AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
Wednesday 26TH April 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.

45.17 Public

Introductions and Apologies for Absence

46.17 Public

A Person’s Story

Jo Young

47.17 Public

Declarations of Interest

Ian McPherson

Attached

48.17 Public

Approve the Minutes of the meeting held on 29th March 2017

Ian McPherson

Attached

49.17 Public

Matters Arising

Ian McPherson

Attached

50.17 Public

Chief Executive Update

Fiona Edwards

Verbal

Presentation

PERFORMANCE OVERSIGHT
51.17 Public

Trust Board Key Performance Indicators Report

Graham Wareham

Attached

52.17 Public

Board Assurance Framework

Julie Gaze

Attached

53.17 Public

CQC Report

Jo Young

Attached

54.17 Public

Complaints Report

Jo Young

Attached

55.17 Public

Safety Report

Justin Wilson

Attached

56.17 Public

Workforce Quarterly Report

Jo Young

Attached

57.17 Public

Mortality Assurance Report Q4

Justin Wilson

Attached

58.17 Public

Value for Money Report

Graham Wareham

Attached

59.17 Public

Risk Report

Julie Gaze

Attached

60.17 Public

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

Justin Wilson

Attached

61.17 Public

Summary Report from the Council of Governors meeting

Julie Gaze

Attached
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ITEMS FOR APPROVAL/DECISION
62.17 Public

Draft KPIs for 2017-18

Graham Wareham

Attached

63.17 Public

Q4 Performance Commentary to NHS Improvement

Julie Gaze

Attached

Laurence Vine
Chatterton

Attached

ITEMS FOR INFORMATION
64.17 Public

2nd December 20916 Audit Committee Minutes

65.17Public

Date and Time of Next Meeting
28th June 2017 at 10.00 – 12.30 at Trust HQ

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 26th April 2017 at 12.45 – 2.00 in F21

AGENDA
13.17 Private

Introductions and Apologies for Absence

1417 Private

Declarations of Interest

Ian McPherson

15.17 Private

Minutes of the Meeting held on 25th January 2017

Ian McPherson

16.17 Private

Matters Arising

Ian McPherson

17.17 Private

Exceptional Items
Date and Time of Next Meeting

18.17 Private
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24th May 2017 at 10.00 – 12.00 at Trust HQ

Attached

Attached
Attached

Agenda Item: 47.17Public

Voting Directors’ Declarations of Interest
April 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

Voting

Lorna Payne

Chief Operating
Officer

Trustee of Fulham Good Neighbours

April 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 29th March 2017 at 10.00 – 12.30
at Trust HQ, Leatherhead
Present:
Directors Voting:
Ian McPherson
Jon Bye
Fiona Edwards
Andy Field
Leslie Morphy
Mark Perry
Helen Rostill
Justin Wilson
Jo Young

Trust Chairman
Non-Executive Director
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Innovation and Development
Chief Medical Officer
Chief Nursing Officer and Deputy Chief Executive

In Attendance:
Ann Underwood
Julie Gaze
Wilhelmina Cox

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

Apologies:
Laurence Vine Chatterton
Graham Wareham

Non-Executive Director, Audit Chair
Chief Finance Officer

Members of the Public and Governors in attendance:
Don Illman
Lead Governor
Elaine Braithwaite
Deputy Lead Governor
Tracey Hayes
Governor
Rosemary Moore
Governor
Sheila Braithwaite
Member of Public
Diane French
Member of Public
Richard Paul
Member of Public
Fiona Brandford
Surrey Sight
Clifford Wright
FoCUS member
Kapil Kashyap
Consultant Psychiatrist Older People’s Services

Ref

Item:

25.17Public

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

Action

1
Trust Board in Public
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Minutes
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The Chairman welcomed everyone to the meeting.
26.17Public

A Person’s Story
The Board heard Caroline’s story in her own words.
Caroline was the wife of someone who was known to our services and who
sadly committed suicide.
She talked about her experiences with our
services highlighting the following:
•
•
•
•
•
•

staff missing vital signs
staff not questioning whether they had the right information
staff not seeking information from her or her children,
feeling side-lined by staff and cast as the problem
staff having professional arrogance
being cast as the problem made her own recovery process very
painful

Jo Young reflected on Caroline’s experience and advised that we have learnt
that we cannot treat people in isolation; we should be involving friends, family
and colleagues as we can never be sure we are treating the whole person.
She added that had we listened to Caroline it may not have made any
difference for her husband but it may have been a less traumatic experience
for Caroline and everyone else involved.
The Chairman felt that this was a painful yet powerful story for the Board to
hear.
Jo Young agreed that there are also lots of connections to our ambitions for
our Clinical Strategy such as connected families.. She added that we have
undertaken a lot of work around our Carers Respect Programme and need
to continue to promote this so that our staff feel confident in using families as
a resource. We held a series of listening events with staff and carers to look
at what works well and gets in the way. Families should be able to inform
staff about their loved ones.
Andy Field reflected on the “professional arrogance” and “delusional”
comments that Caroline had made. He felt that confidentiality should not
prevent us from gathering all relevant information.
Justin Wilson felt this was a very moving story. He acknowledged the
importance of working with families to assess and manage risk. He added
that there has been a shift on confidentiality but it is not always easy to get
the balance right. Our primary aim is to get information from families and
manage risk through ongoing learning throughout the organisation.
Jon Bye felt that everyone involved was doing the right thing for the right
reasons and the learning from this is now helping people to understand
whether rules are rules or just guidelines and they should not be used as a
barrier.
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Helen Rostill advised there is a shift in culture and we are not just seeing
things from the person’s perspective but are involving families. She
referenced early intervention and what could have happened had we
supported Caroline’s husband at the beginning of his journey when he
became physically unwell. This highlights the importance of both the acute
and mental health systems working together in a connected way.
Jo Young reflected on a recent meeting where she and Fiona Edwards had
met with Angela Samata from SOBS (Survivors Of Bereavement by Suicide)
charity to discuss working with them in our suicide prevention work.
The Chairman acknowledged that there is a lot of work to be done on suicide
prevention both nationally and locally. He referred to an event he had
attended where Professor Louis Appleby had made the point that we must
now be engaging with families which has not been traditionally the case.
The Chairman asked Jo Young to convey the Board’s thanks to Caroline for
sharing her experience.
Action Jo Young to convey the Board’s thanks to Caroline.

27.17Public

Declarations of Interest
The Declarations of Interest Register was noted.

28.17Public

Minutes of the Meeting held on 25th January 2017
The minutes of the meeting held on 25th January 2017 were approved.

29.17Public

Matters Arising

Jo Young

08.17 Board session on Suicide Prevention
It was noted that this would be arranged as soon as possible.
Action: Board session to be arranged

Justin
Wilson

The update was noted.

30.17Public

Chief Executive Update
Fiona Edwards reflected on Caroline’s experience and felt that this highlights
the challenges our staff are working with all the time. She felt that we need
to look at how we can work together better to help each other avoid
developing blind spots.
She updated the Board as follows:
Nationally
• Financial pressures continue across the NHS which links to the
heightened demand flowing through the acute and mental health systems
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Trustwide
• We are struggling to hold 85% bed occupancy
• Our community teams’ caseloads are high
• We need to be discussing suicide prevention both internally and
externally. Angela Samata has offered to help work with our staff on
having a connected mindset. Jo Young’s team are looking at all our
suicide prevention work and the potential of introducing mandatory
training for staff on this.
• There are pressures in both the NHS and Social Care which we are
addressing
• We are moving forward with STP planning work
• Derby House received a “Good” rating following a re-inspection by CQC,
• We are waiting a report from CQC in relation to Oakwood
• Our Drug and Alcohol Services have been given positive feedback from
CQC following their recent inspection around our partnership working
with the voluntary sector
The Board noted the Chief Executive’s update.
The Chairman reflected on the recent CARE Awards event which was a
fantastic evening. He felt it is important that we pay attention to things that
have not gone so well too.
He also advised that he had attended a recent STP event to learn what is
happening. He felt that it would have been better if the public had been
invited so they could hear about the good work being done on mental health,
older adults and cardio vascular services.
31.17Public

Trust Board Key Performance Indicators Report
Ann Underwood introduced the report. She highlighted the following:
•
•
•
•
•
•

There has been a shift in performance for some of our indicators but we
will not have a complete “Green” set; there will be some “Red”
Involving People in their Care, Agency Spend and Staff Retention KPIs
remain challenging and we continue to focus on improving them
With regard to the Staff Retention KPI, we have now recruited a member
of staff who will review people’s exit interviews to see if there is any
learning.
Both the Serious Incidents and Incidents of Abuse KPIs appear as “Red”,
however this is a result of us changing the methodology and improved
reporting.
The Improved Information KPI will be achieved by year end
We have made good progress on the Physical Health Checks KPI

Jon Bye asked about the Serious Incidents indicator and how sure we were
on this being “Red”.
Justin Wilson referred to the analysis of incidents report the Board received
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at its January meeting. He confirmed there were a large number of deaths
reported this year that occurred the previous year, which related to Drug and
Alcohol services, and which had been reported to the Coroner. We have
seen an increase in deaths in NW Surrey and also in the Hounslow Drug and
Alcohol services and are also picking up on more deaths this year linked to
our liaison services. He acknowledged that every incident is serious and is
distressing for the families concerned.
Andy Field asked whether the staff retention and agency spend KPIs were
intrinsically linked. He reflected on his involvement in the recent Workforce
Director interviews and felt it would be helpful for the Board to receive the
incoming Workforce Director’s plans to improve staff retention once they
have been in post for 90 days.
Fiona Edwards advised that we are making considerable leadership shifts to
help us with this. She noted that Lorna Payne, Chief Operating Officer, was
starting with us on 1st April and Gavin Wright, Workforce Director would start
with us on 1st July. She advised that in the meantime we have a consultant
undertaking work around staff retention and agency usage. He has some
views and suggestions on what we can do to help us address this. She also
noted that the Staff Survey results highlight staff have issues about their pay.
Action: Staff Retention Report for July Board meeting

Jo Young

The Board noted the report.
32.17Public

Board High Level Risk Register – Risk Report
Julie Gaze introduced the report and drew the Board’s attention to the
following:
•
•

There is pressure throughout the local health economy and this continues
to be felt by our services. This includes pressure on beds and staffing
Risks regarding ability to mobilise, establish and report on new and
existing services requires focus and attention.

Andy Field referred to the Public Sector IR35 ruling which comes into effect
on 1st April 2017 and how this will affect us especially in our technology area
where there are pressures and how we will fill gaps in our staffing.
Fiona Edwards advised that the IR35 ruling relates to people working off
payroll and tax legislation and we need to undertake rigorous checks on this.
She added that we have been managing our contract workforce down and
have built up substantive staff. The risk is greatest in our IT systems and
support and so we have covered this by recruiting to vacancies and also
taken the view if we need to use contractors then we should.
The Chairman also added that we have to employ people with the right skills
and that if that becomes a significant risk we will have to address it.
Andy Field highlighted the number of acronyms used in this report and other
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reports which he did not understand and asked for this to be borne in mind
for future reports.
Both the Chairman and Fiona Edwards acknowledged this and confirmed
that this would be addressed in future reports.
Mark Perry asked about the pressure points on the risk register, who holds
the risk in the organisation and what is the plan.
Fiona Edwards we have a number of risks that are escalated. She advised
of the following:
•
•

Staffing Risk – this has been reviewed and has been since reframed.
There are strands that will sit in different parts of the organisation.
Operational Pressure – this sits with the Chief Operating Officer and
relates to inpatient bed management and staff management

The Chairman felt it would be useful for the Board to see who is holding
specific risks.
Fiona Edwards advised the future style of this report will change and we will
incorporate who holds specific risks.
Action: New format report to identify who holds specific risks.

Julie Gaze

The Board noted the report.
33.17Public

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

•
•
•

We are seeing steady improvement in our quality of services
We have received positive verbal feedback from CQC following our Drug
and Alcohol Inspection in February and are now awaiting the report
although there were some concerns in our inpatient Drug and Alcohol
settings.
CQC has now rated Derby House as “Good”
CQC has given us reasonably positive feedback following their recent
inspection of Oakwood and we are awaiting their report.
We are awaiting the report from CQC regarding Farnham Road Hospital

The Chairman felt that that this was good news for the organisation. He felt it
was important to note that not many organisations like us run Drug and
Alcohol services and to receive positive verbal feedback from CQC was very
re-assuring.
The Board noted the report.
34.17Public

CQC - Learning Candour and Accountability
Justin Wilson introduced the report which relates to CQC’s published
recommendations into how NHS Trusts’ review and investigate deaths and
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demonstrates how we are responding to these. He highlighted the following:
•
•
•
•

We had already created a new process to review and investigate
mortality prior to CQC’s wider review and have already completed much
of the work recommended
There is some further work with commissioners to be undertaken with
regard to Recommendation 7.
We continue to engage with the national approach to investigating deaths
of people with learning disabilities
We do need to review our policy around investigating and reporting on
mortality by September 2017

Justin Wilson advised that the Board needs to nominate a Non-Executive
Director to lead on mortality and learning from deaths. He suggested that
Leslie Morphy, as Chair of the Quality Committee, and who has taken a close
interest in this with work, should do this.
Leslie Morphy reflected on her recent attendance at a conference on learning
from deaths and the introduction of new guidance. She felt that we are in a
good place to introduce the guidance. She added that the work we have
done has stood us in a good place. She noted that at the conference primary
care was not discussed, most of the conversation was around Acute Trusts
and suicide was not mentioned at all.
Leslie Morphy agreed to be the nominated Non-Executive Director to lead on
mortality and learning from deaths.
The Board noted the report.
35.17Public

People’s Experience Committee
Jo Young introduced the report. She highlighted the following:
•
•
•

We have achieved our best results ever for the CQC Community Survey;
however put in a national context, we recognise that most Trust
performance overall is poor in relation to people’s reported experience.
Connecting our community survey results to our Real Time feedback
does feel more positive than we get from the national survey
We are making some progress in involving people in planning their care if
we include “yes” and “to some extent” categories together. Work is in
place for our inpatient settings to provide people with their care plan in a
yellow folder.

