AGENDA
A Meeting of the Foundation Trust Board Held in PUBLIC
13th September 2017 at 14:00 – 16:30 in the Open Space
at Trust Headquarters, Leatherhead
Members of the Public are welcome to observe the meeting of the Board in public. You are asked to please note that
there will not be an opportunity during the meeting for members of the Public to ask questions of the Board.
Members of the public are invited to join us at 9.30am when you will have an opportunity to meet informally with
members of the Board. Tea and coffee will be available.
86.17 Public

Introductions and Apologies for Absence

87.17 Public

A Person’s Story

Moses

88.17 Public

Declarations of Interest

Ian McPherson

Attached

89.17 Public

Approve the Minutes of the meeting held on 28th June 2017

Ian McPherson

Attached

90.17 Public

Matters Arising

Ian McPherson

Attached

91.17 Public

Chief Executive Update

Fiona Edwards

Verbal

Presentation

PERFORMANCE
PERFORMANCEOVERSIGHT
OVERSIGHT
92.17 Public

Trust Board Key Performance Indicators Report

Graham Wareham

Attached

93.17 Public

CQC Report

Jo Young

Attached

94.17 Public

Safety Report

Justin Wilson

Attached

95.17 Public

Complaints – Quarter 1

Jo Young

Attached

96.17 Public

Value for Money Report

Graham Wareham

Attached

97.17 Public

Risk Report

Julie Gaze

Attached

98.17 Public

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

Justin Wilson

Attached

99.17 Public

Mortality Report – Quarter 1

Justin Wilson

Attached
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ITEMS FOR APPROVAL / DECISION

100.17 Public

Quality Improvement Strategy

Jo Young

Attached

ITEMS FOR INFORMATION

101.17 Public

Suicide Prevention

Jo Young

Attached

102.17 Public

Audit Committee Summary Report – May 2107

Graham Wareham

Attached

103.17 Public

Recruitment and Retention Report

Gavin Wright

Attached

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 28th June 2017 at 12.45 – 2.00 in F21

AGENDA
34.17 Private

Introductions and Apologies for Absence

35.17 Private

Declarations of Interest

Ian McPherson

36.17 Private

Minutes of the Meeting held on 28th June 2017

Ian McPherson

37.17 Private

Matters Arising

Ian McPherson

38.17 Private

Exceptional Items

39.17 Private

Any Other Business

Attached

Attached
Attached

Date and Time of Next Meeting
40.17 Private

11th October 2017 at Trust HQ

Trust Board Public
13th September 2017
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Agenda Item: 88.17Public

Voting Directors’ Declarations of Interest
September 2017

Status

Name

Voting

Ian McPherson

Declared Interests
Chairman






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



Voting

Mark Perry

Non-Executive
Director



Chief Executive, Sentinel Housing 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

Voting

Andy Field

Non-Executive
Director




Director, Executive Bandwidth Ltd
Principal, Field Fisher Consulting

Voting

Jennifere Seeley

Non-Executive
Director




Director of Finance Southwark Council
Fellow of the Chartered Institute of Public
Finance and Accountancy
Associate Teacher for the Chartered Institute
of Public Finance and Accountancy
Member of the Chartered Institute of
Procurement and Supply
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Agenda Item: 88.17Public

Status

Name

Declared Interests

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

September 2017
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Chair of Cruse

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

Item 89.17

Minutes of a Meeting of the Foundation Trust Board held in PUBLIC on
Wednesday 28th June 2017 at 10:00 -12:30
at Trust HQ, Leatherhead
Present:
Directors Voting:
Ian McPherson
Fiona Edwards
Leslie Morphy
Lorna Payne
Helen Rostill
Graham Wareham
Justin Wilson
Jo Young
Jon Bye
Andy Field
Rahul Jaitly
Jennifer Seeley

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

In Attendance:
Julie Gaze
Mandie Maclennan

Director of Governance and Planning
Interim Governance Manager (Minutes)

Apologies:
Mark Perry

Non-Executive Director

Members of the Public and Governors in attendance:
Elaine Braithwaite
Deputy Lead Governor
Penny Burnett
Governor
Don Illman
Member of the Public

Ref
66.17Public

Item
Introductions and Apologies for Absence
Introductions were made, apologies were received and noted.
The Chairman welcomed Jennifer Seeley and Rahul Jaitly to the Public Trust
Board meeting.

67.17Public

A Person’s Story
Vandana Gupta and Raj Rutah gave a person’s story - Changing lives
through Talking Therapy – Our Mind Matters Surrey (formerly IAPT Improving Access to Psychological Therapies) service provides help and
support to adults experiencing mild to moderate mental health problems such
as depression, anxiety and stress.
Two years ago, Grace was involved in a serious car accident which took
months of recovery. She started to experience anxiety, constant worry and
depression and was referred to the service for telephone and group therapy.
The difference the therapy made to Grace’s way of thinking helped her get her
life back on track.
Grace tried different strategies; she accessed the big White Wall Grace was
able to speak with other people who had suffered the same things as she had
5

Action

and realised that she was not alone. Grace did stop accessing the service at
one point as she felt better, however self-referred back to Mind Matters and
attended group session which worked for her.
The Chairman asked the Board if they have any questions. Rahul Jaitly asked
if the Big White Wall is used more broadly across the NHS. Vandana Gupta
confirmed that it is used in several other Trusts although primarily in Surrey, it
can be accessed remotely via a smart phone which links into online groups.
The Board held a discussion around the process of Mind Matters (IAPT)
Service and the steps in which are taken to ensure that people receive the
correct treatment. There are currently 6 providers across Surrey. Activity is
growing, which is predominantly due to awareness, of which 60% are selfreferrals.
Leslie Morphy asked about the intervention that Grace received as at one point
the severity of her physical health was high. Vandana Gupta explained that
they look at the symptoms and severity of the person’s health and they are
referred to the appropriate step within the programme. However when Grace
was referred initially her mental health was not at the severity in which it
developed. When her symptoms became more severe, Grace was referred to
Step 3.
Andy Field asked what resource there is for people who suffer with PTSD (Post
Traumatic Stress Disorder). Vandana Gupa advised that they use EDMR (Eye
Movement Desensitisation Reprocessing) and CBT (Cognitive Behavior
Therapy).
Fiona Edwards noted the importance of the work that Vandana Gupta and Raj
Rutah are leading.
The contracting model will be discussed with
commissioners who are keen to assist with the work due to the high
performance of the service.
Jo Young advised that the story draws on a number of new requirements the
CQC have within their new regime.
The Chairman advised that figures on response rates shows our services are
ahead nationally.
68.17Public

Declarations of Interest
The Chairman advised the Board of Andy Field’s appointment as Chairman for
Ashford St Peter’s NHS Foundation Trust and congratulated him. Andy Field
will remain as a Board member until September 2017.
Julie Gaze noted a verbal Declaration of Interest for Jennifer Seeley:





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

Action: Declaration of Interest Register to be updated.
69.17Public
70.17Public

Minutes of the Meeting held on 26th April 2017
The minutes of the meeting held on 26th April 2017 were approved and signed
by the Chairman. Minor amendments on Pages 9 and 11 to be made.
Matters Arising
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Mandie
Maclennan

Mortality Report
The report is currently under review and highlight reports will be presented at
future Boards will include detailed themes from other Trusts.
Health & Safety Report
The survey has been completed and regular maintenance checks take place.
Health & Safety updates will be given at future Board meetings.

71.17Public

Walk around Process
Jo Young noted that progress has been made and the walk around tool is
ready for implementation. Dates have been set and walk arounds will be
taking place during July/August 2017. Julie Gaze advised training will be rolled
out for Governors in August 2017.
Chief Executive Update
Fiona Edwards updated the Board on the following:
HSE Prosecution
On 22nd June 2017 Fiona Edwards and Justin Wilson attended the hearing with
regards to the tragic death of Andy Withers where the Trust pleaded guilty. It
was clearly an awful time for the family having to relive this again and our
thoughts are with them. It is important that we should, in private and more
publically carry out learning and reflect around the prosecution. The coroner’s
letter stated that one of the contributing factors is that we failed to work well
with our partners at Epsom and St Helier Trust around maintenance work. It is
important that we learn from this internally and across the services, that
working in partnership and collaboration saves lives.
As a Trust we need to have clarity around leadership to ensure we are aware
of where control and accountability sits. The HSE look at this when reviewing
issues and as a Trust we must understand and be clear on our lines of
reporting.
The judge said it was clear the challenges our services face in achieving the
right balance between creating a therapeutic environment, when treating
people under the Mental Health Act and, treating people in our care, who are
under section, in the most least restrictive way.
Suicide Prevention
There is currently a major focus on Suicide Prevention which is part of the
Sustainability Transformation Plan. An inaugural meeting with commissioners
will be taking place on Tuesday 4th July to discuss this in more depth.
Our first Suicide Prevention Conference is due to take place on 17th July, and
several colleagues from Surrey & Borders Partnership Foundation NHS Trust
will be attending.
Fiona Edwards also noted that Frimley and Surrey Heartlands STPs are in the
vanguard of the new national systems working. Surrey is only the second
devolved Health and Social care system and Frimley is progressing as an
accountable care system. We are the lead for Mental Health in both systems.
We really have to make a difference and Suicide prevention is at the heart of
this.
Fire Safety
There is a national focus by NHS Improvement to carry out inspections across
all services following the tragic events at Grenville Tower. These inspections
are to be completed by Sunday 2nd July and are being undertaken by Chris
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Rivers and 2 of his team. The only area of potential risk within the Trust could
be Farnham Road Hospital. Parking and access for Fire Engines must also be
reviewed.
Rahul Jaitly advised that buildings where he is based are going through the
same process. They have sourced guidance from the Department for
Communities and Local Government with reference to action plans and
recovery processes.
Drug and Alcohol Services
Due to the national cuts in public health budgets funding for Drug and Alcohol
Services has been affected. We are one of the largest NHS Trust providers of
the service and need to look at how we can take forward a discussion with our
commissioners. We must stress that the impact of these cuts will affect the
most vulnerable people and look at how we can voice this more publicly. We
understand there are constraints and with this in mind we must be thoughtful in
the ways we work collaboratively.
Andy Field referred to the GOOD draft rating we recently received from the
CQC following the inspection of the Trusts Drug & Alcohol services. He asked
if this is something we can use to influence commissioners around funding.
Fiona Edwards updated the Board that Service Leaders within Drug & Alcohol
will ensure that this work is driven forward. Providers may not be prepared to
deliver the services with the impending cuts.
Leslie Morphy said that we need to ensure we make a difference and look at
how we can be heard. The Chairman agreed noting that we have
responsibilities as a Trust and a duty to tell people things that they do not want
to hear. As members of NHS Providers / Confederation and the professional
relations with Royal College of Psychiatry and the Royal College of Nursing,
we need to look at how these can be utilised.
Lorna Payne noted that one of the challenges is that the majority of providers
for Drug & Alcohol Services are in the voluntary sector and are absent within
the Sustainability Transformation Plan. Where the NHS provider is a
subcontractor to a voluntary provider there is no voice with the Commissioner
and the risks are not being heard.
Helen Rostill noted there is fragmentation of the care pathway for Drug &
Alcohol Services; people are being admitted to acute wards as dedicated
services are not available. The Chairman said that this could be used as
leverage if we can evidence and collect data.
Rahul Jaitly suggested there could be an opportunity to outsource within the
private sector to look at possible funding.

72.17Public

The Chairman thanked the Board for the debate and noted that this is an area
for further discussion.
Trust Board Key Performance Indicators Report – end of year report
Graham Wareham advised at future meetings an infographic will be presented
that summarises the performance. The following was highlighted:



National standards report on Care planning approach - 7 days follow up for
Quarter 1.
Admission by home treatment team gateway for admissions to wards; met
Quarter 1.
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Delayed transferred of care; Mental Health versus acute can only discharge
to a safe place.
Early intervention in psychosis; continue to do well with a high percentage
of patients receiving care plans.
Meeting waiting times for Improving Access to Psychological Treatment
services is improving.

Graham Wareham drew the Board’s attention to:
Contract performance; home treatment team urgent referral targets are not
being met. We believe this is due to the appointments being recorded
incorrectly. We are currently reviewing this data to locate the underlying
problems.
Care planning; care plans should be received within a week of assessment.
However where there are multiple diagnoses the system finds it difficult to
process due to the level of complexity. This is not a clinical practice issue and
progress will be reported back to the Board at the next meeting.
Action. Progress on system issues to be reported back at next Board.

Graham
Wareham

Retention and appraisal data; retention continues to be an issue; 21.4%
vacancies in May 2017. Appraisal data has improved significantly compared to
last year.
Helen Rostill commented on the 7 day follow up data and noted that it is very
important that we are achieving against the national standards to view the
performance and contextualise.
Lorna Payne advised that a piece of work is underway to clarify, within the
report, the percentage of inpatients that receive CPA (Care Planning
Approach) as this looks very low. There have been issues around
documentation as staff find SystmOne challenging. Work with clinicians is
underway to ensure that the correct information is captured and inputted.
Fiona Edwards noted that this is a universal issue with SystemOne.
Jennifer Seeley referred to the delayed transfer of care and asked where this
information is taken as it reads as if it is from a single adult ward. Jo Young
noted that there are issues around support services for older people and
people with Learning Disabilities and Asperger’s; this is due to not being able
to find alternative accommodation. Weekly calls are now taking place with
commissioners to review these areas.
Future reports will contain more
detailed information.
The Chairman advised that he had met with colleagues from Mind Matters
noting that this in an area where we have a vast amount of data, particularly
around outcomes, and this should be included within the report.
Action. Mind matters data to be included.
Action. Future reports to contain detailed information on delayed transfers.

73.17Public

Rahul Jaitly asked if we review the performance metrics and capture trend
data. Graham Wareham advised reviews do take place, however there are
some issues with coding which are being investigated.
CQC Report
Jo Young updated the Board highlighting the following:



All actions plans have now been completed.
Allergies remain an issue however plans are in place to review.
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Graham
Wareham

 Draft inspection report of Drug & Alcohol Services rated as GOOD.
 All residential care homes rated as GOOD.
The CQC talked about how impressive it was to see the dramatic turnaround in
such a short space of time and are confident that we can put things right.
Jo Young updated the Board with regards to the information around the new
regime and framework. We are working to ensure we are compliant.
Andy Field and Leslie Morphy thanked Jo Young for the huge amount of work
from her and staff to turn the services around.
Andy Field referred to the new frameworks asking if these apply to our social
care homes. Jo Young advised as our Trust is considered to be very different
to others; we will need to review how the frameworks will consider us as the
new regime includes statements about flexibility in their approach. However
the social care regime should remain as it is.
Action. New regime caveat to be disseminated to the Board highlighting the
Social Care Inspections.

Jo Young

Fiona Edwards advised that the CQC have invited us to work with them to
consider the new models of care impact and can foresee what we do being
expanded across the system. She will be meeting with the strategy team and
chief head of inspection soon to discuss this.
The Chairman advised that we have built strong relationships with the CQC.
The Chief Executive of the CQC is aware of Surrey & Borders Partnership’s
progress and that we are one of the few NHS organisations that provide social
care for people with complex needs. This reflected the immense hard work
and acknowledged not only the staff but the Executive Team.
Fiona Edwards noted thanks should go to Lesley Wilson and Karen Dodd co
Directors of Services for People with Learning Disabilities in way in which they
acted and to learn and share this across learning disability services.
74.17Public

Action. Thanks to be passed to Lesley Wilson and Karen Dodd.
Safety Report
Justin Wilson presented the report and updated the Board in relation to key
safety areas and highlighted the following:





Jo Young

Three serious incidents reporting in May; one death (details are contained
within the private Board papers).
Reduced Absent without Leave incidents and continued monitoring.
No Prone restraints during the month of May.
Increase in total number of person’s secluded during May.

Fiona Edwards asked that we review the Preventing Future Deaths (PFD)
report published by the coroner as there is uncertainty if we publish our
response and to note the factual accuracy.
The Board discussed whether we could publish the coroner’s letter and our
response. It was noted this would need to respect the corner’s processes and
timing and be mindful the Preventing Future Death report may sometimes
include some factual inaccuracies.
Action. Review process and timing for the publication of preventing future
death notices and responses.
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Julie Gaze/
Justin
Wilson

Jennifer Seeley noted that the report was very helpful but would like to review
last year’s to look at trends.
Action. Reflect on trends for 16/17 and 17/18.

75.17Public

Justin
Wilson

The Chairman asked if Board members have seen areas of where additional
information would be beneficial then to highlight these and send to Julie Gaze
or Justin Wilson.
People’s Experience Report
Jo Young noted the importance of looking at people’s experience. This report
reflects what people are saying about us; the following was highlighted:





Number of inpatient and community surveys completed; increased in May.
Number of inpatient persons who use our service feeling involved in there
care planning in May was 88%, work continues to improve.
National Friends and Family Test rated green.
CAMHS dissatisfaction around care planning.

Andy Field asked if we could have detailed information around the completion
of surveys by demonstrating month on month comparisons. Jo Young noted
that collecting benchmarking data was discussed at the Executive Team
meeting. The Chairman said that we should look at how this is completed and
collected nationally.
Rahul Jaitly asked if the information is collected via email or personally. Jo
Young noted that a majority of surveys are completed via an IPad however
some people who use our services prefer paper based. For older people,
families assist however we have just recruited 4 volunteers to work within
inpatient settings to assist with the completion of the surveys to increase
numbers.
The Chairman asked that we look at the concerns/issues/comments that
people have made via the survey and evidence our response and actions on
this especially how we have engaged.

