Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 24 February 2016 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

1:00

Welcome, Apologies and Previous Meetings
1

Apologies

AA

Verbal

2

Patient Story

SM

App A

3

Declarations of interests in relation to agenda
items

AA

Verbal

4

Minutes - to approve

AA

App B



the minutes of the meeting held on 27
January 2016



Notes of the Workshop held on 3
February 2016

Time

5

Matters Arising - to consider progress

AA

App C

6

Chair’s Report - to receive the update of the
Chair

AA

Verbal

1

Strategy Implementation:
Current Affairs and Operational Performance
7

Chief Executive’s Report - to consider a report
from the Chief Executive

RS

App D

1:30

8

Trust Board Integrated Corporate Dashboard
for January 2016

NK

App E

1:40

To consider the monthly dashboard
9

Finance Items

JC

(a) Finance Report

1:55
App F

To consider the report for January
(b) Cost Improvement Programme 2016/17

App G

To consider the report on the development
of the 2016/17 Cost Improvement
Programme
10

People Management

CLH

App H

2:20

To consider the monthly update
11

Minutes of Committee Meetings:

2.25

(a) To note the following minutes
(i)

Quality Governance Committee:
20 October 2015

DB

App I

(ii)

Audit Committee: 20 October 2015

JMc

App J

(iii)

Summary Notes of the Appointments
& Remuneration Committee: 28
October 2015

PR

App K

(b) To receive a verbal report on the decisions
in respect of succession planning made at
the Appointments & Remuneration
Committee meeting on 27 January 2016

PR

Verbal

2

12

Six Monthly Review of Inpatient Nurse Staffing
Establishment: Ensuring Safe Staffing

FH

App L

2:35

FH

App M

2:45

SH

App N

3:00

SLH

App O

3:15

SH

Verbal

3:30

FH

App P

3:40

AA

App Q

3:50

KE

App R

3:55

To consider and approve the Safe Staffing
Report
13

Nurse Revalidation Update
To note the report
Strategy Development:
Policy Formulation and Decision Making

14

Stages of Excellence
To note the report and approve the
assessment of the progress in delivering the
Strategic Objectives

15

Equality and Diversity Objectives
To agree the equality and diversity objectives
for the Trust

16

Trust Annual Plan 2016/17 and Dorset
Sustainability and Transformation Plan
To receive an update
Regulatory and Compliance Matters

17

CQC Quality Improvement Plan
To consider the monthly progress report

18

Non-Executive Director Membership of Board
Committees
To confirm the Non-Executive Director
membership of Board Committees with effect
from 1 April 2016

19

Board Cycle of Business
To receive the annual cycle of business

Other Matters
3

20

Any Other Business

AA

Verbal

21

Questions From Governors

AA

Verbal

4.00

22

Next Meetings

AA

Verbal

4:15

AA

App S

4:20

Board Workshop - Wednesday 2 March 2016
commencing at 9:30am
Public Board Meeting - Wednesday 30 March
2016 commencing at 1pm
The venue for the meetings will be Sentinel
House (Training Rooms 1&2)
Exclusion of the Public
To resolve that representatives of the Press
and other members of the public, be excluded
from the remainder of this meeting having
regard to the confidential nature of the
business to be transacted, publicity of which
would be prejudicial to the public interest.
PART 2: BOARD MEMBERS ONLY
23

To approve the confidential minutes of the
meeting held on 27 January 2016
[Exemption under Sections 40 and 43 of the
FoI Act-personal information and the release of
information is likely to be prejudicial to the
commercial interests of the Trust]

24

Matters Arising – no matters arising

AA

Verbal

25

Matters of concern to report

AA

Verbal

4:30
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Agenda Item 2

Patient Story
Part 1 Board Meeting 24 February 2016
Author

Ms Bernadette Morris assisted by Donna Steer (Patient
Experience Facilitator)

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the user’s experiences.

Recommendation

The Board is asked to discuss and consider the narrative

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

Monitoring and Assurance Summary
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
Yes
implications of this report, on each of the
Yes
No
Detail in report
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
This report links to
the Strategic Goals




Patient Story
Bernadette Morris
(Assisted by Donna Steer - Patient Experience Facilitator)
Ms Morris is a 61 year old lady who lives on her own in a top floor flat in Weymouth.
She suffered a head injury as a result of an assault in 2009. Ms Morris subsequently suffers
with balance instability.
On 23 December 2015 Ms Morris slipped on some oil that had spilled on her kitchen floor. At
the time she did not have any obvious injuries, but had some pain in her right leg and ankle
which she thought would wear off.
The following day, because Ms Morris had considerably more pain in her leg and ankle than
before, she rang her GP who advised that she should visit the local Minor Injury Unit at
Weymouth Hospital as soon as possible. She arrived at the Unit at about 4.30pm.
Ms Morris was delighted to be seen within 10 minutes of her arrival. The Nurse who
attended to her was very kind and the Radiographer in the X-Ray Department understood
her balancing issues when she was lying down.
The X-Ray showed that Ms Morris had suffered a fracture to her right thigh bone and her
ankle. A back slab from groin to ankle was applied. She was instructed to be non - weight
bearing. The Nurse and the Doctor on duty tried to persuade Ms Morris to be admitted to a
ward at Westhaven Hospital. However Ms Morris had unpleasant memories of hospital
experiences and was adamant that she did not want to be admitted. She wished to be at
home.
Respecting her wishes, the team made arrangements for her to return, and be cared for at
home. An ambulance was arranged to take her home and she was given light food to take
home.
On Christmas Day the Rehabilitation Team and District Nurses visited Ms Morris to
administer an anticoagulant injection, assist with general hygiene and gave her instructions
on how to keep her foot in the correct position also how to manage non weight bearing when
getting around her flat.
Ms Morris expressed her appreciation for the care and support she had from Trust staff. She
felt that the only area where support could have been more prompt was in respect of the
Pharmacy. She had to wait quite some time for her medication to be dispensed.
Ms Morris was delighted that because of everyone’s efforts she was able to have her wish to
stay at home whilst awaiting an appointment to see an Orthopaedic Consultant.

February 2016

Agenda Item 5

Part 1 Matters Arising
Board Meeting 24 February 2016

Minute
447/15

Topic
Patient Story

Action
The experience of a patient
supported by the integrated care
team in Bridport and Weymouth
would be reported to the Board

Lead
SO’D

Deadline Response
February On the agenda
2016

Integrated
Corporate
Dashboard

The Medical Director and the
Director of Nursing and Quality
undertook to give consideration to
the future development of the
Dashboard.
The Finance Report should reflect
the action necessary to achieve a
most likely year end position of a
£2.2m deficit, or better.