•
She acknowledged that there is more we can be doing; but we are satisfied
that our local information is stronger than the national feedback.
Andy Field was concerned about the drop in numbers of inpatient “Your
Views Matter” questionnaires completed in February and questioned whether
we are in danger of statistically fooling ourselves that what we draw from
them cannot be significant.
He reflected on a recent walkaround he had
undertaken where staff talked about this and he felt we needed to be careful
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about what information we are drawing from such a small sample.
Jo Young accepted this and added that in February there were a number of
teams that moved from Epsom to Chertsey and that may be the reason for
the dip and we may have deprioritised the collection of information whilst the
move was taking place.
The Chairman advised that he would like to see a base line comparison of
what proportion of people this relates to so that we are better able to
understand how significant this is or what we need to do to sort this out.
Helen Rostill highlighted the importance of building space for staff to build
relationships with their patients in order to reduce incidents.
Jon Bye asked what more can we be doing to enable people to say they are
fully involved in their care planning rather than saying they are involved to
some extent. If there are issues he would like to know what they are.
Jo Young referred to some work recently undertaken in our-inpatient wards
where it was noted that people felt less involved at their multidisciplinary
team review meetings.
Justin Wilson advised that Windmill House had an innovative approach
whereby people who are using the services had been designing their own
care plans and this had not been well received by CQC who felt they were
insufficient.
The Chairman felt it was important that we focus care plans on what matters
to people who use our services. He suggested looking at other Trust’s
approaches as part of our learning on this.
The Board noted the report.
36.17 Public

Safety Report
Justin Wilson advised that the Board was receiving this report due to some
significant incidents that happened in February.
He highlighted the
following:
•
•
•
•
•

Seven serious incidents were reported in February including four deaths
There has been a reduction in the use of restraint across the organisation
No prone restraints has occurred in the past three months
There was an inpatient death on Blake Ward this month which appears to
be due to suicide
We are expecting the sentencing in June with regard to the Health &
Safety prosecution against us in relation to the tragic death of Adam
Withers

Helen Rostill asked about the use of seclusion.
Justin Wilson advised that seclusion is sometimes necessary but it can be
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avoided if intervention is carried out earlier. He added that there is some
evidence of staff now finding alternative ways to prevent seclusion.
The Chairman reflected on the tragic event in our in-patient and how this will
impact on the person’s family, the staff and other patients on the ward. He
added that support has been put in place for everyone affected by this.
The Board noted the report.
37.17Public

Value for Money Report
Ann Underwood introduced the report. She highlighted the following:
•
•
•
•
•
•

We have recovered our position and are now on plan year to date
We are eligible for STP funding and have now received three quarters of
the planned monies c£900k.
The Use of Resources metric has improved to a 2 (was 1 in January)
Our cash balance has been improving each month
Total debt has increased slightly.
We have had no sanctions on our agency spend

The Chairman added that very few other NHS Trusts are in the position that
we are in and acknowledged the work that had been undertaken to get us to
this place.
The Board noted the report.
38.17Public

Staff Survey Report 2016
Jo Young introduced the report which overall we should be pleased about.
She highlighted the following:
•
•
•
•
•
•
•
•
•

This is a positive set of results and we are able to demonstrate year on
year improvement
We had a 65% return rate which was improvement on previous years but
we are still aiming for an 80% return rate
Staff feel connected to the organisation
There is positive engagement
Most staff are happy to recommend us as a place to work
22 out of the 32 key findings are better than average
One was worse than average and this was linked to having an appraisal
within the last 12 months; this correlates with a blip in our performance
on this. The quality of appraisals is much better
Poor pay was an issue
There is no significant changes with the experience of staff with
disabilities although we have provided more support to this network.

Fiona Edwards felt that the report undersells our achievements and the
progress we have made. She advised that we do need to undertake further
work on data analyses which is a crucial gap for us. We now have a fantastic
data set and will be able to look at trend analyses over the last 8 years.
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Mark Perry felt that the Board needs to be clear on where we want the
scores to be and suggested that we look at organisations outside of the NHS
who may well give us some further insight.
Ann Underwood reflected on her experiences elsewhere and that she found
it impressive and satisfying that we achieve results without a massive action
plan.
The Chairman felt it was difficult to get a proper feel for some of the metrics
without a wider comparison. He referred to our employees with a disability
who scored the lowest scores (worst scores) for 22 of the 32 key findings. He
felt the Board should be updated on this at an appropriate time.
He also noted the positive results regarding our BME staff who are reporting
as the most satisfied in the workplace of all our minority groups. He felt
there is a slight mismatch with this and our Workforce Race Equality
Scheme (WRES).
Jo Young advised that we have undertaken “People before Process” work
with our BME Network and the HR team to co-design new ways of working.
Andy Field noted that there are some other good sets of data available to do
comparisons with, ie Department of Work and Pensions. He referred to the
diversity findings and asked if it was possible to have an ideal age balance
for each of the categories.
Fiona Edwards advised that this underpins our new Workforce Strategy. She
reflected on the recent Leadership Forum where time was spent considering
how our results appear to our staff with disabilities. She advised that this
issue should be part of our whole workforce approach. She also noted that
the Quality Health presentation showed a correlation between having good
leaders who also concentrate on appraisals and recruiting to their teams.
The Board noted the report
39.17Public

24/7 Programme – Hospital facilities for North West, East and Mid
Surrey Update Report
Justin Wilson introduced the report. He highlighted the following:
•
•
•
•
•

There has been little progress since the last Board meeting.
The public consultation has to be led by our commissioners and this is a
challenge for us as there are multiple CCGs involved and all have a
different perspective.
A Committee in Common is now being set up
The Langley Wing at Epsom Hospital is no longer available as a site for
our in-patient services which affects 3 of our 12 long list options including
the short list option of “do minimum” on that site.
The affordability of some of the options could have an impact on our
community and other services and we therefore need the CCGs
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•
•
•

assurance on this which is difficult to achieve.
We are therefore having to refresh our Strategic Outline Case
NHSI is also wanting us to demonstrate affordability before proceeding
with the public consultation
We are looking at what we can do using receipts from land sales without
borrowing money.

The Board noted the report
40.17Public

Care 2 Quit Strategy
Jo Young introduced the report. She advised that we have been consulting
on a comprehensive smoking ban on all our sites/buildings/properties by
October 2017. Feedback received has been supportive of the
implementation of the strategy but it is acknowledged how challenging this
will be for some people who use our services and staff.
The Chairman was pleased to see reference in the report on vaping which is
perceived to be a more acceptable way to move forward and that we are
keeping an open mind on it.
Jo Young advised we do have e-cigarettes (battery operated) as an
alternative to vaping already.
Jon Bye advised that vaping has been excluded in all Sainsbury’s stores as it
makes it difficult to enact a smoking ban. He would like to see how this pans
out for the organisation.
The Board approved the execution of the Care 2 Quit Strategy.

41.17Public

Update to Standing Financial Instructions, Standing Orders and
Scheme of Delegation
Julie Gaze introduced the report advising that changes are required to our
Scheme of Delegation, Standing Financial instructions (SFIs) and Standing
Order’s (SOs) with effect from 1st April 2017 to reflect changes to our
governance and accountability arrangements and recent learning.
She highlighted the following:
•
•

No changes are required to our Standing Orders (SOs)
The key changes reflect:
o New Board Director portfolios, title changes and new roles
o Updates to the approval thresholds for the Director of Finance
o Updates to reflect new name for regulator, the Bribery Act; new
Trust policies and OJEU procurement requirements.

The Board approved the proposed changes.
42.17Public

Quality Committee Minutes (November 2016)
The Board noted the November Quality Committee minutes.
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The Board noted the report.
43.17Public

Expert Report Q3
The Board noted the report.

44.17Public

Date and Time of Next Meeting
26th April 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:
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49.17 Public

Matters Arising
Minutes of a Meeting Held in Public – 29th March 2017

Ref

Item:

26.17
Public

Person’s story
Jo Young to convey the Board’s thanks to Caroline.

31.17
Public

Key Performance Indicators Report
Report on staff retention.

32.17
Public

Risk Report
New format report to identify who holds specific risks.

Action

Status

Jo Young

Completed

Jo Young

July
July

Julie
Gaze

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

Item:

Action

08.17
Public

Review of Serious Incidents Resulting in Severe Harm or Death
Board session on our Suicide Prevention Strategy

Justin
Wilson

08.17b

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

Jo Young

Status
Date to be arranged for future Board
session
July 2017

Matters Arising Meeting in Public
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49.17 Public

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
Jo Young to amend the Walkaround tool turning questions to prompts
and to discuss the new approach with the Lead Governor

April 2017

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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Board in Public – 26th April 2017
Item:51.17Public
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 will be discussed at the Trust Board after it has been considered by
the Executive Board

Purpose of this
paper:

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

The significant number of metrics that are good or outstanding
The predicted outcome of good or outstanding for one person one
plan and use of resources
The learning and difficulties associated with RAG rating metrics
and the associated perverse incentives this can create.

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
April 2017
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Board KPI Performance Summary – March / Quarter 4 2016/17 data

Assurance and Governance

Experience

Effectiveness

Safety

Value for Money

People Satisfied with
Service

People Involved in
Planning Their Care

Safe Care
Programme

Agency spend

Carers Satisfied with
Service

One Person one Plan

Serious Incidents

Finance and Use of
Resources

Carers Assessments

Physical Health Checks

Incidents of Abuse

Appraisals

Improve Information

Statutory Training

EIIP Waiting Times

Protected
Characteristics

Mandatory Training

IAPT Waiting Times:
6 weeks

EIIP Duration of
Untreated Psychosis

Retention of Staff

IAPT Waiting Times:
18 weeks
Staff Survey Response
Staff Satisfaction Rating
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Review of Performance
This year we made some substantial changes to our metrics both removing metrics that
we felt were well embedded and also increasing the hurdle rates for those we retained. It
is therefore pleasing to see that the in the majority of metrics we have achieved a
performance that is good or outstanding.
It is worth noting that though we have three metrics currently unavailable one person one
plan, finance use of resources and duration of untreated psychosis we anticipate that one
person one plan and finance use of resources will have been assessed by the end of April
as a good or outstanding performance.
The duration of untreated psychosis was only implemented in March and hence we will not
be able to report on this.
There are five metrics where we have not achieved good or outstanding, however, we
believe that three of these, reported number of serious incidents, reported incidents of
abuse and % of people with a physical health check should not be seen as poor
performance for the reasons detailed below.
Key Learning from our KPI process:
1) That the higher level of serious incidents should not be seen in inadequate as this
creates a perverse incentive for staff not to report serious incidents. Our work
suggests the increase in serious incidents is more related to a change in our
reporting process and culture rather than any underlying change in the provision of
safe services.
2) That the higher level of incidents of abuse also relates to improved awareness that
this cannot be tolerated and hence as above we should not view more reporting as
inadequate or requires improvement. The staff survey corroborates this by
suggesting that the risk of abuse to staff has fallen though reporting of incidents has
risen.
3) That in one person one plan we need to look beyond whether Systm One had the
capability to print an integrated plan to whether people who used our services were
receiving integrated plans.
4) That though we receive some good evidence on people’s satisfaction with our
services the number of people responding is low and this could be skewing the
data. Equally this could mean that the low evidence of involvement in care planning
is also being skewed by the low response rate.
5) That when implementing a new metric such as physical health check that the first
year of reporting is particularly challenging for reasons associated with capturing
and reporting the information.
6) That further work is needed to imbed the presence of physical health checks but
that good progress has been made this year.

3
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Overall this has led us to conclude that the simple consideration of a simple metric against
an Outstanding, Good, Requires Improvement and Inadequate rating is both inappropriate
is some cases and too simplistic in others.
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March 2017 data
KPI
No.

Ambition

Achieved/ not
achieved

Learning/Commentary

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

Good

This metric was new for this year as in previous years we measured whether
people would recommend our services. This suggests that people who use our
services are receiving a good experience. However, one learning has been about
the number of surveys completed which is quite low and further work is needed to
increase participation.

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

Outstanding

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

Good

This was a new metric for this year and seems to suggest that the majority of
carers are being offered a carers assessment. We would like to see this good
progress being built on in future years.

Good

This metric was measured last year when we achieved a performance of 85%. It is
pleasing to see that we continue to make steady improvement and are now very
close to outstanding at 93%. However this needs to be cross-referenced to our
staff survey results which reflected that in the Autumn of 2016 this continued to
be a challenge.

Trend Graph

Target

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%
60%
40%

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

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

77%

78%

82%

81%

81%

79%

80%

Q1 2015/16

Q2 2015/16

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Q4 2016/17

20%
0%

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

74%

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

83%

87%

Q3 2016/17

Q4 2016/17

68%

71%

79%

Q1 2016/17

Q2 2016/17

Q3 2016/17

61%

Q4 2016/17

91% 87% 85%
91% 92% 92% 92%
82% 83% 82% 85% 83% 83% 81% 85% 85% 84% 84% 85% 88% 87% 89% 88% 90%
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This metric was also new for this year and as with the metric above it suggest we
are providing a good experience from a carer's perspective. However, the note
about low numbers applies equally to this metric.

Inadequate <75%
Requires improvement >=75%
Good >=90%
Outstanding >=93%
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March 2017 data
KPI
No.

Ambition

Achieved/ not
achieved

Trend Graph

Target

Learning/Commentary

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 .

Improving Access to Psychological
Therapies:
6

People with common mental health
conditions referred to the IAPT
programme will be treated within 6
weeks of referral.

Improving Access to Psychological
Therapies:
7

70%

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

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

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

60%
50%
40%
30%

100%
67%

82% 89%

70%

59% 62%

79%

95%

85% 92% 89%

67%

78% 74% 75%

20%
10%

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

Outstanding

This continues to be an area we perform well in and reflects the continued focus
on EIIP.

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

Outstanding

This continues to be an area we perform well in and reflects the continued focus
on EIIP.

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

Green

This continues to be an area we perform well in and reflects the continued focus
on EIIP.

0%

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

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

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

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

99.5%
99% 99.8% 100% 100% 100% 99%
100%
99.8%
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99.8%
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March 2017 data
KPI
No.

Ambition

Achieved/ not
achieved

Trend Graph

Target

Learning/Commentary

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

60%
40%
54%

20%

65%

65%

61%

61%

62%

55%

57%

Q2 2015/16

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Q4 2016/17

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

This metric has continued to be problematic. We had seen some improved figures

in the first half of the year but this seems to have tailed off in the latter part of the
Requires
improvement year. The low numbers of people completing the survey as discussed earliers is
still a concern and should possibly be the focus going forward.

0%

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

Q3 2016/17

57%

58%

50%

52%

50%

Q2 2016/17

57%

Requires
improvement

Good

41%

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

51%

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

Inadequate

42%

10

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

Deliver against agreed
milestones

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

50%

Q1 2016/17

46%

Q1 2015/16

Q3 2016/17

Q4 2016/17

Data not
available

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

Data not
available

We have not completed our assessment of this metric at the time of producing this
report. However, we believe that the conclusion will be that thought we are not
able to make Systm One print out one documents we have made good progress on
care plans and believe we are providing people who use our services with one
integrated plan.

This is a new meric and though we have achieved 60%, our stated target we have

done well to improve our performance from 43% to 57%, particuarly given the
Requires
improvement difficulties in clinicians accessing consolidated information on this due to the
challenges in reporting.

Q4 2016/17

We believe we have achieved our improved information plans with only minor

Good

Requires
improvement

Requires
improvement

25
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Good

Requires
actions being unachieved and hence we have not achieved an outstanding
improvement

performance on this metric.
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March 2017 data
KPI
No.

Ambition

Achieved/ not
achieved

Trend Graph

Target

Learning/Commentary

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%
40%

91% 88% 86% 85% 85% 85% 84% 85% 85% 84% 89% 87%

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

20%

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

Good

This metric continues to be one we perform well on albeit not as strongly as last
year which is associated with the change from RIO to Systm One and the way this
data is now recorded.

Data not
available

This metric is now calculated within the Systm One product and this functionality
was only turned in March 2017 and hence we have not been able to report on it.

Good

The safe care programme measures a series of metrics and this year has shown a good
performance across the range of services with reductions being reported in a number of
areas.

Inadequate

SI reporting has increased year on year but we believe this is due to a change in
the reporting system. In addition we believe on reflection that high levels of SI
reporting is not 'bad' and hence on reflection measuring SIs in this way is probably
unhelpful.

0%

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

80
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

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

80
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
3
84
84
17

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

120
100
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

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
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Nov
39
88
47

Dec
41
91
52

Jan
48
103
58

Feb
55
107
64

Mar
62
111
70
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March 2017 data
KPI
No.

Ambition

Achieved/ not
achieved

Trend Graph

Target

Learning/Commentary

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:

Cumulative
Totals

Less than the 2015/16
benchmark of 1,018

600

As above though reporting of incidents of abuse is up year on year, on reflection

we do not think higher reporting in necessarily 'bad' and this could create a
Requires
improvement peverse incentive. Hence on reflection RAG rating this metric is probably

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

unhelpful.