76.17Public

Action. Review people who use our services surveys and evidence our
response.
Value for Money Report
Graham Wareham presented the report advising that we are ahead of plans in
May. This was due to the sale of the Meadows in Knaphill, overall good
financial performance. However there are significant risks around temporary
staffing, we are currently 25% above agency cap; the same as of May 2016.
The Chairman referred to Item 4 - locum spend and asked if NHS Improvement
have set this target for all trusts. Graham Wareham confirmed this and
advised that, after an analysis was completed by NHS Improvement, it showed
that a large proportion of spend was around medical workforce and Trusts had
not been supported to manage costs.
Fiona Edwards advised, following the quarterly review with NHS Improvement,
we did expect to meet our end of year agency cap, however we will be
developing a 2 year plan reduce costs.
Helen Rostill noted that one national issue is that the funding metric has
changed and we are not able to fill the places for training as people are now
having to fund 50% of the course. Lesley Morphy said that the statistics in 4/5
years, this will reduce the workforce by 23%. The Chairman noted that this is
11

Jo Young

an extremely important concern and we need to look at ways in which will
make us a more attractive place to work.
The Chairman advised that we should look at what NHS Providers and the
Kings Fund articulate as we may want to think about how we use this in local
discussions to reflect these concerns. NHS Trusts are perceived to accept
unrealistic targets. We have to be clear that our staff are aware of the
impending issues as well as people who use our services and that, as a Trust,
we have the staffing we need.
Fiona Edwards advised that she will be meeting Surrey Health partners to
discuss a potential supply route for CAMHS youth advisors who would like to
move into Mental Health roles. This will be discussed further with Gavin Wright
our new Director of Workforce.
Rahul Jaitly asked if we have looked at opportunities within the international
market, possibly with a partner in Mental Health. Fiona Edwards advised that
Helen Rostill does have international contacts and this is an area we are
currently exploring.

77.17
Public

The Chairman noted that we need to explore every opportunity but noted that
all NHS Trusts are doing the same.
Risk Report
Julie Gaze presented the risk report and drew the Boards attention to the
highest risks discussed at the Executive Meeting. Following the review around
fire risk and safety it may well identify potential risks and actions which the
Board will be updated on. The following was highlighted:






Pressures around retention and beds.
Delayed transfer of care and delayed bed.
Moving ahead with plans around creating incentives for staff to remain at
the Trust.
Investment in inpatient environments which are the most demanding
areas.
Service changes; work to mitigate risks around the crisis care pathway and
working collaboratively with commissioners to ensure that the transition to
the new service pathway runs efficiently.

The Chairman stressed that we must ensure that we have suitable alternatives
in place prior to the decommissioning of the Crisis House service.
Lorna Payne updated the Board around the fire inspection work that had been
undertaken noting that there are a few issues that need to be addressed;
cladding at Farnham Road and Oakwood - working closely with fire advisor.
We need to ensure that all staff are aware and understand fire procedures.
Alongside this Chris Rivers is leading a piece of work around car parking as
there have been concerns raised.
Andy Field referred to the risk register and how this will progress. Julie Gaze
advised that Evonne Harding, Director of Safety is looking at new ways of
reporting and the possibility of being able to link to this electronically. There is
currently not an interactive link but it may be possible in the future.
The Chairman noted that risk registers are a challenge and a deep dive into
what we currently do and our responsibilities will need to be undertaken.
Rahul Jaitly advised the committee that he is aware of a tool which could be a
solution.
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78.17Public

Freedom to Speak Up Guardian Report
Jo Young presented the report on behalf of Lynn Richardson noting that she
has been in post since 3rd April 2017 and works 1 day a week at Sussex
Partnership. The report demonstrates that the role has made a clear impact
which enables issues around staff to be brought to the Board’s attention.
The next step will be for managers to undertake training to gain a fuller
understanding of how to work better with staff that have particular issues or
problems.
Leslie Murphy referred to item 5.1 regarding Hillcroft, in particular the
management issues. Jo Young advised that there is now a new Manager at
this service who is very supportive of staff.
Andy Field referred to item 5.3 Culture Reflections noting that wording needs to
be changed around bullying and whistleblowing.
Fiona Edwards asked if we have thought through the interface with the
Whistleblowing Policy. Jo Young advised that the policy has been redrafted.
Our Freedom to Speak Up Guardian will play a significant role in this and has
met with Mark Perry, Non-Executive Director who is our Whistleblowing Lead.
The Chairman thanked Lynn Richardson for her report.
Action. Jo Young to discuss wording around Culture Reflections with Lynn
Richardson.

Jo Young

Jon Bye asked if we are promoting that we want the Freedom to Speak Up
Guardian role to be focused on Patient Safety - this could be good especially
around whistleblowing. The national guidance shows that patient safety was a
key issue and that is what is driving the role. Jo Young noted that the Freedom
to Speak Up Guardian is not a Human Resources person and is someone to
be able to talk openly to.
The Chairman asked that at some stage it would be good for the Board to look
at how we evidence the way in which we are working with staff in relation to
sign posting them to report bullying/whistleblowing/patient safety.
Action. Look at how we can collate data and report on how we are working
with staff in relation to signposting them to report incidents.
79.17Public

24/7 Programme – Hospital Facilities for North West, East and Mid Surrey
Update Report
Justin Wilson updated the Board following on from the discussion held at the
private Board in May. The report details challenges to revenue costs in relation
to a second hospital new build however, there are continued discussions with
commissioners on how we move forward.
There is an expectation that in the future, there may be a requirement for
additional beds and we are currently reviewing potential options at West Park.
Graham Wareham advised that the meeting with the new Mental Health
Investment Board was positive however there are a range of options which will
have financial implications. It was discussed that additional services and
wards will be required; as our older population increases so may a person’s
need for mental health services.
Surrey Heartlands’ commissioners
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Jo Young

understand the need for additional services and noted that this would have to
be part of their 5 Year Forward Plan. Fiona Edwards explained that we should
take into account that commissioners may still have to say no to additional
funding.
The Chairman noted it was good to hear about the work and the priority to
ensure that we provide better inpatient and community services.
Action. Update on the progress for additional services to be given at next
board.
80.17Public

Quarter 1 Annual Plan Delivery Commentary
Julie Gaze advised that the Quarter 1 Annual Plan delivery commentary will be
provided to NHS Improvement at the end of July. The Board was asked to:



Advise if they are satisfied that the draft commentary provides a fair view
of delivery to date.
and
To delegate authority to Fiona Edwards, Graham Wareham and Julie Gaze
to update with any significant details that require amending.

Jo Young advised that there was a plan in place with Ofsted to inspect
Beeches. However due to the planned closure of this service in November
Ofsted made the decision that the inspection would not be required. If it
remains as a young person’s service this may trigger a CQC Inspection.

81.17Public

The Board approved the report and delegated finalising it to the Executive
Team prior to July submission.
Changes to the Standing Financial Instructions (SFIs), Scheme of
Delegation and Standing Orders
Julie Gaze referred to previous revisions that were approved by the Board in
April 2017 around the governance and accountability arrangements. Further
revisions have been identified around new business development, which was
detailed with the report, specifically on the current thresholds and update on
procurement practices. The threshold has changed with reference to Board of
Directors in relation to sign off at £5,000,000 for new business opportunities.
The Board approved and supported the changes of the process.

82.17Public

Governance Review – Quality House Revision Proposal
Julie Gaze presented the report which proposes changes to our Quality House
by simplifying and aligning more explicitly with the CQC domains but still
keeping our Value for Money pillar.
The Chairman referred to the pillars noting that staff experience will lie under
Caring and wondered what the implications will be for our new Director of
Workforce as Caring is a very broad domain. Jo Young noted that although
Staff Experience is not a separate domain there will be a separate element of
our House for this and Gavin Wright will have a significant overall role.
Leslie Morphy referred to the description of the pillars noting that Caring and
Care are separated but the description is identical. Julie Gaze advised this
was an error and will be amended.
Action. Correct the description of the domains around caring and care.

83.17Public

The Board approved the new Quality House.
Expert Report
Jo Young presented the report noting it was for information only.
14

Graham
Wareham

The Chairman asked why the Disability Network was not mentioned within the
report. Jo Young stated this information is not submitted to her but goes out
via e-bulletin. The Chairman requested that we review how we support staff
within the group and that information is contained within future reports.

84.17Public

Action. Contact the Disability Network to see if information can be captured
within the report.
Audit Committee Minutes – March 2017
The Chairman asked that we submit papers closer to the date of the meeting in
future to ensure that these can be reviewed in a timely manner. He suggested
that in future, a highlight report is given rather than a copy of the full minutes.
Action. Highlight report to be submitted for future Board meetings for Audit
Committee and Quality Committee rather than full minutes.

85.17Public

Date and Time of Next Meeting
13th September 2017, 14:00 – 16:00, Trust HQ.
Chairman’s Signature that the Board Approved the minutes, subject
to any amendments or corrections which will be recorded in the
minutes for this meeting.
Signed:

Date:
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Jo Young

Jo Young /
Graham
Wareham

Item: 90.17
Matters Arising
Minutes of a Meeting Held in Public – 28th June 2017
Ref

Item:

68.17
Public
72.17
Public

Declarations of Interest
Declarations of interest to be updated for Jennifer Seeley
Trust Board Key Performance Indicators Report
 Progress update on systems issues around car planning to be
brought back to September Board.
 Outcome data from Mind Matters to be included in the report.
 Future reports to contain detailed information on delayed transfers.
CQC Report
 New regime caveat to be disseminated to the Board highlighting the
Social Care Inspections.
 Thanks to be passed to Lesly Wilson and Karen Dodd.
Safety Report
 Review process and timing for the publication of preventing future
death notices and responses.
 Reflect on trends for 16/16 and 17/18 in future reports.
People’s Experience Report
Review people who use our services surveys and evidence our
response.
Freedom to Speak Up Guardian report
 Wording around Culture Reflections to be discuss with Lynn
Richardson.
 Look at how we can collate data and report on how we are working
with staff in relation to signposting them to report incidents.
24/7 Programme
Update to be given at the next board around the progress on additional
bed – funding.
Expert Report
Disability Network to be contacted to look at how we can capture
information within the report.
Audit Committee Minutes – March 2017
Highlight reports to be submitted for audit and quality committee.

73.17
Public
74.17
Public
75.17
Public
78.17
Public

79.17
Public
83.17
Public
84.17
Public
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Action

Status

Mandie Maclennan

Completed

Graham Wareham

September 2017

Jo Young

September 2017
Completed

Justin Wilson

September 2017

Jo Young

Jo Young

June 2017

Graham Wareham

September 2017

Jo Young
Graham Wareham
Jo Young

September 2017

Item: 90.17
Matters Arising
Minutes of a Meeting Held in Public – 28th April 2017
Ref

Item:

Action

Status

46.17
Public

Person’s story
Jo Young to convey the Board’s thanks to Nicola

Jo Young

Completed

47.17
Public

Declarations of Interest
Declarations of interest to be updated for Mark Perry

Wilhelmina Cox

Completed

49.17
Public

Board Session on Suicide Prevention Strategy
A date will be identified for this board session.

Justin Wilson /
Julie Gaze

October 2017

49.17
Public

Health & Safety Report (13/17) – Lightning Conductors
Estates Team to be advised of the Board’s concern of the delay in
completing this work.

Jo Young

Completed

57.17
Public
62.17
Public

Mortality Assurance Report
Look at external PFDs reports to see if there is any learnings for us
KPIs 2017-18
Implementation Report to be provided for next meeting

Justin Wilson

Ongoing

Graham
Wareham

June 2017

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

Item:

Action

Status

31.17
Public

Key Performance Indicators Report
Report on staff retention.

Jo Young

September 2017

32.17
Public

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

Julie Gaze

Completed
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Item: 90.17
Minutes of a Meeting Held in Public – 25th January 2017
Ref

Item:

Action

Status

08.17
Public

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

Justin Wilson
/Julie Gaze

October 2017

08.17b

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

Jo Young

September 2017

13.17
Public

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

Jo Young

June 2017

22.17
Public

Board Walkaround – Review of Process
Jo Young to amend the Walkaround tool turning questions to prompts
and to discuss the new approach with the Lead Governor

Jo Young

Completed
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Trust Board Meeting in Public
Date

13th September 2017

Item No

92.17

Paper Title

Trust Board Key Performance Indicators Report

Director

Graham Wareham

Report for

Discussion

Discussed to date and
next steps

The board performance report will be presented at the Council of Governors.

Purpose of the paper

The Board is asked to comment on and note the report on the following:




Performance on contractual quality standards
Number of people on CPA
High occupancy on the mental health wards

Health/Social Impact –
Contribution to our
objectives

Focusing on our performance indicators will be critical to positive health and social
impacts

Impact on Risk

There is a risk around commissioners reporting if we are unable to get an agreement
around recording and suitability of metrics for SystmOne

Financial Implications

Effective management of our performance will be critical to delivering on our financial
plans

History

Paper presented to the Board on a monthly basis

Executive Summary
This paper summarises the key points from our performance against Quality House Indicators.

Positive Findings
Our performance is rated as ‘Green’ for:
 4 of the five assurance and governance metrics in our Quality House
 10 of the 12 experience metrics
 17 of the 19 safety metrics
Areas for Improvement
Our performance is concerning for the following metrics:
 Quality Standards: urgent HTT referrals seen within four hours; care plan within one week of assessment; CPA
crisis and contingency plans
 Involving people who use our inpatient services in planning their care
 Staff retention
 Vacancies
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Introduction
This new style report is based on the June position and will always be based on a month in
arrears, given that much of the required data cannot be produced and validated in time for
submission of papers. Flash July data is given where it is available.
Overall Surrey and Borders have identified 100 metrics to manage to cover the CQC domains.
We have used green, amber and red to represent performance as expected, performance not
as expected and performance is a cause for concern, respectively.
The Trust wide quality house, from which the below diagram is distilled, is represented at the
end of this paper.

Areas to Highlight
1.

Commissioner Reporting

Commissioner reporting continues to be a concern. As illustrated in Figure 1 we are
performing significantly below our contractual thresholds in some areas.
A detailed audit of breaches has been completed over a number of these indicators, and some
recommendations were made to the executive board on 22nd August. In this paper, we will
touch on three specific areas – i) care plan within one week, ii) crisis and contingency plan
within one week, and iii) inpatient dementia screening within 24 hours.
20

The audit has established that in many cases the definition of the metric is such that given the
way SystmOne works it is almost impossible to achieve the metric as was originally
envisaged. For example, a care plan within one week is dated from the first contact. However,
the first contact is often a telephone call to ensure someone is safe and the comprehensive
assessment does not take place until the second contact. Alternatively, the dementia
diagnosis only qualifies if it is recorded against the current open referral, but sometimes we
maintain the diagnosis from a previous referral if that is still suitable.
The remedies we have suggested therefore break down into three themes, improving clinical
practice so that information is recorded in the correct place, engaging our commissioners in a
dialogue about the suitability of the metric definitions and changing the way we use Systm
One to make the metric easier to record.

2.

Safe Domain

Overall we believe there is lot to be positive about in the safety domain with eleven indicators
marked as green and two marked as amber. The two areas that could be concerning are
related to the number of unexpected deaths. The charts below show that patient mortality is
increasing overall and this is due to unexpected deaths, though overall deaths are falling. In
addition in-patient self-harm also seems to be rising.
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3.

Effective Domain

Overall we believe there is a lot to be positive about in the effective domain, but there are also
some significant concerns with eight indicators marked as green, two marked as amber and
three marked as red. Our average occupancy remains high at 90% and above the 85% target.
This figure will rise when we remove crisis house and show Rowan with available bed capacity
rather than physical bed capacity. Also, we have seen little improvement in our physical health
check
data.
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4.

