment of a number of partnerships vehicles for service provision and delivery e.g. specialist
commission, LLPs (Children and Family Health Surrey, and Collaborative Procurement Partnership)
New Board and Executive function and accountability structures
Our new approach to Quality Improvement
Learning from other organisations brought by new Non Executive and Executive colleagues
Ongoing learning from regulator feedback i.e. CQC and changing regulatory framework
Feedback from colleagues on what is working well and what is not working so well in our current
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arrangements e.g. at Quality Committee in February 2018
A number of changes are proposed including changes to our Quality Committee, Strategic Change Programme
Board and underpinning quality risk and safety committee arrangements.
Positive Findings


We have completed all our actions from our Governance Review 2017

Areas for Improvement



Our current governance arrangements need to change to reflect growing maturity in other structures and
context inside and outside the Trust
Some of our changes will take a little time to implement once agreed

2
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GOVERNANCE REVIEW 2018
1.0

Introduction

The purpose of this paper is to provide an overview of the changes we are proposing to make in
2018 as a result of reviewing our Governance arrangements.
The paper provides an update on the changes already being implemented and sets out further
changes we expect to make in the next few months.
2.0

Background

We have reviewed our Governance arrangements on an, at least, annual basis since our
inception. These changes ensure that we have the right capacity and capability for the
continued development and success of our Strategy delivery within the changing context of the
wider health and social care system.
A table confirming the completion of the actions agreed in the 2017 Review is provided in
Appendix A.
This Review has taken into account the following:








Changing health and social care system i.e. STPs and Integrated Care Systems (ICS)
Our establishment of a number of partnerships vehicles for service provision and delivery
e.g. specialist commission, LLPs (Children and Family Health Surrey, and Collaborative
Procurement Partnership)
New Board and Executive function and accountability structures
Our new approach to Quality Improvement
Learning from other organisations brought by new Non Executive and Executive colleagues
Ongoing learning from regulator feedback i.e. CQC and changing regulatory framework
Feedback from colleagues on what is working well and what is not working so well in our
current arrangements e.g. at Quality Committee in February 2018

We expect to keep on testing and adapting our governance arrangements throughout the year
as our partnership models and system arrangements continue to mature e.g. impending
specialist commissioning roles and ICS/Devolution. This vigilance will be essential to maintain
good governance.
3.0

Changes to our Accountability Structures

Changes to existing portfolios and titles across the senior Director team following the
appointment of the Chief Nursing Officer/Deputy Chief Executive. The organogram with current
portfolios is provided in Appendix B.
The following further actions are required:
Action:

Lead

By

Recruitment to Director of Workforce
Succession plan for Senior Independent Director role (current
SID scheduled to leave the Trust on 31st October 201*)
4.0
Changes to our Key Governance Committees

CE/DoW
July 2018
Chair/DoG&P October 2018
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Changes were made during last year to some of our key governance committees to reflect the
introduction of the Chief Operating Officer role. We have also introduced temporarily a Finance
Recovery Plan Assurance meeting, attended by a Non-Executive Director, to support our FRP
work in the year.
An overview of our current Governance and accountability structure is provided in Appendix C.
Further changes are now needed to reflect the developing maturity of the organisation,
feedback from the current Quality Committee, learning from other organisations brought by our
new Executive and Non-Executive Director colleagues and our new approach to Quality
Improvement.
Our new approach to Quality Improvement, founded on the IHI model, describes needing a
focus on four quadrants to provide an ideal quality system as illustrated in the diagram below:-

This has offered a model for testing our current governance arrangements, in particular, our
clinical/ quality governance arrangements.
4.1

Proposed Changes

The following changes are proposed to our current governance arrangements taking into
account the above and other feedback from colleagues on the effectiveness or otherwise of our
current committees:



Quality Committee to be refocused as the Quality Assurance Committee - it will
continue to take a longer term view on cross cutting themes i.e. safeguarding, health
and safety, but will also receive
o an overview presentation/report from each Division during the year on what is
working well and what is not
o progress reports on quality improvement programmes targeted on Board agreed
priority areas
o evaluation reports evidencing quality improvements/benefits achieved as a result
of delivering service change/improvement plans
Operations Board to
o continue to provide the focus on quality and performance delivery within the
Directorate and provide the opportunity for cross divisional learning and support.
o have delegated authority to approve business cases (value to be set).
4
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provide an exception report (Chief Operating Officer) to the Executive Board to
complement the activity, performance and quality risk and safety data reports.
Review of the current Nursing Directorate structures to support its functional
responsibilities for quality, risk and safety; with a view to
o revising these structures to create a Quality, Risk and Safety Committee (with
the proviso that this should not add to the overall numbers of Committees active
in delivering this).
o focus on monitoring quality measures and taking corrective action when
appropriate.
o expect membership from the Operational Division to enable support and
challenge on “hotspots”.
o provide an exception report (Chief Nursing Officer) to the Executive Board to
complement the activity, performance and quality, risk and safety data reports.
Strategic Change Programme Board to be refocused as the Annual Plan Delivery
Board. It will move to meet bi-monthly. This will provide
o oversight of the delivery of the service improvement projects agreed as part of
the annual Operational Plan;
o oversight of projects/development in the pipeline and control “go/no-go”
decisions for these to start; making recommendations to the Executive regarding
the commencement of new projects (where capacity allows)
o provide an exception report (Director of Governance & Planning) to the
Executive Board
o





An overview of our proposed new Governance and accountability structure is provided in
Appendix D.
The following changes are proposed:
Action:

Lead

By

Continue to develop new approach to using data better (i.e.
SPC charts) to help monitor quality
Develop new Terms of Reference template for all
Committees to support new Quality Improvement approach
Develop new Terms of Reference for the Quality Committee
with a view to new style Quality Assurance Committee to
operate from June onwards.
Revise Terms of Reference for the Operations Board to
reflect governance structure changes including review of
membership
Review Nursing Directorate committee structures and
consider Quality, Risk and Safety Committee formation
Revise Terms of Reference for the Strategic Change
Programme Board to reflect change in role and new
governance structure and move to bi-monthly meetings
Revise projects reporting to Strategic Change Programme
Board to reflect new agreed Plan
Review front sheet templates for all governance committees
to consider if should be amended to support our new Quality
Improvement approach

ACNO
DoG&P

September
2018
May 2018

DoG&P

April 2018

COO/DoG&P May 2018
CNO/DoG&P

May 2018

DoG&P

May 2018

DoG&P

May 2018

DoG&P

May 2018
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5.0

Partnership Governance arrangements

The following actions are proposed to ensure our arrangements keep pace with our work on
new models of care.
Action:

Lead

By

Board to consider and establish Committee in Common to Chair/DoG&P April 2018
support Frimley ICS
Update Board reporting calendar to reflect partnership DoG&P
May 2018
reporting requirements
Review and revise Standing Orders, Standing Financial CFO/DoG&P May 2018
Instructions and Scheme of Delegation as required to keep up
to date with governance arrangements changes
6.0

Transition Plan for Council of Governors

The following actions are proposed to support our Council:
Action:

Lead

By

Election to vacancies in the Council

DoG&P

Update training module programme for Governors
Induction training for new Governors

DoG&P
DoG&P

September
2018
August 2018
December
2018

7.0

External Independent Well Led Review

Foundation Trusts are expected to commission an external Independent Well Led Review every
three years. Our last review completed in 2016 we therefore need to develop the specification
and commission a review this year (2018) for completion by March 2019.
Action:

Lead

By

Develop specification and commission external Independent Chair/CE/ September
Well Led Review
DoG&P
2018
Consider findings of Independent Review and agree action plan Board
March 2019
8.0

Conclusion

The Board is asked to discuss and comment on the proposed changes to our governance
arrangements and note the progress and / or completion of those previously agreed.
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Appendix A - Update on Progress against Actions from Governance Review 2017
Action:

Lead

By

Status

Comment

Recruitment and Selection of Chief Nursing Officer

CEO

Complete

In post November 2017

Recruitment and Selection for Divisions’ succession plan
Appointment of new NEDs (interviews April 17)

CNO
Chair

May 17
In post Sept17
Oct 17
COG June
17
April 2017

Updates to Scheme of Delegation, Standing Financial Instructions and ACEO
Standing Orders
Changes to Executive Board membership
ACEO
Changes to Strategic Change Programme Board (SCPB) membership

ACEO

Changes to Quality Committee membership

CNO

Board meeting date changes as follows - move to early 2nd week of
month after quarter end where possible
Review current allocation of SABP reps at latest STP / Transformation
forums and update / reprioritise as needed
Confirm Governance arrangements for new Children’s Community
contract delivery and LLP
Review strategic governance arrangements - e.g. group (NHSCS, SABP
CARE Ltd), ACO etc and develop proposals to support Strategy delivery

ACEO

Election to new Council - confirmed
Induction programme for new Governors

ACEO
ACEO

Exit interviews for Governors who have reached max term to agree other
volunteering opportunities - e.g. training of new Governors
Review Council of Governors’ contributions of Board Directors

Complete
Complete
Complete

April Exec Complete
Board
April SCPB Not taken Following changes to the Executive
forward
Board it was decided not to change
the SCPB membership
May
Complete
Committee
April 2017
Complete

DoID
&T
ACEO

May 2017

Complete

April 2017

Complete

ACEO

Complete

ACEO

June 2017
Board June
2017
April 2017
May - Oct
2017
April 2017

Chair

July 2017

Complete

Complete
Complete
Complete
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Appendix B - Overview of Board Director Structure and Portfolios
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Appendix C - Overview of Governance & Accountability structure - Current
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Appendix D - Overview of Governance & Accountability structure - Proposed
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Trust Board in Public
Date

19th April 2018

Item No

35.18

Paper Title

Risk Report

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion/Information

Discussed to date and
next steps

We discuss high level risks and actions each week at the Safety Huddle and monthly
at Executive Board. We are currently further developing our risk management
practices and this report will evolve with these.

Purpose of the paper

The Board’s attention is drawn to the following key risks and our actions to mitigate
them this month:
Pressures: staffing and bed availability
Children’s and Young People’s services: managing well demand and respond quickly
and improve services across the wider system to achieve good outcomes and
improve life chances
Environmental Improvements: delivering improvements to our inpatient environments
at the Abraham Cowley Unit (ACU)
Plan delivery: ensuring we develop our plans well to transform our services to provide
safe, effective and sustainable models of care to make the best use of the resources
we have
Financial Plan delivery: ensuring we control our expenditure well to make sure we live
within our means and meet our Control Total at year end

Health/Social Impact –
Contribution to our
objectives

An active approach to risk management is essential to providing services are safe,
caring, responsive and effective. Our risk appetite and management strategy is
defined by the Board.

Impact on Risk

The actions outlined in the report will mitigate the potential severity of the following
risks:
Pressures Risks - 1942: 1853: 1865: 1989: 1833: 1920: 2000: 2017: 1927: 1901:
1960: 2014: 1984: 1817
Children and Young People Risks - 1992: 1980: 1946: 1960: 2004: 1965: 2002: 1948:
1947: 1949: 1928: 1978: 1999: 1979: 1891: 1950: 1951: 1944
Environmental Improvements Risks - Datix risk number not yet available
Plan Delivery - 1945
Financial Plan - 1950: 1921: 1973
There are no additional financial liabilities identified.

Financial Implications
History

The Risk Report has been developed to draw the Board’s attention to the risks
considered highest within the organisation at the time of reporting.

