Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 29 March 2017 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB commencing at 1:00pm
If you are unable to attend please notify Keith Eales on 01202 277008.
Yours Sincerely,

Ann Abraham
Chair

PART 1
Initials

Paper

Welcome, Apologies and Previous Meetings

Time
1:00

1

Apologies

AA

Verbal

2

Patient Story

SM

App A

3

Declarations of interests in relation to agenda
items

AA

Verbal

4

Minutes

AA

App B

To approve the:(i)

minutes of the meeting held on 22
February 2017;

(ii)

notes of the workshop held on 1 March
2017.

5

Matters Arising - to consider progress.

AA

App C

6

Chair’s Report - to receive an update.

AA

Verbal

1

Strategy Implementation:
Current Affairs and Operational Performance
7

Chief Executive’s Report

RS

App D

1:30

NK

App E

1:50

MM

App F

2:15

NP

App G

2:30

NP

App H

2:45

MM

App I

3:00

EY

App J

3:05

MM

App K

3:20

FH

App L

3:30

To consider the monthly report.
8

Trust Board Integrated Corporate Dashboard
To review the dashboard for February.

9

Trust Finance Report for February 2017
To consider the report.

10

2016 NHS Staff Survey Results
To consider the results.

11

Stages of Excellence
To consider the outcome of the annual
assessment.

12

Going Concern Report
To consider the report.
Strategy Development:
Policy Formulation and Decision Making

13

Trust Response to the Mental Health Acute Care
Pathway Review
To approve the response.

14

Budget 2017/18
To approve the budget.

15

Quality Priorities 2017/18
To agree the quality priorities.
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Regulatory and Governance Matters
16

CQC Quality Improvement Plan

FH

App M

3:50

PR

App N

4:00

KE

App O

4:05

To consider the monthly progress report on
delivery of the action plan
17

Summary Minutes of the Appointments &
Remuneration Committee 25 January 2017
To note the minutes.

18

Annual Cycle of Business
To note the annual cycle.
Other Matters

19

Any Other Business

AA

Verbal

4:10

20

Questions from Governors

AA

Verbal

4:15

21

Next Meetings

AA

Verbal

4:30

Board Workshop – 9.30am, Wednesday 5 April
2017, Sentinel House, Poole
Board Meeting – 1.00pm, Wednesday 26 April
2017, Sentinel House, Poole.
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Agenda Item 4i

Minutes of the Board of Directors Meeting held at 1pm on Wednesday 22 February
2017 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Ron Shields
David Brook
Lynne Hunt
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Linda Boland
Colin Hague
Fiona Haughey
Nick Kosky
Matthew Metcalfe
Sally O’Donnell
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Locality Director-Poole and East Dorset
Director of Human Resources
Director of Nursing and Quality
Medical Director
Director of Finance and Strategic Development
Locality Director-Dorset
Director of Organisational Development and Participation
Locality Director – Bournemouth and Christchurch

In Attendance:
Keith Eales

Trust Secretary

Apologies:
John Hughes

Non-Executive Director

Governor Observers:
Chris Balfe
Scottie Gregory
Sue Howshall
Jan Owens
Angela Reed
Anna Webb
Angela Bartlett
Bill Batty-Smith

Lead Governor and Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Poole
Staff Governor
Partner Governor, Dorset District Councils

709/17 Welcome and Apologies
The Chair welcomed Board members, Governors and staff observers to the meeting
and reported the apology received.

710/17 Patient Story
The meeting commenced with a story illustrating the experience of a patient of the
outpatient physiotherapy service at St. Leonards Hospital.
.
The story highlighted the contrasting experiences of the patient in respect of the care
provided by different physiotherapists in the service. After initial treatment, the patient
considered that the second physiotherapist she saw listened and treated her
holistically. The patient considered that this approach, and the trust that had
developed, contributed to the improvement in her condition.
The patient also highlighted her experience in seeking alternative treatment to the
drug medication proposed through the NHS. She considered that this had had a
material impact on the improvement in her condition, which would not have been
achieved by the use of painkillers alone.
Board Directors considered that the story highlighted the importance of clinicians
listening to the patient, fully engaging with patients in discussing their care and of
taking a flexible approach to considering treatment options rather than relying on
traditional NHS approaches.
The Board noted the patient story.
711/17 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
712/17 Minutes and Notes of Previous Meetings
The Board approved as a correct record the minutes of the meeting held on 25
January 2017, the minutes of the meeting of the Corporate Trustee for Charitable
Funds held on 25 January 2017 and the Workshop notes of 1 February 2017.
713/17 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
The Board noted the report.
714/17 Chair’s Report
The Chair reported on the key matters discussed at the meeting of the Council of
Governors held on 9 February 2017, including:•

The appointment of a Chair Designate of the Trust, who would take office on
7 April 2017. A public announcement would be made next week;

•

The development of the Council’s response to the Clinical Services Review
(CSR), the drafting of which had been taken forward by a group of Governors
earlier in the week.
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715/17 Chief Executive’s Report
The Chief Executive submitted a report setting out key issues of concern and
interest.
The Chief Executive’s report highlighted progress with the CSR, discussions in
respect of the Sustainability and Transformation Plan for the County and the potential
impact of local authority funding reductions, the development of a joint approach to
shared back office services in the County and recent media coverage in respect of
two Trust employees.
The Chief Executive also advised that the Trust alcohol and drug advisory service
had received a ‘good’ rating in all five domains in the recent Care Quality
Commission (CQC) inspection.
With regard to the potential development of shared back office services, the Chief
Executive confirmed that the outline business case would be submitted to the Board
for consideration.
In response to a question, the Locality Director, Dorset, updated the Board on
progress with the transfer of the prison healthcare services in Devon and Dorset to
Care UK. It was noted that, within the Devon prisons, the Trust Mental Health Team
would be transferring to the Devon Partnership NHS Trust. The remaining staff would
transfer to Care UK under the TUPE regulations.
It was noted that, whilst the retention payments were assisting in retaining sufficient
core staff to provide the services, the Trust was increasingly relying on agency staff
to deliver healthcare services in the prisons.
The Board:(a) noted the report;
(b) requested a further update to the March Board meeting on progress with
the transfer of the Trust prison healthcare services in Devon and Dorset.
716/17 Board Integrated Corporate Dashboard
The Medical Director introduced the dashboard for January. The Medical Director
advised that the focus of the dashboard this month was on patient safety incidents,
healthcare associated infections, pressure ulcers and the patient experience.
The Medical Director drew attention to:•

The number of patient safety incidents that had resulted in moderate or
catastrophic harm, of which there had been 24 in the past three months;

•

The number of cases of clostridium difficile of which there had been 13 in the
year to date against a threshold of 12. There had been four cases in the last
three months. Lapses in care had been identified in 10 of the 13 cases;

•

The number of avoidable pressure ulcers, including six in the last three
months;
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•

Pressure ulcer risk assessment completion, with 98.9% of eligible patients
admitted to hospital in January receiving an assessment within four hours of
admission, against a threshold of 95%;

•

The Friends and Family Test recommendation rates, with over 95% of
respondees consistently recommending the service they had been cared for
by;

•

The number of complaints over the last three months, which was consistent,
at 113, with previous reporting periods.

The Medical Director advised that there were 10 CQUIN schemes being delivered in
the Trust, rather than the figure of eight reported in the dashboard.
The Director of Nursing and Quality advised that work was underway to refresh the
improvement plan in respect of pressure ulcers. With regard to the review of pressure
ulcers, it was noted that this was becoming an increasingly onerous task and a
sampling approach was under consideration with commissioners.
Clarification was sought with regard to progress with the review by Healthwatch of
the Trust approach to collecting and acting on feedback from patients, carers and the
public. The Director of Organisational Development and Participation advised that
Healthwatch had focussed its research on two Localities in Poole and St Ann’s
Hospital. The research had been completed and the drafting of the final report was
underway.
The Medical Director drew attention to the findings of three external benchmarking
studies, in respect of:•
•
•

The Child and Adolescent Mental Health Service (CAMHS);
The Community Hospitals;
A survey of people who use community mental health services.

With regard to CAMHS, the Chair of the Quality Governance Committee advised that
the Committee had reviewed in detail the challenges in the service and the
experience of young people who had been placed out of area for care.
The Board noted the dashboard for January 2017.
717/17 Trust Finance Report for January 2017
The Director of Finance and Strategic Development submitted the Finance Report for
January 2017.
The Director of Finance and Strategic Development advised that the Trust was
£4.1m ahead of plan at the end of January. The forecast position was for a deficit of
£1m, which was £3m ahead of plan.
Agency expenditure year-to-date was £4.6m. This was continuing to reduce.
To date, £8m of the £8.1m cost improvement plan for the year had been achieved.
It was noted that, year-to-date, £7.3m of the revised £11.2m capital programme for
the year had been delivered. The Board noted that a reduction in the capital
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programme, from £12.2m to £11.2m had been agreed with NHS Improvement. The
forecast year end position was for expenditure of £11m.
The Use of Resource Rating within the Single Oversight Framework was 1.
The Director of Finance and Strategic Development advised that a number of risks
were emerging with regard to the year-end forecast. The risks, which included the
wind-down of the prison healthcare contracts and impairment charges, were currently
being assessed and an update would be provided to the March Board meeting. The
Director of Finance and Strategic Development confirmed that these risks would not
impact on the achievement of the Control Total by the Trust.
Clarification was sought with regard to the reasons for the overspend in non-pay
expenditure in the Bournemouth and Christchurch Locality. The Director of Finance
and Strategic Development advised that this related to expenditure in respect of out
of areas placements.
Clarification was sought as to whether the significant increase in debtors was
attributable to any particular factors. The Director of Finance and Strategic
Development advised that this was not the case.
With regard to the forecast year-end position, it was noted that the agency controls
introduced had resulted in a reduction in expenditure which had exceeded
expectations. Whilst the improvement against the overall financial plan for the year
provided a further opportunity for investment, care needed to be taken with regard to
incurring additional recurring expenditure. It was also recognised that the Trust had
insufficient capital resources to meet the priority areas identified for investment. The
forecast position could contribute to addressing this position.
The Board noted that, with regard to the 2017/18 budget, the Executive was
continuing to identify projects to address the current £4.5m shortfall.
The Board noted the Finance Report for January 2017.
718/17 People Management
The Director of Human Resources submitted the bi-monthly People Management
report.
The Director of Human Resources drew attention to the recruitment campaign in
London, which had resulted in an increase in applications, the development of and
recruitment to the revised management structure in Operational Services, the
changes in respect of the taxation of ‘off-payroll’ workers and the uptake of the flu
vaccination, which had increased from 28.4% to 34.1%.
Board members discussed the importance of retention measures in ensuring the
availability of sufficient staff to deliver the Trust objectives. It was recognised that
there was scope to engage with staff within three to five years of retirement to identify
potential opportunities for encouraging these individuals to remain in Trust
employment.
Clarification was sought with regard to the collection of data in respect of the take-up
of health and wellbeing initiatives by staff. The Director of Human Resources advised
that data was collected and included in the Health and Wellbeing Annual Report.
The Board noted the report.
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719/17 Trust Response to the Clinical Services Review Consultation
The Chief Executive introduced the draft Trust response.
The Director of Organisational Development and Participation gave an overview of
the amendments made to the response since the detailed consideration given to the
draft at the Board workshop on 1 February 2017.
The Board agreed the draft response and delegated authority to the Chief
Executive, in consultation with the Chair, to make any further refinements
required before its submission to NHS Dorset Clinical Commissioning Group
by 28 February 2017.
720/17 CQC Quality Improvement Action Plan
The Director of Nursing and Quality introduced the monthly update on progress in
implementing the Quality Improvement Plan following the June 2015 CQC inspection
and the re-inspection of seven core services in March 2016.
The Board noted that of the 40 ‘must do’ recommendations, 24 were complete or
rated as green and 13 were rated as amber/green on the basis of being in progress
to meet the deadline, one was rated as amber and two red. The action being taken in
respect of the two red actions was noted.
Of the 64 ‘should do’ recommendations, 49 were complete or rated as green, 11
were rated as amber/green on the basis of being in progress to meet the deadline,
two were rated as amber and two red. The Board noted the details of the red actions
and the steps being taken to address the position.
The Director of Nursing and Quality gave an overview of progress with the actions
arising from the Mental Health Act monitoring visits undertaken by the CQC to
locations where patients were detained.
The Director of Nursing and Quality undertook to set out, in future reports, the action
being taken where gaps in compliance with standards had been identified.
The Board noted the report.
721/17 Minutes of Committee Meetings
The Board received the following minutes of Committee meetings:Quality Governance Committee
20 October 2016
Audit Committee
24 October 2016
Appointments & Remuneration Committee 25 October 2016
722/17 Annual Cycle of Board Business
The Board received the annual cycle of business, which formed the basis of Board
agendas.
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The importance of having a comprehensive cycle of business in place was
emphasised. Directors were asked to advise the Trust Secretary of additions or
amendments to the draft cycle.
The Board noted the updated cycle of business.
723/17 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:•

Concern was expressed, in respect of CQC compliance, at the continuing
challenge in ensuring staff complied with core documentation standards. It
was considered that the nature of the standards should make compliance
straightforward. However, assurance visits continued to identify areas when
standards were not being complied with;

•

Concern was expressed that, particularly in the north of the County, the CSR
consultation proposals had not fully taken account of the impact of significant
population growth. The Locality Director, Dorset reported on the matters
discussed at the consultation meetings in north Dorset;

•

Confirmation was sought that the revised structure for the Operational
Services Directorate would continue to support the integration of services.
The Chief Executive advised that localities would continue to be the key
focus, and basis for, the integration of services in the new structure. However,
it had become clear that, alongside this, there was a need for functional
oversight of key services at a senior level. The Deputy Director roles in the
new structure would provide this;

•

It was suggested that there was scope for the NHS Trusts in the County to
jointly identify land for development and to engage in a joint venture with a
developer to provide affordable tied accommodation to support the
recruitment and retention of sufficient staff to deliver services in the future.

724/17 Vote of Thanks
The Board recorded its thanks to Linda Boland, Locality Director Poole and East
Dorset, who was attending her last meeting, for her outstanding commitment and
service to the Trust and its predecessors over the last 25 years.
725/17 Next Meeting
The Board noted that the next meeting would be held on Wednesday, 29 March 2017
at 1.00pm at Sentinel House, Poole.

Signed:

Date:
Ann Abraham, Chair
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Agenda Item 4ii

Notes of the Board Workshop held at 9.30am on Wednesday 1 March 2017 at
Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Ron Shields
David Brook
Lynne Hunt
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Linda Boland
Colin Hague
Matthew Metcalfe
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director and Deputy Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Locality Director-Poole and East Dorset
Director of Human Resources
Director of Finance and Strategic Development
Director of Organisational Development and Participation
Locality Director – Bournemouth and Christchurch

In Attendance:
Trust Secretary

Keith Eales
Apologies:
John Hughes
Nick Kosky
Fiona Haughey
Sally O’Donnell
1

Non-Executive Director
Medical Director
Director of Nursing & Quality
Locality Director, Dorset

Welcome and Apologies
The Chair welcomed members to the workshop and reported the apologies received.

2

Strategic Direction and Priorities Post Sustainability and Transformation Plan
(STP) and Clinical Services Review (CSR) Submissions
The Chief Executive introduced a presentation on key opportunities and issues for
the Trust to consider following submission of the STP and response to the CSR.
The Chief Executive reminded Board members of the key issues discussed at the
previous workshops, in May and September 2016, that had focussed on Trust
strategy and drew attention to four key themes for further consideration:•
•
•

The financial position of the Trust;
The scope of services provided by the Trust;
The priorities for capital investment in mental health services;

•
•

The priorities for capital investment in community hubs;
Opportunities for the integration of services.

With regard to the financial position of the Trust, the Chief Executive advised that the
Executive was finalising the budget for 2017/18 for consideration by the Board later
in the month. The particular area of focus at present was the cost improvement
programme which would be finalised over the next two weeks.
The Chief Executive commented that, within the Trust portfolio, there were a number
of services that were smaller scale and more disparate in nature. The Executive was
giving particular consideration, as each came up for tender, as to whether the Trust
should seek to continue to provide the service or identify opportunities for new
partnerships or organisational alignments for its future delivery. It was recognised
that the focus for the Trust should continue to be on pathways of care rather than any
particular organisational form.
With regard to the immediate priorities for capital investment in mental health
services, it was noted that these had been clearly established by the Board.
However, it was recognised that the investment needs significantly exceeded the
capital resources available. This would necessitate the development of alternative
approaches to ensure that the required investment could be made.
It was noted that the Trust response to the CSR had highlighted the need, given the
resource requirements, to establish a priority order for investment in hubs.
The Chief Executive commented that, with regard to the integration of services, there
were a number of potential, sometimes competing, opportunities for the Trust. For
example, the Trust was increasingly working with the acute trusts in the County.
Alongside this, the reorganisation of local government in Dorset could provide the
opportunity for the closer integration of health and social care. In addition, the GP
Federations in the County were continuing to develop. A number had already
expressed a wish to partner the Trust which could give rise to potentially competing
relationships. It was noted that, in addition to the availability of expertise, the sharing
of risk, particularly in respect of seeking to provide larger-scale services, was likely to
be a factor in Federations seeking to partner with the Trust. It was noted that further
consideration would be required of the various service delivery models that could be
developed.
Board members commented that it would be important for the Trust to establish and
set out to potential partners the key criteria which it considered had to underpin any
joint arrangements. These would be clearly related to the strategic objectives of the
Trust and could extend, for example, to the importance of addressing health
inequalities and access to services.
Board members discussed the extent to which the Trust strategy, particularly in
respect of community services, was sufficiently well articulated to provide a basis for
developing an approach to the integration of services with potential partners.
It was recognised that to some extent the framework for this was already in place.
The Five Year Forward View, the wider system approach in Dorset as set out in the
STP and the CSR set the strategic framework for service delivery between partners.
The key consideration was the scope of the Trust vision for community services
beyond this system-wide articulation. It was noted that the Trust vision and strategic
goals would provide a basis for further consideration of this.
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3

Initial Review of Mental Health Acute Care Pathway Review Consultation
Proposals and the Draft Trust Response
The Locality Director, Bournemouth and Christchurch gave an overview of the Mental
Health Acute Care Pathway Review consultation proposals.
The Locality Director, Bournemouth and Christchurch gave an overview of the
proposals for:•

An additional 16 acute inpatient beds; it was noted that, to reflect demand, 12
of the beds would be at St. Ann’s Hospital and four at Forston Clinic;

•

The closure of the Linden Unit and the transfer of the 15 beds at the site to
the east of the County to better reflect demand. The Locality Director,
Bournemouth and Christchurch commented that, should the proposal be
accepted, the local community in Weymouth would be engaged in identifying
options for meeting the continuing need for provision within the area;

•

The introduction of three Community Front Rooms and two Retreats;

•

Improving the current 24/7 crisis telephone line.

The Locality Director, Bournemouth and Christchurch advised that the consultation
proposals would have significant capital and revenue implications. It was noted that
the consultation document suggested the proposals could be implemented within
existing resources. It was clear that they could not be implemented within the
resources currently made available for mental health services. Any transfer of
funding from community service provision would impact on these services.
Clarification was sought with regard to the location of the additional acute inpatient
beds planned for the east of the County. The Locality Director, Bournemouth and
Christchurch advised that the additional 12 beds, and the transfer of 15 beds
following the closure of the Linden Unit, would be based at St. Ann’s Hospital.
Planning permission had been granted for an additional 32 beds on the site and
discussions were taking place regarding the relocation of the Eating Disorders
Service. Options for additional parking for staff and visitors were under investigation.
Clarification was sought with regard to engaging with, and encouraging responses
from, staff about the proposals in the consultation paper. The Locality Director,
Bournemouth and Christchurch advised that, unlike the CSR, staff providing mental
health services co-produced the consultation proposals. There was a higher degree
of awareness amongst staff and a general level of satisfaction, with the exception of
the team in the Linden Unit, with the proposals.
Board members commented that it was not clear from the consultation proposals the
extent to which the additional provision for acute inpatient beds took account of
potential future demand for the service.
Clarification was sought with regard to the impact of the consultation proposals on
the Children and Adolescent Mental Health Services (CAMHS). The Locality Director
Poole and East Dorset commented that, although not directly addressed in the
consultation paper, CAMHS remained an area of significant focus. For example,
within the Trust, the development of the Deputy Director role in respect of children’s
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services would provide a focus. More broadly, NHS Dorset Clinical Commissioning
Group was undertaking work in respect of the integration of children’s services.
The Board concluded that it would be important to include within the Trust response
reference to CAMHS, IAPT, Steps to Wellbeing, physical health, the role of GP’s in
mental health and the importance of ensuring sufficient capacity to respond to the
demands for the service. It was also considered that the response should comment
on the importance of clear standards for mental health and a fixed programme of
interventions and expectations.
With regard to the next steps, the Directors noted that the draft response would be
submitted to the Board meeting on 29 March. It was considered that all Board
Directors should have the opportunity to review and comment on the draft response
prior to the report for the Board being finalised.
Alongside this, it was recognised that the Council of Governors would wish to
develop a response and the importance of supporting Governors in developing a
commentary was emphasised.
The Chair and Trust Secretary undertook to develop a timetable for completion of the
draft consultation response which took account of providing Directors with an
opportunity to comment on the draft and supporting the Council of Governors.
4

Board Self-Evaluation 2016
The Chair and Trust Secretary submitted a briefing note on the main themes arising
from the Board self-evaluation completed at the end of 2016.
The Chair commented that she had supplemented the views of Board Directors with
reflections following attendance at local acute trust Board meetings in the County and
inviting views from Governors.
The Chair commented that the overall response to the questionnaires suggested that
Board Directors were generally satisfied with the functioning and operation of the
Board. This could be enhanced by improvements in the quality of reporting to Board
meetings. There was broad agreement that more focus should be given to Board
development. The key area for further discussion was Board Committee
arrangements, where there was not universal agreement within the Board that
assurance in key areas was being provided at present.
The Chair commented that the Board was about to undergo a number of significant
changes, in terms of both individual membership and composition, specifically a
change of Chair and a reduction in the number of Executive Directors. Given this, it
was proposed that the Board should note the outcome of the 2016 evaluation and
ask the Trust Secretary to bring it to the attention of the incoming Chair for his
consideration. The Board endorsed this approach.

Signed:

Date:

Ann Abraham, Chair
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Agenda Item 5

Matters Arising
Part 1 Board Meeting 29 March 2017

Minute

Topic

Action

Lead

715/17

Chief
Executive’s
Report
(Transfer of
Prison Health
Care Services)

The Board requested a further update to the
March Board meeting on progress with the
transfer of the Trust prison healthcare services in
Devon and Dorset.

RS

(22 February
2017)

Keith Eales
Trust Secretary
March 2017

1

Deadli
ne
March

Response
An update is provided
in the Chief Executive’s
report.

Agenda Item 7

Chief Executive’s Report
Part 1 Board Meeting 29 March 2017

Author

Ron Shields

Sponsoring Board
Member

Ron Shields

Purpose of Report

To give an overview of the current priorities and key work
areas of the Chief Executive and other significant issues in the
Trust.

Recommendation

The Board is asked to note the report

Engagement and
Involvement

-

Previous
Monthly report to the Board
Board/Committee Dates
Monitoring and Assurance Summary
This report links to the
Strategic Goals









To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
To be a national leader in the delivery of integrated care;
To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
Any action required?

I confirm that I have considered each of
the implications of this report, on each Yes
of the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Yes
Detail in report











No











1.

Introduction

1.1

My monthly report to the Board highlights
•

National developments in the NHS
External developments to bring to the attention of the Board
Consultations or other documents that will form future reports to the Board.

•
•
2

National Reports
Government Mandate to NHS England for 2017/18

2.1

The Government has published the mandate to NHS England for 2017/18.

2.2

The mandate to NHS England sets the direction for the NHS, and helps to ensure that the
NHS is accountable to Parliament and the public. This document sets out the government’s
objectives for NHS England, as well as its budget. The full mandate is available at
https://www.gov.uk/government/publications/nhs-mandate-2017-to-2018

2.3

2.4

The mandate sets out seven objectives for NHS England
•

Through better commissioning, improve local and national health outcomes, and
reduce health inequalities.

•

To help create the safest, highest quality health and care service.

•

To balance the NHS budget and improve efficiency and productivity.

•

To lead a step change in the NHS in preventing ill health and supporting people to
live healthier lives.

•

To maintain and improve performance against core standards.

•

To improve out-of-hospital care.

•

To support research, innovation and growth.

Within these objectives, there are a number of key deliverables for the NHS in 2017/18:•

rollout the seven-day services in hospitals four priority clinical standards to (1)
50% of the population by April 2018 and (2) the whole population for five specialist
services (vascular, stroke, major trauma, heart attack and paediatric intensive
care) by November 2017.

•

Deliver aggregate A&E performance in England above 90% in September 2017,
with the majority of trusts meeting 95% in March 2018, and aggregate
performance in England at 95% by the end of 2018.

•

Meet agreed standards on A&E, ambulances, diagnostics and referral to
treatment.

•

Achieve the 62 day cancer waiting times and standards and maintain performance
against other cancer waiting times standards.
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•

Reduce NHS related delayed transfers of care in support of a total reduction of
delayed transfers of care to 3.5% by September 2017.

•

Support delivery of the 2017/18 Mental Health Five Year Forward View
implementation plan recommendations.

National Audit Office: Health and Social Care Integration
2.5

In its report “Health and social care integration”, published in February 2017, the
National Audit Office (NAO) warns that progress with integration of health and
social care has, to date, has not delivered all of the expected benefits.

2.6

The Better Care Fund, has improved joint working, it has not yet achieved its
potential. The Fund has not achieved the expected value for money, in terms of
savings, outcomes for patients or reduced hospital activity.

2.7

Nationally, the Fund did not achieve its principal financial and service targets over
2015/16, its first year. Planned reductions in emergency admissions were not
achieved with emergency admissions increasing by 87,000 against a planned
reduction of 106,000. Furthermore, days lost to delayed transfers of care increased
by 185,000, against a planned reduction of 293,000.

2.8

Improvements were seen in reducing permanent admissions of people aged 65 and
over to residential and nursing care homes, and in increasing the proportion of older
people still at home 91 days after discharge from hospital into reablement or
rehabilitation services.

2.9

Research commissioned by the government in 2016 concluded that local areas are
not on track to achieve the target of integrated health and social care by 2020.

2.10 The NAO found no compelling evidence to show that integration in England leads to
sustainable financial savings or reduced acute hospital activity, although there have
been positive examples of local integration. The NAO suggests that evaluations
have been inhibited by a lack of comparable cost data across different care
settings, and difficulty tracking patients through different care settings.
2.11 The NAO concluded by saying that whilst joint working could be vital to the financial
sustainability of the NHS and local government a key assumption of the Better Care
Fund that funding could be transferred from health to social care without an adverse
impact on the NHS has not proved to be correct due the health service being under
financial pressure.
2.12 The NAO made a number of recommendations.
The report is available at
https://www.nao.org.uk/wp-content/uploads/2017/02/Health-and-social-careintegration.
pdf
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3.

Trust and Local news
Better Care Funding Budget Reductions

3.1

Discussions are taking place with local authority partners to clarify the extent, and the
implications of, planned reductions in Better Care Funding allocations. The Fund seeks to
join-up health and care services, so that people can manage their own health and
wellbeing, and live independently in their communities for as long as possible.
Transfer of Prison Health Care Services

3.2

Discussions are continuing with staff and Care UK about the transfer of the prison health
care services from 1 April.

3.3

The Trust has been in correspondence with NHS England regarding the recruitment and
retention payments made to staff, whether these were brought to the attention of bidders
and whether there is an obligation on the Trust to compensate Care UK for the continuing
payment of the premia. The Trust has strongly denied that there is any obligation on the
part of the Trust to make payments following the transfer of the services.
Joint Working with Providence Surgery Boscombe, Bournemouth

3.4

The Trust has joined commissioned two projects with the Providence Surgery in Boscombe
(which covers Boscombe, the East Cliff, Charminster and Southbourne).

3.5

This joint working will encompass the establishment of a multi-speciality community
provider (MCP). An MCP is a new model of care which involves redesigning care around
the health needs of the population irrespective of the existing institutional arrangements.

3.6

Further updates will be proved to the Board as the relationship with the Surgery develops.
Standing Financial Instructions (SFI’s)

3.7

The Audit Committee on 23 January 2017 undertook the annual review of the SFIs. A
significant review of the SFI’s was undertaken in October 2015 and this had resulted in a
number of changes to the document.
A further review has been completed and the
Committee has recommended minor changes to the SFI’s covering:•
•
•
•
•
•

Updating names and titles of roles and policies
Removing process descriptions that are no longer relevant
Improving the clarity of processes
Delegating authority to appropriate officers eg Single Tender authorisations to
include Associate Director of Finance.
Not requiring a single tender waiver when using a supply from a national
framework that has already been through a tender and procurement process.
Changing private patient consultation room rental from £50 to £20 per hour
following advice from service managers. Income from this area is not significant.
This amendment will avoid loss of income.

4

Recommendation

4.1

The Board is asked to note my report and to approve the updated SFI’s.

Ron Shields, Chief Executive, March 2017
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1.0 Timetable of reporting

This table shows the schedule of reporting for each metric. Metrics will only be reported on in the
month they are scheduled, unless there is a significant deviation from plan or previous
performance. Where a metric is consistently ‘green’, and there are no concerns, it will only be
reported once per annum.



This month’s report
Report date

Are We Safe?
Patient experience
Patients not feeling safe in our inpatient wards
Incidents (number of)
PSIs – moderate to catastrophic actual harm. [Excluding
falls/pressure ulcers]
Violent incidents – Patient on Patient
Violent Incidents – Patient on Staff

Apr

May

Jun

Jul

Aug





Sep

Oct

Nov





Dec

Jan

Feb

























Falls on inpatient wards
Number of Patients Absconding

















Prone Restraint
Seclusion

















Healthcare associated infections – C.diff
Healthcare associated infections – MRSA bacteraemia
Avoidable pressure ulcers acquired in care
(Grade 3 and above)
Workforce
Mandatory training completed
Vacancy numbers
Sickness rates
Are We Effective?
Patient Experience
Readmission within 28 days to Community Hospitals
Readmission within 28 days to Mental Health Wards
% of Bed days with delayed transfer from mental health
unit
% patients with delayed transfer from Physical health unit
Assessments
Up to date care plans are in place for all patients on CPA
(mental health)
Risk Assessments updated in previous 12 months
(mental health)
CPA 7 Day Follow Up
Falls Assessment within 24 hours
Venous Thromboembolism (VTE) risk assessment
Pressure ulcer risk assessments Braden
Workforce
Completed Appraisals last year
Clinical supervision occurring according to Trust
standard
Are We Caring?
Patient Satisfaction
Friends & Family Test – Response Rate (hospitals)
Friends & Family Test - % Recommended
Patients involved in their care?
Are We Well Led?



Mar
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This month’s report
Report date

Apr

Organisational Development
(Staff Friends & Family Test) place of treatment
Quarterly
(Staff Friends & Family Test) place of work Quarterly
Operational Efficiency
Cash Balance
Capital Expenditure
CIP Performance
YTD (Surplus)/Deficit
Monitor Financial Sustainability Risk Rating
Monitor Governance Rating
Are We Responsive?
Patient access
(Patients have appointments within agreed limits)
Community Mental Health Teams (4weeks)
IAPT Dorset(treated within 6 weeks)
IAPT Dorset(treated within 18 weeks)
IAPT Southampton (treated within 6 weeks)
IAPT Southampton (treated within 18 weeks)
IAPT contractual requirement (treated in 4 weeks –
Dorset)
CAMHS Tier 3 (4 weeks)
CAMHS Tier 2 (8 weeks)
Memory Assessment Service (4 weeks)
Memory Assessment Service (6 weeks)

May

Jun

Jul

Aug

Sep

Oct

Key:
 Indicates months that metric due to be reported

Dec

Jan

Feb

Mar

































































































Patient experience
Number of complaints
Number of compliments
Rating of handling of complaint – Reported quarterly
Duty of Candour
National Reporting Frameworks
CQUINS
External Benchmarking
Nationally reportable concerns (CQC)
Research and Development Metrics
Mental Health Act Metrics
Inpatient Nursing Staffing
NHS Improvement
Additional Reports
Data Quality Assurance Activity Summary
Good Practice Examples

Nov




















































































































































Indicates months that metric is not due to be reported
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2.0 Executive Summary
All metrics can be seen in the overview dashboard on page 8. This report focuses mainly on metrics
associated with patient incidents and restrictive interventions, readmission rates and waiting times.
•

•

•

Are we Safe?

•

•

•

•

•

Are we
Effective?

Physical violence – the number of incidents has exceeded the thresholds
in February for both incidents between patients and incidents against staff.
The majority of physical assault incidents continue to be on the two
dementia wards which admit patients with challenging behaviour. A recent
change to the layout of the ward appears to be helping to reduce the number
of incidents.
Prone restraint – there has been a slight reduction in the number of
incidents in the last three months with 38 compared to 40 in the preceding
period. It is noted that during the last three months 7 additional Psychiatric
Intensive Care beds were opened. The number of incidents, and on which
wards they occur will continue to be monitored.
Seclusion – the number of incidents of seclusion has fallen from 13 in the
three month period to November 2016 to 4 between December and
February 2017. One additional seclusion room was opened at St Ann’s
Hospital in January, although this has not led to an increase in the number
of incidents to date. The number of incidents will continue to be monitored.
Falls assessment within 24 hours – compliance has been above the 95%
threshold for the last sixteen months and above 96% over the last three
months. Wards monitor their compliance. The Trust’s Falls Lead is linking
with the Clinical Audit Team to gain a more detailed baseline of the
completion of falls risk assessments on admission.
Falls on inpatient wards – the number of falls in the last three months has
risen to 291 compared to 257 in the previous three month period. The
Trust’s The Falls Steering Group continues to lead on action to achieve a
reduction in the number of falls in our hospitals.
Number of patients absconding – the number of patients absconding has
been below the threshold of 6 for the last four months. A psychologist has
recently been recruited to St Ann’s Hospital who will contribute to reviews
with patients who abscond and assist in developing strategies to reduce
reoccurrence.
Clostridium difficile – this metric is not due to be reported in detail this
month. One patient was identified as having a Clostridium difficile infection
in February on Guernsey Ward, Alderney Hospital. The total number of
cases (including two recurrent cases) has been 14 against a threshold of 12.
Lapses in care have been identified in 11 cases against a threshold of 12.
Readmission within 28 day to community hospitals – there is no
threshold for this metric. 12 patients were readmitted as an emergency in
the last 3 months. Four patients had been admitted to an acute hospital
during their stay and then returned to the community hospital. Eight patients
had deteriorated at home including one patient receiving end of life care. A
number of actions are being taken by community teams to keep patients
safe after discharge from community hospitals, including follow-up phone
calls, regular visits and admission on ‘virtual wards’ while patients are at
particular risk.
5

Page
9-11

9-11

9-11

12

12

13

14

Are we
Caring?