Responsive Domain

Overall we believe there is a lot to be positive about in the responsive domain, but there are
also with eight indicators marked as green and two marked as amber. The main area of
concern is the constitutional standards for admissions gate kept by HTT which just missed its
target for Q1 but has improved in July. The other area of concern is the completeness of our
rosters. We have not presented the data here as it is a complex picture and will address this
issue next month.
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Appendix A: Trust Wide Quality House
The above information is digested from the below.
Trust-wide Quality House

Well Led
Leadership

Governance

Learning

Single Oversight
Framework

Equality and Human Rights

Information
Governance

CQC ratings

Records
Management

Safe

Effective

Caring

Responsive

Value for Money

Serious Incidents

VTEs

Your Views Matter

EIIP waiting times

Agency spend

Incidents

Pressure care

People Involved in Planning Their
Care (community)

IAPT waiting times: 6 weeks

Use of Resources

Safe Care Programme

Falls

People Involved in Planning Their
Care (inpatient)

IAPT waiting times: 18 weeks

NHSI segmentation rating

Never events

Protected Characteristics

People Satisfied with Service

CYPS Eating Disorders waiting
times

Finance

Mortality

Out of Area Placements

Carers Satisfied with Service

Admissions gate-kept by HTT

Capital

Unexpected Deaths

Delayed Transfers of Care

Friends and Family Test

CPA 7 day follow-up

Suicide rates

Bed occupancy

Compliments & complaints

e-Rostering

AWOL incidents

Mental Health Act

IAPT access for older people

Substance Misuse indicators

Missing persons

Physical Health Checks

Carers Assessments

Foundation Standards

DATIX incidents with reviews
outstanding

Health Action Plans

Carers experience

Patient-Led Assessments of the
Care Environment

Restraints

Comprehensive Action Plans

Triangle of Care

Average Length Of Stay

Prone restraints

HTT referrals treated within 4
hours (Adult)

MSSA

Readmission rates within 60
days

Risk Management

Care plan within 1 week (Adult)

Environmental

Learning from incidents

CPA Crisis & Contingency Plan
(Adult)

Duration of Untreated Psychosis

Medicines Management

Care planning

Average time on caseload

Safe Staffing

Mouth care

Community appointments

Self harm

HTT referrals treated within 4
hours (SPA)

Carers prescriptions

CPA Crisis & Contingency Plan
(SPA)

Social Care assessments

Infection control
CARE 2 Quit
Non Smoking Environment
CAMHS Outcomes using IAPT
Tools

: Staff Experience

Staff training

Staff Friends
and Family Test

Statutory training

Mandatory
training

Appraisals

Supervision

Staff recommend the
Improve staff with
Staff recommend the Trust as a
Trust as a place to
disability experience
place to receive treatment
work
and satisfaction

Incidents of
Abuse against
staff

Retention of Staff

Key:
Green

Performance as expected

Amber

Performance not as expected

Red

Performance is a cause for concern

Mauve

Not reported on yet

Staff from a BME
background report
discrimination
Staff with a disability
report bullying,
harrassment or abuse
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Sickness
Absence

Staff Survey
Response

Staff Satisfaction
Rating

Starters and Leavers

Workforce
Capacity

Better than
average staff
survey results

Temporary
workforce

Trust Board Meeting in Public
Date

13th September 2017

Item No

93.17

Paper Title

CQC Update Report

Director

Jo Young, Chief Nurse and Deputy Chief Executive.
Jo Lynch – Associate Director of People’s Experience and Head of Nursing.

Report for

Discussion

Discussed to date and
next steps

Our CQC update is discussed in our CQC project group and is reported to our
Executive Board and Trust Board, Council of Governors and with our Commissioners.

Purpose of the paper

To provide the following update:





Well-Led domain inspection took place on 25th/26th July
Beeches Ofsted Registration visit took place on 1st August.
2 Requirement notices received from our recent core service inspections.
We have two leadership gaps in our social care homes due to sickness.

Health/Social Impact –
Contribution to our
objectives

The CQC Essential Standards provide an important minimum indication of the quality
of care being provided by services. It is essential that our service delivery has the
individual at the centre and is mindful of the individuals protected characteristics

Impact on Risk

Our 2 breaches indicate the risk of delays in our environmental improvement plans are
impacting on our ability to provide privacy and dignity in our hospitals

Financial Implications

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

History

Over time we have seen sustained improvements in the quality of our services

Executive Summary
We received positive verbal feedback from our well led domain inspection

Positive Findings
 All our core service related inspection reports have now been received and have been published.
 We were not found to be in breach of regulation with regard to mixed sex accommodation guidelines in any of
our adult/older adult or drug and alcohol core service reports. We continue to protect peoples’ privacy and
dignity through care planning in our hot spot areas (Blake, Spenser, Windmill House and Margaret Laurie
House).
Areas for Improvement



Requirement Notices – we are reviewing of the layout and lighting of the dormitories in our wards at Abraham
Cowley Unit.
Follow up on the other findings in the acute and older adult inpatient services with regard to care planning
and physical health checks (MEWS).
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Care Quality Commission - Update
1. Well-Led inspection
We await the outcome of our well-led inspection which took place on 25th and 26th July – we
received positive verbal feedback and expect the draft report imminently for factual accuracy
checking.
2. Our Healthcare Services
Focused unannounced Inspections
We have now received the two reports following the April inspection of our adult and older
adults inpatient services based at the Abraham Cowley Unit.
Key highlights:
Spenser ward: 1 breach of regulation relating to the layout and lighting in the dormitories.
The report comments that:





The ward was regularly accommodating females in rooms in an area of the ward assigned
to males.
The ward design hampered our staff’s ability to observe people safely.
The bed space areas in the communal dormitories were restricted and there were low
levels of light during the daytime which presented a hazard to people.
Not all our staff working with people had completed the trust’s dementia awareness
training.

However CQC found the following areas of good practice:






Our staff are knowledgeable about the needs of the people on the ward and the shifts
were filled by permanent staff.
All people had comprehensive risk assessments and had their risks regularly reviewed by
the multidisciplinary team.
All people had current care plans which were personalised to their assessed needs.
Our staff monitored peoples’ physical health regularly using recognised health assessment
tools.
People had good access to psychological interventions and occupational therapy on the
ward

Clare, Anderson and Blake wards: 1 breach of regulation relating to lighting and privacy in
the dormitories on Blake ward.








One of the wards contained dormitories. The dormitories were poorly lit during the day and
had restricted space around the bed areas also the inspectors observed clinical
conversations happening in bed spaces while people were opposite, this meant the
conversations were easily overheard
The layout of all wards meant that observing people was challenging for our staff. In
particular the semi-circular layout of Blake ward and the position of the ward office at one
end made it particularly difficult to ensure all areas of the ward were easily observed.
When the inspectors looked at the care records they found 14 of the 23 sets reviewed did
not have a care plan that was recovery orientated or highlighted the individual people’s full
range of strengths and weaknesses. In addition five of the people on Clare ward did not
have any care plans in place.
The modified early warning score (MEWS) was being inconsistently applied to the people.
Out of the 23 sets of care records reviewed none of the MEWS charts observed were
being scored at the time of the inspection.
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However they found the following areas of good practice:








Safety was being considered on a regular basis when our ward managers had twice daily
safety calls with the service line leads. This ensured that discussions around safe staffing
levels and the skill mix of our staff on each ward was reviewed and addressed. It also
reviewed how our staff were managing keys and personal alarms safely.
Our staff on the wards had regular "Datix huddle" meetings to review the incidents for each
of the wards over the previous seven days.
On Blake ward there was a multi-disciplinary conference call every day which was
attended by our consultant, associate specialist, our ward doctor, representatives from our
home treatment team, our community mental health teams and our ward nursing team.
They could see that supervision was happening and our ward managers had developed
their own method to make sure supervisions were happening. Appraisal levels were at
100% across all three wards in March 2017.

When the inspectors revisited the hospital on the 27 April 2017, they found that our care plans
and risk assessments for people had all been reviewed and updated and physical health
monitoring was taking place and being recorded consistently.
We are developing an action plan to review the improvements that could be made to optimise
lighting and the layout of the dormitories across 3 wards (Anderson ward has single rooms
only) in response to the requirements notices and will work on an improvement plan for the
other issues identified.
3. Our Social Care Services – Residential Care Homes
Brook House was inspected on 17th August 2017.
We have two leadership gaps currently in our social care homes – the Registered Managers
of Brook House and Jasmine @ Primrose are absent due to sickness. We have submitted the
required 28 day absence notifications to CQC. Both services are being managed by the
Deputy Managers with support from their Service Managers.
4. Drug and Alcohol Inspection
The report for our Drug and Alcohol services for Surrey, Hounslow, Brighton and Hove has
been published. We have received a good rating overall and in all 5 domains with no
regulation breaches.
CQC rated our Substance Misuse Services as good because:












Our ward and our community team bases were clean and well maintained. Within the
community services, all group, clinic and interview rooms were in a separate area that
could only be accessed by our staff; these rooms were all soundproofed and private.
Care records and risk assessments within our community services were detailed,
personalised and up to date.
All services had sufficient staffing respect to client caseload.
The medicines management was good in all community services and all staff followed our
Trust policy.
There were good and effective handovers between all teams during morning briefings and
change of shift.
At Windmill House, there were excellent working links with internal departments at St
Peter’s Hospital Site, such as the diabetes clinic and accident and emergency.
Our staff were able to book interpreters and was able to use the same interpreter for
continued key work sessions.
Our staff felt that our Trust’s vision relating to substance misuse had improved and now
appeared to have become more prominent on the trust’s agenda.
All service managers had a local risk register that was reviewed and updated regularly.
This was then fed into our Trust organisational risk register.
All service managers felt very supported by27their line manager and felt very connected to
and part of our Trust.



Everyone they spoke to told us that they were confident that they could raise issues
without fear of concern and knew the correct processes to follow if they wished to
complain or whistle blow.

5. Mental Health Act monitoring reports
Deacon unit received a monitoring visit in May and we received the report in July. Areas for
improvement are described below and an action plan is in place.







Section 132 – a gap in recent explanation of rights to one person and their nearest relative
Information regarding admission under the MHA and contact details for the IMHA were on
the notice board in the unit, but were not in easy read format.
No update was being provided to the local authority in relation to the requests for DoLS
authorisations.
A persons’ capacity was considered in weekly ward rounds but notes stated that
medication was being given under a best interest’s decision instead of under the MHA.
Improvements required in care planning and related risk assessments
Section 17 signed leave forms not corresponding to information kept in the Section 17
folder.

6. Registrations
Ofsted made their registration visit to Beeches on 1st August and we await feedback of the
decision to register.
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Trust Board Meeting in Public
Date

13th September 2017

Item No

94.17 Public

Paper Title

Safety Report

Director

Justin Wilson, Chief Medical Officer
Authors: Penny Vera, Interim Associate Director of Risk & Safety ; Evonne Harding,
Director of Risk & Safety

Report for

Discussion

Discussed to date and
next steps

The Serious Incident (SI) Management process has been reviewed and a revised
process has been implemented this month. New criteria and analysis prior to reporting
of SI’s and more emphasis on analysing low level incidents and near misses to look for
trends and themes.

Purpose of the paper

The Board is asked to comment on and note the report on the following:
 Reduction in the number of AWOL’s including those meeting SI criteria
 Occasional prone restraint continues but each episode is thoroughly reviewed
 The Trust maintains a positive reporting culture

Health/Social Impact –
Contribution to our
objectives

The analysis of key safety metrics is essential to ensure that the Trust has clear
oversight of any emerging themes/issues that may affect the delivery of positive
outcomes for people using services.

Impact on Risk

None

Financial Implications

No new financial implications related to this report

History

The Trust reports at every Board progress on key updated safety metrics to assist
members in monitoring the quality of care provided for people who use our services.

Executive Summary
The number of Serious Incidents that are reported this month is an increase on last month, however the types of
Serious Incident reported are varied and take into account a more thorough and robust analysis of data across the
Trust, and identifying opportunities for learning through significant incidents other than from deaths alone.
Positive Findings



Reduction in the number of AWOL’s
Consistent low number of use of Seclusion

Areas for Improvement



Datix training on new incident reporting form to help increase awareness of incident reporting
Occasional episodes of prone restraint still occurring and each episode is thoroughly reviewed

29

Safety Report
September 2017

1. Introduction
This report is designed to provide the Trust Board with assurance in relation to safety across the
organisation. The Risk and Safety Team were recently inspected by the Care Quality
Commission (CQC) as part of the ‘well led’ inspection and received positive feedback.
We have recently recruited substantive staff to replace our interim appointments and are
building a strong and resilient Risk and Safety team.

2. Summary
The Risk and Safety Team continue to implement its Improvement Plan for 2017/18, with
particular focus on:
 The Scrutiny Panel will be changed into an Incident, Risk and Litigation Scrutiny Panel. This
will allow for more focus on the trends and patterns, oversight on all incidents (especially low
level investigations), more emphasis on action plan monitoring for all incidents, risks and
litigation (PFDs, inquests, etc.) and having the evidence for measures of success.



Revising and developing our Legal Services systems and processes with a focus on full
integration and close working with other members of the Risk and Safety Team. This
includes the new Trust Solicitor who came into post in July 2017, establishing relationships
with other parts of the organisation such as HR, Property, and the Mental Health Act Team.



We have also recruited a carer with many years of working strategically within the Trust who
has kindly agreed to work with us and provide carer/family involvement in any Serious
Incident investigations where the family concerned feel unable to become involved. This will
ensure that all of our Serious Incident investigations have a critical review by a family
member, which we feel is essential to provide a thorough and detailed investigation and
enhance learning. We are having discussion with them regarding attending our Incident,
Risk and Litigation Scrutiny Panel in order to give a person-centred focus to the meeting.
They have full understanding of confidentiality procedures having worked for the Trust for a
number of years in various capacities. They will receive training and support as required by
the Risk and Safety team.



We are implementing a bi-weekly Serious Incident and High Level Investigation Review and
Sign-Off meeting. This will enable a continuous review and sign-off process, including
ensuring that the right people are invited to the RCA investigation meetings. This meeting is
being chaired by Hilary Forster, Associate Medical Director who recently attended the two
root cause analysis methodology training sessions. The individuals that currently attend the
Scrutiny sign off panel will still be very much involved in the sign off of the report, this will
however take place much earlier in the process and they will be invited to attend the RCA
expert scrutiny panels where their views, judgements and expert knowledge with be crucial.



Our Mortality Policy was presented to the Policy Assurance Group in August for approval
and pending some slight changes will go to the Executive Board in September for sign off.



The Risk and Resilience Officer has commenced a review of all services’ Business
Continuity Plans with the aim of updating them in collaboration with the services.



The first Risk Summit and Support approach was held for Clare ward. Feedback regarding
the approach has been positive. The Director of Risk and Safety will be meeting with the
ward manager, matron, consultant and therapies manager to support them in identifying the
improvement they think is required. A paper will be presented to the Executive Board
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outlining the process, its impact and the action plan developed by the ward manager,
matron and consultant.



The incident form on Datix has recently been updated to include several key fields. The
incident low level incident investigation (Datix huddle template) and high level and serious
incident investigation template have also now been added to Datix. This will enable better
oversight of all investigations undertaken by the investigators. The Director of Risk and
Safety and Associate Director of Risk and Safety will be visiting all areas introducing staff to
the new form before it goes live. This will allow:

o
o
o
o

Staff to become familiar with the new form.
For any other improvements to be added as identified by staff during the training.
Reinforce how to and why staff are completing the form.
For staff to know what information is expected from them when completing the form,
as sometimes forms are lacking key information which would help determine the
severity of the incident. The aim is that, along with the introduction of the new form,
there will be incident reporting training which will in turn increase the Trust’s incident
reporting rates. High reporting organisations are seen as good organisations with an
open positive culture.

3. Safety Metrics
There have been 12 Serious Incidents reported in
July 2017. Five of these incidents were deaths,
one incident involved a member of the public with
a gun trying to gain access to the HQ building
and one incident was an individual known to
services in the community assaulting someone
with a knife. There were three fractured neck of
femurs on three different wards. Some analysis
and corrective work has already been undertaken
on the three wards which are subject to a cluster
Serious Investigation review. There was also an
under 18 admission to an adult ward. There were
no AWOL Serious Incidents registered this
month.

4.

There were four Seclusion incidents involving
three different individuals. All incidents
happened as a result of severe threats of
violence or violent behaviour towards staff.
Two different wards initiated Seclusion;
Mulberry and Rowan ward.
All episodes
occurred in the dedicated seclusion suite and
involved adults.
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There was an increase in the use of
restraint reported for this month to 31
episodes which were for 24 different
people. This is a slight decrease on the
same period from last year. This may be
due to the acuity of the wards at present
and the challenging behaviours staff are
encountering.

There were two incidents involving the use of
restraint in the prone position. These were
both on the section 136 Suite at Farnham
Road Hospital for two different individuals.
The first individual has a long history of selfharm and was refusing to cooperate for their
own safety. The second individual was a new
admission who was transferred from the
community via the 136 suite into the Deacon
Unit. They became distressed whilst waiting
in the 136 suite to be transferred to the
Deacon Unit and had to be restrained within
the 136 suite for their own safety.

This chart shows the number of AWOL’s
reported meeting Serious Incident (SI)
criteria. We have had a decrease in the
numbers of AWOL’s meeting SI criteria
with none this month.

This chart shows the AWOLS reported that
do not meet SI criteria which would be;
those individuals who were not risk rated
RED and/or not under the Mental Health
Act at the time of the AWOL from an
inpatient unit or A&E department.
The incidents occurred; two on Mulberry,
one on Rowan and one on Blake. There
has been a significant improvement in the
number episodes in comparison to a
similar period last year.
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The overall number of incidents being reported suggests a strong reporting culture. The Datix template is
currently being revised and when this is finalised the Risk and Safety team will be visiting teams throughout the
Trust to introduce the new, more user-friendly template. We are hopeful that a byproduct of this training will be
an increased awareness of the need for reporting and an ease of reporting. This may lead to a further increase
in our reporting numbers.
*The spike in Datix incidents in September and early October 2016 is explained by us entering ONS Datix
deaths

5. Conclusions
The report demonstrates various improvement outcomes with respect to key safety metrics
during the past 18 months. Some work continues to be undertaken to ensure the increasing
optimal use of restraint techniques where essential. The Risk and Safety team would also like to
see a continued trend of increasing number of incidents reported within the Trust, as it aims to
help move the Trust towards an even more open positive safety culture.
The Risk and Safety Team has commenced drafting the Trust’s first Risk and Safety Strategy
which will soon be available for approval.
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Trust Board Meeting in Public
Date

13th September 2017

Item No

95.17

Paper Title

Complaints and Compliments Report – Q1

Director

Jo Young, Chief Nurse and Deputy Chief Executive
Jo Lynch, Associate Director of People’s Experience and Head of Nursing

Report for

Discussion

Discussed to date
and next steps

Complaints and PALS information is shared at the Quality Committee and Executive
Board. Team level issues are shared at the Divisional Quality Action Groups and
reported through to the Operational Board.