NK/
FH

TBC

Proposals being
drafted

JC

January
2016

Finance Report on
the agenda
forecasts £2.2m
deficit

Equality and
Diversity

Equality and diversity objectives
would be submitted to the next
meeting

CLH

January
2016

On the agenda

Finance
Report

That a report on the outcome of
the investments made in 2015/16
be submitted to the Board in early
2016/17.

JC

Early
2016/17

Update to be
provided

Quarterly
Whistleblowi
ng Reports

The Chair asked that the content
of future quarterly reports be
reviewed to ensure that only the
content appropriate to Part 2 was
taken in the closed part of the
meeting.

CLH

April
2016

Proposed approach
being developed for
next report

(Nov
2015)
453/15
(Nov
2015)
454/15
(Nov
2015)
457/15
(Nov
2015)
470/16
(Jan
2016)
491/16
(Jan
2016)

Finance
Report

Keith Eales
February 2016
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Agenda Item 7

Chief Executive’s Report
Part 1 Board Meeting 24 February 2016

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

2.



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.

National News
The Five Year Forward View for Mental Health

2.1

The independent Mental Health Taskforce published its first report earlier this month.

2.2

Following the publication of the Five Year Forward View, the Mental Health Taskforce was
commissioned to produce a report.

2.3

The report sets out a number of priority areas for action, including improving access to
crisis care and talking therapies and improving physical health outcomes. The report also
identifies the need to invest an additional £1bn in 2020/21, which will generate significant
savings. The funding, which will come from the £8.4bn that the Government has promised
to the Health Service during this Parliament, builds on the £280 million investment each
year already committed to deliver improvements for children and young people.

2.4

The report recommends the creation of a Mental Health Advisory Board reporting to the
Five Year Forward View Board, publicly updating on progress against recommended
outcomes.
Independent Commission on Adult Acute Mental Healthcare

2.5

The Commission, chaired by Lord Crisp, the former NHS Chief Executive, published a
report earlier this month.

2.6

The Commission found that about 500 patients a month are having to travel more than 31
miles for acute care in psychiatric wards, whilst others face difficulties in accessing
alternative care in the community.

2.7

Recommendations made by the Commission include


The introduction by October 2017 of a maximum waiting time of four hours for
admission to an acute psychiatric ward for adults or acceptance for home based
treatment following assessment.



Phasing out nationally the practice of sending acutely ill patients long distances for
non-specialist treatment by October 2017.



More investment in home-based treatment, information systems and staff.



That patients and carers are enabled to play an even greater role in their own care
as well as in service design, provision, monitoring and governance.

2



The piloting of a Patients and Carers Race Equality Standard in mental health
alongside other efforts to improve the experience of care for people from Black
and Minority Ethnic communities.

Operational Productivity and Performance in English NHS Acute Hospitals: Unwarranted
Variations
2.8

The independent report, produced by Lord Carter, into operational productivity in NHS
providers has been published
https://www.gov.uk/government/publications/productivity-in-nhs-hospitals

2.9

Lord Carter’s review found unwarranted variation in running costs, sickness absence,
infection rates and prices paid for supplies and services.
As part of the review, a ‘model hospital’ has been developed which will advise NHS trusts
on the most efficient allocation of resources and allows hospitals to measure performance
against other trusts. Following the model hospital examples could save hospitals £5 billion
a year by 2020 to 2021 and put an end to the variations the review uncovered across the
NHS.
NHS Improvement Roadmap

2.10 NHS Improvement has launched a roadmap setting out providers’ contribution to the Five
Year Forward View. It focuses on delivering financial balance without compromising patient
care and signals the new body’s emerging approach.
https://www.gov.uk/government/publications/implementing-the-forward-view-supportingproviders-to-deliver
2

Trust and Local News

3.1

Much of my focus, and that of the Executive, in recent weeks has been on returning the
financial performance of the Trust to plan and in progressing the 2016/17 planning
documents.
Industrial Action by Junior Doctors

3.2

The 24-hour industrial action by junior doctors on 10/11 February 2016 caused minimal
disruption to Trust services. The Trust employs 18 junior doctors, all in Mental Health
services. Ten participated in the action.

3.3

The Secretary of State has announced that the new contract will now be introduced, from
August 2016, without the BMA’s agreement.

3.4

The Secretary of State also announced that the President of the Academy of Medical Royal
Colleges would be asked to lead a review into wider morale and wellbeing of junior doctors.
Nursing and Midwifery Review of Bournemouth University

3.5

As part of its quality assurance programme, the Nursing and Midwifery Council will be
undertaking a review of Bournemouth University. The review will take place on 9 and 10
March and will include visits to practice partners. It is not yet known which areas of the
Trust will be visited by the review team.

3

Clinical Services Review
3.3

Work has continued on the development of the out of hospital model. This was discussed
at the Clinical Executive earlier this month and, after further refinement, will be presented to
the Board Workshop in March.

3.4

Discussions are continuing with regard to the configuration of the current acute hospitals in
the County and the out of hospital model. It is planned that the current discussions will,
over the course of the next few months, resolve the issues which will form the basis of the
consultation document to be published later this year.

3.5

Dorset Clinical Commissioning Group has made an application, to the Academic Health
Science Network, for funding to accelerate the integrated community services work being
undertaken as part of the CSR.

4

Recommendation

4.1

The Board is asked to note my report.

Ron Shields
Chief Executive
February 2016
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Agenda Item 8

Trust Board Integrated Corporate Dashboard January 2016
Part 1 Board Meeting 24th February 2016

Author

Fiona Haughey, Director of Nursing and Quality; Jackie Chai,
Director of Finance; and Colin Hague, Director of Human Resources

Sponsoring Board
Member

Dr Nick Kosky, Medical Director /
Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To provide the Board with insight and foresight of Trust performance
and support effective decision making, highlighting areas of
exception and good practice.
The Trust performance reported here is underpinned by ward/team
level information and aims to provide Board line of sight to
performance within wards and teams.
This integrated corporate report brings together the Trust’s
performance on quality, workforce and finance against the Trust’s
plans and targets.

Recommendation
The Board is asked to note the report and actions planned.
Engagement and
Involvement

All directors, localities – performance business partners, finance,
human resources and quality teams.
There has been wide-scale engagement with the new quality metrics
with clinical staff from across the organisation.