Executive Summary
The Board is asked to consider the risks and whether it is satisfied with the mitigating actions being taken to
address them and / or it requires additional assurance.
Positive Findings
 Plans are in place to mitigate our highest risks.
 Children and Young People’s services - we have got in touch with all children and young people and
their families on our Mindsight Surrey CAMHS waiting lists (by letter) to ensure they are being supported
and prioritising those who need to be reviewed
 Staffing - we have joined wave 3 of the NHSI Retention programme
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Areas for Improvement
Our highest risks are:
 Pressures: Staffing remains a significant risk requiring continuous proactive management
 Pressures: Bed pressures have occurred in March resulting in increased private bed usage
 Children’s and Young People’s services - in particular waiting times in our Surrey Mindsight CAMHS
services
 Environmental improvements: Progressing the improvements to windows at the ACU is a priority

90

Risk Report
1.0

Purpose of this Paper
This paper draws to the Board’s attention the key risks identified through our operations
(through the High Level Risk Register, and Executive Board and Safety Huddle
discussions) and our actions to mitigate them this month.

2.0

Key Risks and Mitigating Actions
The Board’s attention is drawn to the following key themes associated with the highest
rated risks this month affecting our operations:Pressures
Managing the pressures arising from the demand on our services which continue, including
managing our staffing levels, particularly in our inpatient services and during peak holiday
periods when temporary staff are more scarce, and demand for beds when people need
them.
Several risks have been identified regarding these pressures:- Staffing - vacancies, retention and recruitment difficulties (Links to Risk Register: 1853:
1865: 1989: 1833: 2000: 2017: 1927: 1901: 2042: 2034: 2018: )
- Bed occupancy - consistent occupancy over 85% leading to delays in access to acute
emergency treatment. Bed occupancy has increased again in March availability for
children and young people continues to be difficult to source when needed. (Links to
Risk Register: 1817: 1891)

Key Mitigations (latest additional actions)
 Community staffing calculator being developed




Chief
Finance
Officer
Focus on Delayed Transfers of Care with system partners Chief
Operating
continues - senior representation required in discussions
Officer
Ongoing monitoring and review of caseload allocation(s) within Chief
Operating
community teams and waiting list report development
Officer
Director of
Commencement of NHSI Retention programme (Wave 3)
Workforce

Mar. 18

Jun. 18

May 18

Sept. 18

Children’s and Young People’s Services
Managing well the demand for, and our transformation of, our Children’s and Young
People’s services so that we are able to respond to the needs of children and young people
and their families as quickly as we would like; and play our part in improving services
across our wider health and social care system.
The following risks have been identified:- Surrey Mindsight CAMHS - (Links to Risk Register: 1946: 2051: 1980: )
- Children and Family Health Surrey Community Paediatrics - (Links to Risk Register:
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-

1965: 2002: 1947: 1949: 1928: 2037: 2047)
System and partnerships governance - (Links to Risk Register: 1999: 1979: 1891:
1951)

Key Mitigations (latest additional actions)
 Surrey Mindsight CAMHS Implementation of improvement
plan: waiting list review - letters sent and reviews arranged
where needed.
 Proposed “slow down” plan - agreement on way forward



Chief
Operating
Officer
Chief
Operating
Officer
Codesign of sustainable system service model to meet demand Chief
Operating
Officer
Progression of Tier 4 CAMHS specialist commissioning Chief
partnership - (in shadow from 01/10/2017: go-live now Finance
Officer
/
scheduled for October 2018) - Programme Director in place
Director of
Innovation
&
Developm
ent

Apr.18

May 18

Sept 18

Dec.17

Environmental improvements
Deliver improvements to our inpatient environments at the Abraham Cowley Unit (ACU)
- Datix risk number not yet available
Key Mitigations (latest additional actions)
Chief
May 18
 Complete improvements to the windows at ACU
Finance
Officer
/
Chief
Operating
Officer
 Implement plans to enhance the place of safety environment Chief
Finance
Jul 18
at ACU
Officer
/
Chief
Operating
Officer

Plan Delivery
Ensuring we develop and implement our plans well to transform our services to provide
safe, caring, responsive, effective and sustainable models of care that make the best use of
the resources we have.
The following risks have been identified:- STPs/ICS - (Links to Risk Register: 1945)
Key Mitigations (latest additional actions)
Director of
 Revise governance arrangements to support Plan delivery Governance May 18

92



and monitoring service improvement and change plans
& Planning
Implement revised reporting arrangements for partnership Chief
Finance
May 18
services
Officer
/
Chief
Operating
Officer

Financial Plan Delivery
Ensuring we control our expenditure well to make sure we live within our means and meet
our Control Total at year end.
The following risks have been identified:- Plan delivery - (Links to Risk Register: 1950: 1921: 1973)
Key Mitigations (latest additional actions)
Oct 18
 Review and revise as necessary Financial Recovery Executive
Team
Assurance group meeting arrangements
Chief
 Complete Quality Impact Assessments for 2018/19 CIPs
Medical
Apr 18
Officer
/
Chief Nurse /
Director
of
Innovation &
Development

3.0

Recommendation to the Board
The Board is asked to consider the risks and whether it is satisfied with the mitigating
actions being taken to address them and / or it requires additional assurance.
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Trust Board in Public
Date

19th April 2018

Item No

36.18

Paper Title

Quarterly CQC Update

Director

Billy Hatifani – Acting Chief Nurse

Report for

Discussion/Information

Discussed to date and
next steps

Not presented at any other group at present.

Purpose of the paper

The Executive Board are asked to comment on and note the report on the following:
 To reflect on our remaining ‘Requirement Notices’
 The need to be inspection ready in all our core services in preparation for
inspection activity this year
 Our key areas to expect inspection activity in 2018
Our ability to maintain and improve the quality of care gives people, families a great
experience and helps us achieve the following:
Safe: People are protected from abuse and avoidable harm.
Effective: The care, treatment and support provided achieve good outcomes, help to
maintain quality of life, and are based on the best available evidence
Caring: Our staff involve people and treat them with compassion, kindness, dignity
and respect.
Responsive: Services are organised to meet patients’ needs.
Well-led: The leadership, management and governance of the organisation ensure
that it provides high-quality care based on individuals’ needs; encourages learning and
innovation; and promotes an open and fair culture.
The CQC essential standards provide an important minimum indication of the quality of
care being provided by services, and where we need to target our resources to reduce
risk and improve experience

Health/Social Impact –
Contribution to our
objectives

Impact on Risk

Financial Implications

There may be financial / reputational implications if the Trust does not meet the
essential standards for quality and safety, and non-compliance can lead to further
involvement from our regulators.

History

We report our progress against the 5 key CQC questions at our Trust Board

Executive Summary
This report updates the Board on our CQC relationships, and what inspection activity we should expect for 2018 in
our health and social care services.
Positive Findings
 Through our relationship management meetings we have closed 8 of our outstanding ‘Requirement Notices’
in our healthcare services
Areas for Improvement


We will reignite our inspection readiness in early summer, or at the point we receive a provider information
request indicating 20 weeks’ notice of a well-led inspection
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Quarterly CQC Update Report
1. Inspection Outcomes
Following the inspection of Deacon Unit in January 2018, we await the draft report. It has been confirmed
that we will not receive any ‘Requirement Notices’.
Our CAMHS One Stop was inspected in December 2017 and has received a GOOD rating.
We have had no further inspection activity in this reporting period for our healthcare services, however
Rosewood, one of our social care homes, experienced an inspection in March and we await the draft
report. This inspection signifies the next round of inspection for our social care homes.
2. Current rating position
As part of our quarterly engagement meetings with our inspection team, we met at the end of February
2018 to provide evidence to remove the ‘Requirement Notices’ which remain from our February 2016
comprehensive inspection. Through this discussion, we were able to have 8 ‘Requirement Notices’
removed as listed below:
1. The Trust board did not have a thorough oversight of incidents and complaints.’
2. The Trust had weaknesses in their systems for reporting and learning from all incidents. Incidents
logged by staff were not signed off by some managers which resulted in a backlog.’
3. There was a lack of governance and oversight of the incident reporting system. Incidents were
reported by front line staff but they were not reviewed by the ward managers on Delius and Elgar
wards. This meant there was no assurance that potentially serious incidents were fully investigated
or escalated to the attention of the service manager and matron.’ ‘Risk assessments were not
consistently reviewed and updated following incidents.’
4. ‘The trust does not ensure that all policies have been reviewed and updated in line with changes in
national guidance and guidelines. The trust’s seclusion policy had not been updated to reflect the
revised Mental Health Act Code of Practice dated 1 April 2015.’
5. In the adult acute mental health wards and psychiatric intensive care unit, staff compliance with
mandatory training was below acceptable targets. Some staff had not received an appraisal.’
6. In the child and adolescent community mental health services, compliance with staff supervision and
appraisal was below acceptable targets.’
7. The provider had not ensured that staff in the crisis resolution and home treatment teams had
received appropriate training to enable them to deliver care and treatment to service users safely
and to an appropriate standard.’
8. The provider had not ensured that patients on Primrose ward had access to toilet and bathroom
facilities without having to pass bedrooms occupied by patients of the opposite sex.’
This means we are left with 8 ‘Requirement Notices’ which will only be removed through future inspection
activity, and they relate to core service areas. 6 of these relate to the outcome of our comprehensive
inspection and 2 relate to privacy and dignity in our dormitories at Abraham Cowley Unit from the April
2017 inspection.
Core services with current ‘Requires Improvement’ rating



Acute Adult Inpatient Services and PICU
Crisis and Health Based Places of Safety
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Areas with ‘Requirement Notices’









CAMHS (lone working)
Spelthorne CMHRS (environment)
Spenser (Call alarms)
Crisis line (call response times)
Crisis and HTT (risk assessments and recording of allergies)
CAMHS (risk assessments)
Acute and PICU (medicines management)
Older adults and Acute (Privacy and dignity in dormitories)

In the 20 weeks leading up our well-led inspection date (unknown at present), we can predict that we will
have inspection activity in our core services with a current ‘Requires Improvement’ rating, and the areas
where we have ‘Requirement Notices’.
We also believe that our Children and Young People’s Services are likely to be inspected more fully as
part of the core service inspections, due to national interest and our current improvement plans. We have
let CQC know of the risks associated with waiting times in CAMHS and agreed to update them in two
months.
We can, of course, receive an unannounced visit to any of our services at any time, should an issue be
raised to CQC that is of sufficient concern to trigger an inspection response.
The Divisional CQC readiness groups have been paused. We plan to re-start a weekly CQC inspection
preparation project group when we receive the 20 weeks’ notice of the date for our well-led inspection.
3. Developmental Paediatric Service
We are connecting with our colleagues across the partnership to scope the work required to be inspection
ready. We have been informed by our Surrey inspection team that there is still no decision if our
Developmental Paediatric service is likely to be considered for inspection.
4. Our Social Care Services
Our residential care homes are going through a period of leadership changes. All the Residential
Registered Home Manager posts have now been recruited. Our social care inspection team has been kept
informed and updated through this period.
Redstone House, which received a ‘Requires Significant Improvement’ rating in our Foundation Standards
review, has now been re-assessed as ‘Requires Improvement’. A new Manager has been appointed and
one of our social care Service Managers continues to take the lead in the daily management of the home.
5. CQC Developments
We have received new guides for inspection teams which can support us hitting the quality standards
required.
These include:
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Brief Guide for accessing support for carers
Brief Guide for accessing out of area placements for rehabilitation
Brief guide for Schizophrenia
Brief Guide for Bipolar
NICE Quality statement checklists for a range of mental health disorders

The relevant leads are undertaking gap analysis work to assess the implications for our practice and
inspection readiness.
We are engaged in the upcoming CQC work regarding sexual safety in services.
Mortality reporting to CQC
For the previous 2 years we have been asked to submit data for every death to CQC, and this work has
been scrutinised for any evidence of provider failure. It appears that the approach taken by the Surrey team
has been out of line with other areas resulting in Surrey appearing to have a far greater number of deaths
than other Trusts. A more uniformed approach has now been proposed following our recent engagement
meeting where this approach was challenged. We are awaiting new guidance but it appears that we will
only be asked to report to CQC deaths, which we undertake a 72 hour report for, which we would normally
report to our CCG and upload on STEIS.
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Trust Board in Public
Date

19th April 2018

Item No

37.18

Paper Title

Staff Survey Results – 2017

Director

Gavin Wright, Director of Workforce

Report for

Discussion/Information

Discussed to date and
next steps

The content of this report has been discussed at Leadership Forum and Executive Board

Purpose of the paper

The Board are asked to comment on and note the report on the following:
 The key results of the 2017 staff survey for the Trust
 Comparison of the results with previous years
 The proposed way forward in terms of action planning

Health/Social Impact –
Contribution to our
objectives

Our Trust aspires to treat all staff equally. Failure to do so will impact upon our ability to
recruit and retain employees, and will be demotivating for our workforce

Impact on Risk

Failure to take action on some of the key results highlighted in this report could increase
the risk of higher turnover and poor staff morale.