Are we Well
Led?

•

Readmission within 28 days to mental health wards – the rate has been
within threshold for the last three months. There were a total of 8 emergency
readmissions in the period. In October, the Trust commenced a new
innovative arrangement with YMCA Bournemouth for patients 'stepping
down' from inpatient services. Following a discharge planning meeting,
patients are able to move to semi-supportive self-contained flats for up to 12
months. The Trust part funds the YMCA to provide a mental health recovery
key worker and whilst resident at the YMCA individuals continue to receive
support from their care coordinator/community mental health team. In
addition, the Trust employees a part-time YMCA Project Lead to provide
ongoing training and support to staff at the YMCA.

•

No metrics due to be reported in detail this month.

•

The results of the 2016 NHS Staff Survey have recently been published. A
report on Trust results and how they compare to the national picture is
included as a separate paper on the agenda of the March Trust Board. An
analysis of key findings is also included in the ‘Good Practice’ section of this
report
The Month 11 net financial position is ahead of Plan year to date. The
Trust’s Use of Resource Rating, within the Single Oversight Framework, is
1. Further information may be found in the Month 11 Trust Finance Report.

•

•

•

Are we
Responsive?

•

•

•

Area of
Good

•

Community Mental Health Teams waiting times – through focussed
efforts over a period of time the metric threshold of 95% has been met for
the last two months. In 8 of the last 13 months compliance was below 90% the lowest being 82% in March 2016. Compliance for January and February
2017 has been 98.2% and 98.6% consecutively.
IAPT waiting times – there are five IAPT waiting time metrics. All are above
threshold with the exception of the challenging four-week referral to
assessment commissioning target for Dorset which is currently at 47.8%
against a 95% threshold. The service has secured £600K in 2017/18 to
support waiting times; the focus of this money will be to ensure that
assessment waiting times are brought back in line swiftly, as well as
treatment waiting times. Dorset CCG and Dorset HealthCare have submitted
a bid for £900K to expand the service in 2017/18 which will further support
the waiting time situation. It is expected that the service will be notified of the
success of the bid in March 2017.
CAMHS waiting times – the percentage of patients with appointments
within timescales is on an upward trajectory for both Tier 2 and Tier 3
CAMHS referrals.
Memory Assessment Service waiting times – the service remains above
thresholds for both 4 week (>=75% of referrals) and 6 weeks (>=95% of
referrals) for the fourth consecutive month. This is after two months of noncompliance resulting from the increase in the number of referrals between
June and August, and reduced clinic capacity during this same time period.
Clinic capacity has been mapped out by the MAS team leader to ensure
sufficient capacity to see the average number of referrals expected during
the Easter time period.
Reach for the Charts – with funding from Wessex Academic Health
Science Network a music video has been produced to raise staff awareness

6

15

16

17

18

19

20

Practice

•

•

•

NHS
Improvement
Indicators

Inpatient
Nursing
Staffing

•

of the key medication safety issues that Dorset HealthCare faces. It will be
launched in April during the Trust’s Medicines Safety Week.
National Staff Survey results key findings league table – independent
analysis of the 2016 NHS Staff Survey results has identified Dorset
HealthCare as the most improved mental health, community and learning
disability trust in the 12 months since the 2015 survey. This was described
as a “huge positive shift” and placed Dorset HealthCare second place in the
league table for type of organisation.
CADAS CQC Rating Good – it is noted that following the announced
inspection to the Community Alcohol and Drug Advisory Service (CADAS)
on 13 and 14 December 2016, the final report was received from the CQC
which confirms an overall rating of ‘good’. The service is also rated ‘good’ in
all five domains. The final report includes four ‘should do’ recommendations
to address.
Never Event – a minor harm patient safety incident occurred in the
Community Dermatology Service whereby a skin sample (biopsy) was taken
on the wrong site on a patient’s leg. An apology has been made to the
patient and a second sample taken from the correct site. The incident was
reported to commissioners in November 2017 and a root cause analysis
review commenced. It was originally not considered to be a never event,
however was reassessed following submission of the final root cause
analysis report. This incident has been added to the NHS Improvement
Dashboard in section 6.1.
The national return on inpatient staffing fill rates for February is included.

Summary Recommendations/comments
The Board is asked to:

•

Note the contents of this report and actions planned.
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Board Dashboard – Quality Metrics (Month 11 - February 2017)
Are We Safe?
Metric

In Month

YTD

Threshold

Are We Effective?
Current
Status

Trend 6
months

Forecast
within
threshold

Data
Quality

Patient experience
Patients not feeling safe in our inpatient
wards (number of responses)

Are We Well Led?

In Month

YTD

Threshold

Current
Status

11.4%

8.4%

-

-

Readmission within 28 days to Mental
Health Wards

2.4%

7.6%

<9%

8.1%

-

<7.5%

12.0%

-

<7.5%

Metric

Trend
6 months

Forecast
within
threshold

Data
Quality

Operational Efficiency

£000

-

M

Cash Balance

38,231

-

-

-

H

Capital Expenditure

843

8,184

11,011

-

M

CIP Performance

55

8,026

6,916

31/03/2018

M

YTD Variance (Fav)/Adv

4,017

(50)

2

-

Patient Experience
14
(262)

132

-

-

-

M

Incidents (number of)

Readmission within 28 days to
Community Hospitals

G

Metric

In Month

YTD

Current
Status

Trend
6 months

Forecast
within
threshold

Data
Quality

-

-

-

H

-

31/03/2017

H

G

-

-

H

-

G

-

-

H

-

-

-

-

-

Threshold

£000 £000

4

74

-

-

-

M

% of Bed days with delayed transfer from
mental health unit

Violent incidents - Patient on Patient

36

317

<=30

R

-

M

% patients with delayed transfer from
Physical health unit

Violent Incidents - Patient on Staff

49

476

<=45

R

-

M

Assessments

Falls on inpatient wards

91

1035

-

-

-

M

Up to date care plans in place for all
patients on CPA (mental health)

87.4%

-

>=95%

R

31/03/2017

L

2

57

<=6

G

-

M

Risk Assessments updated in previous
12 months (mental health)

88.5%

-

>=95%

R

31/03/2017

L

Patient access (Patients have appointments & treatments within agreed limits)

16

171

TBA

-

-

M

CPA 7 Day Follow Up

98.8%

98.3% >=95%

G

-

H

Community Mental Health Teams
(4 weeks)

98.6%

Seclusion

0

47

<=3

G

-

M

Falls Assessment within 24 hours

96.2%

97.1% >=95%

G

-

M

IAPT Dorset
(treated within 6 weeks)

Healthcare associated infections – C.diff

1

14

<=1 per
month

R

-

H

Venous Thromboembolism (VTE) risk
assessment

98.1%

98.1% >=95%

G

-

M

Healthcare associated infections – MRSA
bacteraemia

0

0

0 per
month

G

-

H

Pressure ulcer risk assessments
Braden

97.4%

98.0% >=95%

G

-

M

Avoidable pressure ulcers acquired in
care (Grade 3 and above)

5

33

<=3

R

-

M

Workforce

PSIs - moderate to catastrophic actual
harm. [Excluding falls/pressure ulcers]

Number of Patients Absconding
Prone Restraint

Workforce
Mandatory training completed
Vacancy rate
Sickness rates

95.2%

95.2%

>95%

G

-

H

8.8%

-

0-10%

G

-

H

-

4.43%

<4.5%

G

-

M

R

NHS Improvement Single Oversight
Framework - Segment

Completed Appraisals last year

94.9%

Clinical supervision according to Trust
policy (6 monthly)

59.1%
Sep

91.6% >=95%
-

31/03/2017

R

>=95%

M

-

R

Are we Caring?
Metric

In Month

YTD

Threshold

Current
Status

Trend 6
Forecast
mnths next month

Data
Quality

Patient Satisfaction

Are We Responsive?
-

>=95%

G

79.7%

84.2% >=75%

G

-

H

IAPT Dorset
(treated within 18 weeks)

99.4%

99.6% >=95%

G

-

H

IAPT Southampton
(treated within 6 weeks)

100%

99.3% >=75%

G

-

H

IAPT Southampton
(treated within 18 weeks)

100%

100% >=95%

G

-

H

IAPT contractual requirement (treated in
4 weeks - Dorset)

46.5%

63.5% >=95%

M

30/06/2017

H

CAMHS Tier 3 (4 weeks)

96%

-

-

G

-

M

CAMHS Tier 2 (8 weeks)

93%

-

-

G

-

M

Memory Assessment Service
(4 weeks)

94.7%

84.0% >=75%

G

M

Memory Assessment Service
(6 weeks)

97.1%

95.2% >=95%

G

M

Legend / Key

FFT - Response Rate (hospitals)

17%

12%

-

Current status

FFT - % Recommended (total responses)

96%

97%

>=95%

G

-

M

Number of complaints

37

514

-

-

-

M

Patients involved in their care?

92%

95%

>=95%

R

-

M

Number of compliments

447

7613

-

-

-

M

Q3
71% (14)

-

>73%

-

M

10

47

-

-

H

G

Achieving against Trustwide threshold this month

R

Underachieving against Trustwide threshold this month / expect to underachieve against
Trustwide threshold next month

A

Attention required

-

-

Patient experience

Rating of handling of complaint quarterly (total responses)

Are We Well Led?
Metric

In Month

YTD

Threshold

Current
Status

Trend
1 yr

Forecast
next month

Data
Quality

Duty of Candour

Organisational Development

Key

H

High. Data is captured electronically within an auditable system. Indicator has a full audit trail
and both internal and external audits can assure the data or identify any potential issues.

(Staff FFT) place of treatment - quarterly - Q3 82%
(total responses)
(459)

-

>=72%

G

-

H

M

Moderate. Potential issues that could affect assurance of figures

(Staff FFT) place of work - quarterly (total Q3 67%
responses)
(459)

-

>=61%

G

-

H

L

Low. Data is reported with no easily discernible audit trail available or has data issues
identified, data quality is unknown or individual numbers are small. Data quality improvements
are actively monitored via the Audit Committee

CAMHS - Child and Adolescent Mental Health Services
CIP - Cost Improvement Programme
CPA - Care Programme Approach
FFT - Friends and Family Test
IAPT - Improving Access to Psychological Therapies
MRSA - Meticillin Resistant Staphylococcus aureus
PSIs - Patient Safety Incidents
YTD - Year to date

Data Quality

-
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4.1.1 Metric Progress Report Sheet: Violence and Aggression and Reducing Restrictive Interventions
The following four metrics are linked. Physical aggression patient to patient or patient to staff may lead to prone restraint and or seclusion for the safe management of the
individual and protection of others.
Current metric status: Violent incidents - patient on patient
The threshold for this metric is less than 30 per month. The threshold was
exceeded in December with 31 incidents and in February with 36. There were 96
incidents across the last three months, which is higher than the preceding three
month period when there were 65 incidents. The overall trend is relatively flat.
40
30
20
10
0

Violent Incidents - patient on patient

Violent Incidents - patient on staff
60
40
20
0

Patient on patient violent incidents

Patient on staff violent incidents
Median
Linear (Patient on staff violent incidents)

Median

Current metric status: Prone Restraint
There is no threshold for this metric. There was a total of 38 incidents across the
last three months. There has been a decrease compared to the preceding three
month period when there were 40 incidents. There is a falling trend.
40
30
20
10
0

Current metric status: Violent incidents - patient on staff
The threshold for this metric is less than 45 per month. There were 133 incidents across
the last three months, with the threshold exceeded in February with 49 incidents. The
number of incidents has increased for the last three months from 37 in November to 49
in February.

Current metric status: Seclusion
The threshold for this metric is <=3. There were 4 incidents across the last three months
(2 in December, 2 in January and 0 in February). This is lower than the preceding three
month period when there were 13 incidents. There is a falling trend.

Prone restraint

Seclusion
10
8
6
4
2
0

Prone restraint incidents
Median
Linear (Prone restraint incidents)

Episodes of seclusion

Median

Linear (Episodes of seclusion)
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Details on incidents during December 2016 to February 2017
Violent incidents
The wards with the highest number of incidents were St Brelades Ward and Herm Ward.
• St Brelades Ward (all male ward) - there was a total of 25 patient to patient incidents (20 no harm and 5 minor harm) and 30 patient to staff incidents (10 no harm and 20
minor harm).
• Herm Ward (female and male ward) - there was a total of 39 incidents of patient to patient violence (36 no harm and 3 minor harm) and 40 incidents of patient to staff
incidents (26 no harm and 14 minor harm).
Prone restraint
There were 38 incidents involving 24 patients. The ward with the highest number of incidents was Haven Ward with 6 other wards with 6 or less (AAU Seaview, Chine,
Pebble, Harbour, Linden and Waterston).
• Haven Ward – 19 prone restraint incidents
An increase in the number of incidents on Haven Ward coincides with the increase in the number of beds during January. There were 3 incidents in December, 9 in January
and 7 in February. It is noted however, for the Trust as a whole the number of incidents of prone restraint has decreased from 40 in the preceding three months to 38 in the
last three months despite the opening of 7 additional Psychiatric Intensive Care beds during January. The numbers suggest that the team are managing the acuity of patients
effectively and are able to move patients to the most appropriate environment where necessary. This will continue to be monitored.
Seclusion
There were 4 incidents in December and January, all on Haven Ward. There were 0 incidents in February. This is a fall in numbers compared to the previous three month
period, when there were 13 episodes.
Background
Violent incidents
In terms of the wards with the most number of incidents, it is noted that Alderney Hospital has the only beds for male and female patients with dementia and challenging
behaviour requiring hospital admission in Dorset. The footprint of the building has not altered and the wards are now accommodating up to 41 patients from 33. All staff
receive training in de-escalation techniques and Prevention and Management of Violence and Aggression Training.
Within the older people dementia wards staff focus on activities (such as distraction and meaningful occupation). There are continual high observation levels on both St
Brelades and Herm wards due to the severity of challenging behaviour that patients exhibit. Patients have personalised care plans and daily reviews take place.
Adult patients who are acting in a violent way to others may be subject to prone restraint for the administration of medication and/or moved to seclusion. Seclusion is used if
patients are demonstrating extreme levels of aggression and violence that has not responded to a less restrictive intervention.
Prone restraint
The specific use of physical restraint in the prone (face down) position is identified as an area for monitoring and improvement due to significant research that associates this
position with an increased risk of death through positional asphyxia. The Trust's restrictive interventions group is tasked to monitor prone restraint incidents and support staff
to eliminate all avoidable incidents.
Where de-escalation fails, physical intervention is generally initiated from the front making a controlled descent to the floor in the prone position a safer option because the
member of staff at the front is best placed to protect the face if the patient moves forwards towards the floor.
Reducing restrictive interventions form part of the Sign up to Safety work streams. Reviews are carried out following prone restraint incidents to identify whether prone
restraints were avoidable or not. A South of England Improving Safety in Mental Health aim is to reduce the use of avoidable prone restraint by 50% by December 2017. AAU
Seaview Ward are in the early stages of a pilot in which peer specialists are involved in elements of the post incident review following episodes of restraint.
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Seclusion
Reducing seclusion incidents forms part of the Trust's wider objective of reducing all restrictive interventions including preventable incidents of rapid tranquilisation and prone
restraint. Seclusion incidents are reviewed. It is noted that from January 2017 the number of seclusion rooms on the St Ann’s site has increased by one. The number of
seclusion incidents, however, has reduced. This may in part be related to the environmental design of the ward which lends itself to earlier intervention in volatile situations.
Contributory factors
Violent incidents
The Trust has Intermediate Care Services for Dementia across the county which provide community support for patients with dementia and they aim to help people remain at
home wherever possible. Patients who are admitted to hospital are those with the most challenging behaviour.
Prone restraint
Areas reporting higher levels of prone restraint include admission areas and psychiatric intensive care units. These areas have higher levels of patient acuity and are more
likely to have a patient population who are non-compliant with nursing and pharmacological interventions as a direct consequence of the acuity of their mental health
condition.
Seclusion
On an ongoing basis seclusion rates are variable and may change in response to fluctuations in acuity. Seclusion episodes are generally attributable to a small number of
individuals and are more likely to occur at the start of an admission and will be considered the safest way of supporting the patient until their mental state has stabilised after
pharmacological intervention.
Quality Improvement Actions
A Psychologist position has been developed for patients with organic illness and recruitment is underway. This role will support with developing individualised care plans to
manage challenging behaviours and also support staff through supervision sessions. Interviews are planned for April
Two improve the layout of the ward, two-way swing doors are being installed and a modernised magnetic door close for the main doors are due to be in place by the end of
the financial year on Herm and St Brelades wards.
Herm Ward - the area of Herm Ward that accommodates five male patients can be closed off from the main part of the ward. To help reduce the number of incidents, in the
last couple of weeks the most unwell female patients are cared for in this environment during the day and the area reverts back to male only for sleeping at night- this has
helped to reduce the number of incidents and calm the atmosphere in the main part of the ward.
St Brelades Ward and Herm wards have undertaken a one day ‘snap shot’ of near misses/potential incidents prevented by staff - it is noted that there are a number of
patients on level 3 observations where their high falls risk and or potential for violence and aggression is a factor in determining the level of observation. During the 24hr
period 07.30 on 28th February to 07.30 1st March the staff team intervened and prevented 63 potential falls and 46 potential episodes of patient to patient/patient to staff
violence.
Behaviour Support Planning has now been rolled out across acute mental health services.
Ongoing implementation of Safewards initiatives across adult mental health services as part of the Trust's overall approach to reducing restrictive interventions. This model
depicts six domains of originating factors. These domains give rise to flashpoints, which have the capacity to trigger conflict and/or containment. Staff interventions can
modify these processes by reducing the conflict originating factors, preventing flashpoints form arising, cutting the link between the flashpoint and conflict, choosing not to use
containment and ensuring that containment does not lead to further conflict. The Nurse Consultant for inpatients continues to monitor implementation.
AAU Seaview Ward is in the early stages of a pilot in which peer specialists are involved in elements of the post incident review following episodes of restraint.
The Trust opened 6 female Psychiatric Intensive Care Unit (PICU) beds and 1 additional male PICU bed on Haven Ward in January. We anticipate that the improved access
to PICU beds will result in a reduction in prone restraint incidents on the acute wards. This will require ongoing monitoring.
11

4.1.2 Metric Progress Report Sheet: Falls Risk Assessment and Inpatient falls
Current metric status Falls Risk Assessment
The percentage of Falls risk assessments carried out in February was 96.2% against a 95% threshold. This metric has been above threshold since November 2015.
Current metric status Falls
There is no threshold for this metric. 291 patient fall incidents were reported over the last three months, compared to 257 in the preceding three month period. There has also been an increase in the number of patients sustaining a fracture.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?
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The Trust has been over 95% compliant with falls risk assessments for the last sixteen months, with compliance for December to
February 2017 being over 96%.
There have been 291 inpatient falls (a rate of 6.71 per 1,000 occupied bed days) across the last three months. 8 patients sustained
fractures as a result of their falls.
This compares to 257 inpatient falls (a rate of 6.04 per 1,000 occupied bed days) and 3 patient fractures in the preceding three month
period.

The percentage of people with a falls risk assessment completed within 24 hours of admission includes all patients admitted to a
community hospital and all patients aged 65 years and older admitted to a mental health ward. The threshold of 95% is a contractual
target.
A timely falls risk assessment allows appropriate measures to be put in place to reduce a person's risk of falling. Root cause analysis
reviews of people who have fallen and sustained a fracture on the whole find that a falls risk assessment had been completed. The vast
majority of assessments are carried out in a timely way with small numbers of individuals not assessed within expected timeframes. All
wards except one achieved 100% in at least one of the last three months. This ward was Tarrant Ward, Blandford Hospital where 4
assessments were not completed in a timely away across three months.
The number of patient falls in hospital reported via incident reporting is reported. The graph on the left also shows the number of falls
resulting in a more serious injury i.e. fracture.
Provided that the patient population stays the same the Trust would expect to see a reduction in the number of inpatient falls. Positive
factors influencing this are:
- good multidisciplinary engagement of the ward team including doctors, therapists and nurses
- robust medication reviews
- staff training and fully engaged and empowered falls champions on the wards.
- a thorough holistic falls risk assessment and resulting care plan used consistently on all patients
From April 2016 to February 2017 the Trust reported 655 inpatient falls with no harm, 356 with minor harm and 26 with moderate harm
with fracture.
The graph on the left shows that there is a higher proportion of falls risk assessments carried out each month. It is also noted that in the
last three months the January saw the highest number of inpatient falls, however the number of falls resulting with fracture was 0.

Contributory factors

Quality Improvement Actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

Risk Assessment
Staff do not always reassess patient risks on readmission to hospital following, for example, a spell in an acute hospital, which can
affect compliance with assessments carried out on admission.

The Falls Steering Group (FSG) for the Sign Up to Safety falls workstream produces a 90 day action plan each quarter.

1. Stocks of the national booklet produced by Royal College of Physicians Falls Prevention in Hospital: a Guide for Patients, their
Families and Carers has been delivered for use to all inpatient units.
2. The Falls Lead is working with the Clinical Audit Team to gain a more detailed baseline on patient assessment for falls on
Within the acute mental health hospitals, where the number of patients admitted who are 65 years and older is fairly low, the
admission. The findings will help to prioritise work with regard to amendments with the assessment tools or process for completion.
assessment is not a routine part of admission processes which sometimes leads to a delay.
3. A post-fall protocol poster to inform staff what to do if they suspect a patient may have sustained a fracture has been delivered to all
Falls risk assessments on SystmOne are being reviewed with users to ensure it meets the need of the service. First contact assessment inpatient wards, to ensure that patients receive timely assessment and appropriate intervention following a fall.
4. A monthly Falls Update Newsletter for wards has been well received. This includes and community teams have requested similar
to be introduced and currently being developed with the steering group.
information and currently looking at pulling data together to formalise a newsletter.
5. The Sign up to safety Driver diagram was updated for 2017/2018 and approved by falls steering group.
Training
Lying and standing blood pressure not always being recorded. This does not currently form part of the observation skills training and the 6. 12 Raiser chairs have been purchased and are currently waiting delivery. Currently working with Learning and Development
Department on the training programme for existing staff and will be part of moving and handling training on Induction. Location of chairs
Falls Lead is working with Learning and Development to ensure this is included.
will be across Dorset in specified locations to ensure access 24/7
Toolbox training is under development, however staff are also requesting face to face clinical training and this will be considered with
Learning and Development.
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4.1.3 Metric Progress Report Sheet: Absconding
Current metric status
The threshold for this metric is 6 or less. The metric has been below the threshold since August 2015. The total number of incidents between December and February (12) was less than the preceding three month period, when there were 13 incidents.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?

Absconding
8

This metric reports the number of absconding incidents in the month of inpatients sectioned under the Mental Health Act. It
excludes failure to return from leave incidents. The threshold of 6 or less has been locally set. The graph also shows the
number of failure to return incidents (the number of patients detained under the Mental Health Act who did not return from
planned leave from the ward).

6

The Trust has been within the threshold for the last 16 months.
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Research indicates that absconding incidents place a significant resource burden on police and hospital staff. In a small number
of cases (<5%) absconding incidents are associated with an increased risk of harm to patients and/or others. Most commonly
the result of a patient absconding is interrupted treatment and extended hospital stay. Reducing incidents of absconding
promotes engagement with treatment and improved outcomes for patients.

The 13 absconding incidents (December to February) occurred from across 5 wards. 6 detained patients absconded from an
escort and the remaining 6 from premises. None resulted in significant harm to the patient.
- Waterston AAU, Forston Clinic - 4
- Harbour Ward, St Ann's Hospital - 3
There were 12 incidents of patients absconding from inpatient care during December, January and February. There have been - AAU Seaview, St Ann's Hospital - 2
10 failure to return from leave incidents.
- Nightingale Court, 49 Alumhurst Road - 2
- Kimmeridge Court - 1
Number of absconding incidents

Median

Failure to return

Linear (Number of absconding incidents)

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

Research has shown that absconding incidents occur due to a combination of factors that include:
• Demographic factors (males, <35 years of age)
• Diagnosis (Schizophrenia - more than two times more likely to abscond)
• History of absconding
• Poor compliance with treatment
• Lack of communication and clarity regarding leave arrangements and ward expectations regarding egress from the ward
• Inadequate care planning processes in place
• Patients feeling unsafe on the ward
• Patients feeling angry, frustrated or disappointed about aspects of their care in hospital
• Difficulties with patients maintaining contact with home, friends and family
• Patients feeling bored
• Lack of targeted interventions for individuals at high risk of absconding
• Multidisciplinary teams not reviewing individuals after an absconding incident to ensure security, observation levels and care
plan are appropriate.

Ongoing actions to sustain compliance
All adult mental health wards have adopted an evidence based approach to manage absconds - (as outlined in the 'Anti
Absconding Toolkit' (City University London, 2003)). The fundamental principles are:
1. Ensuring there is CLEAR communication on the ward regarding leave arrangements - including signage, leaflets regarding
leave, patients being aware of their rights and using safety planning process to record leave parameters and identify risk and
contingencies
2. Identification of patients at higher risk of absconding- i.e. those patients that have a history of absconding, medication refusal
or with demographics associated with higher risk (Male, >35 yrs. age, diagnosis of schizophrenia)
3. Targeted nursing time for those patients at higher risk of absconding. These interventions would be aimed at addressing any
underlying factors driving the risk of absconding (i.e. missing family - seeking substances etc.)
4. Facilitating home and social contact
5. Using strategies outlined in Safewards regarding careful and planned breaking of bad news and how to deal with patient
disappointment
6. Using Safewards principles to promote a feeling of safety and security amongst service users on the wards. Where untoward
incidents occur wards are ensuring patients are supported by a post incident debrief and thus making them less likely to leave
because they feel threatened or unsafe
7. Multidisciplinary reviews put in place for patients that have absconded to renegotiate care and leave arrangements, identify
appropriate observation levels, find alternative ways to meet the service users’ needs or address any fears/concerns
8. Use a multi-agency approach to manage any repeat absconding - most commonly working with partners in the police service.
9. The Trust identified that it has not always been explicit to patients about expectations with regard to returning from leave and
this has recently been addressed. Staff now try to give clearer messages to patients so that there is a common understanding
of when a patient is expected back on the ward.
10. A psychologist has now been recruited for St Ann's Hospital. Part of the role will include working with the multi-disciplinary
team to understand why a person absconds and developing strategies to prevent reoccurence.
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4.2.1 Metric Progress Report Sheet: Community hospital re-admissions within 28 days
Current metric status
There is no threshold for this metric. The percentage and number of re-admissions for January and February are higher than in recent months, though numbers remain quite low.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?
There were two emergency re-admissions during December, six during January, and four during February.

Community Hospital Re-admissions
25%

Of the twelve re-admissions:
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Two were admitted to acute hospitals for planned treatment and returned to Community Hospitals after their treatment
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Two were discharged to acute hospital emergency departments after rapid deterioration and suspected sepsis on the
Community Hospital wards during the out-of-hours period. After treatment at the acute hospital they were re-admitted to
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One was an end of life patient who was discharged home but re-admitted 28 days later when their condition
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0%
Feb-16

Mar-16

Apr-16

May-16

Jun-16

Readmission rate

Jul-16

Aug-16

Median

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Linear (Readmission rate)

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
There are no national targets for Community Hospital readmissions.
There are two main reasons for readmissions into Community Hospitals:
- Patients may need to return to an acute hospital for a period of intensive tests or treatment and will return to the Community
Hospital at the end of that treatment. If the treatment is expected to be very short-term the patient will not be discharged and
readmitted and their bed will be reserved, but if the treatment is expected to be longer, the bed will be released for another
patient and readmission will be required.
- Patients may be discharged home into the care of Community Services to assess if they will be able to live safely at home.
Sometimes their rehabilitation does not progress sufficiently and readmission is appropriate.
This indicator includes only the small proportion of patients admitted as 'Emergency' admissions and does not provide an
accurate measure of the overall success of discharges from Community Hospitals.
Reporting very low numbers of re-admissions should not automatically considered to be 'good' as this may indicate an
unnecessarily risk averse approach to discharge and extended stays in Community Hospitals, or it may indicate that
discharged patients are being admitted to acute hospitals rather than back to the Community Hospital, which could again be
detrimental to the patient.
Thus, this measure should be seen as part of an overall assessment of the success of Integrated Community Teams and
Locality Hub working.

The other seven patients were discharged home with the support of DHC Community Services and Social Care. All
deteriorated after discharge - common themes being dehydration leading to UTIs and falls. On two occasions the falls
resulted in emergency department attendances prior to re-admission to the Community Hospital.

Quality improvement actions
Actions being taken and target dates.
This measure is just one of a number of metrics that are applicable to Integrated Community Teams and their efforts to
support patients at home and in Community Hospitals in preference to emergency admissions and spells in acute
hospitals. Although the number of emergency re-admissions to Community Hospitals has increased some of the readmissions may be seen as evidence of positive change that provides improved care for patients. The accessibility of
Community Hospital beds for step-up patients from the community has been increased in some Localities and some of
the patients re-admitted to Community Hospitals would probably have been admitted to acute hospitals if the step-up
beds had not been available. The ability of the Integrated Community Hubs to quickly co-ordinate care for these
patients and arrange appropriate re-admission to the Community Hospital may be seen as examples of good integrated
community care.
There are a number of important actions that are already being taken by Community Teams to keep patients safe after
discharge from Community Hospitals. Some are obvious and widespread such as regular visits from Intermediate Care,
District Nursing and Social Care staff for treatment and support, but others include regular follow-up phone calls from
Community Hospitals or Community Hubs and admission onto Virtual Wards while patients are at particular risk.
A pilot study into the use of Community Hospital step-up beds, length of stay, discharge arrangements, preventable
acute and Community Hospital re-admissions, risk stratification and the use of the Virtual Ward is due to start in
Weymouth and Portland Locality in April. This will look at how the Integrated Community Team there has been
functioning and identify evidence-based good practice and opportunities to learn to provide even better holistic,
integrated care with better outcomes for patients in future.
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4.2.2 Metric Progress Report Sheet: Mental Health readmissions within 28 days
Current metric status
The rate of readmissions for the last three months has been within threshold, with February being 2.38% against a 9% threshold.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Mental health readmissions
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This metric reports the percentage of mental health patients admitted as an emergency who had been
previously discharged within 28 days. The threshold is 9% based on national benchmarking data.
Patients are discharged from hospital with a fully supportive package of follow-up and onward care in place.
Some patients will be subject to Crisis Home Treatment (CRHT) early discharge so will be discharged whilst still
acutely unwell and with some degree of risk still active.
There were 8 emergency readmissions between December 2016 and February 2017. The below shows the
breakdown of readmissions based on the ward they had initially been discharged from:
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Readmission rate
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Linear (Readmission rate)

Feb-17

5 AAU Seaview, St Ann's Hospital
2 Waterston, Forston Clinic
1 Linden, Weymouth
The latest NHS Benchmarking data for 2016 demonstrates DHC is within the lower quartile for readmissions.
The Trust had a mean of 3.9% Adult Acute Readmissions against a national mean of 8.4%.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

Pressures on Mental Health Inpatient Beds remain ongoing for both local admissions, and to ensure current out In October, the Trust commenced a new innovative arrangement with YMCA Bournemouth for patients 'stepping
of county patients are repatriated at the earliest opportunity.
down' from inpatient services. Following a discharge planning meeting, patients are able to move to semisupportive self-contained flats for up to 12 months. The Trust part funds the YMCA to provide a mental health
recovery key worker and whilst resident at the YMCA individuals continue to receive support from their care
The Crisis Team are utilised to support early discharge into the community and have maintained a lower
coordinator/CMHT. In addition, the Trust employees a part-time YMCA Project Lead to provide ongoing training
caseload size with an average of 32 patients during the last 3 month period to allow the service to be more
and support to staff at the YMCA.
responsive in supporting this process.
Readmission is more likely if the Crisis Team are unable to provide the intensity of support an individual
requires or the patient's risk and vulnerability increases further.

For people on the road to recovery, this arrangement provides a secure housing arrangement to help them
move towards independent living. It is available to people from across Dorset. 8 of our patients are currently
residing in these. Further flats are due to be made available to the Trust next month. The Trust is not aware of
any other trusts having such a link with a local YMCA as this.
The Mental Health Discharge Lead Nurse provides an interface between inpatient services, crisis services and
community teams to ensure continued improvements are made when planning and completing discharge. This
includes the identification of patients in collaboration with the Bed Manager and Crisis Team that can be safely
supported for early discharge to reduce the need to send local patients out of county.
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4.5.1 Metric Progress Report Sheet: Patients have appointments & treatments within agreed limits - Community Mental Health Teams (CMHTs)
Current metric status
The threshold for this metric is >=95%, with compliance in February at 98.55%. Access to CMHTs has been above the threshold for the last two months with compliance over 98% in January and February.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?