Previous
Board/Committee Dates

Executive Performance and Corporate Risk Group

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.

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

Board of Directors February 2016

Any action required?
Yes










Yes
Detail in report








No




Trust Board Integrated
Corporate Dashboard
Month 10 – January 2016

Contents
1.0 Executive Summary & Performance Synopsis

Pages 3-4

2.0 Board Dashboard – Quality Metrics

Page 5

2.1 Exception Reports - Are we Safe?

Pages 6-10

2.2 Exception Reports - Are we Effective?

Pages 11-16

2.3 Exception Reports - Are we Caring?

-

2.4 Exception Reports - Are we Well Led?

Pages 17-18

2.5 Exception Reports - Are we Responsive?

Pages 19-20

3.0 Areas of concern or risk

Pages 21-22

4.0 Areas of good practice

Pages 23-24

5.0 National Reporting Frameworks
5.1 Board Dashboard – Monitor Indicators

Page 25-26

5.2 CQUINS (Quarterly)

N/A

5.3 External Benchmarking (as appropriate)

N/A

5.4 Nationally reportable concerns (CQC)

-

5.5 Research and Development Metrics (Quarterly)

N/A

5.6 Mental Health Act Metrics (Quarterly)

N/A

5.7 Inpatient Nursing Staffing

Page 27
Pages 28-31

6.0 Annual Plan Progress
7.0 Indicator Overviews
7.1 Indicator Overview – Quality Metrics

Pages 32-33

7.2 Indicator Overview – Monitor RAF

Page 34

8.0 Data Quality Assurance Activity Summary (Quarterly)
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N/A

1.0

Are we Safe?

Are we
Effective?

Are we
Caring?

Are we Well
Led?

Are we
Responsive?

Executive Exception Summary
• The number of patients reporting that they did not feel safe has decreased for the
second month in a row.
• For the latest six-months the percentage of patient safety incidents resulting in
moderate to catastrophic harm remains over the benchmarked metric.
• The number of patient falls resulting in injury in inpatient areas similar to last month.
• One patient has been identified as having a Clostridium difficile infection in January.
Lapses in care account for 7 of 13 cases this year, the Trust remains under the
threshold set by commissioners.
• The percentage of staff being up to date with their mandatory training remains
almost static.
• The average cumulative sickness absence over the last 12 months is reducing and
is now only slightly above the threshold.
• Delayed transfers of care for physical health units has risen to the highest level
(19.9%) over the past year. Focussed discussions are being led by the Director of
Dorset Locality.
• We continue to fall below the performance threshold for patients with up to date care
plans.
• Risk assessment data has continued to remain below the performance threshold.
• Venous thromboembolism (VTE) risk assessments falls below the threshold for the
sixth month in a row.
• Workforce effectiveness thresholds for completed appraisals and clinical supervision
show a slight rise, whilst remaining below the threshold.
• No exceptions to report.
• The year to date financial position, including CIP, is still behind plan. However, there
was an in month surplus against the budget in January and the year end forecast is
achievement against the £2.2m deficit plan.
• The main areas to date showing adverse performance continue to be prisons;
mental health inpatient wards; medical staffing pay due to high agency spend; and
out of area placements.
• Compliance continues to be under the required threshold for community mental
health team waiting times.
• The waiting times for Steps to Wellbeing (IAPT) has dropped by 14% to 76.3% since
last month, with a significant increase in the number of referrals to the service.
• The Trust action plan to improve CAMHS waiting times continues to be a top priority
area for improvement, however data for January shows a significant decline in
performance against the 4 week wait for Tier 3 services achieving only 55.6%. The
Locality Director for Poole and East Dorset is examining these results.

• Two examples of good practice related to effectiveness are included in the report.
These are post-discharge phone calls from Victoria Hospital Wimborne and the One
Trust One Mind initiative to further the integration of our healthcare services for the
Good practice
benefit of our patients.

3

Monitor
Indicators
Inpatient
Nursing
Staffing

• All but one indicator were ‘green’ for January, however these are reported on a
quarterly basis to Monitor. The indicator below threshold is Individuals on enhanced
CPA having formal review within 12 months.
• The national return on inpatient staffing fill rates is included in the report.
•

Annual Plan

•

In summary, the RAG statuses are as follows:
o Green = 13
o Amber/Green = 21
o Amber = 9
o Red = 3
o Completed = 12
Six improved month-on-month, forty remained static and no deliverables have been
downgraded.

Summary Recommendations/comments
The Board is asked to:
• Note the contents of this report and actions planned

4

2.0

Board Dashboard – Quality Metrics
Month 10 - January 2016
Are We Safe?

Metric

In Month

YTD

Threshold

Are We Effective?

Current
Status

Trend over
last 6
mnths

Forecast
next month

Data
Quality

Patient experience

Metric

In
Month

YTD

Threshold

Are We Well Led?

Current
Status

8
(202)

-

-

M

-

Incidents (number of)
Patient Safety Incidents resulting
in actual harm of moderate to
catastrophic
Violent incidents - Patient on
Patient

Violent Incidents - Patient on Staff

Falls resulting in injury on
inpatient wards

Data
Quality

Metric

7.2%

-

<7.5%

19.9%

-

<3.5%

R

M

% of Bed days with delayed transfer from
mental health unit

8

159

<30

G

G

M

% patients with delayed transfer from
Physical health unit

<45

G

G

M

34

48

311

395

<=30

<=6

Prone Restraint

7

77

TBA

Seclusion

3

30

<=3

Healthcare associated infections –
C.diff

1

13

<=1 per
month

Healthcare associated infections –
MRSA bacteraemia

0

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

6

R

R

M

13%

-

-

<9%

G

R

-

M

(Staff Friends & Family Test) place of
treatment Quarterly (total responses)

G

H

(Staff Friends & Family Test) place of
work Quarterly
(total responses)

G

M

Staff engagement
(coming soon)

R

M

Operational Efficiency

H

1,800

R

R

H

R

R

G

>=95%

G

H

Venous Thromboembolism (VTE) risk
assessment

94.6%

94%

>=95%

Pressure ulcer risk assessments
Braden (Walsall coming soon)

96.8%

96%

89.16%

Clinical supervision occurring according to
83.50%
Trust standard

L

-

4.55%

<4.5%

R

R

M

Legend / Key

Monitor Financial Sustainability Risk
Rating

4

-

3

G

−

G

H

G

H

Monitor Governance Rating

G

-

Green

G

−

G

H

G

M

R

G

M

>=95%

G

G

M

>=95%

R

R

M

Trend over
last 6
mnths

Forecast
next month

91%

80%

>95%

R

R

In
Month

YTD

Threshold

Current
Status

Trend over
last 6
mnths

Forecast
next month

Data
Quality

Achieving against Trustwide threshold this month

R

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

Patient Satisfaction

A

Attention required

Friends & Family Test - Response Rate
(hospitals)

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.