Financial Implications

There are no financial implications associated with this report

History

N/A

Executive Summary
This report highlights the key findings of the 2017 staff survey and where possible provides comparisons with the
results of the previous year. In addition, the report details a direction of travel in terms of action planning, focussing on
issues which contribute to staff satisfaction rather than seeking to improve every area.
Positive Findings
 The response rate has risen from 65% in 2016 to 68% in 2017
 The percentage of staff experiencng harrassment, bullying or abuse from staff in last 12 months has decreased.
 The perceived fairness and effectiveness of procedures for reporting errors, near misses and incidents has
improved.
Areas for Improvement




BME staff continue to believe they are discriminated against more than other staff groups.
Disabled staff scored the highest of all of the staff groups for reporting they had experienced harrassment, bullying
and abuse by patients, relatives, the public and other staff members in the last tweve months.
The Trust’s overall staff engagement score has remained static
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Staff Survey 2017
1.

Introduction
The purpose of this report is to summarise the key findings of the 15th annual staff survey which
took place between September – December 2017. Within our Trust we undertook to survey the
total workforce and distributed 2227 surveys, using both electronic and paper questionnaires. We
achieved a response rate of 68% which is a positive increase to 2016 when we achieved 65%. The
national response rate for Mental Health and Learning Disability Trusts was 52%. As with previous
years, we invited Surrey County Council employees within our integrated teams to also take part in
the survey.

2.

The National Results in Summary
Approximately 1.1 million NHS employees were invited to complete the 2017 survey and 309
organisations took part. The overall response rate was 45%. The key findings of the national
survey are shown below with the Trust response shown in brackets:






3.

58% (76%) of staff worked additional unpaid hours
38% (36%) of staff felt unwell due to work related stress in the last 12 months
68% (67%) said their manager took an interest in their health and wellbeing
Staff are reporting lower satisfaction with the quality of care and work they can deliver
87% (85%) of staff reported having an appraisal in the last 12 months

Trust’s Findings 2017

3.1 Top Five Ranking Scores
Key Findings

KF 18 Percentage of staff attending work in the last three
months despite feeling unwell because they felt pressure
from their manager, colleagues or themselves (lower score
the better)
KF4 Staff motivation at work
KF31 Staff confidence and security in reporting unsafe
clinical practice
KF26 % of staff experiencng harrassment, bullying or
abuse from staff in last 12 months (lower score the better)
KF30 Fairness and effectiveness of procedures for
reporting errors, near misses and incidents
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Our
result
2017
49%

Best Mental
Health
Score
48%

Our result
2016

3.98
3.85

4.01
3.93

3.97
3.81

17%

16%

18%

3.85

3.87

3.81

49%

3.2 Our Bottom Five Ranking Scores
Key Findings

Our Result
2017

Our Result
2016

85%

Best Mental
Health
Score
95%

KF11 % staff appraised in the last 12 months
KF24 % of staff/colleagues reporting most recent
experience of violence (lower score the better)
KF16 % of staff working extra hours (lower score the
better)
KF19 Organisation and management interest in and
action on health and wellbeing
KF20 % of staff experiencing discrimination at work in
the last 12 months (lower score the better)

91%

89%

98%

76%

87%

66%

3.75

3.94

3.72

14%

10%

13%

86%

We have been concerned about the level of appraisal compliance in the Trust over the last 4 years
and our result for 2017, whilst not statistically significant, does confirm that we remain 4% below the
national average, and are 10% below the best performing mental health Trust. Redeveloping the
Trust’s appraisal process will therefore be a priority for 2018/19 and work has already commenced
on this
4.

Statistically Significant Changes between 2016 and 2017

4.1 Improvements
 % satisfied with the opportunities for flexible working patterns (71% to 76%)
4.2 Statistically Significant Positive Changes between 2015 and 2017






% reporting errors, near misses or incidents in the last month (from 88% to 95%)
Staff confidence & security in reporting unsafe clinical practice (3.74 to 3.85)
Organisational and management interest in and action on health & wellbeing (3.68 to 3.75)
Staff satisfaction with resourcing & support (3.34 to 3.40)
Recognition and value of staff by managers and the organisation (3.57 to 3.66)

4.3 Deterioration
There were no statistically significant deteriorations between 2015 and 2017.
5.

Overall Indicator of Staff Engagement
The overall staff engagement score for the Trust in the 2017 survey was 3.84, which is the same
as 2016 but still above the sector score of 3.79.
The staff engagement score is made up from a combination of the results surrounding; ability of
staff to contribute to improvements at work, their willingness to recommend the Trust as a place to
work or receive treatment and the extent to which staff feel motivated and engaged with their work.
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Our results for each element were as follows with scores from previous years included for
information:
Key Finding

Recommendation of the Trust
as a place to work or receive
treatment
Ability to contribute to
improvements at work
Staff Motivation at Work
6.

Score in 2017
(Range 1-5
with 5 the
best)

Score in 2016
(Range 1-5
with 5 the
best)

Score in 2015
(Range 1-5
with 5 the
best)

Score in 2014
(Range 1-5
with 5 the
best)

3.68

3.69

3.66

3.66

76%

77%

76%

77%

3.98

3.97

3.95

3.90

Diversity Findings
In the 2017 staff survey, the diversity findings are based on the following contributions within the 68%
of returned questionnaires:
Gender:
Male
Ethnicity:
BME
Disability:
Disabled
Age:
Under 40
Work Status: Full Time

21%
23%
15%
30%
82%

Female
White
Not disabled
Over 40
Part Time

75%
77%
85%
70%
18%

Reviewing our surveys since 2011, there are various trends, particularly in relation to BME employees
who remain the most positive group in respect of most elements of their working lives. However, year
on year there remains a higher levels of perceived discrimination in the workplace by people who use
our services and members of the public against them, but the level of discrimination by members of
staff against employees from a BME background has reduced to similar levels to the rest of the
workforce.
The Trust will continue to work with the BME Equality Network and other key staff and groups over the
coming year on these issues.
The other staff group which experiences higher than average levels of dissatisfaction over a range of
questions is our disabled employees. They scored the lowest in each of the areas which make up
overall satisfaction at work and satifaction with their manager. In addition, disabled staff scored the
highest of all of the staff groups for reporting they had experienced harrassment, bullying and abuse
by patients, relatives, the public and other staff members in the last 12 months.
These results are obviously of concern, and action will be taken in 2018/19 to address them.
7.

Workforce Race Equality Standards (WRES)
This is the third year of collecting WRES reporting data. This data is unweighted and it is evident that
our BME employees have an unequal experience of life at work compared to our white employees.
In all of the indicators, we have performed better than the median for our sector. It is also pleasing to
note that there has been an an improvement in all of the indicators for BME staff. Although not
statistically significant, it is encouraging that the direction of travel is positive.
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8.

Key Finding

Our Trust
Score in
2017

Our Trust
Score in
2016

White 27%
BME 33%

Average
median score
for mental
health in 2017
White 32%
BME 36%

KF25 % of staff experiencing harassment, bullying
or abuse from patients, relatives or the public in the
last 12 months.
KF26 % of staff experiencing harassment, bullying
or abuse from staff in the last 12 months

White 16%
BME 19%

White 21%
BME 26%

White 17%
BME 21%

KF21 % of staff believing that the organisation
White 91%
provides equal opportunities for career progression
BME 82%
or promotion

White 87%
BME 77%

White 90%
BME 81%

Q17b In the last 12 months have you personally White 6%
experienced
discrimination
at
work
from BME 10%
manager/team leader or other colleagues

White 6%
BME 14%

White 4%
BME 11%

White 27%
BME 38%

Action Planning
The Executive Board, Operations and the Leadership Forum will discuss the results of the survey and
following the Leadership Forum, Divisions and Directorates are discussing the findings with their
teams.
Unlike previous years, it is proposed that individual Divisions and Directorates will not be asked to
develop local action plans, although it is expected that relevant managers will consider the results for
their specific areas of responsibility, and work with colleagues to make improvements where
necessary.
It has also been agreed that rather than seeking to develop actions to improve every specific area in
the survey, we focus on improving issues most relevant to staff satisfaction. The proposal is to
therefore focus on 4 areas as a framework for action which are: Valuing Staff, Health & Wellbeing,
Communication, and Fair Treatment. To take these forward, we will as far as possible, link with
existing workstreams and/or quality improvement projects to ensure there is no duplication of effort
or additional work created where this is not necessary. Further work to identify causes of
issues/success identified will also be undertaken via smaller in year surveys and other data
gathering exercises.
The potential advantage of the approach outlined above is that it allows us to give some focused
attention to a smaller range of issues which have a significant impact on staff satisfaction and make
changes that provide tangible improvements. Given the relative stability of the Trust’s staff survey
results over the last few years, it is clear that the current approach to action planning is not having a
significant impact and will not move us closer to the highest performing Trusts.
A number of run charts are attached as appendix 1 which show the Trust’s performance against
those questions that relate to the 4 areas of action over the last five years. The 2017 results for the
best and worst performing mental health Trusts are also shown to indicate our position against
these. It should be noted that the lower the score in slides 11 and 12 the better.
In addition to reviewing our performance against other NHS organisations, work is being undertaken
to assess whether any meaningful benchmarking can be undertaken against institutions in other
sectors.
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Trust Board in Public
Date

19th April 2018

Item No

38.18

Paper Title

Quarterly Workforce Report

Director

Gavin Wright, Director of Workforce

Report for

Discussion/Information

Discussed to date and
next steps

This report has been discussed at the Executive Board

Purpose of the paper

The purpose of this quarterly report is to provide a summary of key workforce
metrics up to April 2018.
The Board is asked to note the following:
 Our turnover rate is 17.50%.
 Our agency spend in-month result (February) of 15% is below our monthly
ceiling. This is the first month in financial year 2017/18 where we have been
below the monthly agency ceiling.
 The Trust’s in-month sickness absence rate as at March 2018 was 2.86%.
The rolling average for the previous 12 months is meeting our target of
3.80% at 3.78% which is a decrease from its peak in February 2018 of
3.85%.

Health/Social Impact –
Contribution to our
objectives

Ensuring that we have a high caliber, stable, well trained and motivated
workforce is key to providing caring, responsive, safe, effective and well led
services

Impact on Risk

This report provides a context to the staffing challenges we face which contribute
to a number of organisational risks including financial stability and quality of
care.
The issues highlighted in this report provide background to the Trust’s workforce
challenges and the resolution of these will have a direct bearing on the delivery
of value for money.
N/A

Financial Implications

History
Executive Summary

This report provides a quarterly update on our key workforce metrics including turnover and vacancy rates, the
use of temporary staffing, the level of sickness absence and recruitment activity.
Positive Findings
 Our turnover has stabilised over the last three months at around 17.5%.

Agency spend made up a much improved 5.1% of our total pay spend in February
 We are performing better against our sickness absence target of 3.80% with a rolling average of 3.78%.
Areas for Improvement


Our vacancy rate of 14.86% is still above the target of 12% and we continue to have difficulty in recruiting
registered nurse vacancies across all divisions
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Quarterly Workforce Report
April 2018
Staff, culture and leadership

1. Current workforce At
March
2018,
our
workforce
headcount was 2238 employees which
equates to 2002 Full Time Equivalent.

