AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
Wednesday 25th January 2017 at 10.00 – 12.30 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 9.30am when you will have an opportunity to meet informally with
members of the Board. Tea and coffee will be available.
01.17 Public

Introductions and Apologies for Absence

02.17 Public

A Person’s Story

Jo Young

03.17 Public

Declarations of Interest

Richard
Greenhalgh

Attached

04.17 Public

Approve the Minutes of the meeting held on 12 December 2016

Richard
Greenhalgh

Attached

05.17 Public

Matters Arising

Richard
Greenhalgh

Attached

06.17 Public

Chief Executive Update

Fiona Edwards

Presentation

Verbal

PERFORMANCE OVERSIGHT
07.17 Public

Board Assurance Framework – Alert Map

Julie Gaze

Attached

08.17 Public

Trust Board Key Performance Indicators Report

Graham Wareham

Attached

08.17a Public

Review of Serious Incidents Resulting in Severe Harm or Death

Justin Wilson

Attached

08.17b Public

Workforce Quarterly Report

Jo Young

Attached

09.17 Public

Board High Level Risk Register - Risk Report

Jo Young

Attached

10.17 Public

Safety Report

Justin Wilson

Attached

11.17 Public

Circle of Support Report

Jo Young

Attached

12.17 Public

Mortality Assurance Report – Q3

Justin Wilson

Attached

13.17 Public

Health & Safety Compliance Report

Jo Young

Attached

14.17 Public

CQC Update Report

Jo Young

Attached

15.17 Public

Complaint Report

Jo Young

Attached

16.17 Public

Assurance Report on GMC Training Survey Results

Justin Wilson

Attached
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17.17 Public

Value for Money Report

Graham Wareham

Attached

18.17 Public

24/7 Programme – Hospital Facilities for North West, East and
Mid Surrey Update Report

Justin Wilson

Attached

19.17 Public

Summary Report from the 15th December 2016 Council meeting

Julie Gaze

Attached

ITEMS FOR APPROVAL/DECISION
20.17 Public

Q3 Performance Commentary to NHS Improvement

Julie Gaze

Attached

21.17 Public

Mental Health Act Managers re-appointment

Jo Young

Attached

22.17 Public

Board Walkaround Annual Review

Jo Young

Attached

Jo Young

Attached

ITEMS FOR INFORMATION
23.17 Public

Equality & Human Rights Objectives

24.17 Public

Date and Time of Next Meeting
29 March 2017 at 10.00 – 12.30 at Trust Headquarters Leatherhead

At this point in the Board meeting, the Board will convene in Private having regard to the
confidential nature of the business to be transacted.

Confidential
A Meeting of the Foundation Trust Board Held in PRIVATE
Wednesday 25th January 2017 at 2.00 – 3.00 in F21

AGENDA
01.17 Private

Introductions and Apologies for Absence

02.17 Private

Declarations of Interest

Richard Greenhalgh

03.17 Private

Minutes of the Meeting held on 12th December 2016

Richard Greenhalgh

04.17 Private

Matters Arising

Richard Greenhalgh

05.17 Private

Exceptional Items
Date and Time of Next Meeting

06.17 Private
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29th March 2017 at 12.30 – 1.30 at Trust HQ, Leatherhead

Attached

Attached
Attached

Agenda Item: 03.17

Voting Directors’ Declarations of Interest
January 2017
Status

Voting

Name

Richard
Greenhalgh

Declared Interests

Chairman

•
•
•
•
•
•

Chairman – United Learning
Chairman – Royal Voluntary Services
Advisory Director in Liaison Financial
Service – Major Customer NHS
Spouse – Member of Monitor Board –
HMP Prison Bronzfield
Daughter- Radiology Consultant St
Georges Tooting
Son-in-Law Urology Consultant Northwick
Park

Voting

Mark Perry

Non-Executive
Director

•

Chief Executive, Sentinel Housing
Association

Voting

Laurence
Vine-Chatterton

Non-Executive
Director

•

Treasurer and Trustee of The
Arboricultural Association

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

•
•

Director, Executive Bandwidth Ltd
Principal, Field Fisher Consulting

Voting
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Andy Field

Non-Executive
Director

Fiona
Edwards
Jo Young

Chief Executive

•

Director of Quality

None

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

None

Voting

Justin Wilson

Co Medical Director

None

Voting
Voting

January 2017
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Chair of Cruse

DRAFT
Minutes of a Meeting of the Foundation Trust Board held in PUBLIC on
Monday 12th December 2016 at 11.00 – 1.00
at Trust HQ, Leatherhead
Present:
Directors Voting:
Richard Greenhalgh
Fiona Edwards
Andy Field
Leslie Morphy
Mark Perry
Helen Rostill
Laurence Vine Chatterton
Graham Wareham
Justin Wilson
Jo Young

Trust Chairman
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Innovation and Development
Non-Executive Director, Audit Chair
Chief Finance Officer
Medical Director
Director of Quality and Deputy Chief Executive (Nurse Director)

In Attendance:
Julie Gaze
Wilhelmina Cox
Jo Lynch

Assistant Chief Executive
Governance Manager (Minutes)
Head of Nursing, Compliance and People's Experience (Item 160.16)

Apologies:
Jon Bye

Non-Executive Director

Members of the Public and Governors in attendance:
Don Illman
Person who uses Trust Services Governor & Lead Governor
Tracey Hayes
Person who uses Trust Services Governor
Karen Murray
Person who uses Trust Services Governor
Rosemary Moore
Families and Carer Governor
Danielle Gossington
Complaints Team Member
Sarah Wickens
Complaints Team Member

Ref

Item:

159.16Public

Introductions and Apologies for Absence
Apologies for absence were noted as above.

Action

The Chairman welcomed everyone to the meeting.
160.16Public

A Person’s Story – John’s Story
Jo Young introduced Jo Lynch to present John’s story. She advised that
John wanted the Board to:
• learn from his experience
1
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• understand how it felt for him to go through this experience
• what it was like being caught between two systems
Jo Lynch advised that John, who had no previous contact with our services,
attended Epsom A&E in crisis in early January 2016 and was given a letter by
his GP advising he required an urgent assessment.
On arrival early
afternoon at A&E John was triaged at 6pm but was not seen by our Liaison
Psychiatry Service until 9.20pm that evening. There was a delay in A&E
referring John to our service. John was subsequently left on a trolley in A&E
overnight (without any food and drink) and John felt he did not fit in anywhere
as he was not there for physical health needs and it was also not the right
place for his mental health needs. The following morning John was seen by
our Liaison Psychiatry Nurse and Consultant who confirmed that he was on a
pathway for an inpatient admission into our older people’s services. The
team were unable to find a bed in our own services and were looking for a
private bed for John. A private bed was found and John left to go home to
collect some belongings. On the way home John was told to return to A&E
because the private provider would not accept him without him being
assessed by their own consultant psychiatrist. John chose not to return to
A&E that night as he believed it would not be helpful for him to stay on a
trolley a further night; he instead stayed with family. John then drove himself
the following day for his admission to the private provider. At this point John
was unclear whether he was going to the private provider under our pathway
due to us not being able to find a bed for him in our own services or if he was
going to have to use his private health insurance. There was therefore some
confusion on what pathway John was on.
John arrived at the private
provider hospital and spent 5 days there. Once he realised that the private
provider was wanting his credit card details to pay for his care he became
really concerned about how we was going to pay and left after 5 days without
being seen by any of our staff nor followed up from that point.
Jo Lynch advised that a couple of weeks later John contacted our Complaints
Team to talk about his experiences. A formal investigation was then
undertaken. The finding of the investigation were:
•

We responded to his referral quickly, once it was received

•

There was confusion over whether John was paying for his own
treatment through his private health insurance or whether we were
paying for his bed with the private provider

•

We provided John with conflicting information

•

There was no follow up from our services

Jo Lynch reported that we upheld John’s complaint and we reimbursed him
for the money he had paid to the private provider. John was pleased to see
that we have learnt from this investigations findings and we had listened to
him. She added that in terms of the learning from this complaint we need to:
•
•
•

improve our communication between A&E and our Psychiatric Liaison
Services; we are doing this by having a communication protocol in place
keep the person up to date
ensure that information is clearly documented
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Jo Lynch was pleased to report that John made a full recovery; he was now
looking forward to going on a cruise and the arrival of grandchildren. She
added that this was a good example of someone coming through a very poor
experience but still has lots to look forward to.
Jo Young advised that our Psychiatric Liaison Services are not as wellresourced as we want them to be. The Five Year Forward View talks about
no acute hospital being without all age mental health services in A&E and
inpatient wards and at least 50% of acute hospitals meeting the “core 24”
service standard as a minimum by 2020/2021. We are discussing having a
minimum of 24 hour cover in our A&E departments but really need to be clear
what the minimum standard should be in our Liaison Services.
Jo Young re-assured the Board that we are low users of private beds
generally and especially for older people’s mental health inpatient services.
However, in reviewing Johns case, it was clear to her that, whilst we were
looking to offer a private bed as an alternative to our own bed due to one not
being available, this impacted negatively on John as an individual. This is
the same for any person who we are trying to find a bed for and there are
none available. It also impacts on other organisations and our staff working in
the acute care pathways.
The Chairman reflected on a recent Board walkaround he had undertaken to
the Psychiatric Liaison Service at East Surrey Hospital with Don Illman and
Julie Gaze. He noted that the facility is hidden away at the back of the
hospital; he felt it would be more helpful if environmentally it was closer to the
main A&E Department. Despite this, the team was positive, energetic and
optimistic.
Leslie Morphy was concerned about the relationship with the private provider
and whether there was any feedback following John’s stay with them. She
also asked whether we as a matter of course ask people if they have private
health insurance.
Jo Young confirmed that we would not usually ask an individual if they had
private health insurance. She added that there was confusion when we
advised John we were looking for a private bed for him and he advised us he
had private health insurance. In this particular instance we were not following
processes that would ordinarily apply for working age adults who require an
admission.
Jo Lynch clarified that John on knowing that he required an inpatient
admission informed staff that he had private health insurance but he did not
believe that was the route he would be on.
Helen Rostill felt we had lost sight of John as a person; she was saddened
by this but was grateful that John was able to share his experience with the
Board to enable it to reflect on his experience and to learn from it.
Helen Rostill added that NHS England is due to release £30m for Psychiatric
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Liaison improvements across the country, however the limitation is that it is
non recurrent funding and will be allocated via a competitive bidding process.
Justin Wilson advised that Epsom Hospital values our liaison service but at
the time of this incident we were in dialogue with them about how to improve
them.
A lot of progress has since been made and there is now a better
awareness and understanding of mental health by their staff.
Graham, Wareham acknowledged that we do not currently have 24/7 liaison
services in all our acute hospitals and we are still trying to achieve this. He
reflected on the decision taken for John that the best alternative in this
instance was for him to remain on a trolley in A&E whilst a bed was found.
He questioned whether it might have been better for John to have been
discharged home and then supported by our Home Treatment Team.
Andy Field was uncomfortable that if this had happened for a person in
working age adults services it would not have been so much of a problem as
there is a clear pathway. He felt this needs to be considered further as we
are an aging population. He also asked how unusual this case was, ie was it
a one off in respect of the breakdown of communication and an overnight
stay on a trolley or was this a general issue.
Fiona Edwards advised that there is a general issue with having adequate
liaison services; it is not only about having a skeleton staff 24/7 but having a
properly resourced team that will work with all ages. Liaison is one of our
risk profile areas from both a resource and ongoing operational management
issue eg we have two divisions that play into acute hospitals which leads to
internal and external complexity. She referenced the work that has been
undertaken recently to manage the interface between our Home Treatment
Teams and our acute in-patient services.
Jo Young acknowledged that there are delays in accessing beds but this is
very variable. She reflected on a recent back to the floor day on Blake Ward
where she had noted the time it takes to process people is quite significant
and this adds to the inherent waits.
The Chairman asked Jo Young to thank John for sharing his experience with
the Board. He apologised on behalf of the Board for what had happened to
him.
Action: Jo Young to write to John thanking him for sharing his Jo Young
experience with the Board and to apologise for what had happened to
him.
161.16Public

Declarations of Interest
Andy Field advised that he no longer works for the Health & Safety Executive.
The Declarations of Interest Register was noted.
Wilhelmina
Cox

Action: Andy Field’s declaration of interest to be updated
162.16Public

Minutes of the Meeting held on 26th October 2016
The minutes of the meeting held on 26th October 2016 were approved
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Wilhelmina
Cox

subject to the following correction being made:
144.16 Workforce Report - segmentation
Jo Young confirmed that our leavers are not segmented; however we have a
cluster of codes for voluntary resignations but most managers tick “other” so
we are unable to see why people have moved on.
163.16Public

Matters Arising
The following updates were provided:
121.16 Risk Report – Does staff retention drive agency costs
Graham Wareham confirmed he had reviewed this and there was a very low
correlation between the two.
155.16 24/7 Programme - Letter of concern from the Board to CCGs
regarding the timetable
Justin Wilson reported that he had met with the lead commissioner and it was
his intention to now send a letter from the Board about the timetable.
Justin
Wilson

Action: Justin Wilson to send a letter from the Board to CCGs
150.16 Value for Money Report – Meridian Work
Graham Wareham advised that the Executive Board had received a closure
report on the Meridian Project. He added that the Meridian methodology has
been at the heart of understanding what size community teams we need to
deliver to the volume of people. This has enabled us to deliver some savings
this year as reflected in the Value for Money Report and also into next year’s
Cost Improvement Plans.
Review of death/severe harm/self-harm
Leslie Morphy referred to discussion at the October Board around the KPI
target for death/severe harm/self-harm and the joint piece of work being
undertaken with Public Health to look at this in further detail. She asked for
an update on this.
Graham Wareham advised that he had met with Justin Wilson and Jo Young
and it was agreed that the data and learning we are looking at is still very
case based and the trend is not particularly clear. The next step is to now
look at how we codify the data.
Jo Young advised that the Executive Board would be receiving a report
following the review of severe harm incidents and which Public Heath has
been involved with. This has helped us to understand what the current and
local situation is. The Board would receive this report in January.
Justin Wilson confirmed that he had met with representatives from Public
Health and other Trusts in the South of England to particularly understand
trends. This will enable us to also learn from one another.
The Chairman asked whether these findings will be dovetailed into the report
for the January Board. Justin Wilson confirmed this was the case.
The updates were noted

5
9

164.16Public

Chief Executive Update
Fiona Edwards highlighted the following:
Nationally
• Pressure in system both financial and demand – both stretched across
our own and local services in both health and social care; this has been
exacerbated by the financial challenge in Surrey County Council around
over expenditure in adult social care – we are looking to ensure this does
not flow straight into the potential risk of delayed transfers in our inpatient
services
• We are now hitting the winter and pressure for beds has increased
• There is more knowledge and evidence around growth demand
particularly in children and young people’s mental health with a number of
recent publications
• The profile around suicide prevention continues upwards with the
Government’s response of putting in more investment
• NHS England and NHS Improvement have issued mediation dates for
Trusts who have not agreed contracts by 23rd December 2016
Locally
• The Frimley STP is very advanced.
• Devolution discussion around health and social care continues around
Surrey Heartlands STP
Trust-wide
• We are beginning to work towards achieving our financial plan, although
we have a lot to recover before the end of the financial year
• We have seen some improvement with our KPIs, ie staff retention
The Board noted the Chief Executive’s update.

165.16Public

Trust Board Key Performance Indicators Report
Graham Wareham presented the Trust Board Key Performance Indicators
Report. He highlighted the following:
•
•
•
•
•
•
•

The Appraisal KPI has now turned “Green” (“amber” in the report)
The People’s involvement in planning their care KPI is improving; the
number of surveys being completed is increasing.
The Physical Health Checks KPI is improving although it is still below the
trajectory.
The Improved information KPI is moving towards “Green”
The AWOLS KPI still requires more work
The Staff Retention KPI is improving
The different processes around mortality are driving up the number of
incidents reported

Justin Wilson advised that with regard to incidents, it is good that we look at
these in detail but it does conflate a number of different indicators. He added
that we want to encourage reporting of incidents and we need to make sure
we are picking up on all incidents. He added therefore that in some ways it is
difficult to evaluate what “Good” looks like for this particular KPI but we need
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to think about this for future KPIs.
Laurence Vine Chatterton asked about incidents of abuse against staff and
how we can improve on this.
Jo Young advised that we are doing a number of different things; one of
which is the RESPECT Programme which had a focus in the first couple of
years around discriminatory abuse towards our staff. We are now trying to
make sure the response to incidents of abuse is a very practical one, ie our
security management team make contact and support staff when an incident
occurs. This also links to our Positive and Safe Programme which helps us
to look at how we support people who use our services not to abuse our staff.
She added that from reviewing data over recent months there has been a
reduction in the number of such incidents.
Laurence Vine Chatterton felt it was good that we are doing precautionary
work on this but added that there may always be a number of cases when
people will abuse our staff.
Jo Young acknowledged that there is more to do around preventative work
and we are promoting a tool to use to de-escalate and support people when
they are unwell and distressed.
Fiona Edwards felt it would be interesting to see from the staff survey results
how we compare with those indices and benchmark against others as this is
our own indicator. She added that by doing this we will then have a better
picture.
Graham Wareham recalled that last year we wanted to push the target up but
took a judgement that we cannot read a lot into the number reported. He
agreed with Fiona Edwards that we need to look at the staff survey results as
an alternative to see what is going on.
Justin Wilson noted from anecdotal evidence that staff are not always
capturing these types of events but it is better than it was. He felt that this
need to be treated with caution and we also need to encourage staff to report
these incidents.
Mark Perry asked what other things are being done with regard to serious
incidents
Jo Young advised that in relation to managing serious incidents, all our usual
processes are still in place eg the Scrutiny Panel reviewing incidents and
lessons learnt and these then get translated into the Mortality Surveillance
Report.
There is also a further report shared with each of the Divisions’
Quality Assurance Groups for them to reflect on and share the learnings that
are coming through.
Jo Young added that it is known nationally that there is a higher suicide which
we have seen in our own findings too. There is also a significant increase in
the number of deaths in our Drug and Alcohol Services, also seen nationally
too. This has led us to thinking about how we think about the potential to
predict risk in a way that considers certain characteristics.
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Mark Perry asked about how far off we are with predicting when things might
happen accepting that it will never be absolute.
Justin Wilson advised there is a cluster of SIs in our IAPT Barnett service in
London where there has been an increase in suicides. We are thinking about
how we work effectively with other mental health providers in London eg how
we enhance communication with them to have a positive impact through the
part that we are playing within the mental health system.
Leslie Morphy asked about risk prediction and whether we had a better view
in terms of drug and alcohol services due to the policy changing in 2010
which has had a clear impact,
Helen Rostill advised that risk prediction is hard to do; we are doing a lot of
work to support our staff teams to do good risk assessments and recording
them, eg though auditing practice and targeting those that need additional
support around assessments. There is also the Risk Panel and Personality
Disorder Forums where we can discuss high risk individuals with colleagues
who have particular expertise. She acknowledged that there is still more we
can do.
Fiona Edwards reflected on a recent meeting she had with Angela Samata,
the Chair of SOBs (Survivors of Bereavement by Suicide) charity and who
has developed training with Mersey Care NHS FT around suicide prevention.
She felt that there are more things that we can be doing and she would be
looking to meet again with Angela Samata to see what we can do with both
clinical and non-clinical staff around suicide prevention.
Andy Field asked when information will be available for KPI 13 (Duration of
Untreated Psychosis).
Graham Wareham explained this is still under debate.
Fiona Edwards advised that, as the as Chair of the South Region Early
Intervention Group, she has seen data on this and we are doing well against
all metrics.
She acknowledged that we have no data from SystmOne but
there is a regional performance report that could be shared with the Board.
The Chairman asked what the Board should be doing with regard to this year
for KPI 13.
Graham Wareham advised that if we could get a break through in getting an
agreed measure, we would like to start reporting it. Technically the part on
the system where the clinician records this information does exist but there
are problems associated with that. He agreed that we should continue trying
to do it, as it is an important measure, but advised that there is a possibility
that we may not.
Action: KPI 13 (Duration of Untreated Psychosis) - Future reports to Graham
Wareham
include Regional Data
The Board noted the report.
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145.16Public

Risk Report
Jo Young introduced the Risk Report. She highlighted the following:
•
•
•

•

Access to bed availability currently is having a knock on effect with
relationships with our partners, STPs and the experience of people who
use our services.
We have a comprehensive bed flow process in place for working age
adults services that we have never had previously. Older Adults Services
are working through a new model.
There are a number of individual serious incidents which did not all
happen at the same time, but are concluding around the same time, in
the last quarter of this year. Clearly these have been tragic and have had
devastating effects for both families and staff. We are working really hard
to support families.
The Coroners Hearing in relation to the person who died at Ashmount will
be held in the new year.

The Chairman asked about staff retention. He reflected on two walkarounds
he had undertaken where he had asked staff about turnover in their teams.
He noted that our turnover is high and questioned whether this is based on
promotion, internal or external, and whether enough is being done in pointing
out career pathways for internal promotion to our staff.
Julie Gaze acknowledged that there is always more that we could be doing.
She advised that we have commissioned some additional work to look at
alternative career development pathways for staff as part of the leadership
and organisational development programmes for next year. We believe we
can do more for colleagues who are nurses by background where perhaps
the career pathway is not as clear cut and we need to be a bit more creative.
Jo Young provided some examples of tools we have used for staff retention
which have had an impact such as in our Psychiatric Liaison Services and in
our PICU. She added that we have not been so successful in our older
people’s services.
Andy Field noted that we have been unable to get under the 21% target and
asked whether retention is a particular grade/location issue.
Fiona Edwards advised that the Executive Board reviews this data. She
added that our In-patient services have the highest staff turnover;
community services have a more stable workforce and so there is a
relationship between the nature of the work and why staff are leaving. Some
of the most significant pressures sit in the acute care pathway teams which is
where we are wanting to focus. Sometimes there is a correlation with the
leadership in the team.
Fiona Edwards advised that we can include more trends around staff
retention in the KPI report next time for the Board to see. The Chairman felt
it would be helpful to look at this further at the next meeting.
Action: Further trends arounds staff retention to be included in the next
Jo Young/
KPI report to the Board.
Graham
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Wareham

The Board noted the report.
167.16Public

Summary Report of the Council of Governors meeting held on 22nd
September 2016
Julie Gaze reported that at the Council meeting on 15th December 2016
Governors would be asked to support the recommendation from the
Nominations Committee to appoint a new Chairman and also to support the
outcome of Mark Perry’s recent appraisal.
The Board noted the report.

168.16Public

Complaints Report
Jo Young introduced the Complaints Report noting that this was a new style
report providing a better overview of complaints.
She highlighted the
following:
•
•
•
•

our response rates are getting better than last year. We have responded
to 81% of complaints within 49 days from 1 April to 21 November 2016.
67% of complaints were responded within the timescales agreed with the
individual and in some cases this has been earlier than agreed
the report provides an overview of complaints that have concluded which
gives a better sense of the nature of some of reasons why people
complain
the report will provide a focus on lessons learnt; this report focuses
around the Clinical Strategy and how we could prevent people from falling
which is also part of our Safe Care Programme.