M

Moderate. Potential issues that could affect assurance of figures

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.

3%

YTD

Threshold

Current
Status

Patients have appointments &
treatments within agreed limits CMHTs

83.4%

84%

>=98%

R

Patients have appointments &
treatments within agreed limits - IAPT

76.3%

89%

>=95%

R

R

Patients have appointments within
agreed limits CAMHS Tier 3

55.6%

-

-

-

-

Patients have appointments within
agreed limits CAMHS Tier 2

81.7%

-

-

-

-

Patients have appointments within
agreed limits MAS (4 weeks)

90.7%

79%

>=75%

G

G

M

Patients have appointments within
agreed limits MAS (6 weeks)

97.8%

82%

>=95%

G

G

M

26

345

-

-

-

-

-

-

-

L

Patient experience

>=95%

G

G

M

Number of complaints

>=95%

G

G

M

Number of compliments

526

6027

-

Rating of handling of complaint.
Reported quarterly
(total responses)

Q3
(11)
85%

67%

>73%

G

5

42

-

-

-

5%

Friends & Family Test - % Recommended
(total responses)

97%

97%

Patients involved in their care?

97%

96%

Duty of Candour

5

Data
Quality

In Month

Patient access

Are We Caring?

Current status

Data Quality

Are We Responsive?

Metric

Metric

-

L

Workforce
Completed Appraisals last year

G

L

YTD (Surplus)/Deficit

>=95%

G

-

2,827

>=95%

96%

0-10%

-

(234)

-

97%

-

£000

83.1%

95.7%

7.18%

£000

£000

19,509

L

H

98.2%

H

-

A

Falls Assessment within 24 hours

R

-

R

CPA 7 Day Follow Up

R

G

4,945

M

>95%

>=55%

4,697

M

-

-

L

769

-

91.14%

-

CIP Performance

G

M

-

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

-

G

G

H

G

G

>=66%

-

R

<=6

Q2
(946)
77%
Q2
(946)
63%

G

R

29

-

Data
Quality

G

>=95%

H

Forecast
next month

8,481

-

G

Trend over
last 6
mnths

7,468

84.5%

0

Current
Status

182

Risk Assessments updated in previous 12
months (mental health)

G

Threshold

Capital Expenditure

M

0 per
month

YTD

Assessments

Cash Balance

G

G

Workforce

Sickness rates

6.8%

R

49

Vacancy numbers

Readmission within 28 days to Mental
Health Wards

<8.08%

3

Mandatory training completed

7.7%

-

In Month

Organisational Development

Readmission within 28 days to Community
Hospitals

9.86%

Number of Patients Absconding

H

Forecast
next month

Patient Experience

Patients not feeling safe in our
inpatient wards

G

Trend over
last 6
mnths

R

M

H

M
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2.1.1

Exception Report - Are We Safe?
Patient Safety Incidents (PSIs) resulting in actual harm of moderate to catastrophic

6 month
average

YTD

2015/16 Threshold

Percentage of patient safety incidents (PSIs) resulting in moderate to catastrophic harm

9.86%

-

<8.08%

What is causing the underperformance?
Over last 6 months the largest increases were in October and December and were pressure ulcer incidents.
Pressure Ulcers are the main type of incident of moderate or above harm. They account for 68% of all
moderate and above harm incidents reported. The teams with the highest number of moderate harm pressure
ulcers reported in the period were District nursing teams - East Dorset (37), Weymouth and Portland (23) and
Christchurch (17).
Second highest area reported is death of patient accounting for 18% of incidents in the 6 month period. The
team with the most deaths reported in the period was HMP Exter with 5. Three of these were expected deaths.

Current
status

Trend

Forecast next
month

Data Quality

What actions have been taken to improve performance?
1. Pressure ulcers are all reviewed using the root cause analysis approach and findings linked into the Pressure Ulcer
Sign up to Safety work stream. A quarterly report on those assessed as being avoidable including trends of care and
service delivery issues identified and action being taken is reported to the Quality Governance Committee. Pressure
ulcer reduction actions noted in the Quarter 3 report are:
-the pressure ulcer dashboard continues to be reported to the Executive Performance and Corporate Risk Group
-the SSKIN bundle is a set of five interventions. Its roll out for Mental Health has required additional basic training for
Mental Health staff which has been provided by tissue viability this quarter and clarification of target groups is being
confirmed with the Head of Mental Health
-community staff have now started to use the SSKIN bundle in some areas and audit of compliance will be picked up
as part of the existing care plan audit
- all band 6 and 7 staff working in community hospitals, older people's mental health wards and community nursing
were initially required to attend a one day pressure ulcer and prevention management workshop. These staff were
then provided with the knowledge to cascade to their teams using short, ten minute toolbox training. From June
monthly training workshops have been provided at locations in the East and West of Dorset. This training is now open
to all grades of staff.
-the standards for wound care are being developed as part of the band 3 core competencies which are then being
revised for the other grades. This work is being co-ordinated by the Learning and Development Department
- the information leaflet that Tissue Viability has been developed for the use of medical devices is being trailed at the
moment
2. Deaths are reviewed via the mortality reviews, serious incident panel or drug related death processes as
appropriate. Any learning from reviews of deaths is shared across the Trust in a number of ways.

Forecast

Trend Analysis

Percentage of PSIs Resulting in moderate to catastrophic harm (6 month
moving average)
12%
10%
8%
6%
4%
2%
0%

6 month
Performance
moving
average
Aug14-Jan15
6.76%
Sep14-Feb15
6.86%
Oct14-Mar15
6.66%
Nov14-Apr15
6.74%
Dec14-May15
7.11%
Jan15-Jun15
6.91%
Feb15-Jul15
6.94%
Mar15-Aug15
7.25%
Apr15-Sep15
8.12%
May15-Oct15
8.99%
Jun-15-Nov-15
8.90%
Jul-15-Dec15
9.33%
Aug-15-Jan-16
9.86%
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Expected date to be within threshold

31/03/2016

Revised date to be within threshold

Review
Lead Director

SO/EY/LB

2.1.2

Exception Report - Are We Safe?
Falls resulting in injury on inpatient wards

In month

YTD

2015/16 Threshold

Number of falls resulting in injury on inpatient wards

48

395

<=30 per month

What is causing the underperformance?