Purpose of the paper

The Board are asked to comment on and note the report on the following:

Health/Social Impact
– Contribution to our
objectives

Impact on Risk
Financial
Implications



Our PALS contacts and local resolution conversations demonstrate an early
intervention approach into resolving people’s concerns



We are not collectively responding quickly enough when we formally investigate
complaints



People’s experience of their clinical treatment and our staff attitudes are the main
themes that concern people when they contact us

Caring: The tone of our communication really makes a difference to peoples
experience
Responsive: We need to ensure we find ways of showing the good local response work
Safe: People understanding that listening to people’s concerns drives up our ability to
deliver safe services
Effective: Complaints help us deliver real change evidence based change when things
have gone wrong
Well-led: we know that good leaders value people’s feedback and are driven to support
local resolution of concerns
An inability to learn from complaints may enhance the likelihood of adverse events and
poor outcomes for people
Nil associated with this paper
The Quality Committee has historically received an annual complaints and Pals report
outlining

History

Executive Summary:
This report gives the overview of the concerns people, families and carers have raised through Complaints and
PALS. It reports the quarter one data showing a year on year comparison, the 2 main themes of complaints and
gives a summary of each complaint where a response has been provided within this quarter to enable Board
oversight of the quality of our services through the people’s experience lens.
Positive Findings
 We have had only 2 complaints for our inpatient services in this quarter
 Families are kept informed if there are delays in responses following investigations
Areas for Improvement


We need to improve our collective responsiveness to investigation complaints and delivering on the
promises we have made to families.
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Complaints and Compliments Report
This report provides the Board with detailed people’s feedback which helps show how people,
families and carers experience our services. We continue to receive the most complaints and
PALS contacts from people seen by our mental health services for adults.
We received 14 complaints this quarter, six in April, three in May and five in June. The chart below
shows the number of
complaints
received
in 16
14
2017/18,
compared
to 14
12
2016/17.
We did not 12
10
receive
any
new 10
7
8
7
notifications
from
the
6
6
6
6
2017/18
5
6
5
Parliamentary and Health
4
4
4
2016/17
4
3
Service Ombudsman during
2
April to June 2017.
0

During quarter 1 2017, 85
PALS
contacts
were
received. 38 received from
people who use our services and 45 from carers and families. Two further contacts were made
from the members of the public.
The table below gives an overview of the number of complaints received and closed, as well as the
number of compliments received during April - June 2017.
April

May

June

Closed

Compliments

Received

Closed

Compliments

Received

Closed

Upheld/partially
upheld

Compliments

Upheld/Partially
upheld

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

Upheld/Partially
Upheld

Lead Directorate

4

5

5

8

2

8

4

16

1

5

3

18

0

0

0

7

0

1

0

6

1

3

2

19

1
0
1
0
6

1
0
2
0
8

1
0
2
0
9

3
0
7

0
0
1
0
3

1
0
0
0
10

1
0
0
0
5

4
1
4

1
1
1
0
5

1
0
1
0
10

1
0
0
0
6

16
1
1
2
57

25
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Out of the fourteen complaints received, five were about medical concerns and nine were about
operational matters. The majority of complaints we receive continue to be for our working age
adult mental health services.
Five were received for our community teams and two for our inpatient services. We have seen a
decrease in the number of medical complaints received during this period in all services.
Experience of clinical treatment and the attitude of our staff are people’s main concerns
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Service

Number
received

People’s primary concern

CAMHS NE

2

i-access

2

ASPH Psychiatric Liaison
Team
Epsom CMHRS
Spelthorne CMHRS
N E Hants CMHRS
EIIP East
Juniper Ward
Blake Ward
Sheiling (Residential social
care home)
West Elmbridge CMHT-OP

1

1) Communication and access to psychology
2) Lack of follow up after initial assessment
Both were about the coordination of medical
treatment
Poor nursing care

1
1
1
1
1
1
1

Lack of continuity of care
Poor nursing care
Treatment didn’t have expected outcome
Wrong diagnosis
Treatment didn’t have expected outcome
Person disputes what is in medical record
Concerns about a person’s property

1

Time to see doctor/nurse

Safe Haven Aldershot

1

Lack of compassion

1. Breakdown of Positive Sentiments/Compliments
We received 113 compliments from people for 47 individual teams. The table below shows the 7
teams that have received 4 or more compliments in this quarter.
12
10
8
6
4
2
0

The consistent theme from all the
compliments received is that people have
experienced
the
professionalism
and
dedication of our staff expressing their thanks
for the support they have received and the
relationships that have developed. CYPS,
Adult Mental Health and Older Adults
services have an additional theme of people
experiencing beneficial treatment which
enabled their recovery.

Services
2. Responsiveness
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 14 complaints received this quarter, we have
closed four. However, in addition to the four complaints above, a further 24 have been completed
from previous quarters. At the end of quarter one, our performance is at 53% which is below
expectation. We have experienced issues with gaining consent from the person who uses our
services which has hindered our ability to fully share the outcome of the investigation with the
complainant however people and their families were kept informed of any delays. Some
investigations also took longer than we expected. We continue to refine our systems to reduce
these delays and improve people’s experience including a new complaints scrutiny panel which
starts this month (July).
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3. Learning from complaints.
Below are four examples of where we have made changes in response to what people have told
us about their experience of our services.
1. Someone was unhappy with the medical treatment by our CMHRS. We undertook an
assessment and found symptoms of generalised anxiety and started medication which was
appropriate. There was a review and improvement in symptoms noted, dosage was
increased as no side effects reported. There was a further review and subsequent
discharge with plan. We confirmed that what was being reported in letter were the side
effects and symptoms of discontinuation of medication. We confirmed that side effects
would not be likely from missing a single dose of medication and we usually advise that
dose is reduced in steps.
We have now improved the levels of information provided through our Choice and
Medication website.
2. We received a complaint from a family member of someone who was seen by our
community team. We explained the rationale for our assessment and diagnosis of
dementia and the investigations undertaken, including scans. We apologised that we had
not taken full collateral history from family and that the initial assessment letter did not have
a fuller clinical picture and we apologised for this.
We agreed to produce a new pro-forma to ensure that full background assessments are
taken and have arranged a meeting with Chief Medical Officer and Divisional Director as
follow up.
3. We responded to a complaint about the administration of someone’s medication at our
CMHRS.
We apologised that previous guidance produced had not been adhered to and that this has
now been rectified to improve this persons experience going forward.
4. We received a complaint about our Mind Matters service. We confirmed that IAPT is a
short term intervention and apologised that there was a delay of 13 working days between
our therapist leaving and being able to see a new therapist, partly because a female
therapist was requested. We reassured this person that all therapists are appropriately
qualified and able to undertake face to face or telephone assessments.
Our team were reminded of the importance of informing people in a timely manner if they
are changing roles or leaving the service to minimise the impact of changes.
4. Parliamentary and Health Service Ombudsman (PHSO) feedback
We have not received any feedback from the PHSO for this reporting period.
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Trust Board Meeting in Public
Date

13th September 2017

Item No

96.17

Paper Title

Value for Money

Director

Graham Wareham – Chief Finance Officer

Report for

Discussion/Information

Discussed to date and
next steps

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

Purpose of the paper

The Board are asked to comment on and note the report on the following:
 A year to date surplus of £0.2m, £0.5m worse than plan
 A use of resources score of 3
 The Trust still expects to hit its control total by the end of the financial year

Health/Social Impact –
Contribution to our
objectives

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

Impact on Risk

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

Financial Implications

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

History

This report is presented monthly to the Board

Executive Summary
This paper highlights the key messages from the M4 financial results.

Positive Findings
 With the improvement in the availability of activity reporting, we are starting to conduct some interesting
analysis to support our future planning and response to the financial challenge
 Divisional Directors are committed to the challenge of recovering our position to plan.
Areas for Improvement



We reported a YTD surplus of £0.2m, £0.5m worse than plan and are moving the overspending divisions into
financial recovery
Our agency spend is 38% above our cap YTD resulting in a use of resources rating of 3 for this metric.
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Value for Money Report to 31 July 2017
1

Introduction



This report sets out the July value for money position.

2

Value for Money Headlines



For the period to 31st July 2017 the Trust has delivered a year to date surplus of £0.2m.
This is £0.5m worse than plan.



This excludes £697k of additional STF (Sustainability and Transformation Fund) money that
was awarded to us for 2016/17.



Our disposal of assets YTD have delivered a higher than expected profit on disposal, which
offset operational overspends in Q1.



The table below summarises the financial position:
Annual Plan
£m
160.8
(151.2)
9.6
(5.7)
(3.7)
(0.1)
0.1
0.9
1.0
1.5
0.0
2.5
0.0
2.5

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

YTD Plan YTD Actuals YTD Variance
£m
£m
£m
53.2
54.1
0.9
(50.1)
(53.6)
(3.5)
3.1
0.5
(2.6)
(1.9)
(2.1)
(0.2)
(1.2)
(1.2)
(0.0)
(0.0)
(0.0)
(0.0)
(0.0)
(2.9)
(2.8)
0.2
0.8
0.6
0.2
(2.0)
(2.2)
0.6
2.9
2.3
0.0
0.0
0.0
0.8
0.9
0.2
0.0
(0.7)
(0.7)
0.8
0.2
(0.5)

3

Operational Outturn



The Trust is in the process of identifying and working up financial recovery plans to address
the underlying operational deficit. The Executive Board will be reviewing and approving
these Financial Recovery Plans (FRPs) during its August meeting, with a view to having all
FRPs agreed by the end of August.



Given the commitment to supporting the recovery activity, we are confident that we will
achieve our £2.5m control total, which will make us eligible for £915k of S&T (Sustainability
and Transformation) funding during 2017/18.



The July CIP target was £2,267k, of which £1,865k has been delivered. The current full
year forecast is 89% delivery of our £7,054k target.
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4

Agency Usage



Our agency spend in July was 8.5% of our monthly pay bill, which took us to 38% above
our NHSI cap year to date which has given us a deteriorated agency use of resources
score of 3. Agency spend is a key area of reduction within our financial recovery plans.



NHSI have also given us a target to reduce our medical locum spend by £81k in 2017/18. In
July, we were 41% below the NHSI target.

5

Use of Resources Metric



The Trust’s finance use of resources metric is a 3 for July. This is due to our underlying
operational deficit and our agency spend.

6

Cash Flow and Aged Debt



Total debt is £10.1m in July; this has increased from £7.1m in June. The increase is
partially due to quarter 1 activities being invoiced in July and partially M3 contract invoices
not fully settled by Surrey Downs CCG and Surrey CC, which is not seen as a risk (and
improved by £2m by end August).



Over 90 day debt slightly increased from £2.7m to £2.8m, of which 0.44m owed by HMS
CCG has now been settled. A dedicated credit controller has now started to focus on debt
collection.



We closed July with £15.5m cash in the bank. The STF money (£5.1m) was received in
July.

7

Conclusions and Recommendations



The Board is asked to note and discuss the report.

41

42

Trust Board Meeting in Public
Date

13th September 2017

Item No

97.17

Paper Title

Risk Report

Director

Julie Gaze, Director of Governance & Planning

Report for

Discussion/Information

Discussed to date and
next steps

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

Purpose of the paper

The Board’s attention is drawn to the following key risks and our actions to mitigate
them this month:

Health/Social Impact –
Contribution to our
objectives

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

Impact on Risk

The actions outlined in the report will mitigate the potential severity of the following
risks:
 Piloting of staffing calculator to support investment in additional staff on inpatient
wards
 Communication with staff regarding investment in enhanced payments for staff in
our inpatient services to better recognize these challenging roles
 Investment in “fab-o-meter” to improve speed of feedback from staff on their
experience of working within our Trust
 Evaluation of retention initiatives

Financial Implications

There are no additional financial liabilities identified.

History

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

Executive Summary
The Board is asked to consider the risks and whether it is satisfied with the mitigating actions being taken to address
them and / or it requires additional assurance.
Positive Findings
 Plans are in place to mitigate our highest risks.

Areas for Improvement



Staffing remains our highest risk
There are emerging risks to our financial plan delivery and Children’s services in the system
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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 themes associated with the highest
rated risks this month affecting our operations:-

Pressures
Managing the pressures arising from the demand on our services including managing
our staffing levels, particularly in our inpatient services and during the peak holiday
period when temporary staff are more scarce, and demand for beds when people need
them continue
Several risks have been identified regarding pressures:- Staffing - vacancies, retention and recruitment difficulties (Links to Risk Register:
1853: 1865: 1833: )
- bed occupancy - consistent occupancy over 85% leading to delays in access to
acute emergency treatment (Links to Risk Register: 1817)
Key Mitigations (latest additional actions)
 Piloting of staffing calculator to support investment in additional
Chief Nursing
staff on inpatient wards
Officer
 Communication with staff regarding investment in enhanced
payments for staff in our inpatient services to better recognise Chief Nursing
Officer
these challenging roles


To improve speed of feedback from staff on their experience of Chief Nursing
Officer
/
working within our Trust
Director
of
Workforce



Evaluation of retention initiatives

Director
Workforce

of

In addition there are emerging risks concerning:

Financial plan delivery - our staffing pressures in particular are also placing
pressure on our financial plan delivery and our ability to meet our agency cap. Our
mitigations are described in the Value for Money Report.



Children’s services system - ensuring the right focus on the experiences of children
and young people, particularly vulnerable children, in services and across the
system. We have convened a special meeting to review our Children’s services
within this context.
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3.0

Recommendation to the Board
The Board is asked to consider the risks and whether it is satisfied with the mitigating
actions being taken to address them and / or it requires additional assurance.
Julie Gaze, Director of Governance & Planning, August 2017
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Trust Board – Public
Date

13th September 2017

Item No

98.17

Paper Title

24/7 Programme, Hospital Facilities for NW, East and Mid Surrey Update Report

Director

Justin Wilson / Subramaniam Krishnan & Susie Gray (Co-Authors)

Report for

Approval

Discussed to date and
next steps

This project is monitored by Strategic Change Board and regular Project Advisory
Group, Project Implementation Team and Executive Board meetings. If this proposal is
acceptable to the Trust Board, it will move into an engagement process in conjunction
with the development of the Phase 2 business case.
The Board is asked to comment and approve the recommendations on the following:

Purpose of the paper



How does this proposal
meet our values?

Health/Social Impact –
Contribution to our
objectives

Risk Assessments &
Mitigations

The principles upon which the inpatient proposal is based.
The project mandate to proceed in two phases, one of which can be funded.

 Involve not ignore: Developed following extensive stakeholder consultation
 Treat people well: Positive learning from FRH included in scheme
 Open and inclusive: Design will cater for the diverse nature of people who use our
services
 Create respectful places: Will have a positive impact on peoples experience
 Safe: Lines of sight, safe facilities
 Caring: Privacy and dignity
 Responsive: Will meet people’s needs
 Effective: Enable excellent levels of care to improve patient outcomes
 Well led: Support full system wide integrated care model
If the proposal is not accepted then an alternative will need to be proposed to address
the non-compliance of the ward at ACU, which may or may not be conducive to any
later and more comprehensive project decision. The risk of accepting the proposal is
that we will not be able to proceed to Phase 3 unless further funding is identified.

Outcome of Equality
Analysis

This project will be designed to improve equality in all respects and detailed equality
analysis will be undertaken once the project is further defined and meaningful analysis
can be undertaken.

Financial Implications

The financial implications of this proposal are discussed within the report and the
finance department has been fully involved in its preparation.

What outcome do you
require from the Board?

Approval to proceed with Phase 2 and support Phase 3 development

History

This report proposes that the 24/7 project, Phase 1 of which was the new build at
Farnham Road Hospital, proceeds with Phase 2, the refurbishment and extension of
ACU and further develops Phase 3 to deliver additional inpatient beds in Epsom.

Executive Summary This paper brings forward a proposal that addresses a complex analysis of many options
covering a range of care, operational, financial and regulatory imperatives that impacts the provision of inpatient care
and facilities.
Positive Findings
 This paper offers a pragmatic approach to progressing the project
 A wide range of views have been sought from across the Trust and governance groups
 Specialist advice from quantity surveyors, architects and data analysists makes the basis of the report robust
Areas for Improvement




The affordability of Phase 3 remains a significant question.
The size of the Phase 2 project will require a programme of engagement and prepare business cases
The refurbishment of ACU will require careful planning and management to ensure that the services operating.
from the building can continue effectively.
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Has an equality impact assessment form been completed?