Q4
1018
1028
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%
85%
80%
75%

84%

83%

Q1 2015/16

Q2 2015/16

88%

92%

94%

94.8%

94%

94.8%

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Q4 2016/17

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

Good

Training has historically been a concern but in the last two years this has
performed well and hence this now seems well embedded in the organisation.

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

Good

Training has historically been a concern but in the last two years this has
performed well and hence this now seems well embedded in the organisation.

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

Inadequate

70%
Q3 2015/16

100%
80%

18

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

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

60%
40%

83%

79%

84%

88%

90%

92%

91%

91%

Q1 2015/16

Q2 2015/16

Q3 2015/16

Q4 2015/16

Q1 2016/17

Q2 2016/17

Q3 2016/17

Q4 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%

30.0%
25.0%
20.0%
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%
22.0%
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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Retention of staff is an ongoing issue. We have not seen any improved
performance in this area and further work will be needed on this going forward.
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March 2017 data
KPI
No.

Ambition

Achieved/ not
achieved

Trend Graph

Target

Learning/Commentary

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

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

21(iii) Finance and use of resources

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

1 Inadequate
2 Requires improvement
3 Good
4 Outstanding

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

4 Inadequate
3 Requires improvement
2 Good
1 Outstanding

Staff Survey - Annual
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8.0% 9.2%

Sep-16

6.5%

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Good

Over the whole year we were we spent £8.3 million on agency against our £6.7
million target which means we were within 25% of our target which is a good
performance.

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

Mar-17

3

3

3

2

1

2

tbc

Data not
available

We will not know our use of resources rating until after 26th April, in line with the NHS
Improvement year end timetable.
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.
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KPI
No.

Ambition

Achieved/ not
achieved

Learning/Commentary

Inadequate <50%
Requires improvement >=50%
Good >=60%
Outstanding >=80%

Good

Response rates have improved again this year and we have the highest response
rate for Mental Health and Learning Disability Trusts in our category. Staff give
feedback that they like to complete their surveys on line and the added
confidentiality that reminders are emailed rather than sent by letter. We will
continue to engage with our staff on the benefits of completing staff survey where
we can formulate action plans to address concerns.

Inadequate <3
Requires improvement >=3
Good >=3.81
Outstanding >=3.93

Good

Our overall staff engagement score is 3.84 against a sector average score of 3.77.
Research has proven that when staff are well engaged it has a direct impact on
patient care.

Trend Graph

Target
100%
90%
80%

22

To have a response rate of 80% to the
national staff survey

< 50% Inadequate:
> 50% Requires
improvement:
> 60% Good
> 80% Outstanding

70%
60%
50%
40%
30%

66%

20%

59%

2013

54%

59%

65%

2014

2015

2016

10%
0%
2012
5.00
4.50
4.00
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To improve our staff satisfaction /
Engagement rating

< 3 Inadequate
>= 3 Requires improvement:
>= 3.81 Good
>=3.93 Outstanding

3.50
3.00
2.50
2.00
1.50

3.67

3.74

3.81

3.81

3.84

2012

2013

2014

2015

2016

1.00
0.50
0.00
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Board in Public – 26th April 2017
Item: 52.17Public
Subject:

Board Assurance Framework 2017/18 DRAFT

Author:

Julie Gaze, Director of Governance & Planning

Report for:

Discussion

Where discussed
to date and next
steps:

The BAF has been updated to show the key risks to the delivery of
Strategic Objectives in 2017/18. It follows the same format as deemed fit
for purpose by the Audit Committee and Board in 2016/17. The Draft
BAF was reviewed by the Executive Board at its meeting in April 2017.

Purpose of this
paper:

This paper presents our assessment of the risks to our strategic
objectives in 2017/17 derived from the annual Plan discussions.
Key changes:
•
•

New risks identified under each element of the Quality House
There is one RED risk - Staffing in SAFETY - this has been
identified as the single most important factor for us to address.

Health/Social
impact

The BAF provides an overview of risks to delivery of our strategic
objectives. It should be “relevant and effective” and be a key source of
evidence that links strategic objectives to risks, controls and assurances.

Financial
Implications:

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

Outcome of
Equality Analysis:

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

What do you need
from the Trust
Board?

The Trust Board is asked to consider the BAF and advise whether or not
it reflects the current status of risks to our strategic objectives in line with
our 17/18 Plan, is satisfied with our controls and/or wishes for any
additional assurance.

Trust Board Public
April 2017
30

Board Assurance Framework
April 2017
1.0

Purpose of this Paper

This paper presents the latest status of the Board Assurance Framework which has been
updated to reflect our assessment of the risks to our achievement of our strategic objectives in
2017/18 and the current level of risk.

2.0

Introduction

The Audit Committee supported the current Board Assurance Framework as being “relevant
and effective” for this organisation at its meeting in September 2015. The Framework was
updated to reflect the risks to our strategic objectives informed by our Operational (Annual)
Plan 2017/18 in accordance with our practice each year.
The updated BAF was reviewed by the Executive Board at its April meeting before being
presented to the Board on 26th April. It will be reviewed by the Audit Committee at its next
meeting.

3.0

Changes for 2017/18

The BAF has been updated and the following changes made
•
•

4.0

the overall number of risks identified under each pillar has reduced; there are now 2
under each pillar
the risks have been reviewed and revised. A description of each risk is provided in
Appendix A.

Status – Map Alert

The map in Appendix B outlines the risks to the delivery of our strategic objectives for 2017/18.
As at the beginning of April there is 1 RED (extreme risk) to the delivery of our Strategic
objectives as illustrated by the Map.

2
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As a result the overall rating for our strategic objective - SAFETY - is RED.
As previously agreed only exception reports on any RED risks would be provided to the Board.
The extract from the underpinning BAF describes the current controls and gaps in assurance
for the Achievement of our SAFETY objective and the programmes we have in place to
address this currently.
Key Controls

Q Ward to board reporting inc.
S risk register
1
Freedom to Speak Up
Guardian

Net Risk

Gaps in Assurance

16

High turnover 22%
(particularly less
than 12 months)

RED

High agency spend

Junior Drs Guardian
Workforce monitoring and
reporting inc. KPIs

KPIs - staff - where
performance less
than GOOD

Safety Huddle
Daily Safety Calls

Actions to improve assurance on controls
and minimise risks

Lead

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

Chief Nurse

Temporary staffing reduction programme

Director of HR /
Director of
Workforce

Workforce strategy delivery
New Appraisal policy
Staff survey action plans

ALL

Talented Trust Programme - workshop roll
out

Director of
Governance &
Planning

New roles - associate
practitioners, nurse rotation
Training and development
inc.
Leadership
prog.
Inc.
Annabel Scarfe, stat & mand

3.0

Recommendation

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

Julie Gaze
Director of Governance & Planning
April 2017
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Appendix A
Risks to Strategic Objectives 2017/18 Plan
EFFECTIVENESS
QE1: Outcomes - if we cannot demonstrate the value and benefit of our services for people then we will not
build confidence in our practice.
QE2: Strategy (Plan) Delivery - if we do not implement our strategy clearly for each of our services, to agree
milestones, they will cease to be relevant.
EXPERIENCE
QEx1: People’s experience - if we do not give people a good experience of our services and working with us
they will not feel confident in our abilities.
QEx2: Confidence - if we do not build confidence in our organisation and the services we offer we will not be
able to represent well the voices of people who use our services, their carers and families in the wider
system.
SAFETY
QS1: Staff - if we do not recruit and retain excellent staff we will not be able to provide people with the
quality of service we expect.
QS2: Pace - Performance - Pressure - if we are not able to focus early enough on things that are or could be
going wrong, and act to do something about it, then we will not be able to keep people as safe as we should.
VALUE FOR MONEY
VFM1: Sustainable Finance - if we fail to deliver our financial plan we will not achieve a sustainable financial
position
VFM2: Partnerships - if we do not develop effective partnerships to do things differently together we will be
unable to make the best use of resources for the people we serve
COMPLIANCE
QC1: Tech, Data & Systems - If we do not harness the potential of our key systems and technology to drive
our quality improvement we will miss opportunities to improve our practice.
QC2: Registration & Licence - If we cannot evidence ongoing compliance with our regulators’ standards we
could lose our licence
STAFF MORALE, CULTURE & LEADERSHIP
QSMCL1: Leadership - if we do not enable our leaders to lead well we will not be able to improve our
services
QSMCL2: Learning and Improvement - if we do not do not continuously improve our practice, particularly our
record keeping, we will not be providing people with the quality of services we aspire to and they are right to
expect.
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Board in Public – 26th April 2017
Item: 53.17Public
Subject:

Care Quality Commission update report

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, Nursing Directorate team
meeting and with our commissioners

Purpose of this
paper:

The Board’s attention is drawn to the following:
• 98% of our Healthcare services action plan is complete with 1 action
outstanding. Our Drug and Alcohol inspection took place in February
and we await the draft report.
• Report received from the Farnham Road inspection with no
‘Requirement Notices’ received.
• 73% of our residential social care homes are now rated as GOOD.
• There was an unannounced focused inspection at the Abraham
Cowley Unit from 5th - 7th April.

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?

Our Trust Board is requested to note the progress with our action plans,
reflect on quality improvements across our social care homes and the
learning from the focused inspections with regard to preparedness for
CQC inspections leading up to possible October Well Led inspection.

Trust Board Public
April 2017
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Care Quality Commission - Compliance Update

1.
Our Healthcare Services – from our February 2016 Comprehensive inspection,
98%, 58 of our 59 actions are complete with 1 ongoing which relates to the recording of
allergies in our Home Treatment Teams (HTT) and the stretch action to make the same
improvement across all our healthcare services
Focused Inspections:
Acute Inpatient Services – Mental health
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 in relation to the safety of our seclusion facility. We made representation
and provided evidence to challenge some of their other observations, the draft report was
finally received on the 3rd April with no ‘Requirement Notices’ indicating a breach of
regulation issued and just two ‘should do’s’ as below:
1. The provider should ensure consistent use of a risk assessment tool across all
wards and that this risk assessment tool identifies where risk assessments and care
plans should be updated in response to an incident.
2. The provider should ensure the actions from the “minor works tracker” that relate to
the door entry systems are undertaken to maintain the safety of the patients and the
staff in the hospital.
The Abraham Cowley Unit on the Chertsey site (3 adult acute wards, Blake, Anderson and
Clare and Spenser, our older adults ward) experienced an unannounced focused
inspection in the Safe and Effective domains between the 5th and 7th April. We were
verbally briefed that this was triggered by the move from the Epsom site for the Adult
services, the Mental Health Act Monitoring reports for both Spenser and Blake ward and
the incident on Blake ward in March.
Our assurance work had identified that we have issues with the quality of our care
planning (effective domain) in the adult acute services and a key theme from the initial
inspection feedback further highlights the need for rapid improvements in how we
document the care and support we deliver for each episode of care for the people we
serve. There were also some gaps in our compliance with the Mental Health Act code of
practice that was immediately rectified.
Our focus on recruitment and retention was recognised by the inspection team as a key
measure to support making and sustaining these improvements and the safety calls were
recognised for positively supporting the teams.

CQC Compliance Report for Trust Board April 2017
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2. Our Social Care Services – Residential Care Homes
Oakwood and Derby House have been re-inspected and achieved GOOD overall and in all
achieving GOOD in all 5 domains.
Jasmine at Primrose was re-inspected on the 10th and 12th of April and we await the
outcome.
We are awaiting re-inspection of Courthill House imminently.
Overall, to date, this means of 73% (8) of our 11 residential care homes which have been
inspected are rated as GOOD shown in the table below. Brook House is yet to be
inspected so does not currently have a rating.
Service

Overall rating

Is the service
safe?

Is the service
effective?

Is the service
caring?

Is the service
responsive?

Is
the
service
well-led?

Redstone
House

GOOD

Good

Good

Good

Good

Good

Ashmount

REQUIRES
IMPROVEM
ENT

Requires
Improvement

Good

Requires
Improvement

Requires
Improvement

Requires
Improveme
nt

Rosewood

GOOD

Good

Good

Good

Good

Good

Derby
House

GOOD

Good

Good

Good

Good

Courthill
House

REQUIRES
IMPROVEM
ENT

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improveme
nt

Hillcroft

GOOD

Good

Good

Good

Good

Requires
Improveme
nt

Larkfield

GOOD

Good

Good

Good

Good

Good

Kingscroft

GOOD

Good

Good

Good

Good

Good

Oakwood

GOOD

Good

Good

Good

Good

Good

Shielings

GOOD

Good

Good

Good

Good

Good

Good

CQC Compliance Report for Trust Board April 2017
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Service

Overall rating

Is the service
safe?

Is the service
effective?

Is the service
caring?

Is the service
responsive?

Is
the
service
well-led?

Jasmine

REQUIRES
IMPROVEM
ENT
No rating as
no
inspection
to date

Good

Good

Good

Requires
Improvement

Requires
Improveme
nt

Brook
House

3. CQC Drug and Alcohol Inspection
We await the draft report for factual accuracy checking from our inspection on 29th
February 2017.

4. 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 this service with CQC.

Jo Young
Jo Lynch
Chief Nursing Officer and Deputy Chief Head of Nursing, Compliance and People’s
Executive
Experience
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Board in Public – 26th April 2017
Item: 54.17Public
Subject:

Complaints Report

Author:

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

Purpose:

Discussion

Where discussed
and next steps:

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

Purpose of this
paper:

The Board’s attention is drawn to the following:
• We received 25 complaints for the period January – March 2017, 4
in January, 14 in February and 7 in March.
• We received 85 complaints between 1 April 2016 to 31 March 2017;
this is a decrease of 11 complaints from the same period last year.
• Throughout 1 April to 31 March 2017, we have responded to 63% of
complaints within 49 days.
• We continue to have the most complaints from people, their families
and carers who are seen by our mental health services for working
age adults.
• We did not receive any new notifications from the Parliamentary and
Health Service Ombudsman during January – March 2017.

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:

Continued good quality service helps promote the Trust’s reputation
– which can help with the development of new business opportunities
and income generation.

Outcome of Equality
Analysis:

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

What do you want
from the Trust
Board?

The Board is asked to discuss this report.
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Complaints Report
The Board is required to consider detailed people’s feedback because it provides
insight into how people, families and carers experience our services. We
investigated 85* complaints between 1 April 2016 and 31 March 2017 as detailed in
the chart below. This is a decrease of eleven complaints from the same period last
year. We continue to receive the most complaints and PALS contacts from people
seen
by
our
16
14
mental
health
14
12
services for adults.
12
12
10

9

9

10

10

10

9

We received four
complaints
in
2015/16
5
6
5
44
4
4
January, fourteen
2016/17
4
in February and
2
seven in March.
0
These are being
investigated in line
with
the
NHS
Complaints
Regulations and were acknowledged within three working days of receipt, in line with
the statutory requirements. The chart above shows the number of complaints
received in 2016/17, compared to 2015/16. We did not receive any new notifications
from the Parliamentary and Health Service Ombudsman during January to March
2017.
8

6

7

6

7

8

6

6

7

7

January PALS
During January, forty
nine PALS contacts
were received. Thirty
three of these were for
Mental Health Services
for Adults, ten were for
Children and Young
People’s Services, three
were for our Older
People’s Services and
three were for our
Specialist
Services.
Thirty five of the contacts were directly from the person using our service (69%) and
the others were from a relative/carer (31%).