Current
status

Trend

Forecast next
month

Data Quality

What actions have been taken to improve performance?

The total number of patient falls in hospital reported in January was 134 with 48 (35.8%) resulting in
injury.

1. The Polypharmacy project at Westhaven Hospital which has previously been reported has attracted much interest
from Dorset Clinical Commissioning Group (DCCG) and local GPs. Trust pharmacist will agree project details with local
GPs and the project aims to start 1st April 2016.
2. The Trust's Falls Lead is clarifying the frequency that falls risks should be reassessed.
3. The Falls Steering Group will consider use of Abbey Pain Scale for assessment of pain in patients who are unable to
communicate effectively. If agreed this will become the standard measure.
4. An online survey is being developed to assess the Better Balance Groups across Trust. The aim is to ensure strong
evidence-based exercise groups are provided equitably across the Trust. It is hoped to launch the initial survey in
March 2016.
5. The Steering Group Chair and Falls Lead are looking at the process for assuring that actions related to the local
recommendations made in root cause analysis reviews are completed in a timely way and that learning is shared
across teams by the Locality Managers.

Four patients sustained fractures following a fall in January, these were on Alumhurst, Herm, The
Willows and Jersey wards.
Common themes identified during root cause analysis investigations include lack of assessment of lying
standing blood pressure for patients either admitted with a fall or with a history of falling in the preceding
12 months. Another frequent theme is the prescription of sedative medication. It is known that sedatives
such as lorazepam increase the risk of falls, particularly when first introduced or when existing dosage
is increased. Staff on physical wards frequently report difficulty managing patients with significant
cognitive impairment, in particular those with behavioural issues, and report difficulty obtaining
specialist mental health assistance.

6. The Steering Group Chair and Falls Lead attended Dorset CCG Falls and Bone Health Task and Finish Group. The
aim is to agree a multi-agency pan Dorset falls prevention strategy.
7. The Falls Lead spent a clinical day working with the therapy team on one of the rehabilitation wards. Points of note
were that communication about patients between nursing and therapy staff occurs at handover (written information); at
weekly multi-disciplinary team meetings; and informally as required.
8. The Trust's Quality Matters Conference was well attended and a member of staff from St Leonard's Integrated
Community Rehabilitation Team presented the pilot 'walk-in clinic' to attendees. The model showed how one
physiotherapist and physiotherapy technician were able to assess and treat six patients at risk of falls in an afternoon
using a local GP surgery, thus reducing waiting times and maximising therapy time and preventing deterioration in
mobility and function.

Forecast

Trend Analysis

Falls Resulting in Injury on Inpatient Wards
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Jan-14 - Jan-15
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0
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*% given as a percentage of all inpatient falls
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Expected date to be within threshold

31/01/2017

Revised date to be within threshold

Review
Lead Director

FH

2.1.3

Exception Report - Are We Safe?
Clostridium difficile

In month

YTD

2015/16 Threshold

Number of incidents of a Clostridium difficile infection (CDI)

1

13

<=1 per month

What is causing the underperformance?

Current
status

The Clostridium difficile Task and Finish group work continues. The focus for January 2016 has been on
update training for the medical staff, non-medical prescribers and pharmacy staff.

Forecast

Trend Analysis

Number of incidents of C difficile
3

2

1

0
Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Data Quality

A local action plan has been devised by the Hospital Matron, Ward Manager and Infection Prevention and
Control Team. Further training to be undertaken by all staff on identification and management of Clostridium
difficile.

A root cause analysis has been completed and lapses in care were identified - delay in isolating the
patient and collecting a sample.

May-15

Forecast next
month

What actions have been taken to improve performance?

In January there was one case identified. This was a patient on Radipole Ward, Westhaven
Hospital. This brings the Trust to above the threshold of 12 for the year.

Apr-15

Trend

Nov-15

Dec-15

Jan-16
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Month

Performance

Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
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1
0
0
1
1
3
3
1
2
1
0
0
1

Expected date to be within threshold

Exceeded
threshold

Revised date to be within threshold

Review
Lead Director

FH

2.1.4

Exception Report - Are We Safe?
Mandatory Training Completed

In month

Mandatory Training Completed

91.14%

YTD

2015/16 Threshold

Current
status

Trend

Forecast next
month

Data
Quality

>95%

What is causing the underperformance?

What actions have been taken to improve performance?

The indicator shows the aggregated percentage of staff who have completed all core mandatory training
subjects relevant to their role and within the Trust stated frequency of update. Further details of the subjects
covered are included on the next page. The percentage has increased slightly to 91.14% in the last month.
The teams with the lowest levels of mandatory training completion are as follows (excluding teams with less
than 20 staff).

1. Director of Human Resources has sent out a Trust wide email to explain the consequences of
non-compliance with Mandatory training.
2. Flexible range of learning options including: eAssessments / eLearning, videos, reader
documents, face to face sessions, bespoke training sessions by team:
• Procurement of a new elearning platform to consolidate several elearning platforms into one with
a planned launch by end March 2016.
• Telephone or onsite support for individuals to access elearning, including using a hot desk at
Trust Headquarters for community staff in the area requiring access to elearning
• Moving & Handling Link staff trained in each inpatient team to undertake assessments within the
workplace

WTE = Whole time equivalent

• Staff outstanding Safeguarding Children/Adults Level 2 Update have been emailed their login
details again to advise them on how to complete their update.
• An alternative web page has been setup to enable staff working in GP practices/ non Trust sites
to be able to complete eAssessments.
• Additional capacity for the face to face mandatory training topics has been commissioned, e.g.
Immediate Life Support and Safeguarding Children/Adults

Forecast
Month
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Oct-15
Nov-15
Dec-15
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Performance
87.91%
88.64%
91.19%
89.54%
89.06%
89.17%
89.27%
89.66%
89.28%
90.87%
89.65%
90.56%
91.14%

Expected date to be within threshold

31/01/2017

Revised date to be within threshold

Review
Lead Director

CH

2.1.5

Exception Report - Are We Safe?
Sickness rates

In month

YTD

2015/16 Threshold

Sickness rates

-

4.55%

<4.5%

What is causing the underperformance?

