AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
Wednesday 29th March 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.

25.17 Public

Introductions and Apologies for Absence

26.17 Public

A Person’s Story

Jo Young

27.17 Public

Declarations of Interest

Ian McPherson

Attached

28.17 Public

Approve the Minutes of the meeting held on 25th January 2017

Ian McPherson

Attached

29.17 Public

Matters Arising

Ian McPherson

Attached

30.17 Public

Chief Executive Update

Fiona Edwards

Verbal

Presentation

PERFORMANCE OVERSIGHT
31.17 Public

Trust Board Key Performance Indicators Report

Ann Underwood

Attached

32.17 Public

Board High Level Risk Register - Risk Report

Julie Gaze

Attached

33.17 Public

CQC Report

Jo Young

Attached

34.17 Public

CQC – Learning Candour and Accountability

Justin Wilson

Attached

35.17 Public

People’s Experience Report

Jo Young

Attached

36.17 Public

Safety Report

Justin Wilson

Attached

37.17 Public

Value for Money Report

Ann Underwood

Attached

38.17 Public

Staff Survey Report 2016

Jo Young

Attached

39.17 Public

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

Justin Wilson

Attached
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ITEMS FOR APPROVAL/DECISION
40.17 Public

Care 2 Quit

Jo Young

Attached

41.17 Public

Update to SFIs/SOs and Scheme of Delegation

Ann Underwood/
Julie Gaze

Attached

ITEMS FOR INFORMATION
42.17 Public

Quality Committee Minutes (November) meeting

Leslie Morphy

Attached

43.17 Public

Expert Report

Jo Young

Attached

44.17 Public

Date and Time of Next Meeting
26th April 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 29th March 2017 at 12.45 – 2.00 in F21

AGENDA
07.17 Private

Introductions and Apologies for Absence

08.17 Private

Declarations of Interest

Ian McPherson

09.17 Private

Minutes of the Meeting held on 25th January 2017

Ian McPherson

10.17 Private

Matters Arising

Ian McPherson

11.17 Private

Exceptional Items
Date and Time of Next Meeting

12.17 Private
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26th April 2017 at 12.45 – 2.00 at Trust HQ, Leatherhead

Attached

Attached
Attached

Agenda Item: 27.17Public

Voting Directors’ Declarations of Interest
March 2017

Status

Voting

Name

Ian McPherson

Declared Interests

Chairman

•
•
•
•
•

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

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

Chair of Cruse

Voting

Fiona Edwards

Chief Executive

•

Voting

Jo Young

Chief Nursing
Officer & Deputy
Chief Executive

None

Voting

Graham
Wareham

Chief Finance
Officer

•
•

Voting

Helen Rostill

Director of
Innovation and
Development

None

Voting

Justin Wilson

Chief Medical
Officer

None

March 2017
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Trustee Friends of Chambo Seminary
Member of Chartered Association of
Management Accountants

DRAFT
Minutes of a Meeting of the Foundation Trust Board held in PUBLIC on
Wednesday 25TH January 2017 at 10.00 – 12.30
at Trust HQ, Leatherhead
Present:
Directors Voting:
Richard Greenhalgh
Fiona Edwards
Andy Field
Leslie Morphy
Mark Perry
Helen Rostill
Laurence Vine Chatterton
Graham Wareham
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
Director of Quality and Deputy Chief Executive (Nurse Director)

In Attendance:
Dr Ian McPherson
Julie Gaze
Wilhelmina Cox

Chair Elect
Assistant Chief Executive
Governance Manager (Minutes)

Apologies:
Jon Bye
Justin Wilson

Non-Executive Director
Co Medical Director

Members of the Public and Governors in attendance:
Don Illman
Person who uses Trust Services Governor & Lead Governor
Sally Brady
Public Surrey (East & Mid) Governor
Jayne Owens
HealthWatch
Fiona Brandford
Surrey Sight
Susie Hartley
Communications Team
Jack Fiehn
Political Reporter, BBC Surrey
Clifford Wright
FoCUS Member
Tracey Hayes
Person who uses Trust Services Governor (Late)
Ref

Item:

01.17Public

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

Action

The Chairman welcomed everyone to the meeting.
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02.17Public

A Person’s Story
Jo Young introduced a story about Amanda who had a complex life and had
had contact with a number of our services including our Community Mental
Health Recovery Service (CMHRS), Liaison Psychiatry Service, Drug and
Alcohol Team and the Crisis Helpline and in addition domestic abuse
counselling and AA support was available to her. There was also contact with
Children’s Services due to issues around her son’s care who eventually she
lost contact with.
The Coroner’s Inquest into Amanda’s death concluded that her death was
“alcohol related” and it was acknowledged that Amanda had received
considerable assistance to overcome her alcohol and mental health
conditions and that there had been considerable flexibility in the care and
support that was provided to her.
The Coroner was satisfied that
everything that could be done to support Amanda had been done. In
addition, the findings of our own Serious Incident investigation was accepted
by the Coroner that nothing more could have been done, however Amanda’s
family does not agree with this.
Jo Young reflected that this was a really sad story but is also sets out the
complexities of the work that we do and the importance of working across
the divisions and care pathways.
She acknowledged that there is more
work that we need to do around suicide prevention but in this particular case
it was unclear whether the death was accidental or suicide.
The Chairman asked whether Amanda could have been detained so that we
could have taken more control of her life.
Jo Young advised that our investigation did not find this to be case. She
added that the national drive, which we support, is to continue to support
people in the least restrictive environment and that being detained is not
always the right way; we also have to make judgements that are reasonable
in relation to the Mental Health Act.
Fiona Edwards stressed the importance for the Board to reflect on lessons
learned and we are now doing this through our mortality review work. She
also reflected on the reducing level of investment in drug and alcohol
services and the need for the wider system to pay attention to this too.
Leslie Morphy asked about what happens to the children in these tragic
circumstances who are often left very vulnerable themselves.
Jo Young advised that our Clinical Strategy is to be mindful of children and
we have to prioritise early years in our service delivery and also to adopt a
fair approach in re-aligning assessments around carers.
Andy Field asked whether a formal complaint had been made by Amanda’s
family.
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Jo Young confirmed that no formal complaint has been received but there
has been some communication with Amanda’s family.
The Chairman thanked Jo Young for presenting this tragic story to the Board.
03.17Public

Declarations of Interest
The Declarations of Interest Register was noted.

04.17Public

Minutes of the Meeting held on 12th December 2016
The minutes of the meeting held on 12th December 2016 were approved.

05.17Public

Matters Arising
173.16Public – Transfer of Acute Care Services from Epsom
Chertsey
Jo Young confirmed that responses had now been provided to questions
raised by Don Illman, Lead Governor at the last Council meeting.
The update was noted.

06.17Public

Chief Executive Update
Fiona Edwards highlighted the following:
Nationally/Regionally
• There has been pressure across the health and social care system over
the Christmas and New Year period; we have played our part in the wider
system through the A&E Delivery Boards;
• There is a focus on system work through the 3 STP areas we relate to
and Helen Rostill is leading our strategic work in these systems; this also
presents us with significant opportunity of increased understanding and
awareness of the interplay between mind and body in terms of physical
and mental health wellbeing.
• We are working closely with Surrey County Council who have now
reported they want a referendum with regard to increasing council tax to
help with health and social care increasing costs.
• Hampshire County Council also has some challenges; they are
withdrawing their S75 arrangements.
• There is now an increased risk of fragmentation which underpins what
we need to focus on together and we therefore need to work extra hard
to keep being joined up.
Trustwide
• We have reflected in our safety reviews where we need to work better
and more swiftly with individual hospitals for people who might need a
mental health bed in order to keep the flow though our systems.
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•
•

Our teams have managed well through a much pressurised period and
have managed to have beds available.
We are working hard to describe our perspective and evidence on safety
issues more openly and transparently in order to retain public confidence
in us.

The Board noted the Chief Executive’s update.
07.17Public

Board Assurance Framework – Alert Map
Julie Gaze introduced the Board Assurance Framework and Alert Map. She
drew the Board’s attention to the following changes:
•
•

QC2 - change from “Green” to “Amber”; this is due to the recent
feedback from CQC unannounced visits to WAA inpatient wards
VFM3 – change from “Amber” to ”Green” due to the positive and
successful collaboration with partners in our STPs

The Board was asked to consider whether the Board Assurance Framework
reflects the current status of risks to our strategic objectives in line with our
2016/17 Plan and is satisfied with our controls or whether any additional
assurance is required.
Laurence Vine Chatterton confirmed that the Audit Committee had reviewed
this and agreed it was appropriate.
The Board confirmed it is satisfied that the Board Assurance Framework
reflects the current status of risks to our strategic objectives in line with our
2016/17 Plan.
The Board noted the report
08.17Public

Trust Board Key Performance Indicators Report
Graham Wareham introduced the report advising that a number of the Board
papers provide more details around some of the KPIs, ie the workforce and
SI KPIs. He highlighted the following:
•
•
•
•
•

Finance and Use of Resources was “Grey” but is now “Green” as we have
been assessed by NHSI.
Agency Spend is “Red”. This is due to how this is calculated but we are
in a good place compared to our peer group but nonetheless there is
further work to do to address this.
People involved in planning their care has reverted to “Amber” and is
being looked at.
Physical Heath checks has also reverted to “Amber” and again is being
looked at.
Improved Information is “Red” but this will improve by the end of March.

Andy Field asked what the implication is for us if the agency spend target is
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missed.
Graham Wareham advised that this relates to one of many tests in the
Single Oversight Framework. We are in Segment 2 and do not believe just
missing the agency target will affect our overall Segment rating.
Laurence Vine Chatterton asked for clarification whether agency means NHS
Professionals or other expensive agencies.
Jo Young
temporary
bank staff
framework

advised that for our operational services we access all our
workforce through NHSP who provide a significant number of
and when they are unable to supply they will go to agreed
agencies and this is the group that we are monitoring against.

Fiona Edwards added that there are huge implications for us in not having
established staffing and it is also a national problem too. She added that our
Risk and Safety performance reports are clear that our top priority is to
recruit and retain substantive staff.
The Board noted the report.
18.17aPublic

Review of Serious Incidents Resulting in Severe Harm or Death
Fiona Edwards introduced the Review of Serious Incidents Resulting in
Severe Harm or Death Report which was derived from us trying to
understand the increase of incidents/deaths in relation to the KPI indicator.
She highlighted the following:
•
•
•

•
•
•
•

Making improvements is part of a journey and we have to explore
challenges in order to address them properly.
The report gives clear indications about the importance of work around
suicide prevention.
One of the real benefits of the strategic STPs was that Justin Wilson
was able to reflect on his review and expose the high level of suicides in
North West Surrey compared to national figures and this has helped the
system to focus on this
One in three women has a risk of having a mental health problem and
raising awareness in a leadership role in the community will help
understanding and help in reducing suicides.
We are now at the stage of having the data to accelerate our focus on
suicide prevention work.
There is also an emerging risk around immigrants who have come from
distressing circumstances overseas who are at risk of self harm and
suicide which we need to be mindful.
We now need to get out to the wider community and educate them on
this.

Leslie Morphy noted the high suicide rate in North West Surrey and asked
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whether this was explainable by the demographics or was this something
else.
Fiona Edwards advised there is no socio economic data to evidence the
correlation but we are raising this with our partners and commissioners to
understand and address it and this will take time to do. She added that we
will also be undertaking a strategic check to see if we are out of step with
the rest of the country.
The Chairman asked what the Board should be doing noting that we have
raised the profile and we are continuing to monitor and gather relevant date
and process it.
Fiona Edwards advised it is fair to reflect that we are in the midst of some
significant learning as an organistion but we now need to get confident
about discussing human life in a way that does not dehumanize but gives a
clear picture. The Board needs to focus and be clear on what we are doing
to reduce severe harm and death. She also reflected on Mersey Care NHS
Foundation Trust’s
approach of talking about zero suicide and she
acknowledged that this will be a real challenge for our staff.
Leslie Morphy noted the emerging risk around immigrants and felt we
needed to have a different and innovative approach for them.
Mark Perry felt there needed to be more of a focus on partnerships with
housing associations to help understand and get sight of the issues that both
sectors are facing.
The Chairman advised that he would like the Board to receive a report when
more work has been undertaken on the following:
•
•
•

Drug and Alcohol services
Immigrants,
North West Surrey’s high suicide rate

Fiona Edwards confirmed that the Board will receive reports on both
accountability and innovation on where this work is taking us for these
areas.
She also advised the Board that she had been asked to give a presentation
to the Mental Health Task Force on Women’s Mental Health in a couple of
weeks’ time and this will provides us with an opportunity to inform them of
our work in this area.
A Board development session was requested with the staff that lead on our
Suicide Prevention Strategy work in the coming months.
Action:

Board session on our Suicide Prevention Strategy to be
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arranged.
The Board noted the report.
08.17bPublic

Justin
Wilson

Workforce Quarterly Report
Jo Young introduced the report and highlighted the following:
•
•
•
•
•
•
•

There are no significant changes to our workforce capacity
Further initiatives to retain staff have been introduced
Further work is being undertaken around staff retention primarily in
nursing and inpatient settings
We are currently exceeding the NHS Agency cap of 6% - we are currently
at 10%
We have been looking with divisional directors at hotspot areas where we
need to recruit substantively
There is a high level of maternity absence in the Learning Disabilities
Divisions which has led to agency usage which is being looked at.
We will also be looking to offer more flexible working arrangements

Leslie Morphy referred to discussion at the December Council meeting where
it was noted that some new staff are leaving quite soon after joining and
asked how this is being addressed.
Jo Young advised that we are now looking to set up a retention team who
will personally follow up with new staff to see if they are happy in their roles
or if there are issues that need addressing so we can try and prevent them
from leaving us.
The Chairman asked if the work at Rowan (PICU) is going to yield positive
results.
Jo Young advised we have a new manager and staff team on Rowan Ward
and are in a better place with having substantive staff in post. We will now
be incrementally growing the PICU rather than relying on temporary staff.
Leslie Morphy stated she did not support the initiative of staff selling their
annual leave and felt this was particularly bad for those staff working in
really stressful environments and who need breaks.
Fiona Edwards advised that it was staff who asked about selling annual leave
back. She acknowledged that staff do work long hours but many of them
also work for NHSP and so they are known to us. She agreed that it would
be preferable for them to being working substantively for us rather than
through NHSP arrangements.
The Chairman advised that we need to be looking at everything that we can
to retain staff and felt further discussion on staff retention was needed at a
future meeting to reflect further on the discussion at the December Council
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meeting.
Action: Further discussion at a future meeting on staff retention
reflecting discussion at the December Council meeting
Jo Young
The Board noted the report.
09.17Public

Board High Level Risk Register – Risk Report
Fiona Edwards introduced the Board High Level Risk Register noting that
several of themes have been covered in previous discussions.
The Chairman asked about the Safety Huddle with regard to the
effectiveness status.
Fiona Edwards explained who attends the Safety Huddle meetings and what
the focus is on; she added that currently the focus is on areas we are
particularly worried about and that we are trying to get the organisation’s
focus on safety at its highest operational level. This is an approach we are
rolling out across the services using Datix so that everyone is holding safety
huddle meetings. She added that it does, however, rely on staff having
space, capacity and time to stop and think and it is a culture shift for our
staff to do this.
Fiona Edwards noted that our IT directorate had recently undertaken a
stocktake and whilst we do have a robust infrastructure currently, looking
forward our attitude is very traditional and we need to address this.
Andy Field welcomed this and advised that he had met with Toby Avery, IT
Director and offered to help. He added that risks of cyber attacks should
not be under-estimated.
The Board noted the report.

10.17Public

Safety Report
Jo Young introduced the Safety Report which provided an overview of our
work to continuously improve safety across the key themes identified
through our learning. She highlighted the following:
•
•
•
•
•
•

Staff recruitment, retention and learning is an underpinning priority
There is some positive learning with early signs showing that the
improvement programme is working.
Prone restraint is rarely used
We have seen a decrease this month in violence against people using our
WAA services
The frequency of people attending A&E as a result of severe harm is
increasing which indicates the acuity of people’s illness
We have made progress with bed flow management although we are not
near 85% and have to do some work to manage this
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•
•

We are trying to learn at all levels in the organisation
Key messages from a recent visit to East London Mental Health
Foundation Trust were to have substantive staff and have a stable team
to embed quality improvement

Andy Field asked about deliberate self harm and noted that an inpatient
setting may not be the appropriate place for a person. He felt we need to be
careful we do not give an impression that such cases are too difficult for us
to manage. He questioned what the right place is and whether we have the
right way of addressing this.
Helen Rostill advised that evidence suggests people are best managed in
community settings but holding the risk is holding the complexity in the
community. She added that there is no evidence to say a hospital stay
makes a difference.
Fiona Edwards advised that, from a lay person’s perspective, a hospital stay
is seen as the best way to treat a person and we have a duty to explain to
them why it is not the case.
The Board noted the report.
11.17Public

Circle of Support Report
Jo Young introduced the Circle of Support Report. She highlighted the
following:
•
•
•
•
•
•

We have 11 teams receiving support through the Circle of Support
process; 5 of these are subject to service changes or a reset process
We are in the process of moving Elgar Ward and resetting Rowan and
Delius Wards
Court Hill House has been decanted to Primrose whilst environmental
work is undertaken
We are watching Derby House which is due to receive a follow up
inspection by CQC
We are using a new rapid improvement methodology for Victoria Ward
We are looking at new ways of delivering support to teams who find
themselves in difficulty.

Laurence Vine Chatterton asked what the issue was with Victoria Ward and
about the rapid improvement process.
Jo Young advised that staffing is the main issue on this ward; she added that
we now have a registered nurse in post however there are a number of staff
who are on Stage 3 of the sickness absence process. She added that with
the rapid improvement process we want to make sure we are clear that it
fits the teams’ needs and how quickly we can do this and we also need to
see if this type of intervention can have an impact.
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The Chairman asked whether staff are positive about Circles of Support.
Jo Young advised that some teams do not report that but they are in the
minority. She added that we have been running a survey to find out what
people’s experiences are of being in a Circle of Support.
The Board noted the report
12.17Public

Mortality Assurance Report – Q3
Jo Young introduced the report and highlighted the following:
We have critically reviewed 445 incidents in relation to Q3. This is an
increase from 394 reviews undertaken in Q2.
• There has been a decrease in the number of unexpected death incidents
in Q3 with 17 reported so far.
• We have also seen over the last few months in our SIs more people who
have been living in supported housing dying and so we have to work
with the Surrey-wide prevention team to ensure messages are cascaded
and we talk to commissioners. This links to the national trend around
isolation and vulnerability.
• Themes for the Board to learn from are:
• Enhancing our safeguarding training on referral responsibilities –
making sure our training is effective. This arose from our recent
CQC inspection where staff failed to flag a safeguarding alert.
• Further monitoring and promotion of record keeping standards – we
need to check we have care plans in place, whether we have the right
risk assessments and whether we are up to date on these. A record
keeping audit, initially for Working Age Adults Services, has been
launched in order to receive assurance on this. It will then be rolled
out to Older People and Learning Disability services in February.
• Exploring more support for people with a diagnosis of ASD – there is
a potential for us to have a strategy to focus on how we work with
people with ASD. Whilst there are NICE Guidelines, we are seeing
through our SI reviews, more of a theme running through and
therefore need to look at whether we are getting the blend of mental
health care right for people with ASD.
• There is potential for us to have better liaison with acute and social
care partners noting that there is pressure on all the system.
•

The Board noted the report.
13.17Public

Health & Safety Compliance Report
Jo Young introduced the report and highlighted the following:
•
•

We continue to demonstrate some progress in achieving 28 out of 32
standards rated as “Green” and are embedding the work as we go along.
The Board will receive these reports on a six monthly basis going forward
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Laurence Vine Chatterton referred to the dashboard and asked how stress
was measured.
Jo Young advised that this is measured in a number of ways, eg we
undertake stress audits, receive information from CIC, our confidential staff
helpline, and also Occupational Health. The staff survey results will also
give us an indication of stress levels.
Andy Field asked for an update on the ongoing issue with lightning
conductors.
Jo Young acknowledged that this issue has taken a long time to resolve and
advised that a survey has now been commissioned. The Board will receive an
update on this once the work is completed.
Action: Board to receive an update on lightning conductors once
the work is completed.
Jo Young
The Board noted the report.
14.17Public

CQC Update Report
Jo Young introduced the report and highlighted the following:
•
•

•
•

•

Good progress is being made with our healthcare services action plans
with any outstanding action needing to be completed by the end of the
month.
Environmental work required at Courthill House took place at the
weekend and the service decanted to Primrose at the Meadows.
Outstanding training for staff at this home will be completed by the end
of the month.
CQC Health Inspectors are trying to ensure that we are embedding
learning from incidents and changing our practice
There was one unannounced inspection to Farnham Road Hospital. We
are expecting to sign off all the repairs required in order to have our
Seclusion Room up to Mental Health Act standards by the end of the
month
Our CQC Drug and Alcohol inspection begins the week commencing 20th
February and this will cover our services in Surrey, Brighton and
Hounslow.