February PALS
During the month of
February, thirty six
PALS contacts were
received. Twenty one
of these were for
mental health services
Peoples Experience Report to the Trust Board (Public) in April 2017
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for working age adults, eight were for our Children and Young People’s Service and
three each were for our Older People’s and Specialist Services. Twenty three of the
contacts were from the person using the service (64%) and thirteen were from a
relative/carer (36%). Over 65% of PALS contacts were from attending our adult
inpatient wards.
March PALS
During the month of March, thirty one
PALS
contacts
were
received.
Twenty one were for working age
adult mental health services, five for
Children and Young People’s Service,
three for older people’s mental health
services and two for our drug and
alcohol service.

*Data for this report is taken at a moment in time and where possible, we update this
for each report. This does mean that numbers may change in-between each
reporting period.
Complaint Breakdown
The table below details the number of complaints received and closed, as well as the
number of compliments received during January - March 2017:
January
Upheld/Partiall
y Upheld

Compliments

Closed

Upheld/Partiall

Compliments

Received

Closed

Upheld/partiall
y upheld
Compliments

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

3

7

3

8

12

2

1

15

2

3

2

11

1

1

1

19

1

0

0

10

2

1

1

8

0
0
0

1
0
0

0
0
0

14
4
4

1
0
0

0
0
0

0
0
0

9
0
1

2
0
1

0
0
0

0
0
0

20
6
0

0

0

0

1

0

0

0

1

0

0

0

1

Total

4

9

4

50

14

2

1

36

7

4

3
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March

Received

Lead Directorate

February
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During the month of January, two medical and two operational complaints were
received. During February, nine medical and five operational complaints were
received and during March four medical and three operational complaints were
received.
In terms of themes and trends, the majority of complaints we receive continue to be
for our working age adult mental health services. Seven were received for our
community teams and five for our inpatient services. We have seen an increase in
the number of medical complaints received during January and February in these
services. Clinical treatment appears to be the main subject complained about with
attitude of staff and communication being other subjects featured.
Responsiveness
We continue to maintain improvements in the timeliness of our responses. Our
improvement plan agreed at the Quality Committee is to improve our performance
from 50% to 75% of complaints responded to within 49 days. Of the 52 complaints
received and responded to between 1 April 2016 and 28 March 2017, we have
responded to 63% complaints within 49 days, which is lower than when we reported in
the January Board (80%), and lower than our responses to complaints throughout
2015/16 (65% within 49 days) but not 2014/15 (53% within 49 days). The reason for
this drop in our response rate is due to reduced capacity due to sickness within the
Complaints and PALS team, the volume of new complaints that arrived during
February and the capacity of the operational services to investigate in a timely way.
There has also been an increase in our PALS activity. The table below demonstrates
the timeframe improvements in responding to people:
2016/17
Length of investigation
Less than 30 days
Between 31-49 days
50 days or more
Total number of complaints
completed

2015/16 2014/15 2013/14 2012/13
*
Number of completed investigations
11
23
11
13
12
22
39
48
58
55
19
34
52
59
58
52
96
111
130
125

We have also been exploring our performance against the promises we have made to
people and their families following receipt of a complaint. As per the regulations, we
acknowledge receipt within three days, allocate an investigator and then agree
response timescales with the family. When we receive a complaint, we speak with the
person raising concerns to explain our complaints process and at this point if
concerns are being raised on behalf of a person who uses our service, we inform
them of our requirement to obtain the person’s consent to share information with
them. We further explain that in the event that we are unable to obtain consent, we
may still investigate the complaint but would be unable to provide a full response.
We monitor our performance against the timescales that we have agreed with
families, not from the date that we received the complaint and since April 2016 we
have delivered 54% (28 of the 52) of complaint responses on time or early, against
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what we promised people. Of these, 18 responses were delivered on average five
days earlier than expected, with 3 complaint responses being delivered on the
promised date.
Out of the 52 responses that we have provided to people, 24 were overdue against
the promises we made (ranging from 1-45 days overdue), but complainants and their
families were kept informed of any delays. A number of these complaints were
complex and we also experienced some issues with gaining consent from the person
who uses our services. Some investigations also took longer than we expected (our
longest overdue complaint was investigated as a High Level Incident) and we have
refined our systems, which will reduce these delays and improve people’s experience.
We introduced a revised structure to our weekly team meeting to track the progress of
complaints and to review the consistency with regard to the quality of the response
letters.
Learning from complaints
The following are issues identified from summarised complaints that were closed from
January - March 2017. As part of our investigation process, recommendations are
made and there are expected actions to be completed. These are recorded on Datix
and tracked to completion, which requires evidence to verify this.
Working Age Adult Mental Health Services
1.

We received a complaint that one of our Doctors had inappropriately shared
information with someone using our service which had been marked private and
confidential. We apologised for the resultant distress caused and confirmed
that this should not have been shared with the person using the service without
consent. It was acknowledged that our Doctor believed they were acting in the
best interests of the person however our Doctor has reflected that they should
have made this clear to the person and they apologised for this.

2. We received a complaint from somebody about their referral into our
psychotherapy service and the reasons this referral was turned down. We
reiterated our reasons for this and apologised for the distress caused as a result
of this.
3. We received a complaint from someone who had been referred to a community
team for an assessment with one of our Doctors and the person felt that our
Doctor had not taken his symptoms seriously as the assessment had not
resulted in ongoing care and treatment. We explained in our response that our
Doctor documented an appreciation of the symptoms but was not able to make
a diagnosis. Investigation found that symptoms of hallucinations had been
taken seriously and that the severity of an incident was understood by and
documented by our Doctor. We acknowledged in the letter that person
continues to suffer symptoms and confirmed that the GP was contacted by our
doctor and an alternative pathway suggested.
4. We received a complaint for one of our community teams, which included
concerns about sharing information inappropriately and their medical treatment.
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In our response we explained why information would have been shared
between teams and confirmed that information had not been shared as widely
as they thought. We explained why a Mental Health Act assessment was
requested and why information would have been shared as part of that process.
We explained our findings regarding the diagnosis and confirmation that the
diagnosis was reasonable based on the clinical presentation at the time. We
explained that a reiteration of the person's rights were not abused or violated
but we acknowledged that Mental Health Act assessment can be a distressing
experience for people. We confirmed that no evidence was found to suggest
that our clinicians had made degrading or humiliating comments, and
explanation of why our Doctor would have asked about auditory hallucinations
as part of the assessment, not to cause offence but to be able to find the rights
way to support the person.
We acknowledged that this person had found their experience upsetting and
apologised that they experienced the service in this way, but reiterated that our
team did their best to support the person with their mental distress at the time
and acted appropriately, professionally and within guidelines.
5. Our Complaints and PALS team met with someone in our inpatient facility about
her experience with our staff team. We explained in our response about the
staff's attempts to keep the person safe on the ward during a difficult time for
them. We acknowledged the complainant’s upset after we had needed to call
the police and continued to observe the person despite their distress and
difficulties with engagement. This person was encouraged to talk about the
situation with our staff. We explained why some of the person’s property was
removed after assessing their risks. We explained why supervision was needed
with other items of personal property and apologised that there had been less
staff than required staff on the ward at a time to support them when they wanted
to use their property and other patients were requiring support to take their
Section 17 leave from the ward.
6. We investigated a complaint about a person’s medical care and treatment with
our community team. The investigation found that a detailed assessment was
made by our Doctor regarding the diagnosis, treatment, side-effects, social and
financial situation and assessment of mental state. Confirmed that a new
medication was provided and information about side-effects. We explained that
a comment made by the team was intended to encourage the complainant to
take responsibility for adhering to the care plan and to contact the CMHRS if
they needed to be seen sooner. We apologised that communication at this our
time left the complainant feeling anxious.
7. We received a complaint from the family of a person seen by one of our
community teams. In our response we confirmed that they should have been
offered an appointment within 28 days of us receiving the referral. A care
coordinator was not allocated until the family made contact and we apologised
for this as this should not have happened in this way. We acknowledged that
the person had missed a STEPPS programme due to this and apologised
again. We also apologised for offering an appointment when the person was
not in the area and not communicating via the family as requested. We agreed
to review the process of allocating assessments, to ensure that a care
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coordinator is allocated in a timely way and that regular communication in our
multi-disciplinary teams includes awareness of group programmes.
8. We received a complaint from a person using one of our community teams
about her medication, perceived inappropriate behaviour by her care
coordinator and a request for counselling. In our response we apologised for
how she had felt about having her medication at home and that we had
immediately changed this arrangement. We explained the reasons for her care
coordinator’s behaviour and that this was professional however, we further
apologised that a message had not got through to her care team on the day of a
visit and that they had visited her anyway. The team are now exploring
appropriate therapy options with the person.
9. We received communication from the family of someone using one of our
community teams. The investigation did not find that care plan and social care
needs assessment were unnecessarily delayed as was thought by the family.
There were some delays which were due to the efforts to involve the family in
the process, and complications due to substance misuse and concerns around
capacity. The investigation found that the assessment of needs and carer
needs were appropriate. No evidence that staff misled the person about
accommodation or benefits being paid directly to him. Evidence showed that
carer concerns were recorded and considered by professionals. We found that
team are aware of the risks for this person, their carer and that police have also
been involved to offer advice and support.
10. We received a complaint from the daughter of someone who was admitted to
Blake Ward and then transferred to Elgar Ward who had additional medical
health care needs. The complaint centred around problems with transferring
and continuity of medication when the person moved wards. The family were
not communicated with regarding why the person was transferred and issues
were raised regarding the level and quality of nursing care provided on Elgar
Ward. We upheld the majority of issues and explained that there had been
difficulties in staffing the ward at this time. We apologised for the lack of
communication regarding finding a bed in his locality ward catchment area and
for the problems in dispensing and administering the correct level of medication.
However we let them know that our Doctors did have regular contact with his
specialist for other medication. We did not address mobility issues that had
arisen during the person’s stay or carry out a falls assessment and we
apologised for this and the shortfall in our standards in this regard.
11. A complaint was sent to us by the family of someone who received a service
from our Home Treatment Team (South West) regarding the unacceptable level
of service, indifferent attitude of the staff and also information written in the
person’s clinical record. We provided an explanation regarding the care
provided by the Home Treatment Team and that the person’s mental state had
been regularly assessed. We also confirmed that medical reviews were
undertaken when requested. The person wanted admission to an inpatient
facility and we acknowledged the distress of the family when this was not
assessed to be required. We also acknowledged that the person was looking
for long term Psychotherapy and that this was then progressed. We apologised
that a carer’s assessment was not offered when it should have been. We
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confirmed that the clinical record was reviewed as accurate and contains a
reasonable summary of condition and treatment. However, an offer of an
addendum to be added was made to the family.
12. We received a complaint from the parent of a person on Mulberry Ward and our
communication with them. We received information from the parent that the
person had obtained medication and had taken an overdose whilst on the ward
and we did not act on that information in a timely way. Concern was raised that
if we had acted after an initial phone call, the person may have avoided taking
an overdose. We apologised to the family and expressed our gratitude that she
had persevered with contacting us and accepted that this may have involved an
unnecessary risk to the person’s health. As a result of the complaint, our team
have been asked to reflect on the complaint and be aware that families and
carers usually have a better understanding of the subtleties in their loved ones
communication.
Older People’s Mental Health Service
1. We received a complaint about community, inpatient treatment and a referral to
psychotherapy. We met with the complainant twice as well as providing him with
a complaint response. A fuller description of the outcome of this investigation is
below.
2. We received a letter from someone who had been seen by our Psychiatric
Liaison service at Royal Surrey Hospital.
During the assessment, the
complainant reported that one of our clinicians made a comment that she felt
was inappropriate. We explained the reasoning behind the comment and
apologised for the distress caused to the person. The complaint has been
discussed with the clinician concerned in supervision.
Children and Young People’s Service
1. The parents of a young person raised concern about how they had been treated
by CAMHS after their child’s diagnosis. We acknowledged the family have been
through a difficult time and apologised that they feel they did not receive an
effective service. We investigated the referral to CAMHS and found we had not
been informed that the young person wasn't aware of their diagnosis therefore
we apologised for distress caused by our clinician discussing it in front of them.
We confirmed that the NICE guidelines state that diagnosis should be discussed
with a young person and family after this is given. We acknowledged that the
family had felt let down by our referral to a parenting skills group as per NICE
guidance. We noted a long wait time for the National Autistic Society to contact
the family and we agreed to take this up this with them. We investigated the
care plan and found that this had reflected clinical guidelines, however we
apologised again for the distress this had clearly caused them.
Our Complaints and PALS team report all actions and learning points through to our
Divisional Quality Action Groups on a monthly basis to support the completion of
actions and local learning from people’s experience of our services.
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People – our Clinical Strategy
Our focus for this report is People. Through
this person’s experience, we are reminded
of the importance of ensuring our teams
consider the impact of a person’s age and
appropriate treatment.
We received a complaint about community
and inpatient treatment and a referral to
psychotherapy. We apologised that the
Community Psychiatric Nurse turned up
late for a visit and acknowledged that this
must have been distressing. We acknowledged that the complainant didn’t feel
listened to by the nurse and needed to repeat information about medication. We
explained that our nurses usually check a person's medication with them to ensure
their care record is accurate and on this occasion, there were some differences. We
apologised that he had found out from his GP that he had been discharged from the
CMHT-OP and that a letter had not been sent to him.
We apologised that the complainant was unable to see a consultant whilst on our
ward and confirmed that the Doctor had become unwell so was not at work. He did
however maintain telephone contact with the Junior Doctor. We confirmed it is usual
practice for Junior Doctor's to carry out reviews under supervision. We apologised
that the Doctor was not aware that the complainant wanted to leave the ward but had
offered to return to the ward on Monday and we are unclear whether weekend leave
was discussed and we apologised for this.
We were told that an admission to an older people’s ward was not appropriate for a
man of working age, albeit over the age of 65. We explained that the bed flow
manager did not receive any information from a service external to the Trust and
made a decision based on the person’s age. We explained that we aim to provide
care that is age-appropriate and not age-defined and that this should be based on
need, regardless of being in a crisis. We recognised that we should have done more
to understand the person’s needs and apologised this did not happen.
We understand a referral to psychotherapy was delayed due to administration and
postal reasons. We apologised and confirmed that the Psychotherapy team has been
asked to clarify and confirm referral process with our Community Mental Health
Teams for Older People.
The referral being declined should have been
communicated by the referring Doctor and it would have been helpful for him to have
been made aware of the criteria to access the service.

Peoples Experience Report to the Trust Board (Public) in April 2017
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Board in Public – 26th April 2017
Item: 55/17Public
Subject:

Safety Report

Author:

Dr Justin Wilson – Chief Medical Officer
Evonne Harding – Director of Safety
Penny Vera – Head of Clinical Risk and 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:
• Four serious incidents reported in March, all were deaths
• Increased use of restraint across the Trust occurred in March
• Two deaths of inpatients which appear to be due to suicide
occurred in March. The first was discussed at the March Board.
The second was reported in April but further details are included
in the Private Board papers this Month.

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. 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. Evonne
Harding is now appointed as Director of Safety and is undergoing a review of the structures and
processes of the Safety team in order to fully utilise the resources available, and a scoping
exercise has begun covering governance of safety through to operational analysis, including
systems reviews, embedding of learning and quality improvement in relation to Serious Incidents
and Mortality reporting.