Number of staff
24
22
50
26
32

WTE
19.43
13.45
45.27
22.76
30.40

Trend

Forecast next
month

1. HR Coordinators (HRCs) continue to support, coach and advise line managers in respect of absence
management and application of the Health, Wellbeing and Attendance policy and guidelines. It is
encouraging to note the continued developing relationships between managers and their respective
HRC and success in managing cases of short and long term absence.

Sickness rate
15.08%
13.25%
10.01%
9.14%
9.04%

2. The Trust are actively "recruiting" health and wellbeing champions in as many of their services as
possible. This is to encourage staff to participate in wellbeing initiatives, such as joining up for
lunchtime walks, to promote more active lifestyles.
3. There is an emphasis on ensuring staff are taking their regular entitlement to rest breaks to ensure
staff are taking a physical and mental break from their work.

During January the highest number of calendar days lost to sickness were due to the following reasons in
descending order:

4. Stress / depression remains consistently the most overwhelming reason for absence within the Trust.

Forecast

Trend Analysis

Expected date to be within threshold
Month

Sickness Rate
5.0%

Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
Jan-16

4.5%
4.0%
3.5%
3.0%
2.5%
2.0%
Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15

Data
Quality

What actions have been taken to improve performance?

Absence rates remain fairly static at present with the figure for the 12 months to January 2016 being
4.55%. Excluding teams with less than 20 staff, the teams with the highest sickness absence levels are
shown below
Team
Night and Twilight Service
St Anns Facilities- Domestic
St Brelades Ward
Melstock House
Crisis Services East

Current
status

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16
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Rolling 12
months
4.77%
4.76%
4.75%
4.73%
4.72%
4.64%
4.66%
4.72%
4.66%
4.69%
4.62%
4.61%
4.55%

30/06/2016

Revised date to be within threshold

Review
Lead Director

CH

2.2.1

Exception Report - Are We Effective?
Delayed Transfer from physical health unit

In month

YTD

2015/16 Threshold

Percentage of patients whose transfer of care from community hospitals is delayed

19.9%

-

<3.5%

Current
status

Trend

Forecast next
Data Quality
month

What is causing the underperformance?

What actions have been taken to improve performance?

Delayed transfers of care from Community Hospital wards has remained a significant challenge since winter
2014. The un-validated number of delayed patients on the snapshot day of 28th January was 58, an increase of
14 compared to the last Thursday of December. This figure still requires formal validation with Social Care
providers prior to reporting to Unify but is unlikely to change significantly. The percentage of delayed patients
against the number of Community Hospital beds calculates at 19.9% against a target of 3.5%

1. The plans for reducing overall length of stay in Community Hospitals are being amalgamated by the newly
formed clinically-led working group which has now met twice. The working group is meeting every three weeks,
with agreed activities with precise outputs taking place between meetings. Agreed actions include:
- development of use of the Rockwood Frailty Score to provide realistic expectations of the length of stay of
patients on admission to Community Hospitals. This will enable prioritisation of discharge planning for patients
with the shortest expected length of stay. Discussions have been held with SystmOne developers to enable
frailty scores to be input and reported on SystmOne
- finalisation of length of stay timelines with agreed milestones to measure the patient's progress from
admission to discharge - now agreed with all relevant Social Care Teams
- development of SystmOne templates and reportable fields to enable accurate and timely monitoring of
discharge planning from admission to discharge

Subject to formal validation, the main reasons for the delayed discharges on the snapshot date are:
patients awaiting packages of care in their own homes (20)
patients awaiting nursing home placement (8)
patients awaiting residential home placement (9)
patients awaiting completion of assessment (17)

2. Meetings are also continuing with key Social Care and Continuing Healthcare (CHC) managers at many
levels. The agreement of the length of stay timelines will be supported by clear interfaces between Community
Hospital, CHC and Social Care staff that will be more formal than some of the current interfaces with agreed
expectations as to documentation requirements and timescales for actions that support the discharge process.

Concurrent with this increase in delays to discharging patients from Community Hospitals have been increasing
numbers of delayed discharge patients from acute hospitals. The overall number of delayed discharges across
the acute and Community Hospitals is now higher than any time in recent years and has been on an upward
trend since June 2015. The number of delayed patients is significantly higher than in January 2015, but the
number of inpatients whose length of stay has already been 30 days or more is 102, which is 11 fewer than at
the end of January 2015.

3. Although there is considerable very good activity being undertaken, there remain serious difficulties
providing packages of care and nursing or residential home placements in some areas in Dorset. In order to
provide some easing of the current log-jam situation across acute and Community Hospitals, Dorset CCG has
agreed to provide interim funding for any medically-fit patient awaiting nursing or residential home placement,
even if they are awaiting completion of assessments. A meeting was held on 8th February to match
appropriate patients with available placements to expedite their discharge. It is hoped that this will reduce the
number of delayed patients currently in our Community Hospitals.

Forecast

Trend Analysis

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

Month
Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
Jan-16

Percentage of patients whose transfer of care from community
hospitals is delayed

11
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9.8%
17.2%
17.9%
15.1%
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Expected date to be within threshold

31/03/2016

Aim for end March, however this is dependent on whole systems

Revised date to be within threshold

Review
Lead Director

SO

2.2.2

Exception Report - Are We Effective?
Up to date care plans are in place for all patients on CPA

In month

YTD

2015/16 Threshold

Percentage of patients on CPA with up to date care plans (mental health)

83.1%

-

>95%

What is causing the underperformance?

Current
status

1. Trajectories have been set by team to ensure an improvement in performance is driven forward,
which will be rated as red, amber or green and monitored on a weekly basis.
2. A deep dive review is underway which will focus on the whole system process for providing and
recording key performance indicators within MH.

To update a care plan, every care plan issue needs to be opened and edited. If there is no change
to a care plan issue clinicians do not go into the care plan to update it to reflect "no change".

3. Assurance is being provided by a clinical audit process. This is to strengthen the first line of
defence which will triangulate the automated systems reports and provide added richness and
detail.

Exceptions relate to the following areas:
AMH Hahnemann Sector Team 271
AMH Bmth & Poole Assertive Outreach Team 178
AMH Bridport Sector Team 149
OPMH Bournemouth West Team 145
AMH Weymouth North Sector Team 144
Early Intervention Team East 109
AMH Shaftesbury Sector 100
AMH Christchurch & Southbourne Team 99
AMH Sherborne Sector 75
AMH Weymouth Assertive Outreach Team 73
AMH Dorchester Sector Team 70
OPMH Bournemouth East Team 62
AMH Blandford Sector 51

4. The review includes personal visits by the Medical Director and Business Support with prepared
presentation to the worst performing teams to explore local issues. The proposal is to implement a
robust framework which underpins the CPA 12 Month Review Process. Updates on progress will
be reported on a quarterly basis.