Yes/No (delete as appropriate)

24/7 Programme, Hospital Facilities for NW, East and Mid Surrey Update Report
1.0

Introduction

An update report was presented to the Trust Board in June 2017 outlining the progress on the
development of a second hospital including the numerous challenges it faced, and the
proposition to embark on an alternative solution through the enhanced refurbishment of our
existing inpatient facilities. This report has carefully considered the continuing bed challenges
faced from a Trust-wide perspective and proposes a way forward on the project approach.
The Board is asked to consider this proposition and give the project development team the
project mandate to proceed.
2.0

Context

In 2008/09 Surrey and Borders Partnership NHS FT (SABP) and 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 public consultation, the
agreed locations for the new hospitals were in three phases; Phase 1 at Farnham Road
Hospital in Guildford, Phase 2 at St Peter’s Hospital site in Chertsey and Phase 3 at a new
site to be acquired in Redhill. Phase 1 became fully operational in January 2016 which
comprised 60 purpose built bedrooms with en-suite facilities across four wards plus an
assessment suite, new entrance and café at Farnham Road Hospital in Guildford.
In 2015/16 a 24/7 Review Group was established with representatives of people who use
services and carers to consider whether the previously agreed bed numbers and hospital sites
still meet the needs of the population today, and into the future. Health planning consultant
firm “Mental Health Strategies” was commissioned to advice on the 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.
In 2016/17, a draft Strategic Outline Case was developed to consolidate Phases 2 and 3 with
a detailed options appraisal including a shortlist of options for developing a ‘new build’ second
hospital. Following discussions with our commissioners, all the shortlisted ‘new build’ options
were considered financially unaffordable. Since then further design feasibility on alternative
approaches has been considered based on a refreshed bed modelling study carried out in
June 2017. The refreshed bed modelling demonstrates the need to respond to increased
demand and demographic changes through additional beds above what is currently available
and previously planned. The implications of this are that a three site option is more
satisfactory from a quality and affordability perspective. It is also important, however that
health commissioners recognise the need for this provision and provide resources to deliver
adequate bed numbers for the population of a good quality in line with CQC requirements.
This need has been discussed in the Surrey Heartlands Sustainability and Transformation
Partnership and is referred to in these plans. There is an opportunity to align SABP plans with
development plans involving these partners, particularly in relation to Ashford and St. Peters
NHS Foundation Trust.
3.0

Key Principles

A number of principles have been developed to guide the development of a proposed solution
and the board is asked to consider these:
Principle 1

SABP clinical strategy is to treat people in the community and avoid admissions where
possible and appropriate.

Principle 2

To meet the NHS England expectation that mental health care is provided as close to home
as possible, with the practice of sending people out of area for acute inpatient care due to
local acute bed pressures eliminated entirely by no later than 2020/21.

Principle 3

SABP financial strategy is to work towards population based commissioning, where SABP
works with commissioners to assess the needs of the population and bears the cost of
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overspill from SABP beds into private beds.

Principle 4

SABP strategy is to work towards a bed occupancy rate of 85%, which will have the effect of
increasing the number of beds calculated to be required for the population.

Principle 5

SABP in-patient facilities should provide for people’s privacy and dignity by delivering single
occupancy, en-suite bedrooms in a single sex or gender separated ward environment.

Principle 6

For safe and efficient staffing, the optimum size of a ward should be 16 beds.

Principle 7

The supply of beds should be positioned across the SABP area to reflect the population
distribution to minimise the travel distances for people and carers and maximise the potential
staff catchment areas.

Principle 8

To provide a therapeutic external environment and activities to support the physical health
agenda.

4.0

Compliance with Principles

Principle 1. The bed modelling study conducted by Mental Health Strategies found that there
was some evidence to suggest that across the Trusts they have studied, this principle has the
opportunity to have a big impact on the demand for beds, as they found that often it was the
practice and habit of consultants that had the largest impact on admissions and that more
beds would not necessarily result in lower occupancy rates.
Principle 2. SABP rarely resorts to ‘out of area’ placements for its in-patients but still do have
a significant reliance on private beds.
Principle 3. Currently the number of beds we are commissioned to provide is stipulated by the
commissioners and we do not control this figure. Unfortunately we also take the risk of the
costs of overspill into private beds.
Principle 4. Since this target was introduced it has been achieved as an average but not as a
maximum per ward.
Principle 5. Of the 209 SABP beds, just 60 provide the single en-suite accommodation in
gender separated ward environments. 13 beds at Langley Green meet the standards but there
is a review underway of the hospital estates across Sussex Partnership Foundation Trust,
such that there is a likelihood these beds may need to be reprovided within SABP premises
within the next three to five years. This means that 136 SABP beds fall short of this standard.
Principle 6. SABP wards are of an average size of 14 beds with a range of 8 to 20.
Principle 7. In-patient facilities are spread across six locations: Chertsey (ACU – four wards +
Drug & Alcohol); Guildford (FRH – four wards plus PICU); Epsom (Meadows – four wards);
Redhill (Margret Laurie); Langley Green and inpatients unit for people with learning disabilities
in Epsom (the Deacon Unit, St Ebba’s).
Principle 8. Direct access to outside space is a challenge on some of the wards given the
constrained nature of the sites and the need to have wards above ground floor. This makes
the provision for physical exercise quite challenging.
The 24/7 project has tried to find ways to address the current shortcomings of the facilities and
the original proposal for a combined Phase 2/3 was to build a second hospital that delivered
on all of the principles. Unfortunately, a single site solution to replace 136 non-compliant bed
spaces and 13 additional beds to bring the Langley Green ward into the estate would cost an
estimated £100m (excluding the cost of new land acquisition), which is deemed unaffordable.
Over a period of a year a number of options have been considered, analysed and costed in
preparation for the presentation of a Strategic Outline Case to the SABP Board, Members,
Clinical Commissioning Groups and Sustainability and Transformation Partnerships. Recent
changes to the NHS Improvement policy halted the publication of this document as none of
the options offered an affordable solution. The project team has, in response, undertaken a
process of analysis of cost assumptions, funding
scenarios and refinements to the scheme
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options in an attempt to find a way to move the project forward.

5.0

Increased Bed Demand

Mental Health Strategies were re-commissioned this year to undertake an updated modelling
and analysis exercise to support decision making on the size of the in-patient facilities. The
modelling output is an assessment over the next five years of the percentage of days with at
least one person needing to be admitted to a non-SABP bed. For example, across beds that
SABP currently provides for Working Age and Older Adults, the model shows that the
percentage of days with at least one person in a non-SABP bed is expected to be 55% (with a
likely range of 45% - 65%). The results of this exercise and a comparison with our current
provision is summarised in the table below.
Function
Working age adults (including Langley
Green 13 beds)
Older people functional
Older people organic
TOTAL
Drug & alcohol
PICU
Rehabilitation
TOTAL

SABP
current bed
numbers

Likelihood over the next
five years of the need for
non-SABP bed each day

Number of beds
required to achieve
the likelihood of 15%

110

42%

124

48
16
174
11
12
12
209

47%
76%

61
24
197
11
12
12
244

The table above uses a figure of 15% to derive a number of beds for comparative purposes.
Mental Health Strategies suggested that the 15% likelihood figure is one adopted by a number
of trusts in their bed modelling. Adopting this figure suggests that, within five years, we will
need to provide an additional 35 beds at a potential cost of an additional £18m. This analysis
has been shared with commissioning leads and it is important that appropriate responsibility is
taken for meeting the population need with respect to increasing demands.
6.0

Affordability/Funding

Adding the figure for re-providing the existing bed numbers (£100m) to the figure for the
potential additional bed requirement (£18m) gives a total estimated project cost of £118m
(excluding cost of new land acquisition). This total would need to be funded by SABP.
Although no funding has yet been secured from commissioners to support the revenue
consequences of any loan financing, their support will be needed if the number and quality of
beds is to be provided even if a lower cost option is achieved.
The disposal of assets could be used, with the two largest receipts of West Site, Chertsey,
and West Park, Epsom. This is likely to leave a funding gap between £70-80m, which SABP
could borrow. However, the revenue impact of servicing this loan would leave SABP with
insufficient funds to staff the new hospitals. As an illustration, assuming term borrowing at
2.5% over 25 years, this would commit the Trust to an annual repayment of principal of £3.4m
and total interest costs of £25m, tapering over the 25 years from a high point annual payment
of £1.9m.1
There are three ways in which this funding gap could be reduced:
1. We continue to lobby the NHS system to provide sufficient funding to re-provide all
existing beds and to provide the future capacity outlined in the Mental Health
Strategies report and, in any case, agree with commissioners that the financial
consequences of increased demand will need to be met;
2. The project team explore innovative construction approaches to see if a significantly
reduced building cost per bed can be found;
1

There will be an impact on PDC dividend payable but this is relatively small. Of greater significance will be the
depreciation associated with a £40m build, estimated at between £0.9m and £1.5m, depending on estimated
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useful economic life; and associated with a £78m build of £1.9m to £3.2m. Some of this will be offset by selling
off of property on the land sale sites.

3. The project is split into components, which are prioritised and completed as funding will
allow.
7.0

Proposal

In order to progress the 24/7 project it is proposed that the Board accept all three actions to
reducing the funding gap. This translates into a further two phases to the project.
Phase 2 - The proposal is to retain Abraham Cowley Unit and prioritise a programme of
refurbishment projects that will create 84 en-suite rooms in six gender segregated wards. The
dormitory style accommodation currently provided does not meet the required standards and
resolving this problem is pressing, in order to meet the needs of our population in line with
Trust values and avoid the risk of sanction or closure.
This would involve a rolling programme of works and a significant decant programme, which,
although challenging, could be achieved using SABP’s own facilities. The refurbishment of
Abraham Cowley Unit is proposed because:





The site has no real market value so there is no benefit from a sale if the site were
vacated;
There are system benefits from its location on an acute hospital site;
It is an established location for recruitment purposes;
The existing dormitory style accommodation is not consistent with the Trust values and
has attracted criticism from the CQC.

Current estimates of the cost of refurbishing the Abraham Cowley Unit will be in the region of
£30m plus VAT, at current prices (excluding decanting and optimism bias). These works could
be funded from the sale of West Site in Chertsey and the sale of part of West Park in Epsom
(retaining some of our existing occupied buildings) which should generate a sufficient capital
receipt. There would not be an additional significant revenue impact. There is potential
opportunity for aligning this work with development plans for urgent care being progressed in
the acute trust.
This phase of the programme will improve the quality of provision, is affordable internally and
will provide for two additional Older Adults functional beds, as well as achieving the closure of
Victoria ward, but will not alleviate bed pressures in Working Age Adults. The Board is asked
to approve the preparation of the Strategic Outline Case for Phase 2 and thereafter
preparation of an Outline Business Case/ Full Business Case, based on a budget of around
£35m.
Phase 3 – Depending upon the outcome of action 2 (to explore innovative construction
approaches to see if a significantly reduced building cost per bed can be found), this phase
will be progressed to deliver the remaining requirement for en-suite rooms in five to seven
gender segregated wards, either as a refurbishment and extension of the existing Meadows
unit at West Park or a new build on a SABP owned or leased site.
The older peoples’ functional ward (Victoria) at Farnham Road Hospital will be re-provided in
either Phase 2 or Phase 3, as it cannot be adapted to provide the quality of accommodation
that SABP aspires to. The space will be re-purposed for other Trust uses. Consideration will
be given to the best way in which the facilities at Margret Laurie House can be improved to
meet the quality aspirations of the Trust.
Funding for this phase and for the revenue consequences of loan financing as articulated in
section 6 above will need to be secured in order to ensure all 244 beds are provided at the
appropriate quality.
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At the end of the three Phases the ward configuration will be as follows:
Location
Guildford, FRH

Ward
Ground floor 1
Ground floor 2
First floor 1
First floor 2

Subtotal

Chertsey, ACU

Ground floor 1
Ground floor 2
Ground floor 3
First floor 1
First floor 2
First floor 3

Sub total
Epsom, (Meadows)
example

Ground floor 1
Ground floor 2
Ground floor 3
Ground floor 4
Ward 5
Ward 6

Sub total
Margaret Laurie
TOTAL

Bed numbers
18
12
15
15
60
16
16
10
16
16
10
84
16
16
16
16
16
8
80
12
244

Function
Older people functional
PICU
Working age adults
Working age adults
Older people functional
Working age adults
Older people organic
Working age adults
Working age adults
Drug & alcohol
Working age adults
Working age adults
Older people organic
Older people functional
Working age adults
Older people functional
Rehabilitation

The above represents the following bed allocation:
Function
Working age adults
Older people functional
Older people organic
TOTAL
Drug & alcohol
PICU
Rehab
TOTAL

8.0

SABP current bed
numbers
110
48
16
174
11
12
12
209

Proposed bed
numbers
126
58
26
210
10
12
12
244

Risks and shortcomings

The phasing and need to secure funding for Phase 3 will mean that further work will need to
be completed to understand our capacity at the end of Phase 2, and how long the gap can be
bridged between the number of beds available and the target of 244.
At the end of Phase 2 we will have 213 beds across the estate, far short of the target number
and carrying a risk as to the availability of Langley Green and ongoing use of Victoria. Plans
will need to be articulated to create additional capacity short term, for example by using the
decant and respite beds for people with learning disabilities at the Meadows, and be clear as
to how long this will be sustainable.
Factors, such as the timing of the proposal to repurpose Juniper at Farnham Road Hospital to
an Older People functional ward; the ongoing use of Victoria Ward - not suitable for use as an
in-patient facility in the long term; and the need to re-site the drug and alcohol inpatient
provision - Windmill House at St Peter’s has to be vacated by summer 2019 to enable the sale
of the West Site at St Peters in Chertsey, need to be factored in to the phasing of works. The
decision on how many beds we provide will not affect demand and, hence, we either build 244
beds per the Mental Health Strategies analysis or accept risk on the use of private beds above
the 15% targeted. It would be appropriate for commissioners to share in this risk as it relates
to population demand changes.
9.0

Next steps

52 the bed state will look like at end Phase 2; to
More work will now be carried out to clarify what
establish the options for creating additional capacity short term to mitigate the Langley Green

risk and to enable us to hold that for a number of years; and to progress plans for Phase 3. A
full communications plan will need to be developed to meet our Governance requirements.
The project team resources and management will need to be reviewed and developed to
match the project requirements.
10.0

Recommendation

The Board is asked to approve the preparation of the Strategic Outline Case for Phase 2,
providing 84 beds at the Abraham Cowley Unit and thereafter preparation of an Outline
Business Case/ Full Business Case, based on a budget of around £35m. This will be
developed with reference to, and in alignment with, urgent care development plans at St
Peter’s with a view to enhancing urgent care for people with mental health problems and
improving collaborative working across physical and mental health in line with local
Sustainability and Transformation Plans.
The Board is further asked to support, in principle, the development of Phase 3, an 80 bedded
facility in the east of the county and the engagement with commissioners, Sustainability and
Transformation Partners and the public to agree the optimal option in line with the principles
outlined in this paper. This will then be progressed as funding availability allows.
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Paper Title
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Director

Justin Wilson, Chief Medical Officer
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Report for

Discussion

Discussed to date and
next steps

Mortality data is reviewed and discussed in the monthly Mortality Surveillance Group
(MSG) and summarised to the Executive Board and Operations Board.

Purpose of the paper

All recommendations and actions from both the Mortality Review Meeting and MSG
meetings are addressed as part of the mortality governance process.
This report provides an update on the Trust Mortality activities. The Board is asked to
note the following:
Learning Disabilities Death Review (LeDeR) Programme approach and the potential
introduction impact on the Trust

Health/Social Impact –
Contribution to our
objectives

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

Impact on Risk

None

Financial Implications

Potential financial implications related to the roll out of the national LeDeR programme
as the Head of Mortality Assurance would be expected to lead on non-SaBP LD death
reviews. While doing non-SaBP LD death review there would be no back-fill available
to complete SaBP LD death mortality reviews. This has the potential to cause delay in
SaBP mortality activity and the review of all deaths, but at the same time offers the
opportunity for learning from non-SaBP LD death reviews to be obtained and shared
within the Trust.
The Trust has had a Mortality Process in place for over a year which has been subject
to review recently in light of current guidance and requirements.