Andy Field asked about the changes required for the Seclusion Room at
Farnham Road Hospital especially as the building was so new and whether
the changes were due to the specification being wrong or whether standards
have changed.
Jo Young confirmed that the Code of Practice had changed from the date of
the specification for the facility and that some of the difficulties were created
by damage to the room and we did not have the opportunity to repair the
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damage prior to the inspections. She added that we are still looking further
at why some of the communication facilities of the Seclusion Room were not
connected up.
The Board noted the report.
15.17Public

Complaint Report
Jo Young introduced the report and highlighted the following:
•
•
•
•
•

From April 2016 to 31st December 2016 we responded to 80% of
complaints within 49 days
We continue to receive the most complaints from people, their families
and carers who are seen by our working age adult mental health services
The longest complaint last year took 108 days to complete; this was due
to consent issues, mis-communication and our process.
An external organisation has been commissioned to review on our behalf
a complaint around concerns raised by a family over several years.
The following are themes that have come out from complaints for us to
learn from:
o Safety issues
o Involving and informing carers and families
o Not communicating with people in ways that are helpful to them. The
new Information Standards may help us with this.

The Chairman noted that we had received more complaints in November and
asked whether there was a reason for this.
Jo Young advised that overall the number of complaints received was down
but acknowledged there had been a rise in November but there was no
theme or cluster.
Laurence Vine Chatterton asked how compliments are measured and what is
being learnt from them.
Jo Young acknowledged that we are not so good at learning from
compliments as we might be. She added that our PALS and Complaints team
do forward compliments to the Chief Executive or senior colleagues, they are
also shared with the relevant staff and teams and we regularly put some of
them on the e-bulletin but we have to encourage services to forward any
compliments received.
The Board noted the report.
16.17Public

Assurance Report on GMC Training Survey Results in SABP
Fiona Edwards introduced the report advising that this was really good
news. She highlighted the following:
•

We achieved the second highest overall trainee satisfaction score out of
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•
•

54 Mental Health Trusts who participated in the survey.
Overall the Trainee satisfaction score was highest in Kent, Surrey and
Sussex compared to all NHS Trusts
There is a continued trend for us to be outstanding for doctors in training
and this is a credit to Dr Martin Schmidt and his team

The Board noted the report.
17.17Public

Value for Money Report
Graham Wareham introduced the report and highlighted the following.
•
•

We achieved our Financial Plan for the year to date in December; this
was due to our reviewing our balance sheet and releasing some
provisions.
There is pressure in the system with the PICU being closed and a number
of people being admitted to private beds and this has put a cost pressure
on the plan.

The Board noted the report.
18.17Public

24/7 Programme – Hospital Facilities for North West, East and Mid
Surrey Update Report
Graham Wareham introduced the report and highlighted the following:
•
•

A letter has been sent from the Board to the Commissioners conveying
the concern around the delay in the commencement of the public
consultation.
The Strategic Outline Case is with the Commissioners and we continue to
put pressure on the Commissioners to start the public consultation and
are awaiting to be advised of a date.

The Board noted the report.
19.17Public

Summary Report from the 15th December 2016 Council of
Governors meeting
Julie Gaze introduced the report and highlighted the following:
•
•

Our Constitution has now been updated following the December Council
and Board meetings to allow for e-voting and postal voting in the
Governor elections
Our Governor elections will commence in February.

The Board noted the report.
20.17Public

Q3 Performance Commentary to NHS Improvement
Julie Gaze introduced the Q3 Performance Commentary
Improvement. She drew the Board’s attention to the following:

to

NHS
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•

At the end of Q3 our performance under the Single Oversight Framework
was Segment 2

•

The risks reflect the Board Assurance Framework recent changes:
o QC2 change from “Green” to “Amber“ (CQC)
o VFM3 change from “Amber” to “Green” (STPs)

•

For our Service Plans, Hubs remains “Red”, 24/7 moved to “Amber” to
reflect consultation timeline
Quality House – we received unannounced visits to Farnham Road
Hospital in November; good progress was made in the February 2016
inspection plans but some actions remain incomplete and mitigations are
in place.

•

The Board approved the Q3 submission to NHS Improvement.
21.17Public

Appointment of Mental Health Act Managers
Jo Young introduced the report. She highlighted the following:
•
•

The process has been completed to assure us that our Mental Health
Managers understand properly their role and the workings of the Mental
Health Act 1983
20 Mental Health Act Managers are recommended for appointment and
the appointment period will expire in 2018.

The Board approved the appointment of the named Mental Health Act
Managers contained in the report.
22.17Public

Board Walkaround – Review of Process
Jo Young introduced the report and the proposed changes in walkarounds.
She highlighted the following:
•
•
•
•

The need to move to a safety focus which would support our ambition to
promote good practice and improvement in safety.
It would be a collaborative approach for us all to think about safety
together
It would also help triangulate written data with the daily reality for people
who use our services and also staff
It would offer demonstrable leadership in promoting and improving our
preventative, harm free culture.

The Board discussed the new proposals for walkarounds and the following
was noted:
•
•

There was concern that the new style walkarounds could be seen more
as an inspection visit which may lead to staff being more defensive
There is a risk that staff may not be able to answer the questions
proposed for walkarounds

14
18

•
•

The process felt too prescriptive and the questions should not be used
as a check list
Non Executive Directors suggested they be provided with information on
areas that Executive Directors are concerned about.

The Board approved the new approach subject to the questions being
turned into prompts.
Jo Young advised that she would discuss the proposed new approach with
the Lead Governor.
Action: Jo Young to amend the Walkaround tool turning questions
into prompts and to discuss the new approach with the Lead
Governor
Jo Young
23.17Public

Equality & Human Rights Objectives
The Equality and Human Rights Objectives were noted.

24.17Public

Date and Time of Next Meeting
29th March 2017 at 10.00 – 12.30 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:

15
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Matters Arising
Minutes of a Meeting Held in Public – 25th January 2017
Ref

Item:

Action

Status

08.17
Public

Review of Serious Incidents Resulting in Severe Harm or Death

Workforce Report
Further discussion at a future meeting on staff retention reflecting
discussion at the December Council meeting

Justin
Wilson

Date to be arranged for future Board
session

08.17b

Jo Young

July 2017

13.17
Public

Health and Safety Report
Board to receive an update on lightening conductors once the work is
completed.

Jo Young

April 2017

22.17
Public

Board Walkaround – Review of Process

Jo Young

Board session on our Suicide Prevention Strategy

April 2017

Jo Young to amend the Walkaround tool turning questions to prompts
and to discuss the new approach with the Lead Governor
Minutes of a Meeting Held in Public – 12th December 2016

Ref

Item:

144.16
Public

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

Action

Status

Jo
Young/
Graham
Wareham

Regional data received and is being
reviewed now. Expected to be
available for April Board.
Matters Arising Meeting in Public
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29.17 Public

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 March 2017
Item: 31.17Public
Subject:

Trust Board Key Performance Indicators Report

Author:

Graham Wareham, Chief Finance Officer

Report for:

Discussion

Where discussed
to date and next
steps:

This paper has not previously been discussed elsewhere

Key points:

The Board’s attention is drawn to the following:
• Involving People in their Care, Agency spend & Staff
Retention KPIs remain challenging and we continue to focus
on improving them
• Serious Incidents & Incidents of Abuse appear as “red” in the
report; however this is as a result of improved reporting
• We will achieve the Improved Information KPI by year end
• There has been good progress on improving our performance
for our Physical Health checks KPI

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:

Achievement of KPIs will ensure the organization is well managed which
will help financial performance.

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)
March 2017
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Board KPI Performance Summary – February 2017 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

2
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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.

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

Q3 plans
partially
delivered

15

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

Less than 70 incidents at year end.

107
incidents
year to
date

16

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

19

20

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

Actual

55%

Q3
milestone
partially
met
57%

841
incidents
as at 30th
September

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%

21.4%

Reduce agency spend as a % of total pay bill

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

9.2%

Inadequate
Requires improvement
Good
Outstanding

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.

3
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TRUST BOARD KEY PERFORMANCE INDICATORS REPORT - MONTHLY / QUARTERLY / ANNUAL MEASURES
February 2017 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
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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

Q4 2016/17

91% 87% 85%
91% 92% 92%
82% 83% 82% 85% 83% 83% 81% 85% 85% 84% 84% 85% 88% 87% 89% 88% 90%

25

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).

Q4 2016/17

83%

Q3 2016/17

Good

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

Good

Our overall reported appraisal position is unchanged this month at 92%. Being able
to sustain improvements has proved difficult previously and managers are being
urged to plan appraisals diligently and ensure data entry is undertaken at the time of
the appraisal.
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KPI
No.

Ambition

Target

Measuremen
t

Achieved/ not
achieved

Trend Graph

Narrative

100%
90%
80%

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 .

70%

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

60%
50%

Monthly

6

7

67%

82% 89%

70%

59% 62%

79%

95%

85% 92% 89%

78% 74%
67%

10%

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

19 people with suspected first episode psychosis or at ‘risk mental state’
started a NICE-recommended care package in February and 74% had waited
Outstanding
two weeks or less to access treatment. Five people waited more than two
weeks.

0%

Monthly

Improving Access to Psychological
Therapies:

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

30%

100%

20%

Improving Access to Psychological
Therapies:

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.

40%

Monthly

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

99% 99% 98% 98%
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%
100%
99.8%
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Inadequate <60%
Requires improvement >=60%
Good >=75%
Outstanding >=85%

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

Outstanding

A total of 512 people using our Mind Matters services ended treatment in
February and 98% started treatment within 6 weeks of referral. Eleven
people waited more than 6 weeks.
Surrey Mind Matters achieved 99.7% and Barnet Mind Matters achieved
95%.

Good

A total of 512 people using our Mind Matters services ended treatment in
February and 99% started treatment within 18 weeks of referral. Three
people waited more than 18 weeks.
Surrey Mind Matters achieved 100% and Barnet Mind Matters achieved 98%.
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KPI
No.

Ambition

Target

Measuremen
t

Achieved/ not
achieved

Trend Graph

Narrative

Effectiveness
100%
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

0%
Q1 2015/16

Q1 2016/17

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.

Deliver against agreed
milestones

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%.

Q4 2016/17

Quarterly

57%

58%

50%

52%

50%

Good

50%

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

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

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

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

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

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’).

Q1 2016/17

Q2 2016/17

Q3 2016/17

Good

Requires
improvement

Requires
improvement

27
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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%

SystmOne data indicates that 57% of people whose first attended

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

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

Q4 2016/17

Requires
Work is ongoing to ensure compliance at Quarter 4.
improvement
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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% 84% 89%

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

20%

Good

Information about data collection for age, sex, ethnicity, religion or belief,
maritial status is available from SystmOne. This data, combined with
caseload audit results for disability and sexual orientation, indicates an
average of 89% data completeness across the 7 protected characteristics.
The disability and sexual orientation components of this figure are based on
a caseload audit of 227 people's records, from 12 of the 75 community and
inpatient teams, carried out in January.

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
100

By the end of the year:

14

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

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

8 Safe Care Programme incidents were reported in February including:
4 AWOL incidents involving inpatients detained under the Mental Health Act and 4
A&E attendances of inpatients due to severe self-harm. No face-down restraints or
supected suicides of people on the Acute Care Pathway were reported in February.

80

Monthly

60
Cumulative40
Totals
20
0
Suspected suicides
AWOL incidents
A&E attendances
Face-down restraints

Apr-16
0
10
12
4

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
2
77
73
16

Feb-17
2
81
77
16

Mar-17
0
0
0
0

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

Good

A cumulative total of 176 Safe Care Programme incidents have been reported so far
this year. This includes:
81 AWOL incidents (Green)
77 A&E attendances (Red)
16 Face-down restraints (Green)
2 suspected suicides (Green)

120
100

There were 8 SI's reported in total for February 2017. Four of these incidents
were unexpected deaths and four were AWOLs.

80

15

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

Less than 70 incidents a
year

Monthly

Cumulative
Totals

60
40
20
0

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

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

Nov
39
88
47
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Dec
41
91
52

Jan
48
103
58

Feb
55
107
64

Mar
62
70

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

Inadequate

A cumulative total of 107 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

At the end of Quarter 3, our compliance with this indicator remains high
though our performance slipped a little on the previous quarter. The
Education Department are providing both in-house and e-learning additional
support to address key training issues where employees have slipped behind
in their compliance. During February, we have overcome the difficulties with
the different releases of Internet Explorer which were causing difficulties for
e-learning.

Good

At the end of Quarter 3, our compliance with this indicator remains high
though our performance slipped a little on the previous quarter. The
Education Department are providing both in-house and e-learning additional
support to address key training issues where employees have slipped behind
in their compliance.

Inadequate

Recruitment activity remains high. We had 26 leavers in February and 35
starters. Our rolling turnover rate improved a little to 21.4%. This time last
year our turnover rate was at 22.6%. More focus has occurred this month
on the retention of nurses in particular and that initiative it is hoped will
assist to make improvements for the remaining months of this financial year.

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

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

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%

22.6%
21.7%
23.7%
20.7%
20.7%
21.8%
21.4%
20.4%
22.1%
10.0%
22.6%
21.6%
21.3%
20.4%
20.4%
20.1%
21.1%
21.5%
21.0%
19.8%
21.2%
5.0%
21.0%
18.5%
21.0%
0.0%
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Inadequate >21%
Requires improvement <=21%
Good <=16%
Outstanding <=14%
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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
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8.0% 9.2%

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

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.
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

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

3

3

3

2

1

2

Mar-17

Good

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 KEY PERFORMANCE INDICATORS REPORT
February 2017 data

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)
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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

Jan-17

Feb-17

Mar-17 Total YTD

3

2

2

3

2

1

4

28
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)
Serious Incident by Outpatient (in use of our services)

1

1

2

1

1

1

1

1

7
0

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

1

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

1

2

1

1

1

1

4

10

5

1

1

1

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

1

1

5

1

1

3

2

2

1

4

4
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3

1

3

1
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

1

1

4

1

6

1

4

4

4
1
1

1

0

Unexpected Death of Inpatient in ward area
Total

16

12

10

12

18

18

11

16

5

13

8

Of the 4 unexpected deaths reported in the period 01.02.2017 – 28.02.2017, 2 were suspected suicides. We are still awaiting the cause of death for 2 cases.
Suspected suicide includes (but is not exhaustive of) the following circumstance of death:
• Death by method of hanging

*”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 8 serious incidents reported in February 2017, none was reported as a safeguarding incident.
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Item: 32.17Public
Subject:

Risk Report

Author:

Julie Gaze, Assistant Chief Executive

Report for:

Discussion

Where discussed
to date and next
steps:

We discuss high level risk actions each week at the Safety Huddle &
monthly at the Executive Board

Key points

The Board’s attention is drawn to the following:

•
•
•

Pressure throughout the local health economy continues to be felt by
our services. This includes pressure on beds and staffing.
Risks related to the use of systems and processes also require
monitoring, including the risk of system failure and cyber-attack.
Risks regarding ability to mobilise, establish and report on new and
existing services require focus and attention.

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.

Trust Board (Public)
March 2017
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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. There has been no change to the themes since the last report to
the Board.

2.1

Pressure and Staffing (Pressure in the System, Activity, Availability of Beds, Staffing
Levels)
Pressure remains high across the system including on mental health services regarding
availability of beds and delivery of high quality urgent care; although for many acute
partners the post-Christmas surge has eased. A number of people using our services
are being cared for in private beds. The PICU ward is now operational, but with reduced
capacity, following a period of suspension. Our internal surge and escalation process
continues to identify pressure on our wards with a particular focus on attaining safe
staffing and discharge delays.
Difficulty attracting high calibre staff to work
substantively for us continues to have an impact, both in terms of maintaining safe
staffing levels and in high use of agency staff. Our 24/7 wards also continue to feel the
impact of short notice cancellations of NHSP staff.

The overall pressure in the system continues to present a risk of an inability to deliver
care at the correct level which the teams work to mitigate. We recognise that pressure
within the service may lead to difficulty in recruiting approved mental health
practitioners. Use of bank and agency staff is closely monitored by the Human
Resources team. Progress is being reviewed at the weekly Safety Huddle. It is of note
that there has been an increase in the number of unscreened 29/24 forms being
received by i-Access as a result of staffing pressures in MASH and extensive work is
now underway to agree a robust process to close an identified gap.
The main actions we are taking to reduce these risks include:
• Daily safety calls in our Working Age Adult wards led by our Director of Quality/Deputy
Chief Executive.
• 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.
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• 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.
• 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.
• We are working on engaging and supporting staff to enhance retention of staff.
• We monitor vacancies and are exploring other methods of recruitment including
social media, radio and open days. We continue to use framework agencies where
appropriate and promote long term placements.
• We continue to monitor our staff compliance with statutory and mandatory training
• Teams ensuring that all referrals are allocated to a team or a waiting list.

2.2

Environment (Health and Safety, Fire, Building Delays and Security)
Significant progress has been made to ensure that the environment at Farnham Road
Hospital is appropriate for our services and fit for purpose. This includes repairs and
improvements to the seclusion suite and the 136 suites. Progress against this plan is
being monitored through the H&S Compliance Group and the Health, Safety and
Wellbeing Committee. Gatton Place has been prepared to accommodate teams from
Langley House and from the Wingfield Resource Centre moving in March. There have
been issues with heating not being adequate in areas of the building and this will be
addressed through a complete flush of the system over the next few weeks. It is
expected that this will resolve the problem. Teams have relocated from the Ridgewood
Centre to Theta House, Camberley and the Ridgewood Centre sale has now
completed. The relocation of Delius and Elgar wards to Abraham Cowley Unit, Chertsey
was completed in February and has removed the risk to people’s experience during
mealtimes.
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.
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The main actions we are taking to reduce these risks include:
• Progress of the Community hubs programme
• Relocation of Delius and Elgar wards to Abraham Cowley Unit
• 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.
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. The Circle of Support for Blake Ward was extended in
order to ensure that the ward is supported through the transition period following the
move from Mid Surrey Assessment and Treatment Unit to Abraham Cowley Unit.
Following the CQC unannounced inspection on Rowan Ward, a robust programme of
improvement to the environment and practice has been implemented resulting in the
PICU service being reinstated. There is continued concern that we will not meet our
targets with regard to PMVA and medicines management training.
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It is clear that continued focus and support is required to ensure that all people who are
using services have an up to date and comprehensive care plan, and that they have
been involved in the development of their own care plan. Work continues to ensure
that this is in place. Particular focus is required for care planning in Community
Forensic Services.
Main Control Measures to Mitigate the Risk
The main controls in place to mitigate the risks are:
• 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
• Plan in place to improve and monitor governance arrangements for Community
Forensic Services

2.5

Service Changes and Transition

A number of our services are changing, moving or being transferred, or have
undergone recent significant changes, and new services are being mobilised. Gateway
Review processes are in place for planned moves for the following services; some
planned changes are slowed down as a result of this process to ensure safe transition.

Gateway Review processes have monitored the following services in transition:
April Cottage moving to the Deacon Unit, Ridgewood Centre to Theta House, Elgar
& Delius to ACU, Court Hill House decant.
The following transitions are currently under gateway review:
•
•
•
•
•
•

Langley House Community Team to Caterham Community Hospital
Home Treatment at Wingfield to Gatton Place
Drug Alcohol Team at West Road to Wingfield
New Children’s community services contract mobilisation
New Intensive Support Service for people with learning disabilities is being
mobilised to run from the Deacon Unit
Single Point of Access for Working Age Adults
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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.
• Delay to mobilisation of Single Point of Access to Qtr. 4 2017/18
• Confirmation of governance arrangements to support new children’s services
mobilisation and LLP
• Learning from each Gateway Review is gathered and used to inform future
gateways.
• Lessons learned log is used by Strategic Change Programme Board to
capture changes
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
addressed feedback from CQC following their unannounced inspection to FRH and we
await their report following their follow up visit in February. We have entered a guilty plea
in answer to the prosecution for the death of a person using services at Epsom
General Hospital.
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
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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.
• Preparation for the Ashmount inquest continues.
• Plans to address regulatory breaches are being progressed
• CQC action plans are progressing and Mock Inspection took place in February
2017
• New processes to enhance learning from incidents are being trialled
• January Board papers provide analysis of unexpected deaths reported
• 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.

3

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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Director of Risk and Safety (DDoN)
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Author:

Jo Young, Chief Nursing Officer and Deputy Chief Executive;
Jo Lynch, Head of Nursing, Compliance and People’s Experience

Report for:

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

Key Points:

•
•
•

97% of our Healthcare services action plan is complete with 2 actions
overdue. Our Drug and Alcohol inspection took place in February.
Derby House inspected on 30th January and rated as GOOD in all
domains.
We have completed 100% of the CQC actions for our social care
homes.

Health/Social
impact

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

Financial
Implications:

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

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 want
from the Trust
Board?

The Trust Board is requested to note the progress with our action plans
and reflect on quality and safety improvements that are in progress
across our inpatient services.
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Care Quality Commission - Compliance Update
1. Our Healthcare Services - 97%, 57 of our 59 actions are complete with 2 overdue
against the deadline of 31st December 2016. The outstanding actions relate to the
soundproofing work at Spelthorne CMHRS and the recording of allergies in our
Home Treatment Teams (HTT) and are being progressed.
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

2

3%

Black

Not started - Overdue

0

0%

Blue

Action Complete

57

97%

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 services at Farnham Road Hospital in
November 2016 raised potential breaches of regulation. We addressed 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 addressed all the safety concerns in relation to our seclusion facility to
ensure compliance with the Code of Practice.
The actions were completed by 31st January 2017 with work ongoing to assure the
improvements are embedded. We were re-inspected on the 9th February 2017 and
received feedback we are now compliant in both areas.
We await the full report from this inspection and will undertake a factual accuracy check to
ensure a correct and proportionate report.
In addition, we are focusing on ensuring the learning from this inspection is transferred
across to our inpatient service at Abraham Cowley Unit.