Patients have appointments & treatments within agreed limits- CMHTs
100%

This metric reports the percentage of patients seen within 4 weeks of referral to an Adult or Older Person's CMHT. This is a
locally agreed contractual indicator to ensure individuals are assessed within a timely manner. The target is for 95% of
individuals to be seen within 4 weeks of referral. This indicator excludes emergency and urgent referrals which have a
shorter access time. The Trust is complaint with these two indicators.

95%

The breakdown of compliance over the last 3 months is shown below:
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Performance with this metric has significantly improved since November 2016 and the threshold has now been met for the last
two consecutive months. This is the highest this metric has been reported in the last 12 months.

In February there were a total of 830 patients due to be seen of which 12 patients were seen outside of the time frame
giving a compliance of 98.55%.
Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Insufficient capacity: unexpected sickness or leave, particularly amongst Medical colleagues, can lead to clinics being
cancelled which significantly impacts on the ability of teams to meet this metric.
Patients not attending appointments (DNAs): at current the first appointment DNA rate across CMHTs is 13%, and
10% for follow up appointments. Patients that do not attend appointments without prior notice reduce the capacity of the
service.
Data Quality: The quality of the data is reliant on accurate use of the RiO Waiting List Module and recording of DNAs /
patient cancellations into the client diary, to ensure the clock is stopped / restarted as appropriate. Inconsistent recording
of patient choice and patients who have been admitted to a mental health inpatient bed impact on compliance.
Referrals: CMHTs currently receive a high number of referrals that are not deemed appropriate for secondary Mental
Health services following the screening / assessment process; on average only 28.32% of referrals to AMH are taken
onto caseload for treatment, and 44.46% in OPMH. Referrals into CMHTs also vary in regards to the quality of information
that is being provided lengthening the screening process.

Quality improvement actions
Actions being taken and target dates.
Focussed efforts over a period of time, including implementation of a Waiting Time module on the clinical system has led to the
achievement of waiting times for this service.
A joint DHC / Dorset CCG task and finish group is now in place to review referrals to CMHTs. The task and finish group aims to
address the following four strands and is being led by the Lead Consultant for Community Mental Health:
1. Advice & Guidance for GP’s for use in Patient Management for people with Mental Health problems
2. Standardisation of Referrals (via a pro-forma/template)
3. Self-Management Advice (online) for patients with Mental Health problems
4. Revision of Shared Care Mental Health Protocols – Depression, Anxiety, Psychosis & Schizophrenia
The Business & Performance Team have undertaken a review of the current reporting of waiting times given that the RiO
waiting list module has been in situ for nearly 12 months. This review has highlighted a number of data entry issues in regards
to the module that are not currently accounted for within current reporting. A new Business Objects report has subsequently
been developed to identify these issues and work is underway in collaboration with the RiO team to take these forward with
clinical teams. Reporting of waiting times will be amended in line with this review, and will be in place using the new
methodology from 01 April 2017.

16

4.5.2 Metric Progress Report Sheet: Patients with appointments & treatments within agreed limits - Improving Access to Psychological Therapies (IAPT)
Current metric status (6 weeks and 18 weeks)
Current metric status (4 weeks - Dorset)
NHS Improvement targets are currently being achieved in both Dorset & Southampton. The more challenging threshold set by Dorset Clinical Commissioning Group (CCG) has not been met.
The measures
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In the last quarter 80.7% of patients were treated within 6 weeks in Dorset and 99.8% within 6 weeks in Southampton. 99.6% & 99.8% of patients were treated within 18 weeks in Dorset and Southampton respectively. 46.0% of patients were assessed within 4 weeks of referral in Dorset.
Background and context
Description of indicator and context. What does ‘good’ look like?

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

The Dorset and Southampton services are commissioned to offer treatment for 15% of the prevalent population. This equates to 12633 patients per year in
Dorset, and 4666 patients per year in Southampton.

Dorset
The Steps to Wellbeing Service is a high volume service with challenging access time frames. Since 2015-16 the service has received significantly more
referrals than required to achieve commissioned access rates. This has resulted in a sustained deterioration in waiting times due to demand outstripping
capacity.
The services are within the NHS-I Access Targets for 75% of patients to be seen within 6 weeks. However, the percentage of patients seen within 6 weeks
is on a downward trajectory due to the pressures caused by the high referral levels and is expected to breach in the next few months. This KPI is also
calculated at point of discharge for a patient and therefore additional pressures currently being experienced will impact the NHS-I KPI in forthcoming months.
Based on the current February position at approximately 79.68%, breaches of the 75% target are likely to occur in April 2017.

The first two metrics are part of the NHS Improvement indicators and the requirement that 75% of people with common mental health conditions referred to
the Improving Access to Psychological Therapies (IAPT) programme will be treated within 6 weeks of referral and 95% within 18 weeks. These reflect
national commitments to improve timely access to psychological therapies.
Dorset CCG has also set a 95% target for patients being seen in 4 weeks of referral to assessment within Steps to Wellbeing services.

Southampton
The referral rate in the Southampton service has remained steady; however staff attrition in the Psychological Wellbeing Practitioner (PWP) team has
caused challenges for the availability of appointments. Recruiting trained PWPs has proved difficult and trainees have often filled these posts.

Quality improvement actions
Actions being taken and target dates.

The service has secured £600K in 2017/18 to support waiting times; the focus of this money will be to ensure that assessment waiting times are brought back in line swiftly, as well as treatment waiting times. The Business and finance team are currently profiling the use of the £600K with agency and bank already
agreed into Q1 of 2017/18 and fixed term posts are being advertised. The 100K secured towards the end of 2016/17 has been utilised to bring the number of patients waiting on the treatment waiting list down. To date, this additional resource has taken 282 patients off the waiting list. It is anticipated that in March,
these members of staff will take another 120 patients off of the waiting lists. Referral rates continue to be monitored regularly. The team leads regularly review waiting lists to ensure that those service users who have the longest waits are being prioritised. Patients that are set to breach local targets are being
brought forward where cancellations or additional appointment slots become available.
When vacancies arise, the service attempts to actively recruit to them. When this is not possible, agency and bank staff are utilised. Furthermore, in anticipation of the upcoming IAPT expansion, the Trust advertised for 3 WTE High Intensity Therapists and 3 WTE PWPs over establishment. The service was
successful with High Intensity recruitment for the start of April, however failed to recruit qualified Low Intensity workers despite two recruitment rounds. Additional plans are being considered to address this in collaboration with the Trust’s Recruitment and Retention Lead.
Internal discussions and discussions are taking place with commissioners regarding the skill mix of the service and whether this can be altered to address this recurrent issue. The service is currently working with the CCG to create a Business Case to expand the service to 25% prevalence by 2020-21; Dorset
CCG and Dorset HealthCare have submitted a bid for £900K to expand the service in 2017/18 which will further support the waiting time situation. It is expected that the service will be notified of the success of the bid in March 2017.

Expected date to be within threshold
Dependent on national funding

30/06/2017
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4.5.3 Metric Progress Report Sheet: Patients with appointments within agreed limits - Child and Adolescent Mental Health Service (CAMHS) Tier 2 and Tier 3
Current metric status
There are no thresholds for these metrics, however trajectories have been agreed with Dorset CCG. Compliance has improved for both services over the past three months continuing the upward trend since April 2016.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?

Patients with appointments within agreed limits - CAMHS

There are two metrics reported here. The contract with Dorset CCG states that the Trust reports on the percentage of young
people attending an appointment within 4 weeks at Tier 3 and within 8 weeks at Tier 2.
Tier 2: Mild to moderate emotional wellbeing and mental health problems of children/young people
Tier 3:Young people who present with moderate and severe mental health problems that are causing significant impairments
in their day-to-day lives
To provide some context behind the measure it is vital that we look at compliance level down to individual teams.
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81%

100%

100%

100%

95%

100%
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25 / 31

23 / 23

18 / 18

29 / 29

19 / 20

35 / 35

149 / 156

There continues to be a strong focus on improving waiting times for Children waiting for CAMHS and some consistency is
now being seen in the achievement of targets.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

CAMHS are now consistently meeting the targets and this has been down to providing full oversight of the waiting lists with
new tools and processes built to help support the teams.

As has been reported to the Trust Board over the last 12 months, there has been a focus on reducing waiting times for young
people to be assessed. The work carried out has been successful and led to thresholds being consistently met.

There will always be exceptional times when targets may be missed that will be out of the control of teams such as team
capacity and crisis events as we saw recently in Bournemouth where due to the unexpected death in November and
subsequent concerns raised by the police for the potential for cluster events to occur, they had an increase in duty calls and
urgent assessments in November and December – 5 of the compliant ones seen are urgent duty assessments. The team
have increased support to the wider network and have assessed the risk of some young people who would not usually meet
our threshold with the aim of offering containment to families and the wider professional network, with success. Due to this
increase in demand for the service coupled with an increase in short term staff absence the decision was made to offer the
cancelled appointments in January to ensure safe practice was maintained.

The CAMHS Transformation Group continues to drive improvements across the service and our attention has moved onto
Treatment Pathways within CAMHS to further reduce waiting times experiences by young people and their families. The
service is part of a 12 month national pilot which we are using as a backdrop to review our referral criteria, service offer and
overall patient experience.
On Wednesday 8th March an all service away day took place which was an opportunity to share the ongoing Transformation
agenda. The content of the day included:
- A full overview of the new Emotional Health and Wellbeing Model - THRIVE.
- An opportunity for staff to review and provide feedback on the CAMHS Pathways
- The launch of the new CAMHS Referral criteria booklet
- Overview of the National CAMHS Clustering Pilot which commences next month
- A chance for teams to network and build relationships across the service
- Time to celebrate success and acknowledge the continued efforts ahead of us
The target date for Treatment Pathways to be launched in CAMHS is April 2017
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4.5.4 Patients with appointments within agreed limits - Memory Assessment Service (MAS) 4 weeks and 6 weeks
Current metric status - 4 weeks
Current metric status - 6 weeks
The thresholds for these waiting times are >=75% for 4 weeks and >=95% for 6 weeks. These metrics were below threshold in September and October, returning to above threshold in November.
The measure

Background and context

Patients with appointments within agreed limits - MAS 4 and 6 weeks

Description of indicator and context. What does ‘good’ look like?

100%

Two metrics are reported for the Memory Assessment Service. These are contractual targets to see >=75% of people within four weeks of
referral and >=95% of people within 6 weeks of referral.

80%
60%

Both metrics have been met for February with 94.67% of patients seen within 4 weeks and 97.13% of patients seen within 6 weeks.

40%

The service remains above threshold with both of these measures for the fourth consecutive month after two months of non-compliance resulting
from the increase in the number of referrals between June and August, and reduced clinic capacity during this same time period.

20%
0%
Feb-16 Mar-16 Apr-16 May-16 Jun-16
4 weeks

6 weeks

Jul-16

Aug-16 Sep-16 Oct-16 Nov-16 Dec-16
Linear (4 weeks)

Jan-17

Feb-17

Linear (6 weeks)

There were 244 patients to be seen in February with 13 individuals seen outside of 4 weeks from referral and 7 individuals
seen outside of 6 weeks from referral. This is within the target.

Clients due to be seen in month
Clients seen outside of 4 weeks (within target)
Clients seen outside of 6 weeks (within target)

November
307
43
8

December
269
17
4

January
230
20
4

February
244
13
7

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

Reduced Capacity: the team will have reduced capacity during the month of April due to the cancellation of clinics that fall
on Bank Holidays during the Easter period. Bank Holidays are not accounted for within the calculation of these indicators.
However careful annual leave planning is in place to minimise the impact.

Reduced Capacity: Clinic capacity has been mapped out by the MAS team leader to ensure sufficient capacity to see the average number of
referrals expected during the Easter time period. Any concerns about potential breaches outside of the target will be escalated to the Service
Manager prior to the breach. The service does currently have some bank staff working within the team who will be used to set up additional ad
hoc clinics should there be a concern with waiting times over the Easter period.

Data Quality: consistent recording of exceptional circumstances within the RiO waiting list module to suspend the time an
individual is waiting for an appointment needs to be maintained to ensure waiting times for the service are accurately
reported.
Acute Hospital Admissions: waiting time for clients is not suspended if the client is admitted to an acute general hospital
after they have been referred to MAS and their wait time has commenced. MAS do not provide assessments in acute
general hospital as it would be clinically inappropriate to assess a person with memory difficulties whilst acutely physically
unwell.

Data Quality: All MAS administration staff have received local training in how to use the waiting list module on RiO to ensure data input and
recording accuracy of waiting time information. However it was identified that even when waiting time data is recorded accurately in RiO, some
clients were still appearing as a breach on the system. This was due to clients continuing to appear on the waiting list even when they have an
outcomed appointment within the set waiting time due to a fault within the RiO system itself. RiO has now been upgraded to fix this fault and
therefore no new instances of this issue have appeared since the fix on 28.02.17. However, clients whose appointments took place prior to the
RiO upgrade still have to be manually removed from the waiting list. MAS administrators are working on this and will complete this by
31.03.2017. The impact of this will be that the waiting list module on RiO will work more effectively as a live tool, providing an overview of all
current referrals and whether they have a planned appointment within the set waiting time target or not. This will make identification of potential
breaches more robust and allow early corrective action.
Acute Hospital Admissions: In order to ensure waiting time breaches do not occur due to a client being in an acute hospital, MAS
administrators ensure a person is discharged from the service if too physically unwell to attend an appointment. GP's / the client and their carer
are advised of how to reaccess the service should they wish to in the future. This action ensures that waiting time breaches do not occur as a
result of a referral remaining open for a client who is unable to be seen.
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5. Areas of Good Practice - Are we Safe?
People protected from abuse and avoidable harm
Reach for the Charts Music Video
What is driving the success? What are the contributory factors?
The aim of this project was to communicate and raise awareness of key
medication safety issues. This was done by creating a music video
involving a variety of staff, which will be broadcast across the Trust.
The idea for the project came from a presentation on the use of media in
quality improvement at a South of England Mental Health Quality and
Safety Improvement Collaborative event in November 2015. Funding for
filming and editing was provided from Wessex Academic Health Science
Network.
The lyrics to a well-known pop song were rewritten and about 30 staff
volunteers were involved in either singing or dancing/acting in the video.

What lessons can be shared and how is this planned?
Improving Medicines Safety for all our patients
It is hoped that the music video will raise staff awareness of the key
medication safety issues that Dorset HealthCare faces. In raising
awareness, it is hoped that the number of medication errors will be reduced
in several key, specific areas to include missed doses, unsigned
administration boxes on drug charts, unclear drug charts, interruptions
during drug administration and not ordering medications in a timely
manner.
The music video will be launched as part of the Trust’s Medicines Safety
Week (w/c 24th April 2017). It will then be used for future education and
training sessions.
Sharing
A presentation and live performance were given at the Trust’s Quality
Matters Conference January 2017.
The music video has been well-received at the South of England Mental
Health Collaborative event held in Bristol in March 2017.
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5.1 Areas of Good Practice - Are we Well Led?
The leadership, management and governance of the organisation assure the delivery of high-quality person-centred care,
support learning and innovation, and promote an open and fair culture
Listening into Action (LiA) Analysis of 2016 National Staff Survey Key Findings
Independent analysis of the 2016 NHS Staff Survey results has identified Dorset HealthCare as the most improved mental health,
community and learning disability trust in the 12 months since the 2015 survey.
The improvement was measured according to the number of key findings above / below average and the difference between key
findings trending positively / negatively. Only one of Dorset HealthCare’s Key Findings trended negatively with statistical significance.
This was described as a “huge positive shift” and placed Dorset HealthCare second place in the league table of mental health,
community and learning disability trusts, having moved up 17 places in twelve months. This improvement is in the context of an overall
decrease in performance for this cohort of trusts.
Further information is available in the staff survey board paper this month. The analysis and league table have been produced by
organisation Listening in to Action and further information can be found on their blog.
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2017 LiA Scatter Map of NSS 32 Picker Key Findings – MENTAL HEALTH, LEARNING DISABILITY and COMMUNITY Trusts
LiA Scatter Map for MENTAL HEALTH, LEARNING DISABILITY & COMMUNITY Trusts
Analysis of NHS National Staff Survey 32 Picker Key Findings 2017
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2017 LiA League Table - MENTAL HEALTH, LEARNING DISABILITY and COMMUNITY Trusts
2017 Comparative Ranking

Trend

Mental Health Trust Name
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Cheshire & Wirral Partnership FT
Dorset University Healthcare FT
Rotherham, Doncaster & South Humber FT
Solent Trust
South Essex Partnership University FT
Berkshire Healthcare FT
Northamptonshire Healthcare FT
Pennine Care FT
East London FT
Oxleas FT
Barnet, Enfield & Haringey Mental Health Trust
South West Yorkshire Partnership FT
Lancashire Care FT
Oxford Health FT
Cornwall Partnership FT
Southern Health FT
5 Boroughs Partnership FT
Bradford District Care FT
Nottinghamshire Healthcare FT
Coventry & Warwickshire Partnership Trust
Cambridgeshire & Peterborough FT
Leicestershire Partnership Trust
Worcestershire Health and Care Trust
Somerset Partnership FT
Black Country Partnership FT
North East London FT
Cumbria Partnership FT
Derbyshire Healthcare FT
Humber FT

23
© Optimise Limited 2017 – Contact Gordon Forbes: 07734 812311

Jun-15

6.1 Board Dashboard - NHS Improvement Single Oversight Framework Indicators
Month 11 - February 2017
Jan-17
Now reported by the
local acute providers

Current reporting
month
Feb-17
Now reported by the
local acute providers

Frequency

Target

Oct-16

Nov-16

Dec-16

A&E maximum waiting time of 4 hours from arrival to admission/transfer/discharge

Monthly

>= 95%

99.86%

99.84%

99.85%

Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate – patients on an incomplete pathway

Monthly

>= 92%

98.30%

97.31%

96.19%

97.58%

97.97%

Maximum 6-week wait for diagnostic procedures
Patients requiring acute care who received a gatekeeping assessment by a crisis resolution and home treatment team in
line with best practice standards
People with a first episode of psychosis begin treatment with a NICE-recommended package of care within 2 weeks of
referral
Ensure that cardio-metabolic assessment and treatment for people with psychosis is delivered routinely in the following
service areas:
a) inpatient wards
b) Early intervention in psychosis services
c) Community mental health services (people on Care Programme Approach)

Monthly

>= 99%

99.82%

99.8% (provisional)

99.91%

99.59%

99.92%

Quarterly

>= 95%

100.00%

100.00%

100.00%

98.18%

98.31%

Quarterly

>= 50%

69.00%

100.00%

Not reportable

69.00%

TBC

Operational Performance metrics

>= 90%
Quarterly

Linked to CQUIN. Results expected end Q4 (1)
>= 90%
>= 65%

Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital
· identifier metrics

Monthly

>= 95%

Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital
· priority metrics

Monthly

>= 85%

Quarterly

>= 50%

54.80%

52.90%

52.20%

59.30%

56.99%

Quarterly

>= 75%

87.54%

87.04%

84.20%

86.26%

84.13%

Quarterly

>= 95%

100.00%

100.00%

99.51%

99.77%

Frequency
Monthly/
quarterly

Report date

Improving Access to Psychological Therapies (IAPT) / Talking Therapies
· proportion of people completing treatment who move to recovery
Improving Access to Psychological Therapies (IAPT) / Talking Therapies
· waiting time to begin treatment within 6 weeks
Improving Access to Psychological Therapies (IAPT) / Talking Therapies
· waiting time to begin treatment within 18 weeks
Quality Indicators - all providers
Staff sickness
Staff turnover

Monthly/
quarterly

Executive team turnover

Monthly

NHS Staff Survey

Annual

99.59%

99.59%

99.59%

96.60%

For achievement by end Mar-17. Details of methodology awaited

Jan-17

4.47% (2)

4.16% (2)

3.94% (2)

4.17% (2)

10.85% (2)
(based on headcount)

9.26% (2)
(based on headcount)

9.02% (2)
(based on headcount)

8.87% (2)
(based on headcount)

N/A

0

0

0

0

2015
Summary of key findings
Results
published Feb- compared to other similar
16. Reported
trusts
to Board Mar9 - Better than average
16
13 - Average
10 Worse than average

Proportion of temporary staff
Aggressive cost reduction plans

Quarterly
Quarterly

Oct-16
Oct-16

Written complaints - rate

Quarterly

Q3

Staff Friends and Family Test % recommended - care
Occurrence of any Never Event
NHS England/NHS Improvement Patient Safety Alerts Outstanding
Quality Indicators - community providers
CQC Community Survey
Community scores from Friends and Family Test - % positive
Quality Indicators - mental health providers

Quarterly
Monthly
Monthly

Q3
Jan-17
Jan-17

124 new complaints Q2
Q2 77%
0
0

Annual
Monthly

Not known
Jan-17

98.34%

Annual

Jan-17

Mental health scores from Friends and Family Test - % positive
Admissions to adult facilities of patients who are under 16 years old
Care programme approach (CPA) follow up - proportion of discharges from hospital following up within 7 days
% clients in settled accommodation
% clients in employment
Potential under-reporting of patients safety incidents

Monthly
Monthly
Monthly
Monthly
Monthly
Monthly

Jan-17
Jan-17
Jan-17
Jan-17
Jan-17
Jan-17

99.54%
Latest period

Jan-17

CQC inpatient/mental health and community survey

99.62%

3.88% (2)
8.92% (2)
(based on
headcount)
0
2016
Summary of key findings
compared to other
similar trusts
19 - Better than average
11 - Average
2 Worse than average

3% agency staff
Ahead of plan
100 new complaints Q3
N/A
1
0

Q3 82%
0
0

N/A
0
0

Awaiting clarification from NHSI regarding this survey
96.27%
98.58%
97.60%

N/A
0
0

97.26%

Results for all questions
for 2016 survey 'About
the same' as other trusts
95.78%
0
98.84%
47% (3)
8% (3)
474

95.77%
0
98.63%
47% (3)
8% (3)
510

95.40%
0
95.06%
47% (3)
8% (3)
496

94.80%
0
100.00%
47% (3)
8% (3)
629

94.93%
0
98.80%
47% (3)
8% (3)
473

The majority of the above indicators are extracted by NHS Improvement from existing returns submitted by the Trust to a variety of sources, rather than direct submissions to them. The above figures are reported for monitoring purposes and may not reflect exactly the data that is reviewed by NHS Improvement. It is
noted that the performance metrics have targets, however the quality indicators do not and are to be used by NHS Improvement to supplement CQC information to identify where providers may need support under the theme of quality.
1 The indicators related to cardio-metabolic assessments are linked to a national audit due for submission in Q4. It is one of this year's annual CQUIN requirements. Guidance on the CQUIN audit process was received in Oct 16 and it is not yet possible to determine the actual or anticipated compliance.
2 Due to process differences NHS Digital figures, when published, will not match the figures reported above. Differences relate to absence paperwork not having been received when local reports are run.
3 The figures reported are an average of all 7 months submissions of the Mental Health Services Data Set (MHSDS) to date. The methodology matches those used in monthly submissions to our local authorities, although further guidance on the calculation that NHS Improvement will use is awaited.
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6.7 Inpatient Nursing Staffing – National Return for February 2017

Day
Hospital Site Details
Site
code

Hospital Site name

Ward name

Specialty 1

Night

Average fill rate
Average fill rate
Average fill rate
Average fill rate
- registered
- registered
nurses/midwive - care staff (%) nurses/midwive - care staff (%)
s (%)
s (%)

RDY22

ALDERNEY HOSPITAL

Guernsey Ward

314 - REHABILITATION

80.9%

94.5%

100.0%

200.0%

RDY22

ALDERNEY HOSPITAL

Jersey Ward

314 - REHABILITATION

79.6%

106.3%

103.6%

200.1%

RDY22

ALDERNEY HOSPITAL

Herm Ward

715 - OLD AGE PSYCHIATRY

97.6%

119.9%

83.3%

111.0%

RDY22

ALDERNEY HOSPITAL

St Brelades Ward

715 - OLD AGE PSYCHIATRY

85.7%

110.8%

78.6%

107.1%

RDYER BLANDFORD COMMUNITY HOSPITAL
RDYEJ BRIDPORT COMMUNITY HOSPITAL

Tarrant Ward

314 - REHABILITATION

89.0%

105.1%

100.1%

101.7%

Langdon Ward

314 - REHABILITATION

67.9%

92.4%

87.2%

142.5%

RDYEJ BRIDPORT COMMUNITY HOSPITAL
RDYEW FORSTON CLINIC

Ryeberry Ward

314 - REHABILITATION

91.2%

110.8%

111.4%

93.4%

Melstock House

710 - ADULT MENTAL ILLNESS

88.2%

111.9%

100.0%

100.0%

RDYEW FORSTON CLINIC
RDYFX NIGHTINGALE HOUSE

Waterston AAU

710 - ADULT MENTAL ILLNESS

117.7%

116.6%

86.2%

112.1%

Florence House

710 - ADULT MENTAL ILLNESS

117.0%

151.2%

100.0%

107.7%

RDYFX NIGHTINGALE HOUSE
RDYFX NIGHTINGALE HOUSE
RDY32 KIMMERIDGE COURT

Nightingale Court

710 - ADULT MENTAL ILLNESS

106.8%

131.1%

100.1%

100.0%
100.0%

Nightingale House

710 - ADULT MENTAL ILLNESS

81.6%

92.0%

100.0%

Kimmeridge Court

710 - ADULT MENTAL ILLNESS

108.0%

173.8%

100.4%

86.2%

RDYFT MAIDEN CASTLE HOUSE

Glendinning Unit

710 - ADULT MENTAL ILLNESS

122.1%

112.3%

99.1%

107.0%

RDYMR

Pebble Lodge

711- CHILD and ADOLESCENT PSYCHIATRY

98.0%

78.4%

110.7%

95.7%

PEBBLE LODGE

RDYEH PORTLAND HOSPITAL
RDY10 ST ANN'S HOSPITAL

Castletown Ward

314 - REHABILITATION

93.5%

94.1%

52.2%

191.6%

Alumhurst Ward

710 - ADULT MENTAL ILLNESS

89.9%

135.0%

120.7%

155.4%

RDY10

ST ANN'S HOSPITAL

Chine Ward

710 - ADULT MENTAL ILLNESS

70.5%

115.3%

100.0%

104.8%

RDY10

ST ANN'S HOSPITAL

Harbour Ward

710 - ADULT MENTAL ILLNESS

96.0%

104.6%

100.2%

116.5%

RDY10

ST ANN'S HOSPITAL

Seaview AAU

710 - ADULT MENTAL ILLNESS

83.0%

130.8%

52.7%

171.3%

712 - FORENSIC PSYCHIATRY

77.8%

95.1%

100.1%

97.6%

314 - REHABILITATION

89.9%

91.5%

100.0%

100.0%

314 - REHABILITATION

99.7%

95.8%

96.4%

106.7%

314 - REHABILITATION

80.2%

85.8%

100.1%

96.4%

90.2%

98.2%

103.5%

RDY10 ST ANN'S HOSPITAL
Twynham Ward
RDYFG ST LEONARDS COMMUNITY HOSPITAL Canford Ward
RDYFG ST LEONARDS COMMUNITY HOSPITAL Fayrewood Ward
Stanley Purser Ward
RDYFF SWANAGE COMMUNTIY HOSPITAL
RDYFE VICTORIA HOSPITAL W'BORNE
RDYFD WAREHAM COMMUNITY HOSPITAL

Hanham Ward

314 - REHABILITATION

92.6%

Saxon Ward

314 - REHABILITATION

86.7%

91.6%

89.2%

125.0%

RDYEG WESTHAVEN HOSPITAL
RDYEG WESTHAVEN HOSPITAL

Linden Unit

710 - ADULT MENTAL ILLNESS

81.6%

144.0%

87.7%

129.8%

Radipole Ward

314 - REHABILITATION

92.6%

99.9%

96.2%

144.9%

RDYEY WESTMINSTER MEMORIAL HOSPITAL
RDYFC YEATMAN HOSPITAL

Ashmore/Shaston Ward

314 - REHABILITATION

88.5%

100.0%

64.3%

178.6%

The Willows

314 - REHABILITATION

90.8%

91.8%

98.9%

101.8%

RDY10

Haven Ward

996 - PSYCHIATRIC INTENSIVE CARE UNIT

87.0%

127.3%

105.8%

110.2%

ST ANN'S HOSPITAL
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8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Whether patients do not feel safe in our
hospitals

System
Elephant /
Mental
Health
Patient
Safety
Therm.

Patient Safety Incidents
Ulysses
Violent incidents patient on patient
Ulysses

Violent incidents patient on staff
Ulysses
Falls on inpatient wards

Ulysses

Number of Patients Absconding
Ulysses
Prone Restraint

Are We Safe?

Ulysses

Seclusion
Healthcare Associated Infections: C. difficile
– meeting the C. difficile objective
nb. This is also a NHS Improvement indicator

Ulysses

Manual

Healthcare Associated Infections: MRSA
bacteraemia
Manual

Avoidable pressure ulcers acquired in care
(Grade 3 and above)

Why we are using this metric
Feeling safe is essential for recovery and
therapeutic interventions.

A good safety culture is shown by high
reporting of patient safety incidents with low or
avoided harm and a low reporting of moderate
impact or above incidents.
Patients expect to be treated in a safe and
therapeutic environment. Violent incidents are
no more acceptable on inpatient units than in
the community.

Number of patient safety incidents which have actual impact
moderate, major or catastrophic (excluding pressure ulcers and slips,
trips and falls which are reported under separate metrics).

Staff expect to work in a safe and therapeutic
environment. Violent incidents are no more
acceptable in inpatient units than in the
community.
All falls put patients at risk of more serious
injury e.g. fracture.
Many patients brought into hospital are at risk
of harming themselves or others. Patients who
abscond may harm themselves or others.

Number of incidents reported on Ulysses for inpatient areas of
physical assault from patients to staff in the month. Threshold based
on a 20% reduction on 2013/14 incidents as used in the Quality Priority
indicators for 2014/15.
Number of incidents of falls reported on Ulysses in the month in
hospitals.
Number of absconding incidents in the month of inpatients sectioned
under the Mental Health Act. It excludes failure to return incidents.
Threshold based on a 20% reduction on 2014 incidents.

Ulysses
Vacancy rate

Sickness rates
ESR

Re-admission within 28 days to Community
Hospitals

SystmOne

Re-admission within 28 days to Mental
Health Wards

RiO

Minimising mental health delayed transfers of
care
nb. This is also a NHS Improvement indicator

RiO

% of Bed days with delayed transfer from
physical health unit
SystmOne

Up to date care plans are in place for all
patients

RiO

Are we Effective?

Risk Assessments updated in previous 12
months
RiO

Care programme approach (CPA) patients
receiving follow-up contact within seven days
of discharge
nb. This is also a NHS Improvement indicator

RiO

Falls assessments within 24 hours
SystmOne
and RiO
Venous Thromboembolism (VTE) risk
assessment

SystmOne
and RiO

Pressure ulcer risk assessments (Braden)
SystmOne
and RiO
Completed Appraisals in the last year

Ulysses

Number of violent incidents (patient on patient) reported on Ulysses
for inpatient areas of physical assault between patients in the month.
Threshold based on a 20% reduction on 2013/14 incidents as used in
the Quality Priority indicators for 2014/15.

People must not be deliberately restrained in a Number of prone restraint incidents. Threshold to be agreed.
way that impacts on their airway, breathing or
circulation such as prone restraint (Department
of Health April 2014).
Seclusion should not be included in a care plan
and only used as a last resort.
Clostridium difficile can be life threatening in
the elderly or otherwise vulnerable patients.
Good infection control measures on inpatient
units should prevent/limit the numbers of
patients infected.

Number of seclusion incidents. The threshold is based on a 20%
reduction on 2014 incidents.
Number of Clostridium difficile cases identified on a hospital ward in
the month. This includes those which are found not to be due to a
lapse in care. The threshold is based on an annual maximum of 12 as
set by Dorset CCG for 2015/16.

MRSA bacteraemia can be life threatening in
the elderly or in otherwise vulnerable patients.
Good infection control measures on inpatient
units should prevent/limit the numbers of
patients infected.

Number of MRSA bacteraemia cases identified on a hospital ward in
the month. This includes those which are found not to be due to a
lapse in care. The threshold is based on a national zero tolerance.

Good nursing care should prevent pressure
ulcers from being acquired in care.

Number of avoidable grade 3 and above (including unstageable)
pressure ulcers acquired in care provided by the Trust reported to
commissioners in the month. This is identified after a root cause
analysis review which will be completed up to 45 days after the event.
Threshold based on a 50% reduction over three years using baseline
from 2013/14.

Ulysses

Mandatory training completed

Description
The number of patients responding 'no' to the 'Do you feel safe?' in
community and mental health hospitals. This includes responses in
the mental health patient safety thermometer and discharge survey
(handhelds and paper surveys)

Staff must have had mandatory training for their
own safety and the provision of safe care for
patients.
The number of vacancies has a direct link to
the ability to staff wards and teams.

Percentage of staff at month end having completed the required core
mandatory training as per Trust stated update frequencies. Threshold
has been locally set.
The full time equivalent active vacancies at month end from the
Electronic Staff Record (ESR) and expressing them as a percentage
of budgeted establishment. Threshold has been locally set.

There is a recognised link between sickness
rates, particularly short-term sickness rates and
staff morale. Good HR measures to support
staff are also recognised to reduce sickness
rates.
Early readmission may be an indicator that
discharge planning was inappropriate.

Full Time Equivalent hours expressed as a percentage of Available
Full Time Equivalent hours. Threshold has been locally set.