3. Safety metrics:
The number of serious incidents declared 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.

During March there were two SI deaths
associated with inpatient services, one on
Blake ward and one involving a patient on
section 17 leave from Mulberry ward (this was
reported in April 2017). 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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Following a decrease in the number of
restraint episodes within the Trust since
September, there has been a significant
increase in March with 35 episodes. These
episodes involve 21 individuals who were
restrained on more than one occasion and
each restraint has been recorded separately
in line with good reporting practice. Restraint
is sometimes necessary to keep staff and
patients safe but is invariably distressing.
Staff have received extensive training to
prevent incidents occurring and to minimise
harm and all individuals who are restrained
are subject to multidisciplinary reviews.

There were three episodes of prone restraint
across the Trust in March. In national studies
prone restraint is more likely to be associated
with harm. It is used as a last resort when
every other avenue has been exhausted and
there is no other way to keep the individual
safe. Additional training has been provided to
help staff to administer IM medication without
using prone restraint. These episodes of
prone restraint involve two individuals. The
MAYBO lead will investigate and review each
episode of prone restraint to create learning
and opportunities to prevent further incidents.

There were three episodes of seclusion in
March involving three different individuals.
There were no reports of seclusion being
used in non-designated settings during this
period.
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The overall number of incidents reported has
increased this month to 530 in month, which
is in line with an approximate average of
around 500 a month with the exception of 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.

4. Inpatient death
There was a further death of an individual in receipt of care on Mulberry Ward on 31 March 2017.
The individual was on leave from the ward to her family home. This incident was only reported on
STEIS on Monday 3rd April as it was reported on Datix late evening of Friday 31st March 2017.
This incident is distressing for the person’s family and staff involved. A full investigation is being
carried out, however the individual did state that she took an overdose prior to her death and so it
is likely that this death may be due to suicide.
Immediate action taken:
A serious incident has been declared. Contact with the next of kin has been made. Immediate and
ongoing measures have been put in place to support the staff involved. Further provisional details
are included in the Private Board.

5. Conclusions:
The report demonstrates some improvements with respect to key safety metrics during the year.
The two inpatient deaths in March are clearly of significant concern and will be fully investigated to
establish root causes and learning. The review of the structures and processes of the Safety team
will identify how investigation findings and recommendations are aligned to the wider Trust Quality
Improvement programme. Several Safety workshops will be facilitated to explore and reflect on the
progress in developing a mature safety culture within the Trust. The findings and recommendations
from the workshops will be presented to the Board.

Evonne Harding
Director of Safety

Justin Wilson
Chief Medical Officer
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Board in Public – 26th April 2017
Item: 56.17 Public
Subject:

Workforce Report

Author:

Jo Young, Chief Nursing Officer & Deputy Chief Executive
Victoria Bishop (Interim Director of Human Resources)

Purpose:

Discussion

Where discussed
and next steps:

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

Purpose of this
paper:

Following previous KPI discussions the Board’s attention is drawn to:
• Our workforce capacity remained stable in March.
• Our turnover rate increased slightly to 22% (including IAPT and
junior doctors). Leavers exceeded our target of 30 in month.
• Our agency spend was slightly above the NHSI cap in March.
• New initiatives to support the drive to increase quality of service
provision and reduce agency usage, including a project focusing
on recruitment and retention of staff.

Health/Social
Impact:

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

Financial
Implications:

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

Outcome of Equality
Analysis:

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

What do you need
from our Board?

The Board is asked to discuss this report.
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Workforce Report to the Trust Board (Public)
April 2017
Staff, culture and leadership
1. Current workforce
Our
headcount
is
2236
employees and we have a Full
Time Equivalent of 2003.44.
During March, we had 29
employees starting throughout
the month compared with 81
leavers. This number included
the transfer out of 34 Soft FM
service staff.
Retirements remain consistent
with 10 or less per month and accounted for 12% of our leavers in March. Two of the
people who retired in March were aged 55 or less.
Our turnover rate increased
in March to 22.0%. We have
not seen a reduction as we
had hoped in leavers as a
result of all our initiatives.
Last March our rolling
turnover rate was 22.1%.
Our stability index increased
slightly to 83.5%. Last
March our stability index
was 82.0%.
Our vacancy rate was 15%
in March. It remains high as
we have difficulty recruiting
to our registered nurses
across
all
business
divisions. Our temporary
workforce supply remains
high at 94% of all shifts
being filled. Of this 64% are
NHSP bank and 36%
Trust Board (Public) in April 2017
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agency staff.
Our total agency spend in month was 6.5% in March; slightly above the 6% cap set
by NHS Improvement. Our substantive employees deliver 86% of care as shown in
the graph above.
We continue to report weekly on our compliance with the NHSI agency standards.
Our breaches are few apart from qualified nursing where our numbers have risen as
a result of NHSI ruling that an NHS Professional admin fee on shifts that move to
agency is a breach. We use only framework agencies and no others.

In addition to the above, we have reported consistently wage cap breaches for some
corporate contractors. Our medical temporary worker position has worsened of late
with 11 now breaching the price cap – doctors remain the most difficult to acquire at
the NHSI capped rate when we balance quality and price together. The Medical
Director or Director of HR is required to approve a breach of the price cap before an
order can be placed.
Our in-month sickness absence rate decreased in February 2017 to 3.22%. Our
rolling average for the previous 12 months is below our target of 3.80% at 3.75% and
has seen a decrease over the last 6 months. Our managers are confident and
competent in managing absence which has delivered three years of stability in our
3.8% rate approximately. We monitor and report monthly at the Divisional meetings.
2. Recruitment Activity
The number of live vacancies has decreased by 76 in March to 57.26 WTE and the
number being processed through pre-employment checks increased to 244.69
WTE. This can be explained partly because of the increased number of vacancies
that have closed and in part because the rolling recruitment programme
advertisements are currently not live in their cycle of six weeks on and one week off.
This cycle has been agreed as analysis has shown that the number of applicants
declines over time and a fresh advertisement results in higher levels of applications.

Trust Board (Public) in April 2017
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Approximately 40 vacancies are dealt with under the rolling programme. We are
holding two panels each month for unqualified, qualified rotational posts and
qualified nursing posts.
Rolling Recruitment Programme: Our rolling programme continues for Band 2’s
and Band 5’s in Adult Mental Health, Older People and People with a Learning
Disability. Recruitment for Band 2’s remains high and we are have seen a number of
our vacancies being filled in this posts.
Applicants for Band 5 posts remain difficult to attract and in order to improve this
position we have recently introduced a rotational programme to attract both
experienced and newly qualified nurses who will undertake an 18 month programme
across inpatient, community and specialist services, with our first cohort
commencing in September 2017.
A rolling programme is also running for Band 6 practitioners in Acute Psychiatric
Liaison services, with good progress, recruiting an average of two per month. This is
had a positive impact on the reliance of long term agency staff, and we are reducing
these workers as we recruit to posts, and the quality of service provided.
We have contacted the University of Surrey and Kingston regarding opportunities for
newly qualified nurses and have a rolling programme of interviews for students due
to qualify in September.
3. Other Initiatives
Currently, other relevant updates of our HR activity include:
Recruitment: We have introduced recruitment and retention initiatives to our hard to
recruit to areas and posts, particularly for qualified roles in our inpatient, psychiatric
liaison and some of our community services.
A project is underway to centralise nurse recruitment, prioritising Adult Mental Health
and Older Adults services.
Retention: With increased focus on retaining staff, we have employed an HR
Advisor for Engagement and Recruitment whose brief is to lead on identifying and
implementing actions to reduce nurse turnover to gather intelligence on why people
are leaving which will contribute to Trustwide strategies to induct and retain staff.
Additional Shift at Substantive rate: We have worked up the process for staff to
work an additional shift (up to 50 hours per week) paid at their substantive rate,
organised by their ward rather than NHSP, which we hope will reduce our agency
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usage and improve our quality of service provision as a result. This will be available
from June 2017 following the necessary changes to the rosters.
IR35: We have undertaken a review of all our agencies and contractors to ensure we
meet the new IR35 Regulations that came into effect on 6 April 2017. We have
received responses from agencies to confirm their compliance with the regulations
and have undertaken the toolkit with any contractors to ensure they our compliance.

Jo Young, Chief Nursing Officer and Deputy Chief Executive
Victoria Bishop, Interim Director of HR
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Item: 57.17/Public
Subject:

Mortality Assurance Report – Quarter 4 (2016/17)

Author:

Justin Wilson, Chief Medical Officer
Evonne Harding, Director of Safety
Penny Vera, Head of Clinical Risk and Safety

Report for:

Discussion

Where discussed
to date and next
steps:

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

Purpose of this
paper:

The Mortality Critical review process in quarter 4 identified the
following:
•
•
•

We have reviewed 600 incidents relating to quarter 4
12 deaths relating to people known to our Learning Disability
Services were reported and are currently being investigated
27 Serious Incidents were reported and of these 20 relate to an
unexpected death of someone known to our services. 17
unexpected deaths reported so far occurred in quarter 4.

Health/Social
impact

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

Financial
Implications:

No additional financial resources are requested

Outcome of
Equality Analysis:

Equality and diversity risks are incorporated in identified risks. No
other issues were identified. There is currently a focus on analysing
all deaths of people with learning disabilities

What do you need
from the Trust
Board in Private?

To note and discuss the report
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Mortality Assurance Quarterly Report
January to March 2017

1

Introduction

This report provides the Board with assurance on the quality of care and informs members of the
outcomes from the Mortality critical analysis. It also provides the Board with an opportunity to
scrutinise recently reported Serious Incidents (SI) and emerging themes.

2

Clinical Risk and Safety Review

We have been working in quarter 4 to further embed and enhance the mortality review processes
and ensure timely escalation to serious incident reporting or high level investigation where
required. We have carried out additional review of processes in relation to the National Quality
Recommendations arising from the Care Quality Commission Learning, Candour and
Accountability report as discussed at the March Trust Board.
Key learning has been disseminated via quality assurance groups; clinical risk alerts via e-mail and
on notice boards; Medical Advisory Committees; individual team meetings; local safety huddles
and ebulletin. The central risk and safety team work with team based clinicians on incident panels
and there is improved clinical input to our Mortality Surveillance group, Mortality High Level review
panels, and Scrutiny (SI) panels. Clinical Commissioning Groups also review deaths investigated
as Serious Incidents and the resulting action plans, and we are working more closely with
commissioners and GP leads to review incidents and learning, including with respect to the wider
health and social care system. The Chief Medical Officer is the Executive Lead for mortality
reporting. The Chair of the Quality Committee is the Non-Executive lead for Mortality.
The emphasis on involvement and engagement with families and carers remains very important.
This has been a key priority for the Trust and we are confident that our processes for involving
families following an unexpected death and during investigations is much improved on previous
years, and compares favourably with other Trusts.
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Fig 2.1
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3

Critical review outcomes

We have critically reviewed all 600 deaths relating to quarter 4 (January 2017- March 2017) and
reported in quarter 4. This is an increase from the 445 mortality reviews undertaken in quarter 3.
This information only includes people with an open referral to SABP services at the time of their
death, and who had contact with our services through a face to face attended appointment within
the 12 months prior to death. The vast majority did not require further investigation due to available
information indicating the cause of death to be natural causes with no additional identified
concerns.
In this period 130 people who died were known to Older People Psychiatric Liaison. 395 people
were known to our Older Peoples Community Mental Health Team at the time of their death. 24
people were known to our Specialist Services (including Adult Liaison) and 31 to our Adult Mental
Health Community Mental Health Recovery Services. 87% of all people who died in quarter 4 were
known to our Older Adults Division (this is slightly higher than the 84% in Q2 & Q3).
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Table 3.1

Monthly Mortality March – Dec 16
Total

March 16
April 16
May 16
June 16
July 16
Aug 16
Sept 16
Oct 16
Nov 16
Dec 16
Jan 17
Feb 17*
Mar 17*
15-16
average

85
112
99
144
122
113
144
142
154
149
154
264
182
126

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

LD

Liaison

SMS

Older
People

Adult

Children

5
3
4
1
3
2
5
6
5
6
4
5
3
4

15
17
9
53
37
39
42
40
39
39
42
43
45
-

7
4
5
3
0
5
8
2
2
1
4
2
1
-

60
73
68
78
74
64
77
86
100
95
90
173
132
-

4
14
17
25
8
3
8
7
11
3
9
14
8
-

1
0
0
1
0
0
0
0
0
0
1
0
1
-

*provisional

Figure 3.2 Monthly Mortality March – Dec 16
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Concerns about Care

In quarter 4 (2016/17) there were four incidents reported on datix where staff expressed on the
incident form concerns about the death or associated care. This is an increase from the three
reported in quarter 3. These concerns have all been explored through the Mortality Surveillance
review process.
•

Safeguarding concerns expressed by relatives who were concerned about the physical
health of an individual prior to their involvement with SABP services

•

Person seen and assessed by Surrey AMHP team and was referred for routine follow up by
CMHRS and has since died unexpectedly (now registered as an SI)

•

Safeguarding concerns about ability of an individual using our services to continue living
independently (registered as a HLI)

•

Safeguarding concerns around financial safeguarding and whether individual is safe in their
current home (registered as a HLI)

All incidents where concerns are raised by family and or staff are investigated further as either a
High Level Investigation or Serious Incident Investigation where they were in receipt of SABP
services. We have continued to encourage staff to report all deaths as incidents on Datix
(electronic incident reporting system). This will change from April 2017 with respect to older
people’s services where more targeted criteria for reporting deaths has been developed and
agreed to balance the amount of clinical time involved.

5

Deaths of People known to Learning Disability Services

12 people known to our Learning Disability Services died in quarter 4 (there were eight deaths in
quarter 1, 10 in quarter 2, 17 in quarter 3) and the care prior to their deaths is being investigated
through the Desk Top Critical Review Investigation process. The Mortality Review team is working
closely with the Learning Disability Division to achieve timely learning, shared through existing
governance arrangements. The Adults Safeguarding Lead is now a member of the Mortality
Surveillance Group and assists the process by following up identified safeguarding concerns and
providing advice and support to the panel. There has also been increased clinical engagement with
the process through additional medical, speech and language and learning disability nursing
review of cases.

6

Serious Incident Reporting

There has been a reduction in the number of unexpected death incidents reported in quarter 4 with
20 reported. 17 of these deaths occurred in Q4 and two in Q3.
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Table 6.1
Quarter

Reported in

Occurred in

month

month

Q1

24

24

Q2

40

28

Q3

22

17

Q4

20

17

7 Learning from Mortality Critical Reviews
The process confirms that a majority of people known to our services die of natural causes
including terminal illness. There was a notable increase in deaths occurring in February of people
who had had some contact with Trust services. This mostly related to expected and unavoidable
deaths of older people. Most learning to date has related to reported Serious Incidents and High
Level Investigations, the latter mainly relating to people with learning disabilities.