Table 1

Table 1 details the number of starters
and leavers since April 2017. The
significant rise in leavers in September
2017 was due to soft FM being TUPE’d
out of the organisation, and the increase
in starters in April 2017 was as a result
of Community Paediatric and Youth
Counselling Service being TUPE’d in.
Retirements were low in January at 2
and 4 in February 2018. There was a
peak of 11 retirements in March but this
is consistent with previous years where
people choose to leave at the end of a
financial year. 7 of the 11 retirees were
under 55 indicating that they have
Mental Health Officer status.
The
majority have returned to work for us
with some on part-time or bank
contracts.

2. Turnover & Vacancy Rate Table 2
Our turnover rate has remained stable
over the last 3 months at 17% and is
close to the target of 16%. The
reduction in December 2017 was due
to removing trainee roles from our
calculation due to the fact they are
only employed for short periods to
complete training. Our stability index
increased slightly to 81.5%.

Our vacancy rate at March 2018 was 14.86% which is a small reduction over the previous
quarter. The key issue continues to be the difficulty in recruiting registered nurse vacancies
across all divisions.
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3. Temporary Staffing
Up to date temporary staffing information is not available at this time because of year end
activity.
Agency Spend
Agency spend made up a much improved 5.1% of our total pay spend in January, compared
to 6.8% in December and 8.3% in November. The in-month result of 15% below our monthly
ceiling is a positive result. This is the first month in financial year 2017/18 where we have
been below the monthly agency ceiling.
Table 1

In terms of YTD, our distance from the ceiling has decreased slightly from 37% to 32%,
representing a continued agency use of resources score of 3. Agency reduction plans are a
key focus in our financial recovery plans. However, there is some risk around the reduction
given a known increase in medical locums in February and annual leave still to be taken in
March.
Table 2
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Urgent work has been undertaken over the last 6 months with a project dedicated to
addressing our agency usage, which has ensured greater scrutiny and oversight of the use
of temporary staff especially the more expensive contractor and medical locum cover.
The agency run rate by division can be seen below. Adult Mental Health has seen a
significant reduction in agency spend since September 2017 to bring it more in line with the
other Divisions. Specialist Services increased in December following winter pressures
funding which meant an additional 20 WTE agency staff were used to cover the requirement
for an extra member of staff on each shift in each of the 5 acute hospitals. This has now
ceased. Children and Young People’s Division also noted an increase of temporary staffing
in order to address waiting lists.
The below tables detail the pay spend per month and by division.
Table 3

Table 4
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We continue to report weekly on our compliance with the NHSI agency standards. These
have been further developed to include the type of shift, highest paid agency workers and
longest serving agency workers. Breaches by the Trust are few except for qualified nursing
where our numbers have risen as a result of NHSI ruling that an NHS Professionals admin
fee on shifts that move to agency is a breach. We only use framework agencies when
securing agency staff.
There is now a requirement for any agency shift over £120 per hour to be authorised by the
Chief Executive. To date, this limit has not been breached.
Our temporary medical worker position has improved of late with a reduction from 11 to 8
now breaching the price cap. Doctors remain the most difficult to acquire at the NHSI
capped rate, particularly when balancing quality and price. Either the Chief Medical Officer
or Workforce Director is now required to approve any breach of the price cap before an
order can be placed.

4. Sickness
The Trust’s in-month sickness absence rate as at March 2018 was 2.86%. The rolling
average for the previous 12 months is meeting our target at 3.78% which is a decrease from
its peak in February 2018 of 3.85%. Managers are confident and competent in managing
absence which has delivered 3 years of stability against the 3.8% target. Sickness absence
is monitored and reported monthly at the Divisional meetings.

5. Recruitment Activity
The number of live vacancies at the end of March was 97.95 WTE (including Rolling
Programmes) 36.95 WTE (excluding Rolling Programmes) and the number being processed
through pre-employment checks was 51.2 WTE.
Our rolling recruitment programme continues for Band 2’s and Band 5’s in Adult Mental
Health and Older Adult Mental health. The number of Band 2’s recruited since August 2017
is 30 WTE and 14 WTE for Band 5’s
Applicants for Band 5 posts remain difficult to attract, and in order to improve this position
we have recently introduced a rotational programme to appeal to both experienced and
newly qualified nurses. 4 nurses joined the rotational programme, however, as they have
joined a team and settled 3 have decided to remain in the team they started with.
From September, the Trust introduced a rolling recruitment programme for band 6 nurses in
Community Mental Health and Recovery Services for Adult Mental Health, and so far we
have recruited 5 WTE.

6. Engagement
Induction
Our Retention and Engagement Adviser attends the market stall at induction. This is an
opportunity to engage with new starters and offer to support them as they settle into their
new roles and promoting staff benefits, the role of the staff liaison officer and networks
available to join.
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Student Nurses
We recently met with the first year Surrey and Kingston University student nurses to engage
with them and to promote careers at the Trust. The students were receptive to working as
HCAs on the student bank and we are progressing this.
School Students
Our Retention and Engagement Adviser attended a student careers evening in February
2018 arranged by Health Education England at Royal Surrey Hospital to help promote
the range of careers across health & social care. The event was aimed at all school age
students Year 8 (age 13) upwards. A range of clinicians attended to support the event
and engaged with students to that they can describe their careers.
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Trust Board in Public
Date

19th April 2018

Item No

39.18

Paper Title

24/7 Update

Director

Justin Wilson, Chief Medical Officer
Authors: Susie Gray, Director of Property, and Hugh Muirhead, Programme Manager

Report for

Information

Discussed to date and
next steps

Key issues within this report relating to the upgrade of in-patient facilities have been
discussed at the Executive Board, 24/7 Project Advisory Group, 24/7 PIT and Strategic
Change Programme Board.
The Board are asked to note:

Purpose of the paper




Health/Social Impact –
Contribution to our
objectives

Impact on Risk

Financial Implications

History

The appointment of the client advisors for the ACU refurbishment project at a
cost of approximately £67k
That the full costs of developing the ACU refurbishment Outline Business Case
(OBC) will be provided at the end of April 2018
The challenges posed by the notice being served for the contract for Langley
Green

Safe – The upgraded and extended facilities will address current shortcomings and
provide a safer environment for staff and people who use our services.
Effective – The plans will make best use of the available capital resource and target
lower revenue costs by improving operational efficiency.
Caring – The improvement in the healing environment will have a positive effect on the
quality of care.
Responsive – The comments from regulators, staff and the public will be heeded and
the upgraded facilities will improve operational flexibility.
Well-led – The project will be professionally led, managed and resourced. Governance
will comply with government guidelines.
The main risk is the limited funds available. If funding from outside of the Trust is not
forthcoming there is a risk that either we will be unable complete the programme
across the two locations or that the number of bed spaces that can be upgraded will be
reduced.
Value for money will be maximized within the current capital funding constraints by
reusing existing buildings and by releasing funds from land disposals, reducing reliance
on external financing. Longer-term value for money, in terms of operational efficiency,
has been assessed as potentially less positive by comparison with a new-build
solution.
The Trust has been developing plans to improve the quality of its 24/7 assessment and
treatment facilities since its inception in 2005. Following the opening of our first
hospital development at Farnham Road Hospital, Guildford in December 2015, there is
now mounting Trust concern and from regulatory bodies that the majority of our
remaining inpatient facilities for North-West and mid Surrey do not meet the required
standards.
Over the past 6 to 7 years both the Working Age and Older Adult services have been
through significant re-design, with an increased provision of community services and
early intervention, complemented by an improved acute care pathway to our inpatient
services that have resulted in less reliance on bed-based services. This is offset by
demographic linked changes in demand. We have worked with our commissioners and
external health planning consultants to determine the optimal bed modelling, and the
outcome of this study is reflected in our proposed development.
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Executive Summary
This report concerns the review of the quality of our in-patient bed provision and details our progress with
developing affordable and robust environments for the future.
The board is requested to note progress and the future direction of travel.

Positive Findings





NHS Improvement has confirmed that as a foundation trust not in financial distress, SABP may manage the
capital investment for the ACU refurbishment programme itself.
We have received good quality Expressions of Interest in the ACU scheme under the Procure22 Framework
(P22).
The planning application that will enable the St Peter’s land sales went to committee on the 7th March and
was voted through, subject to a condition relating to highways which we are working to resolve.

Areas for Improvement





There is a need to clarify bed number expectations and disposition, in the short-to-medium and longer terms.
There is a need to develop the plan for the potential displacement of the 13 Langley Green beds following
notice being served.
Clarifying the mid and East area options so that progress can be made with a consultation if required.
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In-patient property update for Trust Board - April 2018
1

North West Area – Refurbishment of ACU
1.1 The current provision of inpatient beds in the North West area (providing inpatient facilities for
people living in North West and Mid Surrey) is 69 in 4 wards at the ACU in Chertsey.
However, the majority of these beds are provided in dormitories and gender separation on the
wards is challenging, leading to 2 wards being designated as single gender. Although some
works are being undertaken to improve the environment, the only real solution to the buildings
shortcomings is replacement or refurbishment.
1.2 At the Trust Board meeting in September 2017, a proposal to develop a scheme to
substantially refurbish the ACU was approved. Work towards the development of an outline
business case is progressing and we now ask the Board to note our intention to appoint
advisors to support a procurement process. Developed by the Department of Health, the P22
process was designed to deliver large capital projects such as this.


P22 – 3 of the possible 6 Principle Supply Chain Partners (PSCPs) have submitted
Expressions of Interest in this project. Interviews will be held during w/c 25th April. The
submissions have been qualitatively assessed and scored according to pre-established
criteria. The commercial scoring, independently carried out by the DoH, will be added in
after the interviews, to give a combined score. The highest scoring PSCP is then selected
to go forward to work as our partner in developing the OBC. The costs quoted by the
PSCPs for developing the options for the OBC will be provided to us by the DoH at the end
of April.



Proposals for the client advisor roles have been received from 6 firms. Interviews took
place on the 13th and 15th March and we have selected the following consultants to support
us in the preparation of the Outline Business Case (stage 2 in the table below).
Business Case Writer:

Rubicon

Cost Advisor:

McBains Cooper

Project Manager:

Gleeds

As client advisors, they will be engaged directly by the Trust under New Engineering
Contract 3 (NEC3) Professional Services Contracts, to align with the future main
construction contract with the PSCP.
Estimated fees for these roles, by project stage are as follows:
P22 Project Stage
Stage 2 - to OBC
Stage 3 - to FBC
Stage 3 - mobilisation
Stage 4/5 - delivery

Stage
Cumulative
Total
Total
£ 67,728 £ 67,728
£ 64,581 £132,308
£ 4,050
£ 136,358
£
£ 418,650
282,292
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The Board is also asked to note that we have selected an architect, Ryder
(previously called Devereux) who will be engaged directly by the P22 Preferred
Supply Cchain Partner (PSCP).