Of those patients admitted as an emergency to a community hospital,
how many had been previously discharged from a Trust community
hospital within 28 days.
Early readmission may be an indicator that
Of those patients admitted as an emergency how many had been
discharge planning was inappropriate.
previously discharged within 28 days. National benchmarking
threshold.
Delayed discharges are a significant factor with Of those occupied bed days in mental health units, how many were
negative consequences for the effectiveness
delayed. Monitor target.
and quality of care received and also contribute
to significant additional costs.
Delayed discharges are a significant factor with
negative consequences for the effectiveness
Percentage of patients delayed on an agreed snapshot day in the
and quality of care received and also contribute month, calculated using the number of community hospital beds.
to significant additional costs.
Contractual target (increased from 3.5% to 7.5% from April 2016)
A care plan is an essential component for the
delivery of evidence based patient centred
care.
An up to date risk assessment is required to
ensure that the care plan includes measures to
reduce risks if possible. Also the risk
assessment will be used by clinicians in an
emergency to review an up to date summary of
risk concerns
Evidence shows that mental health patients are
at highest risk of suicide in the first two weeks
after leaving hospital.

Falls assessments should be carried out in
order for interventions to be implemented to
avoid falls.

Venous thromboembolism (VTE) is a life
threatening condition causing thousands of
preventable hospital deaths each year.

Up to date care plans are in place for all patients on the care
programme approach. Threshold has been locally set.
Percentage of clients with an open referral and a Risk Summary
completed on RiO (clinical records) where it has been updated in the
previous 12 months. Threshold has been locally set.

The number of people under adult mental illness specialties who were
followed up either face to face or by phone with 7 days of discharge
from psychiatric inpatient care. Monitor target.

Percentage of applicable patients who receive a falls risk assessment
within 24hours of admission to hospital. Contractual target changed
from within 48 to 24 hours from Oct15). Community hospital patients
and mental health patients >=65 years old. Contractual target.

Percentage of applicable patients who receive a venous
thromboembolism risk assessment within 24hours of admission to
hospital. Community hospital patients and mental health patients >=65
years old. Contractual target.
Pressure ulcer risk assessments should be
Percentage of applicable patients who receive a pressure ulcer risk
carried out in order for interventions to be
assessment within 4hours of admission to hospital. Community
implemented to avoid pressure ulcers
hospital patients and mental health patients >=65 years old.
developing.
Contractual target.
Appraisal is an important opportunity for staff to Percentage of staff having an appraisal within a rolling 12 month
discuss with their manager concerns about
period. Threshold has been locally set.
performance, practice and working
environment. Objectives to be set which both
improve individual practice and the care
provided to patients.

Threshold

no threshold

no threshold

<30 green
>=30 red

<45 green
>=45 red
no threshold
<=6 green
>6 red

TBA

<=3 green
>3 red

<=1 green
>1 red

0 = green
>=1 red

<=3 = green
>3 = red

>95% green
<=95% red
<=10% green
>10% or <0% red

<4% green
>=4% red

TBA

9%

< 7.5% green
>= 7.5% red

< 7.5% green
>=7.5% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red
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8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Clinical supervision occurring according to
Trust policy

System

Ulysses

Are We Caring?

Patient Friends & Family Test - Response
Rate

Patient Friends & Family Test - %
Recommended

Elephant

Elephant

Patients involved in their care
Elephant

Whether staff would recommend teams in
which they work to family and friends (Staff
Friends & Family Test) - place of work

Are We Well Led?

Whether staff would recommend teams in
which they work to family and friends (Staff
Friends & Family Test) - place of treatment

Internal
system

Why we are using this metric
Clinical supervision should be in place to
ensure that registered staff are supported in
meeting the Trust and professional
requirements for delivering safe, high quality
care.
The family and friends test is a nationally used
measure to record the satisfaction of patients.
The more people we ask, the more meaningful
the results.
We want local people to use our services. It
helps to identify where we are getting care right
and when we might need to take action to
improve patient experience.
It is important that patients are involved in
planning and making decisions about their care
and treatment.

Description
Reported 6 monthly. The percentage of registered clinical staff
(excluding medical staff) receiving a minimum of two clinical
supervision sessions during April – September and two sessions
during October – March. The measure excludes bank staff, new
starters and staff on long-term leave.
Family and Friends Tests completed by patients on the handheld
devices and paper surveys in hospital as a percentage of discharges
in the month.

This is a nationally reported measure and
allows for Trust benchmarking. It is a proxy
indicator as to staff engagement and morale.

Percentage of staff responding 'extremely likely' or 'likely' to the
question "How likely are you to recommend Dorset HealthCare to
friends and family is they needed care or treatment?" The survey is
carried out four times in the year and all staff have at least one
opportunity to respond. Threshold based on 10% improvement for the
Trust based on the comparable question in the 2015 annual staff
survey.
Percentage of staff responding 'extremely likely' or 'likely' to the
question "How likely are you to recommend Dorset HealthCare to
friends and family as a place to work? The survey is carried out four
times in the year and all staff have at least one opportunity to respond.
Threshold based on 10% improvement for the Trust based on the
comparable question in the 2015 annual staff survey.

This is a nationally reported measure and
allows for Trust benchmarking.
Internal
system

Cash balance
Capital Expenditure
All these metrics contribute to demonstrating
that the Trust is managing its business well.
That finances are being used to deliver its
services and strategy in order to provide high
quality services.

YTD Variance (Fav)/Adv

Financial Sustainability Risk Rating

Monitor Governance Rating

Patients have appointments and treatments
within agreed limits (Dorset)
- IAPT
nb. These are also NHS Improvement
indicators

Are We Responsive?

Patients have appointments and treatments
within agreed limits (Southampton)
- IAPT
nb. These are also NHS Improvement
indicators

Patients have appointments and treatments
within agreed limits
- IAPT (contractual requirement 4 weeks
Dorset)
Patients have appointments within agreed
limits CAMHS Tier 3 (4 weeks)

Patients have appointments within agreed
limits CAMHS Tier 2 (8 weeks)

Patients have appointments within agreed
limits MAS (4 weeks)
Patients have appointments within agreed
limits MAS (6 weeks)

Percentage of respondents answering 'yes definitely' and 'yes to some
extent' to whether they were involved in their care. This is taken from
questionnaires on the Trust’s handheld device. The threshold is based
on a 10% improvement on the 2013/14 position as included in the
2014/15 Quality Priorities.

>=95% green
<95% red

TBA

95%

95%

>=61%

>=72%

no threshold
Within 15% of
planned green
>15% or < 15%
red
Figure taken from the accounts ledger, with input from the PMO office. Within planned
amount green
< plan red
Figure taken from the accounts ledger.
Favourable green
Adverse red
Figure taken from the accounts ledger.
Figure taken from the accounts ledger.

CIP Performance

Patients have routine appointments for first
assessment within agreed limits - CMHT (4
weeks)

Those responding 'extremely likely' plus those responding 'likely' as a
percentage of all responses in the month. Threshold has been locally
set.

Threshold

RiO

This provides an indication of any financial risks
which could jeopardise the Trust's financial
standing and so threaten the continuity of key
services or indicates a financial governance
concern.
This provides an indication of how well the
Trust is being run.
Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

IAPTUS

IAPTUS

RiO

RiO

Patients have the right to timely assessment
and treatment.

Patients have the right to timely assessment
and treatment.

Percentage of clients being seen in 4 weeks of referral to assessment
within Steps to Wellbeing services. Contractual target is 100%,
however in line with our agreement with Dorset CCG 95% to 100% is
rated green.

Patients have the right to timely assessment
and treatment.

Percentage of patients seen within four weeks of referral to
assessment to Tier 3 Child and Adolescent Mental Health Services
(CAMHS). Threshold is based on trajectories agreed with
commissioners. Contractual requirement.
Percentage of patients seen within eight weeks of referral to
assessment to Tier 2 Child and Adolescent Mental Health Services
(CAMHS). Threshold is based on trajectories agreed with
commissioners. Contractual requirement.
Percentage of patients seen within four weeks of referral to
assessment in the Memory Assessment Service (MAS). Contractual
target.
Percentage of patients seen within six weeks of referral to
assessment in the Memory Assessment Service (MAS). Contractual
target.
Number of complaints received, both written and verbal.

Patients have the right to timely assessment
and treatment.

RiO

Patients have the right to timely assessment
and treatment.

Compliments

Complainants rating of the handling of their
complaints

Duty of Candour

Ulysses

The rating for the Trust is based on quarterly returns to Monitor which
is either red, under review, or green
Percentage of clients being seen within 4 weeks of referral to a
CMHT. This excludes emergency and urgent referrals which have a
shorter access time. Contractual target (changed from 98% in 2015/16
to 95% in 2016/17)
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 6 weeks of referral. NHS
Improvement and contractual target in Dorset.
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 18 weeks of referral. NHS
Improvement and contractual target in Dorset.
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 6 weeks of referral. NHS
Improvement and contractual target in Southampton.
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 18 weeks of referral. NHS
Improvement and contractual target in Southampton.

Patients have the right to timely assessment
and treatment.

Ulysses

3

Patients have the right to timely assessment
and treatment.

RiO

Complaints

The rating for the Trust is based on quarterly returns to Monitor.
Possible ratings from 1 (lowest) to 4 (highest)

Patients' experience of not being satisfied with
their care and treatment provides an
opportunity for learning.
Patients' experience of being satisfied with their
care and treatment provides an opportunity for
learning.
How people's concerns or complaints are
listened to and responded to is an indicator of
the quality of their care.

Ensuring openness and transparency with
patients and their representatives in relation to
care and treatment. Duty of candour includes
informing people about incidents, providing
reasonable support, providing truthful
information and an apology when things go
wrong.

Green

>=95%

>75%

>95%

>75%

>95%

>=95%

Threshold based
on trajectories to
Dec16
Threshold based
on trajectories to
Dec16
>=75%

>=95%

no threshold
Number of compliments received.
no threshold
Percentage of complainants who rated the handling of their complaints
as 'very good', 'good' or 'satisfactory' in the quarterly complainant
satisfaction survey. The threshold is based on improving on the
2013/14 position as included in the 2014/15 Quality Priorities.

>73% green
<=73% red

Number of times duty of candour disclosure was identified as
appropriate following incidents resulting in moderate, major or
catastrophic harm.
no threshold

Any amendments from the previous month / updates are shown in blue
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8.2 Indicator Overview - NHS Improvement
Name
A&E: maximum waiting time of 4 hours from
arrival to admission/transfer/discharge
Maximum time of 18 weeks from point of
referral to treatment (RTT) in aggregate –
patients on an incomplete pathway
Maximum 6-week wait for diagnostic
procedures

Description / Notes
Waiting time is assessed on a provider basis, aggregated
across all sites. The 4-hour waiting time indicator applies
to minor injury units/walk in centres.
This applies to consultant-led incomplete pathways. The
measures apply to acute patients whether in an acute or
community setting.
The purpose of this metric is to measure waits for key
diagnostic tests. Diagnostic services in the Trust include
endoscopy at three sites; audiology; echocardiography at
three sites; and ultrasound at two sites.

Patients requiring acute care who received a
gatekeeping assessment by a crisis resolution
and home treatment team in line with best
practice standards

An admission has been gate kept by a crisis resolution
team if they have assessed the service user before
admission and if they were involved in the decision-making
process, which resulted in admission.

Early intervention in psychosis (EIP): people
experiencing a first episode of psychosis
treated with a NICE-approved care package
within two weeks of referral
Ensure that cardio-metabolic assessment and
treatment for people with psychosis is delivered
routinely in the following service areas:

People experiencing a suspected first episode of
psychosis (aged 14-65) treated with a NICE approved care
package within two weeks of referral.

Improving Physical healthcare to reduce premature
mortality in people with serious mental illness. Based on
number of patients in defined cohort who have both:
i. a completed assessment for each of the cardiometabolic parameters with results documented in the
a) inpatient wards
patient’s records
b) early intervention in psychosis services
c) community mental health services (people on ii. a record of interventions offered where indicated, for
patients who are identified as at risk as per the red zone of
Care Programme Approach)
the Lester Tool.
Complete and valid submissions of metrics in
Completeness of data submitted in the Mental Health
the monthly Mental Health Services Data Set
Services Data Set (MHSDS): comprising: NHS number,
date of birth, postcode, current gender, registered GP
submissions to NHS Digital:
organisation code, commissioner organisation code
• identifier metrics
Complete and valid submissions of metrics in
For achievement by 2016/17 year-end. Completeness of
the monthly Mental Health Services Data Set
data submitted in the Mental Health Services Data Set
(MHSDS): comprising: ethnicity, employment status (for
submissions to NHS Digital:
adults only), school attendance (for children and young
• priority metrics
people (CYP) only), accommodation status (for adults
only), ICD10 coding. NB ICD10 coding for CYP may be
supplanted by capture of a problem descriptor, rather than
a formal medical diagnosis.
Improving Access to Psychological Therapies
(IAPT) / Talking Therapies
• Proportion of people completing treatment
who move to recovery
• Waiting time to begin treatment
- within 6 weeks

Data from IAPT minimum data set.

• Waiting time to begin treatment
- within 18 weeks

Timely access, with at least 95% of people waiting no
longer than 18 weeks to begin treatment.

Increased health and wellbeing, with at least 50% of those
completing treatment moving to recovery
Timely access, with at least 75% of people waiting no
longer than 6 weeks to begin treatment.

Target

Monitoring
period

>= 95%

Monthly

>= 92%

Monthly

>= 99%

Monthly

>=95%

Quarterly

>= 50%

Quarterly

>= 90%
>= 90%

Quarterly

>= 65%

>= 95%

Monthly
>= 85%

>= 50%
>= 75%

Quarterly

>= 95%
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Trust Finance Report for Month 11, February 2017
Part 1 Board Meeting 29 March 2017
Author
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Director of Finance and Strategic Development
To advise the Board of the financial position at Month 11,
February 2017.
The Board is asked to consider the report.
 Directors and budget managers are involved in providing
updates and information affecting the financial position.
 Notable feedback and actions from Directorate teams with
regard to their reported financial position are included within
the report.
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This report links to the
 To ensure that all of the Trust’s resources are used in an
Strategic Goals
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the implications of this report, on each of
the matters below, as indicated:
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Freedom of Information
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FINANCE REPORT FOR 2016/17 MONTH 11, FEBRUARY 2017

Metric

YTD
Position

Summary

 = Improved
Performance

1. OVERALL POSITION
The Month 11 net year to date (YTD) position is £2.4m deficit, which is £0.1m ahead of Plan.
The forecast position for the Trust is a deficit of £5.9m, which is behind the planned deficit by £1.9m. This
compares to a forecast deficit of £1.0m in the prior month.
The change in the forecast position from last month is largely driven by an increase in the impairment charge by
£5.4m. A provision has also been made to cover costs following cessation of the Prisons contracts.
The Trust continues to forecast exceeding its control total; the impairment charge is ignored by NHSI for control
total purposes.
A further STF incentive payment for exceeding our control total is yet to be taken into account pending further
details from NHSI.
Agency expenditure YTD is £5.2m, maintaining the reduced expenditure trend compared with prior year.
£8.0m CIP has been banked at Month 11 and we expect to deliver 99% of our CIP target.
Capital Expenditure year to date is £8.2m, with current further commitments of £3.7m (of which £0.3m relates to
2017/18). The planned expenditure for the year is £11.2m.
The Use of Resource Rating, within the Single Oversight Framework, is 1.
Further detail is in Appendix 1 (Income & Expenditure Summary) and in the sections below.
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Budgetary
Performance

2. BUDGETARY PERFORMANCE SUMMARY

↓

A summary of the YTD Income & Expenditure financial performance is tabled below.
Income

Pay

Non-Pay

Deficit
/(Surplus)

£M

£M

£M

£M

Plan YTD

(236.2)

174.7

64.0

2.5

Actual YTD

(236.0)

170.2

68.2

2.4

0.2

(4.5)

4.2

(0.1)

Variance YTD

The YTD performance against budget by Locality/Directorate is represented in the graph below.
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3. MAIN DETERMINANTS OF INCOME & EXPENDITURE POSITION (YTD)
Income including interest received is £101k behind plan YTD. Within this position there is underperformance
against Non Contracted Activity (NCA) of £364k, offset by a range of compensating overperformance items.
The YTD position includes the assumption that the Sustainability & Transformation Fund (STF) income will be
received in full (£1.9m YTD).

Pay is £4,469k less than plan YTD.
Within corporate areas net underspend YTD totals £1,938k, principally relating to IM&T and Nurse Executive &
Quality vacancies. The net underspend relating to operational pay budgets is £2,531k YTD. Detail regarding
Agency spend is provided in section 5.1.
Non-Pay is £4,239k overspent YTD within which £4,071k relates to impairments charged in Month 11. Other
corporate budget areas have a combined overspend of £229k. The non-pay underspend across operational
areas totals £61k.

4. FORECAST OUTTURN
The Forecast at Month 11, summarised below, is a deficit of £5.9m, which is £1.9m behind Plan. Within this
position there is an anticipated overspend on impairments of £5.4m which has no cash impact and does not
affect the Trust’s control total. In control total terms, the Trust is forecast to be £3.4m ahead of Plan.
Income

Pay

Non-Pay

Deficit

£M

£M

£M

£M

Annual Plan

(258.1)

191.2

70.9

4.0

Forecast Actual

(257.7)

186.3

77.3

5.9

0.4

(4.9)

6.4

1.9

Forecast Variance

The forecast currently assumes full receipt of STF income. It also assumes release of Contingency (£1.3m).
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5.1 Impact of Agency Spend
Total agency expenditure YTD at the end of February is £5.2m (3% of total pay expenditure). For comparison,
our YTD expenditure at Month 11 last year was £11.4m. Agency expenditure during the month of February was
£626k, a slight increase compared to January (£604k).
The total 2016/17 agency expenditure ceiling, imposed by NHS Improvement (NHSI), is £9,062k. The profiling
of this ceiling is shown as a red line in the graph below. Note, we are measured against the cumulative position
rather than performance in any single month.

Our highest spending agency usage areas remain Medical Staffing and Prisons. YTD these 2 areas account
for £3.1m of the total £5.2m expenditure.
The total YTD agency expenditure by staff group is as follows:





Nursing agency spend is £2.2m (2% of total Nursing staff expenditure)
Medical agency spend is £1.8m (13% of total Medical Staff expenditure)
Other Professional Groups is £0.8m (3% of total Other Professional Groups expenditure)
Non Clinical agency spend is £0.4m (1% of total Non Clinical staff expenditure)
(Non-Clinical includes A&C, estates, ancillary and IM&T)
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Agency Expenditure Trend by Staff Group
250
200

£'000

150
100
50
0
Mar April May June July Aug Sept Oct
Medical
Nursing Unqualified
Other Professional Groups

Nov Dec

Jan

Feb

Nursing Qualified
Non-Clinical

The highest YTD agency expenditure is in the following service areas:
£000

2091
1059
539
472
368
345
316

Prisons (both nursing and medical staff)
Medical staff (excluding Prisons)
Community Mental Health Services - mainly nursing staff and Steps to Wellbeing
Mental Health Inpatient wards
Non clinical staffing - mainly IT
Community Hospitals – mainly nursing staff & other professional groups
Community Services - mainly AHPs

Bank staff expenditure remains above the level seen in 2015/16.

Page 5 of 10

Page 6 of 10

5.2 Out of Area Placements
Overview:
 Expenditure YTD: £2.4m
 This is £232k less than at Month 11 2015/16.
 Forecast £2.5m
A comparison of expenditure to date compared to 2015/16 is tabled below:

The number of placements out of county is 6, of whom 1 is a female PICU patient.
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6. COST IMPROVEMENT PROGRAMME
CIP

↑

(Forecast)

Annual Plan: £8.1m
Delivered YTD: £8.0m
At Month 11, 99% of the CIP target for 2016/17 has been banked with the largest contributions relating to the sale
of Castle Hill House (£1.0m), Vacancy Management (£1.3m) and Agency savings targets (£2.1m).
The current forecast for the programme is £67k over delivery. Schemes for further site disposals and rental
reductions will not be met but these have been offset by over achievements across a number of other schemes.
The 2016/17 Cost Prevention target is £4.0m with an adverse forecast outturn against the specific items
monitored (£621k). However, this shortfall is negated by other Trust operational underspends.
A summary of actual performance against CIP and Cost Prevention schemes in 2016/17 is set out at Appendix 2.
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7. CAPITAL
Capital

↓

Planned Annual Expenditure: £11.2m (reduction agreed with NHSI, originally £12.2m)
Expenditure YTD: £8.2m
Current further commitments: £3.7m of which £0.3m relates to 2017/18 commitments
As at 28th February 2017, expenditure is as follows:
57.3% of the planned maintenance works, with a further 40.5% committed
59.6% of the planned equipment programme, with a further 35.2% committed
73.7% of the planned reconfiguration works, with a further 25.7% committed.
To date the Trust has reached 73.1% against the revised planned annual expenditure and as a result we are
currently 11.9% (£1.3m) short of the minimum NHSI target (85%) which is required to be met by the year end.
Every effort is now being made to achieve the year end target however an overachievement within the quarter is
required following the shortfall in Quarter 3.
The annual revaluation of the Trust’s properties has occurred in preparation for the year end. For the majority of
the Trust sites a Modern Equivalent Asset valuation is used. Following a review of the assumptions within this
there has been a large decrease in many property and land valuations. As a result, there has been an additional
£2.9m of impairment charges in Month 11, which were not previously forecast. This takes the total 2016/17
impairment charges against I&E to £7.6m YTD.
8. BALANCE SHEET

Cash

↑

Cash position: £38.2m, increase of £2.3m compared to last month. The cash position is expected to reduce in
the remaining months of the financial year due to capital expenditure payments.
There is a future call on the cash balance from the proposed capital programme in 2017/18 and 2018/19 of £17m
and £15m respectively.
Sales ledger debt stands at £2.4m, a decrease of £1.8m compared to last month. £0.7m (January £2.7m) of the
£2.4m is not yet over 30 days old. Over 90 day debt has decreased by £0.1m to £0.6m. The bad debt provision
stands at £0.3m, although all debts continue to be chased.
A detailed statement of the Trust’s financial position at 28th February 2017 is attached at Appendix 3.
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9. SINGLE OVERSIGHT FRAMEWORK - USE OF RESOURCES (UoR) RATING
SOF UoR

↔

The Use of Resource rating within the recently introduced Single Oversight Framework (SOF) is maintained at
the highest achievement level. The 5 equally weighted metrics are as follows:

Capital Service Cover
Liquidity
I&E Surplus Margin
I&E Margin Variance
Agency Rating

UoR 1
< 1.25
< -14
<= -1%
<= -2%
<= 50%

UoR 2
1.25 =< >1.75
-14 < > -7
-1% < > 0
-2% < > -1%
25% < > 50%

UoR 3
1.75=< > 2.5
-7 < > 0
0 =< >= 1%
-1% < 0
25% <> 0%

UoR 4
> 2.5
>0
> 1%
0 =>
< =0%

If any metric is 4, the overall UoR rating will be capped at 3.
The risk rating YTD is as follows:
Capital Service rating
Liquidity rating
I&E Surplus Margin rating
I&E Margin Variance rating
Agency Rating

1
1
1
1
1

Use Of Resources Rating after overrides

1

10. CONCLUSION
The Month 11 net position is £2.4m deficit, which is £0.1m ahead of Plan.
The forecast outturn position for 2016/17 is £5.9m deficit, behind plan by £1.9m.
In control total terms, the Trust is forecast to be £3.4m ahead of Plan.
THE BOARD IS ASKED TO:
 Consider the Finance report
Appendices
 1. Income/Expenditure Summary
 2.

Cost Improvement Programme

 3.

Statement of Financial Position
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APPENDIX 1
INCOME & EXPENDITURE SUMMARY

Month 11 2016/17 (February)
CURRENT ANNUAL BUDGET
Pay

Non-Pay

£'000

£'000

YEAR TO DATE
Budget

Total
Inc & Exp
£'000

Pay
£'000

Non-Pay
£'000

Actual
Inc & Exp
£'000

Pay
£'000

Non-Pay
£'000

FORECAST VARIANCE @ M11
Variance (Fav)/Adv

Inc & Exp
£'000

Pay
£'000

Non-Pay
£'000

Inc & Exp
£'000

%

Pay

Non-Pay

Income

£'000

£'000

£'000

INCOME
Baseline Income

(235,263)

(215,193)

(215,193)

0

0%

G

0

Dorset Locality

(6,797)

(6,322)

(6,374)

(52)

(1%)

G

(27)

Poole & East Dorset Locality

(4,929)

(4,424)

(4,411)

13

0%

R

107

Bournemouth & Christchurch Locality

(3,546)

(3,263)

(3,017)

246

8%

R

289

Other Income
Total Trust Income

(7,511)

(6,978)

(6,982)

(3)

(0%)

G

8

(258,046)

(236,181)

(235,977)

204

0%

R

377

EXPENDITURE
Dorset Locality

49,339

17,961

67,300

45,150

16,344

61,495

44,532

15,830

60,362

(618)

(515)

(1,133)

(2%)

G

(538)

Poole & East Dorset Locality

50,839

17,687

68,527

46,458

16,183

62,641

45,273

15,632

60,905

(1,185)

(551)

(1,736)

(3%)

G

(1,259)

208

Bournemouth & Christchurch Locality

47,937

10,448

58,385

43,852

9,604

53,456

43,644

10,597

54,241

(208)

993

785

1%

R

(258)

1,363

Medical Staffing

14,491

670

15,162

13,283

560

13,843

12,763

572

13,334

(520)

12

(508)

(4%)

G

(557)

(17)

Nurse Executive & Quality

(107)

4,411

821

5,232

4,019

741

4,760

3,687

761

4,448

(332)

20

(312)

(7%)

G

(355)

110

17,178

11,950

29,128

15,485

10,881

26,366

14,067

10,863

24,930

(1,418)

(18)

(1,437)

(5%)

G

(1,757)

63

Human Resources

4,785

1,292

6,078

4,391

960

5,351

4,224

898

5,122

(167)

(62)

(229)

(4%)

G

(204)

105

Org Dev & Participation and Corporate

2,259

991

3,251

2,076

905

2,981

2,056

842

2,898

(20)

(63)

(83)

(3%)

G

(3)

(63)

0

4,774

4,774

0

3,867

3,867

0

8,290

8,290

0

4,423

4,423

114%

R

191,241

66,594

257,835

174,715

60,045

234,760

170,246

64,284

234,530

(4,469)

4,239

(229)

(0%)

G

(1,447)

(4,469)

4,239

(25)

Finance & Strategic Development

Central Budgets
Total Trust Expenditure

NET INCOME & EXPENDITURE

(211)
(66)

Interest Received *
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT

(1,421)

4,324

4,324

(60)
3,964

4,047

3,964

3,964

2,482

EBITDA
Memorandum Note
Annual Turnover (at Month End) Financed By;
Total Trust Income
Total Annual Turnover before Interest received
Interest Received *
Total Annual Turnover

(85)

0

0

(24)

41%

G

3,964

0

0

0

0%

G

2,432

(4,469)

4,239

(50)

G

6.7%

£'000
258,046
258,046
66
258,112

Performance v NHSI Plan
Income versus Expenditure
Annual
YTD
YTD
Plan
Plan
Actual
£'000
£'000
£'000
4,047

1,847

2,432

Segmental Performance
£'000
£'000
Bournemouth & Christ'ch Locality
1,220
Dorset Locality
(423)
Poole & East Dorset Locality
(847)
Total
(50)

4,769
(4,929)

6,432

(4,929)

6,432

377
(24)

0

1,855
5.6%

£'000
£'000
2,356
(208)
(293)
1,855

APPENDIX 2

2016/17 CIP
Forecast Full
Year Effect
(recurrent)

£'000

£'000

£'000

Workforce Redesign
Workforce redesign/agency

LB

1,700

2,107

2,107

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

EY

166

167

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

LB

167

250

250

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

SO'D

167

489

206

16-CIP-1.1c

Vacancy Management

LB/EY/SO'D

1,300

1,300

1,300

16-CIP-1.5

Medical Staffing

NK

280

325

284

16-CIP-4.1a.1

Finance Directorate Workforce

MM

83

108

99

16-CIP-4.1b

E Procurement

MM

17

0

0

16-CIP-7.1

Business Development workforce

12

12

12

16-CIP-7.2a

Human Resources workforce

CH

71

71

54

Operational Efficiencies
16-CIP-1.2

Rationalisation of Service Level Agreements

SO'D

250

195

0

16-CIP-1.3

Community Hospitals income

SO'D

172

172

170

16-CIP-6.0

Operational Travel Savings by Directorate

MM

322

322

322

Support Services
14-CIP-4.6

Tax Efficiencies

MM

213

295

0

16-CIP-4.1a

Finance Directorate efficiency savings

MM

510

740

10

16-CIP-4.3

Procurement led initiatives

MM

300

312

280

16-CIP-5.1

Medicines Management

FH

77

77

7

16-CIP-7.2b

Human Resources efficiencies

CH

8

8

8

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

NP

9

9

9

1

1

Property Management (Estates) Savings
15-CIP-4.11

Soft FM efficiencies

16-CIP-2.1

Reduction in rental across the estate

250

0

0

16-CIP-2.2

Income from premises rental

296

128

60

16-CIP-2.3

Energy savings on utilities (includes energey savings)

28

69

75

16-CIP-2.4

Rates rebates negotiated through Finance

15-CIP-4.1

Coburg Court tenancy disposal

MM

0

13

0

100

0

0

Estates Disposal
16-CIP-3.1

Sale of Castle Hill

900

965

15

16-CIP-3.2

New site disposals from opportunity list

672

2

0

8,070

8,137

5,435
(2,702)

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

67

QIA
complete
Level 1

Stakeholde
rs engaged
/ managed

Lead Director

16-CIP-1.1a

Total 2016/17 CIP savings to be achieved

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 CIP Scheme

2016/17 CIP
Current
Forecast

Plan Status

CIP Ref

2016/17 CIP
Plan

Risk Level against
2016/17 achievement

Dorset HealthCare University NHS Foundation Trust

APPENDIX 2
Dorset HealthCare University NHS Foundation Trust
2016/17 Cost Improvement Programme (CIP) - Profiling Detail
2016/17 Monthly Profiling
Actual
2016/17 CIP Scheme

CIP Ref

Recurrent
('R), Non
Recurrent
(NR)

R/NR

Forecast

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

-

-

-

-

-

-

-

2,107

-

-

-

-

-

-

-

167

-

-

-

-

-

489

-

-

-

-

-

-

1,300

13

-

-

28

-

-

325

-

-

-

-

108

125

862

126

586

407

16-CIP-1.1a

Workforce redesign/agency

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

R

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

R

2

35

9

204

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

R

12

12

117

268

16-CIP-1.1c

Vacancy Management

R

16-CIP-1.5

Medical Staffing

R

16-CIP-4.1a.1

Finance Directorate Workforce

R

16-CIP-4.1b

E Procurement

R

16-CIP-7.1

Business Development workforce

R

12

16-CIP-7.2a

Human Resources workforce

R/NR

54

16-CIP-1.2

Rationalisation of Service Level Agreements

R

16-CIP-1.3

Community Hospitals income

R

86

16-CIP-6.0

Operational Travel Savings by Directorate

R

322

14-CIP-4.6

Tax Efficiencies

R

23

(4)

50

23

16-CIP-4.1a

Finance Directorate efficiency savings

R/NR

10

47

345

261

16-CIP-4.3

Procurement led initiatives

R

16-CIP-5.1

Medicines Management

R

16-CIP-7.2b

Human Resources efficiencies

R

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

80

1,300
34

140

56

45

17

37

48

10

17
195
17

1

250

5

-

-

-

-

-

-

-

-

-

-

-

-

-

12

-

-

-

-

-

-

71

-

-

-

-

195

68

-

-

-

-

-

172

-

-

-

-

-

-

322

23

24

16

30

31

29

29

295

35

43

-

-

-

-

740

171

(1)

26

-

11

8

-

-

-

-

-

-

8

R

9

-

-

-

-

-

-

9

1

-

-

-

-

-

-

1

-

22

74
63

17

26

15-CIP-4.11

Soft FM efficiencies

R

16-CIP-2.1

Reduction in rental across the estate

R

-

-

-

-

16-CIP-2.2

Income from premises rental

R

45

-

-

-

16-CIP-2.3

Energy savings on utilities (includes energey savings)

-

-

-

-

16-CIP-2.4

Rates rebates negotiated through Finance

-

-

-

-

15-CIP-4.1

Coburg Court tenancy disposal

-

-

-

-

16-CIP-3.1

Sale of Castle Hill

NR

-

-

2

16-CIP-3.2

New site disposals from opportunity list

NR

-

-

2

69

R

12

NR

0

R
948

14

312

3

77

-

-

83

128

-

-

69

-

-

13

-

-

-

-

-

965

-

-

-

2

0

Total CIP savingsachieved/to be achieved:

1,712

2,518

800

1,210

689

739

133

58

51

61

55

111

Actual 2016/17 Cumulative CIP savings profile

1,712

4,230

5,030

6,239

6,929

7,667

7,801

7,859

7,910

7,971

8,026

8,137

Planned 2016/17 Cumulative CIP profile
Monthly cumulative CIP variance: Fav / (Adv)

1,362
350

2,188
2,042

4,306
724

5,035
1,204

5,148
1,781

5,448
2,219

5,728
2,073

5,893
1,966

6,303
1,607

6,667
1,304

6,916
1,110

8,070
67

8,137
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£'000

QIA
complete
Level 1

£'000

Stakeholde
rs engaged
/ managed

£'000

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 Cost Prevention Scheme

Lead
Director

2016/17 Cost
2016/17
Prevention Forecast Full
Current
Year Effect
Forecast
(Recurrent)

Plan Status

Cost Prevention
Ref

2016/17 Cost
Prevention
Plan

Risk Level against
2016/17 achievement

2016/17 Cost Prevention Programme

Operational Efficiencies to manage cost pressures
16-RED-4.1

Bournemouth and Christchurch

EY

692

519

519

16-RED-4.2

Poole and East Dorset

LB

247

165

165

16-RED-4.3
16-RED-3.0
16-RED-2.0

PICU Male and Female

16-RED-1.0

Patient Transport

16-RED-5.0

Procurement

Dorset

SO'D

199

199

199

Prisons

SO'D

1,500

1,405

1,405

EY

1,100

490

1,100

250

0

0

0

118

118

470

470

3,367

3,976

MM

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage

3,988

Total 2016/17 Cost Prevention savings to be achieved

610

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

(621)

2016/17 Cost Prevention Programme - Profiling Detail
2016/17 Monthly Profiling
Actual
Cost Prevention
Ref

2016/17 CIP Scheme

Recurrent
('R), Non
Recurrent
(NR)

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£000

-

-

363

20

39

57

31

R

27

24

113

R

199

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

(95)

1,405

R

-

-

-

-

490

490

R

-

R

77

R

470

16-RED-4.1

Bournemouth and Christchurch

R

16-RED-4.2

Poole and East Dorset

16-RED-4.3

Dorset

16-RED-3.0

Prisons

R

16-RED-2.0

PICU Male and Female

16-RED-1.0

Patient Transport

16-RED-5.0

Procurement

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage

Forecast

345

(69)

60

1,164

3

519
165

-

-

37

-

-

Total CIP savingsachieved/to be achieved:

345

(69)

649

1,208

699

57

31

3

Actual 2016/17 Cumulative Cost Prevention savings profile
Planned 2016/17 Cumulative Cost Prevention profile
Monthly cumulative CIP variance: Fav / (Adv)

345

276

2,134

2,832

276

2,134

2,832

2,889
1,444
1,445

2,920
2,544
376

2,923

345

925
722
203

Note
The above figures are based on current forecasts.