History

Executive Summary: A total of 502 deaths occurred in quarter 1 (April 2017-June 2017). This is a decrease from
the 600 deaths in quarter 4. As expected, most of the deaths in quarter 1 (389) occurred within Older People’s
Mental Health Services. This total is four deaths more than previously reported in the monthly reports, and came to
light from ONS spine data.
Positive Findings
The Interim Head of Mortality Assurance has completed the first set of Mortality Reviews with the I-Access service
and the Psychiatric Liaison Service at Royal Surrey County Hospital using the new Trust Mortality Review
Proforma. The completed reviews were presented to the Mortality Surveillance Group meeting of 9th August 2017.
The next set of Mortality Reviews will presented to the Mortality Surveillance Group Meeting of 12th September
2017.
Areas for Improvement
The Risk and Safety Team continues to manage the challenge of:
 Manually managing data pulled through from the spine which would report the death of a person multiple times
dependent on each referral they had to SaBP services.
 Information is pulled from the office of national statistics (ONS) spine on a weekly basis and so we will always be
a week behind.
 To address the challenge around data and case management the Risk and Safety Team have put in a business
case for an IT system which will integrate data from the spine and Datix without the need for human data inputting
and therefore increase the data integrity.
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Mortality Assurance Quarterly Report
April to June 2017
1. Introduction
This report provides the Trust Board with assurance on the systems and processes for identifying,
reviewing, investigating and learning from the deaths of people in contact with the Trust, with a view
to identifying any areas of improvement. The report also includes lessons identified and emerging
themes from deaths investigated as Serious Incidents (SI) and High Level Investigations (HLI).
The aim of the mortality assurance process is to ensure the best possible care to future patients,
and taking responsibility for errors and mistakes in healthcare delivery that lead to preventable
patient harm and death.
The draft Mortality Policy and Proforma was presented at the Policy Assurance Group meeting of
17th August 2017 for sign off and a final version will be presented to the September 2017 Executive
Board for final approval with the aim to publish this before the September 2017 deadline, as stated
within the Learning from Death Guidance released in March 2017. The Trust Mortality Review
Proforma combines the Learning Disability Death Review (LeDeR) programme methodology,
Structured Judgement Review methodology and Root Cause Analysis methodology to ensure that:
 Initial mortality screening identifies immediate concerns requiring remedial action;
 There is a structured approach to drilling down to identify care and/or service delivery concerns
and contributory factors;
 There is a structured approach to rating the care received by a person during any given phase of
their care and providing an overall Harm Level rating;
 There is structured approach to identifying and collating Human Factors. This is a similar
approach applied to the Trust incident investigation process and would therefore enable the Trust
to monitor and identify Human Factors themes and trends.
2. National Focus on Mortality
The Learning Disability Death Review (LeDeR) programme is commissioned by the Healthcare
Quality Improvement Partnership (HQIP) on behalf of NHS England. It aims to guide improvements
in the quality of health and social care service delivery for people with learning disabilities and to
help reduce premature mortality and health inequalities faced by people with learning disabilities. A
key part of the LeDeR Programme is to support local areas to review the deaths of people with
learning disabilities.
The programme is developing and rolling out a review process for the deaths of people with learning
disabilities, helping to promote and implement the new review process, and providing support to
local areas to take forward the lessons learned in the reviews in order to make improvements to
service provision.
The Interim Head of Mortality Assurance and Safety recently attended the LeDeR Programme
training which aims to:
 Equip reviewers with the necessary skills to undertake reviews of the deaths of people with
learning disabilities.
 Understand the LeDeR review process and how to access and use the LeDeR web based review.
 Understand what is meant by potentially avoidable contributory factors - any factors that have
been identified as contributing to a person’s death, and which, could have possibly been avoidable
with the provision of good quality health or social care.
 Consider ways of working to support the involvement of family members in the review process.
 Be aware of available resources and sources of support.
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LeDeR Programme Rollout Implications for the Trust:
SaBP is expected to have at least three LeDeR trained reviewers within the Trust who would be
called on by the programme to carry out non-SaBP related LD death reviews outside of the Trust.
This has:
 Potential financial implications as the Interim Head of Mortality Assurance (and two other SaBP
trained reviewers) would be expected to lead on non-SaBP LD death reviews. There would be no
funding backfill available to the SaBP mortality work stream. According to Commissioners, the
numbers indicate that there would be around 64 deaths a year that will require reviewing and as
a result Surrey will need around 24 reviewers to be able to deliver the programme.
 Potential to cause delay in SaBP mortality activities and the review of all SaBP deaths reviewed
through the Trust Mortality process but at the same time offers the opportunity for learning from
non-SaBP LD death reviews to be obtained and shared within the Trust.
 Potential to duplicate as the Trust has already developed its Mortality process which has been in
place for quite a while. The Trust’s process is closely linked with our investigation process and
involves including different agencies where relevant.
 Potential to cause confusion as our mortality review process involves completing an initial
mortality screening to determine whether a death should be investigated through a Formal
Mortality Review, HLI or SI Investigation. It is not clear who would be the point of contact for family
as the LeDeR mortality reviews will be led by an external reviewer.
The LeDeR programme is expected to commence across Surrey in October 2017 to allow for the:
 Local Steering Group to be established; and
 To train the number of reviewers expected.
3. Analysis of Mortality Data- Quarter 1
A total of 502 deaths occurred within quarter 1 (April 2017-June 2017). This is a decrease from the
600 deaths in quarter 4. Fig 3.1 below shows a breakdown of Q1 mortality data by directorate.
Fig 3.1
Deaths occurred 01/04/17-30/06/17 by Division

Older People MH

29 928

Older People Liaison Service

23

Specialist Services

42

Adult Mental Health
86

Learning Disabilities

303

IAPT
CYPS
Drug & Alcohol

The majority of deaths (n=389) were within Older People’s Mental Health Services (including older
people’s liaison services where 86 of the deaths occurred) which is to be expected. Not all of these
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deaths will be investigated individually; they will however be subject to an initial mortality screening
as outlined within the Mortality Policy to determine the level of investigation required.
There is an increase in the number of people reported as dying in relation to Specialist Services.
With the introduction of the new Mortality Policy the majority of the Specialist Services deaths will be
initially screened by the Mortality Process prior to determining the level of investigation unless the
death is reported as a suicide. During quarter 1 all unexpected deaths within Specialist Services
were investigated as a Serious Incident.
All Learning Disability deaths will be subject to a Formal Mortality Review utilising the LeDeR
framework as explained above, unless an SI or HLI review is immediately indicated.
Initial Screening outcomes:
All 502 deaths in quarter 1 (April 2017-June 2017) have been screened. Through this process we
established that the vast majority did not require further individual investigation as available
information indicated that the deaths resulted from natural causes with no additional identified
concerns. Within the CYPS directorate, the two deaths that occurred were screened and investigated
as a Serious Incident and a High Level Incident.
Four of the eight deaths within the Drugs and Alcohol Services occurred within acute hospitals and
the other four within the community. Initial indicators are that all eight deaths were the result of natural
causes, four of these deaths were of people known to I-Hear the other four were of people known to
I-Access NW.
On initial screening seven of the 23 deaths within CMHRS teams in Q1 were identified as Serious
Incidents and are currently being investigated as such. The other 16 deaths did not meet the criteria
for further review.
One death within OPMHS was identified to require SI level of investigation. However, for the majority
of the deaths, the causes of death were unknown at the time of reporting. The Interim Head of
Mortality Assurance and Safety is working to identify the causes. Once a cause of death is
established, the Interim Head of Mortality Assurance will review to determine the level of
investigation required. The process is overseen by the Director of Risk and Safety and Chief Medical
Officer.
4. Mortality Reviews
During quarter 1 deaths are screened on a weekly basis and any Learning Disability deaths were
registered and subject to a Formal Mortality Review. We had 29 LD deaths in quarter 1 all of which
will be subject to a detailed investigation.
5. Serious Incidents
In quarter 1 there were 19 Serious Incidents declared for investigation, 16 of which were related to
deaths, two were absconding behaviours and one was a serious incident involving a newly
commissioned service being transferred to us with unsafe waiting lists for people using the services.
Full details are available to the Private Board.

6. High Level Investigations
During quarter 1 we were still conducting high level investigations for all Learning Disability deaths
and there were 13 within this period that were investigated. 16 LD deaths are currently being
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reviewed using the Mortality Process Pro forma. The majority of the deaths still under investigation
are those that were reported by ONS and so we discovered the death much later than those reported
on Datix.
Full details are available to the Private Board.
7. Key learning identified from Q1 Scrutiny, High Level and Mortality Panels:
 Homelessness in relation to multi-agency collaboration
 Ensure that social isolation is given consideration in risk assessment
 Body Dysmorphia: The need for services to be aware of the additional risk presented by people
who present with body dysmorphia and to give consideration to the underlying psychological
turmoil this entails, when asking questions around risk to self and suicidality
 Referral to DAT services: This is a re-occurring theme of where individuals presenting with
significant drug and or alcohol concerns are not referred directly to i-access services. All staff are
reminded to familiarise themselves with the Dual Diagnosis policy and ensure that they refer
individuals onto DAT services in a timely way.
 Transgender and LGBT: Services must be aware of the additional needs and vulnerabilities of
transgender people, and others within the LGBT community, and to ensure that their particular
needs and specific additional risks are given appropriate consideration in assessments and risk
assessments and clearly documented in care plans
 Safeguarding Concerns: staff not referring to safeguarding as soon as concerns are raised
 Carer Involvement and Assessment;
o The importance of ensuring that when an inpatient goes on leave or is discharged that as a
routine procedure their family members should be informed
o All staff to consider that people using services are just as likely to be carers themselves in
their own right and will need carers assessment and support
 Medication and prescribing of controlled drugs
o Ensuring that policies and procedures are followed when prescribing and dispensing of
controlled drugs
 Risk of Weapons and staff’s response
o Incidents discussed involving risk of weapons and staff’s response; to produce guidelines,
advice to clarify expected responses from staff
 Physical health issues and how these are managed as part of holistic patient care
 Processing GP referrals: Following procedures and seeking senior clinician judgement where
downgrading of referrals takes place as well as documenting the rationale for the downgrade

8. Protected Characteristics
Previously, we were identifying age and gender only. During quarter 1, we have incorporated the
recording of protected characteristics in our new Mortality Proforma from July 2017 onwards and so
will be able to report on age, gender, religion, race and sexuality where it is identified in the electronic
patient record.

Fig 8.1
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Breakdown by age of deaths occurred in Q1
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*This data shows age of death as recorded however it is important to consider that individuals with a learning disability
may have a projected lower life expectancy and so some of the individuals dying within the 50-59 and 60-69 would have
reached their expected life expectancy.

Fig 8.2
Breakdown by gender of deaths occurred in Q1

Female

219
263

Male

Some work has been undertaken by the Risk and Safety team to raise the profile of the risk of
individuals within the LGBT community being at higher risk of suicide, a SPIN workshop was
facilitated that focused on people within this community on how to record and capture their identity
within current systems. The new Mortality Proforma and the installation of a proposed electronic
mortality case management system is expected to enhance the team’s ability to identify and present
other protected characteristics

9. Challenges/Areas for Improvement
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The Risk and Safety Team continues to manage the challenge of:
 Manually managing data pulled through from the spine which would report the death of a person
the same number of times they engaged with SaBP services.
 Information is pulled from the spine on a weekly basis so is not up to date.
To address the challenge around the manual data and case management and, to ensure the
mortality work stream is functioning efficiently, the Risk and Safety Team are aiming to purchase an
electronic mortality case management system, which would be able to identify duplication in the data
pulled from the spine. The business case has been written and is to be presented.
10.

Learning from Mortality Critical Reviews

The interim Head of Mortality Assurance and Safety has been using the new mortality review
Proforma to undertake initial mortality screenings and mortality reviews of deaths as identified and
to be signed off by the Mortality Surveillance and Review Group. The process confirms that a majority
of people known to our services die of natural causes including terminal illness. Most learning to date
has related to reported Serious Incidents and High level Investigations, the latter mainly relating to
people with learning disabilities. Themes related to these investigations are included in this report.
Actions related to these have been implemented and associated quality improvement initiatives have
been developed to improve the quality of care for people who use services.
11.

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.
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Approval

Discussed to date and next
steps

Previous committees or groups consulted and next steps – A discussion Paper has
been presented to the Executive Board on two occasions.

Purpose of the paper

To provide our Board with the strategic approach to Quality Improvement (QI)
 The QI priorities & the measures for success
 Human factors affect the safety and quality of our care as such QI is required to
build reliability
 By building reliability in all our processes we will ensure we are always ready
Adoption of Quality Improvement will promote a culture that engages staff to uses our
values as the guiding tool for decision making and problem solving

How does this proposal
meet our values

Risk Assessment &
Mitigations

Caring- Will ensure people receive care that delivers the best possible experience
Responsive-Will ensure processes are made more reliable to deliver the clinical
strategy; Safe-QI will bring reliability to all processes thereby reducing likelihood of an
adverse event. Effective-Emphasis on measurement will ensure we don’t chase the
RAG rating but deliver sustained positive outcomes for people. Well-led- QI will build
the will to improve and will ensure we deliver safe, reliable care all of the time
Quality Improvement is beneficial in helping us embed learning from incidents. Making
systems, processes and practice more reliable and reducing risk and variation.

Outcome of equality
analysis

QI approach will be inclusive of all staff, people who use services and families who will
benefit equally from this initiative

Financial Implications

Funding from Health Education England on £500k has helped with the delivery of some
key improvement initiatives. Additional funding will be required in 18/19 as outlined in
a draft business case to sustain and support the implementation of QI.

What outcomes do you
require form the Board

We are keen for the QI programme to be everyone’s business so Board attendance at
QI awareness training and support for this strategy is sought.

History

We have built on previous expertise developed and enhanced our pace on the delivery
of the QI Agenda from February 2017 when the new QI team was formed

Health/Social Impact –
Contribution to our
objectives

Executive Summary Quality improvement is an approach to support teams to continuously improve the safety and
quality of the care they provide. We plan to achieve personal and organisational learning, development and
improvement that helps in tackling complex problems. The strategy has three key activities – Building the expertise
through training, building the will through recognition of great staff doing great things and deliver our clinical strategy
through and increasing reliable to improve physical health and reduce harm.
Positive Findings
 Continued improvement in staff job satisfaction feedback through Staff Survey Results.
 Delivery of a 100% increase on 2016/17 baselined of new quality improvement projects progressed from the front
line teams.
 Deliver improved access to physical health care for all people using our inpatient facilities
Areas for Improvement
 Skilling up more staff to have a critical mass of QI trained staff and leaders
 Build a more systematic approach to problem solving using QI methodology
 Spread of QI initiatives that have demonstrated improvement
 Sustained improvement in service quality and peoples experience (including staff experience)
Has an equality impact assessment form been completed?
No
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Quality Improvement Strategy 2017/18- 2020/21
1. Introduction
Great people make wonderful things happen here at Surrey & Borders Partnership NHS Foundation
Trusts. Our ambition is to become even better at delivering high quality services that are safe and meet
the needs of people we support. We want to achieve a sustained reduction in harm and an increase in
reporting of good care outcomes and experience, from people, carers & families who use and work in
our services. To achieve this we will make processes more reliable through our quality improvement
approach.
We believe that Quality Improvement is not a destination but a journey to make lives better in support
of our Clinical Strategy and delivers on our visions and values.

2. What is Quality Improvement (QI)?
Quality improvement is an approach to support teams to continuously improve the safety and quality of
the care they provide. We plan to achieve personal and organisational learning, development and
improvement that helps in tackling complex problems by:




Focusing on outcomes
Giving people who use or work in our services and carers a voice
Bringing people together to improve and redesign the way we provide care or undertake our
roles in our support services.

To achieve success, we believe that when QI is done properly, it can help improve the safety culture of
our organisation. We will use specific techniques to improve quality such as:
 Using a cycle of improvement which involves defining the problem, testing of change ideas,
collecting and analysing data, implementation and evaluation.
 Using tools and techniques that support people using our services and staff to implement
improvements.
 Co-production in developing QI ideas, real engagements and involvement of everyone.
 Embracing our visions and our values and aspiring to embed an improvement culture that is
built on good clinical and managerial leadership.
3. Our Quality Improvement foundations
Our pillars of quality improvement are:





Safe- People are protected from abuse and avoidable harm
Effective- People’s care treatment and support achieves good outcomes, promotes good quality of
life and based on evidence
Caring- Staff involve and treat people with compassion, kindness, dignity and respect
Responsive- Services are organised to meet people’s needs
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Value for money – We deliver on expected performance, productivity, money

4. Our Quality Improvement Strategy Priorities
Our Quality improvement objective is to create safe and reliable systems in all our services that lead to
a reduction of harm and increase reporting of positive experience, from all people in contact with our
services. (Appendix 1)
5. How we will continue to make great things happen
i.

Building Qi foundations:

1. Enhance Trustwide QI knowledge: We will only be able to deliver on this strategy if we continue
to focus on developing improvement knowledge throughout our workforce & celebrate those that
are actively engaged in quality improvement activity.
Our priorities
 Trustwide training at every opportunity- Making QI training Mandatory for all staff including
corporate staff.
 Improved engagement of students in QI at Universities and in our services.
 Improved engagement with people who use services and their families in QI initiatives
through the Recovery College.
Our measures for success:
o 2017/2018- 40% staff have received an introduction to QI training
o 2018/2019- 60% staff have received an introduction to QI training
o 2019/2020-95-100% staff have received an introduction to QI training
2. Create a dedicated QI expert team: Successful embedding of QI processes will require a
culture shift, which can be supported through sustained support and training. This can be
accessed from internal experts, who can provide real time support and guidance for staff. This
approach will help encourage the generation of ideas into QI initiatives.
Our priorities
 Develop expert level training in leading Quality Improvement Initiatives


Development of a QI expert team that is accessible & provides enhanced support for
projects.

Our measures for success:
o 2017/18- Delivery of a 100% increase on 2016/17 baselined of new quality improvement
projects progressed from the front line teams.
o 2018/2019- 50 staff Qi champions trained Trustwide
o 2018/2019- 20 staff Qi lead coaching level training.