1.3 The Architect and P22 bidders have already been challenged with identifying alternative
approaches that address the decant constraints and seek to optimise the balance between
refurbishment and new-build. It is also important that the scheme does not result in suboptimal ward configurations with undesirable revenue consequences. It is anticipated that a
combination of new build and refurbishment on our existing site could provide approximately
80 beds in 5 x16 bed wards.
1.4 The refurbishment of the ACU will be largely funded by the sale of our land at St Peter’s West
Site. An application for outline planning permission for residential development of the site was
submitted jointly with Ashford and St Peters Hospital Trust last year, and Runnymede planning
committee met on the 7th March 2018 to consider this application. Highways England have
raised a concern over development impact on the M25 Junction 11, but the council resolved to
approve the application, subject to this concern being dealt with. The potential impact of this is
unquantifiable at this stage but we are working to gain sufficient clarity to enable the sale to
proceed.
2

Mid and East Surrey
2.1 The current provision of in-patient beds in the mid and East area are 24 older adult beds at the
Meadows on West Park in Epsom serving Mid and East Surrey and 13 working age adult beds
at Langley Green Hospital in Crawley serving East Surrey. The future of Langley Green will be
discussed in section 3 of this report. In the short term, the Meadows provides fit for purpose
accommodation for older adults although the arrangement as three eight-bed wards is
challenging from an operational point of view.
2.2 Demand for bedspaces in the mid and East area are estimated to be one working age adult
ward and one older peoples functional ward. 2 wards are not considered sufficient to provide a
critical mass that ensures quality care economically, and even if combined with the single
older age organic ward that serves a wider geography, a lone working age adult ward is very
difficult to operate safely.
2.3 We are exploring a number options for the provision of in-patient facilities to serve the mid and
east area including the refurbishment and extension of the Meadows; working with Sussex
Partnership (the owners of Langley Green Hospital) to find a joint solution and, a new build
option at East Surrey Hospital. We will continue to work on these options but external funding
will be required in order to deliver a solution and therefore a Strategic Outline Case will have
to be developed. For this reason a solution for the mid and East area will not be delivered until
after the ACU refurbishment project.

3

Langley Green
3.1 People who use our services living in East Surrey receive their inpatient care at Coral Ward at
Langley Green Hospital under a contract from Sussex Partnership NHS FT, who are also
looking at their estate and how best to use it. This has resulted in them taking the decision to
give us notice to vacate the property at the end of the contract in March 2019. We are meeting
with them this month to discuss their plans and to explore any oportunities to extend our
occupation of their space or to develop a joint solution across the Sussex and East Surrey
STP area.
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3.2 It is however possible that we will need to vacate the ward at Langley Green before we have
settled upon a long term solution in the area and therefore we are exploring interim options to
provide 13 Working Age Adult bed spaces within our existing estate as a contingency.

4

Summary

The Board are asked to note:




The appointment of the client advisors for the ACU refurbishment project at a cost of
approximately £67k.
That the full costs of developing the ACU refurbishment OBC will be provided at the end of April
2018.
The challenges posed by the termination of the contract for Langley Green.
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Trust Board in Public
Date

19th April 2018

Item No

40.18

Paper Title

Clinical Quality Priorities

Director

Billy Hatifani, Acting Chief Nursing Officer
Ann Stevenson, Associate Director of Quality Assurance & Reporting

Report for

Approval

Discussed to date and
next steps

Previous committees or groups consulted and next steps
These have been approved through the Executive Board, Council of Governors

Purpose of the paper

The Board is asked to comment on and note the report on the following:
 We have aligned our Clinical Quality Priorities with the Single Oversight
Framework and 5 Year Forward View requirements
 As some of the measures have not been defined yet, we will use other measures
we are already reporting on.

How does this
proposal meet our
values?
Health/Social Impact –
Contribution to our
objectives

These Quality Indicators link with our requirement to meet our national requirements

Risk Assessments &
Mitigations

A robust review of the quality metrics will ensure we target our attention on those
areas.

Outcome of Equality
Analysis

An equality analysis must be completed for any proposals before approval is given.
Any positive impact and/or negative impacts and mitigations to be highlighted.

Financial Implications

No new financial implications related to this report

What outcome to you
require from the
Board?
History

To approve the Clinical Quality Priorities for 2018/19

Our focus is ensuring that we meet the national requirement, and therefore will ensure
we improve the services we provide to people and their carers.

This is a requirement for all Foundation Trusts to focus on improving the quality of
services for people who use carers and their families

Executive Summary This report details our Clinical Priorities for 18/19
Positive Findings
 We have ensured that we focus on the national requirements
 We will have nationally defined measures which we will be required to improve upon
Areas for Improvement


We do not have all the definitions yet against the measures, but these will be published in due course.

Has an equality impact assessment form been complete?
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No

NHS Improvement has recently published the detailed requirements for this year’s Quality Accounts report.
We are required to identify, in Part 2 of this year’s Quality Accounts, at least 3 priorities for improvement in
the quality of our health services during 2018/19, which have been agreed by the Board and shared with
the public. We will then need to report on those measures in next year’s Quality Accounts. The Executive
Board decided in January that our Clinical Quality Priorities should be aligned to the national quality
indicators outlined in NHS Improvement’s Single Oversight Framework, and NHS England’s Five Year
Forward View for Mental Health.
We are also required to report, in Part 3 of the Quality Accounts, our performance against at least 9 other
quality indicators selected by the Board, including 3 patient safety, 3 clinical effectiveness, and 3 patient
experience measures.
Our Clinical Quality Priorities for 2018/19 have been agreed and are shown in the table below. For
indicators where there are no definitions in the Single Oversight Framework yet (such as the
collection of waiting times data) we will mirror the definitions for CCG Quality Standards.

Ref.

Measure

Source

1

Percentage of people completing a course of IAPT treatment moving to recovery

SOF and 5YFV

2

Inappropriate out-of-area placements for adult mental health services.

SOF

3

Collection of acute mental healthcare waiting times data

SOF

4

Collection of dementia care waiting times data

SOF

5

Written complaints – rate

SOF

6
7
8

Percentage of people who would recommend the organisation's services to their friends and family
(Friends and Family Test Mental Health)
Staff sickness

SOF
SOF

Percentage of staff who would recommend the organisation as a place to work or receive treatment

SOF

(annual Staff Survey)
9
10

Delayed bed days

Exec Board

The proportion of total detentions under the mental health act 1983, with a black or minority ethnic

SOF and 5YFV

(BME) ethnicity
11

Staff turnover

SOF

12

Proportion of temporary staff

SOF
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Date
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Item No

41.18

Paper Title

DRAFT Annual Plan Delivery Report - Quarter 4

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion/Information

Discussed to date and
next steps

This draft has been prepared on the basis of available data. It is presented to Exec
Board prior to final amendment and approval at the Trust Board on 19th April. It will
then be submitted to NHS Improvement.

Purpose of the paper

The Board is asked to consider in particular:
 The highest risk to our strategic objectives (within our Board Assurance
Framework) is declared as Staffing

Health/Social Impact –
Contribution to our
objectives

Our Plan sets out our ambitions to improve our services for people and achieve at least
CQC GOOD ratings for all our services.

Impact on Risk

The Delivery report highlights key aspects of our performance to date in delivering our
Plan for the year. The Board should ensure it provides a balanced view of what we are
doing well, and also where we need to improve.
Our Financial Plan forms part of our annual Plan. This is approved by the Board and
provides the framework for budget setting in each year.

Financial Implications
History

Each year Foundation Trusts are required to prepare and submit a Plan to NHSI.
Performance against this Plan is evaluated on a quarterly basis. The Board approved
our Plan for 201718-201920 at its December meeting 2016.

Executive Summary
This draft provides an overview of the key areas of our performance that we may wish to highlight to NHS
Improvement at the end of Quarter 4. The Board is asked to consider the draft and suggest any amendments
needed to reflect a balanced view of our performance to the end of the Quarter prior to its submission to NHSI.
Positive Findings
 The contract offers we have received from our health commissioners appear to reflect the Mental Health
Investment Standard. We are currently working through the detail of what is expected in the baseline.
 A significant number of staff feedback their experiences of working with us through the national Staff Survey our response rate of 68% is one of the highest in the country
Areas for Improvement


Staff Survey - whilst we have performed well when benchmarked against other NHS Trusts, we want our staff
to be more positive about their experiences of the Trust and how we work
 Service Development plans - we continue to work hard to improve waiting times in our Children’s services.
We have taken immediate actions and are awaiting confirmation of system support.
 Risks - RED risk remains for staffing
Has an equality impact assessment form been completed?
No
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Annual Plan - Delivery Quarter 4

1.

Purpose of this Paper
This Report provides an overview of our current performance and issues impacting on the
delivery of our Plan 2017/18.

2.

Performance Summary

2.1

Single Oversight Framework
Our overall SEGMENT is currently:
Segment 2

2.2

Care Quality Commission
Overall rating: GOOD

2.3

Safety Indicators
Our Safety report provides details of progress with respect to key safety metrics including
incident reporting, serious incidents, absconding (AWOL), restraint and seclusion use. Our
performance to the end of Quarter 4 highlights the following:

2.4

Inpatient Death
A person using our services sadly died whilst in our care on Blake Ward, Abraham Cowley
Unit (ACU) on 11th March. We have taken immediate actions to re-assess and put in place
new arrangements for managing risks associated with the windows at the ACU. We have
also now commissioned works to replace the windows having tested a prototype of a
different design. This work will complete by May 2018.

2.5

Waiting Times in Surrey Mindsight CAMHS
It has become clear after 12 - 18 month of operations that the actual demand for our Surrey
Mindsight CAMHS services significantly outstrips the anticipated demand and, therefore, the
service as currently designed. We have implemented recovery plans to address the
immediate issues and long waiting times for appointments (routine) and are working with
system partners to review the current model to ensure a sustainable service going forward.
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2.6

NHS National Staff Survey 2017
We have performed well again when benchmarked against other NHS Trusts in this year’s
Staff Survey. Our response rate has risen from 65% in 2016 to 68% in 2017. Our overall
staff engagement score for the Trust in the 2017 survey was 3.84, which is the same as
2016 but still above the sector score of 3.79.
The following indicators showed a statistically significant positive change between 2015 and
2017






% reporting errors, near misses or incidents in the last month (from 88% to 95%)
Staff confidence & security in reporting unsafe clinical practice (3.74 to 3.85)
Organisational and management interest in and action on health & wellbeing (3.68 to
3.75)
Staff satisfaction with resourcing & support (3.34 to 3.40)
Recognition and value of staff by managers and the organisation (3.57 to 3.66)

There were no statistically significant deteriorations between 2015 and 2017.
We want our staff to be more positive about their experiences of the Trust and how we work.
In the coming year we will be focusing on the following four areas as a framework for action
which are: Valuing Staff, Health & Wellbeing, Communication and Fair Treatment.
2.7

Financial Plan
We have worked hard to mitigate continuing pressure and risk regarding our Financial Plan
which, together with system support for the overspends incurred in our Children’s services,
have brought us back on track to meet our planned Control Total for 2017/18.
DN: to be updated with 31st March data once available

3

Strategy Delivery - Service plans
A summary of our position at the end of the Quarter against our Plan milestones is provided
in Appendix 2.
Highlights from the Quarter to date include:
THIM for Dementia - Our Technology Integrated Healthcare Management for Dementia test
bed research project is due to complete on 31st March followed by a 3 month evaluation
period (end 30th June). The project has been successful in enabling significant learning to
help inform future service models. We are seeking additional funding to extend the project in
2018/19.
Single Point of Access (SPA) - our Commissioners have confirmed their intention to
provide funding for the roll out of the SPA in 2018/19. We are working through the detail of
this and our implementation plan for achieving it in the coming year.