6

2,923

5

2,923
3,266
(343)

199

118

-

43

5

395

2,966

2,971

2,966

2,971

3,367
3,988
(621)

470
3,367
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Statement of Financial Position
as at 28 February 2017
£000's

£000's

£000's

31 March
2016

31 January
2017

28
February
2017

£000's
Movement
(Month on
Month)

Intangible assets
Property, plant and equipment

148
159,646

804
159,523

787
141,548

(17)
(17,975)

TOTAL NON-CURRENT ASSETS

159,794

160,327

142,335

(17,992)

NON-CURRENT ASSETS

CURRENT ASSETS
Inventories
Non-current assets for sale
NHS receivables
Provision for impaired receivables
Related Party receivable
Other receivables
NHS Accrued Income
Accrued Income
Prepayments
PDC dividend receivable
Cash and cash equivalents

738
1,808
1,354
(237)
0
2,149
687
174
1,759
0
30,733

736
161
1,720
(269)
0
2,431
1,555
178
1,545
0
35,957

738
155
1,304
(296)
4
1,039
1,753
193
1,453
0
38,231

39,165

44,014

44,574

560

(1,484)
(1)
(8,116)
(35)
(342)
0
(10,230)
0
(1,375)

(2,233)
0
(8,369)
(1,531)
(596)
0
(6,785)
(1,108)
(1,229)

(2,576)
0
(8,150)
(1,667)
(654)
0
(7,213)
(1,073)
(1,227)

(343)
0
219
(136)
(58)
0
(428)
35
3

TOTAL CURRENT LIABILITIES

(21,583)

(21,851)

(22,560)

(708)

TOTAL ASSETS LESS CURRENT LIABILITIES

177,376

182,490

164,349

TOTAL CURRENT ASSETS

2
(6)
(416)
(27)
4
(1,392)
198
15
(92)
0
2,274

CURRENT LIABILITIES
NHS payables
Borrowings
Other payables
PDC dividend payable
Trade payables - capital
Related Party payable
Accruals
Receipts in advance
Provisions

(18,140)

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

0
(2,010)

0
(1,951)

0
(1,951)

0
0

175,366

180,539

162,399

(18,140)

(31,080)
(86,814)
(57,472)

(31,106)
(93,170)
(56,263)

(31,106)
(85,592)
(45,701)

0
7,578
10,562

(175,366)

(180,539)

(162,399)

18,140

FINANCED BY (TAXPAYERS' EQUITY)
Public Dividend Capital
Income and expenditure reserve *
Revaluation reserve
TOTAL TAXPAYERS' EQUITY

* This is the equivalent of Retained Earnings for a Limited Company. The working capital is:

£22,014 k

APPENDIX 3

NOTES

1.

Sales Ledger Aged Debt Analysis
Current +30 days +60 days +90 days -

Total Trade Debtors

£000's

£000's
31 January
2017

£000's
28
February
2017

£000's
Movement
(Month on
Month)

31 March
2016

1,386
112
504
561

2,689
706
86
674

665
976
156
568

(2,024)
270
70
(106)

2,563

4,155

2,365

(1,790)

2. The interest rate as at 28 February for our Government Bankings Service Account was 0.14% and
our Lloyds TSB Account was 0.0%
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Part 1 Board Meeting 29 March 2017
Author

Nicola Plumb, Director of Organisational Development

Sponsoring Board Member

Nicola Plumb, Director of Organisational Development

Purpose of Report

The purpose of this report is provide the Board with the 2016
NHS Staff Survey results

Recommendation

The Board is asked to note the results and the next steps
underway.

Engagement and Involvement

All staff, Leadership Forum and Directors

Previous Board/Committee
Dates
Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
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and take steps to reduce any negative effects.
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the implications of this report, on each of
the matters below, as indicated:
All three Domains of Quality
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NHS STAFF SURVEY 2016
BOARD REPORT
MARCH 2017

1.

INTRODUCTION

1.1.

Background
Participation in the annual NHS Staff Survey is a mandatory requirement for all NHS Trusts and
NHS Foundation Trusts. NHS England sets the framework and questions for the survey and its
administration is then commissioned to independent organisations by individual Trusts.
All responses to the survey are completely anonymous and managed by the independent
organisation; Dorset HealthCare has commissioned Quality Health to manage its survey.
The survey was issued to all staff between September and December 2016, using a mixed
method of post and e-mail. Participation for staff is not mandatory but everyone is strongly urged
to take part and several reminders are sent throughout the survey period.
Full results including benchmarking data against other similar NHS Trusts in England were
distributed under embargo on 21 February 2017 and made public on 7 March 2017.
This report sets out organisation level results and our scores compared to the national averages
for similar Trusts.
The Board has already received the nationally-produced brief summary of results and further
breakdowns of data by department or locality, staff group, pay-band, protected characteristic and
age are available whilst strictly protecting respondents’ anonymity.

1.2.

Overall response rate
The Trust achieved a response rate of 47%. This is a significant improvement on the 2015
response rate of 33% and slightly above the national average response rate of 44% for like
trusts. This national average stayed the same between 2015 and 2016.
This is nevertheless a disappointing response and shows little progress against the 2014
response rate of 46%. The 2015 response was explained by a move to all-digital surveying and
the 2016 targeted, mixed method approach has returned us to our previous score.

1.3.

Overall Results
The survey comprises 98 questions that are grouped into 32 key findings and summarised in nine
key themes. This report describes our survey results using both the key findings and the overall
themes.
The overall survey results build on the improvements made in the last two years. Against the
2015 results, of 32 key findings:
•
•
•

16 have statistically significant positive improvement
15 have stayed the same or had changes that are not statistically significant
One Key Finding has had statistically significant negative change
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Compared to other combined mental health and community Trusts:
•
•
•

23 are better than average
Three are average
Six are below average.

Analysis of the national staff survey results completed by independent organisation ‘Listening into
Action’ has placed us second in its league table of results for all combined mental health and
community Trusts.
This is based on the number of key findings that have improved since 2015 combined with the
number of key findings that are above average for similar Trusts.
The analysis also found that Dorset HealthCare is the fastest ‘improver’ on 2015 when compared
to all similar Trusts.
2.

STAFF ENGAGEMENT SCORE
The overall Trust staff engagement score is 3.88 compared to 3.81 in 2015. This is a statistically
significant improvement.
The score is calculated using the questions from Key Findings one, four and seven:
•
•
•

Key Finding 1 - Staff recommendation of the organisation as a place to work or receive
treatment
Key Finding 4 - Staff motivation at work
Key Finding 7 - Percentage of staff able to contribute towards improvements at work.

The national average staff engagement score for all mental health, learning disability and
community Trusts has dipped slightly to 3.8 from 3.81 in 2015.
Dorset HealthCare has moved against the national downward trend and has a higher than
average score. There is still clear room for improvement and the highest staff engagement score
for like Trusts was 3.95.
3.

TOP FIVE KEY FINDINGS
Below are the top five Key Findings for which we compare most favourably with other combined
mental health / learning disability and community trusts in England:
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4.

BOTTOM FIVE KEY FINDINGS
Below are the bottom five Key Findings for which we compare least favourably with other
combined mental health / learning disability and community trusts in England:
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5.

RESULTS BY KEY THEME
A table of summary results by each theme and contributing key finding is at Appendix A. Some
notable insights for each key theme are described below.

5.1.

Appraisals and support for development

•

The key finding for quality of mandatory training is one of our five questions with the largest
improvement on 2015

•

Staff working in Bands 1-4 show overall lower satisfaction with the quality of non-mandatory
training, learning or development than those staff working at higher bands

5.2.

Equality and diversity

•

The incidence of discrimination from service users and staff (9%) is slightly higher than our 2015
score (8%) and remains lower than the national average for similar Trusts (11%)

•

110 staff say they have experienced discrimination from patients and the public and 130 say they
have experienced discrimination from other staff

•

The main grounds on which people have experienced discrimination are identified as ethnic
origin (24% / 52 people), gender (21% / 45 people), age (21% / 45 people) and other (37% / 82
people)

•

Higher percentages of staff experiencing discrimination are seen in particular areas: Mental
Health Inpatient areas (18%), Offender and Addiction Services (17%), Poole Central (17%) and
the Medical Directorate (16%)

•

The scores for staff who believe that we provide equal opportunities for career progression or
promotion are better than last year and higher than the national average for similar Trusts (91%
against national average of 88%), and our score represents the highest achieved across our
national comparators.

5.3.

Errors and incidents

•

The percentage of staff witnessing errors, near misses or incidents in the month prior to
completing the 2016 survey (19%) is the lowest (and best) score of any other similar trust in the
country, against an average of 24%

•

The number of staff reporting errors, near misses or incidents is lower than the national average
for similar Trusts (93%) and equals the lowest score seen nationally

•

Staff feel more confident in the fairness and effectiveness of reporting processes (score
increased from 3.67 in 2015 to 3.75 in 2016). It remains below the national average for similar
Trusts (3.77)

•

Staff confidence and security in reporting unsafe clinical practice has increased from 3.65 in 2015
to 3.71 in 2016 and now equals the national average for similar Trusts
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5.4.

Health and wellbeing

•

Organisational and management interest and action on staff health and wellbeing is our most
improved score increasing from 3.59 in 2015 to 3.74 in 2016 and this score now equals the
national average for similar Trusts

•

Staff suffering work-related stress in the 12 months prior to completing the survey decreased
from 38% in 2015 to 32% in 2016, and is notably lower than the national average for similar
Trusts (39%)

5.5.

Job satisfaction

•

All six of the key findings in the job satisfaction theme rank better than national average for
similar Trusts and five of the six have improved since last year, three of them showing statistically
significant improvements

•

The number of staff saying they are satisfied with resources and support is one of the top five
ranking scores against similar Trusts and has increased from 3.33 in 2015 to 3.45 in 2016

•

Staff working in bands 1-5 reported feeling less enthusiastic about their job (range 68% - 76%)
than those at band 5 and above (range 78% - 90%). They also feel less involved in deciding on
changes introduced that affect their work area (range 36% - 55%) than those at higher bands
(range 74% - 92%).

•

Staff working at bands 5 and above report feeling less able to meet the conflicting demands on
their time at work (range 32% - 43%) than those in bands 1 to 5 (range 56% to 63%)

5.6.
•
5.7.

Managers
All three key findings score higher than 2015 and higher than the national average for similar
Trusts
Patient care and experience

•

All three key findings show a statistically significant improvement on 2015 and are higher than the
national average for similar Trusts

•

A specific area of improvement worth noting is the increase in perception that feedback from
patients is used to make informed decisions, from 47% in 2015 to 54% in 2016.

5.8.

Violence, harassment and bullying

•

Although below the national average for similar Trusts (15%), staff experiencing physical violence
from patients is our single Key Finding with a statistically significant move from 12% in 2015 to
14% in 2016

•

The results show that our support worker staff group are most affected by violence from patients
(36% in 2016). Overall 352 staff state they have experienced violence from patients and 32 staff
have experienced violence from other staff.

5.9.
•

Working patterns
Although staff satisfaction with the opportunities for flexible working has increased from 53% in
2015 to 56% in 2016 it is still below the national average for similar Trusts (58%)
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•

Men (55%) and disabled staff (49%) are the least happy with opportunities for flexible working

•

The number of staff working extra hours has reduced significantly from 76% in 2015 to 71% in
2016. This now equals the national average for similar Trusts and is one of our top five areas of
improvement since 2015

•

The number of staff working unpaid hours has reduced from 68% in 2015 to 60% in 2016, and
the amount of additional paid hours has increased from 21% in 2015 to 24% in 2016. General
management (87%) and qualified nursing staff (ranging from 83% to 85%) show the highest
incidence of working additional hours.

5.10. Additional identified themes
In addition to the nine key themes identified nationally, we have seen trends in the following
areas in our organisation:

6.

•

Staff with disabilities rate their staff experience overall lower than our average Trust score in 30
of the 32 key findings

•

Offender and addiction services rate their staff experience overall lower in 26 of the 32 key
findings

•

Three of the bottom five ranking key findings, when compared to similar Trusts, relate to our
levels of reporting incidents
NEXT STEPS
An additional report has been produced by NHS England that includes qualitative comments from
the free text boxes in the survey. These are being reviewed and grouped into themes for
analysis, providing context to the overall insights.
Action planning is underway and from March to May detailed reports and breakdowns will be
provided to groups for review and identified actions, including the Staff Partnership Forum, the
Health and Safety Committee, the Equality and Diversity Steering Group, the Security Advisory
Group, the Doctors and Dentists’ Joint Negotiating Forum and Hidden Abilities.
In addition, directorate-specific reports are being produced for discussion and action planning at
each of the directorate-level management meetings. It is expected that a lead in each directorate
will be identified to take forward actions agreed. Following these, each locality and specialist
service manager will receive an area specific report for consideration and action.
Three staff conferences have been organised and advertised to share the results and invite
contributions for improvement actions.

7.

PROGRESS UPDATES
We are developing a communications plan to ensure all staff can contribute and be aware of how
the organisation is acting on the feedback from the 2016 NHS Staff Survey.
It is proposed to update the Board on specific actions taken through the People Management
report.
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the implications of this report, on each of
the matters below, as indicated:
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Appendix 1 Scores with Sources of Evidence
Appendix 2 Descriptor for Performance Levels

1 Purpose
The purpose of this report is to provide an assessment of progress in 2016/17 on
delivery of the Trust`s seven strategic goals using the Stages of Excellence
methodology.
There is a proposed overall rating for each of the goals based on assessment of
performance against a range of indicators that are set out in the report’s two
appendices. These indicators are the same as those identified for the annual
assessment in 15/16 and provide continuity for our evaluation.

2 Background
The Trust developed its Five Year Strategy in January 2015 in which it set out
seven Strategic Goals for the period 2015 to 2020.
These are:
Strategic Goal
Quality

Description
To provide high quality care; first time, every time

Partnership

To be a valued partner and expert in partnership working with
patients, communities and organisations

Learning

To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research and
evidence based practice

Workforce

To have a skilled, diverse and caring workforce who are proud to
work for Dorset Healthcare

Integration

To be a national leader in the delivery of integrated care

Efficiency

To ensure that all of the Trust’s resources are used in an efficient
and sustainable way

Impact

To raise awareness within the Trust and externally of the impact
that our work has on people and our environment and take steps
to reduce negative effects
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3 Stages of Excellence
3.1 Methodology
When the Board approved its strategic goals for the five year period it tasked itself
with designing a means by which an annual assessment could rate progress on
delivery. The Stages of Excellence model was adopted in September 2015 as the
preferred model.
In its simplest form the Stages of Excellence is a means by which the organisation
identifies a number of key indicators for each strategic goal and describes what
excellence would look like for each.
An evidence-based assessment is then made of progress against each indicator to
provide a score between level 1 and 5. These are then averaged to provide a score
for each strategic goal. Generic descriptors of performance levels are described as
shown in the table below:
TABLE 1

Level

Description

Level 1

No action

Level 2

Limited

Level 3

Inconsistent

Level 4

Embedded

Level 5

Exemplar

No action has been taken in relation to this
indicator and/or the Trust is performing at an
unacceptable level
Limited action has been taken in relation to this
indicator and/or the Trust is performing at a
minimal level
Some actions have been taken in relation to this
indicator and/or actions have been partially
implemented. There are inconsistent levels of
performance across the organisation
Comprehensive action has been taken in
relation to this indicator and the Trust is
performing consistently well across the
organisation
Continuous action to improve performance in
relation to this indicator means that the Trust is
performing at the highest levels achievable
across the whole organisation. The Trust is an
example of best practice from which other
organisations are learning

2

3.2 Process
In establishing the Stages of Excellence framework in 2015/16, evidence was
sought against each indicator to provide an initial assessment of Trust progress.
This included achievements to date as well as work in progress or in development.
The Trust’s level of performance was assessed against the descriptors to provide a
rating for each indicator, based on what had been delivered to date.
An overall rating for each strategic goal was compiled by using an average of all of
its constituent indicators. The indicators are not weighted and are treated as having
equal importance.
The initial results were presented at the Board meeting on 24 February 2016, after
which directors were asked to reconsider a number of the scores. The Board
agreed the final scoring of the 2015/16 Stages of Excellence at its May 2016
meeting following further consideration and moderation by directors.

3.3 Annual Assessment
An integral part of the Stages of Excellence methodology is to undertake an annual
re-assessment so that the organisation can identify progress made and areas for
further concerted focus.
Directors have now reviewed the indicators and identified any changes for this
assessment of progress made. Consideration has been given to progress against
existing sources of evidence and to any additional, new sources of evidence.
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4 Assessment 2017
The Trust’s proposed position for 2016/17 against implementation of its strategic
goals is shown below as a spidergram alongside the assessment for 2016 as a
comparison. This shows the average score for each strategic goal (as an orange
line) and the range of scores for the indicators within that goal (as a green area).

Range and average scores 2017
Quality
5
4
Impact

3

Partnership

2
1

Range

0
Efficiency

Learning

Integration

Average Score

Workforce

Range and average scores 2016
Quality
5
4
Impact

3

Partnership

2
1

Range

0

Average Score

Efficiency

Learning

Integration

Workforce
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The distribution of scores for 2017 is shown below alongside the distribution for 2016
as a comparison.

Distribution of scores - 2017
30
20
10

Total for all goals

0
None

Limited

Inconsistent

Embedded

Exemplar

Distribution of scores 2016
40
30
20
Total for all goals

10
0
None

Limited

Inconsistent

Embedded

Exemplar

The 2016/17 scores for each indicator are provided at Appendix 1 with the sources
of evidence on which this scoring is based. The scoring for 2016 is also given for
comparison.
The descriptors for performance levels 1, 3 and 5 for each of the indicators are
provided at Appendix 2.
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5 Conclusions
This is the second year that the organisation has used the Stages of Excellence
model to assess progress against delivery of its strategic goals. The revised scoring
shows incremental improvement when assessed at this most strategic level and that
is to be expected, given that these are five year goals. This does not imply we are
complacent about the pace of improvement.
Setting strategic goals has supported the organisation to stay focused on its
priorities, in line with its vision and purpose, in an increasingly complex external
environment. In 2016/17 the objective to be a valued partner has particularly moved
forward with the Trust’s contributions in a number of Dorset system partnership
forums and the signing of the two year pan-Dorset operating agreement.
Within the organisation the 2016 NHS Staff Survey results show a continuing
improvement in the level of staff engagement and higher numbers of staff
recommending the organisation as a place to work or receive care. The challenge
for 2017/18 will be to continue that positive trend as the Clinical Services Review
moves towards implementation phase.
Within the objective to provide high quality care, first time, every time, a number of
improvements have contributed to incremental overall positive improvement. The
move from a rating of three to four in the indicator of patient experience / satisfaction
reflects that the results for October 2015 to February 2017 show that out of 40,790
responses, 97.18% of respondents would recommend the Trust's service and only
0.63% would not recommend it.
The work now to introduce a corporate improvement methodology embracing
culture, innovation and learning alongside specific improvement tools is expected to
lead to a step change in quality improvement through 2017/18.
This year’s assessment suggests that overall, we have continued to improve in those
areas where we are already strongest and have made limited or no improvement in
areas where we are not so strong. This is an important insight for directors to act on.
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Appendix 1 – Scores with sources of evidence
N.B. Revised Scores and new evidence for 2017 are shown in red
Indicator

Description

2016
Score

2017
Score

Evidence

3

4

Friends and Families Test, Patient Experience Report, service
specific patient experience surveys, Quality Priorities Update
Report, complaints, PALS, NHS Choices

Goal: To provide high quality care; first time, every time
Patient
Experience/Satisfaction

Do we meet and exceed patient
expectations with high satisfaction levels
across all services? Would patients
recommend our services to their family
and friends?

Results for October 2015 to February 2017 show that out of
40,790 responses, 97.18% would recommend the Trust's
service and only 0.63% would not recommend them.
Automated monthly patient experience reports are provided
to each super locality detailing all team responses for the
previous month. Automated individual reports are also
shared with each team detailing key aspects of FFT results
and wordles for staff to display in clinics/wards.
The Trust has re-tendered for a new Patient Experience
Software System which will be effective from 1st April 2017.
The new systems will offer the following improvements and
developments:
• Local service specific surveys to be developed which will
include the friends and family test but which will give more
localised feedback on the issues local managers want to
know;

0

Indicator

Description

2016
Score

2017
Score

Evidence
• Automated text requests for patient feedback;
• Automated email requests for patient feedback;
• Small lightweight low price handheld devices with no
ongoing maintenance costs, for services and wards who
believe the handheld option is best for their patients;
• Online feedback options;

Avoidable Harm

Do we treat and care for all our service
users in a safe environment and protect
them from avoidable harm?

3

3.5

Safety Thermometer, QuESTT, EWTT, Sign Up To Safety
Campaign, SSKIN bundle, decrease in falls with harm and
pressure ulcers
The Sign up to Safety Campaign continues with 9 work
streams - Care Planning, Suicide Prevention, Pressure Ulcer
Management/Reduction, Reducing Restrictive Interventions,
Sepsis, Medicines Safety, Safe Transfers, Falls and
Deteriorating Patient. Each work stream has an
improvement plan and has set aims for a reduction in
avoidable harm. Progress against these aims is reported
quarterly to the Executive Quality and Clinical Risk Group.
There was a reduction in the number of avoidable pressure
ulcers in 15/16. This exceeded the 21.5% reduction set from
the 14/15 baseline data. In 16/17 the Trust is ahead of the
17.2% reduction set for the 2nd year of the improvement
work. Data for quarter 4 is not yet available. Work is
underway with other health care providers, such as acute
trusts, to review incidents across the patient pathway.
A positive reporting culture remains. This is seen through the
National Reporting and Learning System reports, highlighting
the Trust as the second highest reporter in the cluster.
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Indicator

Description

Staffing Levels

Do all service areas have the safe and
therapeutic staffing levels required to
meet patient’s needs with skilled,
competent and caring staff?

2016
Score
3

2017
Score
3.5

Evidence
Monthly Staffing Report, six monthly Staffing Review, Safer
Staffing Tool for inpatients, QUEST, EWTT, CQC Quality
Improvement Plan, high levels of vacancies and reliance on
temporary staffing in some areas
The Trust actively monitors staffing levels at regular intervals
using a number of metrics to triangulate its position:
- Monthly Staffing Reports using exception reporting
including QUEST and EWTT to the Executive Quality & Clinical
Risk Group
- Quarterly Staffing Reports to the Quality Governance
Committee
- the Six Monthly Staffing Review, using the National Quality
Board (NQB) - July 2016 framework
- the Safer Nursing Care Tool (SNCT) six monthly reviews for
all physical health inpatient wards
- Modified Hurst Tool; the Trust has joined the Optimum
Staffing Project pilot in conjunction with HEE West Midlands.
The first phase is due to commence in April 2017 with two
Older Peoples Mental Health Inpatient Wards, followed in
May 2017 by two further wards.

Clinical Engagement

Is there clinical engagement in and
ownership of the quality agenda?

3

3

Speciality Meetings, Psychiatric Medical Staff Meetings,
Clinical Executive Group, Health Professionals Forum, Health
Visitor & District Nursing Professional Development Groups.
Progress is expected to be made in 17/18 with the
implementation of the clinical strategy
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Indicator

Description

CQC rating

How well are services rated by the CQC
and how does the Trust respond to CQC
findings and recommendations?

2016
Score
3

2017
Score
3.5

Evidence
CQC report, CQC Quality improvement Plan, Internal Quality
Assurance visits
The CQC re-inspection of seven core services in March 16
saw the rating for four services improve from ‘requires
improvement’ to ’ good’. Revised action plans have been
developed for all three core services which did not receive a
change in rating and these are being monitored as part of
the Trust's process.
The CADAS service received a rating of ‘good’ overall and for
each domain. An action plan has been developed to address
the 'should do' recommendations and these are included
within the monitoring process.

Quality Management
Culture

Does the Trust have a quality
management culture to identify
operational and strategic risk and to
ensure quality is maintained?

3

3

Risk Register, Risk Register Group, Monthly Risk and Central
Alerts report and Quarterly Clinical Litigation Report to
Quality Executive Group.
Further work has been undertaken to link identified risks to
the strategic goals. System reports have been developed to
enable triangulation of information from risks, complaints,
incidents and litigation. An internal audit review undertaken
in 2016/2017 whichreported a finding of reasonable
assurance in September. Risks are regularly reviewed,
updated and discussed in line with policy requirements.
It is expected that significant progress will be made in 17/18
with the formal introduction of a quality improvement
methodology with a significant cultural/behavioural
campaign
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Indicator

Description

2016
Score

2017
Score

Evidence

Sharing Best Practice

Are there systems and processes in place
for gathering and sharing best practice
across the Trust?

3

3

Sign up to Safety Quarterly Report, posters, intranet pages,
clinical champions, Quality roadshows, learning events,
Quality Matters annual conference and monthly newsletters.
However there is a lack of evidence re impact these
processes are having.
The Sign Up to Safety Campaign continues to share best
practice and learning across the Trust through the work
streams.
Learning events have been held throughout the year
although attendance has fluctuated.
The Trust has attended the AHSN Patient Safety
Collaborative and the Mental Health Collaborative events to
both present good practice ideas and learn from colleagues
across Wessex and the South West Region.
The Trust held an Annual Quality Matters Conference held in
January 2017.

NICE Quality Standards

Does the Trust implement NICE quality
standards across its services to ensure
the provision of high quality evidence
based care?

3

3

NICE Assurance Group, NICE guidance assurance tool, NICE
Dashboard, NICE Exception Reports, Locality Quality Report,
Clinical Policy review Group, Clinical audits. However not
embedded
The Trust has been involved with five National Audits, seven
contractual audits, 45 Trust Priority audits, and 43 Local
audits. The Trust held the Quality Matters Service
Improvement, Clinical Audit and Research awards with 21

4

Indicator

Description

2016
Score

2017
Score

Evidence
applications. Quality Improvement methodology training is
being delivered on day two of the Empowering Leaders
programme

Innovation

Does the Trust innovate on how care is
provided or develop new care pathways
to improve outcomes for patients?

3

4

Service Delivery Improvement Programme, Out of Hospital
Project, Clinical Audits
Developments over the past year have included:•

•
•
•
•
•
•
•

Launch of Dragons’ Den ideas generation scheme which
awarded £2,000 to the ‘Space for Growth’ project. Other
projects are being progressed through BAU with medical
director. New children’s (under 5s) oral hygiene
pathway in development as a result.
End of Life care accreditation / VTE e-learning / Quality
Mark for older people’s care
Launch of a new Armed Forces (Veterans) Community
Health and Wellbeing team
Consolidation and re-provision of Countywide
electroconvulsive therapy services to improve quality
and patient experience
Revision of the model of care and leadership on Chine
ward to improve patient experience
Establishment of a seven days-a-week eating disorder
service offering assessment and treatment
Development of an evidence-based eating disorder
carers’ training programme to empower carers in their
caring role
Development and implementation of NICE complaint
care pathways for community mental health
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Indicator

Description

2016
Score

2017
Score

Evidence
•
•
•
•

OVERALL RATING FOR QUALITY

3.0

Revision of the model of care and clinical leadership of
the Crisis / Home treatment service
A new partnership with YMCA to support flow and timely
discharge in the acute mental health service
Relocation of Chalbury ward admissions to Alderney
hospital and the development of an intermediate
community dementia service in the west of the county
Establishment of integrated community teams in every
locality is well under way

3.4

Goal: To be a valued partner and expert in partnership working with Patients, Communities and Organisations
Strategy

Do we have a Strategy to promote
participation and partnership working?

4

4

5 Year Strategy, Annual Plan, Locality Plans

Engagement

Do we engage with and involve patients,
families, carers, service user
representative organisations and locality
community groups in service and
organisational development.

2

2.5

Pebble Lodge Participation Group, Clinical Audit public and
patient panel, Dorset Mental Health Forum, BME Panel
The ACP proposals are a key example of the benefits of an
approach based on co-production. In addition, the Trust has:•
•

•
•

signed up to the pan-Dorset Carers’ Strategy.
An implementation plan is being delivered including
John’s Campaign roll-out at two pilot sites (carers’
passports, improved information etc.). A wider rollout is planned.
Launch of Triangle of Care.
Carers’ training run for staff.
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Indicator

Description

2016
Score

2017
Score

Evidence
•

Community Influence

Do local people have mechanisms
through which they can influence the
Trust’s business?

3

3

HealthWatch has been commissioned to assess how
patient feedback is being collected and used to make
improvements

Engaging with the Trust Membership and the Public action
plan, Purbeck Project, League of Friends and Carers
meetings, Engagement in CSR
No material change

Patient involvement

Are patients involved in decision-making
about their care?

3

3

Care Plan Audits, Care Plan dashboard, friends and family
test, patient forums, Dorset Mental Health Forum
No material change

Patient Information

Working in Partnership

Do we provide patients with access to
health information that is clear, accurate,
balanced, evidence-based and up-todate

3

Have we developed good working
relationships with other organisations
and are we seen as a potential partner to
deliver of out of hospital and community
based services?

3

3

Patient Information Leaflet database. Lack of evidence that
care plans, risk assessments and records shared with
patients.
Implementation of the Accessible Information Standard is
well underway

4

Well-led Governance Review, Out of Hospital offer,
Vanguards, Locality Hubs, joint partnership board with
DCC/DCH. Developed partnerships for Weymouth UCC and
Sexual Health tenders. Integrated and co-located Health and
Social Care Teams
The Trust has established the Christchurch Hub to improve
care for frail elderly patients, in partnership with Royal
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Indicator

Description

2016
Score

2017
Score

Evidence
Bournemouth Hospital
The Trust has had a key Influencing role in SLT / STP / CSR /
ACP / DWAB / pan-Dorset digital and DCR

OVERALL RATING FOR PARTNERSHIP

3.0

3.3

Goal: To be a learning organisation, maximising our partnership with Bournemouth University and promoting innovation, research and evidence based
practice
Continuous Improvement

Evidence Based Practice

Bournemouth University

Do we learn from successes and mistakes
and are reviews shared beyond
immediate teams.

Are innovation, research and evidence
based practice embedded within our
services
Does our relationship with Bournemouth
University assist in the delivery of
innovation, research and evidence based
practice

3

3

2

3

3

3

Quality Matters newsletter, learning events and conference,
Learning Lessons booklet, Ulysses reports, Incident
investigations including aggregate reviews, Serious Incident
Panel. However there is a lack of evidence re impact these
processes are having.
Significant progress is expected in this area with the
implementation of the Quality Improvement methodology
Sign up to Safety Campaign, Clinical Audits, Service
Improvement Plans, Quality Matters Awards, Quality Matters
newsletter, Champions Meetings, Clinical Audit Report
No material change
Clinical training programmes developed with BU, BU
evaluation of EL:ET pathway, Initial Project Board meeting.
Joint working and jointly funded projects and posts
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Indicator

Description

Best Practice

Do we follow best practice guidelines

2016
Score
3

2017
Score
3

Evidence
Clinical Policy Review Group, NICE Assurance Group, Sign up
to Safety Campaign, Clinical Audit Report. Bets Practice
Guidance Documents. However not considered to be
embedded
No material change

Staff innovation and
improvement

Are staff encouraged to innovate and
improve the services they provide

3

3.5

Heroes Awards, Heroes newsletter and posters, PDSA and 13-5 test methodologies. Quality Matters awards for service
improvement, clinical audit and research. However not
considered to be embedded
Dragons’ Den / pro-active media / sharing through internal
newsletters

OVERALL RATING FOR LEARNING

2.8

3.1

Goal: To have a skilled, diverse and caring workforce who are proud to work for Dorset HealthCare
Sickness, recruitment and
retention

Do we have high levels of staff retention
and low levels of sickness and turnover

2

2.5

Recruitment and Retention Project Group and Work Plan,
Sickness monitoring stats, NHS benchmarking data for
sickness and turnover. Improvement in sickness levels.
. Further progress in this area has included:
• a refresh of the Recruitment and Retention Project
Group being led by an HR Business Partner, in close
liaison with the Communications Team,
• a national recruitment campaign
• development of the Trust bank
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Indicator

Description

2016
Score

2017
Score

Evidence
This work is continuing to address vacancy levels and
attraction and retention issues as well as a continuing
reduction in agency spend

Engagement and
Recognition

Do we have mechanisms to engage with
staff and to reward or recognise their
contribution

3

3.5

Air and Share and Meet the Board events, Heroes Awards,
Heroes Newsletter and Posters, Quality Matter conference,
Quality Matters Awards
Progress in this area has included CSR engagement /
Dragons’ Den / staff survey conferences / CAMHS
transformation / IM&T staff workshops / refresh of the
Heroes scheme / relaunched intranet developed through
staff engagement / staff engagement score in NHS Staff
Survey

Training and Development

Are learning and development
opportunities available for staff

3

3.5

Learning Needs Analysis, Clinical training pathways, L&D
prospectus, team development programme, empowering
leaders: empowering teams (leadership development)
programme
Progress has been made in this area in respect of the
development of an apprenticeship framework; the further
development and embedding of a diverse portfolio of flexible
learning and development opportunities; the roll out of a
360 degree feedback pilot; and the promotion and
embedding of coaching opportunities to support CPD.