3. Strengthen reputation as an attractive employer: Through our QI approach we will provide an
increased diversity of skills and experience to our staff thereby delivering the best possible
outcomes and improve the quality of the care experienced by the people we support.
Improvements in safety and the enthusiasm from engagement in the QI agenda will lead to better
staff retention and also attract new and exciting people to join the SABP family. To do this we will
enhance our brand and inspire people to want to work with us. This will be achieved through the
supporting of staff and taking steps to improve their experience, recognise, celebrate their
successes and enhance the adoption of a culture of openness and transparency that is grounded
in adherence to our visions and values and embedded through the use of QI initiatives.
Our Priorities:
 Develop a communications approach that celebrates QI success at every opportunity
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Engage Universities and local partners in QI initiatives
Use social media to share learning and improvement successes.
Encourage publication & achievement of external accolades

Our measures for success
o 2017/2018-Continued improvement in staff job satisfaction feedback through Staff Survey
Results.
o 2019/2020-Increased recruitment and retention of staff
ii.

Building the will

1. Develop Services and Structures that support QI: We want to ensure that our QI initiatives are
aligned to the work already taking place in both our clinical, corporate & support services.
We want to encourage the building of a culture that drives staff to have the ‘will’ to be engaged in
QI. We will take steps to protect time for people to engage in training & QI initiatives. We believe
that staff will also need to be supported to feel able to remove barriers to improvement ideas and
be curious about what could be achieved.
Our priorities
 Enhanced board funding of QI training and structures
 Board leadership and training in QI methodology
 Senior Leaders/ Clinicians to provide sponsorship of QI projects
Our measures for success
 2017/18- Delivery of a 100% increase on 2016/17 baselined of new quality improvement
projects progressed from the front line teams.
2. Encourage the development of QI projects from front line staff
To build the ‘Will’ there is a need for leaders to be receptive to ideas, seek to understand what,
why and where change or improvement is needed. We will encourage our leaders to support
people in their engagement with improvement work, through local idea generation processes and
using the model of improvement (PDSA).
Our priorities
 Celebrating success & enhance the publication of our improvement initiatives
 Increased Board to Ward leadership and signup to QI initiatives
 Increased engaging all stakeholders in QI at every opportunity
 Ensuring visibility of QI projects and open up successful teams to others to share learning
Our measures for success
 Increased visibility of locally developed QI work through existing communication routes.
 Increased celebration of local engagement with QI initiatives
 Increased QI projects from corporate teams.
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iii.

Building Fidelity to Model for Improvement

1. Staying True to Model- Staying true to the model is the only way we can ensure that we mitigate
risks and pressures that may materialize, when making changes that lead to improvement. It is
important that we do not use data for judgement in all occasions, but instead focus on using data
to inform improvement at all levels of the organisation. We will work to mitigate the risks of early
spreading leading to failure by ensuring close fidelity with the adopted model for improvement.
Our priorities:
 Use the Model for Improvement as the structure for delivering change and improvement
initiatives.
 Monitor and report our fidelity to the model.
 Ensuring that there is effective learning from failed projects.
Our Measures for success:
 % Number of projects discontinued due to a lack of fidelity to model
6. Application of Improvement Model
i.

Removing variation & alignment to existing processes

2. Build reliability in process gaps identified through regulatory reviews & through the use of
internal Qi, Quality control & Quality Assurance processes. Our hospital services have
previously failed to demonstrate sustained good quality of care through our CQC inspections. The
new change in regulatory review requires a level of absolute readiness at all times. We believe
that not focusing on readiness but in building reliability that ensures that we are always ready, is
and should be our measures for success and this can only be achieve by building reliability in all
our processes.
Our priorities:
 Use existing control & assurance processes such as Safety Huddle, Datix Huddle, CQC
inspection findings and other internal and external reviews to ensure clinical care
structures and processes are reviewed and strengthened to deliver the required quality
outcomes.
 Ensure local ownership of learning from near misses and adverse events
 Ensure processes that ensure compliance with regulatory requirements and national
guidance are robust and reliable
 Ensure we remain curious and responsive to all emerging issues at all levels of the
organisation to maintain expected high standards of care
Our Measures for success:
 Deliver on Trust Strategic priorities aligned to the QI agenda

ii.

Reducing Variation in Delivering Parity of Esteem for Physical Health Care

Deliver on Physical Health projects that enable a sustained improvement in the quality of care.
It is known that people with severe and enduring mental health problems die between 15 and 30 years
earlier than their counterparts in the general population, and are also more vulnerable to long term
conditions such as diabetes and metabolic syndrome. Evidence also suggests that these individuals
receive a lesser standard of health promotion and physical health care.
Our Priorities
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The development of specialist physical health clinics accessible to all mental health inpatients, run by
mental health staff. These will be used for routine monitoring such as screening for people taking antipsychotic medication and receiving rapid tranquilisation and will also accept daily referrals as
required.
The development of a sexual health screening and support pathway in our inpatient wards.
The development of a health screening programme with a “well woman” and a “well man” screening
pathway.
All nursing staff to be offered additional training and support in the management of wounds following
self-harm incidents.
Staff working in older adults services will be offered bespoke training around falls and managing and
assessing and managing falls related injuries.

Our Measures for success
 Deliver improved access to physical health care for all people using our inpatient facilities.
 Enhance knowledge and confidence of our mental health staff to deliver care of a
physically deteriorating person at the correct level.
 Ensure early identification of physical health needs and timely signposting
iii.

Building Reliability in Reducing Harm

1. Deliver on our suicide prevention strategy. The Five Year Forward View for Mental Health set
the ambition that the number of people taking their own lives will be reduced by 10% nationally
compared to 2016/17 levels by 2020/21. To support this, by 2017 all CCGs will fully contribute to
the development and delivery of local multi-agency suicide prevention plans, together with their
local partners.
Our Priorities
 We continue to aspire for Zero Suicides not as a target but an aspiration as we work to
improve our clinical processes and partnership arrangements in order to achieve this.
 Co-produce suicide prevention training for crisis care teams and carers to help develop and
embed safety plans for people at risk of suicide presenting to liaison teams.
Our Measures for success
 Develop a Surrey wide Suicide Prevention Strategy that delivers a collaborative approach to
prevention.
 Deliver a reduction in adverse events that lead to suicide
7. How we will achieve Success
Quality improvement processes enable the overall improvement of monitoring & management of
systems that support the development of a healthy organisation. We believe excellent quality in care is
sustained and protected by good Quality Assurance, Quality Control and Quality Improvement. We will
deliver our clinical strategy priorities through the pillars of the Quality House and will focus on
presenting our data through the Quality Assurance, Quality control & Quality Improvement lens in order
to provide a level of clarity on how we are delivering on expected outcomes.
Quality Assurance- is the maintenance of a desired level of quality in a service, especially by means
of attention to every stage of the process of delivery. It is focused on deficit prevention which provides
confidence that quality requirements will be fulfilled. The confidence provided by quality assurance is
twofold—internally to management and externally to stakeholders, regulators, and our commissioners.
Over the next three years we will use our early warning processes, including our foundation standards
and care excellence accreditation process, to build on the foundations of the great care we provide to
deliver positive outcomes for our staff and people we care for, and to do this in a more consistent and
reliable way all of the time.
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Quality Control – is focused on the deficit detection and rejection, checking of actual results to ensure
that things are as expected. We are accelerating our QI work but we want to ensure this is done in a
way that both encourages creativity and also delivers sustainable, high quality change. It is well known
that not all change is improvement. We want to enhance safety and have clear measurements to show
sustained improvements. We will continue to monitor how well we are caring for people and use
outcome data and experience surveys to inform us of areas requiring targeted QI support to improve
and build reliability.
Quality Improvement is led and driven by staff who generate ideas in order for us to deliver
sustainable change that ensures enhanced reliability in all we do. Therefore, we want all who come in
to contact with our services to feel motivated and able to lead small tests of change in order to increase
the reliability and safety of care. We will use internal alert systems and our huddle processes both on in
our front line clinical services & at Executive Level, to remain responsive to emerging issues, and to
monitor improvements. We want to do this work whilst ensuring that it is undertaken within the
available financial envelope and is of value for money. The Quality Improvement approach will be
supported by great people who will enable wonderful things to happen by acting as our QI champions.
These Champions will encourage & support local agents of change to aspire to delivering excellence
by engaging in QI projects and making local processes safe and reliable.
8. Conclusion
The Quality Improvement agenda is a culture shift that will require a change in mindset in how we
approach the building of reliable processes. Our progress in ensuring that new initiatives or ways of
doing things become business as usual and continue to deliver expected outcomes will be reported
and monitored through the Strategic Change Board.
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Appendix 1 -Overarching Trust wide Priorities
Well Led; Ensure Board to Ward leadership and signup to QI, Board leadership and
training in QI methodology, Senior Leaders/ Clinicians to provide sponsorship of QI,
projects
Safe
We continue to aspire for Zero
Suicides not as a target but an
aspiration as we work to improve our
clinical processes and partnership
arrangements in order to achieve
this.
Co-produce suicide prevention
training for crisis care teams and
carers to help develop and embed
safety plans for people at risk of
suicide presenting to liaison teams.

Effective

Caring

processes such as Safety Huddle,
Datix Huddle, CQC inspection
findings and other internal and
external reviews to ensure clinical
care structures and processes are
reviewed and strengthened to deliver
the required quality outcomes.

health clinics accessible to all mental health
inpatients, run by mental health staff. These
will be used for routine monitoring such as
screening for people taking anti- psychotic
medication and receiving rapid
tranquilisation and will also accept daily
referrals as required.

identify and support teams that are
struggling to deliver care at the
correct level.

Ensuring visibility of QI projects and
open up successful teams to others
to share learning

The development of a sexual health
screening and support pathway in our
inpatient wards.

Ensure local ownership of learning
from near misses and adverse
events

The development of a health screening
programme with a “well woman” and a
“well man” screening pathway.

Ensure processes that ensure
compliance with regulatory
requirements and national guidance
are robust and reliable

All nursing staff to be offered additional
training and support in the management of
wounds following self-harm incidents.
Staff working in older adults services will be
offered bespoke training around falls and
managing and assessing and managing
falls related injuries.
Staff Experience






Responsive

Ensure we remain curious and responsive to all emerging issues at all levels of
organisation to maintain
expected
high physical
standards of Use
careearly warning processes to
Use existing controlthe
& assurance
The development
of specialist


Trustwide training at every opportunity- Making QI training Mandatory
Engagement of students in QI at Universities and in our services.
Engage people who use services and their families in QI initiatives through the Recovery College.
Celebrating success & enhance the publication of our improvement initiatives
Engaging all stakeholders in QI
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Provide targeted support to teams to
achieve compliance with Foundation
Standards.

Value for Money
Demonstrate improved reliable
practice and improve productivity
Enhanced effectiveness
Reduction of Agency Costs

Trust Board Meeting in Public
Date

13th September 2017

Item No

101.17

Paper Title

Suicide Prevention Annual Report

Director

Jo Young, Chief Nursing Officer and Deputy Chief Executive

Report for

Discussion

Discussed to date and
next steps

This paper was discussed at the July 2017 Executive Board and
approved at the August Executive. This has been shared with our
commissioners
 Provide oversight of the National Confidential Inquiry data and our
learning from the national picture, including data from the five year
forward view dashboard showing the most recent CCG data.
 Outline our Suicide Prevention approach further to learning from
Adverse Events & national trends
 Offer our Suicide Prevention next steps and the development of a
Suicide Prevention Strategy following our conference in July.

Purpose of the paper

Health/Social Impact –
Contribution to our
objectives

Impact on Risk
Financial Implications
History

Caring- Will ensure people receive care that delivers the best possible
experience
Responsive- Will ensure processes are made more reliable to deliver
the clinical strategy;
Safe- Will ensure timely learning from adverse events.
Effective- Emphasis on measurement and use of data to drive
improvement.
Well-led- Suicide prevention will help us deliver safe, reliable care
Effective management of our suicide prevention work will ensure we
mitigate risks of adverse events
None
This is an ongoing programme that is supported through our work with
the Surrey wide Suicide Prevention Group and National Suicide
Prevention Alliance

Executive Summary.
In SABP we saw an increase in the number of reported serious incidents relating to unexpected death
and/or suspected suicide in 2016/17. 16 deaths were registered by HM Coroner as Suicides and 83
deaths were reported as unexpected death incidents that were not classified as suicide. Death by
hanging and ingestion of substances were the two highest reported methods used to self-harm. We are
drafting our suicide prevention strategy to reflect our priorities and zero suicide aspirational approach
following discussions at our Suicide Prevention Conference in July
Positive Findings
Suicide Prevention is in line with the 5 year forward view would ensure the delivery of an enhanced
safety culture. Positive partnership working with Public Health England in Surrey is underway and
connectivity with Mersey Care NHS FT through our employment of Angela Samata OBE will help
accelerate our programme.
Areas for Improvement
More real time data would be useful in ensuring timely suicide prevention interventions
Suicide prevention awareness training
Suicide prevention assessment and safety planning processes need to be enhanced
Open and honest dialogue that destigmatises mental health and makes it easier for people to talk about
when they feel suicidal is needed across our communities
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1

Introduction

According to the Office for National Statistics there were 4820 people who were recorded as having
died by suicide in England in 2015, but the true figure is likely to be higher. The most up to date
National Confidential Enquiry 2016 report shows the suicide rate in England at 10.3 deaths per
100,000 population which was the highest seen since 2004, and the 2015 report rate was only
marginally lower at 10.1.2.
In SABP we saw an increase in the number of reported serious incidents relating to unexpected
death and/or suspected suicide in 2016/17. 16 deaths were registered by HM Coroner as Suicides
and 83 deaths were reported as unexpected death incidents that were not classified as suicide.
Death by hanging and ingestion of substances were the two highest reported methods used to selfharm. There has also been a rise in the number of train/rail line related unexpected deaths and/ or
serious incidents involving trains/ rail lines. It should be recognized that Surrey has a large number
of accessible rail networks in comparison to more rural locations.
SaBP as part of its suicide prevention plan have been working closely with partners in Surrey, such
as Public Health, British Transport Police and Network Rail regarding our responsiveness to high
risk areas.
2

Findings of the National Confidential Inquiry into Homicide and Suicide 2016 (NCI)

Crisis Team & Suicide Prevention
According to NCI the numbers of suicides by
mental health patients has risen in England; this
primarily reflects the large rise in the numbers of
people receiving mental health care.

Home Treatment (Crisis) teams continue to
provide an alternative to admission and
according to the Inquiry; they now have around 3
times as many suicides as in-patient areas.

Nationally suicide by in-patients continues to fall In SABP we reported 3 unexpected deaths of
due to the removal of ligature points but people who were on the acute care pathway,
increasing in Crisis teams, as the first 3 months (either inpatient of under the care of HTT).
following hospital discharge continue to be a
period of high suicide risk.

Health Inequalities

Hard to Reach People

Available data shows that Suicide is also a health
inequality issue: there is a well-established link
between
suicide
and
poor
economic
circumstances. People in the lowest socioeconomic groups living in the most deprived areas
are ten times more at risk of suicide than those in
the most affluent group in the least deprived
areas.

A large part of the geographic area covered by
our Trust is in affluent areas, but our strategy has
also been mindful of the diversity of the
geographic areas we cover and ensuring that
people who may fall within the hard to reach
groups are sufficiently supported and any risk
that may be apparent are fully understood and
managed.
Unexpected death incidents of a person who may
have no fixed abode or is deemed an adult at risk
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are monitored closely through the SI investigation
processes and safeguarding route.
The NCI also identified that the migrant
population is also at high risk of suicide as 5% of
patients who died by suicide were people who
had been living in the UK for less than 5 years.

The NCI data showed that economic adversity is
more common as antecedents to patient suicides.
According to the 2016 NCI over 50% of the
patients who have died had a history of alcohol or
drug misuse.
3

SABP Learning Points from Unexpected Death / Suicide & Near Miss Incidents during
2016

Further to the analysis of unexpected death/ suspected suicide incidents in the scrutiny panel in
2016/17 we identified the following emerging issues:
Identified Issues
Demographics
Deaths reported of individuals in receipt of
IAPT services appear to be increasing.
Increase in Attempted Suicide/Self-Harm
incidents of those individuals with a diagnosis
of ASD.
Awareness and consideration of gay, lesbian,
bi-sexual and transgender individuals having a
higher risk of self-harm and suicide.

SABP Prevention Approach
We welcome the testing of the new single point of
access work to ensure timely signposting of
people within the organization without the need
for a further referral back to the GP, if a person
does not meet the criteria for IAPT care. Good
feedback from initial pilot regarding this issue.
We have been successful in our bid to Health
Education England for funding to create a
bespoke training package for suicide prevention.
The design work has commenced with Input from
clinicians with specializing in ASD, ADHD.
Special guidance to staff in crisis teams on the
effective assessment and support following initial
presentation in crisis will form part of the training
package- expected launch Sept 2017

There have been an increasing number of
individuals who have died using our services
who have been living in supported
accommodation.
Staff are now encouraged to use the Alcohol
Audit Screening Tool more regularly within
Extra scrutiny and vigilance around suitability CMHRS and IAPT services in order to direct the
of placements and safeguarding concerns individual’s pathway appropriately. This now
should be considered for individuals in forms part of the Risky Behavior CQUIN
supported accommodation placements.
Through scrutiny panel and existing safeguarding
CMHRS staff to contact I-Access if struggling structures, staff have been reminded of the
to engage people who use services In-patient importance
and
their
responsibility
for
staff should invite I-Access staff to discharge safeguarding referrals.
planning meetings
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Identified Issues
Documentation / Communication
Some gaps in documentation of risk
assessments
and
care
plans
around
absconding behaviours being in place and
being updated regularly, and especially after
incidents of absconding behaviours.