Forecast

Trend Analysis
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Forecast next
Data Quality
month

What actions have been taken to improve performance?

This relates to 2081 specific problems or issues which haven't been updated within a care plan in
the clinical record (care plans can consist of several problems/issues). This equates to 542
individual patients.

Feb-15

Trend
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Jul-15

Aug-15 Sep-15
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Jan-16
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Performance

Expected date to be within threshold

31/03/2016

83.3%
82.4%
81.4%
77.5%
81.3%
80.6%
80.4%
80.4%
80.3%
80.7%
80.7%
83.1%

Revised date to be within threshold

31/10/2016

Review
Lead Director

EY/LB/SO

2.2.3

Exception Report - Are We Effective?
Risk Assessments updated in previous 12 months

In month

YTD

2015/16 Threshold

Percentage of risk summaries updated in previous 12 months (mental health)

84.5%

-

>95%

What is causing the underperformance?

Current
status

Trend

Forecast next
month

Data
Quality
L

What actions have been taken to improve performance?

This indicator is on a slightly improving trajectory. The data indicates 2110 individual patients risk
assessments have not been updated within the past 12 months from over circa. 9000 people with an open
referral.

1. Exceptions continue to be sent to all teams to address. Reports have been updated to include the person
who completed the Risk Assessment as well as the persons Care-coordinator who is responsible for their
ongoing care.

A review of the indicator identified that a large proportion of exceptions relate to people who are not on the
Care Programme Appoach (CPA) and the risk information had not been entered into the correct field in the
electronic clinical record which is extracted automatically to provide hte compliance figure. Manual audit
indicates a higher compliance with Risk Assessments being reviewed in the past 12 months, this is within
clinical letters sent to patients.

2. A report in Business Objects has been reviewed and noted to be corrupt which provided incorrect
exception data to teams. This has been withdrawn and replaced by exception reporting for each team.

The teams identified with 40 or more overdue risk assessments are:
AMH Bournemouth East Team 130
AMH Turbary Park Sector Team 122
AMH Bridport Sector Team 109
CAMHS Poole Tier 3 101
AMH Hahnemann Sector Team 97
AMH Christchurch & Southbourne Team 93
CAMHS Bournemouth & Christchurch Tier 3 83
OPMH Memory Clinic Bournemouth 74
AMH Wimborne Sector Team 70
OPMH Memory Assessment Serv West Dorset 60
AMH Shaftesbury Sector 60
AMH Blandford Sector 56
OPMH Memory Clinic S&E Dorset 54
AMH Bmth West Intake & Assessment Team 53
AMH Dorchester Sector Team 47
CAMHS Poole Tier 2 44
AMH Weymouth North Sector Team 42
OPMH Bournemouth North Team 40
AMH Purbeck Sector Team 40
CAMHS East Dorset Tier 3 40

4. Assurance is being provided by a clinical audit process. This is to strengthen the first line of defence
which will triangulate the automated systems reports and provide added richness and detail.

3. A deep dive review is underway which will focus on the whole system process for providing and recording
key performance indicators within MH.

5. The review includes personal visits by the Medical Director and Business Support with prepared
presentation to the worst performing teams to explore local issues. The proposal is to implement a robust
framework which underpins the CPA 12 Month Review Process. Updates on progress will be reported on a
quarterly basis.

Forecast

Trend Analysis
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Performance

Expected date to be within threshold

31/03/2016

56.0%
54.0%
75.0%
77.5%
83.0%
82.6%
83.4%
83.1%
83.0%
83.2%
83.7%
84.5%

Revised date to be within threshold

31/10/2016

Review
Lead Director

NK

2.2.4

Exception Report - Are We Effective?
Venous Thromboembolism (VTE) risk assessment

In month

YTD

2015/16 Threshold

Percentage of VTE risk assessments completed

94.6%

93.9%

>=95%

What is causing the underperformance?

Current
status

Forecast next
month

Data
Quality

What actions have been taken to improve performance?

Performance for Community Hospitals was above target at 95.05% with 16 exceptions from 323
admissions.

1. The issue of weekend admissions into Community Hospitals is the subject of discussion
between the Quality Team and operational clinical managers with a view to agreeing a way forward
on VTE risk assessments at weekends.

Of the Community Hospital exceptions, four were palliative care patients and five were patients
admitted on Fridays with the assessment completed on the following Monday. The remainder were
patients transferred from other Community Hospitals or re-admitted to the same ward, where a fresh
assessment was not considered necessary.

2. A monthly dashboard with performance by Community Hospital Ward and exception reporting
has been devised and is circulated to all Community Hospital Matrons, Locality Managers and
Locality Directors for review and action. This is proving helpful in raising the awareness of the
importance of these assessments, and celebrating the improving performance that has been
achieved.

Performance for Mental Health inpatients was 89.3% with 3 exceptions from 28 admissions of
individuals aged 65 years and over, two exceptions were at Seaview Ward and one at Linden Unit.
All three assessments were completed but outside of the required time frame.

3. Within Mental Health the Acute Services Manager has distributed monthly compliance to ward
managers and emphasised the need to complete these assessments within the timeframe.
Exceptions for Seaview and Linden Ward are to be discussed at their next respective team
meetings.

Forecast

Trend Analysis
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97.7%
98.1%
96.8%
95.5%
94.6%
96.2%
95.4%
94.2%
94.6%
93.4%
91.7%
90.3%
94.6%

Expected date to be within threshold

29/02/2016

Revised date to be within threshold

31/03/2016

Review
Lead Director

LB/SO/EY

2.2.5

Exception Report - Are We Effective?
Completed appraisals last year

In month

YTD

2015/16 Threshold

Percentage of completed appraisals

89.2%

91%

>=95%

What is causing the underperformance?
Compliance for January 2016 was 89.2%. Excluding teams with less than 20 staff, the areas with the
lowest compliance for appraisals are:

Current
status

Trend

Forecast next
month

Data Quality

What actions have been taken to improve performance?
1. The Learning & Development Service continues to contact teams with low appraisal compliance on a continuous basis to identify what
support, advice, guidance or training can be provided to support teams with increasing the number of staff who receive an annual
appraisal.
2. There is ongoing work; engaging with staff and gaining feedback on how to improve the overall process. L&D delivered Appraisal Focus
Groups through January 2016 to gain further staff feedback and engagement, as well as making small changes to the Appraisal Module on
Ulysses to make the system more user friendly based on feedback from staff. We are working with Ulysses on a number of changes.
3. The Appraiser and Appraisee training being offered by L&D has received very positive experiences, with staff saying they have a greater
understanding of the Appraisal process and recording tool. The updated Appraisal Preparation Pack has received really positive feedback
with staff feeling that it helps them to make their appraisal much more structured.
4. On site support from the L&D Service was provided to the Estates Management Team at the beginning of January.