CQC Compliance Report for Trust Board March 17
JY/JL
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At the start of February, we also commenced twice daily safety calls across both hospitals
focused on safe staffing, incident management, early warning and management planning
of potential risks.
Our Social Care Services
Courthill House – All actions are closed and we are awaiting re-inspection.
Derby House – We were re-inspected on 30th January 2017 and rated as GOOD overall
achieving GOOD in all 5 domains.
Overall this means 64% of our residential care homes are rated GOOD.
We anticipate a re-inspection of Oakwood in March and Jasmine at Primrose in April 2017.
Table 2: progress against our action plan - 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

0

0%

Black
Blue
Grey

Not started - Overdue
Action Complete
Action Aborted

0
50
0

0%
100%
0%

50

100%

Total

1. CQC Drug and Alcohol Inspection
Our planned inspection was held in February for our 5 community teams (Surrey,
Hounslow and Brighton) and Windmill House, our inpatient service. We received feedback
that our community teams were functioning well with no immediate concerns raised.
For Windmill House, we have immediately addressed concerns raised regarding the
quality of risk assessments, care planning, consent and capacity, the inpatient prescribing
protocol and risks around the environment in the context of compliance with the Mixed Sex
Accommodation Guidance (MSSA).
We were visited again by CQC on 1st March and demonstrated significant improvements in
the above areas and received positive feedback. We await the draft report and rating
which will be combined for community and inpatient services.

CQC Compliance Report for Trust Board March 17
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2. Registrations
Our Ofsted registration for Beeches was submitted in December 2016 and is being
progressed. Ofsted have informed us that they will be visiting Beeches in April to
complete the registration. We will then de-register with CQC.

Jo Young
Chief Nursing Officer and
Deputy Chief Executive

CQC Compliance Report for Trust Board March 17
JY/JL
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Jo Lynch
Head of Nursing, Compliance and peoples
experience
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CQC – Learning, Candour and Accountability

Author:

Martin Grant – Interim Director of Safety
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Report for:

Discussion

Where discussed
to date and next
steps:

Mortality Surveillance Group

Key points:

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

The CQC published recommendations and the paper demonstrates
how the Trust is responding to these.
We create a new process to review and investigate mortality prior to
CQC’s wider NHS review
We have already completed much of the work recommended
Further work with commissioners is being undertaken in relation to
Recommendation 7.

Health/Social
impact

Compliance with CQC recommendations are important to assure people
that their care, support and environments are appropriate and safe.

Financial
Implications:

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

Outcome of
Equality Analysis:

We continue to progress our Equality Objectives reported through the KPI
report. All Learning Disability deaths are fully investigated. Further
equality analysis in relation to mortality is being considered.

What do you need
from the Trust
Board?

The Board is asked to note and discuss this report.
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CQC – Learning, Candour and Accountability

1. Introduction
This report is designed to provide the Trust Board with assurance that Surrey and Borders
Partnership NHS Foundation Trust (SABP) is compliant with the recommendations from the
Care Quality Commission (CQC) report into how NHS Trusts review and investigate deaths.
SABP took steps to review its systems and processes in relation to this endeavour prior to the
publication of the CQC report resulting in the Trust having established improved systems and
processes. The Trust contributed information to the CQC to assist with the compilation of the
report. In relation to the strategic recommendations, the Safety Team are working with our
commissioners to implement the wider changes.
2. The Report
The CQC were commissioned to conduct a review of the systems and processes in NHS Trusts
for investigating the death of people with learning disabilities or mental ill-health; the report was
published in December 2016. The national review found that the NHS is missing opportunities
to learn from patient deaths and that too many families are not being included or listened to
when an investigation happens.
The CQC’s review was carried out at the request of the Secretary of State for Health following
the findings of the NHS England commissioned report into the deaths of people with a learning
disability or mental health problem who were being cared for by Southern Health NHS
Foundation Trust. The CQC was asked to review how NHS trusts across the country investigate
and learn from deaths to find out whether similar opportunities to learn from problems in care,
which result in patient deaths, were being missed elsewhere. While the review looked at trusts
providing acute, community and mental health services, it placed a particular focus on people
with mental health conditions and learning disabilities.
Three key reasons why a trust may decide to investigate the care provided before a patient’s
death include:
•
•
•

Learning: to improve and change the way care is provided.
Candour: to support sharing information with others, including families.
Accountability: if failures are found.

3. Trust Systems and Processes – Summary
In March 2016 a full review was conducted of how we identify and examine the causes of death
for people who have been provided a service from us. An extraordinary Trust Board Meeting
took place at this time and steps were taken to enhance the Trust’s resources, systems and
processes in this area.
The initial reviews were of all deaths of people who use services including those with an
apparent natural cause. Data were taken from the office of national statistics (previously known

2
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as SPINE – the national database) and gathered through internal incident management
reporting system (Datix).
The aim was to ensure that no death was missed. In all 2,500 deaths have been identified
between April 2016 to March 2017. The Clinical Risk & Safety Team has reviewed these deaths
by analysing the apparent causes using the local clinical records and attempting to ascertain if
there are any learning opportunities. Where further enquiry has been indicated, further
investigation as a High-Level Incident has taken place. All deaths within the Learning Disability
Directorate have been investigated as High-Level Incidents. Where further enquiry has
established gaps in care, an avoidable or unexpected death, a decision has been made, against
the national criteria, to declare as a serious incident and record on STEIS (Strategic Executive
Information System). Under these circumstances a full root-cause analysis investigation takes
place. Family and clinical involvement are central to these investigations.
There is a weekly review of all current deaths by the Team, a monthly Mortality Surveillance
Group chaired by the Chief Medical Officer in addition to the Scrutiny Panel which reviews all
reported Serious Incidents. Clinical expertise at the Scrutiny Panel has been enhanced.
Monthly reports go to the Trust Executive Board and Quarterly reports to the Trust Board in
public. Themes relating to these deaths have been established and learning disseminated via a
variety of mechanisms within the Trust e.g. Quality Assurance Groups, Clinical Risk Alerts.
4. The CQC Report Recommendations
The CQC made seven high-level recommendations, six of which are for central agencies such
as the Department of Health and NHS Improvement, for example, to publish a new single
framework on learning from deaths. Recommendation 7 however is aimed at commissioners
and providers.
Recommendation 7 states:
Provider organisations and commissioners must work together to review and improve their local
approach following the death of people receiving care from their services. Provider boards
should ensure that national guidance is implemented at a local level, so that deaths are
identified, screened and investigated, when appropriate and that learning from deaths is shared
and acted on. Emphasis must be given to engaging families and carers. The following is taken
from the Report which is written as an action plans in Appendix A
Provider boards should ensure:
1. Patients who have died under their care are properly identified.
2. Case records of all patients who have died are screened to identify concerns and
possible areas for improvement and the outcome documented.
3. Staff and families/carers are proactively supported to express concerns about the care
given to patients who have died.
4. Appropriately trained staff are employed to conduct investigations.
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5. Where serious concerns about a death are expressed, a low threshold should be set for
commissioning an external investigation.
6. Investigations are conducted in a timely fashion, recognising that complex cases may
require longer than 60 days.
7. Families and carers are involved in investigations to the extent that they wish.
8. Learning from reviews and investigations is effectively disseminated across their
organisation and with other organisations where appropriate.
9. Information on deaths, investigations and learning is regularly reviewed at board level,
acted upon and reported in annual Quality Accounts.
10. That particular attention is paid to patients with a learning disability or mental health
condition.
11. We also recommend that provider Boards strongly consider nominating a non-executive
director to lead on mortality and learning from deaths.
Lead organisations: Boards in NHS trusts and other healthcare organisations.
Please see Appendix A for the action plans in relation to these actions required. Meetings are
planned with Guildford and Waverley CCG to implement these actions.
5. Next Steps
There is further scope for streamlining the themed analysis of some clusters of deaths that do
not meet SI reporting criteria, but where further learning can take place. Some further
improvement can be made in the quality of root cause analysis investigations through additional
staff training in carrying out investigations. This is taking place. The reporting of deaths on Datix
with respect to the older people’s mental health directorate will be more focussed on areas
where learning may be achieved, which will take less clinical time. Joint working between the
Clinical Risk and Safety team, the Quality Improvement and Learning and Development teams
is taking place to further enhance learning from deaths. The Trust is working more closely with
commissioners to improve joint processes to enhance system learning with respect to deaths
that occur (in line with recommendation 7). Additional collaboration with other providers,
including acute Trusts is also taking place. The Board may discuss formally nominating a nonexecutive director to lead on mortality, although the Chair of the Quality Committee has already
taken a close interest in this work, along with other NEDs.
6. Conclusion
Following the investigation into Southern Health, we reviewed our systems and processes in
relation to mortality and identified ways to improve these. We created a new process to review
and investigate mortality, prior to the wider CQC review into NHS mortality reporting which led
to the publication of ‘Learning, Candour and Accountability’. Although we wish to continue
improving our process, much of the Trust level work highlighted in the report has been
completed. The next phase of improvement is in relation to some actions under
recommendation 7, which include further alignment with the serious incident process, and
combined work with the CCG.

Martin Grant
Interim Director of Safety

Justin Wilson
Chief Medical Officer
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Appendix A
Recommendation 7 Action Plan

Action

How?

Who?

1. Patients who have died under
their care are properly identified.

The Trust will have a
process for reviewing
office of national statistics
and Datix incidents on a
weekly basis
A weekly meeting will be
held to identify, screen
and data cleanse all new
deaths

Director April
of
2016
Safety

Executive
and Quality
Committees

April
2016

Mortality
Surveillance
Group

When deaths occur, the
accountable clinician will
record a death on Datix
where a concern has
been made by the family
or by a clinician caring for
the patient
Resources will be
allocated for a Band 4
Mortality Administrator,
Band 6 Mortality
Investigator with support
from the Head of Clinical
Risk
Serious concerns will be
checked via the serious
incident process. External
investigations will be
commissioned subject to
the serious incident
Framework
Investigations will
normally be conducted as
a high-level incident
unless the serious
incident criteria appears
to be met subject to
current processes.
Investigations into deaths
will meet the same
practice standard as the
Duty of Candour in
relation to serious
incidents

Head of
Clinical
Risk
and
Safety
Director
of
Safety

April
2016

Mortality
Surveillance
Group

Director April
of
2016
Safety

Executive
and Quality
Committees

Director April
of
2016
Safety
and
Medical
Director

Mortality
Surveillance
Group

Head of April
Clinical 2016
Risk
and
Safety

Mortality
Surveillance
Group

Head of April
Clinical 2016
Risk
and
Safety

Mortality
Surveillance
Group

2. Case records of all patients
who have died are screened to
identify concerns and possible
areas for improvement and the
outcome documented.
3. Staff and families/carers are
proactively supported to express
concerns about the care given to
patients who have died.

4. Appropriately trained staff are
employed to conduct
investigations.

5. Where serious concerns about
a death are expressed, a low
threshold should be set for
commissioning an external
investigation.

6. Investigations are conducted
in a timely fashion, recognising
that complex cases may require
longer than 60 days.

7. Families and carers are
involved in investigations to the
extent that they wish.

When?

Oversight?
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8. Learning from reviews and
investigations is effectively
disseminated across their
organisation, and with other
organisations where appropriate.

9. Information on deaths,
investigations and learning is
regularly reviewed at board level,
acted upon and reported in annual
Quality Accounts.
10. That particular attention is
paid to patients with a learning
disability or mental health
condition.
11. We also recommend that
provider Boards strongly consider
nominating a non-executive
director to lead on mortality and
learning from deaths.

The high-level
investigations from
deaths will be
disseminated in the same
way as serious incidents.
Learning dissemination is
improved. Learning
across organisations can
be enhanced further
Monthly mortality reports
are available for the
Executive Board, and
quarterly reports available
for the Board and Quality
Committees
The monthly report to the
Mortality Surveillance
Group will provide
narrative on learning
disability deaths
A NED may be identified
and may attend scrutiny
or mortality surveillance
meetings.

Head of April
Clinical 2017
Risk
and
Safety

Mortality
Surveillance
Group,
Scrutiny
panel, CCG
SI
meetings.

Director
of
Safety
and
Medical
Director
Head of
Clinical
Risk
and
Safety
Medical
Director

April
2016

Board,
Executive
and Quality
Committees

April
2016

Mortality
Surveillance
Group

April
2017

Mortality
Surveillance
Group
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Trust Board in Public: March 2017
Item: 35.17Public
Subject:

People’s Experience Report

Author:

Jo Young, Chief Nursing Officer and Deputy Chief Executive
Jo Lynch, Head of Nursing, Compliance and People’s Experience

Purpose:

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 NHS
Improvement and the Council of Governors.

Key Points:

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

•

The number of inpatient and community surveys completed
decreased in February.
People feeling involved in planning their care remains relatively
low in our inpatient services. However, of the 39 inpatient
surveys completed in February, 79% reported feeling either
completely involved or involved to some extent.
Our national Friends and Family Test is “Green” rated.

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 want
from the Board?

The Board is asked to discuss this report.
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People’s Experience report to the Trust Board (Public)
March 2017
Peoples’ Experience
1. Your Views Matter
In-patient survey results - 39 surveys were completed in February; a decrease of 32
surveys from the previous month. The total includes people using our Working Age Adult
and Older People inpatient services, and our 24 7 Windmill House drug and alcohol service.
Question

December

January

February

Does a member of the nursing team
spend dedicated time with you each day?

62

57

62

Do the staff speak to you with respect and
dignity?

83

93

100

Do you feel safe in hospital?

78

87

89

Were you given (or offered) a copy of
your care plan?

70

58

64

Have you been involved in planning your
care?”

60

58

56

On a scale of 0-10
(where 0= Not at all satisfied and 10=
Extremely satisfied)
How would you rate your experience of
the service overall?

Scale

< 50
< 66
<= 100
< 50
< 66
<= 100
< 50
< 66
<= 100
< 50
< 66
<= 100
< 50
< 66
<= 100
< 50

74

75

78

< 66
<= 100

Overall experience
21 people using our Working Age
Adult inpatient services completed the
inpatient survey in February. This is
29 less people than the previous
month. Of these, 8 people (38%) were
either satisfied or extremely satisfied
with their experience of the service
overall (people who gave a score of 810).
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10 people using our Older People inpatient services completed the survey in February (the
same number of people as in January). Of these, 8 people (80%) were either satisfied or
extremely satisfied with their experience of the service overall. Eight people from Windmill
House completed the survey (3 less than in January) and 88% were either satisfied or
extremely satisfied with their experience. The total for all inpatient services was 59%.

Community Survey results – A total of 49 people took part in the Working Age Adult
Community Survey in February; a decrease of 19 surveys compared to January. The total
includes people using our Working Age Adult community services and i-access drug and
alcohol services.
Question

December

January

February

Do you feel you were treated with
dignity and respect?

89

87

87

Were you given (or offered) a copy
of your care plan?

< 66
<= 100
< 50

79

79

65

< 66

Have you been involved in planning
your care?”

72

On a scale of 0-10
(where 0= Not at all satisfied and
10= Extremely satisfied)
How would you rate your
experience of the service overall?

< 50

<= 100
< 50
70

< 66
< 50

83

83

82

< 66
<= 100

47 of the 49 people who took part in
the Working Age Adult Community
Survey in February answered the
‘overall experience’ question, of which
34 people (72%) were either satisfied
or extremely satisfied with their
experience of the service overall
(people who gave a score of 8-10).

51

67

<= 100

Community Survey: overall
experience
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2.

CQC – Community Mental Health Services Survey Feedback 2016

A total of 850 people who have used our services were given the opportunity to
provide feedback via a postal survey, of which 240 people responded (29%
response rate). Last year, our Trust scored the ‘same as other Trusts’ in eight areas
and ‘better than other Trusts’ for treatments and this year, we are ‘about the same as
other Trusts’ in all areas which is positive news.
This year, we have scored ‘better than other Trusts’ in one question, for people
knowing who is in charge of their care during a time of change (Q20. Changes in
who people see), but there are five measures that we need to look to improve. CQC
found that overall; the quality of the experience reported by people who use our
community services is marginally lower than previous years (7.0 in 2014 & 2015 vs
6.9 in 2016), however people felt they had been treated with more dignity and
respect by our community services this year, when compared to the previous two
years (8.4 in 2016 vs 8.3 in 2014 & 2015). This places us in the intermediate range
against other trusts surveyed.
In terms of how SABP’s results compare to others, we have compared our results to
that of five local trusts and one ‘outstanding’ trust (East London NHS Foundation
Trust). We have found that we are the highest scoring trust in one area (organising
care) and we are about the same in the other areas. We are the third highest Trust
locally for people’s overall experience of using community mental health services, as
can be seen in the chart below.

We are in the lowest 20% of Trusts for 5 measures.
Health and Social Care Workers – (1) people feeling listened to by staff and (2) people
feeling that staff understood how their mental health needs affected other areas of their life.
Organising Care – (3) people feeling their care was organised to meet their needs.
Planning care – (4) people not feeling involved as much as they wanted in agreeing their
care with someone and (5) people not feeling their care takes their personal circumstances
into account.
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We are holding focus groups with people who use services from Mole Valley CMHRS to
explore these areas more fully.

3. National Friends and Family Test (FFT) – February 2017
The figures below are the % score based on the number of people who would either be
extremely likely or likely to recommend the service (national definition).

Friends and family test by division
Area

June
2016

July
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

Children and Young
Peoples Services

87.50

94.12

84.78

88.37

81.82

77.27

91.67

91.18

91.43

Older Peoples Mental
Health

94.44

93.06

93.75

88.76

90.00

95.00

94.17

97.06

95.65

Specialist Services

91.67

84.00

92.68

91.36

89.09

96.55

98.00

95.56

95.00

Working Age Adults

90.32

82.61

84.21

88.60

83.15

83.49

82.11

82.14

81.44

4.

People Feeling Involved in Planning their Care

Involvement in care planning was identified as a Key Performance Indicator because it is an
area where people using our services have identified scope for improvement both through
the national community survey and through local reporting.
% who said 'yes completely'

Number of questionnaires completed
Service type

Quarter 1 Quarter 2 Quarter 3

Jan-16

Feb-16 Quarter 1 Quarter 2 Quarter 3

Jan-16

Feb-16

244

236

324

75

35

51%

56%

44%

51%

34%

82

71

75

50

21

34%

31%

36%

26%

33%

290

226

227

55

76

85%

87%

85%

93%

86%

Older People MH inpatient

34

70

49

10

10

18%

27%

16%

40%

0%

CYPS community

85

105

88

34

35

46%

56%

50%

56%

60%

I-access services

67

173

79

21

20

69%

62%

53%

57%

50%

24 7 Windmill House

23

32

29

11

8

61%

78%

66%

91%

75%

825

913

871

256

205

61%

62%

55%

57%

59%

Adult MH community
Adult MH inpatient
Older People MH community

Trust-wide

•

As seen it the table above, our performance against the involvement in care planning
KPI has been disappointing so far this year. In February, only 59% of people said they
were completely involved in planning their care.

•

We need to involve people more in planning their care, particularly in our inpatient
services, where relatively few people say they have been completely involved in planning
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their care. However, of the 39 inpatient surveys completed in February, 79% reported
feeling either completely involved or involved to some extent.
•

Our Older People community services and the 24/7 Windmill House drug and alcohol
inpatient service continue to do well, with a high proportion of people saying they were
completely involved in planning their care (86% and 75% respectively).

•

A total of 205 people answered the involvement in care planning question during
February – a decrease of 51 responses compared with January.

Our recent Mental Health Act monitoring visits by CQC have also told us that they are not
consistently seeing involvement in care planning when they review the records of people in
our inpatient services who are detained under the Mental Health Act. The Quality Team are
currently supporting care planning improvements in our inpatient services.
We continue to hold our People Experience Network for our teams. We have rolled out care
plan folders for our inpatient services and are focusing on improving people’s experience of
their weekly ward Multi-Disciplinary review.
We continue with our new ‘People’s Experience’ session in our monthly Trust induction
market-place where we encourage discussion with our new colleagues about their role in
feeling involved in planning of people’s care.

5. Feedback from NHS Choices and Patient Opinion
People who post on these two sites are encouraged to contact our PALS team for
support with their concerns so we can follow up and act on the feedback. Some
examples of the feedback we’ve received in January and February 2017 detailed as
below:
Anonymous for Psychiatric Liaison – “Very pleased with service after presenting to
A/E at ESH following 'spazz attack' and psychosis”

Suicidal after doctor negligence fully admitted but no help
We were trying get my fiancé needed help and there was a major error by doctors
after four months waiting sees him, and they read out to him a confidential letter. (It
was handed in separately and marked highly confidential) He took it personally as
contained helpful but v sensitive information. We were engaged two year with a
marriage booked and wedding rings, all cancelled and we don’t speak, I’m
devastated...now I’m ill and despite three letters of apology by all doctors concerned
admitting blame for error, no help to me who is currently suicidal in thought and not
coping at all. I have lots of issues and a long history of real suicide attempts in
different ways....what does it take to be heard? My life is ruined and they didn’t help
they made things worse and now they won’t help me try get help I desperately need.
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This person was known to be in touch with our Complaints and PALS team and encouraged
to continue to have dialogue with us.