4

Risks to Delivery - Board Assurance Framework
The Board Assurance Framework has been updated to reflect the risks to our strategic
objectives identified through the annual Plan process.
The status of these risks (as at end Quarter 4) is reflected in the BAF alert map in Appendix
3. Our current highest risk (RED) as we end this year is Staffing.
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Appendix 1
Key Strategic Plans
Our key strategic priorities, which must be achieved over the next year to underpin delivery of our strategy, are summarised below:
Strategic

Measures of progress

Status

Review (hospital facilities)
- Plans for NW, East & Mid

AMBER

Comment

development
24/7 Programme

System Transformation

Residential Social Care
Local integrated

Single Point of Access
(SPA) - launch
Crisis Pathway - Crisis
House closure
Children & Family Health
Surrey LLP - mobilisation

Implementation of Strategic
Review action plan
Community hubs

community services aligned

RED

GREEN
GREEN

with Boroughs that provide
equitable access
Innovation & Business
development

Enabling strategy
implementation

We continue to progress our two-phased approach to progressing our plans to improve our hospital facilities. We are using
the Procure 22 approach to support the development of the options and business case for Phase 2 (prioritizing extension and
refurbishment at Chertsey site). Planning permission has been granted for the planned west site disposal at Chertsey which
will support the funding for this. Funding for phase 3 has not yet been identified and will require system investment.
SPA - this service did not launch in 2018/19 as originally planned as the funding was not available for it. Contract offers for
2018/19 confirm commissioners intent to support its implementation next year and we are working through the detail of how
this will be implemented.
Crisis House - the Crisis House provision was decommissioned and new provision established.
C&FHS - our new collaboration with CSH (Central Surrey Health) to provide integrated mind and body services commenced
on 1st April. Our significant transformation programme continues.
Mindsight Surrey CAMHS - Behavioural pathway - we assumed responsibility for the behavioural service to children from
Ashford and St Peter’s Hospital FT in December 2017.
All our re-inspected homes have now achieved a GOOD rating. Brook House, inspected for the first time recently, has also
achieved GOOD across all domains and overall. Our programme continues.
Redhill Phase 2: Shaw’s Corner team has moved to Gatton Place
Caterham Dene: move from Brackets completed as planned in October
Drug and Alcohol team Redhill: team has moved to Wingfield Resource Centre, Redhill
Runnymede: Unither House has been identified as a desirable hub. Our work continues to engage colleagues and people who
use services on potential team relocations. This includes how it may complement Spelthorne provision and support the sale of
the west site at Chertsey.

Continued innovation and
new business development
in line with clinical strategy

GREEN

TIHM Test bed - the research project comes to an end on 31.03 followed by a three month evaluation period.
Tier 4 CAMHS - our shadow period to lead Tier 4 CAMHs commissioning for Kent Surrey and Sussex (KSS) with Sussex
Partnership NHS FT commenced on 1st October. Phased handover is now expected from 1st Oct 2018
Forensic - we are partners with Sussex Partnership NHS FT to provide these services for KSS

Workforce transformation
Quality Improvement Plan
programme
Leadership and culture
programmes

GREEN

Key programme milestones delivered in the last Quarter include:
We celebrated the achievements of our Staff at our CARE Awards on 20th March

Free Wi-Fi was launched for people who use our services and visitors and expanded Wi-Fi to a number of our smaller
sites in March 2018

The first cohort of Qi champions are due to graduate in June 2018, and following their 6 month advanced level
programme, will be supported to act as coaches to others around Qi. The 2nd cohort is due to commence May 18.

The Qi team presented the SABP Journey of Qi at the South of England Patient Safety and Quality Improvement
Collaborative in March 2018

Two abstracts for sustained Qi projects (inpatient physical health clinics and SBAR handover processes) have been
accepted for poster presentations at the IHI International Forum on Quality and Safety in Healthcare
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Trust Board in Public
Date

19th April 2018

Item No

42.18

Paper Title

Annual Operational Plan 2018/19 - 2019/20 - DRAFT Final Submission due 30th April

Director

Julie Gaze, Director of Governance & Planning

Report for

Approval

Discussed to date and
next steps

The Board supported the direction of travel for the emerging Headline Plan at its
meeting in December 2017. The Executive Board has reviewed the schedule of
planned improvement projects underpinning the Plan’s delivery at its meetings in
November and January. The first draft Plan submission was submitted on 8 th March;
the final draft Plan is presented for Exec Board consideration before being approved by
the Board prior to final submission on 30th April.
The Draft FINAL Annual Operational Plan submission is provided for the Trust Board.

Purpose of the paper

The Plan sets the framework for our work programme for the coming year including the
service project schedule, finance and capital plan.

Outcome of Equality
Analysis

The Draft Plan still requires further work to finalise it e.g. activity graphs and conclusion
of our discussions with commissioners about the baseline contract and investment /
development expectations. These will be concluded over the next few weeks to enable
the Plan to be submitted for the 30th April deadline.
The delivery of our Plan is underpinned by our values. By agreeing a clear set of
priorities for our work in the coming year we can make sure we make the best use of
the resources we have to treat people well and create respectful places.
Our Plan identifies the milestones for delivery of our strategy over the next 2 - 5 years.
It sets out our objectives for service development and quality improvement to ensure
we are safe, effective, caring, responsive and well led whilst offering good value for
money for the taxpayer.
The Plan provides the framework for our work in the coming year. If we do not set out
a reasonable and realistic Plan we will not have the capacity and capability to deliver
safe services.
An equality analysis must be completed for any proposals before approval is given.
Any positive impact and/or negative impacts and mitigations to be highlighted.

Financial Implications

Our financial plan is developed as an integral part of our annual Plan process.

What outcome to you
require from the
Board?
History

The Board is asked to consider and approve the draft Annual Operational Plan and
delegate its finalization and submission to the Acting Chief Executive and Chief
Finance Officer to meet the 30th April deadline.
Our Strategy sets out our ambitions for people over the next 5-10 years. Each year we
are required to submit a Plan to NHS Improvement. NHSI use this to performance
manage us throughout the year on a quarterly basis. Our Plan this year will set out our
priorities and how we will use our resources to deliver these over the next 2-5 years.

How does this
proposal meet our
values?
Health/Social Impact –
Contribution to our
objectives
Risk Assessments &
Mitigations

Executive Summary
The Draft Plan was submitted on time on the 8 th March. The Final Plan must be submitted by Monday 30 th April our aim is to submit on Friday 27th April.
The Plan narrative provides a summary / overview of our work programme for the coming year. It is underpinned
by the more detailed financial plan submission, including our capital plan and CIPs, and our project schedule
dashboard.
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Since the Draft Submission we have further prioritised our project schedule to reflect better our anticipated
capacity to deliver improvements in the coming year.
The following work is continuing to help us finalise the Plan:




Confirmation of transformation expectations with commissioners
Confirmation of wte impact of contract offers and CIPs
Quality Impact Assessment of our Cost Improvement Plan proposals
Review of capital plan including impact of PDC dividends and depreciation

The Board is asked to delegate authority to the Acting Chief Executive and Chief Finance Officer to ensure the
finalisation of the Plan and approve and sign the final submission on its behalf.
Positive Findings
 Our Plan will meet our Control Total
 Our Commissioners appear to have honoured the Mental Health Investment Standard ensuring parity of
esteem for our services in this year’s settlement
 Our plans continue our work to deliver our clinical strategy working with partners across the system
Areas for Improvement





We need clear agreement on what is included in our baseline and align expectations regarding the scale of
transformation possible with our commissioners
We will not be able to support all the plans / projects proposed we would like to do and have had to make
some difficult choices
There is still a risk that the STP priorities do not align sufficiently with our capacity to deliver alongside other
needed improvements
A number of key service initiatives are still subject to external funding requests and approvals e.g. THIM

Has an equality impact assessment form been complete?
No - each plan within the Plan is subject to individual equality impact assessment
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OPERATIONAL PLAN REFRESH
2018/19 - 2020/21
DRAFT Final Submission v0.9 Narrative
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OUR PLAN 2018/19 - 2019/20
1.0 Introduction
We are entering our 11th year as a NHS Foundation Trust. Our Strategy was reviewed and confirmed in November
2017 by the Board.

We are increasingly focusing on prevention, diagnosis and early intervention. We aim to

achieve for people one plan of care and support through our partnership working with others.

Each year our annual Operational Plan sets out how we will implement our Strategy over the next 1 – 5 years. This
Plan is a refresh of that we submitted in 2017/18 for 2018/19. It focuses therefore on the significant changes from
last year’s Plan.

2.0 Our Approach to Activity Planning
2.1

Our Activity Plan (demand and capacity)

We continue to deliver our strategy to see more people year on year and to make best use of resources by focusing
on earlier intervention, prevention and diagnosis and new models of care through system partnerships to do this.
We have increased the number of people that we have seen by c.X% (DN. To be updated together with graph below with year
end 17/18 once available) overall since 2012/13.

Total Referrals

Apr'13
Jul'13
Oct'13
Jan'14
Apr'14
Jul'14
Oct'14
Jan'15
Apr'15
Jul'15
Oct'15
Jan'16
Apr'16
Jul'16

3400
3200
3000
2800
2600
2400
2200
2000
1800

Adults

12 per. Mov. Avg. (Adults)

(DN. Graph to be updated with outturn 2017/18)
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In the last 12 months we have seen an unprecedented increase in the number of referrals of Children and Young
People into our Mindsight Surrey CAMHs service. This service is a system partnership, launched in April 2016,
based on a “no wrong door” approach which we lead as Prime Contractor with colleagues drawn from Beacon (an
independent provider providing our one-stop referral route), and the voluntary sector including Kooth.com,
Barnado’s, Relate and YSS (the Youth Support Service). (DN. Graphs below to be updated with outturn 2017/18 once available).

CAMHS
1400
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400

200

Referrals

Discharges

Oct'17

Sep'17

Jul'17
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Jun'17
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Mar'17

Jan'17

Feb'17

Dec'16

Oct'16

3 per. Mov. Avg. (Discharges)

Nov'16

Sep'16

Jul'16

Aug'16

Jun'16

Apr'16

May'16

Mar'16

Jan'16

Feb'16

Dec'15

Oct'15

Nov'15

Sep'15

Jul'15

Aug'15

Jun'15

Apr'15

May'15

0

3 per. Mov. Avg. (Referrals)

New ways of working implemented in 2018/19 to reduce demand across the system and make best use of our
collective resources across health and social care e.g. A & E as part of our Crisis Concordat, Transforming Care and
Vanguard work, include our:


Sustained delivery of our safe haven model across our catchment (joint with CCG)



Intensive Support Team for Older People and Integrated Care Teams for Older People



Intensive Support Team and new assessment and treatment services for people with learning disabilities



Launch of our Children and Family Health Surrey partnership bringing mind and body health care together
for children and families with CSH (Central Surrey Health) and First Community Health and Care.
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Our plans for 2018/19 continue our drive to transform our services in line with our Integrated Care Systems’ (ICS Frimley Health & Care and Surrey Heartlands) and STP’s priorities.

However we are seeing an increase in pressure in our teams and services as a result of the increased demand and
acuity of people we are caring for, particularly in our inpatient units. This is reducing our flexibility and capacity to
manage well fluctuations in demand, as reflected by the following:


Increasing waiting times for assessment, particularly for children and young people as a result of previously
unmet need



Increasing waiting times between assessment and treatment where capacity limited e.g. ASD, ADHD



Increase in people requiring 1:1 nursing



Pressures on bed occupancy to 94% (DN. to be updated with outturn 2017/18 once available) (national benchmark
94-95%) - in the context of our being one of the lowest bedded providers



2.2

Increasing caseloads in community mental health teams

Planning assumptions and increased demand rates

Our activity assumptions for 2018/19 have been updated from those developed with our multi-disciplinary teams
and informed by our productivity work, which triangulates with our finance and workforce assumptions. They are a
central part of our contract negotiations with our health commissioners. They focus on:


Increased demand in line with increased referrals, e.g. CAMHS, Older People’s services (7% growth) and in
Working Age Adults (5%) in 2016/17 (DN. to be updated with outturn 2017/18 once available).



Five Year Forward View milestones and ICS / STP investment and trajectories

At the time of writing we have received our initial commissioning offers but as yet these are not fully aligned with
ICS/STP plans, are incomplete and are still subject to negotiation.

3.0 Quality Planning
3.1

Our Approach to Quality Improvement

Our Quality House describes how we define quality and has provided the framework for our Quality Improvement
planning:
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During 2017/18 we have embarked on making a fundamental shift in our approach to creating a more
comprehensive quality system as the driver in the next phase of our organisational development. This is being led
by our new Chief Nursing Officer/ Deputy Chief Executive based on the IHI principles, approach and learning from
East London Foundation Trust, one of the few “outstanding” Mental Health trusts. We are currently developing our
approach with our Board and wider clincial and managerial leaders and stakeholders setting out our strategy for the
next three years to deliver on our ambition to be the safest and best trust by 2021.
We are currently reviewing and realigning our quality planning, control, assurance and improvement approaches to
reflect our new approach to QI, building on what has worked well previously and changing where required to
develop further our safety culture.