SABP Prevention Approach
Documentation audit tool has been reviewed and
revised to ensure it fully captures information that
provides enhanced assurance on expected
minimum documentation requirements as outlined
in our Records Management Policy

Missing care plans or care plans not being
updated regularly were featured in several Teams have been encouraged to take pro-active
panels. Observation charts not being action with carers when trying to engage
completed regularly and accurately were a someone who may be difficult to engage.
featured in several panels.
Staff have been reminded through a Safety Alert
was issued relating to all inpatients units being
Reduction in opportunities to self-harm- vigilant and aware of procedural security around
(AWOL). The need for effective discharge visitors and fobs to reduce the risk of AWOLS.
arrangements
Processes

All the issues identified above have been reviewed and actions agreed to assist with embedding
learning and individual actions logged in the Investigation reports for local ownership.
4

Public Health Surrey Review- National and Local Context

Surrey has historically had a lower rate of suicides than the UK. In 2012 the directly standardised
rate was 8.28 suicides per 100,000. In 2013- 15 the rate increased to 9.1. In Surrey and nationally,
suicide disproportionately affects men, accounting for around three quarters of all suicides, but rates
are rising in women. It remains the biggest killer of men aged 49 and under and the leading cause of
death in people aged 15–24.
5

Five Year Forward View Dashboard Data

The Five Year Forward View Dashboard has now been launched and has shown an increase from
the previous reporting period for East Surrey, Surrey Heath and Surrey Downs CCG’s on the
measure Suicide: age standardised death rate per 100000 population for the period 2013-2015. We
have also seen an increase in admissions for self-harm for Q3 2016/17 for East Surrey CCG,
Guildford & Waverley, Surrey Heath & NE Hants CCGs. The availability of this data as outlined in
the dashboard is helpful in our approach to instigate targeted responses to emerging issues per
geographic area where required. Further work to see how this information can be used to better
inform prevention approach will be explored further through the suicide prevention group with Public
Health Surrey.
6

Suicide prevention Progress in 2016/17

Our work over the last year has been focused on delivering best possible outcomes for people using
our services and their families through making existing processes more reliable and adopting local
and national best practice. Our work is aligned to The National Suicide Prevention Strategy & the
Surrey Wide Suicide Prevention Plan.


Suicide Prevention Conference- We hosted a successful Suicide Prevention conference in
July 2017 which delivered numerous ideas for our ongoing work with partners.
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8

Train related deaths – British Transport Police projects; Radio link between Farnham Road
Hospital and local Radio Link system to identify individuals who have absconded from the
hospital and alert relevant community contacts including BTP, CCTV headquarters in Guildford,
local security staff etc.
Making Prevention Ideas Accessible – We video recorded a Suicide Prevention Information
Network for the first time in January 2017 and this will now be hosted on our intranet to enable a
wider ongoing organisational learning.
Drug and Alcohol / Mental Health Dual Diagnosis- We undertook a task and finish group with
representation from a mixed group of clinicians to help formulate a coordinate approach which is
in compliance with recently published NICE guidance; to support people presenting with a dual
diagnosis. Policy now approved by Board.
Clinical Risk Management Training Compliance- the revised eLearning training was designed
by the Clinical Risk & Safety Team to help drive the reduction in variation in our risk assessment
and management approach.
Health Education England Grant- We have successfully achieved a grant through the Health
Education England to roll out a comprehensive training package for all Trust staff.
Enhanced Partnership Working- We continue to work with the Surrey wide Suicide prevention
working group, Royal Borough of Kingston suicide prevention working group and a local
Guildford working group. We are fully signed up to the Wider Surrey Suicide Prevention Plan.
Post-venation service- We are in the process of identifying the need for a post-venation service
for people bereaved by suicide.
Railway pastoral support- A small pastoral group will be set up to visit these stations at times
identified by National Rail. The pastoral group will offer a hot drink, general chat and if needed
signposting and intervention.
Suicide Prevention at SABP Next Steps
a. Continue to raise awareness of new high risk groups
b. Embed our Quality Improvement initiatives to ensure all teams deliver reliable safe care at all
times
c. Continue to work with our partners at the National Suicide Prevention alliance, to roll out
targeted support for vulnerable groups and training for staff and others on suicide prevention
d. Continue to review emerging trends from National Confidential Enquiry data and provide
targeted support and alerts to teams on emerging risks
e. Make further improvements in our work families and carers at all levels of care including
during Serious Incident investigation processes.
f. Continue to enhance the accessibility of mental health and drug and alcohol services with a
view to having a positive impact on population suicide and unexpected death rates
g. Develop a suicide prevention strategy with partners through our first Suicide Prevention
Conference in July 2017 that will drive our work for the next three years
h. Engage in the new suicide Prevention Alliance that is driving the need to aim for zero.
i. Work closely with Suicide Prevention Consultant on developing bespoke Trustwide suicide
prevention training – taking learning from Mersey Care NHS Trust.
Conclusion

In March 2017 the House of Commons Health Committee report into suicide prevention for 2016/17
acknowledged that the scale of the avoidable loss of life from suicide is unacceptable. The Five Year
Forward View for Mental Health set the ambition that the number of people taking their own lives will
be reduced by 10% nationally compared to 2016/17 levels by 2020/21. We at SABP continue to
aspire for Zero Suicides as a principle as we work to make our processes reliable in order to achieve
this.
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Trust Board Meeting in Public
Date

13th September 2017

Item No

102.17

Paper Title

Audit Committee Summary

Director

Graham Wareham

Report for

Discussion/Information

Discussed to date and
next steps

This summarises the discussion at the most recent Audit Committee May 2017

Purpose of the paper

The Board are asked to comment on and note the report on the following:




The review of the report and accounts
The review of the internal audit plan, progress report and annual opinion
The review of the board assurance framework.

Health/Social Impact –
Contribution to our
objectives

The audit committee provides the board with assurance on key management controls
that are essential to having a positive health and social impact

Impact on Risk

An effective Audit committee is a key part of our risk management strategy

Financial Implications

None

History

Not applicable

Executive Summary
The paper provides a brief summary of the Audit Committee from May 2017

Positive Findings
The clean opinion on the financial accounts
Areas for Improvement
The adverse opinion on the quality accounts
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Summary Matters from the Audit Committee
22nd May 2017
Introduction
1. The committee met as part of the annual rolling plan of work. The main focus of the
May meeting was to review the annual report and accounts in the context of the
report from the external auditors to making an appropriate recommendation to the
Trust Board.
Previous Minutes and Matters Arising
2. The minutes from the March meeting were approved, and the committee reviewed the
rolling action plan.

Items to Agree and Recommend
Internal Audit Plan
3. The committee discussed the proposed internal audit plan and with minor
amendments for TIHM and Cyber Fraud approved the plan on behalf of the Trust
Board.
Annual Report and Accounts
4. The committee reviewed the report and accounts and the report of the external
auditors. They noted the clean audit opinion for the financial accounts and the
proposed wording of the letter of representation.
5. The committee noted the adverse opinion on the quality accounts which related to the
Trusts ongoing challenges around reporting following the implementation of the new
electronic health record system.
6. There was a lengthy discussion about the challenges that had been experienced in
the year relating to the pension valuation, the valuation of land and buildings and the
provision of the health and safety fine.
7. The committee recommended the report and accounts to the Trust Board for approval.
Costing Process 2017/18
8. A paper was presented to the Audit Committee outlining our proposed approach to
reference costing for 2016/17. However, the committee felt this was a matter for the
Executive Board, and the paper was withdrawn.
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Items to Review
Internal Audit Progress Report and Annual
Audit Opinion
9. The Committee noted the progress report and the annual audit opinion from
the internal auditors and commented that they felt overall that the reports
provided them with the assurance that actions were being followed up and
controls were reasonable.
Board Assurance Framework
10. The board assurance framework was reviewed, and the committee was
satisfied that it was relevant and effective for the organisation.
Other matters
11. The committee received reports on counter fraud, losses and special payments,
aged debtors and material waivers. It was agreed further work was needed on
aged receivables and the committee heard about the improvement in
procurement practices in the property department.
12. The reports were all noted.
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Trust Board Meeting in Public
Date

13/09/2017

Item No

103.17

Paper Title

Recruitment & Retention Report

Director

Gavin Wright

Report for

Discussion/Information

Discussed to date and
next steps

This report has been discussed at the Executive Board. In addition, a number of the
issues detailed in the report have been discussed at the Recruitment & Retention Task
Group.

Purpose of the paper

The Board is asked to comment on and note the report on the following:

Health/Social Impact –
Contribution to our
objectives

The creation of a Recruitment & Retention Task Group to co-ordinate the
development of recruitment and retention initiatives.
 The identification that greater assurance is required to ensure the various initiatives
are delivering tangible results.
 The information provided by the work on engaging starters and leavers is providing
additional data on further areas the Trust needs to take action on in respect of
recruitment and retention.
Reducing turnover, attracting high caliber staff and building high staff morale is key to
ensuring that we have a stable, well trained and motivated workforce to provide caring,
responsive, safe, effective and well led services


Impact on Risk

Financial Implications
History

This report provides details of recruitment and retention initiatives which contribute to
mitigating a number of organisational risks including financial stability and quality of
care.
The issues highlighted in this report seek to reduce turnover and the reliance on bank
and agency staff and they will have a direct bearing on the delivery of value for money.
N/A

Executive Summary The paper provides details of the current and proposed recruitment and retention payments
which are being made to assist in particular with retaining staff. It also summarises the work which has been
undertaken on gauging the morale of new employees to the Trust and to identify the key reasons why staff leave.
Furthermore the report identifies that greater assurance is required to ensure the various initiatives which have and
are being developed provide tangible benefits and are a good use of financial resources.
Positive Findings
 The Golden Hello recruitment and retention payments appear to be assisting with retention.
 The Recruitment & Retention Task Group is bringing greater co-ordination to what hitherto have been ad
hoc initiatives,
 Concerns amongst new starters are now being dealt with more quickly to ensure that joining the Trust is a
positive experience.
Areas for Improvement




There is a need for improved assessment of the effectiveness of the various recruitment and retention
initiatives to provide greater assurance.
In reviewing the profile of leavers between March and June 2017 it is clear that a significant proportion leave
within their first 12 months.
Significant further work is required to develop additional “non-pay” initiatives to improve recruitment and
retention.
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Recruitment and Retention Report – August 2017
1.

Introduction

The purpose of this report is to provide an overview of our current and future recruitment and
retention initiatives in order to assess their effectiveness and to identify what further action
may need to be taken.
The quarterly workforce report will be coming to the Board in October 2017 and this will
provide greater detail about our current staffing challenges. By way of context however, the
main issues in relation to recruitment and retention are:





2.

Our turnover rate at July 2017 was 21.3%.
Our use of temporary staffing is above the NHS Improvement spend cap.
At July 2017 we had 56 whole time equivalent (WTE) live vacancies and 147 WTE
vacancies being processed through pre-employment checks.
The number of staff leaving inpatient roles is particularly high at 32% with a significant
proportion of new staff leaving within their first 12 months.
Strategic approach and structure

To provide a greater degree of focus to the actions we need to take to improve recruitment
and retention a Recruitment and Retention Task Group led by Jo Young, Chief Nursing Officer
and Deputy Chief Executive has been established. The purpose of the Group is to drive a
number of key impact areas which contribute to short and long-term improvements. These
are:
1.
2.
3.
4.
5.

Increasing nursing numbers
HR key performance indicators and reporting
Supply nurse concept
Flexible working
Nurse development and supply

Each stream is managed through a work programme with individual project leads for each
area. The Group includes operational managers as well as HR, Finance and nurse managers
and whilst the focus is predominantly on nursing at present, learning from the projects is being
applied to other staff groups where appropriate.
This structure ensures that there is closer control and scrutiny over the initiatives being taken
forward through regular updates from each of the project leads. Progress against the
outcomes is also being monitored to check that projects are benefiting the organisation or if
not alternative action can be taken.
3.

Analysis and reporting
3.1

Pay initiatives

The current recruitment and retention premia which we are using to attract and retain
staff are:
a)

Golden Hello’s. These were introduced in January 2017 and offer a range of
payments from £500 at the start of employment with a further £500 being paid
after 12 months and a final payment of £1K after 25 months continuous service.
Currently 43 staff are receiving a Golden Hello payment and the current total
expenditure on this premia is £38k.

b)

Loyalty bonus. This has been in place since August 2016 and is a payment of
£500 for staff working in Specialist
Services who have been in post for more
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than 36 months. A total of 7 staff are or have received a payment of £500,
totalling £3.5k
c)

Recruitment Premium. This has been in place since June 2016 and is a
payment of £3K paid over 25 months i.e. £1k initially, £1K at 13 months and a
final payment of £1K at 25 months. This payment is only for Band 5 nurses
externally recruited. A total of 12 staff are or have received the payment at a
cost of £26.5k.

d)

Retention Allowance. From September 2017 (back-dated to 1st July) a 10%
retention allowance, which will incorporate the 5% fringe High Cost Area
Supplement will be introduced to nurses Band 5-8a in inpatient wards and
Home Treatment Teams. This is equal to 15% of basic salary, and will put us
on a par with London Trusts.

In reviewing the recruitment and retention premia that are being paid it has become apparent
that the way in which data is currently recorded means it is difficult to draw firm conclusions as
to which allowances are having a positive impact and therefore provide an assurance that the
premia are an effective use of resources. Work is therefore underway to resolve this as a
matter of urgency. However, taking the reported information and making an assumption that
negative payments against an allowance/payment means that the member of staff has left; it
is possible to assume the following:
Golden Hello payments do act as an incentive with most staff receiving the payment
progressing from the initial £500 on starting with the Trust to receiving the further £500 after
12 months service. This relates to all services; in addition, and whilst it is not called a Golden
Hello, the £3K Recruitment Premium in Specialised Services paid over a 25 month period also
acts as an incentive to retain staff beyond 2 years’ service with the Trust. With regard to all
other incentives/payments there is insufficient data to be able to determine their impact.
3.2 Starters and Levers information
As part of the overall recruitment and retention programme, ongoing work is being undertaken
to develop a better understanding of how new staff feel about the Trust having recently joined
and also why staff leave.
Since March 2017, all new starters have been contacted within one month of beginning their
role to determine how they are settling in. Thus far the feedback has been predominantly
positive. Concerns and queries have been followed up and actioned, and largely centred
around issues such as ID badges, Golden Hello payments, pay and annual leave issues. As a
result of this work, HR now has a presence before the start of the formal induction programme
to pick up on any administrative issues so these can be resolved as quickly as possible.
Analysis of leavers’ data between March and June 2017 clearly highlights a high proportion of
individuals leave within one year of starting employment. Of the 335 staff who left in this
period, 131 did so in the first year and a further 95 in the second. In light of this, 273
employees with less than 1 years’ service have been contacted to explore how they are
getting on in their roles, and offering to answer any outstanding queries. To date, 63
employees (23%) have responded.
Feedback has been mainly positive; those with concerns have been largely about the
perceived lack of opportunities for training and development.
The next step will be to contact those employees who have been with the Trust between 1-2
years and re-contact people already connected with for further feedback in six months’ time.
To gain a better understanding of why staff leave the Trust, a new online exit questionnaire
has been developed to enable employees to complete
it after they leave the Trust should they
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wish. This is based on feedback that some staff feel more able to be honest about their

reasons for leaving once they have actually left. Furthermore, plans are being put in place to
develop preventative conversations where possible interventions are discussed with a staff
member to stop them resigning before they actually do.
In terms of the main reasons for leaving, 70% of individuals who worked in non-clinical areas
cited workload and morale followed by the relationship with their manager, communication in
the team, lack of promotion opportunities and staffing levels.
The main reason given by nurses for leaving was working hours/patterns and poor work life
balance.
The questionnaire also seeks feedback on what could we have done to encourage individuals
to stay. In terms of response, 46% said nothing would have encouraged them to stay. 54%
gave reasons which might have encouraged them to remain including a reduction in workload
and improved flexible working hours, greater training and development opportunities and
improved career pathways,
Overall, the data gathered about starters and leavers has provided us with a rich vein of
information from which we can now develop further interventions to reduce turnover and
encourage more applicants for roles. To take this action forward, we are currently arranging
sessions with staff in key clinical areas to use the data gathered to jointly identify further
recruitment and retention initiatives which are not directly linked to pay. An additional work
stream is also being developed, the purpose of which is to strengthen our presence on social
media in terms of attracting candidates to the Trust.
4.

Summary

The proactive approach that the Trust has taken to addressing short and long-term
recruitment and retention of staff is having an impact. However, the way the various initiatives
have been implemented has been somewhat ad hoc. In addition, there has also been a lack of
a formal monitoring of progress to determine what impact the various initiatives are having.
However, the establishment of the Recruitment and Retention Task Group should resolve this
issue. In support of the work of this group, there is a need for the Trust to improve the capture
and reporting of the pay related initiatives so that future decisions as to whether they continue
or are replaced with alternatives, can be made. In addition, the work that has been
undertaken and lessons learned to improve nursing recruitment and retention now needs to be
broadened to encompass other staff groups including medical, therapies and admin and
clerical.
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