The Board felt that this was a good report which provides them with more of a
focus.
The Chairman asked about the language used in complaint responses such
as “partially upheld” and asked whether this meant we are being defensive.
Jo Young advised that because of the nature of the complaint being
summarised into a few lines in the report it is difficult to see the whole
content/context of the complaint. She confirmed that she reviews all
complaint responses herself and she is clear when we should be saying a
complaint should be upheld. She added that when looking at the data over
time, it can be seen that more and more complaints are being upheld or fully
upheld year on year. There is still some work we have to do with teams for
them not to feel they have to defend their practice.
Laurence Vine Chatterton noted that the number of complaints this year in
every month so far is less than previous years and asked whether there was
something to take from this.
Jo Young advised we have over the last 3 - 4 years seen a reduction in the
number of complaints received. We can benchmark our complaint data and
we are below the national benchmark data of the number of complaints
received. However, we are not able to benchmark our PALS activity which
has increased over time. There has been discussion in the Quality Committee
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about the numbers falling and whether we should be content with this and
whether we are satisfied there is sufficient evidence that people have the
opportunity to complain and are getting support when they raise concerns.
She added that we need to keep checking this but noted that the number of
complaints had only reduced by a few, ie 103 last year and 113 the year
before.
Leslie Morphy advised that the Quality Committee was also concerned about
the time taken for complaints to be resolved and whether a new target will
make a difference.
She also asked about the phrase “not able to provide a
full response due to consent issues” and asked how this is seen by the
complainant.
Jo Young explained the circumstances when this phrase is used and the
need for us to be mindful of what we can share with families.
She
acknowledged that some people find it difficult when people do not give their
consent for their details to be shared with their family but we have to respect
this.
She advised that there is still a lot of work to do on this; eg with
carers/teams to understand the breadth of the relationship we can have with
family members regardless of consent and staff have been trained to manage
that boundary.
Helen Rostill suggested it would be helpful to have a trend analysis for
compliments in order to learn from good practice.
Jo Young advised that if we look at responses to surveys,
satisfied generally with our services.

people are

Mark Perry felt it would be helpful to know what the longest time it has taken
to resolve a complaint.
Jo Young advised that she would find this out and report back.
Action: Jo Young to find out the longest time it has taken to resolve a Jo Young
complaint and report to the next meeting.
The Board noted the report.
169.16Public

Value for Money Report
Graham Wareham introduced the Value for Money Report. He highlighted the
following:
•
•

We are still off plan with a £900k adverse variance. This mainly occurred
in Q1 and in Q2 ; in Q3 it is suggesting that we will have a small surplus
so we will be on an upward trajectory.
The question is whether we have improved quickly enough to eradicate
the deviation to our plan; we have other things that we can use in terms of
the provisions we hold but we would have to do this in conversation with
our commissioners.

Graham Wareham advised that we are therefore planning to get back on plan
by the end of the year and we have the means to do that.
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The Chairman asked about our agency spend and whether this is an area
that we need to be worried about.
Graham Wareham confirmed that we are spending 14% above the cap and
we are therefore ranked 28th. This tells us that we are spending quite a lot on
agency compared with our peer group. This therefore leads to our focussed
attention to our vacancy and retention issues.
Andy Field asked about the implications of being above the cap.
Graham Wareham advised the information gets fed into the Single Oversight
Framework and 14% is not a massive issue; however if we were at 25%
above the cap and had a number of other issues we would likely to be moved
out of Segment 2 to Segment 3.
The Board noted the report.
170.16Public

CQC Compliance Report
Jo Young introduced the CQC Report. She highlighted the following:
•
•
•
•
•

Good progress is being made with both the health care and social care
action plans and we will need to undertake some quality assurance check
work post completion of the action plans.
We are 18 actions away from completion of our health care action plan at
the end of the month
For our social care action plans there is only 2% of actions outstanding to
complete
We have had a follow up inspection to Redstone House and they have
received a “good” rating overall and also in every domain; this is a
positive improvement which we are very pleased about.
There has also been unexpected unannounced visits by CQC to Farnham
Road Hospital. This was triggered initially by an incident reported to them.
CQC’s focus has been around safe staffing, staffing response and staffing
skill sets. That broadened out to a two day inspection into the Safe
Domain. We have undertaken a lot of work with CQC to mitigate their
concerns and advised them of work we are doing. We are now awaiting
CQC’s report which we will need to be factual accuracy checked.

Andy Field felt it was a real achievement for Redstone House to receive a
“Good” rating. The Board thanked all involved to turn this around.
The Board noted the report.
171.16Public

Safe Staffing Report
Jo Young introduced the Safe Staffing Report. She highlighted the following:
•

•

We are able on a day by day basis to get the staff we need to have safe
staffing levels but we must not under estimate the time it takes wards to
ensure that they have access to the right temporary staff at the right time
to ensure that happens.
Staff will always report that it is unsafe when they have their minimum
safe staffing levels but are expecting one or two additional staff because
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•
•
•
•

of the levels of 1 to 1 support required which is a positive
Our challenge is how we provide sufficient good staff to deliver the
services
65% of our temporary staff are our own workforce
We use a lot of temporary staff at night
We need to continue to focus on our recruitment and retention processes,
some of which are having an impact but there is still more work to do.

The Chairman was concerned about Ashmount staffing.
Jo Young advised that because Ashmount and Derby House are mixed
together that metric makes it a bit unclear about what the staffing figure
should be. She acknowledged that we do have some difficulties in providing
enough staffing across these two services at the moment and the division is
currently considering whether Derby House needs registered nursing staff at
all.
Laurence Vine Chatterton asked about staffing at April Cottage and whether
this had now closed.
Fiona Edwards confirmed that April Cottage is on the way to closing. Jo
Young added that it should be better to recruit in the Epsom area where the
service at April Cottage will move to. We will also have the inpatient support
care team as part of the overall project so it will be interesting to see if that
blend and the management of that blend is more attractive to people than just
working in an inpatient setting.
The Board noted the report.
172.16Public

24/7 Programme Update
Justin Wilson introduced the 24/7 Programme Update Report. He highlighted
the following:
•
•
•
•

The Strategic Outline Case was endorsed by the Board in October
subject to increasing the number of beds to 112 and the reconfiguration
to having 16 bedded wards.
The updated Strategic Outline Case was then shared with our
commissioner partners.
A virtual meeting was held with our CCG partners to push starting the
public consultation exercise in January.
There is the potential for us to have a hospital on land owned by Surrey
and Sussex Healthcare NHS Trust in Redhill.

The Chairman asked about the public consultation and what types of
questions will be asked.
Justin Wilson advised that commissioners will be leading on the consultation
and will clearly have a view on the questions asked. He added that there has
been discussion about the extent to which we go public with a clear preferred
option and there is no universal consensus on this. He added that it is our
preference to go to public consultation with our preferred options and seek
the views of the public to inform the decision that we will need to make in due
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course.
The Chairman asked if there was anything further the Board could do with the
CCGs to get this higher up on their agenda to start the consultation in
January.
Justin Wilson confirmed that he will write a letter from the Board emphasizing
the importance of getting the public consultation started in January and
keeping close to the timetable.
Jo Young felt we have to be realistic with our options and we should only go
to consultation with options that are affordable and achievable. There is no
point in giving people options that we are unable to deliver.
Justin Wilson agreed with this but we have to work with the wider system. If
Commissioners do not support our options then we would need to think
carefully whether the options should be included in the public consultation.
Action: Justin Wilson to write a letter to Commissioners on behalf of the Justin
Wilson
Board to progress the public consultation in January.
The Board noted the report.
173.16Public

Transfer of Acute Care Services from Epsom to Chertsey
Jo Young introduced the transfer of acute care services from Epsom to
Chertsey which the Executive Board has agreed to progressing.
She
advised of some further updates as follows:
•

•

Our HR team has been asked to take stock, now that the staff
consultation has closed, to look at the outcomes of the consultation and
risk assess the potential around staff losses/retention for the staffing of
the two wards at the ACU. This will be part of the gateway review
process to ensure that we can do this transfer successfully.
There has been discussion with the Surrey County Council Health
Overview Scrutiny Committee and we will be meeting with them further to
talk about our proposal as we would like to progress this transfer at pace

Jo Young advised that Don Illman, Lead Governor, had raised a number of
questions regarding this transfer which the Board was asked to consider as
noted in the report.
Helen Rostill noted that following a recent walkaround she had picked up
concerns from the Mid Surrey HTT who are anxious about the move and the
impact on the team and their working practices and asked how this has been
factored in.
Jo Young advised that there were similar anxieties when we moved staff from
the Noel Lavin Unit in Guildford to ACU in Chertsey to enable us to build our
new hospital at Farnham Road.
She acknowledged that there were
challenges about how we worked together with this move but we have learnt
from it and we will be mindful of this for this transfer. We also used video
conferencing processes that we need to think about setting up for the east of
the county too. There will also be a number of connections that we will need
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to make.
Helen Rostill confirmed that the HTT are using the three way teleconferencing
facility successfully and would probably wish to have the opportunity to have
video conferencing facilities.
The Chairman asked whether it will more difficult to get staff for ACU bearing
in mind we had issues when we moved staff at Hayworth House to West
Park. He also asked about the high level risks around travel distances for
both staff and families with this move.
Jo Young advised that she would be trying to guard against this for this
transfer hence looking at the outcome of the consultation. She did not feel
lots of staff would leave the organisation; however we need to be able to
staff the wards and she wanted to be clear that we have a core number of
staff to do that. She added that in response to the question around travel
distances for people who use our services, carers and staff, we have offered
support previously and would do so again.
The Chairman asked whether this move from Epsom to Chertsey could be
seen as the first move for building our second hospital in Chertsey.
Justin Wilson advised that this was not the case, he stressed that this move is
related to the challenges of the Epsom site and mitigations for patient
experience. He confirmed that this transfer was not part of the wider plan
for our second hospital.
Jo Young advised that responses to Don Illman’s questions would be given to
him.
Andy Field asked about the financial implications for the move and whether
that has been budgeted for or whether it will give us a financial issue.
Graham Wareham confirmed that it is budgeted for and the capital impact is
in the plan and has been taken into account.
Jo Young

Action: Jo Young to provide Don Illman with answers to his questions.
The Board noted the report.
174.16Public

Governor Elections 2017 – New Model Election Rules
Julie Gaze introduced the Governor Elections 2017 – New Model Rules
report. She advised that the Council Development Committee’s
recommendation is for our members to have the opportunity to vote
electronically as well as by post in the forthcoming governor elections. In
order for us to do that we need to adopt a new set of model election rules for
the forthcoming elections which requires both the Board and Council to
approve as it is part of our Constitution.
Andy Field noted the need to be mindful of credential management issues
that could arise during the elections.
Julie Gaze advised that we have appointed UK Engage as our election agent
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to run our elections; they will oversee the whole process. A full procurement
exercise was undertaken involving our IG and IT Teams to ensure standards
are met by UK Engage.
The Board voted unanimously in favor of adopting the new Model Rules and
any requirements necessary to our Constitution to do this.
175.16Public

EXPERT Report
The Board noted the report.

176.16Public

Agency Self Certification
The Board noted the report.

177.16Public

Quality Committee – August 2016 meeting minutes
The Board noted the minutes of the August 2016 Quality Committee meeting.

178.16Public

Audit Committee – September 2016 meeting minutes
The Board noted the minutes of the September 2016 Audit Committee
meeting.

179.16Public

Date and Time of Next Meeting
25th January 2017 in the Open Space Area at Trust HQ, Leatherhead
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 – 12th December 2016
Ref

Item:

160.16
Public

A person’s story
Young to write to John thanking him for sharing his experience with the
Board and to apologise on behalf of the Board for what had happened to
him.

161.16
Public

Declarations of Interest
Register to be updated for Andy Field.

163.16
Public
/
155.16
Public

Matters Arising

144.16
Public

Key Performance Indicators
KPI 13 (Duration of Untreated Psychosis) - Future reports to include
Regional Data

166.16
Public

Risk Report
Further trends arounds staff retention to be included in the next KPI
report to the Board.

Graham
Wareham

Divisional breakdown included in
January report.

168.16
Public

Complaints Report
Jo Young to find out the longest time it has taken to resolve a complaint
and report to the next meeting.

Jo Young

Completed

173.16
Public

Transfer of Acute Care Services from Epsom to Chertsey
Jo Young to provide Don Illman with answers to his questions

24/7 Programme – Hospital Facilities for North West, East and
Mid Surrey – Draft Strategic Outline Case Executive summary
Letter to be sent from the Board highlighting its concerns about the
timetable

Action

Status

Jo Young

Completed

Wilhelmina
Cox

Completed

Justin
Wilson

Jo Young/
Graham
Wareham

Jo Young

Completed

Regional data received and is being
reviewed. Expected to be available
to March Board.

This will be completed
by 31st January 2017
Matters Arising Meeting in Public
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Minutes of a Meeting Held in Public – 27th July 2016
Ref

Item:

88.16

KPIs
Board to review at the end of the year the target for involving people in
their care plan

Action

Status

Jo Young/
Graham
Wareham

March 2017

Matters Arising Meeting in Public
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Trust Board in Public – 25th January 2017
Item 07.17Public
Subject:

Board Assurance Framework

Author:

Julie Gaze, Assistant Chief Executive

Report for:

Discussion

Where discussed
to date and next
steps:

The BAF has been updated to reflect performance at end Quarter 3 (as reported
through the Quarterly return. The BAF was considered by the Executive Board
in November and Audit Committee in December.

Purpose of this
paper:

The Board’s attention is drawn to the key changes since last reported to the
Trust Board:
•
•

QC2 - from Green to Amber - due to the recent feedback from CQC on
unannounced visits to WAA inpatient wards.
VFM3 - from Amber to Green - due to the positive and successful
collaboration with partners in our STPs (Sustainability and Transformation
Plans)

As a result the overall ratings have not changed as follows:
• Value for Money – moved from Amber to Green

Health/Social
impact

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.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

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.

What do you need
from the Trust
Board?

The Board is asked to consider the BAF and advise whether or not it
reflects the current status of risks to our strategic objectives in line with
our 16/17 Plan, is satisfied with our controls and/or wishes for any
additional assurance

Trust Board (Public)
January 2017
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Board Assurance Framework

1.0

Purpose of this Paper

This paper presents the latest status of the Board Assurance Framework which has been
updated to reflect our current assessment of the risks to our achievement of our strategic
objectives.

2.0

Introduction

The Audit Committee supported the current Board Assurance Framework as being “relevant
and effective” for this organisation at its meeting in September 2015. The Framework was
updated to reflect the risks to our strategic objectives agreed in our Operational (Annual) Plan
2016/17 in accordance with our practice each year. The updated BAF was last reviewed by the
Audit Committee in December 2016.

3.0

Status – Map Alert

This latest update of the BAF was considered by the Executive Board at its meeting on 22nd
November and Audit Committee at its meeting on 2nd December 2016.
Following the Audit Committee review there are 0 RED (extreme risks) to the delivery of our
Strategic objectives as illustrated by the Map in Appendix A.
Key changes since last reported to the Trust Board:
•
•

QC2 - from Green to Amber - due to the initial feedback from CQC on unannounced
visits to WAA inpatient wards.
VFM3 - from Amber to Green - due to the positive and successful collaboration with
partners in our STPs (Sustainability and Transformation Plans)

As a result the overall ratings have changed as follows:
• VALUE FOR MONEY moves from AMBER to GREEN
As previously agreed only exception reports on any RED risks would be provided.

1
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3.0
Recommendation
The Board is asked to consider the BAF and advise whether or not
•
•
•

it reflects the current status of risks to our strategic objectives in line with our 16/17 Plan
is satisfied with our controls
wishes for any additional assurance on our management of these risks

Julie Gaze
Assistant Chief Executive
January 2017
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Board Assurance Framework Appendix A – Map Alert - December 2016 – For Trust Board
EFFECTIVENESS

EXPERIENCE

COMPLIANCE

VALUE FOR
MONEY

SAFETY

STAFF MORALE,
CULTURE &
LEADERSHIP

Summary Map – underpinning risks

QEx1
Peoples’
Experience

QEx2
Confidence

Effectiveness = QE
Safety = QS 26
Compliance = QC

QE1
Outcomes

QS1
People’s
Safety

VFM1
Sustainable
Finance

QSMCL1
Harnessing
community
energy

QE2
Care
Pathway

QS1
Scale of
Change

VFM2
Best use of
resources

QSMCL2
Staff
Management
& Experience

QE3
Strategy (plan)
delivery

QS1
Early
Warning

VFM3
Partnerships

Experience = QEx
Value for Money = VFM
Leadership, Morale and Culture = LMC

QC1
Data

QC2
Registration
& Licence

Trust Board in Public January 2017
Item: .08.17 Public
Subject:

Trust Board Key Performance Indicators Report

Author:

Graham Wareham, Chief Finance Officer
Ann Stevenson, Associate Director of Quality Assurance & Reporting

Report for:

Discussion

Where discussed
to date and next
steps:

This paper has been discussed by the Executive Board

Purpose of this
paper:

The Board’s attention is drawn to the following:
• 4 areas reported as outstanding and 7 areas as good (out of 21)
• Inadequate performance in 5 areas (accessible information plans;
serious incidents; incidents of abuse against staff; retention of
staff; and agency spend)
At its last meeting the Board sought further assurance regarding our
performance on Retention and Serious Incidents. Additional reports
are included as agenda items for this month’s meeting to provide this.

Health/Social
impact

The KPIs are performance managed in order to ensure that people who
use our services receive a quality of service.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

The performance indicators address the diverse needs of the people who
use our services in that, where appropriate, the quality of care is
measured for all groups.

What do you need
from the Trust
Board?

The Trust Board is requested to note the report

Trust Board (Public)
January 2017
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Board KPI Performance Summary – December 2016 / Quarter 3 data

Assurance and Governance

Experience

Effectiveness

Safety

Value for Money

People Satisfied with
Service

People Involved in
Planning Their Care

Safety Care
Programme

Agency spend

Carers Satisfied with
Service

One Person one Plan

Serious Incidents

Finance and Use of
Resources

Carers Assessment

Physical Health Checks

Incidents of Abuse

Appraisals

Improve Information

Statutory Training

EIIP Waiting Times

Protected
Characteristics

Mandatory Training

IAPT Waiting Times:
6 weeks

EIIP Duration of
Untreated Psychosis

Retention of Staff

IAPT Waiting Times:
18 weeks
Staff Survey Response
Staff Satisfaction Rating
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The KPIs we need to improve on are:
KPI

Measure

Target

8

Involving people in planning their care

< 50% Inadequate
>= 50% Requires improvement
>= 66% Good
>= 85% Outstanding

9

To establish a baseline of the numbers of people who
are supported by more than one team from different
divisions and who have “one [care] plan”

Deliver against agreed milestones

10

People who are receiving services will have a physical
health check within 3 months of assessment.

< 40% Inadequate
>= 40% Requires improvement
>= 60% Good
>= 75% Outstanding

11

Each Division and corporate service has a targeted
plan to improve information to ensure that it is in
formats that are accessible for people who use
services.

15

Reduce the number of SIs reported where severe or
extreme harm resulted from 2012 - 2013 total of 70.

16

Reduce the number of incidents of abuse (including
discriminatory abuse) experienced by staff in the
workplace.

19

20

Quarter 1: Develop plans (what, when, how, who)
Quarters 2-4: Review progress against plans

Less than 70 incidents at year end.

By the end of the year:
Less than the 2015/16 benchmark of 1,018

Good retention of staff

Inadequate: rolling average > 21%
Requires improvement: rolling average <=21%
Good (Trust target): rolling average <=16%
Outstanding (National Benchmark 2014/15): rolling
average <=14%

Reduce agency spend as a % of total pay bill

> 9%
<=8%
<=7%
< 6%

Inadequate
Requires improvement
Good
Outstanding

Actual

55%

Q3
milestone
partially
met
50%
Q3
updates
for 4 of
the 9 plans
delivered
91
incidents
year to
date
841
incidents
as at 30th
September

21.8%

10%

A breakdown of our retention by Directorate/Division is provided in Appendix A following the
Board’s discussions last month.

The KPIs for which data is not available are:
KPI

Measure

13

To reduce the duration of untreated psychosis of people entering our Early Intervention programme for first time.

21(iii)

Finance and use of resources

3
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Actions being taken to improve performance in key areas:The Board’s discussions at our last meeting sought further assurance on our performance
regarding Retention and Serious Incidents.
Additional reports are included as agenda items for this month’s meeting to provide this
additional assurance of our work in these areas as follows:
•

Retention – Workforce Report 08.17b

•

Serious Incident – Review of Serious Incidents Resulting in Severe Harm or Death
Report 08.17a

4
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Appendix A

Breakdown of LTO by Division
Turnover rate
FTE %
November 2016
Chief Executives Office

29.2

Executive Support

50.0

Finance Directorate

21.4

Innovation & Development

31.9

Medical Directorate

21.0

Quality Directorate

26.9

CYPS

20.3

Older Peoples Mental Health

19.4

PLD Services

18.9

Specialist Services Division

24.2

Working-age Adult Mental Health

22.3

Trust Total

21.8

5
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TRUST BOARD KEY PERFORMANCE INDICATORS REPORT - MONTHLY / QUARTERLY / ANNUAL MEASURES
December 2016 / Quarter 3 data
KPI
No.

Ambition

Target

Measuremen
t

Achieved/ not
achieved

Trend Graph

Narrative

Experience

1

2

3

4

To retain the percentage of people,
reported through Your Views
Matter, who are satisfied with the
services they received.
(Where 10 is extremely satisfied and
0 is not at all satisfied, we will
include all people who scored 10,9
or 8)

To retain the percentage of carers,
reported through Your Views
Matter, who are satisfied with the
services they received.
(Where 10 is extremely satisfied and
0 is not at all satisfied, we will
include all people who scored 10, 9
or 8)

To ensure that at least 60% of
people identified as carers have
had, or have been offered, a carers'
assessment

Percentage of staff with an up-todate appraisal.

100%

< 55% Inadequate
>=55% Requires
improvement
>= 70% Good
>= 85% Outstanding

80%

Quarterly

40%

< 30% Inadequate
>= 30% Requires
improvement
>= 60% Good
>= 70% Outstanding

< 75% Inadequate
>=75% Requires
improvement
>= 90% Good
>= 93% Outstanding

74%

77%

78%

82%

Q1 2015/16

Q2 2015/16

Q3 2015/16

Q4 2015/16

81%

81%

79%

Q1 2016/17

Q2 2016/17

Q3 2016/17

20%
0%

< 55% Inadequate
>=55% Requires
improvement
>= 70% Good
>= 85% Outstanding

Inadequate <55%
Requires improvement >=55%
Good >=70%
Outstanding >=85%

60%

Quarterly

Quarterly

Monthly
Actual

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

61%

67%

Q1 2015/16

Q2 2015/16

66%

65%

Q1 2015/16

Q2 2015/16

76%

76%

71%

72%

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

76%

80%

Q3 2015/16

Q4 2015/16

68%

71%

79%

Q1 2016/17

Q2 2016/17

Q3 2016/17

91% 87% 85%
91%
82% 83% 82% 85% 83% 83% 81% 85% 85% 84% 84% 85% 88% 87% 89% 88% 90%
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975 people who use our services answered the Your Views Matter 'overall
experience' question in Quarter 3. Of these, 79% were satisifed with the
services they received (people who gave a score of 8 or above).

Inadequate <55%
Requires improvement >=55%
Good >=70%
Outstanding >=85%

Good

58 carers answered the Your Views Matter 'overall experience' question in
Quarter 3, either through the Carers Survey or the Psychiatry Liaison Carers
Survey, or the PLD Carers Survey and 83% were satisfied with the services
they received (people who gave a score of 8 or above).

Inadequate <30%
Requires improvement >=30%
Good >=60%
Outstanding >=70%

Outstanding

52 carers took part in the Carers Survey in Quarter 3 and 79% said they had
been offered a carers' needs assessment.