Succession Planning

Do we have succession planning in place

2

2

Locality Reports, Workshop and Committee sessions, targets
for Directors to spot talent, L&D investment
No material change
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Indicator

Description

2016
Score

2017
Score

Evidence

Staff satisfaction

Are staff proud of working for us and of
the service they provide. Would staff
recommend us as an employer and
healthcare provider

3

4

NHS Staff Survey, Friends & Family Test

Do staff respect and value patients as
individuals and treat them as partners in
their care

4

Do staff feel supported to make
decisions, innovate and improve the
quality of the services they provide

3

Do we employ a workforce that is diverse
and represents the community it serves

3

CQC definition of caring

Empowering staff

Diversity

Most notably in this area is the statistically significant
improvement in the staff engagement indicator of the NHS
Staff Survey. DHC is the most improved Trust according to
independent analysis and staff recommendation has now
moved to above average for like Trusts
4

CQC report
No material change

3

Heroes Awards, Heroes newsletter and posters, Quality
Matters conference and awards.
Progress has included the launch of Dragons’ Den. However
the NHS Staff Survey suggests that more needs to be done
here

3

Workforce data, Workforce Race Equality Standard
indicators, Equality & Diversity Annual Report. % of BME
staff exceeds population, Board level representation of
protected characteristics
No material change

OVERALL RATING FOR WORKFORCE

2.9

3.2

11

Indicator

Description

2016
Score

2017
Score

Evidence

Goal: To be a national leader in the delivery of integrated care
Joint Working and
Partnership

Do we seek out opportunities to work in
partnership and develop joint working to
improve the way services are delivered

3

4

Weymouth Urgent Care Centre Consortium, Sexual Health
tender Consortium

Proven track record

Do we have a track record in the
development and delivery of high quality
integrated care

3

3.5

Weymouth and Portland Locality Integrated Health and
Social Care Hub.

Integrated Community and
Hospital Care

Are we leading in the vertical integration
of community based health services with
care provided in hospital

Key developments have included:-

3

3

•

The opening of the Weymouth Urgent Care Centre

•

The implementation of an integrated ‘hub’ module
on SystmOne, connecting primary and community
mental and physical health care with the aim of
rolling this out across eight hubs by the end of
2016/17

•

The integration of physical and mental health
services model : One Trust, One Mind, piloted by
Poole North is now being used in other localities.

Transfer of Care Group, Integrated Locality Team Key
Features And Functions Project Update Report, Vanguards
Examples of progress in this area have included:
•

The transformation and opening of brand new digital
X-ray facilities at Wimborne Victoria Hospital
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Indicator

Integrated Mental and
Physical Health

Integrated Health and
Social Care

Description

Are we leading in the integration of
mental and physical health services

Are we leading in the integration of
health with social care

2016
Score

3

3

2017
Score

3

3

Evidence
•

A new minor injuries unit at Bridport community
hospital and at Wimborne Victoria Hospital

•

The Christchurch integrated hub

One Trust One Mind pilot, co-located CMHT/ICRT and
integrated daily MDT at some sites, Weymouth virtual ward.
GAD scoring
No material change
Integrated Locality Team Key Features And Functions Project
Update Report, Weymouth and Portland Locality Integrated
Health and Social Care Hub
No material change

OVERALL RATING FOR INTEGRATION

3.0

3.3

Goal: To raise awareness within the Trust and externally of the impact that our work has on people and our environment and take steps to reduce any
negative effects
Benchmarking

Do we use our resources in an efficient
and sustainable way

2

2

Corporate Functions Benchmarking Report
No material change / Trust is an outlier in some back office
functions
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Indicator

Description

Business Information

Is timely, robust and easily accessible
information provided to enable effective
decision making

Technology

Do we make use of technology to
improve efficiencies and productivity in
both clinical care and support functions

2016
Score
3

2017
Score
3

Evidence
Integrated Board Report, Data Quality Audit Report,
Performance & Quality Dashboard
No material change

3

3.5

Roll out of Mobile working for health professionals working
in the community, Community of interest network (COIN).
However lack of progress on other projects such as eprescribing.
The Trust's network domain has been deployed to all Dorset
GP practices, supporting our staff by providing greater access
to Trust systems, whilst working in the community
The Trust is currently deploying NHS Mail which is a more
efficient solution, allowing access without needing a secured
network connection.

Effective working

Cost Efficiency

Do we develop new ways of effective
working including skill mixing
opportunities

3

Do we have cost improvement
programme in place with defined targets

3

3

Development of Band 4 Assistant Practitioner, introduction
of rotational posts
No material change

3

CIP monitoring tool. CIP on agency £2M off target
While the 2016/17 CIP overall programme has been
achieved, there have been challenges in identifying schemes
in advance in readiness for the next year.
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Indicator

Description

Estates

Do we review our Estate and rationalise
this to support service development and
the delivery of new clinical models

2016
Score
2

2017
Score
2.5

Evidence
5 Year Estates Strategy, Locality Estate Plans, PICU at St
Anne’s
Most significantly, the Trust has delivered the PICU.
Plans for the Clinical Services Review remain to be clarified
pending the outcome of CCG’s public consultation. The Trust
has engaged Consultants to carry out feasibility studies into
the CCG preferred options for Localities where DHC sites are
affected

Business Sustainability

Do we consider the sustainability of all
areas of our business

2

2.5

Out of Hospital Offer Project, External audit review of
Ongoing Concern Paper
The Prison Healthcareservice has been reviewed and
terminated on sustainability grounds.

OVERALL RATING FOR EFFICIENCY

2.6

2.8

Goal: To ensure that all of the Trust’s resources are used in an efficient and sustainable way
Impact Assessment

Paperless working

Do we conduct impact assessments for
all of the services we provide

1

Do we maximise opportunities to utilise
electronic workflow channels, paper
reduction and workflow efficiencies

3

1

None
No material change

3

Electronic Patient records (Rio and System One), electronic
budget statement and recruitment system TRAC, digital
dictation, e-rostering, e-travel systems
Notable achievements in this area have included:-
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Indicator

Description

2016
Score

2017
Score

Evidence
•

The introduction of MICAD in Estates including
electronic service desk, paperless job allocation on
iPhones, Room Booking System and cleaning scoring
system;

•

Public and Patient
Engagement

Do we engage with and involve patients
and the public in our work and are we
accountable to those we serve

2

2.5

the electronic discharge of patients now covers both
SystmOne and RiO. The Trust is looking to move all
GP clinical correspondence to paperless for
SystmOne and RiO. Citizen access is a confirmed
phase within the Dorset Care Record project with
initial implementation phases beginning 2017. The
Trust also has around 1500 registered users for
Digital Dictation.
Engaging with the Trust Membership and the Public action
plan
The Mental Health Acute Care Pathway work has involvedsignificant service redesign with participation from users and
carers.
A revised membership recruitment and engagement plan has
been endorsed by Governors.

Equity of service provision

Do we use our resources effectively to
ensure equity of provision across Dorset

2

2

Out of Hospital project, Mental Health Service review, Health
Visiting remodelling.
PICU for female patients is now open
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Indicator

Description

Environmental impact

Do we provide services in an
environmentally sustainable way
including by reducing carbon emissions

2016
Score
2

2017
Score
2

Evidence
Draft Sustainable Development Management Plan,
Environmental Management Policy, Sustainability Policy,
Waste Management Policy.
The capital programme will include refurbishment of sites to
improve energy efficiency and LED lighting has been installed
in all refurbishment projects.
A Waste Manager was appointed in 2016.

OVERALL RATING FOR IMPACT

2.0

2.1
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Annex 2 – Descriptors for performance levels 1, 3 and 5
Indicator

Level 1

Level 3

Level 5

Inconsistent and variable patient
experience and satisfaction levels.
Some patients would be happy to
recommend our services to their
family and friends.

Consistently meet and exceed patient
expectations with high satisfaction
levels across all services. The majority
of staff and patients would
recommend our services to their
family and friends.

To provide high quality care; first time, every time
Patient Experience /
Satisfaction

Unable to meet the basic expectations
of the patient/service user with low
satisfaction levels. Patients would not
recommend our services to their
friends and family

Avoidable Harm

Unacceptable levels of avoidable harm Inconsistent levels of avoidable harm
and not confident in being able to
and variation across services with
treat and care for our service users in a room for improvement in some areas.
safe environment.

Treat and care for all our service users
in a safe environment and protect
them from avoidable harm

Staffing Levels

Unable to provide the right staff to
meet patients’ needs across our
services, staff available are not
sufficiently skilled and competent.

Some of our services have safe and
therapeutic staffing levels required to
meet patient needs with skilled,
competent and caring staff.

All service areas have safe and
therapeutic staffing levels required to
meet patient’s needs with skilled,
competent and caring staff.

Clinical Engagement

There is no clinical engagement in or
ownership of the quality agenda

There is some clinical engagement in
and ownership of the quality agenda

There is strong clinical engagement in
and ownership of the quality agenda
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Indicator

Level 1

Level 3

Level 5

CQC rating

Services are rated as Inadequate by
the CQC

There are services that are rated as
Requiring Improvement by the CQC

All services are rated Outstanding by
the CQC

Quality
Management
Culture

There is a lack of quality management
culture to identify operational and
strategic risks

There is a quality management culture
which identifies operational and
strategic risks but this is not evident
across the whole of the Trust and/or
fails to ensure quality is maintained
and promoted at all levels

There is an embedded quality
management culture used across the
Trust, to systematically identify and
escalate operational and strategic risk
and to ensure quality is maintained
and promoted at all levels

Sharing Best Practice

No systems or processes are in place
for gathering and sharing best practice

There are some systems and processes There are comprehensive, effective
in place for gathering and sharing best systems and processes in place for
practice however improvement is
gathering and sharing best practice
needed

NICE Quality
Standards

The Trust has not yet implemented
the NICE quality standards to enable
the provision of high quality evidence
based care

The Trust has partially implemented
the NICE quality standards to enable
the provision of high quality evidence
based care

The Trust has fully implemented the
NICE quality standards across all
services to enable the provision of
high quality evidence based care

Innovation

The Trust does not innovate on how
care is provided or develop new care
pathways to improve outcomes for
patients

The Trust has begun to innovate on
how care is provided and pro-actively
develop new care pathways to
improve outcomes for patients

The Trust innovates on how care is
provided across all services to
develop new care pathways to
improve outcomes for all of its
patients
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Indicator

Level 1

Level 3

Level 5

To be a valued partner and expert in partnership working with Patients, Communities and Organisations
Strategy

The Trust has no defined Strategy or
set of plans to promote participation
or partnership working

The Trust is developing a Strategy
and set of plans to promote
participation and partnership
working

The Trust has a clear Strategy and set
of plans to promote participation and
partnership working

Engagement

There is no evidence that the Trust
routinely engages with, or involves
patients, families, carers, service user
representative organisations or
locality community groups, in service
and organisational development

Some areas of the Trust routinely
engage with and involve patients,
families, carers, service user
representative organisations or
locality community groups in service
and organisational development

The Trust routinely engages with, and
involve, patients, families, carers
service user representative
organisations and locality community
groups in service and organisational
development

Community
Influence

Local people have no mechanisms
through which they can influence the
Trust’s business

Local people have some mechanisms
through which they can influence the
Trust’s business

Local people have a variety of
mechanisms which they can use to
influence Trust business

Patient involvement

There is little evidence that patients
are involved in decision-making about
their care

There is some evidence that patients
are involved in decision-making
about their care

Patients are pro-actively encouraged
to be involved in decision-making
about their care
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Indicator

Level 1

Level 3

Level 5

Patient Information

The Trust doesn’t provide patients
with access to health information

The Trust provides patients with
access to health information but it is
not clear, accurate, balanced,
evidence-based and up-to-date.

The Trust provides easily accessible,
clear, accurate, balanced, evidencebased and up-to-date information to
support patients in making the right
health and care choice and has gained
Information Standard Certification

Working with others

The Trust has a poor relationship with
other organisations. Potential partners
are not clear how they can work with
the Trust which is not a partner of
choice for the delivery of out of
hospital and community based
services.

The Trust has started to develop
working relationships with other
organisations, who have some
understanding of how they can work
with the Trust, which is seen as one of
a number of potential partners for the
delivery of out of hospital and
community based services

The Trust has strong working
relationships with other organisations,
who are clear how they can work with
the Trust to achieve common goals
and the Trust is seen as the partner of
choice for the delivery of innovative,
out of hospital and community based
services throughout Dorset and
beyond

To be a learning organisation, maximising our partnership with Bournemouth University and promoting innovation, research and evidence
based practice
Continuous
Improvement

The Trust doesn’t share learnings
from successes or mistakes

The Trust learns from some
successes and mistakes and reviews
are shared with some, but not all, to
improve the experience of our
patients
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There is clear evidence that the Trust
learns from successes and mistakes
and reviews are shared beyond the
team involved to improve the
experience of our patients

Indicator

Level 1

Level 3

Level 5

Evidence Based
Practice

Innovation, research and evidence
based practice is not embedded within
the Trust’s services

Innovation, research and evidence
based practice is starting to be
embedded within some of the Trust’s
services

Innovation, research and evidence
based practice is embedded within all
of the Trust’s services

Bournemouth
University

The Trust does not have a clear
relationship with Bournemouth
University and/or this does not assist
in the delivery of innovation, research
and evidence based practice

The Trust has started to develop
relationships with Bournemouth
University to assist in the delivery of
innovation, research and evidence
based practice

Bournemouth University is the
Trust’s key partner in this area and
the relationship is delivering positive
results in innovation, research and
evidence based practice

Best Practice

No evidence exists that demonstrates
the Trust follows best practice
guidelines or that any outcomes
identified from inspections are
improved

There is some evidence to
demonstrate that the Trust has started
following best practice guidelines

The Trust consistently follows best
practice guidelines, and any outcomes
identified from inspections are
improved

Staff innovation and
improvement

Staff are not encouraged to innovate
or make improvements in the services
they provide

Staff are encouraged to innovate and
improve the services they provide by
being valued, recognised and
supported

Staff are encouraged to innovate and
improve by being valued, recognised
and supported to be brilliant for
patients leading to them providing
better care
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Indicator

Level 1

Level 3

Level 5

To have a skilled, diverse and caring workforce who are proud to work for Dorset HealthCare
Sickness,
recruitment and
retention

High levels of sickness, staff turnover
and unfilled vacancies are evident,
leading to a high reliance on the use of
temporary staff

Improvements are required on staff
turnover, sickness and recruiting to
fill vacancies

The Trust is an employer of choice,
with high staff retention and low staff
sickness and turnover levels

Engagement and
Recognition

No mechanisms exist to engage with
staff and to reward or recognise their
contribution towards delivering the
Trust’s strategy

Some mechanisms exist to engage
with staff and to reward or recognise
their contribution towards delivering
the Trust’s strategy, however they are
ad hoc

Mechanisms to engage with staff and
to reward or recognise their
contribution towards delivering the
Trust’s strategy are in place and
widely used by staff and managers

Training and
Development

No professional training or
development programmes are in place
to deliver an appropriately trained
and skilled workforce

Some training and staff development
schemes are provided but
inconsistently and/or fail to deliver an
appropriately trained and skilled
workforce

A detailed and diverse portfolio of
flexible learning and development
opportunities are available for all staff
which have high levels of take up and
are positively evaluated

Succession Planning

There is no succession planning
within the Trust

Partial evidence exists for succession
planning within the Trust

The Trust has a comprehensive
succession planning in place which is
regularly reviewed
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Indicator

Level 1

Level 3

Level 5

Staff satisfaction

Most staff are not proud of the service
they provide or the Trust as a whole
and would not recommend the Trust
as an employer or healthcare provider
of choice

Some staff are proud of the service
they provide and/or the Trust as a
whole and/or would recommend the
Trust as an employer or healthcare
provider of choice but others would
not.

The vast majority of staff are proud
both of the service they provide and
the Trust as a whole and would
recommend DHUFT as an employer
or healthcare provider of choice

CQC definition of
caring

People are not involved in their care
and are not treated with compassion.
They feel vulnerable and isolated

There are times when people do not
feel well supported or cared for

In line with CQC definition of caring people are truly respected and valued
as individuals and are empowered as
partners in their care

Empowering staff

Staff do not feel supported to make
decisions, to innovate and to improve
the quality of the services the Trust
provides

Staff sometimes feel supported to
make decisions, innovate and
improve the quality of the services the
Trust provides

Staff routinely feel supported to make
decisions, innovate and improve the
quality of the services the Trust
provides

Diversity

The Trust does not employ a diverse
workforce or diversity is not
represented across all staff groups and
pay grades

The Trust employs a workforce that is
diverse in some but not all protected
characteristics across all staff groups
and pay grades

The Trust employs a workforce that is
diverse in respect of all protected
characteristics and represents the
diversity of the community that it
serves
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Indicator

Level 1

Level 3

Level 5

To be a national leader in the delivery of integrated care
Joint Working and
Partnership

The Trust does not seek out
opportunities to work in partnership
and develop joint working to improve
the way services are delivered

The Trust sometimes seeks out
opportunities to work in partnership
and develop joint working to improve
the way services are delivered

The Trust actively seeks out
opportunities to work in partnership
and develop joint working to improve
the way services are delivered

Proven track record

The Trust doesn’t have a track record
in the development and delivery of
high quality integrated care, none of
its services are seen as national
exemplars and it isn’t seen as a natural
partner for integration

The Trust is starting to develop a
track record in the development and
delivery of high quality integrated
care, a few of its services are seen as
national exemplars and it is starting to
be seen as a natural partner for
integration although improvements
are still needed

The Trust has a comprehensive and
proven track record, at a national level
in the development and delivery of
high quality integrated care, a large
number of its services are seen as
national exemplars and it will
increasingly be seen at a national level
as a natural -partner for integration

Integrated
Community and
Hospital Care

The Trust has made less progress than
its peers on the vertical integration of
Community based Health Services
with care provided in Hospital

Some of the Trust’s services are
leading in the vertical integration of
Community based Health Services
with care provided in Hospital

The Trust is a national leader in the
vertical integration of Community
based Health Services with care
provided in Hospital

Integrated Mental
and Physical Health

The Trust has made less progress than
its peers on the integration of Mental
and Physical Health services

Some of the Trust’s services are
leading in the integration of Mental
and Physical Health services

The Trust is a national leader in the
integration of Mental and Physical
Health services
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Indicator

Level 1

Level 3

Level 5

Integrated Health
and Social Care

The Trust has made less progress
than its peers on the integration of its
Health Services with Social Care

Some of the Trust’s services are
leading in the integration of Health
with Social Care

The Trust is a national leader in the
integration of Health with Social Care

To ensure that all of the Trust’s resources are used in an efficient and sustainable way
Benchmarking

The Trust is in the lower quartile for
how it uses its resources in an efficient
and sustainable way

The Trust is in the mid-range for how
it uses its resources in an efficient and
sustainable way

The Trust is in the upper quartile for
how it uses its resources in an efficient
and sustainable way

Business
Information

Information is not timely, robust or
easily accessible to enable effective
decision making to ensure
transparency as to the quality of care

There is limited provision of timely,
robust and easily accessible
information to enable effective
decision making to ensure
transparency as to the quality of care,

There is excellent provision of timely,
robust and easily accessible
information to enable effective
decision making to ensure
transparency as to the quality of care.
Information Standard Certification

Technology

The Trust does not harness the power
of technology to improve efficiencies
and productivity in both clinical care
and support function pathways

The Trust make limited use of
technology to improve efficiencies
and productivity in both clinical care
and support function pathways but
improvements could be made

The Trust effectively harnesses the
power of technology to improve
efficiencies and productivity in both
clinical care and support function
pathways, including improved and
interoperable information flows with
secure access to those that need it
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Indicator

Level 1

Level 3

Level 5

Effectiveness

There is no evidence that the Trust has
developed new ways of effective
working including appropriate skill
mixing opportunities

The Trust has started to develop new
ways of effective working including
skill mixing opportunities

The Trust has developed new ways of
effectively working including
appropriate skill mixing opportunities

Efficiency

There is no cost improvement
programme in place to identify cost
efficiency savings that could be
achieved

There is a cost improvement
programme in place but this does not
have clearly defined targets or those
targets are not being realised

There is a comprehensive cost
improvement programme in place
covering all areas of business activity
with clearly defined targets which are
being realised

Estates

The Trust has not reviewed Estate
utilisation or rationalised it’s Estate or
this is not aligned to service
development and the delivery of new
clinical models including integrated
locality working

The Trust has reviewed its Estate and
begun to rationalise this to support
service development and the delivery
of new clinical models including
integrated locality working

The Trust has rationalised its Estate
and this supports service
development and the delivery of new
clinical models including integrated
locality working

Business
Sustainability

There is no programme in place to
ensure that services are provided in a
sustainable way

There is a programme in place but this There is a programme in place
does not have clearly defined goals or covering all areas of business activity
those goals are not being realised
with clearly defined goals which are
being realised

27

Indicator

Level 1

Level 3

Level 5

To raise awareness within the Trust and externally of the impact that our work has on people and our environment and take steps to reduce
any negative effects
Impact Assessment

None of the Trust’s services have an
up-to-date impact assessment

Some of the Trust’s services have an
up-to-date impact assessment

All of the Trust’s services have an upto-date impact assessment with all
negative effects of the Trust’s
operations being actively managed

Paperless working

No areas of the business routinely
maximise opportunities to utilise
electronic workflow channels,
available systems, paper reduction
and workflow efficiencies

Some areas of the business routinely
maximise opportunities to utilise
electronic workflow channels,
available systems, paper reduction
and workflow efficiencies

The Trust routinely maximises
opportunities to utilise electronic
workflow channels, available systems,
paper reduction and workflow
efficiencies

Public and Patient
Engagement

There is no evidence of the Trust
starting to improve the way it engages
or involves patients and the public in
the work of the Trust; from individual
patient experience to collective
involvement or by being held to
account by those we serve

The Trust is starting to improve the
way that it engages and involves
patients and the public in the work of
the Trust, from individual patient
experience through to collective
involvement and being held to
account by those we serve

There is evidence of improving the
way that the Trust engages and
involves patients and the public in the
work of the Trust, from individual
patient experience through to
collective involvement and being held
to account by those we serve

Equity of service
provision

There is no evidence to support that
the Trust effectively uses its resources
to ensure equity of provision across
Dorset

There is some evidence to support
that the Trust effectively uses its
resources to ensure equity of
provision across Dorset

The Trust effectively uses its resources
to ensure equity of provision across
Dorset
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Indicator

Level 1

Level 3

Level 5

Environmental
impact

There is no programme in place to
ensure that services are provided in an
environmentally sustainable way or
reduce carbon emissions

There is a programme in place but this
has had limited impact upon services
being provided in an environmentally
sustainable way and the reduction of
carbon emissions

There is a programme in place
covering all areas of business activity
resulting in services being provided in
an environmentally sustainable way
and a reduction in carbon emissions
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Agenda Item 12

Going Concern Status
Part 1 Board Meeting 29 March 2017
Author

Penny Headlam

Sponsoring Board Member

Matthew Metcalfe

Purpose of Report

All Foundation Trusts are required to prepare their annual
accounts in accordance with accounting standards and company
law, and must also be compliant with the additional requirements
contained in the NHS Foundation Trust Annual Reporting
Manual 2016/17 (ARM), which states:
“NHS foundation trusts are reminded to refer to the DH GAM
(Department of Health Group Accounting Manual.which sets out
how the going concern concept is adapted for the public sector.”
The Board must decide each year whether or not it is
appropriate for the NHS Foundation Trust to prepare its
accounts on the going concern basis.
The January 2017 Audit Committee considered this matter and
agreed that the Trust can prepare its accounts on a going
concern basis.

Recommendation

The Board is asked to agree that the Going Concern
Assumption should continue to be adopted.

Engagement and Involvement

Executive Directors, Audit Committee Members, External
Auditors and Chief Financial Accountant

Previous Board/Committee
23 January 2017
Dates
Monitoring and Assurance Summary
This report links to the
 To ensure that all of the Trust’s resources are used in an
Strategic Goals
efficient and sustainable way;
I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Any action required?
Yes










Yes
Detail in report

No
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Going Concern Report
Part 1 Board Meeting 29 March 2017
1. GOING CONCERN STATUS
1.1.

The Board is asked to confirm that the Trust is a going concern and should prepare
the accounts on a going concern basis given the reasons in 1.2 below.

1.2.

Dorset HealthCare has a net assets position within the SoFP (Statement of
Financial Position). (i.e our assets are greater than our liabilities (Debts etc)). It is
also presumed that the services will continue past the next year, as evidenced in
the Annual Plan. This is in accordance with the guidance replicated below that
indicate that the Going Concern Status is appropriate.

2. GUIDANCE
2.1.

All Foundation Trusts are required to prepare their annual accounts in accordance
with accounting standards and company law, and must also be compliant with the
additional requirements contained in the NHS Foundation Trust Annual Reporting
Manual 2016/17 (ARM), which states:
“NHS foundation trusts are reminded to refer to the DH GAM (Department of Health
Group Accounting Manual.which sets out how the going concern concept is adapted
for the public sector.”

2.2.

Extract from the GAM:
“4.83
For non-trading entities in the public sector, the anticipated
continuation of the provision of a service in the future, as evidenced by inclusion of
financial provision for that service in published documents, is normally sufficient
evidence of going concern. Departmental Group bodies should therefore prepare
their accounts on a going concern basis unless informed by the sponsoring
authority of the intention for dissolution without transfer of services or function to
another entity, or there is no realistic alternative but to do so. A trading entity needs
to consider whether it is appropriate to continue to prepare its financial statements
on a going concern basis where it is being, or is likely to be, wound up.”

2.3.

In 2016/17 the approach has changed to prepare the accounts on the going
concern basis unless there are reasons to contradict this. In 2015/16 there was
more emphasis on the NHS Foundation Trust reviewing cash positions and
forecasts to reach this conclusion. For Dorset HealthCare the recommendation
would remain the same even if on the same basis as 2015/16 as there are sufficient
cash reserves and the financial forecast is sustainable for the 2016/17 year and
beyond.

Penny Headlam
Chief Financial Accountant
9 March 2017
Going concern status March 2017 board final.doc6
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Draft Trust response to the Dorset Clinical Commissioning Group
Mental Health Acute Care Pathway Review public consultation
Part 1 Board Meeting 29 March 2017
Author

Nicola Plumb, Director of Organisational Development

Sponsoring Board Member

Nicola Plumb, Director of Organisational Development

Purpose of Report

The purpose of this report is to provide the Board with the draft
Trust response to the Dorset Clinical Services Review public
consultation, which closes on 31 March 2017.

Recommendation

The Board is asked to approve the proposed response (which is
attached to this covering report).

Engagement and Involvement

-

Previous Board/Committee
Dates

Board workshop February 2017

Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:

Any action required?
Yes










All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

1

Yes
Detail in report

No
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Introduction
Dorset HealthCare commends Dorset Clinical Commissioning Group (Dorset CCG) for this
important review and for the way in which it has been conducted.
First, we must recognise the very real commitment to co-production and the range of
actions taken to ensure the voice of service users and others was loudly heard throughout
the review process.
The development of these proposals has been an excellent example of genuine
participation working with people who use mental health services, their carers, and people
who work in mental health services, alongside a range of other partners.
The proposals set out in the consultation signal a clear intention to give equal priority to
mental health alongside physical health and this is an essential element of tackling
longstanding inequalities that have persisted too long, for too many people.
We welcome the review as a major opportunity to make enduring improvements that will
support people’s recovery and empower them to make the most of their lives.
Additional inpatient beds
Dorset HealthCare strongly supports the proposal to increase the number of in-patient
beds and agrees with the identified need for an additional 16 acute adult inpatient beds.
This is in line with the conclusions of an independent review commissioned by Dorset
HealthCare in 2016 (Simulation Modelling of Mental Health Services, produced for the Trust
by Mental health Strategies.
‘The Five Year Forward View for Mental Health’ stated last year that nationally, average
bed occupancy has risen for four consecutive years to 94%. In Dorset that figure is 98% or
higher, which is not an acceptable or sustainable position both in terms of patient
experience and in terms of our ability to offer a safe, flexible service, responsive to local
people.
Implementation of these proposals must end the unacceptable position of people travelling
out of Dorset for the care that they need. Beds must be available close to home and the
opening of five additional psychiatric intensive care beds at St Ann’s Hospital in January
2017 was the first significant step forward in that respect.
Dorset HealthCare agrees with the proposal to have four additional beds at Forston Clinic
and 12 additional beds at St Ann’s hospital, recognising the benefits of consolidating beds
on to two principal sites and reflecting how the beds are currently used.
2
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The current arrangement of beds does not reflect the prevalence of serious mental illness
and level of demand in Dorset and Dorset HealthCare believes these proposals will ensure
beds are provided where they are needed, reducing the numbers of people who currently
travel across the County, whether patients, or families and carers.
Provision of the additional beds is subject to gaining the appropriate planning approvals and
to securing the required capital funding. The capital funding for these developments is not
identified in the consultation document and more detailed work is required to determine the
associated capital costs.
Delivery of additional beds must happen as quickly as possible, recognising that there may
be a need to have a phased opening of these new beds whilst we recruit the additional staff
required.
Dorset HealthCare recognises the reasons for the proposed closure of the Linden Unit and
agrees to the consolidation of its beds at the St Ann’s site, with reference to the points
made above regarding planning permission, identification of capital costs and time needed
to recruit staff.
The Retreats
We applaud the proposals to expand the capacity and flexibility in the provision of
community-based mental health services and the renewed focus on preventing crisis. 90
per cent of people living with severe mental illness are supported by community services 1
and creation of the Connection, Retreats and Community Front Rooms will support more
people to live safely in their own homes.
The consultation notes that Dorset HealthCare is already changing the way that Dorset’s
community mental health services are organised. The integration of existing community
mental health teams with the Crisis team will create a more responsive service alongside
the proposed expansion in services outlined in the consultation document. Services as
they are currently recognised will cease to exist.
These transformational changes will lead to a fundamentally different experience for people
facing a crisis. There will need to be a transition period for existing service users so that
they are prepared for the future service provision and know how to quickly access support
through the period of change.
We strongly support the creation of two Retreats in Dorset. Retreats accepting selfreferrals give people real choice and create greater responsiveness in local services,
allowing services to respond to crises as defined by the person experiencing them, rather
than according to a set of fixed criteria. Greater responsiveness and capacity is extended,
too, to GPs, who will be able to refer people directly to the Retreats.