7.1 Learning from Quarter 4 Scrutiny Panels
A discussion of unexpected death incidents that met the criteria for reporting as Serious Incidents
identified a number of themes and learning points below, that are being shared for embedding with
the rest of the organisation through existing governance structures:
•

•

•

•

•

High risk age groups – there continues to be a trend identified that a number of incidents of
suspected suicide discussed related to men within the high risk age group of 45-55 (four
men). This is in line with national statistics and it was agreed that more awareness was
required of high risk groups as identified in the National Confidential Enquiry Findings
across teams to inform risk assessment.
Hanging remains the highest reported method that people have used to end their lives.
There were two reported train related incidents, two overdose incidents and unexplained
incidents where people were either found unresponsive or found deceased in a bath.
An increase in absconding behaviours from A&E Departments was identified and discussed
at length during panels. It was agreed that a more proactive approach to managing high
risk individuals was needed when attending A&E. Guidance on how to create appropriate
plans for such individuals has been cascaded to the teams in the Quality Assurance Group
report and a Clinical Risk Alert will be issued imminently.
Referral to Drug and Alcohol Services featured strongly in Serious Incidents reported to the
panel. Quite often the individual is not in receipt of formal Drug and Alcohol Services.
Extra emphasis is being placed on ensuring that all teams understand the Dual Diagnosis
Policy and the importance of referring all individuals to Drug and Alcohol Services as soon
as possible when this is indicated.
Safeguarding concerns not being raised when issues of historical sexual abuse, domestic
abuse or a multiagency approach are identified. Targeted work by the Adult Safeguarding
Lead is underway to deliver training to ensure that these issues are reported in a timely
fashion.
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•

•

•

Early discharge from Acute General Hospital settings feature in two of our reports this
quarter and these reports will be shared with the relevant Acute General Hospital for their
learning.
Physical Health issues feature in a number of reports this quarter and the impact that
perceived chronic physical health issues has on an individual’s mental health and their ongoing risk was identified and discussed.
Communication between GP’s and our services has been identified in some cases and
work is being undertaken to better align thresholds for intervention and communication
about risk. GP representation on the Scrutiny Panel is being agreed.

7.2 High Level Incident Learning and Themes (including near misses)
Three High Level Incidents investigation panels took place in quarter 4 and incidents that involved
significant near-misses were discussed and lessons below were identified:
•
•
•
•

A more proactive approach to managing increased risk when transferring individuals
between services
More consideration to be given to demographic risks and escalating patterns of risk
Police not always searching individuals prior to their admission to a 136 bed (this has been
raised through the Police Liaison work)
Awareness and management of acute delirium in a working age adult

7.3 High Level Incident Learning and Themes Good Practice Identified
•

Appropriate and timely use of increase in observations as per observation policy

•

Good risk management and documentation of the care and treatment of a very complex
individual with challenging needs

•

Good management of difficult individuals in an acute setting with challenging behaviour’s
and high levels of aggression and violence

•

Good reporting of safeguarding and datix incident management identified

•

Good examples of managing very difficult behaviours presented by individuals with high
risk behaviours who are diagnosed with Emotional Unstable Personality Disorder and have
brief stays in Acute Settings.

8.

Themes from a Review of Drug and Alcohol Unexpected Deaths

Learning themes for drug and alcohol services are as follows:
•

•

Drug using population is ageing, more complex physical health presentation, we need to
pay more attention to physical health. A physical health protocol for substance misuse has
been finalised led by Mike Flannagan.
Poly drug abuse. A number of overdoses have involved a mixture of substances; we need
to ensure we are providing good and frequent information regarding harm minimisation and
overdose prevention.
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•

•
•
•

•

•

9

There have been some overdoses involving prescribed opiates, (+pregabalin and
gabapentin, benzodiazepines). Public Health and i-access sent GPs a letter advising them
to be cautious regarding prescribing opiate pain killers to people with an opiate addiction.
All services to ensure workers keep risk assessments up to date (learning across the Trust)
Referral to outreach for high risk opiate users who drop out of treatment. Service user tier 2
outreach visit in the home by Catalyst. Contingency plan if disengages.
Learning from Trust. Trust services to make a written referral to i-access, particularly for
those who are identified as high risk, rather than advising the service user to self-refer. Also
Trust services to ensure they refer all dependent drinkers to i-access, not Catalyst. We are
going to be doing some training with psych liaison and dates have been identified.
Work between drug and alcohol services and mental health wards to support the
management of drug and alcohol problems on the acute mental health wards including
detoxification and monitoring following drug use.
Work with acute hospitals to support management of drug and alcohol presentations
including detoxification protocols. This is being considered from an STP perspective also.

Conclusions

There has been further progress in understanding the numbers of people who die whilst having
some contact with SABP services. All identified areas for learning are shared with relevant teams
to ensure embedding of best practice as part of our ongoing learning from adverse events work.
There is scope for further improvement in targeted sharing of learning with clinical teams and
professional groups within the Trust and in identifying measures to ensure the adoption of learning
from this process. There is also scope for improving our collaborative working with other providers
and with public health colleagues to improve learning in relation to mortality. This is likely to have
a positive impact on suicide prevention as well as improving people’s experience prior to death and
the experience of carers and family members.

Penny Vera, Head of Clinical Risk and Safety
Evonne Harding, Director of Safety
Justin Wilson, Chief Medical Officer
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Board in Public – 26th April 2017
Item: 58.17Public
Subject:

Value for Money Report – March 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

Purpose of this
paper:

The Board’s attention is drawn to the following:

•
•

An unaudited operational surplus for the year of £169k, £69k
better than plan
An unaudited continuing operational surplus of £4m, £0.3m better
than plan.

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 people who use our
services.

What do you need
from the Trust
Board?

The Board is requested to note the position of the Trust for the period to
31 March 2017.
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Value for Money Report March 2017
1

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

2

Value for Money Headlines
The Trust has achieved an unaudited operational surplus of £169k, £69k better than plan.
Our surplus from continuing operations is £4m, £0.3m better than our planned £3.7m
surplus.
Our STF and incentive payment will be confirmed by NHSI and NHSE on 24th April. If we
receive any incentive or bonus payment, this will improve our surplus.
The table below summarises the financial position:

Income
Expenditure
Sub Total (EBITDA)
Depreciation
Dividends on PDC
Other
Surplus / (Deficit)
S&T Funding
Surplus / (Deficit)
Profit on Disposal
Fixed Asset Impairments
Surplus / (Deficit) from continuing operations
Pension Remeasurement
SURPLUS / (DEFICIT)

3

Annual Plan
£000's
158,733
(149,281)
9,452
(5,684)
(3,553)
(115)
100
960
1,060
2,641
0
3,701
0
3,701

Outturn YTD Variance
£000's
£000's
159,281
548
(150,038)
(757)
9,243
(209)
(5,582)
102
(3,358)
195
(134)
(19)
169
69
960
0
1,129
69
3,323
682
(410)
(410)
4,041
340
(806)
(806)
3,235
(466)

Agency Usage
The Trust’s YTD agency spend as a percentage of our total pay spend is 7.6%. NHSI issued
us with an agency spend cap of £6.695m for the year, we closed the year with £8.3m
agency spend, 24% above the cap.

4

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, this will be confirmed following the audit of our accounts.

5

Cash flow and Aged Debt
Our cash balance has been improving each month and was £13m at end March.

2
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Total debt has decreased to £5.2m in March, from £7.4m. Over 90 day debt is currently at
£2.1m. The main outstanding debt is with Surrey Downs making up £0.5m (£0.2m of this
was paid in April) and Horsham and Mid Sussex CCG at £0.3m, both of which are actively
being chased.
6

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

Graham Wareham
Chief Finance Officer
March 2017
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Item: 59.17Public
Subject:

Risk Report

Author:

Julie Gaze, Director of Governance & Planning

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 key risks and our actions to
mitigate them this month:
•
•

mobilization of the new Children & Family Health Surrey LLP and
our services within the partnership from 1st April 2017
managing pressures from demand on our services e.g.
maintaining staffing levels, particularly in our inpatient services,
and access to beds for people who need them

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?

The Board is asked to consider the risks and whether it is satisfied with
the mitigating actions being taken to address them and if it requires
additional assurance.

Trust Board Public
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Risk Report

1.0

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

2.0

Key Risks and Mitigating Actions
The Board’s attention is drawn to the following key high risks this month affecting our
operations:-

Service Change
Mobilization of the Children and Family Health Surrey LLP and our service provision within
the partnership from 1st April 2017.
Several risks have been identified regarding:-

transition of staff and systems from the previous provider to the new provider partners
(SABP, CSH and First Community Health).
establishment of clear governance arrangements for the new Children and Family
Health Surrey LLP

Key Mitigations
Operating
• Gateway reviews undertaken to support transfer; rapid response to Chief
Officer / Director
issues with joint work between partners to resolve
of Children and
Young People’s
services
Director
of
Governance
&
Planning

•

Governance arrangements for LLP being confirmed including terms of
reference for LLP Board

•

Interim Director of Children’s Services is being appointed to LLP Chief Executive
(appointment not made as planned before 01.04.17)

Risk Report
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Pressures
Managing the pressures arising from the demand on our services including managing our
staffing levels, particularly in our inpatient services, and demand for beds when people
need them
Several risks have been identified regarding pressures:- staff retention - there has been no reduction in our high turnover rate of 22%
- pressure arising in some teams as a result of demand for services and / or staffing
issues including
o de-stablisation of the AMHP (Approved Mental Health Practitioner) team
o Home Treatment Teams (HTTs)
o North East Hampshire Community Mental Health Recovery (NEH CMHRS)
team
Key Mitigations
• Recruitment and retention initiatives including incentives, particularly in
“hotspots” being used

3.0

•

Daily safety calls - identifying actions to manage staff across inpatient
services (WAA) and address other potential risks and safety issues

•

Chief
Nursing
Officer
/
Acting
Director of HR
Chief
Officer

Nursing

Daily bed management calls - identifying actions to manage bed flow
(complemented by Daily safety calls - supporting ward staff to facilitate
discharges)

Chief
Officer

Nursing

•

Surge and escalation reports identify hot spots for follow up by Clinical
Risk and Safety team

Chief
Officer

Medical

•

System calls - weekly - to support multi-agency efforts to discharge
people who no longer need inpatient care

Chief
Officer

Nursing

•

Daily management of available staffing by Home Treatment Teams

Chief
Officer

Operating

•

Consideration of how to improve HTT sustainability and resilience
linked with Single Point of Access (SPA) development

Chief
Officer

Operating

•

Strategic work to reduce the demand on AMHPs (linked with reducing
use of s136 and relieve bed pressures)

•

Caseload monitoring, review and reallocation and temporary staffing
within NEH CMHRS

Chief
Operating
Officer / Director of
Mental Health &
Social Work
Chief
Operating
Officer / Director of
Mental Health &
Social Work

Recommendation to the Board
The Board is asked to consider the risks and whether it is satisfied with the mitigating
actions being taken to address them and if it requires additional assurance.
Julie Gaze, Director of Governance & Planning, April 2017
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Item: 60/17Public
Subject:

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

Author:

Justin Wilson, Chief Medical Officer

Report for:

Information

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 progress update to Trust Board.

Purpose of this
paper:

The Board’s attention is drawn to the following update:
1) Slow progress in obtaining written endorsement from CCG and STP
Boards,
2) Slow progress in the planning process on public consultation, and
3) Potential impact of 2017 General Election on public consultation.

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 August 2016 as part of this SOC.

What do you need
from the Trust
Board?

Trust Board is invited to note and offer comments to the issues
highlighted.

Trust Board Public
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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 advise on required bed numbers and the number of sites, taking
into account recent developments within community services and the focus on recovery models
and early intervention both nationally and locally. As a result they have suggested a total of 202
mental health assessment and treatment beds for working age adults and older adults should be
provided across two sites.
The results of the Mental Health Strategies work were shared with stakeholders in summer 2015
and following this, SABP Trust Board approved plans to undertake wider engagement to test out
the number of potential sites for our inpatient services in NW, Mid and East Surrey and the
preferred location.
Progress
1) Refreshing our bed modelling
We have commissioned Mental Health Strategies to refresh the service modelling work undertaken
in 2014/15, to take account of all recent developments, and to support decision-making about the
size of the proposed second hospital. This modelling project is intended to ensure that change is
based on a robust and detailed model of the way services could work in future. This process will
not simply focus on the number of beds to be provided; it will also consider the range of community
services provided in support of, and as alternatives to, inpatient admission.
2) Refreshing the ‘do minimum’ option
We are in the process of refreshing our ‘do minimum’ option of various refurbishment levels on our
existing buildings at ACU (Chertsey), Meadows (West Park, Epsom) and Farnham Road Hospital
(Guildford). The feasibility review will consider optimising the number of single bedroom with
ensuite facility, and address the potential displacement of drug and alcohol services in Chertsey
and our working age adult services in Langley Green.
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3) Land sale at Chertsey
The development of the second hospital relies on the sales receipt of our strategic sites in
Chertsey and West Park. The planning process has started with pre-application discussions with
Runnymede Council about the Chertsey site, and we have commenced our communication with
staff and are continuing to plan for relocating displaced services. The sales timetable for the first
phase of disposal is late summer 2018.
Key Issues
1) Endorsement from CCGs and STP Boards
We are continuing to address our Strategic Outline Case (SOC) requirement for a written
endorsement from both CCG and STP boards. The endorsement will also require financial support
to close the affordability gap for the second hospital development.
2) Public Consultation Planning
We are continuing to liaise with CCG-led ‘committee-in-common’ representatives on the planning
activities and timeline for public consultation process.
3) Impact of 2017 General Election
The recent announcement to hold a general election in June 2017 will result in purdah coming into
effect which will delay the public consultation process. The combined effect of all outstanding
actions, purdah, public consultation and the business case approval process (both internal and
external) has the potential to delay the programme for final SOC approval until the end of the
current financial year.
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Item: 61.17 Public

Subject:

Summary of key points from the 16th March 2017 Council of
Governors Meeting

Author:

Julie Gaze, Assistant Chief Executive
Wilhelmina Cox, Governance Manager

Report for:

Discussion

Where discussed
to date and next
steps:

Discussed at the Council meeting on 16th March 2017

Purpose of this
paper:

The Council at their March 2017 meeting:
•
•

•

Supported the Council Development Committee’s proposals on how
Governors connect with services they have a specific interest in and the
proposed induction programme for new Governors
Supported the Audit Panel’s recommendations to appoint KPMG as our
external auditors for a 3 year period with an option to extend by a further 2
years from March 2017 and for the “Cumulative total of serious incidents that
resulted in severe harm” indicator for KPMG to audit
th
Governors held their informal meeting on 13 February and met informally
with the Chairman and Non-Executive Directors prior to the March meeting.

Health/Social
impact

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

Financial
Implications:

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

Outcome of
Equality Analysis:

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

What do you need
from the Trust
Board?

The Board is asked to consider the discussions at the last Council
meeting held on 16 March 2017

Trust Board Public
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COUNCIL OF GOVERNORS – 16th March 2017
Key Issues

1.0

Introduction

This paper provides an overview for the Board of the key issues arising from the 16th M<rch
2017 Council of Governors.
Since the last Council in December, the Governors met
informally in February and with the Chairman and Non-Executive Directors prior to the
March Council meeting.
2.0

Summary of key decisions

The Council took the following decisions at the meeting:•

Supported the Council Development Committee’s proposals on:
o
o

•

How Governors connect with services they have a specific interest in
The proposed induction programme for new Governors

Supported the Audit Panel’s recommendations to:
o
o

3.0

Appoint KPMG as our external auditors for a 3 year period with an option to extend by a
further 2 years from March 2017
Ask KPMG to audit the “Cumulative total of serious incidents that resulted in severe harm”
indicator

Key issues arising from discussions

The key items arising from the Council’s discussions in March 2017 may be summarised
as:•
•
•
•
•

•
•

Quarterly Performance Commentary to NHS Improvement Q3 - report was
provided.
The Key Performance Indicators Report at Q3 was provided.
Care Quality Commission Compliance Update Tracker Report was provided.
24/7 Quarterly report was provided
Governors discussed with the Chairman and Non-Executive Directors at their
informal meeting the following:
o Serious Incidents
o Meridian Project and discharging of patients to GPs
o Supporting GPs and training around psychotic medications.
Council Sub Committee Reports - A presentation slide of 3 key items from each of
the committees was provided
Carers Report was provided.