Q4 2016/17

83%

Q3 2016/17

Good

Q4 2016/17

Q4 2016/17

Inadequate <75%
Requires improvement >=75%
Good >=90%
Outstanding >=93%

Good

Our overall reportable appraisal position has increased to 91% this month (+1% from
last month). In the last month we have seen improvements due to a combination
of appraisals being completed which were out-of-date and data within ESR being
corrected to reflect exemptions.

TRUST BOARD KEY PERFORMANCE INDICATORS REPORT - MONTHLY / QUARTERLY / ANNUAL MEASURES
December 2016 / Quarter 3 data
KPI
No.

Ambition

Early intervention in Psychosis (EIP):
5

People experiencing a first episode
of psychosis treated with a NICE
approved care package within two
weeks of referral .

Target

Inadequate: <45%
Requires improvement:
>=45%
Good: >= 50%
Outstanding: >=65%

Measuremen
t

Monthly

Improving Access to Psychological
Therapies:
6

Inadequate: <60%
Requires improvement:
People with common mental health
>=60%
conditions referred to the IAPT
Good: >= 75%
programme will be treated within 6
Outstanding: >=85%
weeks of referral.

Monthly

Improving Access to Psychological
Therapies:
7

Inadequate: <60%
Requires improvement:
People with common mental health
>=60%
conditions referred to the IAPT
Good: >= 95%
programme will be treated within
Outstanding: =100%
18 weeks of referral

Monthly

Achieved/ not
achieved

Trend Graph
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

100%
67%

82% 89%

70%

59% 62%

79%

95%

85% 92% 89%

67%

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

99% 99%
92% 94% 94% 96% 95% 96% 97% 98% 97% 98% 99% 98% 98% 98% 98%

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

99% 100% 99% 99% 99% 99.7% 99% 99.8% 99% 100%

99.5%
99% 99.8% 100% 100%
100%
99.8%
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Inadequate <45%
Requires improvement >=45%
Good >=50%
Outstanding >=65%

Narrative

12 people with suspected first episode psychosis or at ‘risk mental state’
started a NICE-recommended care package in December and 67% had
Outstanding
waited two weeks or less to access treatment. Four people waited more
than two weeks.

Inadequate <60%
Requires improvement >=60%
Good >=75%
Outstanding >=85%

Oustanding

Inadequate <60%
Requires improvement >=60%
Good >=95%
Outstanding =100%

Oustanding

A total of 437 people using our Mind Matters services ended treatment in
December and 98.6% started treatment within 6 weeks of referral. Six
people waited more than 6 weeks.
Surrey Mind Matters achieved 99.2% and Barnet Mind Matters achieved
98%.

A total of 437 people using our Mind Matters services ended treatment in
December, all of whom started treatment within 18 weeks of referral.

TRUST BOARD KEY PERFORMANCE INDICATORS REPORT - MONTHLY / QUARTERLY / ANNUAL MEASURES
December 2016 / Quarter 3 data
KPI
No.

Ambition

Target

Measuremen
t

Achieved/ not
achieved

Trend Graph

Narrative

Effectiveness
100%

871 people answered the Your Views Matter 'involvement in care planning'
question in Quarter 3 and 55% said they were involved in planning their care
(‘Yes completely’).

80%

8

To retain or improve the percentage
of people, reported through Your
Views Matter, who said they were
involved in planning their care.

< 50% Inadequate
>= 50% Requires
improvement
>= 66% Good
>= 85% Outstanding

Inadequate <50%
Requires improvement >=50%
Good >=66%
Outstanding >=85%

60%

Quarterly

40%
54%

20%

65%

65%

61%

61%

62%

55%

Q2 2015/16

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Requires
Our Adult and Older People community services achieved 44% and 85%
improvement

respectively, while Adult and Older People inpatient services achieved only
36% and 16%. CYPS community and i-access services achieved 50% and 53%
respectively, while our 24/7 Windmill House Drug and Alcohol service
achieved 66%.

0%
Q1 2015/16

Q1 2016/17

11

Deliver against agreed
milestones

Quarterly
Good

We have partially achieved the Quarter 3 milestone "updated care plans go
Requires
improvement live on Systm One and training delivered". The training has been delivered

Q3 2016/17

Q2 2016/17

Requires
improvement
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as part of the refreshed System One training which is a rolling programme
that started in the autumn. We expect the updated care plans to go live
before 24th January.

Inadequate <40%
Requires improvement >=40%
Good >=60%
Outstanding >=75%

50%

52%

50%

Good

50%

80%
70%
60%
50%
40%
30%
20%
10%
0%

Q1 2016/17

Each Division and corporate service
has a targeted plan to improve
information to ensure that it is in
formats that are accessible for
people who use services.

Q4 2016/17

Requires
improvement

46%

Monthly

Inadequate

41%

< 40% Inadequate
>= 40% Requires
improvement
>= 60% Good
>= 75% Outstanding

Quarterly

51%

Deliver against agreed
milestones

42%

10

People who are receiving services
will have a physical health check
within 3 months of assessment.

Q3 2016/17

The milestones for the 'one person one plan' KPI were revised in November,
in line with the CQUIN requirement and the Single Point of Access Project.

43%

9

To establish a baseline of the
numbers of people who are
supported by more than one team
from different divisions and who
have “one [care] plan”

Q2 2016/17

Q4 2016/17

SystmOne data indicates that 50% of people whose first attended

Requires
appointment was in September 2016 had a physical health check completed
improvement

after their referral date and within 3 months of their appointment.

Q4 2016/17

Inadequate

Inadequate

Quarter 3 updates for five of the nine targeted plans have been submitted:
Working-Age Adults, CEO, Learning Disabilities, Marketing and
Communications, and Quality Assurance & Reporting.
We have not received Quarter 3 updates for the CYPS, OPMH, Complaints
and PALS, or Human Resources targeted plans.
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December 2016 / Quarter 3 data
KPI
No.

Ambition

Target

Measuremen
t

Achieved/ not
achieved

Trend Graph

Narrative

100%
80%

12

13

Support our adherence to the
Equality Act 2010 by improving the
data collection of the protected
characteristics of people who use
our services.

< 40% Inadequate
>= 40% Requires
improvement
>= 80% Good
>= 90% Outstanding

To achieve a DUP
median of under 90 days
for people who use
To reduce the duration of untreated
services
psychosis of people entering our
> 120 days Inadequate
Early Intervention programme for
> 90 days Requires
first time.
improvement
<= 90 days Good
<= 30 days Outstanding

60%

Monthly

40%

Inadequate <40%
Requires improvement >=40%
Good >=80%
Outstanding >=90%

91% 88% 86% 85% 85% 85% 84% 85% 85%

88% 88% 88% 89% 89% 89%

20%

Good

Information about data collection for age, sex, ethnicity, religion or belief,
maritial status is now available from SystmOne. This data, combined with
caseload audit results for disability and sexual orientation, indicates an
average of 85% data completeness across the 7 protected characteristics.
The disability and sexual orientation components of this figure are based on
a caseload audit of 136 people's records, from 18 of the 75 community and
inpatient teams, carried out in November.

0%

140
120
100
Inadequate >120 days
Requires improvement >90 days
Good <=90 days
Outstanding <=30 days

80

Quarterly

60
40
20
0

16

17

Q1 2015/16

Q2 2015/16

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Data not
available

Our performance against the duration of untreated psychosis KPI will be
updated when SystmOne data is available from the new Data Analysis
Reporting Tool that is under development. We would expect this metric to
be good when reporting resumes.

Q4 2016/17

Safety
80

By the end of the year:

8 Safe Care Programme incidents were reported in December including:
2 AWOL incidents involving inpatients detained under the Mental Health Act; 5 A&E
attendances of inpatients due to severe self-harm; and one suspected suicide. No
face-down restraints were reported in December.

60

14

15

Through the Safe Care programme
reduce the number of suspected
suicides, AWOLs, A&E attendances
due to severe self-harm, and face
down restraints.

Reduce the number of SIs reported
where severe or extreme harm
resulted from 2012 - 2013 total of
70.

> =5% increase :
Inadequate
0% reduction : Requires
improvement
> = 10% reduction :
Good
> 20% reduction :
Outstanding

Less than 70 incidents a
year

Monthly

Cumulative40
Totals 20
0
Suspected suicides
AWOL incidents
A&E attendances
Face-down restraints

Monthly

Cumulative
Totals

Apr-16
0
10
12
4

100
90
80
70
60
50
40
30
20
10
0

KPI 15 Actual 2015/16
KPI 15 Actual 2016/17
Threshold

May-16
1
19
20
6

Jun-16
1
34
30
9

Jul-16
1
40
33
10

Aug-16
1
46
41
11

Sep-16
1
55
51
14

Oct-16
1
62
55
15

Nov-16
1
71
61
16

Dec-16
2
73
66
16

Jan-17
0
0
0
0

Feb-17
0
0
0
0

Mar-17
0
0
0
0

Suspected suicides
AWOL incidents
A&E attendances
Face-down restraints

Good

A cumulative total of 157 Safe Care Programme incidents have been reported so far
this year. This includes:
73 AWOL incidents (Green)
66 A&E attendances (Red)
16 Face-down restraints (Green)
2 Suspected suicides (Green)

There were 5 SI's reported in total for December 2016. Three of these
incidents were unexpected deaths and two were AWOLs.

Apr
3
11
6

May
6
20
12

Jun
10
26
18

Jul
16
38
23

Aug
18
52
29

Sep
25
68
36

Oct
34
77
41
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Nov
39
88
47

Dec
41
91
52

Jan
48

Feb
55

Mar
62

58

64

70

KPI 15 Actual
2015/16
KPI 15 Actual
2016/17
Threshold

Inadequate

A cumulative total of 91 SIs resulting in severe or extreme harm have been
reported so far this year.
Additional information is shown on the Serious Incidents page of this report.
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KPI
No.

Ambition

Target

Measuremen
t

Achieved/ not
achieved

Trend Graph

Narrative

1,200
1,000
800

16

To reduce the number of incidents
of abuse (including discriminatory
abuse) experienced by staff in the
workplace.

By the end of the year:
Less than the 2015/16
benchmark of 1,018

Quarterly

Cumulative
Totals

600

KPI 16 Actual 2015/16
KPI 16 Actual 2016/17
Trajectory

400
200
0

Q1
336
256
255

KPI 16 Actual 2015/16
KPI 16 Actual 2016/17
Trajectory

Q2
636
579
509

Q3
819
841
764

Our staff reported 262 incidents of abuse in the workplace during quarter
three, which is a decrease on the previous quarter by 61 incidents.
Inadequate

A cumulative total of 841 incidents of abuse against staff have been reported
so far this year.

Q4
1018
1018

100%
95%

17

Achieve an outstanding level of
compliance of staff being up to date
with their statutory training

< 80% Inadequate
>= 80% Requires
improvement
>= 90% Good
>= 95% Outstanding

90%

Quarterly

85%
80%
75%

84%

83%

Q1 2015/16

Q2 2015/16

88%

92%

94%

94.8%

94%

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Inadequate <80%
Requires improvement >=80%
Good >=90%
Outstanding >=95%

Good

Inadequate <75%
Requires improvement >=75%
Good >=80%
Outstanding >=95%

Good

70%
Q3 2015/16

Q4 2016/17

100%
80%

18

Achieve a good level of compliance
of staff being up to date with their
mandatory training

< 75% Inadequate
>=75% Requires
improvement
>= 80% Good
>= 95% Outstanding

60%

Quarterly

40%

83%

79%

84%

88%

90%

92%

91%

Q1 2015/16

Q2 2015/16

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

20%
0%

19

Good retention of staff

Inadequate: rolling
average > 21%
Requires improvement:
rolling average <=21%
Good (Trust target):
rolling average <=16%
Outstanding (National
Benchmark 2014/15):
rolling average <=14%

Q4 2016/17

30.0%
25.0%
20.0%

Monthly

15.0%
10.0%

23% 24%
23% 22% 21% 21% 21% 22% 22% 21% 21% 21% 22%
20% 20% 20%
19% 20% 21% 20% 21%

5.0%
0.0%
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Inadequate >21%
Requires improvement <=21%
Good <=16%
Outstanding <=14%

Inadequate

Recruitment activity remains high. We had 38 leavers in December and 23
starters. Our rolling turnover rate was 21.8%. This time last year our
turnover rate was at 20.4%. All Divisions and Corporate Teams are focusing
on those teams with the highest levels of turnover and/or agency working to
make improvements for the remaining months of this financial year.
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KPI
No.

Ambition

Target

Measuremen
t

Achieved/ not
achieved

Trend Graph

Narrative

Value for Money

20

To reduce agency spend as a % of
total pay bill

21(i) Continuity of Service

21(ii) Continuity of Service

> 9% Inadequate
<=8% Requires
improvement
<=7% Good
< 6% Outstanding

2 Inadequate
3 Requires improvement
4 Good

1 Inadequate
2 Requires improvement
3 Good
4 Outstanding

Monthly

Monthly
Actual

20%
18%
16%
14%
12%
10%
8%
6%
4%
2%
0%

21(iii) Finance and use of resources

4 Inadequate
3 Requires improvement
2 Good
1 Outstanding

13.5%
6.9% 7.0%

8.8%

5.9%

7.6% 7.8%

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

4

4

4

4

4

4

4

3

Sep-15

Monthly
Actual

May-15

Jun-15

Jul-15

Aug-15

9.0% 9.3%

5.6% 5.7%

Apr-15

Apr-15

Inadequate >9%
Requires improvement <=8%
Good <=7%
Outstanding <6%

19.1%

8.1%
6.7% 5.9% 8.0% 7.0% 7.3% 7.2% 7.0%

10%

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

3

3

3

4

4

4

2

2

2

2

2

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Monthly
Actual

Sep-16
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Nov-16

Dec-16

Jan-17

Feb-17

Inadequate

Note: The anomaly in the December 2015 data point is due to an agency
coding correction in the ledger being made in December, amending the year
to date figures.

Mar-17

This measure has been replaced by measure 21(iii) from Month 6
(September 2016), following the introduction of the new NHS Improvement
Single Oversight Framework.

Sep-16

3
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Oct-16

Our Board KPI plan was previously 8% for Quarter 1, reducing to 7% from
Month 4 onwards. We have revised the KPI to align it with revised NHS
Improvement requirements.

Oct-16

3

Nov-16

3

Dec-16

tbc

Jan-17

Feb-17

Mar-17

Data not
available

This measure replaces measure 21(ii) from Month 6 (September 2016), as
specified in the new NHS Improvement Single Oversight Framework. Overall
performance measure is based on the following metrics:
- Capital service capacity
- Liquidity
- I&E margin
- Distance from financial plan
- Agency spend
Providers are scored 1 (best) to 4 against each metric and their average
score is calculated across all of the metrics. An average score of 4 or 3, or a
score of 4 against any of the individual metrics, indicates a potential support
need.

Trust Board in Public: 25th January 2017
Item: 08/17aPublic
Subject:

Review of Serious Incidents resulting in severe harm or death

Author:

Justin Wilson – Medical Director

Report for:

Discussion

Where discussed
to date and next
steps:

We discuss all unexpected death incidents through the Scrutiny
Panel. A previous paper was discussed at December 2017 Executive
Board. This report was also reviewed at the January Executive
Board.

Purpose of this
paper:

This paper has been developed following our concerns about the
increase in the number of serious incidents that resulted in severe
harm or death which we have reported between April and Sept 2016.
We have sought to understand whether the higher number is as a
result of our action or inaction and what further steps we can take to
prevent harm or death amongst people who use our services.
To do this we have looked at our reporting, our SIs and associated
processes, and drawn on national and regional intelligence and
themes.

Health/Social
impact

Our core task is to prevent harm and help people live better lives. Our
Suicide Prevention work with partners and learning from when things
go wrong are fundamental to helping us do this better.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

There is a noted increase risk of suicide for people in contact with
mental health services, people who are immigrants and have been in
the UK for less than 5 years and men under 25 years and over 45.

What do you need
from the Trust
Board?

To discuss the report and our analysis and the further actions
proposed.
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Review of serious incidents resulting in severe harm or death
1.0

Introduction

This paper has been developed following our concerns about the increase in the number of
serious incidents that resulted in severe harm or death which we have reported between April
and Sept 2016 when compared with previous years.

We have sought to understand whether the higher number is as a result of our action or
inaction and what further steps we can take to prevent harm or death amongst people who use
our services.

To do this we have looked at:•

national and regional information - gathering intelligence and data from the National
Confidential Inquiry into Homicide and Suicide 2016 (University of Manchester), Public
Health Surrey, Office of National Statistics and our own systems.

•

themes emerging from local and national learning e.g. learning from preventing future
deaths notices from the Coroner.

•

2.0

our reporting and our Serious Incidents and associated processes

Findings from our Review

As a result of our Review we have identified that:• our experience of suicides reflects what is being seen nationally
o The numbers of suicides by mental health patients has risen in England
o Suicide by in-patients continues to fall
However
o
o

We are not seeing as many deaths in our services providing an alternative to
admission as others.
North West Surrey CCG has the highest suicide rate of our Surrey CCGs at 11.4
people per 100,000; this is higher than the England rate of 10.1 but overall Surrey
is lower at 9.9.

2
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• Our experience of an increase in people known to our drug and alcohol services who
have died is being seen nationally.
Our drug and alcohol services have increased in size to cover new communities in
Hounslow and Brighton over the last 3 years.
However we are also seeing a higher number of CMHRS related unexpected deaths
where the person may have contact with our drug and alcohol services. This may be
due to improved reporting from our services but we need to do some further work to
understand the root causes of this better.
• We have seen an increase in the number of serious incidents, including unexpected
deaths, we are reporting. Our findings are that this appears a result of a combination of
o delayed reporting i.e. some incidents reported this year took place last year i.e. 22
unexpected deaths reported this year occurred in 2015/16
o improved reporting in our partnership services in Hounslow and Brighton e.g. a
number of incidents which happened in 2015/16 were reported in August 2016
o improved reporting of unexpected deaths, as a result of
 an increase in the numbers of deaths going through to full Coroner’s inquest
 our mortality assurance work
• We have seen a marked decrease in the number of some severe harm incidents, in
particular the number of fractured neck of femur related serious incidents.
• Learning from when things have gone wrong in our services, and/or those of others, is
essential
o there have been no Prevention of Future Death reports issued by the Coroner
involving us during this financial year (the period covered by this report)
o our early warning indicators include the themes learned through the confidential
inquiry. A review of our early warning indicators has indicated that the following
teams have triggered an alert due to one or more of the associated factors above.
Surrey Heath CHMRS, Elmbridge CMHRS, Guildford CMHRS, NEH CHMRS,
CMHT OP Spelthorne. Out of these teams North East Hampshire CMHRS has
reported more deaths over this period than the other teams, which may be due to a
recent merger of previously two CHMRS teams.

3.0

Conclusion

We want to really accelerate our learning, harm and suicide prevention work irrespective of
national comparisons as suicide is such a major cause of death and there is a significant
increase in drug and alcohol deaths.

3
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As a result of our learning through this review we will:•
•
•

•
•

•
•
•
•

•
•
•
•
•

•

support teams to review their suicide prevention staffing and safety processes to
ensure they are operating optimally.
monitor and support the mitigation of risks associated with low staffing levels through
enhanced investment and/or smarter management of existing resources
continue to raise awareness of new high risk groups including immigrants here for less
than five years and people in their first three months of discharge from hospital and
changes in patterns of suicide – isolation (links with our concern re supported housing);
economic adversity; alcohol and drug misuse; recent self-harm
embed our Quality Improvement initiatives to ensure all teams deliver reliable safe care
at all times
continue to work with our partners at the National Suicide Prevention alliance, to roll out
targeted support for vulnerable groups and training for staff and others on suicide
prevention
make use of the recently won Health Education funding for suicide prevention training
with Public Health Surrey
review and strengthen our Serious Incident investigation processes in accordance with
the new CQC recommendations
continue to review emerging trends from National Confidential Enquiry data and provide
targeted support and alerts to teams on emerging risks
do some further work to understand better the root causes of the CMHRS related
unexpected deaths where the person may have contact with our drug and alcohol
services
continue to embed all our dual diagnosis procedures to ensure care is provided at the
correct level
work with Public Health to promote restriction on opiates
make further improvements in our work families and carers at all levels of care
including during Serious Incident investigation processes.
refresh our suicide prevention strategy to include the key elements of safe care in
mental health services Box 1 page 11 of NCISH (chart 20)
continue to enhance the accessibility of mental health and drug and alcohol services
with a view to having a positive impact on population suicide and unexpected death
rates
continue to monitor suicide and unexpected death rates at the local and regional level,
in comparison with national data

4
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Trust Board in Public: 25th January 2017
Item: 08.17b
Subject:

Workforce Report

Author:

Jo Young, Director of Quality& Deputy Chief Executive (Nurse
Director)

Lynn Richardson (Director of Human Resources)
Purpose:

Discussion

Where discussed
and next steps:

The report has been drawn together from a summary of papers
received at the Executive Board, Temporary workforce project and
Quality Directorate Management Team and informs quarterly
reporting to NHS Improvement and the Council of Governors.

Purpose of this
paper:

Following previous KPI discussions the Board’s attention is drawn to:
•
•

•
•

•

Our workforce capacity remained stable in December.
Our turnover rate was virtually unchanged at 21.4% rolling average
(including IAPT and junior doctors). Leavers exceeded our target of 30
in month.
Our agency spend remains above the revised NHSI target
All work linked to new Junior Doctor contract is progressing well and on
track for February 2017 but our new full shift rotas are presenting some
geographical issues to iron out.
New initiatives to support the drive to increase quality of service
provision and reduce agency usage.

Health/Social
Impact:

Compliance with CQC standards is essential to assure people that
their care, support and environments are appropriate and safe.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of Equality
Analysis:

We continue to progress our Equality Objectives reported through
the KPI report.

What do you need
from our Board?

The Board is asked to discuss this report.
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Workforce Report to the Trust Board (Public)
January 2017
Staff, culture and leadership
1. Current workforce
Our
headcount
is
2234
employees and we have a Full
Time Equivalent of 2006.83.
During December, we had 23
employees starting throughout
the month compared with 38
leavers.
Retirements remain consistent
with less than 10 per month and
accounted for 13% of our leavers in December. Two of the people who retired in
December were aged 55 or less.
Our turnover rate increased
slightly in December to 21.8%
but the rolling average remained
consistent at 21.4%. We have
not seen a reduction as we had
hoped in leavers as a result of all
our initiatives.
Last December
our rolling turnover rate was
21.0%.
Our stability index
decreased slightly to 81.9%. Last
December our stability index was
82.1%.