Anonymous – You would think given the nature of sexual trauma from both
childhood and adolescence that one would be afforded the dignity of help. The
respect of being cared for in an environment that supports recovery from PTSD. My
bra literally gives me more support day in and day out with carrying around burden
than this service. It is disappointing, a disgrace and despite being referred for EMDR
more than a year ago, I have only had two appointment each with someone new to
go over the gruesome details then told they will offer help, only for it to never arrive.
This person was known to have received care from Guildford CMHRS and has been
followed up.
Anonymous - The doctor has treated me for depression. The doctor is excellent at
their job. The doctor has an amazing ability to understand the problems that people
are going through and listens very carefully, not only to what you say but also your
body language. I would trust the doctor's advice implicitly and had no hesitation to
recommend them to anyone who is suffering from depression and other mental
health problems. The doctor is an exceptional and highly professional Doctor.

Jo Young
Chief Nursing Officer and
Deputy Chief Executive
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Jo Lynch
Head of Nursing, Compliance and People’s
Experience
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Trust Board in Public 29th March 2017
Item: 36.17.Public
Subject:

Safety Report

Author:

Dr Justin Wilson – Chief Medical Officer
Martin Grant – Interim Director of Safety

Report for:

Discussion

Where discussed
to date and next
steps:

The report pulls together metrics that have been discussed in the
Positive and Safe Group and updates on progress in relation to key
safety areas previously discussed at the Executive and Trust Boards

Purpose of this
paper:

The paper updates the Board on safety. The Boards attention is drawn to
the following:
• Seven serious incidents reported in February including four deaths
• Reduction in use of restraint across the Trust
• No prone restraint occurring in the past three months (Dec-Feb17)
• One Prevention of Future Deaths (Regulation 28) report (Feb)
• One inpatient death which appears to be due to suicide (March)

Health/Social
impact

Each of the metrics and indicators reviewed relates to individuals
receiving care from the Trust and impacts on them, their families and
communities.

Financial
Implications:

The 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)
March 2017

1. Introduction
This report is designed to provide the Trust Board with assurance in relation to safety across the
organisation. The Safety Report is usually received quarterly. This additional report is provided to
make the Board aware of some recent key safety events and incidents. Whilst there have been a
number of challenges in relation to safety across the Trust there is also evidence of improving
safety practice in some key areas. There are plans in place for further changes to improve
practice, reporting, and the dissemination of learning. These plans are updated and adapted in
response to further incidents that occur.

2. Summary
Approaches to improving safety have been undergoing a review within the organisation. As
reported in January 2017, safety has now moved within the Chief Medical Officer’s portfolio. An
interim Director of Safety commenced in February and is being replaced by a substantive Director
of Safety, Evonne Harding, at the end of March. A scoping exercise has begun covering
governance of safety through to operational analysis, including systems and processes,
recruitment and resources.

3. Serious incidents:
The number of serious incidents declared has
reduced in February and has gradually
reduced overall since summer 2016. This is
partly due to a greater analysis of the initial
incident to identify how it meets the criteria
under the national Framework, as well as late
reporting of historical incidents earlier in the
year. The overall number of SIs investigated
this year has been higher than planned for,
stretching available capacity.
The serious incident process has improved
with more accurate tracking, and improved
working with the CCGs including in relation to
the completion stage of the process.

There has been no significant deviation in the
types of serious incident in February. On initial
declaration, the cause of death is not always
clear. In general, it is only following the
investigation / inquest that it becomes clear
whether the cause of death is linked to an act
or omission in relation to clinical care.
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There has been a significant reduction in the
number of restraint episodes within the Trust
since September. This was partly due to the
closure of Rowan Ward. The gradual and
careful re-opening of the ward has, however,
been associated with no increase in restraint
incidents overall. Restraint is sometimes
necessary to keep staff and patients safe but
is invariably distressing. Staff receive
extensive training to prevent incidents
occurring and to minimise harm.
There has also been a reduction in the
number of prone restraint episodes across
the Trust, with no episode reported in the past
three months. In national studies prone
restraint is more likely to be associated with
harm. It has been used to manage severe
aggression and when rapid intramuscular
injection is required. Additional training has
been provided to help staff to administer IM
medication without using prone restraint.
The seclusion suite was closed for several
weeks from November to enhance the
facilities in line with the MHA code of practice.
There were no reports of seclusion being
used in non-designated settings during this
period. Despite re-opening, there continues to
be low use of the seclusion.

The overall number of incidents reported has
returned to approximately 500 per month after
a spike in September 2016. It is difficult to be
clear what the optimum number of reported
incidents is, but we want to create a high
reporting culture which promotes learning and
prevents more serious incidents occurring.
The recent staff survey indicates an improved
reporting culture which compares favourably
with other similar organisations.

3
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4. Health and Safety Prosecution (HSE v SABP 2016)
The HSE prosecution relating to the tragic death of Adam Withers in May 2014 has been
discussed at the Board previously. The Trust’s instructed lawyers have all relevant information in
relation to the decision on financial penalty. They are now awaiting a draft of the Trust’s defence
from senior counsel which is expected before the end of March 2017. Sentencing will be in June
2017.
5. Regulation 28 Prevention of Future Deaths Report
There is one Regulation 28 response due in April 2017 – MM 18437. The draft response will be
discussed in the Board in Private this month. This is the only Prevention of Future Deaths report
the Trust has received during this financial year (2016/17) and relates to a death that occurred in
December 2015. There were four Regulation 28 PFD reports relating to the Trust received during
2015/16.

6. Inpatient death
There was a death on Blake Ward on 20 March 2017. This incident is sad and distressing for
the person’s family and staff involved. A full investigation is being carried out, but it is likely
that this death will be found to be due to suicide. If confirmed, this is the only inpatient suicide
associated with the Trust this financial year.
Immediate action taken:
A full health and safety review of the environment has taken place.
A serious incident has been declared. There has been an initial review of the care of the
person prior to a full investigation. Contact with the next of kin has been made. Immediate and
ongoing measures have been put in place to support the staff involved. Admissions to the
ward were initially suspended and now capped to allow some respite for staff.
7. Conclusions:
The report demonstrates some improvements with respect to key safety metrics during the year,
but also highlights some important recent developments and incidents which will be of significant
concern for the Board. The most important measures to improve safety relate to the effective
recruitment, retention and training of staff to enhance stable, consistent and skilled multidisciplinary teams. This should be achieved within a culture that encourages the reporting of
incidents and learning from them in an open, honest and accountable manner. There is evidence
from the most recent staff survey that there has been further improvement in this area with respect
to staff feeling confident to raise concerns, assured that action will be taken within the organisation
to learn from incidents.
Martin Grant
Interim Director of Safety

Justin Wilson
Chief Medical Officer
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Trust Board in Public – 29th March 2017
Item: 37.17.Public
Subject:

Value for Money Report – February 2017

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

Key points:

The Board’s attention is drawn to the following:
•
The Trust’s YTD operational outturn is a £91k surplus, compared
to a £82k 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:

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

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
28 February 2017
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Value for Money Report to 28 February 2017
1

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

2

Value for Money Headlines
For the period to 28th February 2017 the Trust has delivered a year to date operational
surplus of £91k.
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
145,502
144,754
(748)
(149,281)
(136,847)
(136,322)
526
9,452
8,655
8,432
(222)
(5,684)
(5,210)
(5,088)
122
(3,553)
(3,257)
(3,135)
122
(115)
(105)
(118)
(12)
100
82
91
9
2,641
2,641
3,028
387
960
880
880
0
0
0
(410)
(410)
3,701
3,603
3,589
(14)

Operational Outturn
As we are now confident that we will achieve our planned £0.1m operating surplus for the
year, we believe we are eligible for £0.9m YTD of S&T funding, bringing our bottom line
surplus to £3.6m.
The Trust has delivered £3.1m of CIP compared to a plan of £3.9m.

4

Agency Usage
The Trust’s YTD agency spend as a percentage of our total pay spend is 7.8%. NHSI issued
us with an agency spend control total of £6.695m for the year. Year to date we have spent
£7.7m, 26% more than our control total.

5

Use of Resources Metric (previously FSRR)
The Trust’s finance use of resources metric was a 2 for M11 and is expected to be a 2 for
M12. We did record a 1 UoR for January, however our agency spend has deteriorated in
month reducing the metric to 2.
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6

Cash flow and Aged Debt
Our cash balance has been improving each month and was £9.6m at end February. Our
year end forecast is £11.8m.
Total debt has increased slightly to £7.5m in February. Over 90 day debt is currently at
£1.9m. The main outstanding debt is with Surrey Downs making up £0.5m and Horsham
and Mid Sussex CCG at £0.3m, both of which are actively being chased.

7

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

Graham Wareham
Chief Finance Officer
February 2017
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Trust Board in Public: March 2017
Item: 38.17 Public
Subject:

Staff Survey 2016 Report

Author:

Jo Young, Chief Nursing Officer & Deputy Chief Executive
Lynn Richardson, Director of Human Resources

Purpose:

Discussion

Where discussed
and next steps:

The Staff Survey report and findings have not yet been discussed at
Executive Board or our Leadership Forum but plans are underway for
a full review at Leadership Forum on 23 March 2017.

Key points :

The Board’s attention is drawn to the following:
• Return rate of 65% - an improvement on 2015’s survey return of
59%
• 22 of the 32 Key Findings place our Trust in the better than
average of all NHS Trusts within our sector
• 1 of the 32 Key Findings places our Trust in the worse than
average category of all NHS Trusts within our sector
• Nationally, we are first for our sector (local calculation)

Health/Social
Impact:

Workforce information is helping to support managers in the management
of their workforce in a fair and consistent manner. Staff feedback can
assist us to retain our workforce in line with our Trust’s ambition. The
higher the performance in the survey, the more assurance that can be
given regarding quality and safety of our services.

Financial
Implications:

Using the Staff Survey local results to give focus to developing an engaged
workforce positively affects delivering high quality services and the
motivation of our employees. In addition, these factors influence the
Trust’s financial effectiveness.

Outcome of Equality
Analysis:

The annual staff survey particularly assists our Trust to address inequality
through the careful scrutiny of the staff’s views on diversity. Concerns
remain in relation to the experience of our disabled and BME employees.

What do you need
from the Trust
Board?

The Board is asked to discuss this report.
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STAFF SURVEY 2016
March 2017
1.

Introduction
The 14th annual survey of NHS took place between September - December 2016 and all
NHS staff in England and Wales had the opportunity to give their views on working in the
NHS in 2015. Within our Trust, we undertook to survey the total workforce and distributed
2363 surveys using both electronic and paper questionnaires. 1505 employees completed
and returned a survey questionnaire making a final response rate for our Trust of 65%. This
compares with a 59% return rate in 2015. The national response rate for Mental Health and
Learning Disability Trusts is not known at the time of writing. As with previous years, we
invited Surrey County Council employees who work within our integrated teams to also take
part in our survey.

2.

The National Results in Summary
This year the survey went out to over 982,000 staff across 316 trusts, clinical commissioning
groups, commissioning support units and other NHS organisations in England. Staff were
eligible to take part if they were employed directly by an NHS organisation on 1stSeptember
2016. Over 423,000 staff took part in the survey between October and December 2016, via
either a postal or online questionnaire.
Diagrams showing our overall performance in the 2015 and 2016 surveys are shown in
Appendix A.
Contribution to improvements - 73% of staff agreed or strongly agreed that there are
frequent opportunities for them to show initiative in their role, and 75% reported that they are
able to make suggestions to improve the work of their team or department. A slightly lower
proportion, 56%, said they are able to make improvements happen in their area of work.
Recommendation of the organisation - 75% of staff agreed or strongly agreed that care of
patients/service users is their organisation’s top priority, and 60% said they would
recommend their organisation as a place to work. When asked whether they would be happy
with the standard of care provided by their organisation if a friend or relative needed
treatment, 70% of staff agreed or strongly agreed.
Motivation and engagement - Over half of all staff (59%) reported that they often or always
look forward to going to work, with 74% of staff feeling enthusiastic about their job. 77% of
staff also felt that time passes quickly whilst they are at work.
Overall engagement score - the overall engagement score differed between trust types,
with acute specialist trusts scoring the highest, at 3.94, while ambulance trusts scored lower
than all other trust types, with a score of 3.43.
The national response rate to the survey was 44% this year (up from 41% in 2015) and there
appears to be very little change in results from last year to this. All the national key findings
can be viewed at http://www.nhsstaffsurveyresults.com/key-findings One result which does
appear to have deteriorated nationally are the levels of bullying and harassment which would
be broadly in keeping with our own results.

3.

Our Trust’s Findings 2016
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During 2016 our Trust has remained operating in a
backdrop of tough economic
circumstances for the general public and unrest within the public sector in relation to the junior
doctors’ contract negotiation together with the unprecedented demand for NHS services. We
have embarked upon the redesign of our hard and soft FM services which has seen long
standing employees be involved in an unsettling organisational change process. In addition,
all our attempts to retain our staff and recruit to substantive vacancies have been only partially
successful with a lot of effort for little stability within our in-patient wards in particular. Despite
all this, we have delivered consistent, positive results for our Trust in 2016.
3.1 Our Top Five Ranking Scores
Key Findings
KF7 % of staff able to contribute towards improvements
at work
KF10 Support from Immediate Line Managers
KF12 Our staff satisfaction with the quality of their
appraisal
KF18 % staff feeling pressure in the last 3 months to
attend work when feeling unwell from their managers,
colleagues or themselves
KF13 Quality of non-mandatory training, learning or
development

Our Result
2016
77%

National
Average
73%

Our Result
2015
76%

3.97
3.38

3.88
3.15

3.95
3.36

50%

55%

51%

4.12

4.06

4.09

Our Result
2016
3.72

National
Average
3.71

Our Result
2015
3.68

86%
87%

89%
87%

86%
90%

93%

93%

88%

12%

14%

12%

3.2 Our Bottom Five Ranking Scores
Key Findings
KF19 Organisation and management interest in and
action on health and wellbeing
KF11 % staff appraised in the last 12 months
KF21 % of staff believing that our Trust proves equal
opportunities for career progression or promotion
KF24 % of staff/colleagues reporting most recent
experience of violence
KF20 % of staff experiencing discrimination at work in the
last 12 months

We have been concerned about the level of appraisal compliance in our Trust over the last
four years and our result above, whilst not statistically significant, does confirm that we have
remained 3% below the national average and are 9% below the best performing mental
health Trust. This is particularly disappointing as there has been considerable management
attention to this key finding during 2016 and yet our staff experience indicates no change.
Back in 2013, we were better than average but our trend has been to not keep pace with the
incremental improvement of others. More positively around the appraisal key finding, we
remain above average for the quality of our appraisals with a score of 3.38 (up from 3.36 in
2015) when the national average for our sector is 3.15.
4.

Statistically Significant Changes between 2015 and 2016
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4.1

Improvements
• % reporting errors, near misses or incidents witnessed in the last month
• % staff confidence and security in reporting unsafe clinical practice
• % of employees working extra hours
• Staff satisfaction with the quality of work and care they are able to deliver

4.2

Statistically Significant Changes between 2014 and 2016
•
•
•

% staff attending work in last 3 months despite feeling unwell because they felt
pressure
Staff motivation at work
% staff experiencing physical violence from staff in the last 12 months

4.3

Deterioration
There were no statistically significant deteriorations and only one of our bottom five lowest
scores is of significant concern to ourselves - % of staff appraisals.

5.

Analysis of Improvements against our Action Plan 2015
Our local application of last year’s action plan has resulted in us generally sustaining our
better than average position of 2015. Particularly pleasing was the attention we have given
to errors and incidents which has resulted in all 4 indicators being better than average.
Similarly, our push to highlight the importance of health and wellbeing at work has seen 2 of
3 indicators being above average.
We have identified for several years now the issue of our workforce repeatedly working extra
hours and 2016 is the first year for a long time that we have seen an improvement in this
indicator by a 5% reduction this year.
We were not able to bring ourselves above the average score for appraisals.

6.

Overall Indicator of Staff Engagement
The national overall staff engagement figure this year was 3.79 – up from 3.78 the previous
year.
We marginally improved on our levels of staff engagements and scored 3.84 this year up
from 3.81 in 2015 for our overall staff engagement score. Over the last five years, there has
been a consistent trend of making small improvements in all indicators while our level of staff
participation with the survey have increased. This places us in the above average ranking of
all mental health and learning disability trusts compared to the national average of 3.77 for
our sector. The staff engagement score is a combination of the results surrounding ability
of staff to contribute to improvements at work, their willingness to recommend the trust as a
place to work or receive treatment and the extent to which staff feel motivated and engaged
with their work.
Our results for each element were as follows with scores from previous years included for
information:
Key Finding

Score in
2016
(Range 1-5
with 5 the
best)
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Score in
2015
(Range 1-5
with 5 the
best)

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

Score in
2013
(Range 1-5
with 5 the
best)

Recommendation of the Trust
as a place to work or receive
treatment
Ability
to
contribute
to
improvements at work

3.69

3.66

3.66

3.57

77%

76%

77%

75%

Staff Motivation at Work

3.97

3.95

3.90

3.88

3.84

3.81

3.73

3.67

Overall Staff Engagement

7.

Our Diversity Findings

In our 2016 staff survey, the findings about diversity are based on the following contributions
within the 65% of returned questionnaires:
Gender
Ethnicity
Disability
Age
Work Status

Male
BME
Disabled
Under 40
Full Time

25%
24%
15%
29%
81%

Female
White
Not disabled
Over 40
Part Time

75%
76%
85%
71%
19%

Looking back at our surveys since 2011, there are many similar patterns that form a trend,
particularly in relation to our BME employees who remain the most positive minority group in
respect of most elements of their working lives. However, year on year there remains a higher
levels of discrimination in the workplace by people who use our services and members of the
public against them but the level of discrimination by members of staff against employees from
a BME background has reduced to a more consistent level with the rest of our workforce.
Two other staff minority groups also experience higher than average levels of dissatisfaction
over a range of questions - our disabled employees and our employees aged 66 or more.
Our disabled employees are least satisfied with the range of questions around their
involvement in the decision making within the workplace. They would like more responsibility
and an opportunity to make improvements in their area of work. There appears to be more
we could do to offer greater flexibility and support to our employees with a disability in order
that they can cope with their health issues at work. They report coming to work despite not
feeling well, being under pressure from their manager and experiencing work-related stress.
We have been aware of needing to do more to support this minority group of employees but
there does not appear to be any sign of the results improving for this staff group over the last
two years.
•

•

Young Age
For the last 3 years, we have noticed that our youngest employees in the 16-30 age group are
with the lowest rates for an appraisal in the last 12 months. There is incremental improvement
as the age of the employee increases. The opposite is true when we review the quality of the
appraisal, with the youngest being most satisfied and the oldest being least satisfied. This
same pattern is repeated again this year. It will be interesting to measure if the new appraisal
process currently being piloted will improve this finding in time.
Our youngest employees appear to experience more discrimination at work than our older
employees (5% more) and are the most likely to report any violence at work or any experience
of bullying or harassment.
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•

•
•
•
•
•

Our youngest employees score significantly higher at recommending the organisation as a
place to work or receive treatment than employees aged over 30.
Older Age
Our employees aged 51 or more are the most unlikely to report errors or near misses
They have the least confidence in reporting unsafe clinical practice
Our oldest employees are the most satisfied with the quality of work and care they are able to
deliver.
Least likely to experience physical violence (10% difference between oldest and youngest)
More likely to experience bullying or abuse from staff compared to younger staff but the least
likely to report it
Overall, there was no significant difference in the staff engagement score across the different
age ranges.

•
•
•
•
•
•

BME
Our BME staff are the most satisfied in the workplace of all our minority groups and are much
more likely to recommend the organisation as a place to work or receive treatment than their
white colleagues.
They report less work pressure and less workplace stress than white colleagues
BME employees experience more physical violence from people who use services/public than
white colleagues though this same level is also experienced by men in our Trust.
They also experience more harassment from colleagues than white employees; however
disabled employees experience significantly more than BME or white colleagues.
The findings of the last three years in relation to recommending our Trust as a place to work or
receive treatment continues with our BME staff providing a strong endorsement of our
services.
Overall staff engagement figure is up for BME employees compared with last year.
This year, despite the incidence of bullying being higher for BME employees than white
employees, the level of bullying has decreased by 3% from last year’s score.
Disability
Our employees with a disability scored the lowest scores (worst scores) for 22 of the 32 key
findings which is troubling to us. Some of the key findings are:

•
•
•
•
•
•

For the last four years, our disabled employees continue to report their experience of the
highest levels of work pressure and the feelings of being unwell due to work related stress
For the second year in a row, there has been a small improvement in the level of support our
employees with a disability receive from their immediate line manager though they still remain
the lowest scoring minority group across our Trust
They experience the highest levels of harassment from staff of all the minority groups and this
was up 4% compared with last year
They experience the highest levels of harassment from the public or people who use our
services of all the minority groups and this was up 2% compared with last year
They are the group least likely to recommend our Trust as a place to work or as a place to
receive treatment
Staff engagement score is exactly the same as last year
These findings will be discussed with all the Staff Network Chairs, the Professional Leads and
within the Divisional Management Boards. The feedback from these groups will assist the
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Executive Board to plan the Trust Actions for this year.
8.

Workforce Race Equality Standards (WRES)

This is the second year of collecting this data for our WRES reporting. This data is
unweighted and it is evident that our BME employees have an unequal experience of life at
work than our white employees. In the majority of indicators, we have performed better than
the median for our sector. However, it is disappointing to see that our results have
deteriorated in relation to staff experience for 3 out of the 4 Indicators for our BME colleagues
comparing 2015 results with 2016 data.
Key Finding

KF25
% of staff experiencing harassment,
bullying or abuse from patients, relatives
or the public in the last 12 months.
KF26
% of staff experiencing harassment,
bullying or abuse from staff in the last 12
months
KF21
% of staff believing that the organisation
provides equal opportunities for career
progression or promotion
Q17b
In the last 12 months have you personally
experienced discrimination at work from
manager/team leader or other colleagues

9.