Key quality assurance systems underpinning our quality governance infrastructure include:

Our Mortality Surveillance and learning from deaths



Our Risk Register and DATIX reporting system and Clinical Risk Alerts



Our daily surge and escalation system



Our early warning indicator system and Circles of Support



Our clinical audit plan and research and development programmes



Our CQC Inspection action plans and project management arrangements



Our programme of Board walkarounds

Our progress on delivering our quality improvements plan and impact of our investment will be monitored through
our quality, risk and safety report metrics, which will increasingly use SPC charts to help us spot trends and
intervene early, and contains our clinical quality indicators. Our clinical quality indicators for 2018/19 are shown in
the table below:

Measure

Ref
No.

Source

Domain

Percentage of people completing a course of IAPT treatment moving to recovery

1

SOF and 5YFV

Effectiveness

Inappropriate out-of-area placements for adult mental health services.

2

SOF

Effectiveness

Collection of acute mental healthcare waiting times data

3

SOF

Effectiveness

Collection of dementia care waiting times data

4

SOF

Effectiveness
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Written complaints – rate

5

SOF

Experience

Percentage of people who would recommend the organisation's services to their
friends
and
family
(Friends and Family Test Mental Health)

6

SOF

Experience

Staff sickness

7

SOF

Experience

Percentage of staff who would recommend the organisation as a place to work or
receive treatment (annual Staff Survey)

8

SOF

Experience

Delayed bed days

9

SOF

Experience

The proportion of total detentions under the mental health act 1983, with a black or
minority ethnic (BME) ethnicity

10

Staff turnover

11

SOF

Safety

Proportion of temporary staff

12

SOF

Safety

3.2

Safety

Quality Improvement Plan 2018/19

Our key underpinning programmes for driving delivery of our quality improvement currently, including CQUIN, are:



Our improvement hub with three key work-streams; Suicide prevention, Physical Health
(inc. tissue viability) and Safe-wards/services (inc. safe staffing, infection prevention and control, falls).



Developing a culture where least restriction is practiced tackling three priorities: reduced
restraint (no prone), reduction of unneeded PRN medication, reduction of choice (blanket restrictions).



Using the Triangle of Care to get our involvement of carers right



Mortality Surveillance and Assurance Group Helping us to save more lives through learning



Our clinical audit and R&D programmes including the following national audits - Suicide and Homicide,
the Prescribing Observatory for Mental Health (POMH-UK) and Young People’s Mental Health

We will continue to meet the demands for and improve the quality of our services by implementing our Clinical
Strategy, and play our part in the delivery of our two ICSs and one STP, using innovative co-production, research
and development with partners (our key service plans for doing this are set out in Section 6.0) to improve systemwide working on public sector transformation and new models of care including:

Seven-day hospital services - including the introduction of our new Single Point of Access, building on
our existing Psychiatric Liaison services to achieve CORE24 standards in all acutes (subject to
commissioning negotiations)



Mental Health targets - building on our achievements to date to achieve FYFV ambitions by developing
Perinatal Services (Wave2 bid) and implementing our Tier 4 CAMHs specialised commissioning
partnership (Wave2) and working toward trajectories for improving access locally for CAMHs, IAPT for
long term conditions (subject to commissioning negotiations) and sustaining THIM for Dementia post
research trial phase (subject to commissioning negotiations)
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Transforming Community Care - implementing our Social Care Charter and developing our strategic
direction for our residential social care services

3.2.1

Care Quality Commission Action Plan

Our overall CQC Trust rating with is GOOD following CQC’s Well Led inspection in July 2017. Each of our residential
social homes for people with learning disabilities are now rated GOOD overall. We have delivered the dedicated
action plans focused on delivering improvements in response to feedback from CQC through their inspections of
our health and social care services in 2016. Eight of the improvement notices issued following this inspection have
now been lifted with the remainder (either) pending CQC’s return to re-inspect these areas to evidence
improvement.
Those improvement themes for our health services awaiting re-inspection before they can be lifted are:Recording of Risk

Medicines Management, storage
and recording
Environment - confidentiality

Nurse Call Alarms

Crisis Line response times
Privacy & Dignity - dormitories

4.0 Our Approach to Workforce Planning
4.1

Our Workforce Strategy

Our Workforce Strategy is focused on continuing to enhance our culture, leadership, membership and equality,
ensuring the consistent availability of excellent staff to meet current and future needs including driving increased
productivity and effectiveness. It is shaped to deliver our ambition to be the best place to work.
4.2

Impact on Workforce profile

The implementation of our transformation and improvement plans, in line with the FYFV and new models of care,
our recruitment and retention challenges, and meeting the increased demand arising from the acuity of people in
our inpatient services requiring 1:1 nursing, and previously unmet need, will reshape our workforce. This will
impact differentially on our staff groups as we try to ensure we have the optimal skill mix within our largely multidisciplinary teams to offer quality services. The overall impact is shown in the table below (DN. To be updated to reflect
commissioning negotiations once concluded):
WTE
Substantive people in post
2016/17

2017/18

Vacancies

309

Total Funded WTEs

2,617

Total Funded WTEs

2,613

Decrease in WTEs
2018/19

2,308

Total Funded WTEs
Decrease in WTEs
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-4
2,536
-77

4.3

Our Workforce Plan

Our strategy underpins our Plan each year which includes the following refreshed workforce priorities for the
coming year:


Recruitment and retention - including collaborating further with system partners e.g. on temporary staffing
/ bank arrangements



Mental health workforce plan – FYFV including the creation of new roles - associated physician, therapy
and nurse roles at Bands 6 and 4 and new nurse rotation scheme



Apprenticeships and career pathways



Equalities



Leadership and management development



New approaches to (to give staff back time and support “joy in work” approach) - Induction, Appraisal and
Statutory and Mandatory training

5.0 Our Approach to Financial Planning
5.1

Financial Forecasts and Modelling

The key assumptions underpinning our Plan currently are:
• In line with NHS planning guidance
• Efficiency (CIP) deflators reflecting our continuous stretching cost reduction targets
• Increased productivity across our services through implementing new models of care in partnership e.g.
Tier 4 CAMHS specialised commissioning (New Models of Care) and Forensic Commissioning (Sussex
Partnership lead)
• Investment to meet in full Mental Health Investment Standard to recognise
o

previously unmet need and increased demand in our Children and Young People’s services - Surrey
Mindsight CAMHS and Children and Family Health Surrey

o

Investment in line with Five Year Forward View, Transforming Care (TCA) and local ICS / STP
priorities e.g. liaison (Core 24 in all acutes), Single Point of Access, and IAPT for Long Term
Conditions

•

A pay plan that consists of a full substantive workforce and budgeted agency premium

•

Achievement of our revised Control Total for 2018/19 of £4.171k surplus

Our final settlement will be dependent upon the outcome of our contract negotiations with our commissioners
which continue (as of 10.04.18) and the outcome of Single Control Total discussions within our ICSs. Any
unresolved differences between the funding available from our commissioners and the growth in demand for our
services will impact on our ability to contribute to our STP priorities through new models, will be limited.
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To optimise the potential of the next two years to make the stepped change necessary, the key priorities shaping
our Financial Plan are:o

Planned operational deficit of £2m

o

Maintenance of a contingency of £1m

o

Investment in transformation programmes to support productivity and strategic change

o

The management of our capital plan to: deliver our disposals programme in partnership with
system partners; prioritise essential expenditure; deliver the investment needed in our inpatient
facilities to achieve required quality

o

Success in commissioning negotiations

o

Maintenance of performance in Segment 2

The headlines of the proposed Financial Plan are provided in the tables which follow.

5.1.1 Income and Expenditure
(DN: the 2018/19 Income, Pay and Non Pay will change once the final contract offer has been embedded within the plan. The
EBITDA of £1,742k will not change).
Income & Expenditure
(£000's)
Income

Projected

2017/18

2018/19

164,238

164,921

(116,334)

(112,062)

(45,215)

(51,117)

2,689

1,742

(3,730)

(3,660)

(126)

(108)

(1,167)

(2,026)

2,773

4,910

0

0

Surplus / (Deficit) after Exceptional Items

1,606

2,884

STF

1,612

1,287

Less Prior year STF

(697)

0

Surplus / (Deficit) after Exceptional Items and
STF (Control total)

2,521

4,171

Pay
Non Pay & Contingency
EBITDA
Capital Charges
Other Financing Costs
Surplus / (Deficit) before Exceptional Items
Profit on Disposal
Impairment

5.2

FOT

Efficiency Savings 2018/19

Our Plan requires us to reduce expenditure by £7.4m. We are working to ensure our 2018/19 Cost Improvement
Plans have full schemes, are clear and embedded within the budget to mitigate the risk against non-delivery.

CIP Target

18/19
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£'000
Workforce (Nursing)

2,138

Workforce (Medical)

57

Workforce (AHP)

0

Workforce (Other)

592

Procurement

833

Hospital Medicine & Pharmacy

0

Pathology

0

Estates and Facilities

0

Corporate and Admin

0

Imaging

0

Other Savings Plan

940

Urgent & Emergency Care (UEC)

0

New Care Models (NCM)

0

Right Care

153

Specialised Commissioning

0

Fleet

25

Unidentified

2,609

Total CIP Target

7,352

The key features of our plans to deliver efficiency and cost improvement over the next year will be


Implementation of our strategy to move to earlier intervention in partnership



Trustwide focus on workforce redesign to deliver new ways of working



Trustwide focus on temporary staffing expenditure reductions and rigorous establishment management



Investment in transformation programmes to support productivity and strategic change - including explicit
efficiency expectations on all priority transformation projects – notably 24/7 programme, working age adult
and older people’s service remodelling, and community hubs

5.3

Capital Planning

Capital Plan

2017/18

2018/19

2019/20

2020/2021

2021/22

Total

Plan

Plan

Plan

Plan

Plan

Plan

£m

£m

£m

£m

£m

£m

New Build

1.6

1.0

24.0

38.0

30.0

94.6

Environment

4.6

5.9

3.5

3.5

2.5

20

IT/IM

3.5

3.6

3.5

4.0

5.5

20.1

NBV of Disposals

2.5

14.4

2.5

2.5

2.5

24.4

Our capital plan over the next 1-5 years will need to invest in the following key priorities: Progression of the business case for meeting essential quality improvements in our inpatient hospital
settings serving North West and East and Mid Surrey to achieve single sex accommodation for all; including
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joint disposal and planning in partnership with Ashford & St Peter’s Hospitals NHS FT to maximise the value
of our shared assets.
 Continued consolidation and quality improvement through our community hubs
 Further Investment in technology – e.g. to support data enabled practice improvement, mobile working,
and telehealth
 Continued investment in maintaining the quality of our environments and updating our ICT infrastructure
 Collaboration with our ICS / STP partners and Surrey County Council

6.0 Our Integrated Care Systems (ICS) and Sustainability & Transformation
Partnerships (STPs) - Service Plans
We have been active partners in three STPs since their formation - Frimley System, Surrey Heartlands and Sussex
and East Surrey STP. Two of these are now at the forefront of system innovation and change to transform services.
These are:

Surrey Heartlands STP (please see Appendix A for our joint narrative)



Frimley Health and Care ICS

Our shared priorities for 2018/19 across our system partnerships (DN. subject to confirmed commissioning negotiations) are:

Liaison - sustainable Core 24 service for all acute hospital partners (roll out in Ashford & St Peter’s
and Royal Surrey County Hospital from 01.03.18)



Managing crisis well and reducing out of area placements



Children’s services - access to community services, waiting times and Tier 4 beds (North East
Hampshire) and tackling the increasing self-harm



Perinatal Mental Health - equitable access for all communities (Wave 2 bid submitted for
Heartlands ICS and Surrey Heath CCG outcome awaited)