Our vacancy rate was 14% in
December
(the
same
as
November). It remains high as we
have difficulty recruiting to our
registered
nurses
across
all
business divisions. Our temporary
workforce supply remains high at
93% of all shifts being filled. Of this
62% are NHSP bank and 38% agency staff. Our total agency spend in month was
10% in December; above the 6% cap set by NHS Improvement. Our substantive
Trust Board (Public) in January 2017
AW/LR 11.01.2017
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employees deliver 82% of care as shown in the graph.
We continue to report weekly on our compliance with the NHSI agency standards.
Our breaches are few apart from qualified nursing where our numbers have risen as
a result of NHSI ruling that an NHS Professional admin fee on shifts that move to
agency is a breach. We use only framework agencies and no others.
Staff Groups

Control

Administration and
estate

Price Cap

Healthcare assistant
and other support

Price Cap
Both price and wage
cap

Nursing, Midwifery
& Health visiting

Price Cap Only
Wage Cap Only

08/01/2017
5

01/01/2017
0

25/12/2016
3

18/12/2016
5

13

6

10

15

5

3

7

3

145

121

189

193

3

2

4

2

08/01/2017

01/01/2017

25/12/2016

18/12/2016

In addition to the above, we have reported consistently wage cap breaches for some
corporate contractors (15 shifts w/c 02//01/17 and 3 doctor shifts). Our medical
temporary worker position has improved of late but we have challenges when cover
for annual leave is needed – doctors remain the most difficult to acquire at the NHSI
capped rate when we balance quality and price together. The Medical Director or
Director of HR is required to approve a breach of the price cap before an order can
be placed.
Our in-month sickness absence rate decreased in December 2016 to 3.55%. Our
rolling average for the previous 12 months is below our target of 3.80% at 3.76% and
is an improvement from last month. Our managers are confident in managing
absence which has delivered three years of stability in our 3.8% rate approximately.
We monitor and report monthly.
2. Recruitment Activity
We continue with many initiatives to attract staff into substantive posts. There are
112 live vacancies on NHS Jobs and 238 applicants being processed post interview
to complete pre-employment checks and offer being accepted.
Rolling Recruitment Programme: We continue with our rolling programme to
recruit to Band 2’s and Band 5’s. Volumes for Band 2 posts remain high for learning
disability services; we have very few Band 2 vacancies remaining within the working
age adult units. Older People’s Mental Health services have requested to re-join the
rolling recruitment programme and this is currently being developed to be
incorporated into the programme. However, applicants for Band 5 posts remain

Trust Board (Public) in January 2017
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difficult to attract so we have planned activities with the student nurses at Surrey to
ensure they are engaged with our Trust and see us an the employer of choice.
Rowan PICU
We are running a national campaign to recruit to qualified posts at Rowan PICU with
a half page advert running in the RCN Bulletin, which includes photos of FRH.
Enhanced relocation, recruitment and retention payments have been included in the
package being offered.
3. Other Initiatives
Currently, other relevant updates of our HR activity include:
Selling of Annual Leave: This scheme was well received back in October and 50
employees chose to sell up to 5 days of their annual leave. We have just launched
a second opportunity to try to reduce pressure in the system for March 2017 when
historically a lot of staff are using up leave rather than lose it.
Hotspots with high vacancy rates: We have made good progress in supporting
Rowan Ward and we continue to work closely with ward managers to build up their
substantive workforce. We have written a detailed letter to all managers across our
Trust and all qualified nurses to ensure they know all the opportunities available to
them to either attract in new employees or retain individuals contemplating leaving
our Trust.
Retaining Staff who Wish to Take Their Pension: We have drafted a proposal to
change the Retirement Policy so that staff who wish to return to their own post after
drawing their pension can have this formally considered. Once agreed this will be
circulated to managers so that they can consider these applications in a fair and
equitable manner rather than going through a lengthy recruitment process. Staff
wishing to apply for a different post would still have to apply formally via NHS Jobs.
Additional Shift at Substantive rate: We are working up a process for staff to work
an additional shift (up to 50 hours per week) which will be paid at their substantive
rate, organised by their ward rather than NHSP, which we hope will reduce our
agency usage and improve our quality of service provision as a result.

Jo Young
Director of Quality and Deputy Chief Executive (Nurse Director)
Lynn Richardson
Director of Human Resources
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TRUST BOARD KEY PERFORMANCE INDICATORS REPORT
Data: December 2016

To increase the numbers of incidents reported and reduce the number of patient safety incidents
resulting in severe harm or death from the 2012/13 total of 70 incidents.
(Severe or extreme harm graded by Head of Clinical Risk and Safety)

18
16
14
12
10
8
6
4
2
0
April

May

June

July
2011/12

August
2012/13

September
2013/14

October

2014/15

November

2015/16

December

2016/17

January

February

March

Trajectory

TOTAL SERIOUS INCIDENTS
(Month on Month)
Type

Apr-16 May-16

Abscond

4

Admission of under 18s to adult mental health ward

1

3

Jun-16

Jul-16

4

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

3

2

2

3

2

Jan-17

Feb-17

Mar-17 Total YTD

23
2

1

0

Allegation against HC non-Professional
Medication incident

1

1

Allegation Against HC Professional (assault)

0

Attempted Homicide by Inpatient (in use of our services)

0

Homicide by person not in receipt of services)

0

Pressure ulcer Grade 3

0

Safeguarding Vulnerable Adult

0

Serious Incident by Inpatient (in use of our services)

0

Serious Incident by Outpatient (in use of our services)

1

1

2

1

1

6

1

1

0

Serious Self Inflicted Injury Outpatient
Slips/Trips/Falls
Unexpected death of person known to EIIP
Unexpected death of person known to CJLD services

1

Unexpected death of person known to Psychiatric Liaison services

1

1

Unexpected death of person known to CDATservices

4

3

1

1

Unexpected death of personknown to HTT services
5

1

1

3

2

2

1

1

1

8

1

4

10

5

1

29

1

1

1

3

5

5

Unexpected Death of person known to IAPT

2

2

Unexpected Death of a person known to adult eating disorder service

1

Unexpected Death of person known to CAMHS services

3

1

1

Unexpected death of person known to CMHTOP services
Unexpected Death of person known to CMHRS services

1

1

4

1

6

1

3

1

32
4
1
1

1

0

Unexpected Death of Inpatient in ward area
Total

16

12

10

12

18

18

11

16

5

118

All 3 of the unexpected deaths reported in the period 01.12.2016 – 31.12.2016, were suspected suicides, however coroner information not yet receieved. One of the 3 suspected suicides that
occurred in December was a person on the Acute Care Pathway.
Suspected suicide includes (but is not exhaustive of) the following circumstance of death:
• Death by method of hanging
• Death by train
*”Suspected suicide” is based upon the data available relating to the death at time of reporting prior to the outcome of the HM Coroner’s Inquest. HM Coroner is the only body who can confirm death determined as “suicide/killed
him or herself whilst the balance of his or her mind was disturbed”.

Of the 5 serious incidents reported in December 2016, none was reported as a safeguarding incident.
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Subject:

Risk Report

Author:

Justin Wilson, Medical Director

Report for:

Discussion

Where discussed
to date and next
steps:

The Trust discusses high level risk actions each week at the Safety
Huddle & monthly at the Executive Board

Purpose of this
paper:

The Board’s attention is drawn to the following:
• Staffing & additional attention required for Home Treatment Teams
• Pressure throughout the local health economy continues to be felt by
our services. This includes pressure on beds and staffing.
• Risks arising from our built environments continue to receive focused
attention, in particular with regard to heating, and improvements to
Rowan Ward.
• Risks related to the use of IT systems and processes also require
monitoring, including the risk of system failure and cyber-attack.
• Clarification on recent media coverage

Health/Social
impact

The High Level Risk Register is a critical component of ensuring that the
Trust has clear oversight of its organisational risks.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

Equality and diversity risks are incorporated in identified risks. No other
issues were identified.

What do you need
from the Trust
Board?

To consider risks and whether mitigation actions and controls are
sufficient.
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Risk Register Report
1

Introduction
The purpose of the Executive Summary of the Risk Register is to highlight those risks with a
high residual risk score, to identify the key controls currently in place and to update the
Board on any planned actions.

2

Major Risk Analysis
The main risks facing the Trust at present for the Board to note are summarised in their
emerging themes below. Since the last report our risk profile has changed with two new
themes of Service Change and Technology Systems and processes.

2.1

Pressure and Staffing (Pressure in the System, Activity, Availability of Beds, Staffing
Levels)
Our engagement with Local A&E Delivery Boards has identified pressure across the whole
of the local health economy. This includes pressure regarding availability of beds, delivery
of high quality urgent care and patient pathways including transfers of care between
providers. Our internal surge and escalation process continues to identify pressure within
the Trust, with services reporting difficulties and delays in discharging people and some
staffing difficulties exaggerated by our vacancies in our teams. In particular, Home
Treatment Teams and Victoria Ward have been reporting difficulties in meeting appropriate
staffing levels. The agency cap on temporary staffing remains in place, but where
necessary to maintain safety, staff can use a golden key process to book agency staff. Use
of bank and agency staff is closely monitored by the Human Resources team. Progress is
being reviewed at the weekly Safety Huddle.
The main actions we are taking to reduce these risks include:
• Applying our learning from our recent visit to East London NHS FT to focus on creating a
centralised nurse recruitment function and reviewing our bed management processes to
achieve 85% occupancy
• Increased drive and focus on retention
• On call system for staff to access when a senior management decision is required.
• Crisis Line and Safe Haven available to provide support for people who need access to
our services, providing an effective alternative to A&E attendance. Intensive bed
management system is in place.
• Contingency plans are in place for services that cannot meet demand; such measures
include bed flexing, use of NHSP and agency staff and cover arrangements when a
service cannot operate.
• Capacity has been created within the Innovations and Development team to support
integrated care, Vanguard and STP programmes.
• Ward managers and matrons work clinically when required to cover shifts.
• Agency staff can be accessed by managers in areas with a golden key arrangement.
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• We monitor vacancies and incentivising recruitment and using different methods to
attract staff including social media, radio and open days. We continue to use framework
agencies where appropriate and promote long term placements.
2.2

Environment (Health and Safety, Fire, Building Delays and Security)
A security plan which is addressing concerns at Farnham Road Hospital regarding violence
and aggression and the risk of people absconding continues to be progressed.
Arrangements remain in place on Delius and Elgar ward to minimise the risk that a person
could abscond during meal times, but this is compromising the experience of people using
the service. Therefore an alternative solution is being progressed and monitored through a
gateway review to move our services to Abraham Cowley Unit, Chertsey. There is a risk
that the deteriorating condition of the Trust HQ building will lead to a substandard
environment. This could have an adverse impact on the health and safety of the people
working in the building.
Work continues through the Health and Safety Compliance Working Group and the Health,
Safety and Wellbeing Committee to ensure that we are compliant with Health and Safety
regulations and good practice. Internal compliance surveys and audits continue to identify
a number of priorities for environmental work.
The main actions we are taking to reduce these risks include:
• 2-Weekly monitoring of fire risk assessment actions
• The health and safety team works with estates to ensure that risks are minimised
while remedial works take place.
• Environment improvement works continue to be reviewed through Gateway review
processes for large projects. Collaboration between health and safety and the
project team continues to ensure that issues are identified early.
• New fire safety service provider in place.
• Maintenance provider in place and performance monitoring is robust

2.3

Technology Systems and Processes
We depend on a number of technological systems and processes to ensure that we can
operate our business.
Such systems include SystmOne, Datix, SBS and
telecommunications. There is a risk of cyber-attack which could paralyse our systems
and make the information we hold vulnerable and work continues to ensure that our
firewall and other defences are robust. Work is also continuing to ensure that we can
report robustly on our activity. Difficulty in recruiting to the IT programme manager
vacancy may have an impact on our ability to develop new reports to provide assurance
of our activity. A recent Java update has rendered the Medicines Management
eLearning module unusable, and this will have to be replaced through a new supplier.
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The main actions we are taking to reduce these risks include:
• Firewall and other online defences
• IT Disaster Recovery Plan is current and in place
• Tutor-led sessions are being put in place for medicines management training
2.4

Pace and Underperformance
Services that meet the criteria for Circle of Support continue to receive targeted support
from the improvement team. Significant improvement has been noted in a number of
services accessing Circle of Support, including Court Hill House, Derby House and
Redstone House. On Rowan Ward, a robust programme of improvement to the
environment and practice has been implemented. Progress is being monitored through
task and finish groups. We continue to have lengthy assessment times for people who are
subject to S136. One initiative to address this is a new AMHP process which provides a
police liaison function to advise regarding appropriate use of S136. There is continued
concern that we will not meet our targets with regard to PMVA and medicines management
training. A new provider is being sought for the medicines management programme, and
staff are being encouraged to attend PMVA training.
The main actions we are taking to reduce these risks include:
• Early warning systems, Circle of Support and Foundation Standards actions.
• Programme of environmental improvement continues.
• Extra resource provided for Medicines Management tutor-led training and PMVA.
• Audit process and monitoring/reporting by MHA Managers
• Project in place to review EDT functioning; CCDG Action Plan

2.5

Service Changes and Transition
A number of our services are changing, moving or being transferred. Gateway Review
processes are in place for planned moves for the following services:
•
•
•
•
•
•
•

April Cottage moving to the Deacon Unit
Ridgewood Centre Community Teams to Theta House
Langley House Community Team to Caterham Community Hospital
Elgar & Delius to Abraham Cowley Unit
Home Treatment at Wingfield to Gatton Place
Drug Alcohol Team at West Road to Wingfield
Court Hill House to decant for refurbishments

In addition, a number of services are being mobilised, including the new ADHD service
which will be mobilised within this quarter. The new Intensive Support Service is being
mobilised to run from the Deacon Unit, and the SPA will also be mobilised in the near
future.
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The main actions we are taking to reduce these risks include:
• Robust Gateway Review processes are in place for each service move
• Mobilisation plans in place for each new service to ensure that all aspects of
mobilising the service are completed.
2.6

Financial (Internal cash / Internal COSR / External contract changes and uncertainties)
We have not yet been able to confirm our ability to deliver our control total through a
recurrent operating surplus. In addition, within the contracts there are a number of
differences related to unidentified QIPPs which will need to be identified to ensure that they
do not adversely affect service delivery. Close monitoring of the cash position, as well as
scrutiny of spending and careful financial planning in all services, continues. It is
important to recognise continuing to operate under financial pressure is challenging, and
there is a risk that failure to manage the impact of this pressure in the way in which we
work collaboratively could undermine our culture of quality and safety first.
The main actions we are taking to reduce these risks include:
• Continued liaison and engagement with partner organisations and commissioners
• Monitoring of public health funding decisions
• Prudent budget management and spending
• Annual planning process, CIP and quality impact assessment processes in place
• Staff conversations are in place, to provide a sense check of staff experience
• Talking Point – key messages to the staff from the Chief Executive

2.7

Learning from Serious Incidents
We understand our Ashmount service will continue to be in provider failure by
commissioners, despite documented improvements and CQC’s re-inspection findings,
until the outcome of the coroner’s inquest proceedings in 2017 is known. We have
received an unannounced inspection to FRH and we await the report. We are also
addressing any breaches identified by our regulators. We anticipate that the investigation
processes following a number of serious incidents which have taken place since 2013 are
likely to conclude and publish around the same time. These publications are likely to be
distressing for families and friends, and for staff involved which we would want to
minimise. They could also mean an increase in media scrutiny. We believe it is important
for us to continue to be open and honest in our discussion to ensure learning which could
help to prevent future harm or death.
However this can increase the risk of
misinterpretation and misunderstanding and a consequent loss of confidence in our
services.
The main actions we are taking to reduce these risks include:
• Measures are being taken to ensure that any learning from serious incidents is
identified, disseminated to staff and implemented to ensure the risk of recurrence is
minimised.
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•
•
•
•
•
•
•

•
•

3

Preparation for the Ashmount inquest continues.
Plans to address regulatory breaches are being progressed
CQC action plans are progressing and Mock Inspection planned in February 2017
New processes to enhance learning from incidents are being trialled
January Board papers provide analysis of unexpected deaths reported this year
(2015/16) and additional assurance following Board discussions.
All deaths by suicide continue to be investigated as serious incidents and reported
in line with the NHS Serious Incident framework.
Additional analysis of mortality data during the past year, and additional reviews
and investigations to help identify wider health and social care learning with respect
to this.
Working closely with families is a key aspect of learning from incidents and the
prevention of suicide.
Continued open and honest reporting in public on mortality to provide a clearer
narrative and opinion, where helpful, to reduce the likelihood of misinterpretations
occurring and better highlight priority areas for improvement.

Conclusions
We continue to monitor all risks, take action where risks are identified and track progress
against high level risk actions in the weekly Safety Huddle, which provides an opportunity
for scrutiny and challenge of assurance as well as organisational learning and a forum to
obtain advice from colleagues in real time.

Avril Da Costa Maia
Head of Corporate Risk, Resilience and
Security
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Billy Hatifani
Director of Risk and Safety (DDoN)
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Subject:

Safety Report

Author:

Justin Wilson, Medical Director,
Jo Young, Director of Quality / Deputy Chief Executive (Nurse Director)

Report for:

Discussion

Where discussed
to date and next
steps:

The report has been drawn together from a summary of papers received
at the Executive Board and Quality Directorate Management Team and
informs quarterly reporting to Monitor and the Council of Governors. It
provides an analysis of Quality Improvement clinical safety indicators.

Purpose of this
paper:

This paper provides an overview of our work to continuously improve safety
across the key themes identified through learning. The Board’s attention is
drawn to the following:
• Staff recruitment, retention and learning is an underpinning priority
• The frequency of people attending A&E as a result of severe self-harm
is increasing indicating the acuity of people’s illness
• The use of prone restraint is decreasing
• There has been a particular decrease in violence against people using
our services this month in WAA services

Health/Social
impact

We can achieve better outcomes for people when we provide safer
services.

Financial
Implications:

This report does not request any additional financial resources.

Outcome of
Equality Analysis:

We continue to progress our Equality Objectives reported through the KPI
report.

What do you need
from the Trust
Board?

The Board is asked to discuss this report.
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Safety Report to the Trust Board (Public)
January 2017
Safety
1. Introduction
This report is designed to provide the Trust Board with a clear oversight of emerging safety issues
and outline our improvement actions through the Safe Care Quality Improvement programme and
other key initiatives that are in place to ensure that we learn from all adverse events and remain
innovative in our thinking in order to deliver excellent care. The dashboard includes a set of
measures that are monitored by our Positive and Safe Group.
2. Staffing - Recruitment, Retention & Learning
Recruitment and retention of front line staff, particularly in inpatient areas is the most important risk
and challenge to improve performance and embedded learning with respect to deficits identified
through incidents and serious incidents.
Through regular, well trained, stable teams other priorities will improve.
These priorities include:
• good quality assessments and decision making;
• well documented MDT risk judgements;
• high quality, easily accessible, risk assessments and care planning with people’s
involvement consistently recorded;
• a positive culture of incident reporting with key information collected;
• Positive interactions with people during observations with documentation of those
interactions, fluctuations in presentation and state of mind.
• Effective but appropriate relational and procedural measures to reduce absconding
A programme of initiatives is being implemented urgently with the targeting of resources to enhance
the recruitment and retention of inpatient staff. Whilst the 12 month turnover rates will be a lagging
indicator, this work is a key priority. The recruitment must support a core team which allows for
predicted levels or 1:1 staffing so that regular staff engage with this rather than overly relying on
temporary staff.
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Action(s): Leaders at team, ward, divisional and trust level need to ensure and evidence that there
is:
• Clear support and debrief for people involved in incidents which is documented, whether or
not reported as a Serious Incident
• Consistent, effective arrangements to feedback to people who report incidents on the
findings and outcomes, whether or not reported as a Serious Incident
• Clear evidence of learning from Serious Incidents and other incidents in terms of themes
and what has been put in place to reduce risk. This requires both a top down and bottom
up approach and close working between the Clinical Risk and Safety team and the
Learning & Development team.
• More opportunities at the clinical team level to have time out to reflect and learn together,
building effective team working and resilience and sharing best practice, as occurs at the
senior management level.
3. DATIX Incidents
There were 441 incidents reported on Datix in December 2016, a lower reported number compared
to the previous month and lower than the spike in reporting in the month of September which was
due to an increase in reported death incidents. This reporting was due to the ongoing work to
embed the mortality critical review process by using Datix to capture all deaths including deaths by
natural causes. The management of such incidents has now been reviewed and all deaths by
natural causes are now captured instead through the Mortality Surveillance Group process. So we
expect to see a lower reported number on Datix relating to those deaths that require full
investigation due to possible safety concerns.
Action(s): Datix Huddle - To help embed learning from incidents, we have launched weekly
incident reviews (Datix huddles) in which the Multi-Disciplinary Team come together and review all
incidents that have been reported via Datix in a service each week. These Huddles have now been
implemented in all Working Age Adults and Older person inpatient services, and we are now
currently working to ensure that teams are doing these regularly. We have also commenced work to
spread this process in our learning disability services and in our community services. Once the
process is reliable we will spread to Children’s services.
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4. Suicide and Unexpected Deaths
Suicides associated with the acute care pathway have been low, with no deaths due to suicide
associated with our wards and three people under the Home Treatment Team who died due to
probable suicide in May, July and December. There has also been one death of an East Surrey
patient on leave from Langley Green Hospital this year.

Analysis of our serious incidents demonstrates an increase in the number of unexpected deaths
reported in 2016/17:

Reported unexpected deaths

Q1:24

Q2: 40

Q3: 22

The increase, particularly in Q2, is mainly due to late reporting of deaths from the previous year due
to a backlog of coroners’ outcomes and improved trust reporting arrangements. The increasing
reported numbers over the medium term are consistent with:
• An increase in drug related deaths nationally
• An increase in number of suicides in England
• A higher number of CMHRS related unexpected death incidents being reported where the
person may have contact with Drug and Alcohol services
• Additional deaths from our services outside Surrey
• Better, timely identification and reporting of mortality
• Increased contact with people at risk of suicide.
The Surrey suicide rate (9.1 per 100,000) is lower than the England average (10.1 per 100,000)
but the rate is comparable in Surrey Heath (9.9 per 100,000) and higher in North West Surrey
(11.1 per 100,000). Suicide is the leading cause of death in young people 20-34 with accidental
poisoning second. Suicide is the leading cause of death in men under 50 in England and Wales
(ONS data).
Action(s): Implementation of our suicide prevention action plan.

5. Drug Poisoning
Mixed drug and opiate poisoning have been a common and increasing cause of unexpected death
associated with our services in addition to suicides occurring with people known to drug and alcohol
services.

This is in line with the national trends.

More deaths this financial year have been

associated with drug and alcohol services than any other Trust service. Whilst few clear service
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failures have been identified through investigations into these deaths, we should seek assurance
regarding patterns across the three services of iAccess, iHear and Pavillions. The Brighton service
has had more than 15 Serious Incidents in year reported and investigated by Cranstoun which were
considered in the specialist services QAG in November alongside all Hounslow and Surrey drug
and alcohol SIs.

Staff working in these services are engaging with individuals in high risk

circumstances, and it is important that supervision and debrief support arrangements are very
robust for these staff. Good partnership working is vital.
Action(s):
• A specific themed review of drug and alcohol SIs and incidents across the three services
should be carried out during the next month involving the Clinical Risk Team with clinical
input from the Drug & Alcohol Service.
• Clinical expertise in drug and alcohol services should be enhanced with respect to input to
the Clinical Risk & Safety Team and the Scrutiny Panel.
• The learning from the review will be discussed at the Executive Board meeting, and Trust
Board and disseminated to the clinical teams across all three areas and to our Cranstoun
partners.

6. Deliberate Self Harm
As part of our improvement work, we are paying more attention to the number of people using our
in-patient services attending A&E as a result of severe self-harm. There has been a high number of
episodes of A&E attendance due to severe self-harm from the wards, but this number has been
reducing during the year.
A&E attendance: Q1: 30

Q2: 21

Q3:15

The episodes partly relate to specific individuals with recurrent high risk, self-harming behaviour.
For some of these individuals, it is questionable whether an acute psychiatric hospital setting is the
most appropriate environment for them, with escalating behaviours and risk and limited apparent
benefit.

This particularly applies to some individuals with a personality disorder, especially

emotionally unstable personality disorder. Work has been done during the year to improve care
and treatment pathways for these individuals, improve staff training and help teams manage these
risks.