Our Trust
Score in 2016

Aveerage
(medianScore
for mental
health in 2016

Our Trust
Score in 2015

White 27%
BME 38%

White 31%
BME 38%

White 27%
BME 33%

White 17%
BME 21%

White 22%
BME 26%

White 16%
BME 24%

White 90%
BME 81%

White 89%
BME 79%

White 91%
BME 84%

White 4%
BME 11%

White 7%
BME 14%

White 5%
BME 10%

Our Position Nationally

The NHS Staff Survey does not formally produce league tables but it does provide the data for
us to do our own analysis which we have been doing for the last few years. We use a simple
formula of comparing each Trust to the average result for the sector – giving double weighting
to excellent scores and subtracting a point for each score worse than the average.
This year, for the Mental Health and Learning Disability sector, we are placed first out of the 28
Trusts in this cluster:

Trust
Surrey and Borders Partnership NHS
Foundation Trust
South Staffordshire and Shropshire
Healthcare NHS Foundation Trust
Dudley And Walsall Mental Health
Partnership NHS Trust

Excellent

Better

Worse

Total

Rank

1

32

1

33

1

1

31

2

31

2

1

29

4

27

3

We also like to compare ourselves to our neighbouring Trusts from across the different health
sectors and using the same principles as above, we ranked our Trust 4th as follows:
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Trust
Berkshire Healthcare NHS Foundation Trust
South Essex Partnership University NHS Foundation Trust
East London NHS Foundation Trust
Surrey and Borders Partnership NHS Foundation Trust
Frimley Health NHS Foundation Trust
Oxleas NHS Foundation Trust
Southern Health NHS Foundation Trust
Central and North West London NHS Foundation Trust
Camden and Islington NHS Foundation Trust
Ashford and St Peter's Hospitals NHS Foundation Trust
Kent And Medway NHS And Social Care Partnership Trust
Royal Surrey County Hospital NHS Foundation Trust
Sussex Partnership NHS Foundation Trust
South London and Maudsley NHS Foundation Trust
South West London And St George's Mental Health NHS Trust

Total
164
170
172
183
242
243
280
288
297
301
301
315
350
371
403

Rank
1
2
3
4
5
6
7
8
9
10
10
12
13
14
15

Clearly as a Trust we are performing well and it naturally follows if we can address our one
worse than average result (appraisal) and make improvements on staff recommending our
Trust as a place to work or receive treatment, we should see ourselves maintain or improve
our position with our neighbouring Trusts.

Action Planning
The Executive Board and the Leadership Forum will discuss the findings and following
Leadership Forum in March, Divisions and Directorates will be discussing the findings with
their teams and drawing up their local actions. .
From my review of our results, I would suggest the following as potential actions:
•

•
•

•

•
•

Maintain our focus on increasing appraisal compliance to meet the 93% target whilst
keeping focus on ensuring the quality of the appraisal is delivered – the new appraisal
and leadership training will be rolled out across the Divisions in 2017 which we hope to
be more popular with the workforce by reducing the paperwork associated with the
process.
Managing Pressure better – working with our disabled employees particularly to
understand what would help them to cope with the high activity levels in our Trust
without feeling work-related stress
Staff Engagement – Recommendation of our Trust as a place to work or receive
treatment. This element of the Staff Engagement score remains at ‘average’ and so
should be a focus for our action with our staff teams as part of the local action plans
and service improvement initiatives.
Our focus last year on the reporting of errors, near misses or incidents witnessed in the
last month improved by 6% this year and learning from previous years, we need to
maintain that focus and provide feedback to employees when they report so that we
consolidate and maintain our better than average score this year
Working with all our Staff Network Leads, plan some measures to improve the work
experience of our employees with a protected characteristic.
We want to understand and resolve the concern spanning our whole workforce in
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relation to career progression and promotion. The only groups of staff showing
confidence are our senior managers and our medical workforce. I wonder with the
extreme shortage of skilled workers, our flexible approaches had eroded confidence in
our fair processes. A review by the HR team would feel beneficial and an enhanced
training package put in place for recruiters to ensure all managers are aware of the
importance of transparency and fairness in recruitment.
11.

Communication of Survey Results to Staff and Follow Up Action Plan

The Trust’s Executive Action Plan will be cascaded to all Directors for sharing with their
workforce and the Executive Board will agree the Action Plan for our Trust in April for sharing
with the workforce.

Lynn Richardson
Director of HR
March 2017
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Staff Survey 2016

Appendix A

KEY
Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores for which a high score would
represent a negative finding. For these scores, which are marked with an asterisk and in italics, the lower the score the better.

Staff Survey Report to the Trust Board (Public) in March 20110
LR 13.03.2017
73

Staff Survey 2015
KEY
Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores for which a high score would
represent a negative finding. For these scores, which are marked with an asterisk and in italics, the lower the score the better.
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Board in Public – 29th March 2017
Item: 39.17Public
Subject:

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

Author:

Justin Wilson, Chief Medical Officer

Purpose:

Discussion

Where discussed
to date and next
steps:

Key issues discussed at 24/7 Project Advisory Group, 24/7 PIT, Strategic
Change Programme Board, Surrey Collaborative and NHS Improvement.
Emerging issues requiring specific actions including further revision to
SOC - these are being presented as a progress update to Trust Board.

Key points

The Board’s attention is drawn to the following:
1) The case for change to develop a 24/7 hospital facility and the
associated financial affordability of all shortlist options require written
endorsement from our CCG and STP Boards.
2) The Langley Wing at Epsom is no longer available as a site for our
inpatient services which affects three of our 12 long-list options including
the short-list option of ‘do minimum’ on that site.
3) The public consultation planning process and the potential programme
delay for the development of the 24/7 hospital facilities.

Health/Social
Impact:

The 24/7 Programme will significantly improve the quality of health care
environments within the STP footprint across health and social economy.

Financial
Implications:

The financial and economic appraisal, requirement, implication and
solution will form part of the rigorous business case development
process encompassing SOC, OBC and FBC. The financial affordability of
all shortlist options is currently under review and discussions on funding
support are to be held with CCGs.

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 want
from the Board?

Trust Board is invited to note and offer comments to the issues
highlighted.
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Report on 24/7 Programme - Hospital Facilities for North West, East and Mid Surrey
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 North West, Mid and East Surrey and the
preferred location.
Progress
Since the last report, additional activities were completed including:
•
•
•
•

A revised draft Strategic Outline Case for a 112 beds hospital was shared with CCGs and NHS
Improvement;
Surrey Collaborative agreed to establish a Committee-in-Common to plan for the preparation of
public consultation;
NHS Improvement provided informal feedback on the revised SOC, which require further
analysis and gathering of additional evidence to substantiate the business case;
A reminder of shortlist options:
o

Option 2: Do Minimum @ ACU site and Langley Wing site

o

Option 3: New Build @ ACU site, St. Peter’s Hospital, Chertsey

o

Option 4: New Build @ West Park site, Epsom

o

Option 6: New Build @ Langley Wing site, Epsom Hospital, Epsom

o

Option 7: New Build @ East Surrey Hospital site, Redhill

2
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Emerging Issues and Next Steps
1) NHS Improvement has strongly advised that the Strategic Outline Case (SOC) must
demonstrate a strong case for change and financial affordability of all shortlist options and that
they are fully endorsed by our clinical commissioning and STP Boards. The SOC will require
further revision to address the informal feedback received from NHS Improvement. We are
continuing our discussions with the relevant bodies at various leadership meetings.
2) The Langley Wing at Epsom is no longer available as a site for our inpatient services which
affects three of our 12 long-list options including the short-list option of ‘do minimum’ on that
site. We are reviewing our options appraisal to address this change.
3) The public consultation planning process and the above issues will result in potential
programme delay to the development of the 24/7 hospital facilities. We are continuing in our
effort to work with CCG leads on the pre-consultation planning activities.
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Trust Board in Public – March 2017
Item 40.17 Public
Subject:

Care to Quit Programme, becoming a non-smoking Trust – feedback
from the consultation on our strategy

Author:

Jo Young, Chief Nursing Officer and Deputy Chief Executive

Report for:

Approval

Where discussed
to date and next
steps:

Discussed at Council of Governors in September 2016, Care to Quit
Steering Board and Executive Board in January 17 and approved in
February 17. The consultation included Stakeholder Meetings, FoCUS
Groups, Carers Groups and Operational/Professional Meetings. Also it
has been communicated through the Trust Web and E-Bulletin

Key Points:

Feedback from the consultation of our CARE to Quit tobacco
management strategy confirmed:
•
•
•

Our Tobacco Management Strategy provides guiding principles to
achieve smoke free status by October 2017
Throughout the consultation there was majority support for the
implementation of the strategy, but acknowledgement of how
challenging this will be for some people who use services and staff
The Steering Board and Executive Board recommended we progress
with the strategy and deliver a smoke free organisation by October
2017

Health/Social
impact

Mental Health conditions affect almost one quarter of the population, who
die on average10 – 20 year earlier. Smoking tobacco is the largest single
cause of this gap.

Financial
Implications:

The financing of this project will be non-recurring in 2017/18 and then the
recurrent cost will be evaluated and then identified as part of the budget
setting process for 2018/19.

Outcome of
Equality Analysis:

An equality impact assessment will be completed as part of our strategy
engagement work.

What do you want
from the Board?

The Board is requested to approve the execution of the Strategy

78

Care to Quit - outcome of consultation
Introduction
In March 2016, Public Health England (PHE) published ‘Smoke-free Mental Health Services’ in
England – implementation document for providers of mental health Services.
The 2016 Mental Health Task Force Report stated that inpatient services should be smoke free by
2018.
We are now on a journey to comply with these recommendations, either partially or fully, in
extending our smoking ban in indoor and substantially enclosed spaces to all our outdoors spaces,
i.e. gardens, car parks, including those accessed by people using, working in or visiting our
inpatient sites. This presents us with significant challenges, but also a real opportunity to improve
the health and well-being of people, if we chose to embrace the spirit as well as the letter of the
guidance.
Our CARE to Quit strategy was supported in principle by both our Executive Board and Trust
Board in September 2016 with the intention to achieve smoke free environments by October 2017.
A detailed project plan is in place (and found on our shared drive).
We have subsequently consulted widely to ensure that our strategy is supported and are now
seeking approval to complete this strategy following review of the feedback.
A reminder of the context
In Surrey the prevalence of smoking in the general population, is currently about 19%. It is
therefore not unreasonable to assume that approximately 400 of our staff smoke, with some
groups more likely to smoke than others.
Amongst people with a serious mental health condition that rises to about 33% and in mental
health acute admission wards in excess of 60% of people are likely to smoke.
Prevalence amongst people with a learning disability is less well reported although, there is a
correlation with the severity of disability and smoking amongst people with a severe learning
disability is low. It could however be assumed that rates amongst people with a mild to moderate
learning disability, who have a dual diagnosis is above average.
It is estimated that 42% of all tobacco is consumed by adults with a mental health condition.
Tobacco is the leading cause of preventable death in England and approximately 78,200 people
die each year of smoking related diseases. People with severe mental health issues, on average
die between 10 and 20 years younger than their peers, from chronic health conditions. Studies
now also appear to show clear links between smoking and depression, stress and psychological
quality of life.
Smoking places a particularly significant financial burden on people with low incomes. New
research shows high levels of smoking amongst people who have a mental health condition and
are in poverty and that significant numbers of people with common mental health problems are
pushed into poverty by their expenditure on tobacco.
Within the NHS smoking related disease amongst people with a mental health condition cost an
estimated £919m (2009/2010). It has been suggested the cost of facilitating smoking in a mental
health ward is circa £70k per annum. It is clear that smoking is costly and remarkably bad for
health, yet most people who smoke know this, smoking is also legal. We need to recognize
smoking as an addiction. However, it is nicotine that people become addicted to. Going smoke
Care to Quit outcome of consultation report
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free does not mean going nicotine free. There are a variety of nicotine replacement therapies
(NRT) available which significantly improve an individual’s chance of successfully quitting smoking,
either temporarily or permanently, especially if used alongside specialist cessation support.
Our Journey and project so far:
Our journey began with the establishment of a Steering Committee, chaired by an Executive
Director. The literature and experience of other Trusts is explicit that visible Board ‘buy in’ and the
full engagement of senior leaders is critical in the success of smoke free initiatives in mental
health. Subsequently a project lead was identified. A review of literature was undertaken, contact
made (including two visits) with four other mental health trusts who have gone smoke free, a
project plan developed and implementation group established.
This group includes
representatives from all four Divisions, plus most corporate services.
A draft strategy was produced and many stakeholder meetings were attended to introduce the
recommendation of smoke free Mental Health Trusts and the implications for our Trust. A draft
strategy was produced, and later indicative costs, and key partnerships were established including
Quit51, our local Smoking Cessation Service.
Between October and December 2016 a communication exercise was undertaken, to seek views
on the draft strategy and a particular question was asked as to whether or not to allow vaping,
other than disposable e-lites, within designated inpatient areas. The exercise entailed a press
release (local), an easy read version of the draft strategy which was posted on the Trust’s Web and
comments invited. Various communications via Partnership people, e-bulletin, visiting/revisiting a
number of stakeholder meetings including all FoCUS groups, all valuing People Boards and the
Carers’ Action Group as well as a number of Operational and Professional Meetings.
Headlines that people were given: Summary of NHS England Smoke free recommendations and its implications for our Trust.
 That we see smoking cessation centered in a broader well-being agenda.
 That the focus of work will be predominantly in Community Services, but acknowledging the
particular challenges in inpatient services.
 Other Trusts like ours have already achieved smoke free status.
 That we are particularly interested in people’s views about vaping in inpatient services. The
advantages and difficulties in allowing this were explained.
People expressed a range of views in the broad and varied discussions that followed. Some
people were passionate at times, but always appropriate and thoughtful in their comments.
What we were told by people during our consultation:
The comments received have been summarised in a document produced by colleagues in the
Communication Team. Feedback has been further condensed for the purpose of this paper.
Broadly, the majority of people including those who use services, carers and our staff support our
Trust going smoke free. Commissioners, including Substance Misuse Services, also support a
smoke free Trust. Many however, express some concerns about how people who use inpatient
services can be properly supported
Some people who use services were less confident about stating their support publicly, this
included some smokers. Of those who shared their views, a small but significant group of people
who use Mental Health Services and the almost unanimous view of people who use Substance
Misuse Services were opposed to our plans.
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Concerns expressed across the spectrum fell into broad categories.
Q: Is a ban legal/does it breach Human Rights (in inpatient services)?
R: The legality of a ban has been tested in what is known as the Rampton Ruling upheld at appeal.
A ban in our Trust is legal and does not breach Human Rights in Law. However, this does not
mean that further legal challenges are not possible in future.
Q: Is a ban right ethical and isn’t it unnecessarily restrictive practice (in inpatient services)?
R: These points are certainly worthy of careful consideration. However, other potentially harmful
substances are not allowed in inpatient settings i.e. alcohol and other forms of self-harm
minimised. Given the known harmful effects of smoking it would be unethical to allow smoking and
discriminatory in a detrimental way to allow it amongst certain groups. We will work to ensure we
minimise the difficulties and discomfort of people we are supporting to temporarily abstain from
tobacco.
Q: A ban is likely to lead to an increase in violent and aggressive incidents (in inpatients and
especially S136 suites
R: The literature and experience of other Trusts suggests this is not the case. However, some of
our staff which have worked in other Trusts have suggested, that in some cases, ways have been
found to allow some people to smoke and say this reality has not been shared. We would do well
to consider this.
Q: A ban will be impossible to impose/police (in inpatient services)
R: We agree that it will be very difficult to prevent people who are absolutely determined to smoke
from doing so and that for people who use inpatient services, the consequences of being found
smoking may be limited. For that reason, we accept that some people will continue to smoke
despite our best endeavors. We believe that we should be investing our resources, time and
energy at the front end working with people to support them to quit smoking permanently or
temporarily, rather than investing those resources in catching people out.
Q: It is absolutely too much to ask people not to smoke whilst receiving inpatient treatment for
other, more immediately life threatening additions. People will refuse admission.
R: We recognise the strength of feeling amongst this group of people. Other Trusts have not
allowed any exemptions and the literature supports this. Other substances have also been subject
to careful management at Windmill House i.e. caffeine and access to sugary drinks and stimulant
drinks banned completely. The Commissioner of this service supports a ban. However, we need to
explore further on how this issue has been managed in other similar services.
Q: Staff have stressful jobs and should be allowed to smoke.
R: Recent research suggests that smoking contributes to stress. We are mindful of the serious
health risks of smoking and as responsible employers we are concerned for the health and wellbeing of our staff. Staff will not be allowed to smoke during paid time. They will be able to smoke
during unpaid breaks, albeit not on our premises.
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Vaping
The majority of people who expressed a view supported vaping, including our inpatient services,
even when told about the possible risks, (unlicensed product, vaping other substances i.e.
cannabis, requires charging, risk of over dose). This included the majority, but not all, of our
clinical staff who expressed a view. For most people their concerns were about if vaping were
allowed in certain areas, possibly outdoors.
It should be noted that as far as is known, no other Mental Health Trust allows vaping in inpatient
areas (other than disposable e-lites). However, vaping has recently been approved by NHS
England as a harm minimization tool and it is believed that further advice/legislation is likely.

Sources of Resourcing
If we took all possible costs associated with this programme we will have invested £387k in the
start- up year. It is proposed that in 2017/18 all funding is non-recurrent and that for 18/19 revenue
budgets are established to deliver the recurring costs to sustain this programme of £488k (see
table below).
Sources of Funding 17/18 and 18/19
Sources of Funding
Programme
Quality
Directorate Leadership
and
growth monies
Governance
Band 6 advisors x 2
OH and HR
Communications
Revenue sub-total

Non recurring 17/18
£36k

Recurring 18/19

£60k (part year)
£25K
£66k

£80k
£20k

Corporate reserves

£31k
£55k
£114k*

Pharmacy
Provision of e lites
Operations costs

£187k

£100k

£31k
£357k

Revenue sub-total

£200k

£388k

Revenue total

£387k

£488k

Consume
within
divisions release time
Consume within hotel
services budget
Capital
Total

Training

£101k

Healthier menus and £30k
snacks
Online training
£5k
Estates
£44k
£49k

£60K

£0k

*To include 114k towards additional activities in year one.
**The FYE for operational services should include additional resource for well-being clinics (£257k); £100k for more activities on wards;
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Recommendations
It is recommended that the Board approves our Strategy and implementation date of 2nd October
2017 to implement a comprehensive smoking ban on all our sites / buildings / property and
supports allocation of resources to deliver this.
It is recommended that the Executive Board receives further recommendations regarding vaping in
inpatient services, subject to satisfactory demonstration that the risks associated with source can
be managed.

Jo Young
Chief Nursing Officer and
Deputy Chief Executive
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Helen Wood
CARE to Quit
Programme Manager
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Board in Public –29th March 2017
Item: 41.17Public
Subject:

Changes to Scheme of Delegation, Standing Financial Instructions
and Standing Orders

Author:

Julie Gaze, Assistant Chief Executive
Ann Underwood, Director of Finance

Purpose:

Approval

Where discussed
to date and next
steps:

These changes are required as a result of the Governance review and changes
to our governance and accountability arrangements.

Key Issues:

Changes are needed to our Scheme of Delegation, Standing Financial
Instructions (SFIs) and Standing Orders (SOs). This is to update them to
reflect changes to our governance and accountability arrangements and
recent learning. The changes will take effect from 1st April 2017.
No changes have been required to the Standing Orders.
The key changes reflect
•
•
•

New Board Director portfolios, title changes and new roles
Updates to the approval thresholds for Director of Finance
Updates to reflect new name for regulator and Bribery Act; new Trust
policies; and OJEU procurement requirements

Health/Social
Impact:

Our Scheme of Delegation and Standing Financial Instructions (SFIs)
together with the Standing Orders (SOs) provide our comprehensive
business framework.

Financial
Implications:

There are no financial implications resulting directly from the change
proposed.

Outcome of
Equality Analysis:

Our Constitution is a legal document which sets out how we will work
and how we organise ourselves to accountable the community we serve.

What do you want
from the Board?

The Board is asked to consider and approve the proposed changes.
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Review of Standing Orders, Standing Financial Instructions and Reservation
of Powers – Scheme of Delegation

1.0

Introduction

Our Reservation of Powers (Scheme of Delegation), Standing Orders (SOs) and Standing
Financial Instructions (SFIs) are subject to regular review as part of our governance
arrangements. This review has been delayed to take into account changes in our
accountability structures. The proposed changes will take effect from 1st April 2017.

2.0

Standing Orders (for the Board of Directors|)

No changes are proposed to the Standing Orders.

3.0

Standing Financial Instructions (SFIs) and Reservation of Powers
(Scheme of Delegation)

A number of changes are proposed notably to:
•
•
•

New Board Director portfolios, title changes and new roles
Updates to the approval thresholds for Director of Finance and SBS practicalities
Updates to reflect new name for regulator; Bribery Act reflecting the requirements
of the Trust’s Counter Fraud, Bribery & Corruption policy; and OJEU requirements

The Revised Scheme of Delegation and Standing Financial Instructions have been
provided as “items for information” showing tracked changes. The SFIs, SOs and Scheme
are published on our public website with our policies once approved.