This was the last meeting of the current Council of Governors.
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The Chairman thanked Don Illman, Sally Brady, Tracey Hayes and Pauline Wicks for their
contributions as Governors over the last nine years; he thanked those Governors who have
decided not to stand again in the new elections and wished those Governors standing again
the best of luck in the forthcoming elections.
Wilhelmina Cox
Governance Manager

Julie Gaze
Director
of
Planning

Governance

&

April 2017
7
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Item62.17Public
Subject:

Proposed Key Performance Indicator report for 2017/18

Author:

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

Report for:

Approval

Where discussed
to date and next
steps:

The key performance report was discussed at the Governors Workshop
in February 2017. This paper reflects the desire for us to measure
performance in a more holistic way and will be presented at the Trust
Board for approval.

Purpose of this
paper:

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

To consider the proposed format of the quality house for 2017/18
To agree not RAG rate individual metrics but to consider how a
number of metrics inform our understanding of issues
To clarify the board leadership roles in the quality house and how this
relates to the key performance indicators

Health/Social
impact

Effective performance management of the organisation will be
critical to a positive health and social impact.

Financial
Implications:

Effective performance management of the organisation will be
critical to managing our resources well.

Outcome of
Equality Analysis:

We have included equality metrics in our key performance
indicators

What do you need
from the Trust
Board?

To approve the proposed structure of the key performance
indicator report.

Trust Board Public
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Key Performance Indicators
Introduction
SABP has for a number of years managed performance through the use of key
performance indicators. This paper considers how we should progress this in 2017/18
building on the learning from 2016/17.
At the Governor and Board Workshop in February 2017 it was identified that just picking a
few metrics and measuring those using an RAG system could lead to over emphasis on
certain metrics and a loss of the ability to consider matters from a holistic perspective.
In addition our regulator, NHS Improvement, have also introduced a number of key
performance indicators and if we were to focus on all these metrics at the board we would
be looking at over 50 metrics. Such a large number of metrics we not provide the board
with any focus and hence makes the creation of a key performance indicator report largely
unworkable.
In this paper we consider using a broad range of metrics to avoid becoming too focused on
a small number of metrics that may not provide a genuine understanding of the
performance of the organisation and how we can then use exception based reporting to
ensure we do focus on the important issues.

Proposal
Our proposal is that we use the model of Quality House to create families of metrics that
relate to the quality house pillars and consider our performance across all the relevant
metrics to decide if we are doing well in this area or if there is an opportunity to improve in
this area.
Appendix A provides an illustrative visual image of what the quality house could look like.
Let us consider for example the safety pillar. In this proposal the safety pillar would be
divided into four domains:
-

The safe care programme
Incidents
Foundation Standards
Staffing

Each domain would then have a family of metrics associated with it. For example the
Incidents might be associated with the following metrics:
-

Serious Incidents
Incidents of Abuse
Never Events
AWOLS
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-

Falls
Pressure Sores
Restraint
Abuse of staff

We would propose that the precise metrics to be used for each pillar should be delegated
to the Trust Board Director with responsibility for that pillar with the Chief Financial Officer
responsible for providing an overview of performance across the whole trust.
In each month as part of our KPI reporting we would then prepare a report that provided a
visual summary of each domain with the quality house and where we were concerned
about a particular domain or a particular metric within a domain we would share this with
the board on an exception basis. This would include a commentary on each pillar that was
prepared with input from the relevant Trust Board Director.
In addition the Chief Operating Officer would review the overall message provided by the
KPI report to ensure that it reflected the substance of what is happening from an
operational perspective.
The integrated data pack would not be distributed with the board papers but would be
published on the intranet so that all staff could look at the detailed information on our
performance.
Board reports would be focused on providing strategic insight to the board on how we are
performing within the context of our quality house framework.

Outline Timetable
April 2017
Trust Board considers proposed approach
May 2017
Interim report produced for April data that partially reflects direction of
travel
October 2017
Full version of report for Trust Board including ability for divisions and
teams to see their version of the information the report is based on.
A more detailed timetable will be prepared that will show how the report will improve
between May 2017 and October 2017.

Decision for Today:
•
•
•

To decide to migrate from our existing KPI structure to this more holistic and
strategic approach
To instruct the CFO working with other Trust Board directors to work up an
implementation plan
To prepare an interim report for May 2017 that adopts these principles as far as
possible, improving each month with full implementation by October 2017.
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Quality House Key Performance Indicators
Peoples Access
•
Waiting Times
•
EIIP Waiting Times
•
Assessment to Treatment Waiting Times
•
IAPT Waiting Times
•
CPA 7 day follow up
Home Treatment Teams
•

CQC Risk Rating
FT Rating
Equality Objectives
50% of people with learning
disabilities will have Health
equality framework
documented

Peoples Satisfaction
•
Your Views Matter
•
Complaints
Compliments
•
Carers Experience
•
Your views matter
•
Carers assessments
•
Involvement in discharge planning
•
T of C self assessments

Waiting Times
•
Duration of untreated psychosis
•
% Access to NICE Treatment plan in 2
weeks
% Access to NICE Treatment for eating
•
disorders in approved time
Treatment Effectiveness
•
% of people completing IAPT plan in 6/18
weeks
•
% of people completing IAPT showing
recovery
•
% of people in CAHMS showing positive
outcomes using IAPT recovery tools
•
Re-admission rates to acute care within 60
days
•
% of people receiving follow up on discharge
within 7 days for CPA and non –CPA
•
% of people with comprehensive action plans
•
Average/media length of stay on acute wards
Average time on caseload and number of
•
appointments for community services
Knowing Person who uses our services
•
% of people with a physical health
assessment/health action plans
•
% of people with social care assessment
% of carer prescriptions
•
Suicide Prevention
•
Reduction in suicide rates
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Safecare Programme
•
PLACE
•
Complaints and Compliments
•
E-Rostering
•
Environmental
•
Safety
•
Staff Training
Appraisals
•

Staff Survey
• Response rate 80%
• Recommend as place to work
increase to 59%
• Recommend as place for friends
and families to 65%
• Improve the experience of staff
who have disabilities

Incidents
•
S.I’s
•
Incidents of Abuse
•
Never events
•
Mortality
•
AWOLS
•
Risk Management
•
Compliance
•
SI Learning
•
Medicines Management
•
Falls
•
VTE’s
•
Pressure Care
•
Face Down Restraint
•
Abuse of Staff
Incidents of self harm
•
Foundation Standards
Agency Spend
Finance and Use of Resources

Single Oversight Framework Metrics
CQC Quality Metrics

Board in Public – 26th April 2017
Item 63.17 Public
Subject:

DRAFT Annual Forward Plan 2016/17 Quarter 4 - Commentary NHSI

Author:

Julie Gaze, Director of Governance & Planning

Report for:

Approval

Where discussed
to date and next
steps:

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

Purpose of this
paper:

At the end of Quarter 4 our performance under the Single Oversight
Framework is - SEGMENT 2. Particular attention is drawn to:• Quality House - CQC - unannounced follow up visits to Farnham
Road Hospital in February evidenced improvement and no breaches
were found; Derby House has received a GOOD rating
• Service Plans - all plans show good delivery in year with the
exception of Hubs delivery here improved in Quarters 3&4
• Financial Plan - this was achieved
• Risks - reflects VFM1 - from Amber to Green (Financial Plan delivery);
QSMCL1 - from Amber to Green (contested elections for most seats)

Health/Social
impact

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

Financial
Implications:

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

Outcome of
Equality Analysis:

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

What do you need
from the Trust
Board?

The Board is asked to consider the Draft Commentary and approve it
before its submission to NHS Improvement.
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ANNUAL PLAN DELIVERY 2016/2017
Quarter 4 Report

1
Annual Plan Commentary
Quarter 4 2016/2017
For Exec Board April 2017
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Our Plan for 2016/17
This Report provides an overview of current performance and issues impacting on the delivery of our
Annual Plan 2016/17.

1.0

Summary Quarterly Performance

1.1

Overview

At the end of Quarter 4 our performance in accordance with the new Single Oversight Framework is:

Segment
1.2

2

Quality and Performance

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

KPI

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

Measure

Target

Actual

8

Involving people in planning their care

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

57%

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

57%

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

Q4 milestones
not
completely
met
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15

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

16

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

19

•

Good retention of staff

111
incidents
year to date

Less than 70 incidents at year end.

1028
incidents as at
31st March

By the end of the year:
Less than the 2015/16 benchmark of 1,018
Inadequate: rolling average > 21%
Requires improvement: rolling average <=21%
Good (Trust target): rolling average <=16%
Outstanding (National Benchmark 2014/15): rolling
average <=14%

22.0%

Serious Incidents – There have been 26 serious incidents in the Quarter. There has been 1
reported admissions of a young person (under 18) into our adult inpatient wards this Quarter.
Our work through Serious Incident, High Level Investigations and our Mortality Review work
continues to identify learning and themes for practice development arising from these incidents.

•

Mortality Review - The Board received a review of how our practice benchmarks in relation to the
CQC’s recent publication “Learning Candour and Accountability”. Our review found that the new
processes we have developed over the last 12 months to review and investigate mortality mean
that, although we wish to continue improving our process, we have already in place much of the
Trust level work highlighted in the report. 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 our Clinical Commissioning Groups.

•

iCARE - our DART reporting has improved further in Quarter 4 to bring on line key internal reports.

•

Consolidation of our Working Age Adult Wards in North West, East and Mid Surrey - we
completed the consolidation of our Delius and Elgar wards, from Epsom, with our inpatient services
at the Abraham Cowley Unit on the St Peter’s Hospital site in Chertsey in February.

•

Deacon Unit for people with learning disabilities - the Deacon Unit, Epsom opened to
admissions in January 2017 and our former facility April Cottage closed. Our Intensive Support
Service (ISS) team will commence 24/7 operations from April 2017 and is already reporting
success in enabling people with learning disabilities to maintain their more independent living
arrangements.

Value for Money
•

Financial Plan - we will end the year a little better than Plan with an unaudited operational surplus
of £169k, £69k better than plan. Our surplus from continuing operations is £4m, £0.3m better than
our planned £3.7m surplus. This performance means we will receive our Sustainability and
Transformation Funding (STF) and incentive payment which we expect will be confirmed by NHSI
and NHSE on 24th April. If we receive any incentive or bonus payment, this will improve our
surplus.

•

However we will not achieve our agency cap and this will remain a priority area for improvement in
2017/18.
3
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Staff Morale, Culture and Leadership
•

Staff Survey response - we continued our year on year improvement in our performance in the
staff survey feedback. In summary:- 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)
Our teams are developing local action plans reflecting some key themes in our priority areas for
improvement in the next year including:increasing appraisal compliance to meet the 93% target
working with our disabled employees particularly to improve their
experience
staff Engagement
maintaining our focus on the reporting of errors, near misses or incidents
witnessed which has improved by 6% this year
working with staff to develop our approaches to career progression and
promotion
working with all our Staff Network Leads

•

•
•

Retention - we are continuing our focus on retention as our staff turnover continues to be high.
The Chief Nurse is leading a programme to review our arrangements particularly for recruiting and
retaining nursing staff including incentives for hard to recruit to roles, nurse rotation schemes,
apprenticeships,
New Chair and Appointment processes for new Non Executive Directors - our Chair Dr Ian
McPherson joined us from 1st March 2017.
Governor elections - a number of our Governors reach the end of their term of office on 30th April.
Our elections to the new Council commenced in January 2017 and the results will be announced
on Friday 21st April. The majority of seats are subject to contested elections.

Compliance
•

Care Quality Commission - Current Overall Status: Requires Improvement

Table 1 –Our Healthcare services – Progress against CQC ‘Must Do’ actions (inspection Feb 2016)
There is only one outstanding action this relates the recording of allergies in our Home Treatment
Teams (HTT).
CQC conducted unannounced follow up visits to Farnham Road Hospital in February 2017 evidenced
improvement, we have the report and no Requirement Notices were received. Derby House has
received a GOOD rating
•

Care Quality Commission - Social Care Inspectorate - 73% of our social care homes are now rated
a GOOD.
Oakwood and Derby House have been re-inspected and achieved GOOD overall and in all achieving
GOOD in all 5 domains.
4
Annual Plan Commentary
Quarter 4 2016/2017
For Exec Board April 2017

85

Jasmine at Primrose was re-inspected on the 10th and 12th of April and we await the outcome.
We are awaiting re-inspection of Courthill House imminently.
•

1.3

Care Quality Commission - Drug and Alcohol services inspection
Our planned inspection took place in the week of 20th February 2017, our services delivered in
partnership in Brighton (Pavilions) and Hounslow (iAccess) were inspected in the week preceding.
We are awaiting CQC’s draft report.

Strategy Implementation - Key Service Plans

Good progress has been made in each of our key change programmes. The exception has been
Community Hubs project which is shown as RED due to the delays earlier in the project earlier in the year.
Good progress however has been achieved in Quarters 3 and 4 including the commissioning of Theta hub
in Camberley which allowed the completion of our Ridgewood Centre sale. Our 24/7 programme for new
hospital facilities for North West, East and Mid Surrey has progressed well in 2016/17 however the public
consultation, which will be led by our Clinical Commissioning Groups, has not yet started as we had hoped
and the planning requirements for capital have changed affecting the development of the Business Case.
The Board is concerned about this delay and we are working hard with our stakeholders to ensure this
receives priority attention in the coming year.
A summary of our year end position against our milestones is provided in Appendix 1.0.
Whilst the Key Performance Indicators programme has served us well, our Board have been reviewing our
whole approach to how we report on our performance going forward. This will allow for a number of
metrics to be considered together to form a judgement rather than a single metric RAG rated approach

1.4

Risks

The current level of risk to our Strategic Objectives 2016/17 is reflected in the Board Assurance
Framework (BAF) Alert map included in Appendix 2.0.

2.0

Annual Plan 2017/18

Our Operational Plan for the next two years was approved by the Board and supported by the Council in
December. Our Plan priorities reflect those of the three STPs of which we are part (subject to final
contract agreement which are still subject to negotiation).
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Appendix 1.0
Key Strategic Plans
Our key strategic priorities which must be achieved over the next year to underpin delivery of our strategy are summarised below:Strategic

Measures of progress

Status

Comment

development
24/7 Programme

System
Transformation

Residential

Farnham Road Hospital - Complete and commission new service
including Acute care pathway (non- inpatient) implemented to support,
associated moves & decommissioning (including disposal Ridgewood)
Review (hospital facilities) - Plans for NW, East & Mid
Sustainability and Transformation Plans
Crisis Concordat (Force Control Centre Pilot/SPA/Crisis House/Safe
Havens) – implementation of concordat work programme
NE Hampshire & Farnham CCG system Vanguard – delivery of
collaborative objectives
Integrated Care Organisations – implement ICO development
objectives agreed to date – Surrey Heath and North West Surrey
Implementation of Strategic Review action plan

AMBER

AMBER

GREEN

Community hubs

RED

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

strategy
implementation

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

Continued innovation and new business development in line with
clinical strategy

GREEN

TIHM Test bed - expressions of interest have been received from c250 people to take
part in the study. The “field test” stage has concluded and the go-live roll out to
people’s homes in the main trial commenced as planned at the end of March.

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

GREEN

Key programme milestones delivered in the last Quarter include:-

development
Enabling

Our two year operational plan priorities reflect those of our STPs in line with our
Clinical Strategy. These incorporate our Vanguard and STP work.
We have agreed with stakeholders that the SPA launch will be delayed until Qtr 4
2017/18.