It is likely that there have been too many people with emotionally unstable personality

disorder managed in our inpatient environments for extended rather than crisis admissions. There
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is some variation between teams and clinicians in terms of decisions about admission and
discharge thresholds for this group.
Action(s): Interventions to reduce these incidents are a key focus for the clinical assurance and
improvement team this year. The team will focus on
• supporting staff to develop knowledge around sensory interventions and coping skills for
self-harm.
• working closely with the Personality Disorder Forum to review their impact on reducing the
number of those people with a diagnosis of Personality Disorder who are being admitted to
our in-patient wards but could be safely supported in the community.
• Considering whether a more focussed review and learning across teams would be helpful.
7. Away without Leave Incidents (AWOLS)
Throughout the year to date, the rate of AWOLs has been roughly on the same trajectory as the
previous year. However data from December 2016 shows a decrease in the reporting of AWOL
incidents, taking us under this trajectory for the first time this year.

AWOLs

Q1:34

Q2:21

Q3:18

Absconding SIs

Q1:11

Q2:5

Q3:7.

AWOLs are a common theme in many incidents, both historical and recent, including Serious
Incidents leading to death in previous years. The theme has been referred to in the most recent
regulation 28 Prevention of Future Death report of January 2016 related to a death in May 2014
and in PFD reports received in 2014 and 2015. There is a balance to be struck in terms of the
therapeutic environment and physical, procedural and relational security measures in non-secure
inpatient environments, but some incidents of absconding in the past year have been clearly
avoidable. Examples include door locks that are not adequately robust, patients obtaining visiting
staff passes or fobs to open doors and patients following staff or visitors out of locked doors or air
locks. Other incidents have involved patients when accessing outside space or servery, when
attending A&E or on escorted leave.
Interventions have taken place during the year to manage absconding risk and learn from incidents,
including making doors and maglocks more robust and improving communication and adherence to
existing policies and procedures. For example, multiple measures have been put in place to try to
mitigate the absconding risk at the Epsom site, but ultimately it has been concluded that the patient
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experience impact of implementing the security measures is not acceptable. The decision has
therefore been made to move the beds to the vacant wards at the Abraham Cowley Unit. AWOL
and absconding numbers (particularly Farnham Road Hospital and Epsom Hospital) in the first
quarter were unacceptable but have improved during the year.

Action(s): There has been dedicated work around AWOLs including environmental changes and
the introduction of leave books. Further actions include:
• The numbers of AWOL incidents will continue to be monitored to see if this trend continues,
and each individual AWOL incident will continue to be investigated.
• In line with our values, our aim will be to maintain and enhance respectful places, inpatient
environments which are safe but therapeutic. Clinical teams can then make risk decisions
with well documented rationale, confident that the physical environments and consistent
procedures in place will support the clinical choices and judgements made.
8. Prone Restraints
Our Positive & Safe Programme has seen a decrease in the use of prone restraint across all
services. The number of overall restraints fluctuates in working age adults from month to month but
seems to be more stable in other services. There is a noted reduction in the use of restraint in our
learning disability services compared to this time last year.

The chart currently shows common

cause variation in the use of facedown restraint across our services to date. The reduction in
restraint activity in December is likely to be due to the temporary closure of Rowan ward.

There has been a reduction in episodes of prone restraint which is encouraging:

Prone restraint

Q1: 9 Q2:5

Q3:2

Action(s):
Through our improvement initiatives we are working to ensure that the number of facedown
restraints remains reliably below the median for the foreseeable future.
9. Seclusion
Our Positive & Safe Programme has seen a reduction in the use of seclusion this month following a
noted increase in the use in previous months. The data shows common cause variation in numbers
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over the year. From April 2016, the overall use of seclusion seems to have increased within our
services, although there is considerable variation from month to month.

Following the noted increase in episodes of seclusion, a review auditing all of the seclusion
incidents has been completed and shared with the Positive & Safe Group. It has focused both on
assessing whether seclusion policy was followed in all cases and also looking at recommendations
for how use of seclusion could be reduced. Key recommendations include improved physical
monitoring in seclusion and post rapid tranquilisations, consideration around therapeutic and
proactive use of medications, learning from incidents and consequent care planning and
documentation. The decrease in seclusion usage in December can most likely be attributed to the
temporary closure of our Psychiatric Intensive Care Unit and not the immediate impact of this work.
10. Preventing and Managing Violence and Aggression
Episodes of violence against staff rose significantly during the first half of the year, peaking in
September. There was a similar rise in levels of violence against people who use services, peaking
in October. This appears to be related to a number of individuals who were presenting on wards
with particularly challenging behaviours. There were corresponding rises in the number of episodes
of rapid tranquillisation, restraint and seclusion.
10.1 Violence Against People Who use services - There has been a particular decrease in
violence against people using our services this month, the decrease is particularly prevalent in
Working Age Adults services.

There was however a spike in the Division for People with a

Learning Disability in this area last month, but this appears to have resolved with no trend
emerging. The numbers of incidents of violence against people who use our service over the last
year remain variable with two marked increases in numbers in July and October 2016.
Action(s):
We are continuing our work to embed positive behavior support plans; purposeful engagement and
diversional activities in our inpatient units to help drive a sustained decrease in the incidents
numbers.
10.2 Violence Against Staff - Violence against staff is highest for Rowan ward in November. This
is in line with previous months and is due to the nature of the ward and the levels of acuity on the
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ward. We should recognize that this has been a difficult period for staff, particularly in inpatient
settings (especially Rowan, Blake and April Cottage).
There was a gradual upward trajectory of incidents reported between March and June 2016 which
reduced slightly in July but increased further to the highest reported number of incidents over the
last 17 months which was 124 in September.

Data reviewed in our Positive and Safe group shows that there has been a downward trajectory
since September. We anticipate that this downward trajectory will continue for another few months
becoming a trend as we embed our purposeful engagement work which helps in the early
identification of mental health deterioration or increase levels of agitation leading to aggression and
violence.
Action:
• The staffing measures highlighted in the section above are key to intervening early to
prevent more serious episodes, developing positive therapeutic relationships with people
and helping staff manage, learn and cope with incidents that do occur.
• We also need to ensure that relevant training levels (eg PMVA training) are high including
for any temporary staff.

Safety – Safe Care Improvement & Policy Management
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Safety – Positive & Safe Agenda
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Subject:

Circle of Support Report

Author:

Jo Young, Director of Quality and Deputy Chief Executive (Nurse
Director) Billy Hatifani, Director of Risk and Safety (DDoN)

Report for:

Discussion

Where discussed
to date and next
steps:

The report has been drawn together from a summary of papers received
at the Executive Board and Quality Directorate Management Team and
informs quarterly reporting to Monitor and the Council of Governors.

Purpose of this
paper:

The Board’s attention is drawn to the following:

Health/Social
impact

Compliance with CQC standards is essential to assure people that their
care, support and environments are appropriate and safe.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

We continue to progress our Equality Objectives reported through the KPI
report.

What do you need
from the Trust
Board?

The Board is asked to discuss this report.
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Surrey and Borders Partnership NHS Foundation Trust

Quality Report to the Trust Board (Public)
January 2017
Quality
1. Introduction
This report is designed to provide the Trust Board with a clear oversight of Our Early
Warning System (EWS) and our Care Excellence Accreditation process including
Foundation Standards compliance. These processes help us gather intelligence on quality
compliance and assist us to hold the memory of the organisation on indicators that may
signal that a team needs more support or attention.

2. Circle of Support update of teams
The circle of support approach is based on a framework for clinical excellence, which is
working well, but it has been noted that there is not a standardised approach for the circle
of support across the different directorates. We have set up a work stream commencing in
January 2017, which will review the current circle of support processes and will help to
develop a process map to ensure that the approach is standardised. There is also ongoing
work to think about how the circle of support is viewed by frontline staff; it is hoped that the
circle of support is seen as a supportive measure rather than a punitive one, and it is hoped
that as a result of this work more teams will feel able to self- nominate for the circle of
support and request an observation, rather than waiting until the early warning indicators
are reached.

The table below summarises the services that are currently receiving active support from
the circles of support initiative and also includes the services which reached the Early
Warning Signs threshold in December 2016 alongside the agreed initial action.

Team

Ashmount

64

Date CoS
first
triggered
20/05/16

Stage of
CoS

Comments and Explanation

Stage 5

All issues are now resolved and an observation has been arranged to
assess for closure.

Surrey and Borders Partnership NHS Foundation Trust

CMHRS
Surrey Heath

01/11/16

Stage 5

Court Hill

20/06/16

Stage 5

Derby House

01/12/16

Stage 1Elective

Jasmine
House
Elgar

01/08/16

Stage 5

01/11/16

Stage 3

Rowan

28/06/16

Paused.

Delius

01/11/16

Stage 3

Blake

01/03/16

Stage 4

Victoria

07/12/16

Stage 2

The Shielings

07/12/16

Stage 1

There are some outstanding issues around staffing and recruitment, but
all other issues are resolved. Support will continue until February 2017,
by which it is anticipated these workforce issues will be resolved.
Courthill was being assessed for CoS closure when it re triggered in
December 2016. An observation will be undertaken to assess if support
needs to continue.
A new CoS has been started, initiated by the new team manager. An
observation has been undertaken to look for key support needs and a
support plan is now being developed.
All required progress has been made and an observation is being made
to review and close.
A piece of work is being done to compare current CoS triggers to a
previous CoS support programme for Elgar to see if there is any shared
learning. Elgar will receive intensive support as it moves location in
January 2017.
Rowan is currently undergoing service change and separate work
streams are in place to support with this. Once the service re opens as a
PICU an initial observation will be undertaken and a new CoS will
commence.
A piece of work is being done to compare current CoS triggers to a
previous CoS support programme for Delius to see if there is any
shared learning. Delius will receive intensive support as it moves
location in January 2017.
The required progress has been made, and observations to ensure this
has been embedded continue. Support will continue until other services
relocate to ACU, and aim is to close in March 2017.
Initial observations have been undertaken and two review meetings
have occurred. Support will continue and Victoria will be the pilot site for
the rapid turnaround team in March 2017.
Initial observations have been undertaken and first review and support
meeting has been arranged.

Jo Young
Director of Quality & Deputy Chief Executive (Nurse Director)
January 2017
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Justin Wilson, Medical Director
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Report for:

Discussion

Where discussed
to date and next
steps:

Data discussed at the weekly Mortality Review Meetings and the Monthly
Mortality Surveillance Group Meeting. Quarterly report has also been
discussed at the Executive Board.

Purpose of this
paper:

The Board’s attention is drawn to the following:• We have critically reviewed 445 incidents relating to Quarter 3. This is
an increase from the 394 reviews we undertook in Qtr 2.
• There has been a decrease in the number of unexpected death incidents
occurring in Qtr3 with 17 reported so far.
• Learning themes identified as a result of the recent HLI panel include:
o Enhancing our safeguarding training on referral responsibilities
o Further monitoring and promotion of record keeping standards
o Exploring more support for people with a diagnosis of ASD
o Potential for better liaison with Acute and Social care partners

Health/Social
impact

The critical analysis of all deaths is important to ensure that the Trust has
clear oversight of any emerging issues that may affect the delivery of
positive outcomes for people using services.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

Equality and diversity risks are incorporated in identified risks. No
other issues were identified.

What do you need
from the Trust
Board in Private?

To note and discuss the report
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Mortality Assurance Quarterly Report
October to December 2016

1

Introduction

This Report provides the Board with assurance on the quality of care and informs
members of the outcomes from the Mortality critical analysis. It also provides the Board
with an opportunity to scrutinise recently reported Serious Incidents (SI) and any emerging
themes.
2
Clinical Risk and Safety Review
We have been working in Quarter 3 to further embed the mortality review processes and
ensure timely escalation to serious incident reporting or high level investigation where
required. We have compared our approach with other organisations (e.g. East London FT;
Berkshire Healthcare FT) to ensure our processes are suitably robust to capture timely
learning from all deaths and to consider further ways to improve learning. Key learning has
been disseminated via quality assurance groups; clinical risk alerts via e-mail and on
notice boards; Medical Advisory Committees; individual team meetings; local safety
huddles and ebulletin. The central risk and safety team work with team based clinicians on
incident panels and there is improved clinical input to our Mortality Surveillance group,
Mortality High Level review panels, and Scrutiny (SI) panels. Clinical Commissioning
Groups also review deaths investigated as Serious Incidents and the resulting action
plans. The Medical Director is the Executive Lead for mortality reporting. We intend to
enable closer working between the Learning & Development team and the Clinical Risk
and Safety Team to further improve learning.
We welcome the Care Quality Commission Learning, Candour and Accountability report
published in December 2016, which outlines their findings following a review of the way
NHS Trusts investigate the deaths of patients in England. Details of our July submission to
the review was received at the September Board. A report considering the
recommendations arising from the report will be discussed at the Executive Board and
reported to the Board in March.
Our processes will continue to evolve as we learn more from others and from recognised
best practice. We have agreed a collaborative approach with our commissioners on how
we will embed learning together as a system.

Fig 2.1

2
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3

Critical review outcomes

We have critically reviewed all 445 deaths relating to Quarter 3 (October - December
2016) and reported in Quarter 3. This is an increase from the 394 mortality reviews
undertaken in Quarter 2.
This information only includes people with an open referral to SABP services at the time of
their death, and who had contact with our services through a face to face attended
appointment within the 12 months prior to death. The vast majority did not require further
investigation due to available information indicating the cause of death to be natural
causes with no additional identified concerns.
In this period 95 people who died were known to Older People’s Psychiatric Liaison. 281
people were known to our Older Peoples Community Mental Health Team at the time of
their death. 36 people were known to our Specialist Services (including Adult Liaison) and
20 to our Adult Mental Health Community Mental Health Recovery Services. 84% of all
people who died in Quarter 3 were known to our Older Adults Division (this is the same
proportion as in Q2).

Table 3.1

Monthly Mortality March – Dec 16
Total

Serious
LD
Incidents

Liaison

SMS

Older
People

Adult

Children

3
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March 16
April 16
May 16
June 16
July 16
Aug 16
Sept 16
Oct 16
Nov 16
Dec 16
15-16
average

85
112
99
144
122
113
144
142
154
149
126

(deaths
in
month)
8
8
9
11
9
7
11
6
6
5
6

5
3
4
1
3
2
5
6
5
6
4

15
17
9
53
37
39
42
40
39
39
-

7
4
5
3
0
5
8
2
1
1
-

60
73
68
78
74
64
77
86
100
95
-

4
14
17
25
8
3
8
7
11
3
-

1
0
0
1
0
0
0
0
0
0
-

Figure 3.2 Monthly Mortality March – Dec 16
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Concerns about Care

In Quarter 3 (2016/17) there were three incidents reported on datix where staff expressed
on the incident form concerns about the death or associated care. This is a decrease from
the seven reported in Quarter 2. These concerns have all been explored through the
Mortality Surveillance review process.
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•

Safeguarding concerns expressed by relatives who were concerned about little or
no contact from social services in the last 10 years and vulnerability of the
deceased at the time of their death

•

Person had been in A&E after complaining of hallucinations and generally feeling
unwell. Left the department before being seen by Psychiatric Liaison Service

•

Delayed discharge from General Hospital then readmission with 24 hours

All incidents where concerns are raised by family and/or staff are investigated further as
either a High Level Investigation or Serious Incident Investigation. We continue to
encourage staff to report all deaths as incidents on Datix (electronic incident reporting
system).
5

Deaths of People known to Learning Disability Services

17 people known to our Learning Disability Services died in Quarter 3 (there were 8 deaths
in Quarter 1, 10 in Quarter 2) and the care prior to their deaths is being investigated
through the High Level Investigation process. The Mortality Review team is working
closely with the Learning Disability Division to achieve timely learning, shared through
existing governance arrangements. The Adults Safeguarding Lead is now a member of
the Mortality Surveillance Group and assists the process by following up identified
safeguarding concerns and providing advice and support to the panel. There has also
been increased clinical engagement with the process through additional medical, speech
and language and learning disability nursing review of cases.
6

Serious Incidents Reporting

There has been a decrease in the number of unexpected death incidents reported in
Quarter 3 with 22 reported. 17 of these deaths occurred in Q3 and 4 in Q2. In Q2 40
unexpected deaths were reported but 7 of these occurred in Q1 and 9 occurred in the
previous year (2015/16).

Table 6.1
Quarter
Q1
Q2
Q3

Reported
month
24
40
22

in Occurred
month
24
28
17

in

7 Learning from Mortality Critical Reviews

5
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The process confirms that a majority of people known to our services die of natural causes
including terminal illness. Most learning to date has related to reported serious incidents
and High level Investigations, the latter mainly relating to people with learning disabilities.
7.1 High Level Investigations
Through the work of the new Mortality Administrator we have revised our approach to how
we obtain cause of death information from third parties and our new approach appears to
have improved our access to this information. In Q3 we received 135 causes of death of
these 44 relate to people who actually died in Quarter 3 and their death was also reported
in the quarter. The Mortality Surveillance Group is now actively looking at identifying any
emerging themes from this information to help inform targeted support.
Fig 7.1

7.2 Learning from Quarter 3 Scrutiny & Mortality High Level Panels
A discussion of unexpected death incidents that met the criteria for reporting as Serious
Incidents identified a number of themes and learning points below, that are being shared
for embedding with the rest of the organisation through existing governance structures:
•

•

High risk Age groups - the panel identified that a number of incidents of suspected
suicide discussed related to men within the high risk age group of 45-55 (four men).
This is in line with national statistics and it was agreed that more awareness was
required of high risk groups as identified in the National Confidential Enquiry
Findings across teams to inform risk assessment.
Hanging remains the highest reported method that people have used to end their
lives. There was one reported train related incident, two overdose incidents and
unexplained incidents where people were either found unresponsive or found
deceased in a bath.
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•

•

•
•

There have been an increasing number of individuals who have died using our
services who have been living in supported accommodation. Extra scrutiny and
vigilance around suitability of placements and safeguarding concerns should be
considered for individuals in supported accommodation placements, in light of our
recent serious incidents learning. We work closely with the Surrey Wide Prevention
Group who are looking at commissioning for training of community groups and we
will highlight with them our knowledge of this increased trend and the possibility of
targeting supported accommodation staff for suicide prevention training.
There was a slight increase in the number of discussed incidents relating to people
who died while in receipt of support from IAPT services (particularly in Barnet).
There is wider learning that to be shared about the depression scoring tool, its risk
component used and how this prompts other risk assessment processes to
determine timely signposting to additional mental health services.
Record keeping in general was discussed as a theme and further targeted support
with teams has been agreed to achieve best practice in this area.
An increase in AWOLS from our inpatient services was highlighted earlier in the
year and environmental works have now been put in place to remedy identified
weaknesses. In addition there has been a focus on enhancing the quality of risk
assessments and care plans around absconding behaviours, and ensuring these
are updated regularly, especially after incidents of absconding behaviours. This is
being embedded through our Quality Improvement Programme work.

7.3 High Level Incident Learning and Themes (including near misses)
A High Level Incidents investigation panel took place in Quarter 3 and incidents that
involved significant near-misses were discussed and lessons below were identified:
•

Although overall mandatory Safeguarding Training is above 95%, correct processes
and procedures are not always followed by staff. There is a need for additional
targeted training into the importance and responsibility for safeguarding referrals in
those services that appear not to be implementing the processes fully. A recent
case that related to a HLI at this panel will form part of the training for Safeguarding
for Children. This will include focusing on embedding processes that ensure that
any child considered at risk or in need should have a care plan.

•

There were some missing care plans or care plans not being updated regularly and
targeted support is underway. This will be further monitored and promoted through
the revised records keeping audit process and the Foundation Standards selfassessment process. This further assurance will also be used to embed the
requirements for observation charts to be completed regularly and accurately, an
area identified as an issue in some reports and including a previous Prevention of
Future Deaths report.

•

More analysis and support to be explored through our suicide prevention process
for people with a diagnosis of ASD as the panels identified an emerging issue with

7
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the number of incidents where the person involved had a diagnosis of ASD. This
also relates to discussions within the Trust and with commissioners to further
enhance services for this group.
•

Liaison with and feedback to Acute Hospital General Wards is taking place as we
have seen incidents where people with learning disabilities and mental health
problems are discharged from an Acute General Hospital without appropriate
discharge planning.

•

The appropriateness of placements for clients with learning disabilities and the
rationale for decisions to move individuals are not always being clearly
communicated to all parties concerned. There is potential for liaising with Social
Care in a more proactive way to establish if individuals are likely to be moved, when
and why in order to pre-empt and challenge inappropriate moves and placements
and improve communication.

8 Conclusions
There has been further progress in improving our ability to learn in order to prevent future
harm or death, as well as improve people’s experiences.
Whilst we are sharing learning across teams there is scope for further improvement in
targeted sharing of learning with our clinical teams and professional groups and in
identifying measures to ensure learning changes practice. There is also scope for
improving our collaborative working with other providers and with public health colleagues.

Billy Hatifani, Director of Risk & Safety (DDoN)
Justin Wilson, Medical Director
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Discussion

Where discussed
to date and next
steps:

This report has previously been presented to the Executive Board,
Quality Committee, Health, Safety and Wellbeing Committee & Trust
Board. It has now been updated to include progress against key actions

Purpose of this
paper:

The Board’s attention is drawn to the following:
• 28 of the 32 standards are rated green, and work continues to
ensure that the level of compliance is sustained.
• Fire Safety at Farnham Road Hospital- . A full site fire audit will be
carried out in March of FRH by Surrey Fire and Rescue Service to
ensure continued compliance
• Delius & Elgar Ward moving to Chertsey site- H&S team involved in
ensuring a safe clinical environment through the gateway process.

Health/Social
impact

Compliance with CQC and other regulatory standards is essential to
assure people that their care, support and environments are appropriate
and safe.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

We continue to progress our Equality Objectives reported through the KPI
report.

What do you need
from the Trust
Board?

The Board is asked to discuss and note this report.
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Health and Safety Compliance Report to the Trust Board (Public)
1.0

Introduction

Surrey and Borders Partnership NHS Foundation Trust remains committed to providing services that
are safe and effective for people who need those services, and for our staff who work to deliver them.
This report is to provide the Board with assurance on our compliance with statutory duties. Health and
safety management systems cover every aspect of the Trust’s activity. There has been significant
progress throughout the past year in the delivery of compliance on BSI OHSAS 180001 standards as
we prepare for accreditation assessment in the near future.
Health, Safety and Wellbeing Management System Compliance Dashboard as at 17.01.2017:
Domain

Nov-15

Jan -16

Mar-16

May-16

Aug-16

Oct-16

Dec 16

9

14

18

21

24

25

28

Asbestos
Biosafety (Occupationally acquired infections)
Communication (CAS Alerts)
Construction Design and Management (CDM)
Control of Substances Hazardous to Health (COSHH)
Disability
Display Screen Equipment (DSE)
Dust
Electrical Safety
Environmental Security (Empty Buildings)
Ergonomics
Expectant Mothers
Falls (from height)
Fire Safety
First Aid at Work
Food Safety
Gas Safety
Infections (Outbreaks + Hand Hygiene + Environmental Audits)
Legionnaires’ Disease
Local Exhaust Ventilation
Lifting Operations and Lifting Equipment (LOLER)
Manual Handling
Muscular Skeletal Disorders
Portable Appliance Testing (PAT)
Pressure Systems Safety
Reporting Incidents, Diseases and Dangerous Occurrences (RIDDOR)
Workplace Risk Assessments, Safe Environment (Never Events), Violence at Work
Ligature Minimisation
Training
Work Equipment (Medical Devices, Calibration)
Stress
Temperature (Water and thermal comfort)
Number of Green Ratings

Health and Safety Q3 update
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2.0 Summary of Progress
The compliance dashboard demonstrates steady progress has been made across a number of
health and safety priorities throughout the year. The health and safety audit programme is
underway, and a number of gaps have been identified and improved upon as a result. The
Health & Safety Manager was appointed in April 2016 and has worked to support teams to
achieve compliance, including providing specialist support to Farnham Road Hospital with
regard to fire evacuation, drills, management of fire alarm activations and reduction of smoking
on the wards.
There are steps being taken to reduce the number of people absconding from Elgar Ward. To
mitigate further these risks and to preserve dignified care, we are moving both wards from the
Mid Surrey Assessment Unit to the Abraham Cowley Unit in Chertsey. The move is being
reviewed through the gateway review process and is due to take place in early February 2017.
The Health and Safety Team continues to work closely with contractors to ensure swift
resolution to health and safety concerns, and to support teams with swift reporting of faults and
escalation when required.
Improvements since last Quarter
Health & Safety compliance is a mandatory requirement for a team to achieve a good rating for
Foundation standards. Though our Foundation Standards review process we gathered further
evidence of how well we are embedding our Health and Safety Management systems and the
following areas have now been rated as green as compliance across the Trust has improved
and work to maintain compliance is managed as Business as Usual:
•

Control of Substances Hazardous to Health (COSHH) – Cleaning is to be
outsourced to a service provider who has, as part of their tender appointment, provided
assurance that their processes are in line with regulations. The Health and Safety
Team will check as part of their inspection programme to ensure that measures are in
place to provide evidence of compliance to enable this indicator to be maintained at
green.