4.0

Recommendation to the Board

The Board is asked to consider and either amend or approve the proposed changes.
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Board in Public – 29 March 2017
Item: 42.17Public

Subject:

Quality Committee Minutes

Author:

Leslie Morphy, Non-Executive Director
Jo Young, Chief Nursing Officer & Deputy Chief Executive

Purpose:

Information

Where discussed
to date and next
steps:

Approved at the Quality Committee in February 2017

Key points

•

•
•
•

It was noted that good progress has been made against our
Healthcare Services Action Plan following February’s inspection;
there is an improvement with care plans whereby people feel more
included
Substance Misuse Services Inspection took place in the week of the
20th February 2017.
Work is in progress on trying to understand why admission times for
patients who are assessed for Section 136 are taking so long.
Safe Care Programme is progressing well and there were significant
improvements across a number of areas.

Health/Social
Impact:

Poor quality care in our services will have a significant impact on the
health and social wellbeing of people who use services and their
families.

Financial
Implications:

This paper does not request any additional investment of financial
resources

Outcome of
Equality Analysis:

Delivery of our protected characteristics data as part of the our quality
account reporting may be compromised due to delays in information
management system reporting from care record

What do you want
from the Board?

The Board is asked to note the Quality Committee’s assurance work
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Private and Confidential QC02/17

QUALITY COMMITTEE MINUTES
MEETING HELD ON TUESDAY 1st NOVEMBER 2016
VENUE: ROOM F21, TRUST HEADQUARTERS
Present:

Leslie Morphy
Jo Young
Fiona Edwards
Justin Wilson
Julie Gaze
Billy Hatifani
Ann Stevenson
Mary Whitfield
Sally Brady
Fiona Good
Andy Field
Jon Bye
Clifford Wright
Dr Karen Dodd
Clarence Mpofu
Jo Lynch
Julie Gripton
Trina Laws

Non-Executive Director (Chair)
Director of Quality & Deputy CEO (Nurse Director)
Chief Executive
Co-Medical Director
Assistant Chief Executive
Director of Risk & Safety
Associate Director Quality Assurance and Reporting
Carer
Governor
Person who uses services
Non-Executive Director
Non-Executive Director (dialled in via conference call at 11.30)
Person who uses services
Co-Director, People with Learning Disabilities
Director of Audit (Tiaa)
Head of Nursing, Compliance and People’s Experience
Associate Director of Education
PA to Quality Director (minutes)

In Attendance:
Dr Ranjit Mahanta - Observer.
Apologies
Rachel Hennessy, Helen Rostill, Margaret Hicks
Minutes of the Meeting 02 August 2016
The Minutes of the August Quality Committee were agreed as an accurate account
of the meeting.
(31/16g (August) Annual Clinical Audit, 4th paragraph – change Mary’s name to
Margaret as it was Margaret that made a comment on audit and re-integration from
prison into society.
No further comments were noted
Action Review from previous meetings
31/16i Safeguarding Adults – it was noted that the NICE Gap analysis still had not
been presented to the Quality Committee. It was reported that it was close to
completion and would come to the Quality Committee when finalised. Jo Young
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reported that we can add the NICE Gap Analysis to the scheduled timetable when it
came to reporting.
36/16i Scalding Never Event Assurance - Billy reported that a new Health & Safety
Workplace Risk Assessment template was introduced to ensure that we fully comply
and show we are taking steps to identify risks in any clinical environment. This
includes water monitoring every week as some of the hot water outlets did not have
thermostats. Weekly checks are being recorded using Meridian and monitored
centrally as well as exception reporting in the Safety Huddle.
The committee noticed that we were reporting at 74% fully compliant and 20%
partially complaint which was not acceptable. Billy said that each team were being
reviewed and that there was a 3 tier check. This time next year we would be fully
compliant. Leslie asked if this could be recorded in the minutes and that the
committee should be happy with Billy’s report.
36/16ii Statutory and Mandatory Training Variance – This report provided a
review of the Statutory and Mandatory training compliance progress over the last
year. It also covered the variance highlighted in compliance attainment across the
Trust which was identified as a concern in the CQC report.
Fiona E went on to explain that we are in a progression to isolate where the teams
are and have an overall view focusing on the improvement that have not happened.
We are talking about a number of teams instead of across the board. Good progress
has been made since inspection.
Mary asked what PMVA meant within the report – ‘Prevention Management and
Violence Aggression’.
37/16a

CQC Compliance Report – Good progress has been made against our Healthcare
Services action plan following February’s inspection. Although progress is being
made, we continue to have delays in completion of our social care homes, CQC
action plans now sits at 4 outstanding. We have received the Mental Health Act
Monitoring reports for a further two of our inpatient services and our Substance
Misuse Services Inspection is re-scheduled for the week of the 20th February 2017.
It was reported that Magnolia Ward had 1 person waiting for over a year for a
placement. Access to appropriate housing is the cause of the delay. It is becoming
more common and a constant challenge whereby access to housing is becoming a
critical factor in delayed discharges for people
Fiona G said that preparation for discharging a patient should happen when the
patient comes into the service, unfortunately this is not happening and people are
waiting too long. Justin agreed that this was frustrating, but there is a cultural change
that also needs to happen.
Jo Y explained that there is an improvement with care plans and people feel more
involved, it is a challenge, but CQC did not find this as a major concern. We have
reasonable assurance against the progress that we are making with CQC, and we
have made a note of the actions that need to be completed. Residential Care
Homes have improved, but there have been further discussions around the
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leadership of the care homes and we are mindful that we are due to be inspected
again and want to be in the best possible place. Jo Y assured the committee that all
requires improvement homes will be re-inspected. Re-inspections should take place
within a year of the date of the published reports.
37/16i. Internal Audit Site Visits 2015/2016 – Clarence reported that the nutritional
needs of people who use our services had not come out in our action plans and we
need to ensure that this happens going forward. Leslie said that there was a broader
issue, as the Quality Committee and Audit Committee inter-relate.
Fiona E explained that we should not have reports going to the Audit Committee that
have not been to the Quality Committee, it is a matter of quality and safety being
reviewed and progressed and this is how it should happen. The challenge is how do
we connect with other teams when it comes to timetabling and scheduling with the
Quality Committee?
Action: CM to think about a timetable when reporting issues that tie in with
Audit and Quality together and to monitor completing actions across the
board.
It was noted that Leslie and Julie G felt it very useful having the internal audits on the
agenda as the issues were for information/recommendation and discussion
purposes.
38/16b Workforce Report – Lynn presented the report to the Committee explaining that the
main principal focus this year was Recruitment and Retention with the introduction of
both introductory and retention payments. There has been an increased focus on the
older workforce to retain skilled workers after retirement.
To support recruitment to vacancies a number of incentives have been applied;
golden hello’s, retention payment, promotion of different shift patterns, introduction of
up to 48 hours per week contract and many more. Turnover rate however remains
high sitting at 21.5% up from 13.7% three years ago. Lynn went on to say it was
very frustrating that ‘other not known’ remains consistently used with leaving, we
appear not to be capturing the real reasons from our leavers.
Fiona E stated that geography remains a huge factor when it came to recruitment.
We need to look at the M25 with community hubs, cost factor, and travelling time
flexibility when traffic is bad.
Sickness remains broadly consistent compared to our sector and the NHS overall. It
did go over 4% but has reduced, all line managers are working with Occupation
Health (OH) accordingly.
It was also reported that there had not been any tribunals within the last year, but our
Counter Fraud Team have had several cases go to court over the last 12 months.
The committee thanked Lynn for her report and stated that they found it very easy to
read and understand.
Action: Lynn to explain what the orange strand stood for in the graph for
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Voluntary Resignation Reasons by Band.
39/16d Carers Experience - This report detailed the work undertaken during last year to
improve services to Carers. Care Practice Advisors continue to support the clinical
teams on all carers issues, which has enabled us to change our culture when
working with teams.
Ann explained that the data analysed from the Your Views Matter Survey between
October 2015 and September 2016 were mostly from our adult services with a figure
of 422 responses.
It evidenced that 58% accepted and understood their
assessment. Ann also explained that she has visited several carers group to gather
further feedback.
Leslie went on to say that the report seems more robust this year and was very
interesting. The Triangle of Care is more visible than before.
Sally raised concerns that the main data captured for Your Views Matter, showed
there were a lot of people who were not identified as carers, people who have been
on the books for a long time are not being recognised, and there appears to be a
misunderstanding of what a carer is under the Carer Act. Sally also stated that we do
not have a system for auditing where the teams are, enabling us to capture the
actual real numbers of carers and what the percentage was.
Ann explained that she was aware of the issues with SystmOne and as from April
2017, we should be able to report a percentage of how many carers there are and
represent the figures accordingly. There is also a requirement to teach people how
to enter the data correctly onto the system, which will also be looked into.
Action: Chrissie/Mary/Ann to discuss and see how we can resolve the issues
with reporting, to address the gaps.
40/16e

Physical Health Improvements – Billy presented the report to the committee,
outlining that there were a number of things that were being looked at and everything
appeared to be on the right track.
Modified Early Warning Score (MEWS) – good progress made in rolling out Trust
wide and the review shows good outcomes for people using services and enhances
awareness of deterioration by staff.
Venous Thromboembolism (VTE) requires more work to rollout awareness and
effective risk assessment that lead to prophylaxis.
Pressure Damage – no pressure ulcers reported this year that meet the criteria for a
serious incident, which is positive.
Physical health Check KPI – the data shows that there is a need for more data to be
made available to understand the level of compliance Trust wide.
The committee thanked Billy for the report and stated it was more comprehensive
than last year and showed more detail of our work in this area.
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40/16f

Clinical Outcomes
This report is to help us to know whether our services are safe, effective and deliver
value for money and if what we are doing is important to the people that we serve.
As agreed by the Quality Committee, a Clinical Outcomes Task and Finish Group
was established and a number of recommendations have been highlighted.
o Introducing approximately two generic PROMS/CROMS which measure
recovery, wellbeing and other factors.
o Utilising outcome measures tailored for specific interventions
o Developing and utilising healthcare Information Technology that can best
support the capture and reporting of these measures on a Trust wide basis
o Ensure acceptance and buy-in across the organisation
Progress to date:
There have been three meetings to date.
1. Facilitate cross Trust and Professional sharing of current practice, tools and
processes.
2. Develop a Clinical Outcomes Road map
3. Establish the feasibility of a Core set of Outcomes measures
Jo Y expressed that the report assured us that a proper way forward is still
developing, but was disappointed to see that we had not moved further from where
we were last year. Julie G said what was missing from the report was an
implementation plan and milestones to see where we are trying to get.
Action: Helen to provide an implementation plan and milestones to record
progress

42/16g Health, Safety and Well-being Sub Committee Report – When the H&S BSI
Accreditation assessment, stage 2 took place, we were audited against 32
standards, the Trust required improvement in 26 areas of these standards. One of
those standards was the management of CAS alerts.
At present 25 of those 32 standards are now rated green and work continues to
ensure that the level of compliance is sustained. All other standards are amber but
have significantly improved.
Andy F commented on Electrical Safety (amber) enquiring when this will be
completed. Billy explained that we have new contractors on board and Chris Rivers
is working closely with them.
Action: Billy to provide a date for when this will be completed.
Legionnaires Disease is 76% compliant. An action plan is in place and being
overseen by Chris Rivers – Associate Director, Estates and Facilities
Fire Safety has improved significantly across the Trust. There is one red risk action
open, which relates to the evacuation planning at Court Hill House. Billy assured the
committee that training is being held.
42/16h Mental Health Act and Mental Capacity Act/DoLs (Deprivation of Liberty
Safeguarding)
Karen went on to report that there had been an increase of 12% in formal admissions
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to our Trust in 2015-2016 than the previous year and a 10% increase in the number
of detentions following admission to hospital. Overall an 11% increase from the
previous year.
Within the recent report from CQC Mental Act Annual Report 2014/2015 it showed
the uses of the Mental Health Act had grown by 10% than the previous year. Karen
also reported that the Policing and Crime Bill 2015 -2016 and the Powers under the
Mental Health Act 1983 are potentially changing. This was due to go to the
Committee stage in the House of Lords on the 26th October 2016, with an expectation
that it will achieve Royal Accent by 1st April 2017. If the Bill remains unchanged and
achieves Royal Accent, then the period of detention in a S136 place of safety will
change from 72 hours to 24 hours.
Action: Correction is to be made on page 2, section 5.2 – this should read increase
and not decrease.
Andy F thought the report displayed all the issues, but lacked the ‘so what factor’ –
and ‘what should we do’.
Jo Y explained that they would be focusing on Section 136 and trying to understand
why it takes so long for people to come in and get assessed or offered the support
required. We need to find out what the delays are, which could include available
beds or organising transportation.
Mary raised the Tribunal figures and noticed that the number of detentions being
discharged prior to the Tribunal being held had increased. Mary enquired if people
were being discharged at the last moment due to hearings coming up as the figures
appeared to have increased.
Action: Find out if there is a pattern when it comes to discharges before
reaching Tribunal Hearings.
42/16i

Safe Wards Report – Billy reported that the Safe Care Programme is progressing
well. Areas of good progress are:
o Use of Safety Crosses
o Embedding of purposeful engagement
o Medicines Management
o Statutory/Mandatory training
o Positive and Safe Group Focus
o Respect Programme
Purpose of Engagement, Sally questioned the safety of Langley Wing in Epsom as
this had not been completed and safety was marked Red. There were also concerns
with Delius Ward that not all staff knew what the Purpose of Engagement meant.
It was reported that people were not being communicated with and were not being
spoken to. Billy explained that at the Positive and Safe Group there is a piece of
work being undertaken to help and ensure that all staff are aware of the Purpose of
Engagement. This will also include handovers and observations.
Leslie explained that purposeful engagement should also be picked up on Executive
and Board Walk Arounds and fed back to the wards and was not sure that this was
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happening. Jo Young replied that a roll out programme is taking place whereby we
were trying to focus, monitor and engage with teams.
Leslie finished off by saying that the report was very informative and better to read
than previously.
43/16j

Self- Assessment – Presentation
Due to the running time of the meeting, Julie G was not able to present and
suggested that the paper was circulated and to ask the Committee to support her
and Jo Young to review the responses which then could be discussed at a later date
of their findings
Action: Julie G to circulate presentation and collate responses for a later
discussion
Dates for 2017 Quality Committee meetings
All meetings 10.45 – 12.45 in Room A, Leatherhead, Trust HQ
o
o
o
o
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28th February 2017 at 14.00pm – 16.00pm – Meeting Room A, Trust HQ
09 May 2017 @ 10.45am – 12.45pm – Meeting Room A, Trust HQ
15th August 2017 @ 10.l45am – 12.45pm – Meeting Room A, Trust HQ
28th November 2017 @ 10.45am – 12.45pm – Meeting Room A, Trust HQ

Trust Board: March 2017
Item: 43.17Public
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Subject:

Expert Report

Author:

Jo Young, Chief Nursing Officer and Deputy Chief Executive

Report for:

Information

Where discussed to
date and next
steps:

This has not been discussed at any other meeting but will be shared with
Governors, FoCUS and Carers Action Group.

Key points:

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

Fiona Edwards and Jo Young were both honoured at this year’s EMBRACE
Awards. Fiona was named CEO of the Year and Jo was named Quality
Champion of the Year at the event

•

With SCC and Action for Carers Surrey we held a successful event for young
carers at Guildford Spectrum

•

The Trust have agreed to update existing maps with details of nearby
parking to improve accessibility

Health/Social
impact

Overall most people who completed our Your Views Matter survey were
satisfied with the services they received

Financial
Implications:

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

Outcome of
Equality Analysis:

Our staff networks have been promoting the equality and diversity of our
workforce.

What do you and
from the Board?

The Board is asked to note the Expert Report

Expert Report
Harnessing insights and feedback
to drive improvements in our services

Quarter 3 (2016-17)
January 2017

Expert Report – Q3 Report – January 2017
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Easy Read Summary
Number of people seen:
We cannot tell you this at the moment.
More people were seen:
We cannot tell you this at the moment.
Number of complaints: 24
We had 22 last time
Number of complaints completed in less than 49 days:
8 (78%)

Your Views Matter survey

In-patients:
‘I feel safe here’

Carers:
‘I tell my friends and family the services are good’
Our Community Services for Children and Young People:
‘I tell my friends and family the services are good’
Mental Health Community Services:
‘The staff speak to me with dignity and respect’
Community Services for People with Learning Disabilities:
‘I am helped to talk to others about my health’

Other Achievements

FoCUS achievement:
The Trust are going to update maps at Farnham Road to help people visiting
Board Walk Around: The Board visited 40 services and were happy with what they saw

Carers
We have won our 2nd Gold Star

Number of people that are in S136 Police Custody:
We are performing well

Expert Report – Q3 Report – January 2017
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Complaints and People’s Advice and Liaison Service (PALS)
Respond to complaints, concerns and compliments

Complaints received in October, November, and December 2016
During the quarter, 24 complaints were received. This was an increase from the previous quarter when 22
complaints were received. Please see below for more details on the complaints.
Complaints by type
The primary theme of why people complain is about aspects of their clinical treatment. This reason
accounts for 15 of the complaints received during the third quarter in 2016/17.
Communication/information to
people also received 4 complaints
this quarter.

A breakdown of the type of care and clinical treatment complaints received this quarter can be seen
below. Some of the complaints fit into several of the categories below so have been counted more than
once.
Clinical Treatment Complaints by Type
Other:
Treatment didn’t have expected outcome:
Wrong diagnosis:
Problems with medication:
Poor nursing care:
Patient being restrained or controlled:
Lack of continuity:
Inappropriate comment:
Coordination of medical treatment:
0

1

2

3

4

5

6

7

We received six complaints about a lack of continuity of care during this quarter. Five were about care by
our CMHRS’s and one was about our Adult Eating Disorders service. Examples of the complaints received
include: changes in staffing, not being accepted for a service after an assessment and not being offered a
particular treatment by a service.
Expert Report – Q3 Report – January 2017
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The graph below shows the complaints about clinical treatment as a percentage of the total complaints
from each quarter. We can see that the number of these types of complaints has increased by 18% this
quarter. Complaints about clinical treatment regularly account for more than 40% of complaints received.
Clinical treatment complaints as a % of total complaints each quarter
from 2014/15 to 2016/17
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Complaints by Divisions
The bar chart below shows the number of complaints by Division. In quarter 3 no complaints were received
for Services for People with Learning Disabilities.
Number of complaints by Service Division
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5
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Children and Young Working Age Adults Older People
People with
Specialist Services
People Services
Services/Specialist Learning Disabilities
Services
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Complaints Outcomes
An outcome response for 11 complaints was provided during Fully upheld
the period 1st October-31st December 2016. Three of the
completed complaints were about written or oral Partially upheld
communication, one was about admission arrangements, one Not upheld
was about delay/cancellation of appointments, one was about a
person’s property and one was about a failure to follow agreed procedures.

1
7
3

Two of the complaints that were partially upheld were about lack of continuity of care and 1 was a fall
from a bed.
(Please note: these complaints were not all made during the quarter – some will have been carried over
due to the time taken to process them).
Coordination of medical treatment
Falls from bed/trolley
Lack of continuity
Problems with medication
Clinical Treatment
0

1

2

3

4

Response time to Complaints
Below you will see the response times to the 38 complaints that were received and reached an outcome
between 1st October -31st December 2016. Our aim is to achieve responses within 49 days for at least 75%
of the complaints. This quarter we achieved 79% of responses within this timeframe.

Response Times to Complaints
Less than 30 days
31-49 days
50 days or more
Total completed
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Parliamentary and Health Service Ombudsman
We received no notifications from the Ombudsman this quarter. We had the outcome of 3 previous cases
which were not upheld – 1 for CAMHS East, 1 for Bluebell 1 and 1 for South West Home Treatment team.
PALS Activity
PALS received eighty contacts this quarter, compared with seventy six the last quarter.
During the quarter we have continued to visit all
of our inpatient wards on a weekly basis to listen
to people and to attempt to resolve their
concerns swiftly. This has proved effective and
we can help to avoid concerns becoming
complaints. We have also assisted in resolving
queries and issues regarding the ward
environment and have helped with obtaining
feedback via Your Views Matter.
Compliments by service
We encourage teams to let us know if they receive compliments so that we can share positive feedback.
Fiona, our Chief Executive, and other senior staff are notified of some of these so staff teams can be
recognised for their positive care, treatment and support.
Compliments by Service
Corporate

1

Specialist Services

18

Learning Disabilities

3

Working Age Adults

45

Older Adults

13

Children and Young People

36

Total

116
0
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Working Age Adults Mental Health received the most compliments this quarter.
Overall activity by the Complaints and PALS team compared to same period in the last two years
There was a small change in activity created during the third quarter of 2016/17 compared to the same
quarter in 2015/16. There has been an increase in the number of PALS contacts in the third quarter of
2016/17.
PALS, Complaints and Compliments for last 3 years
116
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Learning and changes as a result of complaints received and PALS involvement – Quarter 3 2016/17
Complaint investigations have identified learning in relation to processes within both inpatient and
community services; recommendations made to improve services by investigators have been incorporated
into local services. Examples include:
•

Older Adults Community Teams to be reminded of what to record and what action to take if someone
loses capacity to decide on information sharing. Consent to share information forms should always be
uploaded to SystmOne so everyone is clear who access the notes what information should be shared.
There should be a clear note made if the person loses the capacity to decide who information is shared
with and any Best Interests decision to share information should then be recorded.