IAPT - for Long Term Conditions and Any Qualified Provider (AQP) model in Surrey Heartlands



High anti-depressant prescribing



Systematic approach to addressing the physical health of people with Serious Mental Illness



Workforce planning and development

Our Director of Innovation and Development leads the Mental Health Mandate for both Heartlands and Frimley
Health and Care ICSs. Our Director of Workforce is the professional lead for the Workforce workstream in Surrey
Heartlands. Together they are leading the Mental Health Workforce Plan development for Kent, Surrey and Sussex.
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Our key service plans to deliver the priority system transformation programmes over the next year are (DN. subject to
confirmed commissioning negotiations):

• Consolidating our innovative Children’s and Young People’s services system models to improve
access and reduce waiting times
• Co-designing Working Age Adults and Older People’s services to deliver ICS FYFV priorities - to include
e.g. SPA and Core24 roll out, physical health integration
• Mobilising new Drug and Alcohol new model with voluntary sector partners to maintain access with
reduced cost through shift to combined ambulatory and spot purchased detox model
• Delivering our 24/7 programme & immediate ACU improvements to improve people’s experiences
and move towards eliminating mixed sex environments
• Consolidating local services within our Runnymede community to improve experience and facilitate
disposal to generate capital for inpatient improvements
• Developing our Strategic Direction for people with learning disabilities residential social care
• Launching our New Models of Care partnership to assume responsibility for commissioning Tier 4
CAMHS inpatient care (wave2), Peri-Natal services (wave2) and new Collaborative Procurement
Partnership with NHS partners to deliver better procurement practices and savings
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Appendix A

SURREY HEARTLANDS STP JOINT NARRATIVE
Surrey Heartlands Health and Care Partnership has put in place a robust process to develop a System Operating
Plan Narrative with dedicated resource to support.
Key milestones in this process:







System Efficiency Workshop on 1 February to identify opportunities which will inform the priorities
for 2018/19
o System Planning workshop with Chief Executives and Finance Directors on 7 February to
understand the implications of the Planning Guidance for Surrey Heartlands and agree next
steps
System Planning workshop with Chief Executives and Finance Directors on 6 March to test
alignment misalignment between individual organisational plans, informed by outputs from the
aggregation tool released by NHSE and NHSI on 28 February
Leadership Programme (including Workstream Strategy Leads, Chief Executives and Finance
Directors) taking place w/c 12 March to allow collaborative development of the narrative.
System Operating Plan narrative will be presented at the Transformation Board meeting on 4 April
2018.

The draft structure for the System Operating Plan narrative is as follows:
 Introduction to Surrey Heartlands Health and Care Partnership
o Our partners
o Our population
o Our services
o Our governance and approach to system leadership
o Our unique features – Devolution, Clinical Academy, Citizen Engagement Approach
• Key planning assumptions
• System view



Priorities for 2018/19 – including our commitment to focusing on the first 1,000 days in order to
bring about generational change
Integrated Care System development (including Integrated Care Partnerships)
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Trust Board in Public
Date

19th April 2018

Item No

43.18

Paper Title

Quality Committee Report (February 2018)

Director

Billy Hatifani, Acting Chief Nurse

Report for

Information

Discussed to date and
next steps

This is a summary of the Quality Committee meeting in February 2018 which is
a subcommittee of the Trust Board

Purpose of the paper

Health/Social Impact –
Contribution to our
objectives

The Board is asked to note the report on the following:
 Substantial assurance was provided regarding National CQC Mental Health Survey
Report.
 Clinical Audit Plan 2017/18 was noted to be on track to meet all areas by the year
end.
 Staff Employment Relationships report demonstrated an increase in disciplinary
investigations and performance cases
 Quality Accounts (Month 9) received guidance from NHSI regarding new reporting
requirements for Month 12.
 Never Events highlighted the changes made to the Policy and Framework in
January 2018.
 Reporting Schedule to be revisited and revamped
 Approval of Terms of Reference for 2018/2019
Evidence to provide assurance was attained in the systems and processes being
delivered in the caring, effectiveness, responsive, safe, staff experience and well led
domain at this meeting

Impact on Risk

None noted

Financial Implications

None noted

History

This paper provides a summary of the reports and discussion received at the Quality
Committee in February 2018

Executive Summary
The paper highlights the key discussion points and evidence provided to offer assurance to our Board in relation
to areas of ‘caring’, ‘effective’, ‘responsive’, ‘safe’, staff experience’ and ‘well led’ domains of our quality house.
Reasonable assurance was provided in all these areas.
Positive Findings
 Clinical Audit Plan on track by year end
 We performed the best yet in the CQC National Mental Health Community survey
Areas for Improvement


Reducing the numbers of BME staff in the disciplinary procedure and improving staff experience
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Quality Committee Report – February 2018

1. Introduction
The Quality Committee meets 4 times per year and is made up of Non-Executive and Executive Directors,
Council of Governors representatives, people who use services and family carer representatives, and senior
managers / clinical leaders. Internal Audit is present also. The aim of the committee is to assure our Board
and Council of Governors that the essential standards of quality and safety are being delivered, that we are
the best possible in all we do, and that quality processes and learning are embedded throughout our
organisation.
2. Papers received at the February Meeting
CARING



National CQC Mental Health Community Survey

EFFECTIVE



Clinical Audit Plan 2017/2018 and 2018/2019

RESPONSIVE



No reports submitted

SAFE

STAFF EXPERIENCE



Never Events Report



Staff Employment Relationships Report



Draft Quality Accounts (Month 9) Reporting Schedule
for 2018/19



Terms of Reference 2018

WELL LED

3. Highlights from the committee
3.1. National CQC Mental Health Survey Report
We received substantial assurance regarding the outcome of the CQC National Community Survey. The
National comparison shows we are the “same as other Mental Health Trusts” in all areas, but “we are
better than other Trusts” on 5 individual questions. We have had significant improvement, where people
felt more involved in discussing how their care is working. We are the highest scoring Trust for People’s
Overall experience when compared to our local peer group and East London Foundation Trust.
3.2. Clinical Audit Plan 2017/18 and 2018/2019
We noted reasonable assurance regarding the clinical audit plan. It was reported that this year our focus
has been about revising how we share learning from audits and how we enhance the link between clinical
audit and quality improvement.

142

There have been a number of audits which have been completed, and these were outlined in the Quality
Committee paper. It was also reported that there had been increased participation in National Audit, and
that we are on track to meet all areas by the year end.
3.3. Staff Employment Relationships Report
We received reasonable assurance overall, noting there had been an increase in the number of
disciplinary investigations and capability cases. We are disappointed that there are too many cases which
are going forward for investigation and resulting in no action. Further investigation is required on how to
ensure potential issues do not go down this path, and better scrutiny where necessary to conclude the
outcomes.
We still have over-representation of people from our BME community within our employee relations
process. Work is progressing with the Chair of the BME Network at NHS England to discuss support
which could be offered to us, alongside the Trust’s BME Network.
The Trust continues to manage its workforce well in terms of rolling sickness absence rate, which is
reporting at 3.38%. This is lower than the average for our sector and NHS average overall.
3.4. Quality Account Month 9
Substantial assurance was provided for the Quality Account Month 9. We have received guidance from
NHSI with detailed additional indicators this year. There are 9 additional indicators (Statements of
Assurance), and 9 indicators that are no longer required. We recommend keeping these items in our
Quality Accounts this year.

3.5. Never Events Report
We received reasonable assurance of our Never Events Report. It highlighted the changes made to the
Never Events policy and Framework in January 2018 and provided assurance on the Trusts performance
against the reporting of incidents that meet the Never Event threshold.

3.6. Annual Reporting Scheduled 2018/19
Quality Committee Annual Reporting Schedule 2018/19 was presented. Further discussions are to be had
with the Chief Nursing Officer, Director of Governance, and the Quality Committee Chair on future
reporting to the Committee.

3.7. Quality Committee Term of Reference
Report was noted for 2018/19 and agreed.
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Trust Board in Public
Date

19th April 2018

Item No

44.18

Paper Title

Report from the Audit Committee

Director

Graham Wareham, Chief Finance Officer

Report for

Information

Discussed to date and
next steps

The Audit Committee met on 14 March 2018 and this report provides a summary of its
business.

Purpose of the paper

The Board are asked to note the report.

Health/Social Impact –
Contribution to our
objectives

An effective audit committee is an important part of our governance that ensures we
are well led.

Impact on Risk

None directly arising from this report, though the work of the committee is an important
part of our risk management system.

Financial Implications

None directly arising from this report though the work of the committee is an important
part of our financial control environment

History

Informative history of the project for the board

Executive Summary
This paper summarises the 14 March 2018 Audit Committee meeting.

Positive Findings
•
The progress on the Committee’s work plan
•
The improved performance of outstanding actions
Areas for Improvement
•
The need to address long-standing debts with health commissioners
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Details of Report
Introduction
This report provides a summary of the business considered by the Audit Committee on 14 March 2018.
Committee Membership and Meetings
There have been no changes to the membership of the Committee since the last report.
External Audit Plan
The Committee considered the proposed external audit plan for 2017/18. This highlighted the material areas
of risk including income recognition (a standard item) and land valuation as SABP is revaluing its land and
buildings this year.
The Committee agreed the proposed plan.
Land Revaluation
The committee received an update about the ongoing work on the land revaluation. This included the
revised methodology being used by the valuer, and that this meant the value of the property will probably be
considerably less in 2017/18 compared to last year.
The Committee noted the progress on the land revaluation.
Accounts Timetable
The committee considered the timetable for the preparation and approval of the annual report and accounts
including the quality accounts. It was agreed the Audit Committee would next meet on May 15, 2018, to
receive the draft report from the auditors and then again on May 23, 2018, to receive the final report from the
auditors. It was noted that the auditors would not be present at the meeting on 23 May 2018.
The Committee noted the timings for the preparation of the annual accounts.
Internal Audit Plan
The Committee considered the proposed internal audit plan for 2018/19 and noted that this would then be
discussed at the Executive Board. The Committee decided that they were content with the plan and if the
Executive Board did not make any material changes then the plan should be considered finalised. The
Committee felt that the process for approval was overly lengthy, and would mean the plan would not be
finally agreed until after the start of the financial year.
The Committee approved the draft plan and asked that the governance steps over agreeing the plan be
reviewed.
Internal Audit Report
The Committee noted the regular report from TIAA and the conclusion of recent audits. It was noted that a
number of overdue actions from the last report had now been closed.
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The Committee received assurances from the Internal Auditors that they were on schedule to complete the
plan for 2017/18 by the time the Committee next met.
The Committee noted the report
Review of the Terms of Reference for the Audit Committee
The Committee reviewed its terms of reference and noted that the document seemed out of date and would
benefit from a full re-write.
The Committee requested revised draft terms of reference be prepared for the next meeting.
Review from the Quality Committee
The Committee noted the report on the workings of the Quality Committee. It was noted that this was a
general overview, and that at future meetings a summary of the work and the assurance that the Committee
could take would be needed.
Counter-fraud Progress Report
The Committee considered TIAA’s report on Counter-fraud. Recent cases were discussed, and progress
with the CPS noted.
Legal Claims
The Committee considered the report on claims from NHS Resolution, and noted the continued relatively
good performance by SABP compared to its peer group.
Losses and Special Payments
The Committee noted the report on losses and special payments, including that it had been possible to make
some recoveries this year.
Material Waivers
The Committee noted all waivers regardless of value were now being reported to the committee.
The Committee requested that it be made clear when waivers were for a time limited period.
Over 90 Day Debtors
The Committee noted the report on debts that are over 90 days old and that in the main these were with
government organisations and would not need to be written off. It was also noted that though the value was
still high, it was with different counterparties. There was an extended discussion about what was driving
these difficulties in collection and the need to address these issues going forward.
Audit Committee Self-Assessment
The Committee reviewed the outcome of its self-assessment, and agreed that the recommendations
identified should be taken forward.
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