•

Risk Management- Workplace Risk Assessments, Safe Environment (Never Events),
Violence at Work – All teams must have quarterly Workplace Risk Assessments done,
and the Health and Safety Manager supports the development of these. The
Foundation Standards Accreditation Team has compiled a report on the peer reviews
that have audited compliance with this requirement, showing that 71% of teams are fully
compliant with this standard, and 23% of teams are partially compliant. Only 6% of
teams are not compliant, and targeted support is scheduled to ensure that 100% of
teams have current and complete workplace risk assessments.

Health and Safety Q3 update
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•

Training – Health and Safety Training for Managers has been reviewed and updated,
and feedback has demonstrated that staff who attend find it interesting and helpful.
Training compliance for Health & Safety is currently at 95.76%.

•

Legionnaires’Disease – The Legionella Safety Meeting regularly monitors compliance
with this standard, and is progressing the actions identified in the risk assessment,
namely flushing, hot water tank inspections and completion of maintenance remedial
works. A new data management solution to provide prompting for wards regarding the
need to undertake flushing and record this has been implemented. A recent audit has
scored the Trust as 76% compliant, which is an improvement of 13% since last year.
The Associate Director of Estates and Facilities is working to ensure compliance is
improved further as we simplify the processes to enable these to be done.

Compliance Areas that require further Improvement:
•

Display Screen Equipment (DSE) – The Health and Safety Manager continues to
progress this through putting DSE assessments on ESR to help staff to locate the
assessment and be reminded to do it. An audit of compliance is planned by the Health
and Safety team. Managers continue to be trained as part of their statutory training to
support their staff in undertaking these assessments.

•

Electrical Safety – The Trust is currently compliant under the Electricity at Work
Regulations, and this has been audited by the Trust’s authorised engineers. Some
aspects of electrical safety are managed through CAS alerts, in which dangerous
incidents or near misses are reported for us to act upon. Evidence is being compiled to
show that our lightening conductors have been inspected and maintained. Once this is
complete, this standard will be rated as green.

•

Food Safety – The Food Hygiene Policy is currently under review. Unfortunately the
recent draft of the policy was not deemed ready for approval by our Policy Assurance
Group. Work is underway to support a further review of the policy to ensure its fit for
purpose and ready for Executive Board approval in February. This remains Amber as
the current policy remains in use.

•

Stress – Systems are in place and being used by staff to support them through
stressful times. However, compliance with workplace stress risk assessments is not
consistent and managers are being encouraged by the Health, Safety and Wellbeing
Committee to complete these risk assessments. If a team or a person is found to be
suffering from the effects of work-related stress, support and guidance is available from
the Occupational Health team. Staff are accessing the employee support programme
for help with stress related symptoms, and the Occupational Health team monitors
usage of this service to make sure that it is accessible.

Health and Safety Q3 update
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3.0 Central Alert System
There are no overdue CAS alerts outstanding. 7 CAS alerts were received in the reporting
period. 3 of these relate to electrical installations and systems and 2 of the alerts relate to
medical devices. There was 1 Class 4 drug alert and 1 message around the use of anti-viral
drugs. All the alerts are being managed through existing processes as business as usual. The
compliance rating for CAS is currently green to reflect the progress that has been made
throughout the year. Learning from previous CAS alerts is being embedded in our on-going
Community Hub development and the gateway review process.
4.0 Fire Safety
Fire Alarm issues at Farnham Road Hospital (FRH) – Although much improvement in the
reduction of false alarms caused by over sensitive detectors and steam, further work is being
progressed to ensure this system functions optimally. A follow up meeting with Surrey Fire and
Rescue Service will be taking place in March. Desk top fire drills are being completed monthly
at FRH and practical Ski Pad training is underway for all ward staff. In addition, ward staff are
receiving refresher training in the use of electronic door emergency override keys. Fire
Warden training continues to also be offered to staff.
The fire risk assessment process remains in place and are being undertaken by Trenton our
authorised Fire Advisors and the closure of all identified gaps is monitored through the Fire
Compliance Meeting.
5.0 Recommendations
The Board is asked to note the progress made since last reporting and management systems
in place to drive improvement.
Billy Hatifani- Director of Risk & Safety (Deputy Director of
Nursing)
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Avril da Costa Maia-Head of Corporate Risk and
Resilience
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Discussion

Where discussed
to date and next
steps:

This information is shared at a variety of committees including our
Quality Committee and Executive Board, Quality Directorate team
meeting and with our commissioners

Purpose of this
paper:

The Board’s attention is drawn to the following:
•
•

•

93% of our Healthcare services action plan is complete with 4 actions
overdue against the deadline of 31st December 2016.
Unannounced visits to our adult inpatient wards at Farnham Road
Hospital in November 2016 have raised potential breaches of
regulation. We aim to address these by 31st January 2017
We have completed 98% of the actions for our social care homes and
expect to be fully complete by end of January 2017.

Health/Social
impact

The CQC Fundamental Standards provide an important minimum
indication of the quality of care being provided by services.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

It is essential that our service delivery has the individual at the centre and
is mindful of the individuals protected characteristics

What do you need
from the Trust
Board?

Our Trust Board is requested to note the progress with our action plan
and reflect on improvements made to the reporting of incidents via our
mortality report and our complaints reporting
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Care Quality Commission - Compliance Update
Our Healthcare Services - Our action plan in response to the February 2016 Comprehensive
inspection was due to be complete by 31st December 2016. 93%, 55 of our 59 actions are
complete with 4 overdue against the deadline of 31st December 2016.
The outstanding actions relate to completion of the soundproofing work underway at Spelthorne
CMHRS (due to be complete by 31st January 2017), the recording of allergies in our Home
Treatment Teams (HTT), the review/documentation of changes in risk in HTT and the development
of Datix incident review reporting into our Integrated Quality and Performance pack. We are also
seeking further assurance regarding learning from incidents across all our services and
departments, including this in our board. A mock inspection is planned on 3rd February to provide
external assurance of our progress against this action plan with CCG commissioners and other
external volunteers assisting with this review.
Table 1: Progress against our actions

RAG Status

Milestone and Workstream RAG

No.

Per cent

New action

0

0%

Not yet started - Not due yet

0

0%

0

0%

0

0%

Red

In progress - On time
In progress - Risk to not completing
on time
In progress - Overdue

4

7%

Black

Not started - Overdue

0

0%

Blue

Action Complete

55

93%

Grey

Action Aborted

0

0%

59

100%

Purple
Light Grey
Green
Amber

Total Actions

Farnham Road Hospital, Guildford
The unannounced visits to our adult inpatient wards at Farnham Road Hospital in November 2016
have raised breaches of regulation. We aim to address these by 31st January 2017
The areas of improvement are associated with our ongoing development of our governance
processes to evaluate, improve and demonstrate learning at every level of the organisation from
incidents and ensuring our seclusion facilities are sustained at a good standard.
We have an action plan in place to address the concerns. We are accelerating the introduction of
local Datix learning huddles to support the 4 wards in their response to learning from incidents
following testing this on Juniper ward. We have reviewed incidents that have been identified by
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CQC as lacking in learning from their review of the Datix reports, 2 of which have been reported as
Serious Incidents so are subject to a root cause analysis investigation over and above the Datix
system recording.
With regard to seclusion, 4 out of the 5 areas of concern have already been resolved.
We expect to demonstrate significant improvement by 31st January 2017 and await the draft report
for more detail.

Our Social Care Services
Courthill House – the environmental improvements with regard to Courthill are programmed for
24th January 2017 and the service will decant to Primrose at The Meadows for one week. CQC
have been informed of this temporary move. We are anticipating a re-inspection of Courthill by
13th February 2017. Training of staff is the other outstanding areas and the Division have been
asked to give their assurance that this will be complete by the end of January.
Derby House – all the outstanding actions are now closed. We are expecting a re-inspection by
15th February 2017.

Table 2: progress against our action - Redstone, Courthill and Derby House January 2017
RAG
Status
Purple

Milestone and Workstream RAG

Totals

%

New action

0

0%

Light
Grey

Not yet started - Not due yet

0

0%

Green

In progress - On time

0

0%

Amber

In progress - Risk to not completing on time

0

0%

Red

In progress - Overdue

2

2%

Black
Blue
Grey

Not started - Overdue
Action Complete
Action Aborted

0
48
0

0%
98%
0%

50

100%

Total

CQC Drug and Alcohol Inspection
We submitted our Provider Information return for our planned inspection the week of 20th February
2017. The inspection preparation project is progressing with a mock inspection date set for 3rd
February 2017.
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Registrations
The registration for our new assessment and treatment ‘Deacon Unit’ has been submitted and is
under review by CQC. The planned date for the closure of April Cottage and move to Deacon Unit
is 24th January 2017.
Our Ofsted registration for Beeches was submitted in December 2016 and is being progressed.
However, we are anticipating a CQC inspection of Beeches in the next 2 months as we remain
registered until the Ofsted process is complete.

Jo Young
Director of Quality and Deputy Chief
Executive (Nurse Director)
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Jo Lynch
Head of Nursing, Compliance and peoples
experience
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Item: 15.17Public
Subject:

Complaints Report

Author:

Jo Young, Director of Quality and Deputy Chief Executive (Nurse
Director);
Jo Lynch, Head of Nursing, Compliance and People’s Experience

Purpose:

Discussion

Where discussed
and next steps:

The report has been drawn together from a summary of papers
received at the Executive Board and Quality Directorate
Management Team and informs quarterly reporting to NHS
Improvement and the Council of Governors.

Purpose of this
paper:

The Board’s attention is drawn to the following:
•
•
•
•
•

We received 12 complaints in November and 6 in December.
st
st
We received 61 complaints throughout April 1 2016 to 31 December
2016, which is 10 less than the same period last year.
st
st
Throughout 1 April to 31 December 2016, we have responded to 80%
of complaints within 49 days.
We continue to have the most complaints from people, their families
and carers who are seen by our mental health services for adults.
We did not receive any new notifications from the Parliamentary and
Health Service Ombudsman during November and December 2016.
We currently have 5 complaints with the Ombudsman.

Health/Social
Impact:

Compliance with CQC standards and our Complaints Regulations is
essential to assure people that their care, support and environments
are appropriate and safe.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of Equality
Analysis:

We continue to progress our Equality Objectives reported through
the KPI report.

What do you need
from the Trust
Board?

The Board is asked to discuss this report.
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Complaints Report
The Board considers detailed people’s feedback because it provides insight into how people,
families and carers experience our services. We have received 61* formal complaints
throughout April 1st to 31st December 2016; as detailed in the chart below. This is a decrease
of 10 from the same period last year. We continue to receive the most complaints and PALS
contacts from people seen by our mental health services for adults.
We received 12
complaints in
November and a
further 6 in December.
All complaints are
currently being
investigated in line
with the NHS
Complaints
Regulations and were
acknowledged within
three working days of
receipt, in line with the
statutory
requirements. The chart above shows the number of complaints received in 2016/17,
compared to 2015/16. We did not receive any new notifications from the Parliamentary and
Health Service Ombudsman during November and December 2016.
November PALS
During November, 34 PALS contacts
were received. 27 of these were for
Mental Health Services for Adults, 1
was for Children and Young People’s
Services, 2 were for our Older People’s
Services, 3 were for our Specialist
Services and 1 was for our Corporate
Services. 23 of the contacts were
directly from the person using our
service (68%) and the others were from
a relative/carer (32%).
December PALS
During the month of December, 16
PALS contacts were received. 13 of
these were for Mental Health
Services for Adults and 3 were for
our Older People’s Services. 10 of
the contacts were from the person
using the service (62.5%) and 6
were from a relative/carer (37.5%).
Over 30% of PALS contacts were
from attending our adult inpatient
wards.
*Data for this report is taken at a moment in time and where possible, we update this for each report. This does mean
that numbers may change in-between each reporting period.
Peoples Experience Report to the Trust Board (Public) in Jan 2017
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Complaints Breakdown
The table below details the number of complaints received and closed, as well as the
number of compliments received during November and December 2016:

Compliments

Closed

Upheld/Partially
upheld

Received

Upheld/Partially
Upheld

WAA Mental Health and
Psychological Therapies
Older Adult MH/
Specialist Comm/ WAA NEH
CYPS/EIIP
PLD
Specialist Services

10

1

0

14

5

2

0

20

0

1

1

2

1

1

1

7

1
0
1

0
0
0

0
0
0

18
2
14

0
0
0

0
0
0

0
0
0

10
0
1

Corporate

0

0

0

1

0

0

0

0

Total

12

2

1

51

6

3

1

38

Closed

Received

December
Compliments

November
Lead Directorate

During the month of November, 6 medical and 6 operational complaints were received and
during December, 1 medical and 5 operational complaints were received.
Responsiveness
We continue to maintain improvements in the timeliness of our responses. Our improvement
plan agreed at the Quality Committee is to improve our performance from 50% to 75% of
complaints responded to within 49 days. Of the complaints received and responded to
throughout 1 April 2016 to 31 December 2016, we have responded to 80% within 49 days,
which is slightly lower than what we reported in the December Board (82%), but still an
improvement on how we responded to complaints throughout 2015/16 (65% within 49 days)
and 2014/15 (53% within 49 days). A new triage system to speed up further our complaints
process is in design stage. The table below demonstrates our improvements in responding to
people over time.
2016/17

2015/16*

2014/15

2013/14

Number of completed investigations
23
11
13

2012/13

Length of investigation
Less than 30 days

8

Between 31-49 days

16

39

48

58

55

50 days or more

7

34

52

59

58

Total number of complaints
completed

31

96

111

130

125

12

In addition to the above, we have also responded to a number of complaints throughout 1
April 2016 to 31 December 2016 that were received during the previous year (2015/16). Most
of these complaints were received in Q4 2015/16, and one was being investigated by the
Parliamentary and Health Service Ombudsman. The total number of complaints completed
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throughout this time frame can be seen in the table below.

Length of investigation
Less than 30 days
Between 31-49 days
50 days or more
Total number of complaints completed

2016/17
(complaints closed throughout 1 April 2016
31 December 2016, which includes those
carried over from previous year)
Number of completed investigations
15
25
15
55

We have also been exploring our performance against the promises we have made to people
and their families following receipt of a complaint. As per the regulations, we acknowledge
receipt in 3 days, allocate an investigator and then agree response timescales with the family.
When we receive a complaint, we speak with the person raising concerns to explain our
complaints process. At this point if concerns are being raised on behalf of a person who uses
our service, we inform them of our requirement to obtain the person’s consent to share
information with them. We explain that in the event that we are unable to obtain consent, we
can continue to formally investigate but that we are unable to provide a full response.
We monitor our performance against the timescales that we have agreed with families, not
from the date that we received the complaint, and since April 2016 we have delivered 67.7%
(21 of the 31) of complaint responses on time or early, against what we promised people. Of
these, 18 responses were delivered on average 6 days earlier than expected, with 3 complaint
responses being delivered on the promised date.
Out of the 31 responses that we have provided to people, 10 were overdue against the
promises we made (ranging from 3-34 days overdue), but people and their families were kept
informed of any delays. A number of these complaints were very complex and we also
experienced some issues with gaining consent from the person who uses our services. Some
investigations also took longer than we expected and we are looking to refine our systems,
which will reduce these delays and improve people’s experience.
Learning from complaints
The following are issues identified from summarised complaints that were closed in November
and December 2016 and categorised as partially upheld (we did not have any that were fully
upheld). As part of our investigation process, the below have resulted in recommendations
being made and there are expected actions to be completed. These are recorded on Datix
and tracked to completion.
Adult Mental Health
1. Concerns were raised by a person who received an assessment for Psychotherapy.
They did not feel the assessment process was reliable and believed they had been
incorrectly diagnosed as a result. Our investigation confirmed that the assessment
process had been carried out appropriately and we explained that the clinician was
using ‘working’ diagnoses at this stage and that these had not been set in stone. Their
concerns were found to be not upheld.
2. A person using our mental health services for adults raised concerns about their time
Peoples Experience Report to the Trust Board (Public) in Jan 2017
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in one of our inpatient wards, whilst under one of our community teams. They believed
one of our doctors prevented them from being admitted to one of our inpatient wards,
but our investigation was able to confirm that this was not the case. They also had
concerns about staff not supporting them at a difficult time on the ward with another
person using our service. We were able to explain what support ward staff offered and
advise that the other person was particularly unwell at the time, but apologised that
they felt unsupported. Whilst this person’s concerns were not upheld, we did
recommend that their care coordinator supported them in completing an Advance
Directive, which we hope will help, should they be admitted to one of our wards in the
future.
3. A person using our community mental health services raised concerns about their
consultation with a Consultant Psychiatrist. They felt there were inaccuracies within
the summary letter and also questioned why some areas of the assessment were
necessary. Their concerns had been dealt with at a local level and the inaccuracies
within the letter were rectified, but following this they wished to proceed with a formal
complaint investigation. Our investigation confirmed that the changes to the letter had
been made and that these inaccuracies did not change the meaning of the letter. We
were also able to provide explanations as to why certain areas formed part of the
assessment process and their concerns were found to be not upheld.
4. Concerns were raised on behalf of a person using our service with regards to not

feeling fully supported by the Crisis Line, South West Home Treatment and our
Psychiatric liaison at Royal Surrey County Hospital. On this occasion, we were unable
to obtain the person’s consent and so provided the family with a shortened response.
Here, we were able to advise that their concerns had been partially upheld. We let
them know that we will remind our Psychiatric Liaison Team of the changes made to
our Acute Care Pathway Integrated Model Operational Procedure and compliance with
the Care Act to improve people’s experiences going forward.
Older People’s Mental Health
1. Concerns were raised by the family of a person who received care and treatment at
one of our older people’s inpatient wards. They felt that whilst their relative received a
good level of care and treatment in hospital, we didn’t provide them with enough
support when it came to their discharge. Our investigation partly upheld their concerns
and found that whilst the team had prepared for this person’s discharge from the ward
well, we could have provided the family with more information around what this would
involve. As a result, we recommended that a leaflet is created to explain the transition
from hospital to a person’s home.
2. A family raised concerns about the care their relative received from one of our
community teams, with a particular thought that their relative’s confidentiality may have
been breached. We did not have the person using our service’s consent to share
information with the family, but were able to inform them that our investigation had not
found any evidence to suggest confidentiality had been breached. Their concerns
were not found to be upheld.
Our Complaints and PALS team report all actions and learning points through to our Divisional
Quality Action Groups on a monthly basis to support the completion of actions and local
learning from people’s experience of our services.
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People – our Clinical Strategy
Our focus for this report is People. Through this
family’s experience, we are reminded of the
importance of ensuring our teams consider the
impact of a person’s discharge from hospital on the
wider family.
As briefly mentioned above, the family of a person
who received care and treatment on one of our older
people’s inpatient wards felt their relative’s
discharge from hospital was rushed. They wanted
us to know that the care we provided during their
relative’s admission was of a good standard, but
they felt we could have done more to ensure their
family were better prepared for their relative to come
home.
Our investigation found that this person’s discharge planning from the ward had been taking
place as it should have, but there were factors that meant their discharge needed to be
delayed, in addition to other changes that occurred to the aftercare plan. We understood that
our ward staff had been working with external agencies to ensure a package of care was in
place for when this person was discharged to their home, but this changed at late notice. This
meant that the family needed to liaise with staff in order to facilitate a different package of
care, which was a confusing and stressful time for them.
We also realised that a carer’s assessment had not been offered to this person’s partner. We
reflected that a carer’s assessment would have provided an opportunity for our staff to better
understand what help was needed for them to provide care upon their relative’s discharge and
as a result, we have reminded our staff of the importance of offering carer’s assessments.
We acknowledged that whilst our team involved both the person using our service and their
family within discharge planning meetings, the information that we provided did not meet their
needs. We felt the creation of a leaflet, which clearly explains the transition from hospital to
home, would have been beneficial to this family and recommended that our teams use our
Trust’s ‘Protocol of Choice’ to help families to understand the discharge process and options
that are available to them.
Learning Themes
Informing and Involving Carers: Two key programmes within our carers action group is
progressing work to improve and embed this learning, our Carers Respect programme and
the Triangle of Care action plans and re-assessment processes.
Communications: Our newly introduced accessible information standards help improve the
sharing of information in a way that is understandable and explainable to people who use
services and their families

Jo Lynch

Jo Young

Head of Nursing, Compliance and People’s
Experience

Director of Quality and
Executive (Nurse Director)
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Author:

Dr Martin Schmidt, Co-Director of Education
Dr Justin Wilson, Medical Director

Report for:

Discussion

Where discussed
to date and next
steps:

Presented at Executive Board on the 17th January 2017

Purpose of this
paper:

The Board’s attention is drawn to the following:
•
•
•

Overall Trainee satisfaction score was highest in KSS compared
to all NHS Trusts
Compared to all 54 Mental Health Trusts SABP achieved the
second highest overall trainee satisfaction score.
Concerns raised nationally in the survey have been considered
against SABP performance

Health/Social
impact

Doctors in training are essential in the delivery of high standards of care
and treatment to people who use services. Satisfaction with training and
support is an important factor in enabling trainees to provide excellent
care.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

Not applicable

What do you need
from the Trust
Board?