•

Psychiatric Liaison Team to be reminded of the recent changes made to the Acute Care Pathway
Integrated Model Operational Procedure to ensure compliance with the Care Act 2014, and
summarized in the Trusted Assessor Guidance Notes.

•

Older Adults Community Teams to ensure that crisis and contingency plans are discussed in discharge
meeting and copy is given to person who uses services and relative.

•

For the Older Adults Division to consider having handbook/leaflet which can be given to family/carers
to inform them of available services and process of discharge.

•

Community Teams – reminder to staff to ensure GP referral letters are checked for any detail regarding
communication needs.

•

Home Treatment Teams – reinforce the importance of relevant progress note writing and discuss this
in staff meetings. Also ensure regular ongoing review of SystmOne training for NHSP staff.
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Your Views Matter
Real time peoples experience trackers
Quarter 3 (October-December 2016)
Survey feedback from People who use services (PETS)
The ‘Your views matter’ surveys are a vehicle for our Trust to
gain feedback from people who use our services and their
carers. All ward managers have immediate access to the
feedback for their ward and can act upon it accordingly to
ensure swift action can be taken, where possible, to improve
the experience of people using our services. There are a
number of different routes to giving feedback which include
online via an iPad or computer and additionally paper copies
of questionnaires are also available for completion. The chart
st
below shows the completion channels used from the 1
th
August until the 9 January 2017.
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Friends and family test
The figures below are the % scores based on the number of people who would either be extremely likely or likely to
recommend the service from both our Community and Inpatient Services:
Area

Oct
2016
81

Nov
2016
82

90

95

94

Specialist Services

86

98

100

Working Age Adults

83

84

72

Children and Young
Peoples Services
Older Peoples Mental
Health

Dec
2016
94

Your Views Matter themes
st

As from 1 October 2014 we have themed the large inpatient and community surveys. The rationale for this was due
to the decrease in survey responses which is believed to be due to the length of time surveys were taking due to the
number of questions. During the course of the year all questions have been asked but have been themed to limit the
number of questions per survey. However, there will continue to be mandatory questions that will always be asked
each time.
The theme running from October to December 2016 focused on physical health for our Inpatient and Community
surveys.
We have a good number of surveys now but the following information just focuses on our inpatient, community,
Children Young Peoples Service and Learning disabilities surveys.

Our in-patient services scores
Number of questionnaires submitted between
01/10/2016 and 31/12/2016

153

153 surveys were submitted during this quarter which marks a decrease from last quarter when 173 were submitted.
The following are the standard questions which we always include. Over the three months the majority of areas scored
positively with the majority of areas showing an increase in November. The main areas where further work is needed
is in planning care, having been offered a copy of the care plan and a member of the nursing team spending
dedicated time with a person receiving care each day.

Benchmark:

< 50
< 66
<= 100
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Question

Does a member of the nursing team spend dedicated time
with you each day?

Oct

Nov

Dec

63

68

62

96

96

83

86

92

78

68

54

70

57

64

60

76

84

74

Does the staff speak to you with respect and dignity?

Do you feel safe in hospital?

Were you given (or offered) a copy of your care plan?

Have you been involved in planning your care?”
On a scale of 0-10
(where 0= Not at all satisfied and 10= Extremely satisfied)
How would you rate your experience of the service
overall?

This is some of the positive commentary received during this quarter.
Feel safer here and staff are really nice just busy
You don't have to be at your "rock bottom" to
come here; they accept anyone at any stage!

Really very impressed with the level of care &
commitment shown by the staff at Windmill- they truly
care about my recovery and tailored it specifically to
suit my needs and am beginning to plan my aftercare.
I can't thank everyone here enough it's been life
h
i ( d
i )

Overall this stay feels better than last stay. The
accommodation is better – much brighter and
more airy. Overall staff are very nice. Would like
more 1:1 time
During my stay family have commented on the
improvement I am showing and this is down to the
supportive environment and caring nature of the
staff
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Our Mental Health Community Services
Number of questionnaires submitted between
01/10/2016 and 31/12/2016

371

This increase from the previous quarter when 381 surveys were submitted has been maintained.
The following are the standard questions which we always include. Over the three months all of the areas have
remained green. However further work is still needed to ensure everyone has a copy of their care plan and they feel
involved in planning their care.

Benchmark:

< 50
< 66
<= 100

QUESTION

Oct

Nov

Dec

Did you feel you were treated with Dignity and respect?

92

89

89

69

Were you given (or offered) a copy of your care plan?

73
63

67

Have you been involved in planning your care?”

71
66

On a scale of 0-10
(where 0= Not at all satisfied and 10= Extremely
satisfied)

83

84

87

How would you rate your experience of the service
overall?

Commentary relating to our community survey for this quarter.
I feel like I've been pushed in the right direction to
make my own choices, which is exactly what I
needed
I'm still not feeling so well but my therapist has
gone above and beyond to help me through
Staff are very friendly always welcome me at the
reception desk. Always say hello can they help.
Very impressed and appreciating the STEPPS
group
I've had really good help from Bridgewell house.
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Our Older People’s Services
Number of questionnaires submitted between
01/10/2016 and 31/12/2016

235

There is a slight increase from last quarter when 231 were received.

This survey includes 5 questions, 4 of which are listed below. The remaining question relates to recommending the
service to family and friends and the findings are included above. The results in all areas are extremely positive
including showing that people receiving care and/or their carers feel involved in the development of their care plans.

Benchmark:

< 50
< 66
<= 100

QUESTION

Oct

On a scale of 0-10
(where 0= Not at all satisfied and 10= Extremely satisfied)

96

Nov

Dec
91

95

How would you rate your experience of the service overall?
Do you feel that you have been treated with dignity and
respect in all aspects of your visit today?

100

How well does the person that you have seen today/the
person that you normally see organise the care and services
that you need?

98

Do you feel that you and/or your Carer have been involved in
the development of your care plan and ongoing treatment and
care?

99

100
100
93
98
94
97

The lady we saw was very good and made my
mother feel very welcome and relaxed
I would highly recommend the clinic and all the
clinicians we have met for their kindness and

I have been given excellent care
and kindness.
As I say, this is early days but so far the
service I have received has been excellent

Our Carers Survey – “Your Views Matter”
Number of questionnaires submitted between
01/07/2016 and 30/09/2016

58

The number of responses received from our carers’ survey this quarter is just 58 which is a decrease from last two
quarters when we received 68 and 130 respectively.
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Question: How likely are you to recommend our Trust to Question: Were you offered a carers needs assessment?
your friends and family if they need similar care or
treatment?

Question: Was the purpose of the Carers Needs
Assessment explained to you?

Question: Were you given a written a copy of your Carers
Care Plan after your carers assessmnet?

Question: Do you have a named person who you can
contact when you need to?

Question: Did someone explain to you how information
regarding the person you care for would be shared with
you?

Our Community Services for People with Learning Disabilities
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Number of questionnaires submitted between
01/10/2016 and 31/12/2016

91

The scores for all the areas looked at remain extremely positive.
The following illustrates one of the responses to the Community learning disabilities services survey over this quarter.

I am helped to talk to others
about my health
83 out of 91 said YES
Question: The Team help me to make choices about my health.

This is a very good service where
the staff are very kind and also
professional in their support of
service users

The staff speak to the client in
words that make them
understand
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Our Community Services for Children and Young People’s Services
Number of questionnaires submitted between
01/10/2016 and 31/12/2016

74

The following illustrates the responses to the Friends and family test for our Children and Young people’s services
over this quarter:

Question: Based on your experience, how likely are you to recommend our service to friends and family if
they needed similar care or treatment?

Carers
Away Day

The Away Day for the Carer Practice
Advisors enabled time together for
everybody to look at what needed to be
achieved in terms of the development in teams of supporting
carers. Our day was facilitated by our Learning and
Development Team who had previously done a training
session with us to promote their confidence training staff on
SABP and SCC responsibilities to carers. Our day together
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extended this enabling us all to look at how to move forward together with a consistent approach across
all the teams.
Young Carers Event

We had a great afternoon playing bowls and watching the ice skating, after working with SABP
Communications on the development of information for Young Carers. 15 young carers were able to give
their input on what information they would find helpful and in what format. Feedback from one mother
whose son attended, 'a big thank you for the bowling event at the Spectrum on 26th October, he really
enjoyed himself.' Communications are now working on the next step which is to create a web page that
young people will find user friendly and will engage them with advice and support to prevent a crisis for
them at potentially critical times in their lives.
Carers Respect Programme

We have now completed our meetings and have undertaken a review of our learning. We now plan to
publish our work ensuring that we work with the participants we reflect all our views.
Carers Event

On 16th November 2016
in Aldershot which
Health needs of carers.
and for our next event
time for questions.

we held a half day event at the Princes Hall
enabled us to focus on mental and physical
The event was well received by everyone
we need to make sure we allow plenty of

Carers Prescription
From 1st October to 31st December 2016 there were 90 Carers Prescriptions carried out by us this is an
increase of 31 from the previous quarter (1st July-30th September). The chart below demonstrates the
services that the carers requested they be contacted by for the 59 Carers Prescriptions. The data suggests
that the majority of carers request on average 5 services.
The majority of referrals are being received via the GP portal and not by SABP staff. The GP form does not
capture primary conditions cared for which can be captured by the SABP form.
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Giving Carers a voice
Crossroads EOL
Crossroads Home based care
Surrey Young Carers
Dementia services
Digital Offer
Carers GP registration
Local Carers Support
Carers Emergency Card
Carers Information Pack
Carers Assessment
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The chart below shows a breakdown of Carers Prescriptions carried out by team.
14
12
10
8
6
4
2
0

The areas from which the Carers Prescriptions came is also recorded and is presented below by CCG.
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Out of City
North West Surrey
Surrey Heath
North East Hants & Farnham
East Surrey
Guildford & Waverley
Surrey Downs
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Carers Performance Data
Board KPI Report

With regards to the other data provided in this section they differ in the following ways:
• Different services are included in the measures
• Some of the measures are internal only
• Some of the measures are Surrey or Hampshire data only
This year we have developed two Carers Key performance indicators (KPIs) and the measurement of these
will be reported to the Executive Board each quarter.
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Ambition
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

Target

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

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

October

November

December

Sharing expertise, experience and knowledge
North East Hampshire Mental Health
Forum
A platform for sharing information about
mental health activities in the
community, discussing Trust services,
sign posting to support and the
promotion of membership to people
who use services
Staff induction
Welcoming new staff to the Trust,
sharing information about the role of
membership throughout employment
and an introduction to staff governors.

Mary Frances Trust, Leatherhead
Meeting with staff to raise awareness of
mental health services and membership for
people who use services

Surrey Safeguarding Children’s Board
(SSCB) Conference 2016
Beneath the Radar, Epsom
Exploring the impact of exploitation on
children and young people in Surrey.
Awareness raising and developing
understanding of younger people’s
mental health services

Members Event Supporting Carers,
Aldershot
A specialist event focussing on the impact
of the Caring role on people. Presentations
and workshops on promoting selfwellbeing and an opportunity to talk, get
advice and information
from professionals who really understand
the role of a carer.

Epsom Mental Health Week, St
Barnabas Church, Epsom
Focusing on emotional wellbeing and
maintaining good mental health, an
annual partnership event with SABP
providing featured talks, presentations
and workshops to stakeholder and wider
community and an information stand
signposting to services and giving
information about Trust and
membership

World Mental Health Day, University of
Surrey, Guilford
Membership recruitment and promotion
of services, member events and sign
posting to community support.
Information sharing about Time to Change
Campaign and challenging stigma
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Surrey Opportunities Fair, Epsom Racecourse
Membership recruitment, information about
careers and volunteering opportunities
promotion of services, member events and
sign posting to community support and
answering questions relating to stigma
surrounding mental health
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Surrey Coalition AGM
Promotion of services, including
membership recruitment and member
events and sign posting to community
support. Information sharing about
voluntary sector support services and
challenging stigma about mental health
and people who services

Blindley Heath Community and
Well-being Day, Lingfield
A community event supported by Mindful
service reaching communities affected by
ruralisation. Covering; sign posting to
support, promotion of services,
membership recruitment and challenging
stigma

Friends and Family Test for Staff
From the 2016 Staff Survey, we know the following:
65% of our staff responded – of those staff,
56% of the respondents would recommend our Trust as a place to work; 15% would not. Last year, 17%
would not recommend our Trust – 56% would.
In relation to recommending our Trust to family and friends for treatment, of the 65% of our staff that
completed the questionnaire, 63% would be prepared to, up from 62% the previous year.
In relation to not recommending our services for care, 12% of staff would not recommend, which is worse
than last year when 10% of our staff would not.

Our Forum of Carers and people who Use our Services
The work of FoCUS Committee
The FoCUS Committee, including FoCUS Representatives from the 4 Area Groups together with the Trust
Executive, held their quarterly meeting on 8th November 2016. The FoCUS Committee discussed the
following agenda items, which were raised by FoCUS Members at their Area Group meetings:

Items discussed at the November FoCUS Committee meeting
The commissioning of Inpatient beds and use of
out of area or private beds

Outcome of the election for FoCUS
Representatives

Accessibility issues regarding Farnham Road
Hospital
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Update from the Carers Action Group
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Positive Reports from FoCUS Members

The responses to these issues are included in the minutes and reports from the meeting which are found
on the Trust website http://www.sabp.nhs.uk/involvement/focus.

Quality improvements implemented in response to issues raised by FoCUS members.
• FoCUS Members were keen for the Trust to receive feedback about information people receive such as
the Welcome Packs and letters and the Trust have agreed to include questions about this in the Your
Views Matter Survey.
• A number of issues regarding accessibility of the Farnham Road site have been discussed and following
this the Trust have agreed to update existing maps with details of nearby parking; ensure the admin
teams at Farnham Road Hospital have site maps and when these have been developed add them to the
SABP website; and to consider how FoCUS can help the Trust with issues such as signage at each of
their sites.
• As previously noted FoCUS Members met with the Trust to discuss the STEPPs programme from the
perspective of the carer and following these meetings the Trust agreed to devise parallel training for
carers to follow the STEPPs Programme so carers have a better understanding and reinforce learning.
• Following the successful meeting regarding STEPPs a further meeting with the Trust will be arranged to
give input on the STEPPs programme from the perspective of the person who uses services.
• FoCUS Reps were pleased to receive the Key Strategic Plans update included as part of an update on
the Annual Plan at the November Committee meeting. Reps felt that receiving updates against the
Plan regularly would benefit reporting to local groups and the Trust agreed that this could be produced
quarterly and included as an information item on Committee agendas.
During this Quarter FoCUS local area meetings received updates on the Trust’s Smoking and Vaping Policy
(Care2Quit), the work of the Recovery College, the forthcoming Governor Elections and the draft Discharge
Leaflet as well as the usual updates from their local CMHRS and questions on the Expert Report to PALS.

Staff Networks
Valuing people and celebrating difference

Our Trust’s CEO, Fiona Edwards, and Director of Quality and
Deputy Chief Executive (Nurse Director), Jo Young, were both
honoured at this year’s EMBRACE Awards. Fiona was named
CEO of the Year and Jo was named Quality Champion of the
Year at the event, which took place in October at University
College London in Euston. Ali Khan, Chairman BME Network,
presented Fiona and Jo with their awards at November’s
Leadership Forum
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The EMBRACE Awards, which are run by the Health and Social Care Black and Minority Ethnic (BME)
network, are part of a campaign that aims to encourage employers to develop and implement good
practices of equality in the workplace. The Health and Social Care BME network is an alliance of BME
networks from across the country’s public sector which is dedicated to promoting fair services free of racial
discrimination.
The Network continues to grow in numerical strength; many more staff from medical workforce are
coming on board. New staff have shown keen interest in knowing more about available development
opportunities including, coaching, mentoring and leadership within the organisation.
The network Away Day was held on 5th December at Guilford. A large number of executive
committee/members took part. The day was a real successful and will become basis for future progression.
External speakers and senior leaders from trust also participated and made it a worthwhile experience for
all in attendance.
Jo Young and Ali Khan along with network members and HR colleagues met to discuss the outcomes of the
People before Process work stream based on Co-designing ways to reduce the over representation of staff
from our BME community in our disciplinary processes
The Network will continue to support vulnerable BME staff to speak out with confidence and have their
voices heard by Trust Leaders. Network will continue to work with Trust’s senior management team to
assist them in engaging with BME staff and the wider stakeholder communities.

Spirituality and Faith Network
The Network
The network continues to support the spirituality and well-being of staff. The Forum has continued to
attract new members and have registered a good number of interested staff through induction. However,
attendance to SAFF Steering group meetings remains low. This is not a concern because SAFF members
remain engaged with the steering group on issues on religion or belief.
Health and Wellbeing
Weekly mindfulness sessions are available for staff at Farnham Road Hospital. We are currently exploring
the possibility of training in mindfulness for interested people.
SAFF continues to explore, with Sussex Partnership, a proposal from Prime Crowhurst, a Christian centre
who wishes to open up the use of their residential facilities for NHS staff for professional, pastoral and
spiritual support.
Education and Training:
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We continue to deliver Introduction to Mental Health issues in Pastoral and Spiritual Care course to faith
communities in Surrey. The next cohort of the 10 weeks programme starts in January 2017.
We continue to connect with Canterbury Christchurch University on the area of spirituality and mental
health.
Pastoral Room Farnham Road Hospital
The pastoral care room is providing a pastoral and spiritual care focus for the people using services, their
families, carers and our staff.

Recently two new members and four new straight allies have joined the network which meets every 8
weeks.
The results from the national annual Stonewall Index are due anytime now and the network is looking
forward to receiving them.
Pam Frost Chair of the LGBT network has already presented at a number of QAG meetings and is now
moving on to presenting to the corporate directorates. Great feedback has been received from these
presentations.
The network was asked to present at the SPIN Workshop (Suicide Prevention Workshop) on Friday 20th
January 2017.
Members are looking forward to planning to attend Pride in London this year.

Equality and Human Rights and EDS
Fairness for all
Equality and Human Rights

Equality is ensuring individuals or groups of individuals are treated
fairly and equally and no less favourably, specific to their needs,
including areas of race, gender, disability, religion or belief, sexual orientation and age; this is something
that we pay a lot of attention to at Surrey and Borders and strive to achieve for all of our staff, people who
use our services and carers.
In 2015/16 the Trust implemented the updated NHS Equality Delivery System 2 (EDS2). This necessitated
the review of previously awarded gradings and to evidence the body of work delivered by the Trust to
continually achieve better outcomes for the people we serve. The Equality and Diversity Strategy,
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supported by the objectives, sets out how the Trust plans to fulfil its duties set out in the Public Sector
Equality Duty, Equality Delivery System 2 (EDS2) and Workforce Race Equality Standard in the years ahead.
In December the Board agreed our Equality Objectives 2016-2020. Our new objectives focus on tackling
discrimination, fostering good relations and providing quality of opportunity for all. Three based on
existing objectives where we have yet to reach our desired levels and three new objectives based on local
and national data targeted at specific groups.
Equality Objectives 2016-2020 Summary
Objective 1: Staff experience
Equality Staff report that they are free from discrimination and abuse in the workplace
Objective 2: Staff experience
Improve the representation of staff with protected characteristics across the Trust to proportionately
reflect the workforce profile BME
Objective 3: Partnerships and Engagement
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
Objective 4: Partnerships and Engagement
People who use services and carers report they are involved with decisions about their care
Objective 5: Access to Services
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
During the remainder of Quarter 4 the Trust will conduct the finalisation of the consultation period.
This will include developing yearly action plans with specific teams to
ensure
delivery against objective targets.

CQC Inspection Visits
Learning from inspection feedback
There were no inspection visits this quarter.