1

Five Year Forward View for Mental Health, page 8

3

Agenda 13

It will be important to ensure that the Retreats complement existing community services and
do not exist as stand-alone services. The remodelling of the Acute Care Pathway cannot
be done in isolation and must take account of the entire support pathway and existing and
future plans to expand the Improving Access to Psychological Therapies service. We must
have absolute clarity about the role and purpose of each service.
It is essential that we do not increase the numbers of interfaces between teams and
services and that implementation of the proposals in fact reduces the numbers of
interfaces, making it far more straightforward for people to access support.
Retreats will have the capacity to reduce the numbers of people presenting at Emergency
Departments because they see no alternative and there will be clear opportunities to work
closely with liaison services. The proposed opening hours for the Retreats will improve
access to support for people facing a mental health crisis.
Dorset HealthCare agrees with the proposal for a Retreat in Bournemouth, recognising the
numbers of people in the conurbation in the East of the county living with serious mental
illness.
Taking account of travel times and distances, as well as the numbers of people living in the
West of the County with serious mental illness Dorset HealthCare agrees with the preferred
option of a Retreat in Dorchester.
Consideration should be given to the opportunity to co-locate the Dorchester Retreat with
the community hub without beds, as described in the Clinical Services Review consultation
document, maximising all opportunities to integrate provision of mental and physical health
services.
Community Front Rooms and Recovery beds
Dorset HealthCare strongly endorses the concept of Community Front Rooms and the
additional expansion of services to support recovery in the community.
Recovery beds also have an important role in community mental health services. Their
purpose can be either ‘step up’ or ‘step down’, increasing the flexibility of provision and
therefore offering the greatest flexibility in responding to local need.
The Trust is not, however, able to support the proposal in the consultation paper for seven
Recovery beds and three Front Rooms as we believe that this is a sub-optimal allocation of
resources.
The Trust believes that Recovery beds will contribute significantly to meeting patient needs.
Resources should be deployed, both geographically and in terms of the number available,
in a manner which maximises the benefits to be gained from the introduction of Recovery
beds. More Recovery beds, in addition to the number proposed in the consultation paper,
4
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will increase the flexibility of provision and provide the highest number of people with the
best access to services when they are in crisis.
The Trust would accept that an argument can be advanced for two Community Front
Rooms given the current limited evidence base in respect of their effectiveness. However,
this will require review in the light of the evidence of the effectiveness of the Community
Front Rooms that are established following the consultation.
For these reasons, Dorset HealthCare believes that the priority is to have a greater number
of Recovery beds and strongly prefers the combination of ten Recovery beds and two
Community Front Rooms.
With regard to the location of the Recovery beds and Community Front Rooms, the Trust
considers that:• On the basis of need, Recovery beds should continue to be available in Weymouth
with provision in the east of the County being in Bournemouth;
• In line with the assessments against the criteria set out in the consultation document,
the two Community Front Rooms should be located in Bridport and Sturminster
Newton.
Further considerations important to us
Whole System Approach
Transformation of acute adult mental health services must not be delayed and this review
marks the start of what will be a significant set of improvements. Equal consideration must
also be given to improvements to mental health services for children and young people and
for older people, too.
Alignment with the Clinical Services Review
The Clinical Services Review undertook to review physical health services. To ensure parity
of esteem for physical and mental health services it will be essential to consider the
responses to that consultation alongside the responses to this consultation, in order to align
the outcomes. The very best services for local people will be those that simultaneously
address mental and physical health need, tackling variation in outcome and experience,
and reducing inequities of access.
Primary Care
The ‘Five Year Forward View for Mental Health’ (2016) states that “nine out of ten adults
with mental health problems are supported in primary care”. Successful implementation of
expanded community mental health services working to a transformed model of support will
5
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need changes in primary care capability and capacity to support mild to moderate mental
illness. The consultation document does not address the primary care model of support.
Further consideration must be given to how primary care will support the changes and how
all providers will deliver a seamless, high quality service that works across and beyond the
traditional primary, community and secondary interface to improve service user experience
and outcomes.
Integration and Partnership
Above and beyond integration within NHS services the best outcomes will be achieved
where third sector and voluntary partners are integrated in to service provision and where
public health and social services are part of the solution. More detailed work is required to
bring down the barriers that exist between existing services and to ensure they do not
appear with the introduction of new services.
Capital Funding and Transition
There are a number of challenges to be addressed in implementing the outlined proposals
and these are largely omitted in the consultation document.
The consultation document does not identify or address the capital requirements to deliver
additional beds, Retreats and Community Front Rooms. There will also be ongoing revenue
implications for the proposals. The funding requirements and sources, both in terms of
initial capital investment and ongoing revenue costs, will need to be developed in sufficient
detail to ensure the plans may be delivered and that the services will be sustainable.
Consideration must be given to transitional costs of moving to the new arrangements and to
resourcing the expanded service provision. There is already a considerable challenge in
recruiting qualified professionals in some parts of Dorset and the workforce implications and
requirements for the proposed arrangements are not addressed in the consultation
document. These will need to be further developed in some detail.
Conclusion
Whilst a number of significant developments will be required to bring the proposals in the
consultation document to fruition, they provide a robust and effective platform to underpin a
system-wide approach to meeting the expectations in the Five Year Forward View for
Mental Health,

6
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Trust Budgets 2017/18
Part 1 Board Meeting 29 March 2017
Author

Associate Director of Finance & Head of Management Accounts

Sponsoring Board Member

Director of Finance & Strategic Development
The purpose of the report is to present the 2017/18 Budgets for
Board approval.

Purpose of Report
Recommendation/Action for
Group

Engagement and Involvement

Previous Board/Committee/s
Dates

The Board is asked to approve the following budget and note:
1. A Control Total of £2.2m surplus
2. A deficit after impairments of £1.6m.
3. A planned cost saving against 2016/17 budgets (CIP) of £10m
4. A Capital Programme of £17.2m
5. Investments of £1.2m
Directors and Budget Holders have provided input to the budget
setting process, particularly on identifying the capital programme and
cost improvement schemes.
Operational Plan (financial plan) discussed at:
 October 2016 Board Workshop
 November 2016 Board Workshop
 November 2016 Board Meeting
 December 2016 Board Workshop
 January 2017 Board Meeting

Monitoring and Assurance Summary
This report links to the
following Strategic Goals



To ensure that all of the Trust’s resources are used in an
efficient and sustainable way

I confirm that I have considered each of
the implications of this report, on each
of the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Estates
Equality Impact Assessment
Freedom of Information

Yes

Any action required?
Yes
No

Detail in report























2017/18 BUDGETS

1.0

Trust Budget Strategy 2017/18

1.1

Our budget strategy for the coming year reflects the commitment of the Trust to:




achieve at least a breakeven budget (before any impairment charges) to
ensure services are established on a sustainable footing for the future;
to maximise central funding sources (Sustainability and Transformation
Funding) by delivering the NHS Improvement set Control Total; and
to invest in service development.

2.0

Summary Key Points

2.1

The proposed budget deficit of £1.6m (0.7% of turnover) comprises:
 A surplus (before impairments) of £2.5m
 Impairment charges of £4.1m

2.2

The proposed budget provides for:
 CIP of £10m (4.1%)
 Capital Programme of £17.2m
 Contingency of £1.3m (0.5%)
 Meeting the NHS Improvement Control Total of £2.2m surplus

2.3

The £2.5m surplus (before impairments) mainly reflects:
 The costs of inflation and levies in 2017/18
 2017/18 impacts from non-recurrent items in 2016/17
 Investment in service developments
 Flat cash from our main commissioner contract
 A significant cost improvement programme

2.4

The planned deficit translates to a £2.2m Control Total as follows:
£’m
2017/18 Planned Deficit
Less:

1.6

Impairments

(4.1)

League of Friends Donation

0.8

Donated Depreciation
Trust Control Total (Surplus)/Deficit

(0.5)
(2.2)

2.5

The opportunity associated with underspends in 2016/17 has been scrutinised and,
where appropriate, contributing items have been identified for 2017/18 CIP towards the
£10m target.

2.6

The summarised Trust Income & Expenditure Revenue Budget for 2017/18 is
attached at Appendix A.
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2.7

The planning gap has been actively tackled during the period since the Trust
Operational Plan was submitted to NHS Improvement on 23rd December 2016.
NHSI has provided the Trust with the option to submit an updated Operational Plan
to reflect any material changes since the December submission. The revised
Operational Plan is to be submitted by 30th March 2017. As a result of changes to
planning assumptions which have reduced the CIP target, the Trust will submit to
NHSI an updated Operational Plan which is consistent with this Budget Setting
paper.

2.8

The budget gives a Use of Resources Rating (UoRR) of 1 at the end of the year.

3.0

Financial Gap & Planning Assumptions

3.1

The main income contract with Dorset Clinical Commissioning Group (DCCG) was held
at flat cash (based on projected 2016/17 outturn at October 2016) i.e. no deflator or
inflationary increase and 2016/17 non-recurrent funding established as recurrent.
There has been minimal movement on income from our other commissioners. A
summary of income by commissioners is found at Appendix B.

3.2

The contracts with DCCG and NHS England have been agreed and signed.

3.3

The majority of the Public Health contracts with Dorset County Council are expected to
be signed by 31st March 2017, however the Sexual Health contract is not expected to
be signed by this date (section 4.6 refers).

3.4

Our budgeted employee costs increase by £4.8m as follows:





pay awards and increments based on the NHS pay proposal (£3.6m).
the newly introduced Apprenticeship levy (£0.8m).
Junior doctors contract changes (£0.2m).
Pension administration charge (£0.2m)

3.5

Our non-pay operating costs are budgeted to increase to meet inflationary pressures of
£0.7m (1.5% of non-pay operational budgets).

3.6

Revenue costs of capital are planned to decrease by £2.1m including decreased
depreciation, decreased Public Dividend Capital Dividend (PDCD) charges, and
increased impairment costs.

3.7

2017/18 impacts from 2016/17 non-recurrent items include:




Recurrent cost pressure due to 2016/17 CIP delivered non-recurrently of £1.7m.
2016/17 profit on disposal of £0.9m.
Recurrent cost pressure due to non-recurrent delivery of the 2016/17 control total
£1.7m.

3.8

The budget provides for investments of £1.2m into Five Year Forward View (FYFV)
service developments including increasing the scale of the Steps to Wellbeing Service,
developing the Acute Care Pathway proposals for Mental Health patients, and the
Clinical Service review.

3.9

The Control Total provided to us by NHS Improvement has increased from £162k
surplus in 2016/17 to £2,195k in 2017/18. The additional stretch in this target results in
our CIP being £2.0m higher than it would otherwise have been if our control total had
remained at the 2016/17 level.
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3.10 The budget assumes receipt of £1.8m Sustainability and Transformation (general)
Funding (STF) in exchange for delivering a £2.2m surplus control total in 2017/18.
3.11 The budget provides for £1.3m Contingency.
3.12 Prison services and the Diabetic Eye Screening service cease to be provided by Dorset
HealthCare on 31st March 2017. The budgets presented in Appendix A have been
reduced accordingly to reflect this.
4.0

Risks against 2017/18 Budget

4.1

The budget plan includes delivery of £10m CIP savings. A summary of the savings
plan is attached at Appendix C.

4.2

Notable cost pressure areas have been managed in 2016/17. Acute Adult Mental
Health has overspent in 2016/17, largely driven by Out of Area costs. Following the
opening of the female PICU beds in January 2017, this cost pressure is now expected
to become marginal.

4.3

Identification of underspending areas, in order to deliver the 2017/18 savings
programme, results in a degree of cost pressure risk which was not exposed in prior
years. The value of cost related risk in 2017/18 is £1.7m along with £0.3m of income
related pressures. The main element of the income pressure relates to the reduction of
funding from Dorset County Council towards jointly funded posts in Community Rehab
Teams.

4.4

The identified cost pressures are not funded in the setting of the 2017/18 budget.
Focus is being given to elimination of these cost pressures in order to mitigate the risk
(section 5.10 refers).

4.5

Whilst successful in 2016/17, there is potential risk regarding achievement of the
further £1.3m vacancy CIP scheme in 2017/18. Identification of specific CIP schemes
in pay budgets may have now reduced the opportunity for vacancy savings. Locality
Directors have committed to delivery of this aspect of the CIP plan and achievement
will rely on identification of specific posts as they arise through the year.

4.6

Included within the budget planning are cost reductions predicated on contractual
arrangements (which are yet to be confirmed) occurring as anticipated. A financial
pressure would arise should these items not be finalised as expected.

4.7

Given significant planned changes in the of provision of Sexual Health services, which
are yet to be fully formalised and agreed, the signing of this service contract is
considered unlikely by 31st March 2017. A temporary extension of the existing
contract, until new arrangements are confirmed, is being sought. The budget paper
assumes the continuation of existing income and expenditure arrangements for this
service as there is currently insufficient detail available as to the potential changes.
The Sexual Health contract value is £2.0m.

4.8

The budget provides for £1.3m contingency which may provide mitigation against some
of the identified down side risks.

4.9

The identified risk for 2017/18 is summarised in the following table:
Item
Cost
Pressures
CIP

Detail
£2.0m of which £0.2m shown
in Contract Risk line
Vacancy scheme
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Value
£1.8m

Likelihood
50%

Net Value
£0.9m

£1.3m

25%

£0.3m

Contract
Risk
Contingency
Total

NHSE - IAPT Income
DCC – Joint Posts
DCCG – Canford Ward

£0.7m

30%

£0.2m

(£1.3m)
£2.5m

100%

(£1.3m)
£0.1m

4.10 In addition to the identified risks, there are elements within the CIP programme that are
yet to be fully planned. Planning will be continuing for these schemes in the coming
weeks however the current status gives rise to an element of risk from unidentified
factors.
5.0

2017/18 CIP – Appendix C

5.1

The £10m 2017/18 CIP target is equivalent to 4.1% of turnover. A summary of the total
identified schemes amounting to £9.8m is provided at Appendix C.
The risk
assessment for the identified schemes is summarised below.
Exec Sponsor
Assessment of Risk

%

2017/18
'£000

2018/19
'£000

%

2017/18
'£000

2018/19
'£000

High

0%

0

0

No Plan

3%

337

352

Medium

28%

2,787

2,474

Plan in devt

67%

6,592

4,958

Low

72%

6,997

4,889

Plan in place

29%

2,855

2,053

9,784

7,363

9,784

7,363

PMO Plan Assessment

5.2

Schemes to the value of £0.2m are yet to be identified.

5.3

The opportunity associated with underspends in 2016/17 has been scrutinised and,
where appropriate, contributing items have been identified for 2017/18 CIP.

5.4

Further schemes are being considered and developed, with reviews ongoing, in order
to address the remaining gap; provide a degree of mitigation against potential slippage
of currently identified schemes; and to improve upon the value identified for 2018/19.
These schemes are summarised in the following table:
Activity
Review of reporting requirements
with CCG to assess potential
workforce savings

Outcome
Ongoing

Review of opportunities with Acute
SLAs

7 service areas
identified

System-wide review of
benchmarking data for business
support services (HR,
Procurement, Estates, Informatics,
Finance)
Scoping rented premises which
can be vacated

Ongoing

Identifying properties which can be

Plans underway to
vacate premises
including development
of flexible working
practices to optimise
use of estate (inc.
Sentinel House)
Disposals agreed and
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Current Action
Gathering detail on
effort and frequency of
reporting for further
discussion with CCG
Ongoing review for
savings potential over
the next three years
Strategic outline
business cases due
April 2017
Ongoing review for
opportunities including
investigating shared
premises with local
authority
Continuing to review

Activity
sold

Outcome
plans underway

Current Action
for disposal
opportunities

5.5

Any shortfall, or schemes which are non-recurrent in 2017/18 (currently £2.4m), will
add to the recurrent CIP burden of savings to be identified for 2018/19. £1.7m of CIP
was delivered non-recurrently in 2016/17, leading to a 2017/18 CIP target £1.7m higher
than would otherwise have been the case.

5.6

There is a well-established process of ensuring that schemes do not adversely impact
on patient safety and quality. For any initiative impacting on a clinical area, there is
representation from a clinician either to lead or advise and escalated, where necessary,
to the Director of Nursing and Quality and/or the Medical Director for approval.
Assessment is based on impact to clinical effectiveness, patient safety, patient
experience and equality and diversity. Alongside this, a further evaluation of risk is
carried out which captures detail of any controls either already in place or planned.
Such risks may be recorded and managed via the corporate risk register but all will be
monitored as part of each scheme’s project documentation. Schemes that are
considered unrealistic or that pose a risk to quality will not be progressed. Each
scheme is monitored against these domains as it progresses and any potential impact
on quality is reviewed as required by the Director of Nursing and/or the Medical
Director.

5.7

QIAs are carried out at key points in the project lifecycle, and are subject to approval
through formal Quality Gateways. These Gateway reviews ensure: QIA approval to
provide assurance prior to formal project approval; QIA approval to action a specific
benefit or delivery of a project during or at the end of the project lifetime; and QIA
approval for any change of business process prior to implementation.

5.8

Each scheme is sponsored by a member of the Executive Team and, on approval, is
allocated a responsible owner from the business, responsible for mobilising the
changes required to release savings, and who will report progress through the
Programme Management Office (PMO).

5.9

The current plan status and risk level against delivery for each identified scheme is
shown in Appendix C. Planning and delivery of each scheme will be monitored by the
PMO. Items of concern will be escalated through the CIP Executive Review meetings
and Executive Performance & Corporate Risk Group.

5.10 There is no cost prevention element within the CIP plans for 2017/18. However, there
is now established an improved process for budget management with a strong
emphasis on addressing cost pressures through improvements in control of budgets.
To this end, budget holders are encouraged to engage with Procurement colleagues to
achieve value for money spent, review with accountants opportunities for in-year
savings, and work with HR partners to manage cover and avoid filling vacancies where
possible. In order to highlight where identified cost pressures are not being managed
during the year, the PMO report will include for escalation any areas requiring
Executive focus.

6.0

Capital - Appendix D

6.1

Appendix D sets out the proposed Capital Programme for 2017/18.

6.2

In order to determine the programme, bids were requested from service managers.
Operational Directors prioritised the bids by scoring on five weighted criteria (CQC
Must Do/Should Do, CIP Delivery, Quality, Trust Strategy, Future Proofing) to finalise
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the proposed programme. Budget has been included in anticipation of the outcome
from the Dorset CCG consultation on Mental Health.
6.3

The bulk of the programme for 2017/18 relates to Maintenance – Routine NonBacklog Service Reconfiguration Schemes and New Build Schemes which include
construction of a 12 bed modular unit at St Ann’s, single sex room developments at
St Ann’s, provision for an increased perinatal service at Alumhurst Road and a
Hahnemann house retreat.

6.4

The Major and General Equipment programmes cover the replacement of obsolete
items and the purchase of new equipment. The IM&T programme provides for new
and replacement items and includes our contribution to Dorset Care Record.

6.5

The total Capital Programme for 2017/18 is £17.2m. There are reserve substitute
schemes of £7.7m in the event of project slippage or any unexpected changes during
the year.

6.6

The scale of the proposed capital programme is significantly greater than 2016/17.
Planning, capacity resourcing and tender arrangements have commenced in Quarter
4 of 2016/17 in order to ensure that work can immediately start in Quarter 1 2017/18
and the plan for the year can therefore be delivered by 31st March 2018.

6.7

The ongoing maintenance, equipment and IT programme is financed from ‘in-year’
depreciation funding. Other investments, such as developments at St Ann’s and
Alumhurst Road are funded from historic cash reserves intended for capital
investments. No part of the current two year Capital Programme is planned to be met
from borrowings.

6.8

No provision has been made, at this stage, for potential outcomes from Dorset CCG
Clinical Services Review.

7.0

Demand

7.1

Activity planning builds on the assumption that the arrangements for 2016/17 will
carry forward into 2017/18 and 2018/19. The Trust is working with commissioners in
respect of activity planning and to ensure service specifications have clearly identified
and agreed activity levels in order to monitor the potential impacts of rising demand.

7.2

Some services will see activity impacts based on changes in national targets and
service specification targets such as Steps to Wellbeing. Cost associated with these
developments have been built in to the service developments funding included within
the 2017/18 budget.

7.3

Current activity levels enabled delivery of key performance targets in 2016/17,
including four hour waiting times in Minor Injuries Units and 18 week referral to
treatment targets.

7.4

The Trust is already meeting, and has the systems in place to ensure continued
compliance with, the new mental health targets in 2017/18. Further improvements will be
made by making access to services easier within the redesigned Dorset Acute Care
Pathway, reducing the number of people presenting in crisis, and with increased provision
of beds in intensive care services and general wards improving in-County access. These
developments are expected to take place through 2017 and 2018.

7.5

Steps to Wellbeing services are required to deliver an increase in provision from treating
15% prevalence to treating 25% prevalence by 2020/21. These developments are
expected to take place incrementally from 2017 through to 2021.

6

8.0

Future Outlook

8.1

Whilst still healthy, cash holdings are projected to be reduced down to £19m at the
end of 2019/20. This results from significant planned capital developments in
2017/18 and 2018/19.

8.2

An appropriate working capital balance must be maintained, and so beyond 2018/19
solutions will be required for financing longer term development plans. These plans
are likely to include capital costs associated with Clinical Services Review proposals.

8.3

Solutions to be considered are as follows:





Borrowing
Increase surplus/ CIP
Increase number of properties sold
Scaling capital programme

8.4

The Trust is an active partner in the CSR and STP plans, playing a leading role in the
design of out of hospital services, including the move of more acute services into the
community. Financial, activity and workforce impacts upon Trust services will become
clearer with the emerging conclusions of the CSR consultation. These impacts are being
actively considered and developed in each identified workstream. Whilst there will be
changes in models of delivery, the Trust currently expects to continue to be a sustainable
organisation of similar income and size.

9.0

Technical Item - Centrally Held Budgets – Appendix E

9.1

This section is present to provide an audit trail for the budgetary control system and
general ledger.

9.2

A number of budgets are held centrally, on a temporary basis, due to uncertainty over
the timing, value or budget line where the cost will crystallise. As a result, the funds
have not yet been distributed to operational budgets in the 2017/18 Revenue Budget
presented at Appendix A.

9.3

A schedule detailing the £3.6m Centrally Held Budget is provided at Appendix E.

9.4

Pay allocations including increments and junior doctor new contract increases are
held pending the annual pay-realignment.

9.5

Non-pay inflation costs are held until cost increases are confirmed, before distribution
to operational budgets.

9.6

The new costs associated with the Apprenticeship levy and Pension admin charge
are currently centrally held until the process for pay-over becomes clear. This will
determine the cost centre/s to which the budget is allocated.

9.7

A negative depreciation reserve of £1.8m is held, pending the reduction of operational
depreciation budgets as changes in this area crystallise during the year.

9.8

£0.6m and £0.05m is held for Steps to Wellbeing and Acute Care Pathway
developments in 2017/18. Funding will be released to relevant budgets at such time
as the development commences.
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9.9

£0.5m is held for investments in 2017/18 , expected to in the main support the
development of CSR development work such as feasibility studies. £0.2m is also
identified for the continuation of recurrent investment into pharmacy support to
release medical time on wards, which commenced in 2016/17.

9.10

A holding budget for contributions from new contracts and to absorb overhead losses
from terminated contracts is held.

9.11

The £1.3m Contingency is centrally held.
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APPENDIX A
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST

2017/18 Revenue Budget
2016/17
Forecast
Actual @M10
£'000

2017/18 Budgets
£'000

£'000

£'000

INCOME
Main Service Contracts:
Dorset CCG
Dorset CC Public Health
NHS England - Prisons
NHS England - Specialised Commissioning
NHS England - Public Health
Sustainability & Tranformation Funding

(196,370)
(14,850)
(14,024) *
(5,363)
(2,268) **
(1,920)

(196,958)
(14,790)
0
(5,375)
(641)
(1,796)

(21,921)
(90)

(21,806)
(42)

Total Trust Services Income

(256,806)

(241,408)

EXPENDITURE

Pay &
Non-pay

Other Income (incl S'ton IAPT, Wilts. & W.Hants CCGs)
Interest Receivable

£'000

Bournemouth & Christchurch Locality
Dorset Locality
Poole & East Dorset Locality
Medical Staffing
Nurse Executive & Quality
Finance & Strategic Development
Human Resources
Central Services
Centrally Held Budgets (see Appendix E)
Total Trust Services Expenditure
Capital Charges
Total Expenditure
DEFICIT

Pay

Non Pay

£'000

48,227
41,571
51,641
15,174
4,534
16,691
3,639
2,218

10,589
13,180
16,499
1,392
1,016
12,415
1,038
941

58,816
54,751
68,140
16,566
5,549
29,105
4,678
3,159

(2,042)
(1,614)
(3,252)
(422)
(270)
(1,755)
(326)
(103)

(89)

0

(6,157)

(6,157)

9,784

56,775
53,137
64,888
16,145
5,279
27,350
4,352
3,056
0
3,627

248,509

183,695

50,913

234,608

0

234,608

8,420

8,420

59,333

243,028

9,301
257,810
1,004

183,695

1,620

* Includes Prison Services in 2016/17
** Includes Diabetic Eye Screening Service in 2016/17

2017/18 Planned Deficit
Less: Impairments
League of Friends Donation
Donated Depreciation
Trust Control Total (Surplus)/Deficit

Identified Adjusted
CIP
Total
£'000
£'000

£'000

59,039
66,347 *
66,810 **
14,633
4,969
27,644
5,989
3,167

£'000

Total

1,620
(4,105)
750
(460)
(2,195)

APPENDIX B

DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST

2017/18 Main Contracts Summary

Rollover Position 2016/17
2016/17 FYE Variations
Weymouth UCC Increase
Looked After Children
Telehealth service Transfer
CHC Staff TUPE to CCG
Weymouth Homelessness Service
Other Variations
Subtotal
2017/18 Changes
Loss of Prison Services
Loss of Diabetic Eye Screening Contract
Transfer of MIUs to Acute Trusts
East Dorset ICES
Other Variations
Uplift
Subtotal
Total Contract Value
CQUIN
Main Service Contracts 2017/18 Starting Values

Dorset CCG

Dorset CC
Public
Health

NHS
England
Prison
Services

NHS
England
Public
Health

NHS
England
Specialised
Services

Total
Opening
Contracts

£'000

£'000

£'000

£'000

£'000

£'000

192,805

14,790

14,024

2,236

5,239

642
436
255
(222)
85
(45)
193,955

229,093

642
436
255
(222)
85
(45)
14,790

14,024

(14,024)
(3,106)
1,600
(161)

2,236

5,239

230,244

17

5

(14,024)
(1,628)
(3,106)
1,600
(161)
23

(1,628)

(1,667)

0

(14,024)

(1,610)

5

(17,296)

192,288

14,790

0

625

5,244

212,947

16

131

4,817

641

5,375

217,764

4,670
196,958

14,790

0

APPENDIX C
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST

2017/18 Cost Improvement Programme
Cost Improvement Programme

2017/18

2018/19

£000

£000

Exec
Sponsor

Workforce
Agency and Vacancy Management
- Agency reduction
- Vacancy factor increase in all directorates

1,800

1,800

Total Workforce Budget Savings 2017/18

1,800

1,800

Operational Efficiencies
- Dorset

777

727

SO'D

Operational Efficiencies
- Poole & East Dorset

2,246

990

LB

Operational Efficiencies
- Bournemouth & Christchurch
- includes Perinatal ph1, Rehab & LD restructure

881

881

EY

Operational Efficiencies
- Medical Staffing

376

398

NK

PICU within Haven Ward

341

341

EY

4,621

3,337

Corporate efficiencies

30

30

MM

Org Devt and Participation efficiencies

15

15

NP

Human Resources efficiencies

248

263

CH

Strategy and Finance efficiencies
- Finance, Business Performance, Business Development and IM&T

656

687

MM

Financial Transaction Review and Rebates

500

0

MM

Nursing & Quality efficiencies
- including Medicines Management

193

193

FH

Tax Efficiencies
- promotion and development of salary sacrifice

370

0

MM

Operational Travel Savings by Directorate removed from budget M1

100

100

MM

Procurement-enabled savings (in collaboration with budget holders):
Operational; IT/Telecoms; Estates & Facilities; Central Services

300

300

MM

2,412

1,588

MM/EY

Operational Efficiencies

Total Operational Efficiencies 2017/18

Support Services Efficiencies

Total Support Services 2017/18

Executive
Sponsor
Assessment
of Risk

PMO Plan
Assessment

QIA Status

Cost Improvement Programme

2017/18

2018/19

£000

£000

Exec
Sponsor

Executive
Sponsor
Assessment
of Risk

PMO Plan
Assessment

Estates & Facilities Efficiencies
Reduction in rental across the estate
High West St; Wareham HC; Boscombe centre; Moordown clinic;
Jessopp House; Shaftesbury House

175

222

MM

64

64

MM

Estates & Facilities Efficiency Savings and Budget Realignment

337

352

MM

Total Estates & Facilities Efficiencies 2017/18

576

638

319

0

MM

56

0

MM

Total Estates Disposal 2017/18

375

0

Total Estates Contribution 2017/18

951

638

9,784

7,363

208

2,629

81

81

Coburg Court tenancy disposal
[Re-baselined February 2017]

Estates Disposal
Site Disposals carried forward
- Downes Street, Everest (land) & Westbourne Clinic
New Site Disposals
- Blandford Clinic (sale to GPs)

TOTAL IDENTIFIED CIP TARGET
TOTAL UNIDENTIFIED CIP TARGET
PIPELINE OPPORTUNITIES IDENTIFIED

Exec Sponsor
Assessment of Risk

%

2017/18
'£000

2018/19
'£000

High

0%

0

0

Medium

28%

2,787

2,474

Low

72%

6,997

4,889

9,784

7,363

%

2017/18
'£000

2018/19
'£000

No Plan

3%

337

352

Plan in devt

67%

6,592

4,958

Plan in place

29%

2,855

2,053

9,784

7,363

%

2017/18
'£000

2018/19
'£000

No QIA

0.3%

30

30

QIA in process

70%

6,872

5,072

*QIA Approval

29%

2,882

2,261

9,784

7,363

PMO Plan Assessment

QIA Assessment

* Level 2 QIA may still apply

QIA Status

APPENDIX D

DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST

Capital Programme (V12)
Description

17/18

New Building Schemes
New Building Schemes Total
Maintenance - Routine Non Backlog Statutory Compliance Schemes Total
Maintenance - Routine Non-Backlog Service Reconfiguration Schemes
Maintenance - Backlog Infrastructure Schemes Total
Major Equipment Total
General Equipment Total
IM & T Projects Total
IM & T Infrastructure Total
IM & T General Total
IT Total
Total Capital Programme

£'000
4,970
75
5,892
3,194
348
840
908
771
214
1,893
17,212

New Build - Details
St Ann's - Construct a 12 Bed Modular Unit for Adult MH
49 Alumhurst Road - 8 Bed Perinatal Unit
Waste compounds
Total New Building Schemes

£'000
2,500
2,400
70
4,970

Over £0.5m Maintenance - Routine Non-Backlog Service Reconfiguration
Schemes
St Ann's Hospital - Alumhurst Ward male/female segregation
Hahnemann House Retreat
Blandford Hospital - Upgrade day treatment centre
Kings Park Hospital - Refurbish Merick Ward for Sexual Health

£'000
2,100
600
500
500

APPENDIX E

DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST

Centrally Held Budgets 2017/18

£'000
Pending Allocations
Incremental Drift
Jnr Doctors' New Contract
Clinical Excellence Awards
Non Pay Inflation
Apprentice Levy
Pension Admin Charge
Depreciation Reserve

684
225
32
666
848
169
(1,798)

Contingent Allocations
Cost Improvement Gap
Steps To Wellbeing
2017/18 Investment Fund
2016/17 Investment Fund (Recur Element)
MH Acute Care Pathway
Overhead contributions from new contract income
Contingency

(208)
600
484
219
48
358
1,300

2017/18 Opening Position

3,627
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Quality Priorities and Indicators 2017/18
Part 1 Board Meeting 29 March 2017
Author

Hazel McAtackney, Head of Regulation and Compliance

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality
NHS Trusts produce an annual Quality Account which is an
account on the quality of their services for the public, much as
they produce financial accounts. The Quality Account should
include at least three priorities for improvement. Ideally there
should be one priority in each of the following domains of
Quality;
a) Patient safety
b) Clinical effectiveness
c) Patient experience

Purpose of Report

In addition to the three priorities, Foundation Trusts also identify
three indicators of quality for each of the domains. Dorset
HealthCare has aligned these indicators to the priorities and
they will be supported by metrics to measure progress.
Recommendation

Engagement and Involvement

The Board is asked to:
• Approve the priorities proposed,
• Approve the indicators for each domain of quality
Staff engagement event as part of the Quality Matters
Conference on 27 January 2017,

Previous Board/Committee
Dates
Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
Any action required?
I confirm that I have considered each of
the implications of this report, on each
Yes
Yes
No
of the matters below, as indicated:
Detail in report


All three Domains of Quality

Board Assurance Framework

Risk Register

Legal / Regulatory


People / Staff

Financial / Value for Money / Sustainability

Information Management &Technology

Equality Impact Assessment

Freedom of Information
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1.

INTRODUCTION

1.1

In 2008 following a review of the NHS led by Lord Darzi, the Department of Health published
High Quality Care for all. NHS Next Stage Final Report. The review identified that within the
NHS there were significant variations in the quality of care provided, and tackling those
inequalities was a priority. Quality Accounts were introduced and became a legal
requirement set out in The National Health Service (Quality Accounts) Regulations 2010.

1.2

Quality accounts are designed to hold Trusts to account with the public about the quality of
their care. They are also intended to be a tool to inform the public and potential patients
about services they may need. To standardise Quality Accounts so that the public can use
them to compare trusts when choosing where to go for their care, there is a prescribed
format even down to some prescribed sentences.

1.3

As part of the process producing Quality Accounts, Trusts identify three priorities, one for
each domain of quality – Patient Experience, Safety and Effectiveness, which they are going
to address over the coming year. Progress is reported in the following Quality Account.

1.4

NHS Foundation Trusts produce an annual Quality Report as part of the Annual Report
submitted to NHS Improvement and Parliament. Within this process Trusts identify three
indicators for each of the domains of quality.

1.5

Appendix A details the proposed priorities and indicators to be taken forward during 2017 –
2018.

2.

CONSULTATION

2.1

As a new initiative this year we conducted our consultation using Survey Monkey™. We
launched the consultation with our staff at our Quality Matters Conference on 27 January
2017. We wrote to 21 of our stakeholders who have been engaged with the Trust over the
previous year, signposting them to the survey on our website and included a link for ease of
access. The survey ran from 27 January until 28 February 2017 and was completed by 151
people.

2.2

Respondent’s were asked to select their preferred option and provide some dialogue as to
their reason for choosing it. We also asked people to include any other areas they felt we
should consider for a Quality Priority.

2.3

2.4

Patient Experience Priority
102 people answered this section and the results were evenly spread across the three
options;
• People who access our services will be treated with dignity and respect and have
their rights protected.
• We will introduce the ‘Triangle of Care’ across our mental health inpatients.
• We will develop innovative ways to seek views from our patients and their carers in
real time.
Comments included:
•

Because it enables us to look at supporting the whole family and also in future years rolls
out to cover community services too

Board of Directors March 2017
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•
•
•
2.5

2.6

Having been involved in the Triangle of Care Learning Sets, I understand and can see
the value in involving patients, carers and clinicians in a holistic way of treating patients in order to see the whole picture and not just part of it.
I feel that facilitating greater input from patients and their families will help to enhance the
care we can give
In my opinion, dignity and respect are as meaningful and important as good healthcare
and this option sounds like it will create more accountability in the Trust.

Whilst the results were evenly spread across the 3 options, the comments favoured the
Triangle of Care. People who access our services will be treated with dignity and respect
and have their rights protected will be progressed as part of our work linked to the acute care
pathway development. Developing innovative ways to seek views from our patients and
their carers in real time will progress with the work undertaken by the Patient Experience
Team.
Patient Safety
92 people answered this section with 54 people indicating one priority in particular. The
options were;
• We will support our staff to provide effective medicines management at all times.
• We will review how we engage staff and service users to reduce the use restrictive
interventions in all inpatient settings
• Identify areas where we can upskill our workforce to bring care to the patient rather than
transferring the patient to another care provider in order to receive treatment.