The Board is asked to note the report and the actions taken.
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1.1 Purpose
In December 2016 all Trusts received a letter from the GMC highlighting concerns
reported nationally in the GMC 2016 survey and asking for Trust Boards to review their
own survey results and consider what steps could be taken to improve the experience of
trainees and trainers.
1.2 Introduction
The GMC Training survey is an annual survey of all doctors in training in the NHS. The
results are used to measure the quality of teaching and identify problem areas/areas of
excellence by comparing trusts/programmes with each other and the national average.
In 2016 the GMC introduced a Trainers survey for consultant supervisors of trainee
doctors. The survey explored the experience of trainers in terms of time and support for
teaching duties and organisation of medical education.
Below is a summary of our results and comparison to the national picture.
1.3 Summary of SABP results
Since 2012 Surrey and Borders has achieved the highest overall trainee satisfaction score
out of the 3 mental health trusts in the Kent Surrey and Sussex region. In 2014 we
achieved the highest overall satisfaction score of all trusts (mental health, acute and
specialist) in KSS and 2nd place in 2015 (to Queen Victoria Hospital NHS Foundation Trust
– a specialist reconstructive surgery centre).
From 2012-2015 SABP achieved a red flag (score below outlier) for handover. Over the
past 2 years the Education department has put measures in place to remedy this including
providing all trainee doctors on call with a laptop and remote access to the electronic
records and designing a new handover procedure.
In the 2016 Surveys:
The SABP overall trainee satisfaction score increased from the previous year and we
achieved the highest score out of all mental health, acute and specialty trusts in Kent
Surrey and Sussex.
Mean
Trust / Board

Indicator

2014

2015

2016

Ashford and St Peter's Hospitals NHS Foundation Trust

Overall Satisfaction

75.25

77.37

75.73

Brighton and Sussex University Hospitals NHS Trust

Overall Satisfaction

77.40

77.27

78.40

Dartford and Gravesham NHS Trust

Overall Satisfaction

78.13

77.32

77.83

East Kent Hospitals University NHS Foundation Trust

Overall Satisfaction

77.18

77.83

77.83

East Sussex Healthcare NHS Trust

Overall Satisfaction

74.27

78.62

75.05

Frimley Health NHS Foundation Trust

Overall Satisfaction

84.71

79.18

77.90

Kent and Medway NHS and Social Care Partnership Trust

Overall Satisfaction

80.97

82.75

84.00
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Maidstone and Tunbridge Wells NHS Trust

Overall Satisfaction

78.86

78.99

75.15

Medway NHS Foundation Trust

Overall Satisfaction

78.17

81.67

77.07

Queen Victoria Hospital NHS Foundation Trust

Overall Satisfaction

84.50

88.83

85.33

Royal Surrey County Hospital NHS Foundation Trust

Overall Satisfaction

80.04

81.14

79.17

Surrey and Borders Partnership NHS Foundation Trust

Overall Satisfaction

85.24

84.32

88.56

Surrey and Sussex Healthcare NHS Trust

Overall Satisfaction

80.40

79.39

77.10

Sussex Partnership NHS Foundation Trust

Overall Satisfaction

84.00

80.79

82.89

Western Sussex Hospitals NHS Foundation Trust

Overall Satisfaction

79.17

80.35

79.49

For 8/12 domains in the trainee survey we achieved the highest scores out of the 3 mental
health trusts in KSS (overall satisfaction, clinical supervision, induction, educational
supervision, access to educational resources, local teaching, regional teaching and study
leave).
We cleared the red flag for handover (our score on this domain almost doubled from 42 to
72).
No red flags in the survey when viewed overall or by type of trainee (core / FY/GP/ HST or
specialty).
Compared to all 54 mental health trusts in England we achieved the second highest
overall trainee satisfaction score - second only to Tavistock and Portman (Tavistock is a
specialist mental health trust that does not have full core/GP/foundation training
programmes in psychiatry).
Trainees are able to leave free text responses and raise safety issues in the survey. We
received one non immediate safety concern about intensity of work during 24 hour on
calls. This has been addressed through diary card exercises and the introduction of full
shifts due to commence in February 2017.
The first GMC Trainer survey results were hugely positive. SABP had the highest
response rate in HEKSS (91%) and achieved green flags (score above outliers) for
Organisational Culture and Educational Governance. We had the highest scores in
HEKSS on all domains except for two where we came second.

Trust / Board

Response
Rate

Mean

Mean

Time
for
trainers
Mean

Ashford and St Peter's Hospitals NHS
Foundation Trust
Brighton and Sussex University
Hospitals NHS Trust
Dartford and Gravesham NHS Trust

55%

54.76

58.17

49.36

59.52

58.04

70.44

62.00

52%

53.41

54.86

49.14

60.95

59.92

61.29

60.26

65%

76.49

73.71

62.58

71.21

64.06

70.39

70.98

East Kent Hospitals University NHS
Foundation Trust
East Sussex Healthcare NHS Trust

63%

64.26

65.99

56.82

68.18

62.41

67.77

68.01

39%

61.44

60.78

56.83

63.83

59.04

62.94

64.18

Organisational
culture

Educational
governance

Mean

Support
for
trainers
Mean

Resources
for
trainers
Mean

Appraisals

Supervisor
training
Mean

3
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Frimley Health NHS Foundation
Trust
Kent and Medway NHS and Social
Care Partnership Trust
Maidstone and Tunbridge Wells NHS
Trust
Medway NHS Foundation Trust

53%

70.17

72.38

50.33

66.37

63.31

75.66

70.50

56%

69.40

65.70

58.72

67.19

63.28

67.19

66.41

42%

64.90

66.72

52.50

65.00

61.88

65.36

70.94

44%

65.38

67.53

62.27

72.27

66.82

67.27

66.52

Queen Victoria Hospital NHS
Foundation Trust
Royal Surrey County Hospital NHS
Foundation Trust
Surrey and Borders Partnership NHS
Foundation Trust
Surrey and Sussex Healthcare NHS
Trust
Sussex Partnership NHS Foundation
Trust
Western Sussex Hospitals NHS
Foundation Trust

59%

60.26

59.62

63.12

60.19

60.19

72.84

66.36

71%

66.04

65.02

53.27

62.85

61.45

68.26

69.00

91%

76.18

75.48

72.64

73.58

68.87

74.53

74.37

55%

73.63

74.21

53.30

69.40

63.62

70.71

68.91

55%

65.44

65.31

62.42

66.42

63.73

65.52

65.36

45%

60.28

60.25

49.91

61.68

58.02

65.85

60.15

1.4 National trends & GMC recommendations
The GMC have highlighted concerns that have been raised in the survey nationally:
•

40% of doctors in training rated their workload as heavy or very heavy
In SABP only 13.89% of trainees rated their workloads during the day as heavy, 0%
as very heavy, 77.78% about right, 5.56% light and 2.78% very light
For out of hours work 36.11% rated their workloads, 5.56% very heavy, 44.44%
about right, 5.56 light and 8.33% not applicable (do not do on calls). The move to
full shift for junior rota should help address this as shifts will be shorter in duration.
Efforts to manage the workload for HSTs (who will remain on an on call rota) are
being made including new guidance, automatic rest day after on call and a diary
card
exercise.

•

50-60% of doctors in training reported working beyond their rostered hours
every week
In SABP only 25% of doctors in training reported working beyond their hours every
week, 25% every month , 38.89% rarely and 11.11% never.

•

Up to 25% said their work patters left them sleep deprived on a weekly basis
In SABP only 2.78% of doctors in training said their work patterns left them sleep
deprived on a weekly basis, 30.78% monthly, 36.11% rarely and 30.56% never.

•

33% of trainers reported not having adequate time to fulfil their role
In SABP 81.13% of trainer agreed/strongly agreed that they have enough time in
their job plan for their role as an educator, 9.43% neither agreed or disagreed and
9.43% disagreed/strongly disagreed.
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•

Rota Gaps were highlighted as a concern.
This wasn’t highlighted in our survey

As a result the GMC has reminded trusts of the following standards
1) Effective, transparent, clearly understood educational governance systems
and processes to manage/control quality of medical education and training.
SABP have clear systems and processed to manage/control the quality of medical
education and training as evidenced by our green flags in the trainer survey and our
published research on Education Initiatives like our internal End of Post survey
which has been recognised as example of excellent practice by HEE.
2) Rota design must ensure:
a) Doctors in training have appropriate clinical supervision
All SABP doctors in training are supported by on call consultants for general
adult, child and adolescent psychiatry, old age and learning disability. 85.29% of
trainees reported they knew who was providing clinical supervision out of hours
and they were accessible.
b) Support doctors in training to develop professional values, knowledge,
skills and behaviours
All SABP doctors in training are supported by their supervisors to develop
professional values, knowledge, skills and behaviours.
c) Provide learning opportunities to meet curriculum/training programme
requirements
All SABP posts are approved, reviewed annually and curriculum mapped to
ensure they meet the training programme/curriculum requirements.
d) Access to educational supervisors
All SABP posts have a named educational supervisor
3) Trainers must have enough time in their job plans to meet educational
responsibilities.
SABP trainers have reported that they have sufficient time in their job plans to meet
educational responsibilities and the Education team sends out an annual reminder
of the need to include education responsibilities in job planning to individual
consultants and job planners.
Dr Martin Schmidt, Co-Director of Education
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Trust Board in Public – 25th January 2017
Item: 17.17Public
Subject:

Value for Money Report – December 2016

Author:

Graham Wareham; Chief Finance Officer

Report for:

Discussion

Where discussed
to date and next
steps:

The Value for Money Paper was presented and discussed at Executive
Board

Purpose of this
paper:

The Board’s attention is drawn to the following:
•

•
•

The Trust’s YTD operational outturn is a £46k surplus, compared
to a £48k planned surplus.
The Trust is forecasting to deliver its planned £0.1m surplus at
the end of the year.
The Use of Resources metric has improved to a 2.

Health/Social
impact

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.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

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

What do you need
from the Trust
Board?

The Board is requested to note the position of the Trust for the period to
31 December 2016
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Value for Money Report to 31 December 2016
1

Introduction
This report sets out the December value for money position.

2

Value for Money Headlines
For the period to 31st December 2016 the Trust has delivered a year to date operational
surplus of £46k.
The table below summarises the financial position:

Income
Expenditure
Sub Total (EBITDA)
Depreciation
Dividends on PDC
Other
Total excl. Exceptional Items
Profit on Disposal
S&T Funding
Fixed Asset Impairments
SURPLUS / (DEFICIT)

3

Annual Plan YTD Budget YTD Actual YTD Variance
£000's
£000's
£000's
£000's
158,733
119,038
118,131
(907)
(149,281)
(111,976)
(111,313)
663
9,452
7,062
6,818
(245)
(5,684)
(4,263)
(4,083)
180
(3,553)
(2,665)
(2,594)
71
(115)
(86)
(95)
(9)
100
48
46
(2)
2,641
1,278
1,350
72
960
720
720
0
0
0
0
0
3,701
2,046
2,116
70

Operational Outturn
The Trust recorded a YTD operational deficit of £0.7m and released net £0.7m from the
balance sheet, following a review of provisions relating to pay, debtors and dilapidations,
which brought the position to a £46k operating surplus and a £1.4m bottom line surplus,
excluding S&T funding of £0.7m.
As we are now confident that we will achieve our planned £0.1m operating surplus for the
year, we believe we are now eligible for £0.7m YTD of S&T funding, bringing our bottom
line surplus to £2.1m.
The Trust has delivered £2.8m of CIP compared to a plan of £3.1m.

4

Agency usage
The Trust’s YTD agency spend as a percentage of our total pay spend is 7.5%. NHSI issued
us with an agency spend control total of £6.695m for the year. Year to date we have spent
£6.2m, 24% more than our control total.
The below table compares SABP’s agency spend to the south region. At M8 SABP were
ranked 28 and 44 out of 55, so is largely holding its own, though overall agency spend has
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been creeping up and needs renewed focus, being provided via the Temporary Workforce
Group.

Agency
Spend vs
Ceiling %
Month
September 16 - (M1-6)
14.20%
October 16 - (M1-7)
15.00%
November 16 - (M1-8)
18.20%
Movement

Agency Spend %
Spend vs of total
Ceiling % staff cost
Rank
rank
28
42
27
43
28
44

Ra nk 1 i ndi ca tes l owes t a gency s pend a ga i ns t cei l i ng a nd %
of tota l s ta ff cos t

5

Use of Resources Metric (previously FSRR)
The Trust’s finance use of resources metric was a 2 for M8 and is expected to be a 2 for
M9.

6

Cash flow and Aged Debt
Our cash balance has been improving each month and was £10.7m at end December. Our
year end forecast is £9.2m.
Total debt has increased slightly to £7.1m in December due to the timing of our quarterly
invoicing.
Over 90 day debt is continuing to reduce, currently at £1.7m. The main outstanding debt
now sits with Surrey Downs making up £1m, which is actively being chased.

7

Annual Plan
The Trust submitted its 2 year annual plan to NHSI on 23rd December.
SABP and its 2 new sets of commissioner collaboratives (Surrey Heartland & Blackwater
Mental Health) were successful in bringing the 2017/19 contracts for Adult and Older
persons Mental Health to signature, as required by the nationally mandated timetable, and
will continue to agree the finer details before these new contracts come into effect in April
2017.

8

Conclusions and Recommendations
The Board is asked to note and discuss the report.

Graham Wareham
Chief Finance Officer
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Trust Board in Public – 25th January 2017
Item: 18.17 Public
Subject:

24/7 Programme - Hospital Facilities for North West, East and Mid
Surrey

Author:

Justin Wilson, Medical Director

Report for:

Discussion

Where discussed
to date and next
steps:

Key issues were discussed and actions taken at the following meetings:
24/7 Project Advisory Group, 24/7 Project Implementation Team,
Strategic Change Project Board, Executive Board, Council of Governors
and Trust Board.

Purpose of this
paper:

The paper provides an update on progress in relation to further
development of our inpatient services. The Board was previously advised
about our revised draft Strategic Business Case (SOC) issued to our
CCG lead who has confirmed this will be discussed at their next
Collaborative Strategy meeting (January 17). We also shared our revised
draft SOC with NHS Improvement for their informal feedback in the light
of their recent release of a new guidance on NHS capital regime and
investment.
The Board’s attention is drawn to the following:
1. The potential programme delay for the development of the second
hospital,
2. The strategic consideration in determining the site location for the
second hospital, and
3. The financial affordability of capital requirement and revenue
consequences.

Health/Social
impact

The 24/7 Programme will significantly improve the quality of health care
environments within the local health economy.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

The original assessment was conducted in 2009 and revalidated during
FBC for Guildford 24/7 development in 2013. A preliminary equality
impact assessment was completed in Aug 2016 as part of this SOC.

What do you need
from the Trust
Board?

The Board is invited to note and offer comments to the issues highlighted.
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PROJECT HIGHLIGHTS - 24/7 Progress Report
Context
In 2008/09 Surrey and Borders Partnership NHS FT (SABP) and then Primary Care Trusts in
Hampshire and Surrey consulted on a proposal to develop three new mental health hospital sites
to serve the populations of Surrey and north east Hampshire. This was based on the projection of
required bed numbers at the time. As a result of the consultation, the agreed locations for the new
hospitals were Farnham Road Hospital in Guildford, St Peter’s Hospital site in Chertsey and a new
site to be acquired in Redhill. It was subsequently determined to develop the hospital in Guildford
first and this became fully operational in January 2016.
In 2014 a 24/7 Review Group was established with representatives of people who use services
and carers to consider whether the previously agreed bed numbers and hospital sites still meet the
needs of the population today and into the future. Health planning consultant firm “Mental Health
Strategies” was commissioned to advice on required bed numbers and the number of sites taking
into account recent developments within community services and the focus on recovery models
and early intervention both nationally and locally. As a result they have suggested a total of 202
mental health assessment and treatment beds for working age adults and older adults should be
provided across two sites.
The results of the Mental Health Strategies work were shared with stakeholders in summer 2015
and following this, SABP Trust Board approved plans to undertake wider engagement to test out
the number of potential sites for our inpatient services in NW, Mid and East Surrey and the
preferred location.
Progress
Since our last report;
•

We shared the revised draft SOC with our CCG lead which is now pending further discussion
at their next Collaborative Strategy meeting in January. The outcome of this meeting may
confirm their leadership decision to proceed to consultation with the public and Surrey Health &
Wellbeing Scrutiny Board.

•

We also shared the revised draft SOC to NHS Improvement for their informal feedback
following their recent release of a new guidance on capital regime and investment. Comments
have been received which require further strengthening of our strategic case for change based
on clinical evidence, additional health need criteria and the fulfilment of 4 acid tests on service
reconfiguration. NHSI has also requested further clarification and confirmation on our financial
affordability and sustainability and NHS commissioners’ written support.

Next Steps
We believe there are a few key challenges to address:
1) Programme slippage: The likelihood of programme delay is high due to the current timeline on
pre-consultation planning, formal consultation period, post-consultation evaluation and the
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associated formal internal and external approval process for the SOC. The timeline for public
consultation process is 12 weeks and subsequently the external approval process including review
by NHS Improvement, Department of Health and HM Treasury is approximately 12 weeks.
Between these processes, there are pre-consultation and post-consultation works, final revision to
SOC and internal approval processes of our final SOC including Trust Board and CCGs. The
overall timeline to proceed to next stage (Outline Business Case) could take a further 8 to 9
months.
Our action:
•

We are continuing our discussions with CCG lead about the consultation process and
programme.

2) Strategic considerations – We need to consider how we will deal with potential conflicts
between the ranking of schemes based on the raw scoring matrix, the anticipated feedback from
the public consultation process and the system-wide preferences related to Surrey Heartlands STP
and the proximity of Langley Green hospital.
Our action:
•

We are continuing our discussions at project advisory group and project implementation
team to determine the weightings and application of benefit criteria.

3) Financial affordability – The maximum capital investment requirement of our shortlisted
options is £100m comprising £60m long-term loan over 25 years and £40m bridging loan over 5
years tied to the sales receipt of our 2 sites earmarked for disposal.
Our action:
•
•

•

We have made an application to the DH’s Independent Trust Financing Facility to seek an
approval-in-principle support for £100m;
We have arranged for a series of internal workshops to address the operational discussions
about the affordability of the revenue consequences to enable us to confirm our plan and
hold further discussion with our CCGs for their support, and
We are addressing the additional workflows that emerged from the informal feedback from
NHS Improvement.

3
100

Trust Board in Public – 25th January 2017
Item: 19.17 Public

Subject:

Summary of key points from the 15th December 2016 Council of
Governors Meeting

Author:

Julie Gaze, Assistant Chief Executive
Wilhelmina Cox, Governance Manager

Report for:

Discussion

Where discussed
to date and next
steps:

Discussed at the Council meeting on 15th December 2016.

Purpose of this
paper:

The Council at their December 2016 meeting:
• Supported the recommendation from the Nominations Committee to
appoint Dr Ian McPherson as the new Chairman
• Supported the Council development Committee’s recommendation to
allow both e-voting and postal voting for the forthcoming governor
elections and the changes to the Constitution required as a consequence
• Governors held their informal meeting on 9th November and met
informally with the Chairman and Non-Executive Directors prior to the
December Council meeting.

Health/Social
impact

The Council of Governors holds the Board to account for the performance
of the Foundation Trust. Governors represent the communities served by
the Trust and help to inform the development of the Trust’s Strategic
Direction and Annual Plans.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

Governors are elected to represent the communities we serve by the
members of their constituencies. Our membership reflects the diversity of
the communities we serve.

What do you need
from the Trust
Board?

The Board is asked to consider the discussions at the last Council
meeting held on 15th December 2016
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COUNCIL OF GOVERNORS – 15th December 2016
Key Issues

1.0

Introduction

This paper provides an overview for the Board of the key issues arising from the 15th
December 2016 Council of Governors.
Since the last Council in September, the
Governors met informally on 9th November and with the Chairman and Non-Executive
Directors prior to the December Council meeting.
2.0

Summary of key decisions

The Council took the following decisions at the meeting:-

3.0

•

Supported the recommendation from the Nominations Committee to appoint
Dr Ian McPherson as the new Chair

•

Supported the Council Development Committee’s recommendation to allow
both e-voting and postal voting for the forthcoming governor elections and
the changes to the Constitution required as a consequence

Key issues arising from discussions

The key items arising from the Council’s discussions in December 2016 may be
summarised as:•
•
•
•
•
•
•
•

Quarterly Performance Commentary to NHS Improvement Q2 - report was
provided.
The Key Performance Indicators Report at Q2 was provided. Staff retention was a
key focus of the discussion in both the informal Governors meeting with the Chairman
and Non-Executive Directors and also in the Council meeting.
Care Quality Commission Compliance Update Tracker Report was provided.
Annual Operational Plan Draft Headlines including our contributions to STPs
Report was provided.
24/7 Quarterly report was provided
Governors held the Non-Executive Directors at their informal meeting on staff
retention
Council Sub Committee Reports - A presentation slide of 3 key items from each of
the committees
Carers Report was provided.

Wilhelmina Cox
Governance Manager

Julie Gaze
Assistant Chief Executive

January 2017
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Item 20.17 Public
Subject:

DRAFT Annual Forward Plan 2016/17 Quarter 3 - Commentary NHSI

Author:

Julie Gaze, Assistant Chief Executive

Report for:

Approval

Where discussed
to date and next
steps:

The report draws from the KPIs, Risk Register, data set and annual plan delivery. It was
discussed by the Executive Board at its October meeting. Following Board approval it will
be submitted to NHS Improvement. It forms the basis of reporting to the Council on
delivery of our Plan.

Purpose of this
paper:

At the end of Quarter 3 our performance under the Single Oversight
Framework is - SEGMENT 2
Particular attention is drawn to the following:• Quality House - CQC - we received unannounced visits to Farnham
Road Hospital in November; good progress Feb inspection plans but
some actions incomplete - mitigations in place
• Service Plans - Appendix 1 - Hubs remain RED; 24/7 moved to
Amber to reflect consultation timeline
• Risks - reflects the Board Assurance Framework recent changes QC2 - from Green to Amber (CQC); VFM3 - from Amber to Green (STPs)

Health/Social
impact

The Annual Plan sets our objectives for the coming financial year. It
provides an overview of the previous year’s performance and sets out the
objectives for the year ahead.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

Our Annual Plan sets our objectives for the year which are underpinned by our
approach to Equality and Human Rights. Our objectives reflect the ambitions of
our Equality and Human Rights Strategy.

What do you need
from the Trust
Board?

The Board is asked to consider the Draft Commentary and approve it
before its submission to NHS Improvement.
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ANNUAL PLAN DELIVERY 2016/2017
Quarter 3 Report

1
Annual Plan Commentary
Quarter 3 2016/2017
Draft for Trust Board approval - Jan 17
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Our Plan for 2016/17
This Report provides an overview of current performance and issues impacting on the delivery of our
Annual Plan 2016/17.

1.0

Summary Quarterly Performance

1.1

Overview

At the end of Quarter 3 our performance in accordance with the new Single Oversight Framework is:

Segment
1.2

2

Quality and Performance

Our focus over the last quarter has been on the following areas of performance and improvement:•

KPI

Key Performance Indicators dashboard – the performance achieved at the end of the Quarter in
our priority areas is as follows:-

Measure

Actual
55%

8

Involving people in planning their care

9

To establish a baseline of the numbers of people who are supported by more than one team from
different divisions and who have “one [care] plan”

Q3 milestone
partially met

10

People who are receiving services will have a physical health check within 3 months of assessment.

50%

11

Each Division and corporate service has a targeted plan to improve information to ensure that it is in
formats that are accessible for people who use services.

15

Reduce the number of SIs reported where severe or extreme harm resulted from 2012 - 2013 total of 70.

Q3 updates for
4 of the 9 plans
delivered
91
incidents
year to date

2
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16

Reduce the number of incidents of abuse (including discriminatory abuse) experienced by staff in the
workplace.

19

Good retention of staff

20

Reduce agency spend as a % of total pay bill

841
incidents as at
30th
September
21.8%
10%

We are taking the following key actions to address the Indicators where progress is behind target:• Divisional Directors are reviewing with their lowest performing teams measures to improve
performance including learning from those teams which are doing well.
• We have partially achieved the Quarter 3 milestone. The training has been delivered as part
of the refreshed SystmOne training which is a rolling programme that started in the autumn.
We expect the updated car plans to go live before 24th January.
• Divisional Directors are discussing through QAGs actions to improve our performance in this
area.
• Since the end of the Quarter the delayed updates have been received from two of the four
teams. The outstanding reports have been flagged to the relevant Directors who have
committed to submitting these asap and to ensure timely returns in Quarter 4.
• Our work through Serious Incident, High Level Investigations and our Mortality Review work
to identify learning and themes for practice development
•

Serious Incidents – There have been 32 serious incidents in Quarter 3. There have been 0
reported admissions of a young person (under 18) into our adult inpatient wards this Quarter.