CQC Mental Health Act Visits
Mental Health Act Monitoring Reports

We have received two further Mental Health Act monitoring reports: Juniper and
Magnolia
wards at Farnham Road Hospital and the action statements have been submitted. We have now received
seven reports in total since our February inspection.
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Service: Juniper Ward
Date of visit: 20/07/2016
Areas of good practice:
•
The regular staff were kind and caring
•
Explanations about people’s rights under section 132 on admission were evident in the files
scrutinised
•
Leaflets regarding information for carers were provided in the entrance to the ward
•
Learning from incidents was cascaded to the ward by means of the clinical risk alert and on the
board in the ward office.
•
Physical health was monitored weekly or as necessary dependent on people’s needs. We saw
evidence of the modified early warning score (MEWS) being completed at least weekly in all
records
•
People’s consent to treatment was sought and recorded appropriately on admission and
thereafter
Areas for improvement:
•
One person had been unlawfully detained for nine days due to the loss of documentation. Care
plans.
•
Graduation protocol discrepancies
Service: Magnolia Ward
Date of visit: 29/07/2016
Areas of good practice:
•
The regular staff were kind and caring
•
People admitted with a learning disability had input from the learning disability service
consultant.
•
Learning from incidents was cascaded to the ward by means of the clinical risk alert and on the
board in the ward office
•
A standardised system of authorising leave was in place and people were provided with copies
of the section 17 leave form. Leave was planned in the daily ward round meetings.
•
There was evidence in the files scrutinised that patients’ capacity to consent to treatment was
assessed at first administration of treatment or at three months following admission and
regularly thereafter
Areas for improvement:
•
Explanations about peoples’ rights under section 132 on admission were evident but showed no
evidence that the people had been reminded of their rights
•
The telephone afforded no privacy when used outside the office
•
Care plans were not up to date and showed little evidence of people’s involvement or people’s
views about their treatment
•
Some AMHP reports were not present as required in paragraph 14.93 of the Code of Practice.
•
Section 62 urgent treatment was not used in accordance with the Code of Practice.
•
One person had been waiting over a year for an appropriate placement to be found for him
•
The appropriate skill mix and quantity of staff was not available to meet the needs of the ward
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Surrey Approved Mental Health Professional (AMHP) Service
Safeguarding Vulnerable People
We currently have 11 AMHP vacancies across Surrey and have employed 7
Locum’s to cover some of the vacancies. Seven Trainee AMHP’s have started their
6 month course in Brighton and will be finishing their studies in June. They will be
allocated posts at the end of their studies this will provide some stability in the
service.
There have been pressures with beds during the last quarter, which has directly
impacted on AMHP’s and the number of hours that they have been working. This
is being addressed and discussed on a regular basis. Mel Tomlinson has been leading on the daily bed
management calls, which is now having a positive impact on the bed status. There have also been issues with
SECAMB, who are regularly breaching their agreed time frames for responding to MH calls as, which should be
within 1 hour. Often AMHP’s are waiting between 3-5 hours and this information is being relayed to the Clinical
Commissioning Group responsible for the contract.
Senior AMHP’s are working with Surrey Police and the Acute Hospitals and delivering training on the Mental
Health Act to both groups. This training will improve relationships and help colleagues understand the role of the
AMHP and the process for undertaking a MHA assessment.
We are involved in a project with Surrey Police to reduce the number of people found in public by the police who
have concerns about their mental health, referred as section 136 under the Mental Health Act. A pilot is currently
underway, where Police Officers call the AMHP service or Emergency Duty Team before they detain someone on a
S136. The AMHP’s provide information and advice on alternatives to detention, using the crisis and contingency
plans for the person, if appropriate and can also signpost Officers to other resources. This has been working well
and we have seen a reduction. We will produce a report on the findings from the pilot for the next contract
meeting with Surrey County Council.

Number of Referrals

Leading to Number of
Assessments

Leading to Number of people
subject to the MHA including
CTO

October

145

129

93

November

141

113

71

December

98

81

54

Total

384

323

218

%

100%

84.1%

67.5%
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Enabling Independence Service
The Enabling Independence Service is a county-wide service promoting recovery, independence and social
inclusion. Referrals are accepted from all Community Mental Health Recovery Services (CMHRSs) and
specialist teams.
The data for July, August and September for EIS is summarised as follows:
Referrals

West 118

Mid/East 103

Combined 221

Caseload

West 263

Mid/East 234

Combined 497 (at 30.09.16)

Closures/Outcomes for Quarter 2:
96% of people (313 people) closed in Qtr2
met all of their goals/objectives

Implementing the Mental Health Act
Keeping people safe

The following information shows the use of S136 and their outcomes within both trust identified Places of
Safety.
Table 1 – number of S136 to each place of safety
Place of Safety

Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

Jan

ACU

28

30

37

37

45

29

35

32

24

36

333

FRH

34

40

41

60

40

44

37

17

20

30

363

Total to date
16/17

62

70

78

97

85

73

72

49

44

66

696

Total 15/16

65

56

75

76

73

61

63

66

68

63

71

48

785

Total 14/15

72

55

51

61

64

70

67

64

52

64

49

48

717

Total 13/14

61

54

58

64

46

49

55

43

40

46

43

38

597

Total 12/13

49

66

50

74

59

48

34

49

57

44

35

52

617

Total 11/12

54

67

56

58

64

43

61

49

58

47

54

64

675
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Section 136 Comparison
120
100

Numbers

80
16-17

60

15-16

40

14-15

20
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Months

Table 2 – Total outcomes of S136’s
Ward

Not Adm Not
referred on to
services

Not Adm
Referred on
to services

ACU

62

174

48

42

3

FRH

54

207

42

50

2

Total at end of
Jan 17

116

381

90

92

Total as % at
end of Jan 17

16.7%

55%

12.9%

132

423

17%

14/15 Total
14/15 Total %

15/16 Total

15/16 Total %

S2

S3

Expired

Trans
Out

Invalid

CTO
Recall

Total

1

3

333

2

4

2

363

5

2

5

5

696

13%

0.7%

0.3%

0.7%

0.7%

100%

113

105

5

1

4

2

785

54%

14%

13.5%

0.6

0.1

0.5

0.3

100%

102

386

133

85

8

2

1

717

14%

54%

18%

12%

1%

0.5%

0.5%

100%
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Table 3 - Use of S136 by British Transport Police
April

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Total

2016 - 2017

2

2

2

10

10

4

6

3

0

1

2015 - 2016

0

0

2

1

2

5

2

1

1

4

1

5

24

2014 - 2015

0

0

0

0

0

1

1

0

0

3

1

1

7

40

S136 Minors information
The information in Table 4 and Table 5 is included in the total figures in Table 1 and Table 2
Table 4 – number of S136 Minors to each place of safety
Place of Safety

Apr

May

Jun

Jul

Aug

ACU

Sept

Oct

1

Nov

Dec

Jan

Feb

Mar

Total
2

1

FRH

2

2

1

1

4

4

1

2

3

2

22

Total 16/17

2

2

1

1

4

5

1

3

3

2

24

Total 15/16

7

2

3

1

4

4

5

1

3

3

4

37

Table 5 – Total Minors outcomes of S136’s

Following a section 136 assessment 2 minors were detained under section 2. The other 22 minors who
were given a section 136 assessment were referred onto other services. One of these were transferred to
another Service.

Ward

Not Adm Not
referred on to
services

Not Adm
Referred
on to
services

ACU

1

1

FRH

2

17

2

1

22

Total to date
end of Jan 17

3

18

2

1

24

Total as % to
end of Jan 17
15/16 Total

12.5%

75%

8.4%

4.1%

100%

7

26

2

1

36

15/16 Total %

19%

72%

6%

3%

100%
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Use of S135(1) from 1 April 2014
Table 6 – number of S135 to each place of safety
Place of Safety

Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

Jan

ACU

1

2

2

1

2

3

2

2

0

2

17

FRH

5

2

3

0

0

3

4

2

3

2

24

Total 16/17

6

4

5

1

2

6

6

4

3

4

41

Total 15/16

2

3

1

1

1

3

2

5

3

Total 14/15

1

3

1

2

3

1

Feb

Mar

1

1

Total

8

30

1

13

Our practice was refreshed in line with the Code of Practice and our AMHPS are now using S135 (1) and
conveying people to hospital for mental health act assessment. Previously, the Mental Health Act
assessment would, in the main, happen in the person’s home therefore we did not ‘record’ the S135’s
separately from the subsequent S2 or S3. It is thought that this may also cause a higher figure going
forward 2016/2017 and potentially cause increased pressure into our S136 facilities.
Table 7 – Total outcomes of S135’s
Ward

S2

S3

Admitted Informally

Assessed and not admitted

Total

ACU

17

0

FRH

20

1

1

2

24

Total 16/17

27

1

1

2

41

Totals 15/16

23

3

4

30

17

Table 8 – Total use of S136 at Langley Green
Place of
Safety
Langley
Green
Minors
Total
16/17
Total
15/16

Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

3

1

2

3

-

1

4

-

1

15

-

-

-

1

-

-

-

-

-

1

3

1

2

4

-

1

4

-

1

16

3

1

1

3

5

7

4

2

5
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1
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0
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Table 9 – Mental Health Act Comparison Data
Section 2, 3 and 5 data:
S2

S3

S5(2)

S5(4)

Year

14/15

15/16

16/17

14/15

15/16

16/17

14/15

15/16

16/17

14/15

15/16

16/17

April

37

42

49

23

21

17

11

7

7

1

2

1

May

51

52

50

13

25

21

15

9

10

7

1

2

June

41

54

51

23

27

36

8

17

11

2

4

1

July

60

49

56

27

24

33

11

8

13

5

0

3

August

43

51

48

20

27

20

9

10

8

4

2

1

September

44

44

59

23

30

20

8

8

11

0

1

1

October

48

61

51

20

18

27

6

5

9

3

3

1

November

36

54

35

22

19

20

5

14

8

0

1

1

December

44

48

42

19

18

17

9

7

11

2

0

0

January

48

41

19

19

6

8

0

4

February

40

38

19

18

12

11

5

0

March

42

53

19

25

11

7

0

0

Totals

534

587

247

271

111

111

29

18

441

211

88

11

Section 136/135, Community Treatment Order and S2 to S3 data:
S136 / 135(1)

CTO

S2 to S3

Year

14/15

15/16

16/17

14/15

15/16

16/17

14/15

15/16

16/17

April

73

67

68

6

5

3

12

10

13

May

56

56

74

2

3

8

3

15

10

June

53

78

83

6

5

6

10

10

18
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July

62

77

98

3

7

3

15

12

17

August

64

74

86

5

5

4

9

16

14

September

73

62

78

7

7

4

6

14

10

October

70

66

0

2

13

9

November

65

67

8

3

11

14

December

53

73

3

3

10

12

January

64

66

1

6

11

13

February

50

72

0

3

8

12

March

48

55

2

3

12

16

Totals

731

813

43

52

120

153

487

28

82

Board Walk-A-Round
Seeing how our services are

The Walk-a-rounds are undertaken by one Board Director and a NonExecutive Director. Governors are also invited to join the Board
members and were included in a number of visits to services this quarter.
The walk around programme utilises an appreciative enquiry approach by
using unconditional positive questions which is designed to provide a guide rather
than a prescribed set of questions. The aim is to identify and work with people’s
strengths and assets and provides an opportunity to understand the quality of the service provided and
promote and build the reputation of our organisation. Our day-time programme of Walk-a-rounds is
complimented by visits that take place during the evenings or weekends. These are undertaken in pairs by
members of our Senior Management team and Executive Directors. The aim is for all of our 24/7 services
to be visited annually either during the evening or at weekends. This quarter visits to all our Older Age
Services were undertaken as part of our Out of Hours programme. Visits to our Working Age Adult services
are in the process of being planned for next quarter.
After each visit a report, which includes recommended actions, is sent to the respective service. The
Clinical audit department monitors the progress of the implementation of the recommended actions. In
addition if the area identified for action presents a potential risk it is placed on the register of Early
Warning signs which enables the concern to be escalated if it isn’t addressed in a timely manner.
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The following table identifies those services where a board walk-around was undertaken during October to
December
2016.
Mental Health teams visited October-December 2016
CAMHS – Frimley Health – South Sector
Mindful East
CMHT OP Surrey Heath
CMHRS Surrey Heath
Home Treatment Team-Surrey Heath and
NE Hants
Pavilions Drug and alcohol serviceRichmond House
CAMHS CT North – St. Peter's Hosp.
iHear Partnership – Hounslow
CYPS CLD South West
Criminal Justice and Mental Health Liaison
and Diversion service
CMHRS Guildford
Hope Day Service
Eating Disorders Service Adult
Psychiatric Liaison Service East Surrey
Hospital
24/7 Crisis House
HTT East
Spencer
Victoria
Bluebell 1 & 2

CAMHS CT South East – Redhill and
Reigate
CYPS CTLD East
Jasmine House at Primrose
Mindful East
CAMHS CT South East – Redhill and
Reigate
CYPS CTLD East
Eating Disorders CYPS
CMHRS Reigate
Rosewood
HTT Mid Surrey
Hampshire Adult Autistic Spectrum
disorder Assessment Diagnostic and
support service
Mind Matters
CAMHS Primary Mental Health (East
Sector) – Gatton Place
CTPLD – East Surrey
i-Access Drug and Alcohol South West
Primrose 1 & 2

The findings from the walk arounds for this quarter were extremely positive and clearly demonstrate our
staffs’ motivation and enthusiasm in working towards providing a high quality service and improving the
experience of people who use our services.
Examples of improvements identified during Walkaround visits include increased cohesiveness of team
working, a move to new premises enhancing the work environment for some services and an introduction
of a mental health worker with access to SystmOne in one police station, which has improved the care of
people attending our Criminal Justice and Liaison service. Examples of good practice from working age
adult services include a manager keeping in touch with people who have trained in the team with a view
advising them when vacancies are coming up. This serves to reduce staff vacancies. The Ben pathway is
helping to enhance the work of some of our CYPS and in one service the child centred nature of the
environment and ongoing involvement of young people in service design and development was observed.
In another CYPS service, responsiveness in the model for families using services and GPs has led to greater
satisfaction with the service.
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In our older person services, planning discharge at the point of admission has been seen to improve the
experience of care for people with Dementia.
Areas identified for further development were often related to the environment and were mostly specific
to individual services. They included isolation of a service, concerns around lone working, disabled access
at the rear of the building, cleaning, and a slow response from maintenance experienced by a number of
services. This was particularly evident when a ceiling had fallen down during heavy rain.
Other issues highlighted included challenges around sufficient staffing and recruiting to vacant posts.
CARE is included in the walk-a-round tool, although this was not discussed with staff in all of the services
visited. There is, however, evidence that people are aware of CARE and in some services there are some
excellent examples of practice e.g. in one of our CYPS notices were clearly displayed about CARE and staff
could describe what it meant and how it applied to their work. They were familiar with the CARE wall of
thanks. In some services CARE is clearly evidenced in the team ethos.
The table below provides details of some key actions identified from the walk-a-rounds during October to
December 2016 and what actions have been taken:

Service

Key Actions

Actions taken

Crisis House

Team to be advised about the support
available through the people with
personality disorder strategy for people
they know could benefit.

One of our Consultant Clinical Psychologists is coming
to meet with the team on Thursday 12/01/2016 to
have a face to face discussion about P.D pathway and
the services/support available. She has already
distributed some information which has been
cascaded to the team.

Rowan Ward

To Continue to monitor that all
environmental issues have been
addressed

All the environmental issues identified during
Walkarounds have either been addressed or are in
the process of being addressed. The fire alarm has
been repaired and appropriate arrangements are in
place to safeguard people in the seclusion suite from
people in the garden.

CAMHS North
West

Continue to provide support for staff
team, and monitor levels of temporary
staff

The manager has already seen a more flexible
approach from HR in this regard in 2 recent
recruitments. This followed an announcement in our
monthly management by our Human Resources
Business Partner to this effect.

Bluebell Ward 1
and 2

The water feature in the male ward
needs some action to mitigate this risk.

The Leak has now been repaired

CMHT OP Surrey

To work towards avoiding moving twice

The double move was avoided
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Health

as part of the move to the new base

Compliance with National Institute for Clinical Excellence (NICE) Guideline
Ensuring evidence based experience
Significant progress continues to be made in both reviewing and working towards compliance with NICE
Guidelines across our Trust. The newly published Guidelines including Quality Standards are distributed
regularly for consideration by the Quality Action Groups (QAG) and key people within our Trust who are
involved in reviewing NICE guidelines. This work helps to identify potential development areas to improve
our compliance with NICE recommendations.
The links to the following guidelines have been circulated this month:
CG142

Children’s attachment

QS133

Psychosis and schizophrenia in children and young people: recognition and
management

CG155

Coexisting severe mental illness and substance misuse: community health and
social care services

NG58

Transition between inpatient hospital settings and community or care home
settings for adults with social care needs

QS136

Mental wellbeing and independence for older people

QS137

Transition from children’s to adults’ services

The Quality Action Groups (QAGs) continue to review gap analyses against the NICE Guidelines and create
action plans to address the areas for development. Mostly this is undertaken in separate groups. The
different groups continue to be at various stages in the process.
The last Trust wide NICE review meeting was held on the 6th December 2016 which was well attended with
a representative from most of our Directorates.
Development work is being undertaken across the Trust to improve compliance with NICE Guidelines
which is partially due to new Trust initiatives and also as a direct result of the Gap Analysis work.
The e-Bulletin is being used by WAAs to raise awareness of the NICE recommendations and resources
available to support their implementation.
The Chief Pharmacist continues to take responsibility for monitoring compliance with the medicine
Technology Appraisals.
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An in depth piece of work has been undertaken to look at our Trust’s compliance with the Domestic
Violence and abuse Guideline and associated quality standard. Although this work still needs to be ratified
by our Trust QAGS, it is indicated that we are compliant in the majority of areas looked at. This work has
however highlighted the need to look at our systems for recording incidents of domestic abuse to ensure
that our practice is evidenced in all instances. In addition further work is planned to ensure that more
people have training in this area of work. There will be further training on Domestic Violence and Abuse in
addition to being incorporated into our Safe guarding training.
Our Children and Young People’s service confirmed their compliance with the following Guidelines this
quarter: Borderline Personality Disorder and the associated quality standard Personality Disorders:
borderline and antisocial and Bipolar disorder.
In response to reviewing the guideline on depression further work is being undertaken regarding consent.
Working Aged Adults are in the process of reviewing a number of guidelines which are near completion.
Developments in compliance with the guideline for Aggression and Violence are ongoing due to the work
of the positive and safe group. Gaps indicated in compliance with the Nutritional support Guideline were
discussed at the last Trust wide review meeting.
Our OA services have recently reviewed the Excess winter deaths and morbidity and the health risks
associated with cold homes Guideline and have concluded that it is primarily public health that have
responsibility for raising awareness around this.. However, given the risk of mortality, the suggestion is
that the winter wellness kit is circulated to all services, so that people who are at risk can be signposted to
ensure they receive any help needed to keep warm during the winter months. To address the backlog with
reviewing NICE Guidelines within Oder Age services it has been agreed that a guideline will be reviewed
monthly within the Divisional Management meeting.
Our Drug and Alcohol services have recently updated their compliance in relationship to the Guidelines
that are relevant to their services and confirmed that they are fully compliant. Staff are regularly involved
in giving advice and training to other staff across the Trust. In relationship to the Guideline for Smoking
Cessation our Drug & Alcohol Community Teams and 24/7 inpatient unit are currently developing smoking
cessation interventions for people who use our services. In relationship to the Guideline for Transition the
Surrey Drug & Alcohol Community Teams and the young peoples’ substance misuse service (Catch-22)
have a formal agreement in place for transition between services.

Excellence
We continue to aspire to be best in class as outlined in our Quality Plan and we have now formally
launched the
process to help us deliver on this ambition.
The foundation stage of the accreditation process for 2016 is now complete and has already helped to
identify areas of improvement in a number of services. The Foundation stage includes a self-assessment
and a peer review.
The flowchart below illustrates the process through which teams complete the cycle.
The ratings used are the same as the Care Quality Commission.
All services have completed a self-assessment and to date 77 services have had a peer review. Following
the peer review the service receives a rating.
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9 pilot sites have been identified to pilot the new CARE excellence accreditation programme. These
services were selected as they achieved a high level of compliance in their peer review and other
intelligence reviewed showed them to be working to a high standard.
The services are:•
•
•
•
•
•
•
•
•

Margaret Laurie House
My Time Reigate
CTPLD East
Larkfield
Mind matter Surrey
CMHRS Waverly
CMHTOP Guildford
EIIP East
HOPE

The above services have all received a series of observations and have completed a self-assessment against
the draft CARE excellence standards. Currently reviews are taking place with all the services and then if
they meet the required level of compliance they will be going forward to panel. The panel members
include senior staff, HR representatives and representatives from people using services. The panel will
make a recommendation as to whether the service is internally accredited.
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CARE Excellence Accreditation Process Flow Chart
Team undertakes a Foundation
standards self-assessment

Director signs report
as read

Foundation standards Peer
review undertaken within six
months of the self-assessment

Peer review acheives a
GOOD rating

Peer review achieves REQUIRES
IMPROVEMENT rating

Share report

Share report

Service to complete
actions

Service to complete
actions

Put forward for next stage of
CARE excellence accreditation
(currently being piloted)

Undertake re-review within 6
months of peer review through
division if indicated

Peer review achieves
SIGNIFICANT
IMPROVEMENT REQUIRED
rating

share
report

Director
signs report
as read

Results placed on Risk
register until improved
at next review

Service to complete
actions
CARE excellence accreditation
monitored through Early
Warning Signs

Start annual process
again
Undertake a full review
within 3 months of peer
review by Quality directorate

2 Yearly self-assessment against
CARE excellence standards
Start annual process
again
Foundation standards peer
review after 3 years
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Safety Thermometer
Measuring harm free care
The NHS Safety Thermometer records the presence or absence of 4 harms.
• Pressure ulcers
• Serious harm from falls
• Catheter associated Urinary Tract Infections
• Venous thromboembolism
It is a service improvement and audit tool developed to provide immediate information and analyses for
frontline teams to monitor their performance in delivering harm free care. These 4 harms were selected as
the focus by the Department of Health’s QIPP Safe Care Programme because they are common and
because there is a clinical consensus that they are largely preventable through appropriate patient care.
The six services that are included in the NHS Safety Thermometer are:
• 24 7 Spenser
• 24 7 Bluebell 1 and 2
• 24 7 Primrose
• 24 7 Victoria
• April Cottage
The chart below show the percent of patients with harm free care.
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Access to Health Records
Open, honest and accountable
We have had 152 subject access requests this quarter, all were completed in 40 days and at the end of
December there were 49 outstanding although some of these are awaiting fees.
Unfortunately we are still anticipating improvements on the Subject Access Request function on SystmOne
and if resolved this will hopefully speed up the accessing and printing the electronic record process.
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Access to Health Records Requests (April-March 2016/17 totals to date):
Number of Subject Access Requests: 502
Total Outstanding: 49
Number Not Completed within 40 Days: 53
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