Social Care
Local integrated

We are supporting our CCGs in their next steps for further engagement and
consultation which they will lead. This will be a priority for the coming year.

•
•
•

Team effectiveness training as part our Innovation team’s work continues
Our Care2Quit campaign to help us go smoke free by 2018 is progressing well
Direction of travel for Quality Improvement @ SABP is being progressed

6
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Appendix 2.0

Risks
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Board in Public – 26th April 2017
Item: 64.17Public
Subject:

Audit Committee Minutes December 2016

Author:

Graham Wareham, Chief Finance Officer

Purpose:

Information

Where discussed
to date and next
steps:

These minutes represent a summary of the Audit Committee meeting in
December 2016

Key Issues:

The minutes of the Audit Committee summarise the key reports from
Internal Audit, External Audit and Counter Fraud.
The key issues were agreeing the year end timetable and changes to
our accounting policies to reflect not consolidating the charity accounts.
In addition there was a review of outstanding internal audit
recommendations and the need to progress these.

Health/Social
Impact:

The Audit Committee helps ensure good governance which helps deliver
a positive health and social impact.

Financial
Implications:

There are no direct financial implications from the Audit Committee
minutes.

Outcome of
Equality Analysis:

The Audit Committee minutes do not adversely impact on any group with
protected characteristics.

Recommendation
to the Board

To note the minutes of the committee

Trust Board Public
April 2017
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Report
AUDIT COMMITTEE

Minutes of the Audit Committee
Thursday 2nd December 2016, 10.00am – 12.00pm
F21 Meeting Room, Trust HQ, Leatherhead
Present:
Lawrence Vine-Chatterton (LVC)
Leslie Morphy OBE (LM)
Andy Field (AF)

Non-Executive Director and Chair of the Committee
Non-Executive Director
Non-Executive Director of Committee

In attendance:
Graham Wareham
Fiona Edwards
Julie Gaze
Ann Underwood
Janine Hogg
Jenny Loganathan
Clarence Mpofu
Neil Thomas
Arran Rose

Chief Finance Officer
Chief Executive
Assistant Chief Executive
Finance Director
AD Financial Accounting
Local Counter Fraud Specialist
Director of Audit – TIAA
Partner, KPMG
KPMG

Minutes: Michaela Biddle
24/16

Apologies
ACTION

None

25/16

Previous Minutes and Matters Arising

25.01

Minutes from meeting held 6th October 2016
The minutes from the 6th October 2016 were reviewed. The following
point was noted:
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Case No: SBP15/16.105
Amend to read:
“This is being handled by the Central Team. Assurance was
received that steps have been taken to stop this from happening in
the future”.
The minutes were approved, subject to the change above and a
few spelling/grammatical errors.

25.02

Matters arising (not covered elsewhere)
None

25.03

Rolling Action Plan
Outstanding Actions were updated and have been recorded
separately.

26/16

Items to Agree and Recommend

26.01

Counter Fraud Plan
JL confirmed that the work plan is from 1st April 2017 and is a 3 year
plan. It incorporates Risk Assessment and proposed different pieces
of pro-active work.
JL advised that it is not set in stone and the schedule of work can be
moved if things change.
The Audit Committee approved this work plan

27/16

Items to Agree

27.01

16/17 Accounts Timetable and Plans
AU advised that the timetable has been looked at in detail and
amended - NHSI issued a timetable for the last months of year on
15th November. AU confirmed there is a tight turnaround on NHS
accounts in comparison to the private sector.
LVC is keen to ensure that the timetable is adequately resourced.
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FE advised that it would be helpful to have a summary of key dates,
and that this should be on the front sheet. AU to produce a
summary for the Trust Board and next Audit Committee

AU

AU confirmed that there are no concerns at present. The month 9
interim audit will be used as a check for year-end and will include
mapping of the general ledger to the financial statements and the
valuation of assets.
It was noted that the Quality Report was delayed last year, whilst
awaiting the report from the Council of Governors (CoG’s). JG
advised there is a tight window for this and the plan doesn’t allow
much time for the CoG’s to comment at year end. In addition, there
was an issue with sequencing last year. JY is looking at how this
can be improved.
The Audit Committee noted the Accounts Timetable and Plans
28/16

Items to Review

28.01

Other reports and policies as appropriate e.g. changes to
standing orders and standing financial instructions, changes to
accounting polices
AU advised there are 2 main changes to the Accounting Policies:
i)
Historically we have been consolidating the charitable
funds into the accounts but that this causes issues around
the timetable. It is proposed that we cease consolidating
the charitable funds accounts from the NHS accounts,
whilst continuing to file them with the Charity Commission.
AU confirmed this won’t affect the accounts for the Trust
as it is not material to the total. KPMG are in support of
this.
ii)

The Accounting Policy has been stating that capitalisation
is £1000 – AU has checked back and, up until the
2011/2012 accounts, the amount was £5000. AU
proposed that we move back to £5000. Members of the
Audit Committee were supportive of submitting both
recommendations to Trust Board.

It was confirmed that SaBP Care Ltd are not trading and that the
company is dormant whilst we wait for the Social Care Strategy
paper, which is due September 2017. KPMG confirmed that we
have to record that we have an interest, and that we will have to
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consolidate into group accounts when we start to trade again.
AF asked why the policy states there are no assets held for sale, as
this should include land. GW confirmed that if we currently have land
that is used for service delivery, it is not classed as surplus to
requirements, even if we think it could be sold at some point so the
policy is correct.
The Audit Committee has reviewed the Accounting Policy and
is happy to recommend it to the Trust Board for approval.
28.02

Internal Audit Progress Reports including outstanding
recommendations
CM presented the report and noted the following:
Pg. 1: A review of Quality and Safety Assurance including Circle of
Support Effectiveness was undertaken. A report will be presented at
the next Quality Committee.
It was agreed that the Quality Committee will review reports and
provide assurance to the Audit Committee. This will mean that
Quality Committee papers are being produced with an external
voice. It may also be necessary for some papers to be submitted to
the Executive Board - the next plan will show this information. JG
advised that it is important to confirm the purpose of why papers are
being submitted each committee.
It was agreed that the next internal audit plan with have a column
which suggests key audit areas.
Pg. 2. - 3 draft reports are listed. The 2nd report - Arrangements for
Administering Monies Belonging to ‘People who use the Trust’s
Services’, has been issued as a final report to the Non-Executive
Directors of this committee. Limited assurance is noted for this,
although Internal Audit noted that substantial progress has already
been made in respect of the recommendations
Pg. 3 – There was a slight change to the plan, due to some of the
contingency budget being used for a review of risk assessments on
SystmOne. Incidents were looked at to ensure that risk assessments
had been re-reviewed.
GW advised that following the CQC inspection highlighting concerns
around Risk Assessments, TIAA have done further audit work.
The initial report suggested that staff did know what to do and how
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to use the system and that the narrative was of a reasonable quality
in many cases. There was also some evidence that risks had been
adjusted. LVC asked if this is being fed back to staff involved – GW
confirmed this will happen when the final reports are received.
LVC commented that, with the changeover to the outsourced payroll
service, there were some issues with the payment of expenses to
the Mental Health Act managers but these have now been resolved.
FE to follow up with Jo Lynch.

FE

Pg. 6 (Appendix A) shows progress against the Annual Plan. CM
confirmed that we are on target to complete this by the end of
March.
Meals and Catering (Food and Safety Nutrition)
FE advised that this isn’t a major issue on the quality improvement
plan, as the priority focus is the CQC action plan. In addition, there
is a major change taking place with Soft FM, as we are contracting
out to an external supplier. There are, therefore, contextual issues
that are driving the delay and quality improvement and financial
pressures are also adding to this. It was felt that this issue
should be managed by FE with JY and Chris Rivers.

FE

LVC feels we need a template to show what we are doing, and
maybe review in 9-12 months’ time when the new catering service is
in place. GW confirmed that this would be the case.
The plan needs to be updated with a comment to state that
extra time is being given in respect of the action whilst the new
Soft FM provider is appointed.

CM

Pg. 10. “Consultations on managing conflicts of interest”. This is
already embedded within CCGs and is now being rolled out to NHS
Trusts.
Pg. 12 (Appendix E) shows a summary of outstanding
recommendations. Approx. 200 recommendations were raised for
2015/2016 and only 13 are outstanding – feels good progress has
been made.
GW confirmed that the procurement review is late. It was agreed in
the summer of 2016 to merge with Sussex Partnership and this has
now taken place. Progressing with a joint work plan will be complete
by Christmas. GW confirmed that will be able to bring the strategy to
the January Executive Board for approval.
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Outsourcing arrangements for Hard FM have been pushed back, as
mobilisation has been challenging. GW confirmed this will be done
within the year.
The Audit Committee was encouraged by the diligence in which trust
executive is taking up recommendations and felt that good progress
has been made.
The Audit Committee received the assurances contained within
the report and noted the progress in implementing audit
recommendations
28.03

External Audit Progress Reports
AR from KPMG confirmed that an audit of the Charitable Funds has
been completed.
KPMG have met separately with GW / AU for a planning meeting.
There was a discrepancy last year re. the gross internal area and
KPMG are validating new information to ensure that it is accurate.
Audit Plan – Points to note:
Pg. 5. sets out the external audit risks, and those in green are the
most important – i) Valuation of Land and Buildings Assets (see
above), ii) Recognition of NHS and non NHS income. KPMG
confirmed that income for local authorities doesn’t go through the
same agreement of balances process.
Pg. 7. KPMG feel that is important to understand how we are
auditing. They confirmed that only individual adjusted differences
above £150,000 will be reported to the Audit Committee
The Audit committee was asked to note Auditor Independence and a
static fee for 2016/17.
It was confirmed that the Quality Assurance Guidance has not yet
been published. NHSI have been contacted and it is hoped that the
guidance will be circulated before Christmas.
GW advised that we are planning on an interim audit for quality
indicators which we are now able to report.
GW confirmed that KPMG are not looking to show that we failed an
indicator, but that when we say we have failed that it was correct.
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Risk Management Benchmarking – Points to note:
The diagram on page 2 details the highest frequency risks in NHS
Foundation Trusts. The most frequent risk is lack of financial
sustainability.
It was noted that staffing levels in other trusts are considered as a
high risk but this is not showing as a high risk for SaBP on the Board
Assurance Framework (BAF), although it is one of the top risks on
the risk register. JG advised we have layered our framework to keep
it in a strategic space and allow the board to focus on strategic risks. JG
JG to have a look at and discuss this with KPMG. JG confirmed
that when the BAF is reset, the annual plan will be reviewed and
reported back to the Audit Committee
Some trusts use the BAF as a risk register and some as a strategic
document. SaBP’s position on the table on Pg. 4 is seen as
reassuring.
Page 6/ 7 is for reflection only and is not a recommendation
Charitable Funds
The audit committee noted this was a clean opinion.
The Audit Committee notes all reports from KPMG.
28.04

Counter Fraud Progress Reports
JL presented the report and noted the following:
Reactive work – of the 10 cases listed (Pg. 2-6):
• 1 is due to be closed - the final report is being reviewed
• 2 are with CPS awaiting a decision
• 3 are awaiting NMC action
• 4 are ongoing investigations.
Case No: SBP15/16.53 (Pg. 4) – updated since last Audit
Committee. The individual was given a 9 month suspended
sentence and fined.
It was confirmed that information on completed cases is
disseminated to staff via the ebulletin and a newsletter.
It was asked how we follow up when individuals are fined and
ordered to pay SaBP back. AU confirmed that they will be classed
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as a debtor and should be chased. JL confirmed this is followed up
but this process needs to be more visible between JL and Finance.
JL advised that the anti-fraud and corruption policy will be reviewed
within the next week (Pg.9).
Fuel cards – JL advised that the cases that have been looked at
show poor record keeping rather than theft and that there is no
evidence of syphoning.
28.05

Legal Claims – current and calendar year
GW provided an overview and confirmed there are no high claims,
and no areas of particular concern.
There was a discussion about whether the author of the report
should attend the committee but it was agreed that the Chief
Finance Officer would continue to present the report on behalf of the
author.
It was asked where this report is considered outside of the Audit
Committee and what the Audit Committee need to know. It was
agreed this should be considered further.
JG / MB
JG / MB look at where this is being discussed
The Audit Committee noted the report

28.06

Losses and special payments – IF MATERIAL
None reported - Quarter 3 reports are not yet available

28.07

Report on outstanding debtors > 90 days old
AU advised that since submitting the report aged debt over 90 days
has reduced to £1.75 million.
The outstanding debt with Surrey Downs CCG is now down to
£650,000 as some money has been received since the report was
submitted. AU advised the debt is made up of lots of individual
invoices and not 1 large one.
The debt with NHS property services is due to a dispute. It was
questioned whether this should be a debtor, as we owe them
money. AU to look at this.

AU

The debt with Hampshire County Council has reduced substantially.
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The Audit Committee noted the report
28.08

Report on material waivers over £100,000
One waiver is noted for renovation work on Elgar and Delius Wards.
GW confirmed that it wasn’t safe to continue to operate these wards,
and a waiver was, therefore, completed on safety grounds. The
services will be moving to Chertsey and this should be completed by
Christmas / early January.
The Audit Committee noted the report

28.09

Report on material write-offs
None

28.10

Sealings Register
GW confirmed that Theta House is due to be completed in January
The Audit Committee noted the report

28.11

Assurance Framework
JG asked the Audit Committee to review and confirm they are
satisfied that the BAF is a fair reflection of risks.
Since being reviewed at the Exec Board, the following updates are
noted;
QC2 - due to the recent feedback from CQC on unannounced visits
to WAA inpatient wards.
As a result the overall ratings have not changed as COMPLIANCE is
already AMBER due to data (SystmOne and DART)
Value for Money is reported as amber as sustainable finance is still
reflecting pressures – the run rate has improved in Q3. This will only
become green at year end.
Partnerships – it was discussed at the Executive Board as to
whether this should be green, as it is felt that we are getting our
voice heard through STPs. JG to reflect on this and raise at the
next board for consideration

JG
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The Audit Committee recommends that Partnerships are
discussed at the next Executive Board, as members feel this
area should be green. The Audit committee confirmed that the
remainder of the BAF is a fair assessment.

28.12

Committee self-assessment
JG confirmed that a meeting had taken place to review the
recommendations following the report from the last Audit Committee.
Actions were recorded following this meeting.
The Audit Committee supports the delivery of the action plan
and note progress to date.

29/16

Briefing Sessions

29.01

External audit to update committee on significant account or
regulatory developments

29.02

None
.
Briefing/update sessions from Internal Auditors
None

30/16

Any other business

30.01

Private discussions with Internal and External Audit
To take place following this meeting.

30.02

Reflection: Identifying Key Issues to the Trust Board
- Other Committees and inter-relationships
- Assurance on control environment
LVC and LM had a discussion about issues from the Quality
Committee and felt some clarification is needed about what goes
through each committee. There is nothing to report at present.
Key Issues to highlight to the Trust Board:
•
•
•

Financial policies to be approved
Accounts Timetable and Plans
Approval of fee for External auditors
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•
•

Board Assurance Framework
O/S Recommendations – Food and Safety Nutrition. There
are Soft and Hard FM issues within the organisation – to
confirm they are reflected in the risk register.

Meeting closed at 11:58
23/16

Dates of Future Meetings

nd

Thursday 2 March
Monday 22nd May
Thursday 28th September
Wednesday 6th December

2017
10am-12pm
10am-12pm
10am-12pm
10am-12pm

F21
F21
F21
F21
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