• Mortality Review - The Board received our Quarterly Mortality Assurance report at its October
meeting which has identified emerging themes from when people have died including those
investigated through our SI and High Level Incidents scrutiny processes. Initial actions are taken
in response to immediate learning through our investigations. The Mortality Assurance Group is
working to identify and apply learning proactively to reduce future incidents e.g. work with primary
care as a result of learning from investigations in our people with learning disabilities services.
A review of our incident profile, with the involvement of Public Health, to help us benchmark and
understand better how our profile compares with that of others and national experiences is being
undertaken. This is expected to report to the Board in January 2017. We will also be reviewing
CQC’s recent publication “Learning Candour and Accountability” to see how our practice
benchmarks with their findings to inform our safety work.
•

iCARE - our DART reporting has come on line enabling us to provide stakeholders with key
performance data. During Quarter 4 this will extend to bring on line key internal reports.

•

Consolidation of our Working Age Adult Wards in North West, East and Mid Surrey - In
recognition of the time it will take to achieve our second hospital we have concluded that the
environment at Delius and Elgar wards at the Mid Surrey Assessment and Treatment Centre on
the Epsom Hospital site no longer enables us to provide the type of surroundings we want people
to experience. We have therefore taken the decision to consolidate Delius and Elgar wards with
3
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our inpatient services at the Abraham Cowley Unit on the St Peter’s Hospital site in Chertsey. We
have been engaging with stakeholders to help inform our arrangements for the move which we aim
to implement in early February.
•

Opening of Deacon Unit for people with learning disabilities - We have officially opened our
new assessment and treatment unit, the Deacon Unit, Epsom (which replaces April Cottage,
Charlwood) in Quarter 3. The Unit will open to admissions in January 2017 when April Cottage
closes.

Value for Money
•

•

Income and Expenditure - An underlying trust deficit of £28k in month, bringing our YTD deficit to
£697k, offset by a review of our balance sheet resulting in reduced provisions of £0.7m, putting our
forecast performance back on plan. Agency spend continues to be a key risk.
Cost Improvement Plans – We have delivered 77% of our CIP plan to date.

The key actions we are taking to improve our performance and mitigate risks to our financial position
for the next period are:
o
o
o
o

Continued targeted reductions in our use of agency staff
Focus on retention in our workforce plans
Targeted financial recovery plans in overspending areas
Continued active bed management

Staff Morale, Culture and Leadership
•
•
•

Staff Survey response - we have improved our staff’s response rate to the survey to 65%.
Temporary staffing - we are continuing our focus on reducing temporary staff and are particularly
focusing on retention as a key area for improvement alongside recruitment.
Appointment of our Chair - our Council appointed Dr Ian McPherson to become our new Chair at
its meeting on 15th December. Dr McPherson joins us from 1st March 2017 when Richard
Greenhalgh our current Chair steps down after 6 years.

Compliance
•

Care Quality Commission - Current Overall Status: Requires Improvement

Table 1 – Our Healthcare services – Progress against CQC ‘Must Do’ actions (inspection Feb 2016)
The tracker detailing our progress is below:
RAG Status

No.

Per cent

New action

0

0%

Not yet started - Not due yet

0

0%

Green

In progress - On time

0

0%

Amber

In progress - Risk to not completing on time

0

0%

Red

In progress - Overdue

4

7%

Black

Not started - Overdue

0

0%

Purple
Light Grey

Milestone and Workstream RAG
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Blue

Action Complete

55

93%

Grey

Action Aborted

0

0%

59

100%

Total Actions

The outstanding actions relate to completion of the soundproofing work underway at Spelthorne
CMHRS, the recording of allergies in our Home Treatment Teams (HTT), the review/documentation of
changes in risk in HTT and the development of Datix incident review reporting into our Integrated
Quality and Performance park. Remedial plans are in place to complete all these actions by 31st
January 2017.
We received some unannounced inspections to Farnham Road Hospital in November.
raised some potential breaches. We have taken immediate action.
•

These have

Care Quality Commission - Social Care Inspectorate - At the time of this report we have not
received any further reviews of our Social care Services. One adult social care service that has not
been inspected is the new Brook House.

Table 2 –Progress against our CQC action plans for Redstone, Courthill and Derby House October 2016
RAG
Status

Milestone and Workstream RAG

Purple

New action

0

0%

Light
Grey

Not yet started - Not due yet

0

0%

In progress - On time

0

0%

In progress - Risk to not completing on time

0

0%

In progress - Overdue

2

Not started - Overdue

0

0%

Action Complete

48

98%

Action Aborted

0

0%

50

100%

Green
Amber
Red
Black
Blue
Grey

Totals

Total

%

2%

Key actions to mitigate outstanding actions are summarised as:
Courthill House – the environmental improvements with regard to Courthill are programmed for 24th
January 2017 and the service will decant to Primrose at The Meadows for one week. CQC have
been informed of this temporary move. We are anticipating a re-inspection of Courthill by 13th
February 2017.
Derby House – all the outstanding actions are now closed. We are expecting a re-inspection by 15th
February 2017.
5
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•

1.3

Care Quality Commission - Drug and Alcohol services inspection
Our planned inspection takes place the week of 20th February 2017. The inspection preparation
project is progressing with a mock inspection date set for 3rd February 2017.

Strategy Implementation - Key Service Plans

Good progress is being made in each of our key change programmes - however our Community Hubs
project remains RED rated due to the complexity and delays to achieving all our planned hubs this year.
Our new Director of Property has started in post and is reviewing the prioritisation within the programme.
A summary of our progress against our milestones is provided in Appendix 1.0.

1.4

Risks

The current level of risk to our Strategic Objectives is reflected in the Board Assurance Framework (BAF)
Alert map included in Appendix 2.0.

2.0

Annual Plan 2017/18

We have submitted our Operational Plan for the next two years following approval by the Board and
support of the Council in December. We have not yet been able to confirm our ability to deliver our
Control Totals through a recurrent operating surplus. Our Plan priorities reflect those of the three STPs of
which we are part (subject to final contract agreement which are still subject to negotiation).

6
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Appendix 1.0
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

Comment

development
24/7 Programme

Farnham Road Hospital - Complete and commission new service
including Acute care pathway (non- inpatient) implemented to support,
associated moves & decommissioning (including disposal Ridgewood)
Review (hospital facilities) - Plans for NW, East & Mid

System

Sustainability and Transformation Plans
Crisis Concordat (Force Control Centre Pilot/SPA/Crisis House/Safe
Havens) – implementation of concordat work programme
NE Hampshire & Farnham CCG system Vanguard – delivery of
collaborative objectives
Integrated Care Organisations – implement ICO development
objectives agreed to date – Surrey Heath and North West Surrey

Transformation

Residential

Implementation of Strategic Review action plan

AMBER

GREEN

GREEN

Social Care
Local integrated

Community hubs

RED

community
services aligned
with Boroughs
that provide
equitable access
Innovation &
Business

strategy
implementation

Our progress on our work within our residential social care homes is progressing well.
Our most recently inspected social care home achieved a GOOD CQC rating
(Redstone House).
Redhill Phase 1: Gatton Place - the teams from Kingsfield relocated at the end of
June. Phase 2: timeline for completion not yet confirmed. Langley House teams to
relocate to Gatton Place and Caterham Dene: final move date not yet confirmed.
Spelthorne: we working on concentrating teams on Ashford Hospital site. The
timeframe for completion has not yet been confirmed.
Camberley: our Ridgewood Centre teams will relocate to our new Theta Hub in
February following an extension to remain at the Ridgewood.

Continued innovation and new business development in line with
clinical strategy

GREEN

TIHM Test bed - expressions of interest have been received from c250 people to take
part in the study. The technology was installed in 4 people’s homes before Christmas
as part of our “field test” stage - learning from these installations will inform the roll out
phase of the project due to start in Qtr4.

Workforce transformation – alignment with clinical model
Quality Improvement Plan programme
Leadership and culture programmes

GREEN

Key programme milestones delivered in the last Quarter include:-

development
Enabling

The Board supported the draft headline Strategic Outline Case at its meeting in
October. This is supporting next steps for further engagement and consultation led by
our CCGs. However we anticipate the new planning requirements will take longer and
we will not meet our planned dates for Outline and Full Business Case approval.
Our two year operational plan priorities reflect those of our STPs in line with our
Clinical Strategy. These incorporate our Vanguard and STP work.
We have agreed that the SPA launch will be delayed by three months into Quarter 1
17/18 to support a smooth introduction.

•
•
•

rd

Development Centre 23 November 2017
Team effectiveness training as part our Innovation team’s work
Our Care2Quit campaign to help us go smoke free by 2018 has commenced
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Appendix 2.0

Risks

8
Annual Plan Commentary
Quarter 3 2016/2017
Draft for Trust Board approval - Jan 17

111

Trust Board in Public – 25th January 2017
Item: 21.17Public
Subject:

Appointment of Mental Health Act Managers

Author:

Sharon Green, Mental Health Act Administrator;
Jo Young, Director of Quality and Deputy Chief Executive (Nurse Director)

Report for:

Approval

Where discussed
to date and next
steps:

Discussions regarding the application of the Mental Health Act are held
at our Mental Health Act Committee, a sub-committee of the Quality
Committee

Purpose of this
paper:

The Board’s attention is drawn to the following:
•
•
•

Our process has been completed to assure us that our Mental
Health Managers properly understand their role and the working
of the Mental Health Act 1983’
20 Mental Health Managers are therefore recommended for
appointment
The appointment period will expire December 2018

Health/Social
impact

Competent Mental Health Act Managers ensure that the least restrictive
care is provided to vulnerable people

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

Effective compliance with the Mental Health Act 1983 and code of
practice ensures people’s rights are appropriately observed and
protected.

What do you need
from the Trust
Board?

Approval of the appointment of the named Mental Health Act Managers
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Surrey and Borders Partnership NHS Foundation Trust

Reappointment of Mental Health Act Managers by the Trust Board
Mental Health Act Managers have a responsibility for ensuring the requirements of the
Mental Health Act 1983, its guidance and direction given in the Code of Practice are
followed. The Trust delegates certain duties under the Mental Health Act 1983 to the
Mental Health Act Managers, for example, the power of discharge. The Code of Practice
for the Mental Health Act states the Board ‘should ensure that the people it appoints
properly understand their role and the working of the Mental Health Act 1983’ and that
‘appointments to this role should be made for a fixed period’. The Mental Health Act
Managers must not be employees or officers of the Trust.
A review process has been completed which considered each Mental Health Act
Manager’s continuing suitability. Their reappointment by the Trust Board is required, for a
further fixed period. This period will expire December 2018.
Below is a list of the 20 Mental Health Act Managers for approval by the Board;
Winston Brandt
Keith Brown
Mike Choy
Derek Eade
Roy Flowers
Fiona Good
Jeremy Harris

Janet Holah
Eve Hope
Valerie Imms
Paul Jacques
Mary Harris
Sheila King
Tony Peach

Christopher Purcell
Mary Riley
Philip Sayer
Anthony Shillingford
Sally Smith
Laurence Vine-Chatterton

The Chair of the Mental Health Act Managers is Laurence Vine-Chatterton (NED).
The Mental Health Act Managers are required to meet on a six monthly basis.
Sharon Green
Mental Health Act Coordinator

MHA Managers appointment
SG/ 17-01
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Item 22.17Public
Subject:

Board Walk Around – Review of Process

Author:

Jo Young, Director of Quality and Deputy Chief Executive (Nurse
Director)

Purpose:

Approval

Where discussed
to date and next
steps:

We review our walk around process annually. Next steps would be to
adopt new focus and walk around tools

Purpose of this
paper:

The Board’s attention is drawn to the following:
•
•
•

Moving to a safety focus for our walk arounds would support
our ambition to promote good practice and improvement in
safety
It would help triangulate written data with the daily reality for
people who use services and staff
It would offer demonstrable leadership in promoting and
improving our preventative harm free culture

Health/Social
Impact:

Dramatic and tragic failures in patient safety in a small number of UK
health services has put safety in the public spotlight

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

We will ensure all services are visited each year

What do you need
from the Trust
Board

The Trust Board is requested to approve this programme
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Board Walk Around – review of process
1. Introduction
For the past few years we have used an appreciative enquiry approach as the
framework for conducting our Board Walk Arounds. This has been helpful in engaging
staff to talk positively about their services.
This year we are proposing that we utilise our walk around time to support and improve
our developing systems approach to safety and reinforce our desire to attain a
preventative safety culture which does all it can to minimise harm.
2. New model
Benefits: Safety walkarounds enable operational staff to discuss safety issues with our
Board and Governors directly. The benefits of safety walkarounds are well described in
the industrial literature and examples of using these tools can now be found across the
NHS (The Health Foundation: Inspiring Improvement. 2013). They are noted to have a
positive impact on safety culture when implemented as part of a broader quality
improvement programme. Real world safety intelligence and an increase of open
communication between our Board and our workforce can be actualised by this model.
These would also act as a visible indicator of Board members’ and Governors’
commitment to safety that has been identified in many studies as a key element of a
good safety culture.
One of our improvement areas from CQC has been about learning from incidents both
locally and at Board level. Moving to a safety focus for our walkarounds should help
embed our actions to address the gaps identified in our governance processes.
What would be different?
•
•
•

•
•

Scheduling would be via the CEO’s office with support from our Quality
Directorate
They will have an intelligence gathering focus rather than be an informal chat
We will supply information on incidents, complaints, compliments and other key
safety indicators appropriate for that service prior to the visit to Board members
and Governors
As the visits are unannounced a spare copy of this information will be provided
to share / leave with the team
Together with the team, their safety concerns / issues would be explored
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•
•
•
•
•
•
•

•

We would seek to find out what they have tried to do to address this, what has
been successful and encourage anticipatory behaviour and actions
We would ask how our teams thought we could help?
The safety issues / concerns raised would be recorded and together rated using
a Red, Amber, Green scale
Those rated Green or Amber – the team will be asked to act on within 1 month
Those rated Red – the Executive Director would be required to act on these
within 1 week through our Executive safety huddle and risk register
All safety concerns / issues will be held on a central log by the quality directorate
Monitoring of completion of actions will be reported to our Board and to our
services and to our people who use services and families and public through our
Expert Report
Themes and lessons learnt will be included in our reporting programme.

3. Governance
To measure and monitor safety there are five key questions we need to be asking as
Board members:
a.
b.
c.
d.
e.

Has patient care been safe in the past?
Is it safe today?
Are our clinical systems and processes reliable?
Are we responding and improving?
Will care be safe in the future?

For us to really understand the meaning behind patient safety intelligence, we need to
look beyond the written information alone. By changing our Board walkarounds to
become safety focused we can develop an understanding of the daily reality for people
who use services and staff. This can help make data more meaningful, and support the
process of triangulation; allowing board members to test information and seek
assurance by looking at more than one source of intelligence. This should raise the
Board members awareness of the safety themes and patterns associated with different
service types along with shared learning.
4. Recommendations
The Board are asked to support this new walk around process and agree
implementation to start by April 2017.
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Appendix 1: Alogrythm: Safety Walk-arounds
AIMS
Commitment to safety

Open communications

Anticipate and prevent harm

Setting the Scene
Opportunity for open discussion

Working together to address concerns

Who conducts visit
Executive and Non Executive Directors

Govenors

Who do we speak with in our Community/Ward/Unit/Service Team
All staff, people who use services, families and carers

When
Visit once a year

Unannounced

Schduled by CEO office

Where
Start with a tour of the service

Discusion with staff

How
The team being visited are asked for examples of safety incidents - disucss what works well and what senior team
can do to help

Communcation
Record issue or concern

Rate risk level

provide report back to team and
quality department

Closing the loop
Monitor actions

Report to Board / teams on progress
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Appendix 2: Board Walk Around Tool v4
Visit to:Undertaken by:-

Date of visit:Safety Data Provided

Director:
Non Executive Director:
Governor:
Time of visit:•
•
•
•
•
•
•

Incidents
Complaints
Compliments
PFD’s
CQC status
Staff turnover
Other

Questions
1. Tell us about things you do well / good practice in relation to safety for people
who use services
2. I see from the information provided that X happened – what did you learn from
this / what doing differently / what could we learn from this to keep people safe in
the future?
3. What are your key safety concerns now for people who use your services
4. What are your key safety concerns now for staff
5. What have you done as a team to try and improve safety now and in the future?
6. What are your safety priorities?
7. What help might you / your team need to address these safety concerns or
issues?
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Report:
Topic
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Issue/Concern

What has already
been tried to
address this issue?

Action to be taken

RAG

Person Responsible
Manager / Team or
Exec Director
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Author:

Jo Young Director of Quality and Deputy Chief Executive
Stephanie Forster Director Marketing and Communications
Nadia Kassim Communications and Engagement Manager

Report for:

Information

Where discussed
to date and next
steps:

The Equality Objectives 2016 – 2020 were approved at the Executive
Board in December 2016. This followed engagement work with
stakeholders and staff around Equality Delivery System 2 and suggested
themes for our new objectives. Next steps are to create the action plan to
support the implementation of the objectives.

Purpose of this
paper:

This paper informs the Trust Boards of the planned Equality Objectives
for the next four years. They will:
•
•

Ensure Trust compliance with Equality Act 2010
Measure Trust performance; evaluate and identify areas of
improvement

Health/Social
impact

This process has helped to identify the areas where we need to focus our
attention to ensure our workforce is treated equitably and people
accessing our services are representative of the population we serve.

Financial
Implications:

This paper does not request any additional investment of financial
resources.

Outcome of
Equality Analysis:

Setting new equality objectives, and the previous work to complete the
Equality Delivery System 2, will be used to inform equality impact
assessments

What do you need
from the Trust
Board?

To note the implementation of the planned objectives and targets
outlined in the paper

Trust Board (Public)
January 2017
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Equality Objectives 2016-2020 Summary
Staff experience
Equality Objective 1: Staff report that they are free from discrimination and abuse in the workplace
Targets
2016/17
Finalise consultation on strategy
and action plan for delivering
objectives for the next reporting
period

Targets
2017/18
In the staff survey, 8.29% of staff from
a BME background and 13.62% of
staff from a Disability background
report that they have suffered
discrimination.

Targets
2018/19
In the staff survey, 7.29% of staff from
a BME background and 11.62% of
staff from a Disability background
report that they have suffered
discrimination.

Targets
2019/2020
In the staff survey, 6.29% of staff from
a BME background and 9.62% of staff
from a Disability background report
that they have suffered
discrimination.

22.27% of staff from a BME
background and 31.11% of staff from
a Disability background report or
bullying, harassment or abuse

20.27% of staff from a BME
background and 29.11% of staff from
a Disability background report or
bullying, harassment or abuse

18.27% of staff from a BME
background and 27.11% of staff from
a Disability background report or
bullying, harassment or abuse

Targets represent a 2% reduction year on year for BME staff and those with a disability
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Equality Objective 2: Improve the representation of staff with protected characteristics across the Trust to proportionately reflect the workforce profile BME
Targets
2016/17
Finalise consultation on strategy
and action plan for delivering
objectives for the next reporting
period

Targets
2017/18
Equitable representation of people
from a BME background with
protected characteristics at Band 7
and above:

Targets
2018/19
Equitable representation of people
from a BME background with
protected characteristics at Band 7
and above:

Targets
2019/2020
Equitable representation of people
from a BME background with
protected characteristics at Band 7
and above:

Re-baseline the proportional
representation measures within
the organisation, based upon
2016 data capture

Band
7
8a
8b
8c
8d

Band
7
8a
8b
8c
8d

Band
7
8a
8b
8c
8d

Target %
23.81
17.02
10.50
13.4
14.87

Target %
25.71
21.18
16.83
18.59
19.74

Target %
27.61
25.34
23.16
24.04
24.61

Partnerships and Engagement
Equality Objective 3: Develop strong partnerships with groups representing people with protected characteristics at a local and national level to inform service
developments and improve access to services for everyone
Targets
2016/17
Finalise consultation on strategy
and action plan for delivering
objectives for the next reporting
period

Targets
2017/18
Develop processes and procedures for
engaging previously not included
groups for inclusion in
decisions/involvement activities
across the service portfolio
Implement the process and gather
baseline measures

Targets
2018/19
From baseline identify appropriate
improvement targets and implement
changes to meet target

Targets
2019/2020
Identify appropriate improvement
target from year on year growth and
deliver action plan to meet target
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Equality Objective 4: People who use services and carers report they are involved with decisions about their care
Targets
2016/17
Finalise consultation on strategy
and action plan for delivering
objectives for the next reporting
period

Targets
2017/18
36% of inpatients completing Your
Views Matter questionnaires say they
are completely involved in planning
their care
73% of people using community
Baseline 62% Trust-wide for July – services completing Your Views Matter
Sept 2016 (Q2); Inpatient average questionnaires say they are completely
29% and community average
involved in planning their care
67.8% across all services

Targets
2018/19
42% of inpatients completing Your
Views Matter questionnaires say
they are completely involved in
planning their care
78% of people using community
services completing Your Views
Matter questionnaires say they are
completely involved in planning their
care

Targets
2019/2020
50% of inpatients completing Your
Views Matter questionnaires say they
are completely involved in planning
their care
85% of people using community
services completing Your Views
Matter questionnaires say they are
completely involved in planning their
care

Access to Services
Equality Objective 5: Implement the Health Equality Framework (HEF) across all health services to ensure the health needs for people with learning disabilities
are assessed and health outcomes are improved
Targets
2016/17
Conduct impact assessment on
the implementation of the HEF on
the organisation, to include data
gathering and recording in
particular reference to integration
into SystmOne or stand-alone
monitoring

Targets
2017/18
50% of people admitted to Acute
Intervention Team (AIT) will be
assessed within the first two months
of admission
50% of people referred to
Community Team People with
Learning disabilities (CTPLD) will be
assessed within the first two months
of admission

Targets
2018/19
100% of people admitted to Acute
Intervention Team (AIT) will be
assessed within the first two months
of admission
75% of people referred to
Community Team People with
Learning disabilities (CTPLD) will be
assessed within the first two months
of admission
Agree what data from assessments
will be analysed and implement

Targets
2019/2020
100% of people admitted to Acute
Intervention Team (AIT) will be
assessed within the first two months
of admission
100% of people referred to
Community Team People with
Learning disabilities (CTPLD) will be
assessed within the first two months
of admission
First year analysis report generated
4
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Equality Objective 6: Increase numbers of older people accessing Improving Access to Psychological Therapies (IAPT) services to reduce levels of
mild/moderate depression and improve their health outcomes
Targets
2016/17
Finalise consultation on strategy
and action plan for delivering
objectives for the next reporting
period

Targets
2017/18
Establish baseline data set to enable
measurement of older people
accessing IAPT services, and improve
access by 2% from 2016/17
Anticipated target 10%

Targets
2018/19
Improve access by 2% from 2017/18
access figures
Anticipated target 12%

Targets
2019/2020
Improve access by 2% from 2018/19
access figures
Anticipated target 14%

2016 baseline (to date) 8%

A more detailed paper outlining the full details of the Equality Objectives 2016 – 2020 is available on request from engage@sabp.nhs.uk
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