2.7

Comments included;
• Up-skilling can increase staff satisfaction, might keep more staff keep interest. good for
patients, too
• I believe that the up-skilling of current staff will provide a relatively easy way of creating a
multi-skilled workforce that is able to adapt faster to the needs of the local community
and alleviate the pressure on Emergency Departments and GP's.
• Because I think up-skilling the workforce is important and this option is more relevant to
my work within the Trust
• Necessary to really put patients at the centre of our services and develop new ways of
working/break away from old habits.

2.8

The preferred option is to upskill our workforce to bring care to the patient rather than
transferring the patient to another care provider in order to receive treatment. Effective
medicines management will be taken forward by the Medicines Safety Officer as part of their
improvement programme. Engaging staff and services users to reduce the use of restrictive
interventions is part of our Sign up to Safety Campaign work

2.9

2.10

Clinical Effectiveness
90 responses were received for this section and the options were;
• Support our staff to be more effective in the assessment, treatment and management of
patients with Dementia
• To have an effective pathway for the transition of Children and Young people into adult
mental health services which will follow best practice guidance
• To support staff to use NICE or other national evidence to effectively change practice
and achieve sustainable quality improvement. Support our staff to use quality
improvement principles to drive up patient care.
Comments included;
• Dementia affects so many more people than just the dementia patient and we should
build on the current levels of awareness to carry forward the work already being done.
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•
•
•

We are seeing more patients with dementia within physical services and we need to
improve their experience of their time in hospital.
Dementia is on the increase in an increasingly elderly population
I feel that Dementia care is a growing area of concern and care professionals need
regular and timely training so that they can offer the best possible to patients, their
families and carers.

2.11

The majority (37) people voted for the priority to have an effective pathway for the transition
of children and young people into adult mental health services. This topic is part of the
CQUIN scheme in 2017/18 and will be taken forward through that work rather than as the
quality priority.

2.12

The Clinical Effectiveness Team will continue to support teams to use NICE or other national
evidence to effectively change practice and achieve sustainable quality improvement.

2.13

Work has started this year with the introduction of a Carers Passport and our physical health
inpatient wards working toward the Quality Mark for Elderly Friendly Hospital Wards. It is
proposed that supporting our staff to be more effective in the assessment, treatment and
management of patients with Dementia is the clinical effectiveness priority for 2017/18.

3.

TIMELINE FOR PRODUCTION OF THE 2016/17 QUALITY ACCOUNT AND REPORT
DATE (2017)
29 March
April
March/April
April

Early May
15 May
31 May
31 May

End of June

ACTIVITY
Draft Quality Report to Board to agree priorities for 2017/18 and format of
document prior to sharing with stakeholders.
Send draft Quality Account to CCG, Healthwatch, Overview Scrutiny
Committees and Council of Governors for comment
External Auditors, Pricewaterhouse Coopers LLP carry out limited assurance
on selected indicators.
Send Quality Report to Director of Finance and Strategy for inclusion within
the Annual Report and Accounts - to be sent to External Auditors for
comment and limited assurance report.
Finalise Quality Account and Report
Submit Quality Account and Report for inclusion in Audit Committee papers
Board to agree final version and CEO and Chair to sign off
Submit Annual Report to NHS Improvement, including:
• the Quality Report
• the Annual Governance Statement (which includes a brief description
of key controls in place to prepare and publish a Quality Report)
• the Statement of Directors’ Responsibilities in respect of the content
of the Quality Report and mandated performance indicators
Copy to be published on NHS Choices and Trust Website

4.

RECOMMENDATION

4.1

The Trust Board is asked to approve the proposed priorities and supporting indicators for
each domain of quality to be taken forward in 2017 – 2018 as detailed in Appendix A.

Board of Directors March 2017
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QUALITY PRIORITIES AND INDICATORS 2017/18

APPENDIX A

1.

PATIENT EXPERIENCE

1.1

The Triangle of Care Membership Scheme is for mental health providers to evidence their
commitment to changing the culture of their organisation to one that is carer inclusive. The
Triangle of Care seeks to challenge the traditional treatment approach of a primary focus on
the individual accessing the service to that of a partnership between the person, their
supporters and professionals.

1.2

Dorset HealthCare University NHS Foundation Trust has had previous involvement with the
Triangle of Care but re-registered as a member in March 2016. This project is being jointly
led by the Participation Team and Mental Health Services Carers Participation Lead and
Lead for Recovery and Social Inclusion supported by Rethink Mental Illness, Dorset Mental
Health Forum and Dorset Mental Health Carers Project.

1.3

The reason for signing up to the Triangle of Care is to shift the culture of Dorset HealthCare
University NHS Foundation Trust to be more focused on carers and supporters and improve
not just the experience of carers and supporters but also people who access services and
staff.
Proposed Priority
We will introduce the Triangle of
Care across our mental health
inpatient services.

Proposed Indicators
1.

Complete a self assessment against the 6
standards developed by the Carers Trust
for all mental health inpatients and crisis
teams.

2. Develop an action plan to address areas
which were not rated as green in the self
assessment.
3. Develop an implementation plan to role out
the ‘Triangle of Care’ across our
community mental health teams

2.

PATIENT SAFETY

2.1

In 2017/18 we aim to build on the work completed last year reducing the number of patients
using our service who experience an unexpected deterioration in their physical condition
resulting in an admission to an acute general hospital.

2.2

We will identify where we can upskill our workforce to bring care to the patient rather
transferring the patient to another provider in order to receive care. Given the ever
increasing integration of health and social care services, it is essential the patient's journey
along the care pathway is as smooth as possible, particularly so when moving from a
hospital ward back into the community.

2.3

Patient’s report frustration and reduced satisfaction when they are referred to a variety of
services in order to meet their needs. Points of transfer between people or services can
increase risk if communication is not robust and can lead to the patient having to retell their
story, especially when information recording systems differ between services. This priority
would provide a way of creating a multi-skilled workforce that is able to adapt faster to the
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needs of the local community and alleviate the pressure on Emergency Departments and
GP's.
Proposed Priority
Identify areas where we can
upskill our workforce to bring care
to the patient rather than
transferring the patient to another
care provider.

Proposed Indicators
1. Identify treatments/interventions that could
provided in house with appropriate training

be

2. Improve working across inpatient and community
boundaries for specific interventions - (e.g. Speech
and Language Therapy, Tissue Viability Nurses,
Minor Injury Units)
3. Reduce Emergency Department attendance of our
inpatients

3.

CLINICAL EFFECTIVENESS

3.1

As reported by the NHS Confederation dementia affects about 3% of people aged 65 in the
UK, and over 20% of those aged over 80. As the population ages these numbers will rise,
while national strategies aimed at improving diagnosis of dementia means a greater
proportion will be identified. As these people will have healthcare needs unrelated to their
dementia they will come into contact with healthcare professionals in all clinical settings.

3.2

Having commenced the Johns campaign, carer’s passport in our Community hospitals as
part of our patient experience quality priority last year, we will continue to focus on rolling out
this initiative in our inpatient units.

3.3

We are keen to ensure that all staff have access to relevant knowledge training and support
from other Trust services so that patients’ mental health needs can be met whilst they are
being treated for a physical condition and vice versa.

3.4

Finally we are committed to continuing our work, started in 2016/17 to support wards to
focus on delivery of good quality care for older people. We will work with the Royal College
of Psychiatrists and the six physical health wards who have achieved stage 1 to achieve full
accreditation of The Quality Mark for Elder-Friendly Hospital Wards Programme during
2017/18 and to recruit and support a second cohort of wards from our community hospital
through the first stage.
Proposed Priority
Support our staff to be more
effective in the assessment,
treatment and management of
patients with Dementia.

Proposed Indicators
1. Ensure all staff have access to relevant knowledge,
training and support from other Trust services.
2. Embed John’s campaign, carer’s passport in all our
Community hospitals.
3. Community hospital wards signed up to the Quality
Mark for Elder-friendly Hospital Wards* to complete
work outlined in their action plans

*The Quality Mark for Elder-Friendly Hospital Wards is a quality-improvement programme for individual hospital wards. Participation in
this process will ensure a continuous focus on the care provided for people over the age of 65 and will demonstrate the commitment
made by the hospital, the ward and the staff to identify and carry out improvements, and to achieve a consistent quality of care for older
people.

Board of Directors March 2017
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CQC QUALITY IMPROVEMENT ACTION PLAN
Part 1 Board Meeting 29 March 2017
Hazel McAtackney, Head of Regulation and Compliance

Author
Sponsoring Board
Fiona Haughey, Director of Nursing and Quality
Member
Purpose of Report
The purpose of this report is to update the Trust Board on progress with the actions
arising from the CQC comprehensive inspection undertaken in June 2015, and from
the re-inspection of 7 core service areas in March 2016.
Core Service Leads reported progress to the PMO in February 2017 and of the
40 ‘must do’ recommendations:
• 26 (65%) are rated green or complete
• 14 (35%) are rated amber/green (coded blue) and are in progress
• 0 actions are rated amber
• 0 actions are rated red
Of the 64 ‘should do’ recommendations:
• 50 (78%) are rated green or complete
• 11 (17%) are rated amber/green (coded blue) and are in progress
• 1 (2%) action is rated amber; this relates to specialist community
mental health services for children and young people (CAMHS).
• 2 (3%) are rated red. These relate to CHS for children, young people
and families (1 action) and End of life care services (1 action).
Progress to date for ‘must do’ and ‘should do’ recommendations reported as red
and amber by Core Service Leads is shown in Appendix 1.

Recommendation

Engagement and
Involvement
Previous
Dates

Board

This report also provides an overview of progress with the actions arising from the
Mental Health Act monitoring visits undertaken by CQC to those locations where
patients are detained and any other CQC visit that has taken place within the
period.
The Trust Board are asked to note:
• The progress to date for ‘should do’ recommendations reported as
amber and red by Core Service Leads as shown in Appendix 1.
• Actions and themes where improvements are required to evidence the
Fundamental Standards and Mental Health Act are being adhered to.
• The Substance Misuse Services overall CQC rating of ‘good’ following a
comprehensive inspection in December 2016.
Action plans are shared with Ward Managers, Matrons, Locality Managers and
Directors. Findings are reported monthly to the Executive Quality and Clinical Risk
Group and exceptions are reported quarterly to the Quality Governance Committee.
22 February 2017

Monitoring and Assurance Summary
This report links to the Strategic Goals
 To provide high quality care; first time, every time.
Any action required?
I confirm that I have considered each of
the implications of this report, on each of Yes
Yes
No
the matters below, as indicated:
Detail in report


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
Page 1 of 7

1.

SUMMARY OF PROGRESS REPORTED TO PROGRAMME MANAGEMENT OFFICE (PMO)

1.1

Core Service Leads reported progress to the PMO in February 2017 and of the 40 ‘must do’
recommendations:
• 26 (65%) are rated green or complete
• 14 (35%) are rated amber/green (coded blue) and are in progress
• 0 actions are rated amber
• 0 actions are rated red

1.2

Of the 64 ‘should do’ recommendations:
• 50 (78%) are rated green or complete
• 11 (17%) are rated amber/green (coded blue) and are in progress
• 1 (2%) action is rated amber; this relates to specialist community mental health services
for children and young people (CAMHS).
• 2 (3%) are rated red. These relate to CHS for children, young people and families (1
action) and End of life care services (1 action).

1.3

Progress to date for ‘must do’ and ‘should do’ recommendations reported as red and amber by
Core Service Leads is shown in Appendix 1.

2.

INTERNAL QUALITY ASSURANCE VISITS

2.1

In February 2017 assurance visits were undertaken to:
• Waterston AAU
• Jersey and Guernsey wards, Alderney Hospital
• Langdon and Ryeberry wards, Bridport Hospital
• Nightingale House
• Twynham ward, St Ann’s Hospital

2.2

The updates submitted to the PMO are used to inform the quality assurance visits to confirm
evidence is available to meet the CQC ‘must do’ and ‘should do’ recommendations made. A
sample of teams are visited, however all teams within the core service need to be able to
demonstrate compliance and if a team is identified to have insufficient evidence this will affect
the core service overall rating.

2.3

The visits highlight focus areas for the team as well as areas of good practice which should be
shared across the core service to evidence and maximise learning opportunities. They will also
incorporate and flag any comparative learning from MHA inspections and National publications.

Core Service
Acute wards
for adults of
working
age
and
psychiatric
intensive care
units

Assurance
rating

CQC Recommendation
The CQC made a ‘must do’
recommendation
to
‘review
procedures for acquiring advanced
directives from patients.’

Assurance Findings

An assurance visit to Waterston
AAU in January 2017 highlighted
that not all patients had ‘my crisis
plans’ completed. The admission
checklist and transfer checklist
This is a topic which was also between wards were also not
raised in the MHA inspection report capturing advanced directive
for Linden Unit, and within the information.
CQC Monitoring the Mental Health
Act in 2015/16 report.
The assurance visit in February
2017 confirmed that joint safety
The MHA visit to Linden reported planning is being implemented
that the MHA Reviewers did not for those with medium and high
see any advance statements of risks and includes establishing
wishes and feelings and an action patient’s preferences, signs of
was required to address this issue. when patients become unwell,
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Core Service

Assurance
rating

CQC Recommendation

The
CQC
national
report
highlighted that there was no
evidence of patient in care
planning in 29% of records they
examined as part of the review.
The report states that research
suggests that co-production of care
plans and developing advanced
statements with patients can be an
effective way for services to
address some the rising number of
detentions.

Community
Health
Inpatient
Services

The CQC made a ‘must do’
recommendation to ‘implement
infection prevention and control
policies and procedures and
thorough environmental infection
control audits on all inpatient
wards.’
An improvement action to address
the concerns raised at the time of
the CQC inspection was for the
resuscitation trolley and other
clinical equipment to be cleaned
regularly and after individual
patient use.’

2.4

Assurance Findings
details of what patients want to
do when they become unwell
and how they would like staff to
respond to their health needs.
Bite size training is scheduled to
be delivered around this.
The action is rated as partially
met as the Acute Services
Manager reported to the PMO
that further work is being
undertaken
by
the
Nurse
Consultant and Patient Safety
Lead to ensure that the ‘my crisis
plans’ section in RIO are being
used as required; this needs to
be rolled out on the ward. Staff
also need to be advised where to
populate RIO to evidence that
this information is captured from
patients.
An
assurance
visit
was
undertaken to Jersey and
Guernsey
wards,
Alderney
Hospital and Ryeberry and
Langdon
wards,
Bridport
Hospital.
Both
hospitals
could
not
demonstrate regular cleaning of
the resuscitation trollies. This is
not documented on the contents
checklist as is should be a part of
the wards’ Infection Prevention
and
Control
audits
and
checklists. Various checklists are
being used across wards and
hospitals
therefore,
a
recommendation is for Matrons
to review this and have one
standardised approach across
the core service area. For the
interim, the wards where this has
been identified have made
changes
to
their
local
documentation.

The CQC also made a ‘must do’ recommendation to provide enough adequately experienced
and trained staff to meet the assessed needs of patients at all times’. It is important to note that
both wards at Bridport Hospital currently have staffing shortages; Langdon ward have 7.13 WTE
Band 5 vacancies and Ryeberry ward has 5.42 WTE. Five staff are currently undertaking
training and are on secondment however there is a further impact of sickness. The wards are
supported by the Bank Team and bed management. Staffing is overseen by the Locality
Manager and Deputy Director of Nursing. The wards are currently running with 16 beds open on
each ward and are working together to provide an appropriate level of staffing.
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2.5

2.6

2.7

2.8

2.9

2.10

The actions have been deemed as being met because locally action is being taken to minimise
any risks identified; and it is also being managed via the risk register.
Long Stay Rehabilitation Services
An assurance visit undertaken to Nightingale House confirmed all improvement actions required
to meet the CQC recommendations were met.
It should be noted that the CQC made a ‘must do’ recommendation to ‘ensure that prompt
action is taken to mitigate the risk posed by potential ligature points on both Nightingale House
and Glendinning ward, especially in bedrooms’. A number of steps have been taken at
Nightingale House to minimise the risks to patients where ligature points have been identified
and significant investment would be required to eradicate all ligature points. Action taken locally
was reported to the Executive Quality and Clinical Risk Group on 7 March 2017.
Forensic Inpatient Services
An assurance visit was undertaken to provide an update on progress against the action plan
(developed following the June 2015 comprehensive inspection) and deemed that all actions
were met.
The CQC made a ‘should do’ recommendation to ‘ensure that resuscitation equipment is
routinely checked’. It was noted at the time of the assurance visit that the ward needs to use the
contents checklist in the Resuscitation Policy to evidence checks undertaken on the equipment;
a local checklist is being used and does not align to the ratified policy.
Substance misuse services – CADAS East and West
Following the announced inspection to the CADAS service on 13 and 14 December 2016, the
final report was received from the CQC which confirms an overall rating of ‘good’ and the
service are rated ‘good’ in all five domains. The factual accuracy response was submitted to the
CQC on 21 February and the final report received with four ‘should do’ recommendations to
address.

2.11

Monthly assurance visits will continue to support the service to review progress with the service
improvement plan as well as the ‘should do’ recommendations made by the CQC.

3.

MENTAL HEALTH ACT INSPECTIONS

3.1

Since the report to the Board in January 2017, four CQC Mental Health Act (MHA) visits have
been undertaken at;
• Twynham ward
• Alumhurst ward,
• Kimmeridge Court and
• Herm ward.

3.2

Twynham Ward
Following the MHA visit to Twynham Low Secure Ward on 23 January 2017 where initial
feedback identified a number of concerns the CQC carried out a responsive unannounced
compliance inspection. This inspection took place on 24 January 2017.

3.3

The purpose of the inspection was to follow up the concerns raised at the Mental Health Act
scheduled visit of Twyneham ward by Mental Health Act reviewers.

3.4

Correspondence received on 10 February 2017 confirmed that the concern raised with CQC
Inspectors from the MHA visit was that patients who failed to attend the 9.00 am meeting or
groups held on the ward lost all or parts of their Section 17 leave and that patients perceived the
withholding of leave as punitive. Other concerns included that patients risk assessments and
care plans were not up to date and did not reflect the known plans for patients.
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3.5

The concern about the restrictions on patients leave had been raised during a previous Mental
Health Act visit in July 2015 and the concerns were thus known to the ward but no action
appeared to have been taken to rectify this.

3.6

On this inspection CQC spoke with the lead consultant psychologist, the ward manager, the
consultant, the activities coordinator, two other staff members and the nurse consultant. They
spoke with four patients, observed a group for patients and the staff handover. The Inspectors
also looked at three care records and looked at a range of policies, procedures and other
documents relating to the running of the service.

3.7

Staff members interviewed by the Inspectors were not clear about the link between the
attendance at groups and leave and the decision making process. They reported that they
completed risk assessments about a patient’s current state of mental health if they did not
attend groups and if they attended the morning meeting and in the groups. However, the
Inspectors could find no evidence in the care notes of risk assessments or rationale to rescind
leave.

3.8

The Inspectors reported that generally, risk assessments and care plans seen were not updated
to reflect patients leave restrictions. Staff were unable to provide clear criteria for leave
restrictions to ensure consistent working and decision making.

3.9

In light of concerns raised the CQC required the Trust to implement a policy that clearly
identified how patients are assessed and when and for what reasons leave will be rescinded. If
there is any link between restricting leave and attendance at meetings this must have a clear
rationale and all staff and patients must understand this. All staff must receive training in how to
apply the policy and who can make the decisions about restricting leave.

3.10

The Trust was required to forward the policy and provide assurance that all staff have an
understanding of the policy and are applying it appropriately and assurance that all patients
know of the policy and have an understanding of how it will be applied and in what
circumstances by 24 February 2017.

3.11

In response to the concerns raised, the Trust reviewed the Section 17 Leave Policy and
developed a local protocol for Twynham Ward which specifically links allocation of leave with
engaging in the group activities.

3.12

This was supported by information and support sessions for staff and patient delivered by one of
the medics on the ward.

3.13

A full review of all care plans and risk assessments has been undertaken to ensure reflection of
leave restrictions addressing any issues that may arise.

3.14

Themes from Findings
Initial feedback from other visits undertaken indicates that issues correspond to themes which
have emerged in previous MHA visits to other wards/units. Progress noted at assurance visits
and action being taken is outlined below:

Topic and concern
Section 132 rights
Poor evidence to demonstrate
patients are regularly re-advised
of their rights under the Act.

Progress noted at Assurance Visits
An audit of section 132 in February 2017 evidenced 67% compliance
with staff ensuring attempts to give patients their rights within 24 hours
of their section commencing. Re-visiting of rights with patients has
increased across the wards.

These standards continue to be reviewed by a monthly audit
undertaken by the Mental Health Legislation Office and findings are
fed back to Service Leads.
Patient access to Independent Improved compliance has been noted for recording that the patient
Mental
Health
Advocates has been given information about the IMHA service, however only
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Topic and concern
(IMHAs)
Poor evidence to demonstrate
that patients had been informed
of their right to access an IMHA

Section 17 leave forms
MHA Reviewers felt that there
were
insufficient
conditions
attached to Section 17 leave
authorisations
and
poor
evidence of this information
being
shared
with
those
accompanying
patients
on
leave.
Care
plans
and
risk
assessments
Care Plans were not always upto-date, did not always reflect
the patient’s views and in some
instances there were not always
care plans for current risks
detailed in risk assessments.

Progress noted at Assurance Visits
partial compliance was noted in recording whether patients wished to
be referred to see an IMHA.
All wards visited had IMHA Posters and leaflets on display in patient
areas. Some wards have included referrals to IMHAs within their ward
round template and this has improved documentation of referrals and
some wards now have regular weekly attendance of an IMHA. Staff
are encouraged to document these visits to capture evidence of the
patient’s involvement with the IMHA. These practices are being
shared with wards during assurance visits.
During assurance reviews, compliance continues to improve and
increased conditions being applied to section 17 leave authorisations
have been noted. Compliance in relation to section 17 leave details
being shared with those accompanying patients on leave still requires
improvement.
Forms have been provided to all wards to complete with those
accompanying the patient until the electronic section 17 leave form
comes in to use.
Progress with the improvement of care plans is slow within each
ward/unit that has had these issues identified. Assurance reviews
have confirmed some minor improvements in compliance.
The Acute Service Lead advises that the Inpatient Nurse Consultant
and Patient Safety Lead are undertaking work to ensure that the ‘my
crisis plans’ section in RIO are being used as required. Wards also are
to submit quarterly record keeping audits to the Clinical Audit Team
and address improvements identified.

3.15

Assurance visits have taken place and updates shared with the Ward/Unit Managers, Service
Leads and Director of Bournemouth and Christchurch for the following wards:
• Nightingale House
• Pebble Lodge
• Waterston Ward
• Melstock House

3.16

The MH Legislation Assurance Committee receives quarterly reports, which detail progress with
the action plans and how we are addressing the common themes.

4.

RECOMMENDATIONS

4.1

The Trust Board are asked to note:
•
•
•

The progress to date for ‘should do’ recommendations reported as amber and red by Core
Service Leads as shown in Appendix 1.
Actions and themes where improvements are required to evidence the Fundamental
Standards and Mental Health Act are being adhered to.
The Substance Misuse Services overall CQC rating of ‘good’ following a comprehensive
inspection in December 2016.
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APPENDIX 1
SHOULD DO ACTIONS
Core service
CQC compliance action

Improvement action (SMART Progress to date as reported by Core Service Lead
Objective)

Red Zone
CHS
Young Provide Mental Capacity Act A series of Mental Capacity Act 31/01/17 Latest stats from L&D:
People
and 2005 training to all staff where 2005 training dates to be Health Visiting / School Nursing 95.63%
Families
Sexual Health / Family Planning 85.71%
this is needed.
organised by L & D
Children in Care 44.44%
CYPS 66.67%
End
Care

of

Life Consistent
record-keeping Review Personalised EOL care PMO (08/02/17) – EOLC Facilitator advised Personalised Care
across services for all aspects of plan; Personalised care plan to Plan is not yet available from SystmOne, however, District Nurse
end of life care.
reflect patients individual wishes Leads are aware of it and ready to use it.
Update SystmOne to support
EOL in documentation
Training of staff in any changes
to care plan
System one to enable Advance
Care Plan (ACP) wishes to be
documented
Data to be collected through
mortality audit and/or discharge
summaries

Amber zone
Specialist
To
ensure that
all
risk Team Leads to undertake
mental health assessments are of a similar quarterly audits to evidence
services
for high quality
95% compliance (95% of staff to
children
and
undertake risk assessments in
young people
line with developed standards)
(CAMHS)

Page 7 of 7

The audit template has now been developed and piloted across
all 6 CAMHS teams.
Amber RAG rating retained in light of the 2 teams not achieving
required compliance levels, with the risk of downgrade to a red
rating next month. (PMO has copy of CAMHS Record Keeping
Tool held as evidence).
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Summary Minutes of the Appointments and Remuneration Committee Meeting held
at 4.30pm on Wednesday, 25 January 2017 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB
Present:
Peter Rawlinson
Ann Abraham
Ron Shields
David Brook
Lynne Hunt
John McBride
Sarah Murray
Nick Yeo

Committee Chair and Non-Executive Director
Trust Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:
Keith Eales
Colin Hague

Trust Secretary
Director of Human Resources

Apologies:
John Hughes

Non-Executive Director

95/17 Welcome and Apologies
The Chair welcomed members to the meeting. The apology received was noted.
96/17 Declarations of Interests in Relation to Agenda Items
No specific declarations were made. However, it was noted that Committee
considerations could affect the terms and conditions of the Chief Executive, Director
of Human Resources and the Trust Secretary.
97/17 Minutes: 25 October 2016
The minutes of the meeting held 25 October 2016 were approved as an accurate
record.
98/17 Matters Arising
The Trust Secretary submitted, and the Committee noted, the matters arising report.
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Minute 89/16: Director Objectives
The Director of Human Resources submitted a report setting out draft common
objectives for the Executive team.
The Committee noted the proposed objectives:• To be a positive ambassador to the Dorset STP/CSR;
• To proactively lead on the development and implementation of the Dorset
STP plans;
• To lead on the delivery of the Trust Vision, Values and Strategic goals;
• To role model all aspects of the Behaviours Framework;
• To actively promote equality and diversity and lead on the delivery of the Trust
Equality Aims and Objectives;
• To lead the delivery of the Operational Plan 2017/19.
The Director of Human Resources explained that these had been developed, in
conjunction with Directors, following discussion at the last meeting of the Committee.
The Committee considered that the themes reflected in the objectives were
appropriate. However, it was considered that there was scope to recognise more fully
within the wording the collective nature of a number of the common objectives.
The Committee:(a) approved, in principle, the common objectives for Directors subject to
further refinement of their wording;
(b) agreed that the Director of Human Resources would distribute the revised
objectives to Committee members for comment.
Minute 89/16: Objectives for the Director of Finance and Strategic Development
The Chief Executive submitted a report setting out the draft objectives of the Director
of Finance and Strategic Development.
Committee members made a number of detailed comments on the objectives,
including amending the reference to the governance rating in respect of the Well-Led
Framework and improving the advice to the Board in respect of financial options.
Some detailed changes and areas for review were identified. It was agreed that the
Chief Executive would make changes in consultation with the Director of Finance and
Strategic Development.
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It was noted that, although the objectives related to 2016/17, they would be taken
forward into the new financial year and submitted to the Committee along with the
objectives for all other Directors for 2017/18.
The Committee noted the objectives for the Director of Finance and Strategic
Development.

99/17 Executive Director Changes
Changes to the Operational Director Arrangements
The Director of Human Resources submitted a report on changes with regard to the
Operational Director roles.
The Director of Human Resources explained that, as previously notified, the Locality
Director, Poole and East Dorset would be resigning with effect from 6 April 2017 and
the Locality Director, Dorset had resigned with effect from 22 April 2017.
The Committee reviewed the basis on which both would continue working with the
Trust in different roles.
The Committee was of the view that the proposal enabled a re-shaping of the
Executive team whilst retaining the services of two experienced individuals who
would be undertaking Director level projects. The proposal would also result in a
reduction in the costs of the Executive team. On this basis, it was considered that the
proposal should be supported and a contract should be issued to both individuals.
The Committee discussed the merit in developing a policy to guide and regulate the
employment of individuals by the Trust who were returning to work having previously
been made redundant or who had retired.
The Committee noted the report and:(a) supported the offering of contracts to the Locality Director Poole and East
Dorset and the Locality Director Dorset, on their retirement and resignation
respectively, on the basis discussed at the meeting;
(b) agreed that policy guidance on the employment of individuals by the Trust
who were returning to work having previously been made redundant or who
had retired would be submitted to the February meeting of the Committee.
Appointment of a Chief Operating Officer
The Director of Human Resources submitted a report on the process for the
appointment of a Chief Operating Officer.
The Director of Human Resources set out the background to the establishment of the
role of Chief Operating Officer and the ring-fencing that would apply following the
restructuring of the Executive Team. It was noted that in the event of the Locality
3
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Director not being appointed he would be at risk of redundancy and hence a ring
fenced process was appropriate
The Committee noted the arrangements for the interview of the ring-fenced
candidate.
The Director of Human Resources distributed the draft job description for the role.
This would be refined further to align the format and common content with the job
description for the Director of Human Resources.

With regard to the salary for the role, the Committee noted the benchmarking
information available from local acute trusts and the Foundation Trust Network.
The Committee agreed the remuneration for the role of Chief Operating Officer.
Director of Human Resources
The Associate Director of Human Resources submitted a report on the proposed
recruitment of a Director of Human Resources following the retirement of the existing
post holder on 2 July 2017.
The Committee noted that quotations had been sought from search agents.
The Chief Executive distributed the draft job description for the role.
The Committee noted the report and agreed the appointment of Gatenby
Sanderson as search agents for the recruitment process and the salary for the
role of Director of Human Resources.
100/17 Annual review of the Board Structure, Size, Composition and Succession
Planning
The Director of Human Resources submitted a report on the annual review of Board
structure, size, composition and succession planning.
With regard to succession planning for Executive Directors, the Director of Human
Resources advised that there was considered that immediate cover available which
provided a degree of resilience in the event of unplanned absences.
To support longer-term succession planning, the Trust had made a considerable
investment in leadership development.
The Chief Executive advised that a number of individuals had been identified who it
was considered had the potential to progress to Director level. The intention would be
to develop the capability of these individuals through the allocation of project briefs to
enhance their knowledge and experience.
With regard to the composition of the Board, it was noted that the restructuring of the
Executive team enabled all Executive Directors to now be designated as voting
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Board members whilst remaining within the provisions and requirements of the Code
of Governance for NHS Foundation Trusts. This would remove the need to appoint
Associate (non-voting) Board Directors.
The Committee noted the report and agreed that the voting Executive Directors
of the Board would be the Chief Executive, Director of Nursing and Quality,
Medical Director, Director of Finance and Strategic Development, Chief
Operating Officer, Director Human Resources and the Director of
Organisational Development and Participation

101/17 Changes to Off-Payroll Engagement Rules
The Director of Human Resources submitted a report regarding new guidance issued
by NHS Improvement (NHSI) in respect of off-payroll arrangements for substantive
and interim NHS office holders.
The Director of Human Resources gave an overview of the new IR35 rules and the
implications for the Trust. It was noted that the Trust would undertake a review of all
off-payroll engagements during February and March 2017 to ensure full compliance
with the new rules. The intention was for the Trust to take steps to minimise the
number of off-payroll engagements going forward.
It was noted that arrangements for Board Directors were fully compliant with the NHS
expectations.
The Committee noted the report.
102/17 Annual Cycle of Business
The Trust Secretary submitted the revised annual cycle of business.
The Trust Secretary undertook to clarify the previous decision in respect of the
frequency of the review of the Policy for the Appraisal of the Chief Executive.
The Committee noted the annual cycle of business.
103/17 Date of Next Meeting
The next scheduled meeting would be held immediately after the Board meeting on
22 February 2017.

Signed:

Date:

Peter Rawlinson, Chair
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Board Annual Cycle of Business
Board Meetings
Monthly items: Patient Story
Board and Committee minutes
Reports from the Chair and Chief Executive
Integrated Corporate Dashboard
Monthly Finance Report
People Management (bi-monthly)
April

May

June

July

September

October

November

January 2018

NHSI Q4
submission
(highlights to
be included in
the Finance
Report)

Special
Meeting:
Annual
Account and
Accounts/
Quality
Report

Annual SUI
Report

NHSI Q1
submission

Six month
staffing review

NHSI Q2
submission

Approval of
the two-year
operational
plan

NHSI Q3
submission

Proposed
Quality
Priorities for
18/19

Emergency
Planning
Resilience
Statement (in
CEO report)

Operational
Plan Final
version

Budget
2017/18

Nurse
Revalidation
Update

Low secure
unit at St Ann’s
Strategic
outline case

Annual Adult
and Children’s
Safeguarding
Reports
Approval of
Trust Annual
Plan 2017/18

Annual
Infection
Prevention &
Control Report

MoU with
Bournemouth
University

MoU with
Bournemouth
University

Annual Plan
Delivery
progress
report

February

March

Going
Concern
Report

Year-end
review of the
Annual Plan
2016/17

Final
quarterly
review of Well
Led action
plan
Quarterly BAF
review
Quality
Improvement
Plan monthly
update

Annual
Report of
Audit
Committee
Chair
Monitor selfcertification
statements
Stages of
Excellence
Annual
Assessment

Annual Report
on Reducing
Restrictive
Interventions

Low secure
unit at St
Ann’s outline
business case

Annual Report
on Complaints

Staff Survey
results

Annual Report
on Patient
Experience

Stages of
Excellence
update

Quality
Improvement
Plan monthly
update

Quality
Improvement
Plan monthly
update

Quarterly
Whistle
blowing report

Equalities
Objectives
2017/18

Quarterly
review of BAF
Quality
Improvement
Plan monthly
update

Bi-annual Hidden Talents reports to be added.

Quality
Improvement
Plan monthly
update

Quarterly
BAF review
Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing report

Quality
Improvement
Plan monthly
update

Quarterly
BAF review
Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing report

Quality
Improvement
Plan monthly
update