Appraisal % Compliance – 31.01.16:
5. On site support from the L&D Service was provided to Service Manager for Inpatient Mental Health on the 19/01/2016. This was
extended to Inpatient wards and Crisis team.
6. On site support from the L&D Service was provided to Wareham Purbeck Rehab team on the 22/01/2016.
7. On site support from the L&D Service has been arranged for HMP Exeter on the 01/03/2016, following numerous attempts to engage
with and offer support.
8. On site support from the L&D Service was provided to Communications team on the 26/01/2016.
9. Behaviour and appraisal objective workshops have been delivered across the county to capture ideas around objective setting, provide
examples for different roles, and educating staff on the need to be aligning their objectives with the Trust priorities. The outcomes of these
workshops will enable specific examples of objectives to be written for a range of roles to enable staff to read as part of their appraisal
preparation. This will go into the Appraisal Preparation pack.

Forecast

Trend Analysis
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Expected date to be within threshold

31/12/2015

Revised date to be within threshold

31/07/2016

Review
Lead Director

CH

2.2.6

Exception Report - Are We Effective?
Clinical supervision occurring according to Trust standard

In month

YTD

2015/16 Threshold

Clinical supervision occurring to Trust Standard

83.5%

80.0%

>95%

What is causing the underperformance?

Current
status

Trend

Forecast next
month

Data Quality

What actions have been taken to improve performance?

Compliance as at end of January was 83.5%. The teams showing lowest compliance (excluding teams where
the target for clinical supervision is lower than 10) are:

1. The Learning & Development (L&D) Service continues to contact teams with low clinical supervision completion
rates on a continuous basis to identify what support, advice, guidance or training can be provided to support teams
with increasing the number of staff who receive clinical supervision.
2. Clinical Supervision for Supervisors training is being delivered in Exeter once monthly for Devon Prisons.
3. On site support from the L&D Service was provided to the Service Manager for Inpatient Mental Health on the
19/01/2016. This was extended to inpatient wards and Crisis team.
4. On site support from the L&D Service was provided to Wareham Purbeck Rehab team on the 22/01/2016.
5. On site support from the L&D Service has been arranged for HMP Exeter on the 01/03/2016, following numerous
attempts to engage with and offer support.
6. The Clinical Supervision Policy will help to further clarify expectations for staff. The Policy is currently with the
Unions to review and agree.
7. There is ongoing work; engaging with clinicians and gaining feedback on how to improve the overall process and
improve the supervision module on the Ulysses database. The L&D Service have worked with Ulysses to develop a
group supervision option within the Clinical Supervision module of the Ulysses system. This is now live for staff to
use, and so far it has been very well received by staff.

Forecast

Trend Analysis
Month
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65.0%
73.0%
79.1%
81.0%
80.9%
80.1%
78.6%
78.1%
78.9%
79.4%
79.1%
80.5%
83.5%

Expected date to be within threshold

30/11/2015

Revised date to be within threshold

31/07/2016

Review
Lead Director

FH

2.4.1

Exception Report - Are We Well Led?
Cost Improvement Programme (CIP)

In
month

YTD

YTD Threshold

Current
status

Performance against the CIP plan

769

4,697

4,945

A

What is causing the concern?

Forecast next month

Trend

Data
Quality

A

What actions have been taken to improve performance?

Savings of £769k were banked in month resulting in a total of £4,697k to date.
Year-to-date is now behind plan by £248k. This is anticipated.

1. Fortnightly Workforce, Recruitment and Retention meetings chaired by the Chief Executive and
incorporating the Agency CIP workstream.

The year-to-date forecast position has improved, due to the profit on the sale of
Addington being higher than expected, to an under achievement of £856k.

2. Mobilisation of Workforce and Agency Project chaired by Director, Linda Boland,with a team
incorporating expertise from Quality, HR, Finance and Projects.

The most significant area of under achievement is the reduction in agency expenditure
which was planned to deliver £1,450k. This was due to the Trust's very high agency
spend in operational areas resulting in non-delivery of any savings this year.
The under achievement has been alleviated by over achievement on the pay
realignment, tax efficiencies, energy efficiency and other 2015/16 schemes.

3. This is a large programme of work and besides initiatives on recruitment and retention, also
includes areas such as rostering management, control on use of temporary staff, and staff bank
development.
4. Tight control of Medical Agency spend through Medical Director oversight with initiatives to
move agency workers to substantive posts together with increased recruitment activity.

Key operational overspend areas driven by high agency expenditure are:
- Prisons
- Mental Health wards
- Medical staffing

5. Whilst there are anticipated shortfalls against specific CIP schemes, the Trust has worked to
develop plans of £2.4m to recover the overall Trust financial position. These plans are reported
within the Finance Report and not listed as CIP schemes. If these schemes were included as CIP,
the Trust would exceed its overall target of £6.1m.

Year to Date Trend Analysis

Forecast
Month

CIP performance against the plan
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Performance
£000
127
818
1,030
229
956
363
85
163
157
769

Expected date to be within threshold

Not achieved

Review
Lead Director

JC/LB

2.4.2

Exception Report - Are We Well Led?
Income and Expenditure Performance

In month
£000

YTD
£000

YTD Threshold £000

Overspend against budget (EXCLUDING PLANNED DEFICIT)

(414)

1027

1800

What is causing the underperformance?

Current
status

Trend

Forecast
next month

Data Quality
H

What actions have been taken to improve performance?

There has been an in month surplus against the Trust's financial budget in January of £234k,
reducing the YTD deficit to £2,827k. However, £1,800k of this relates to the planned deficit YTD
(£180k current month). The key unplanned operational adverse variances contributing to the
remaining £1,027k are listed below. These are offset by other pay underspends across the Trust.

1. ERoster in all prisons from 11 January 2016 with four more nursing staff starting in January.
Dorset has 3 agency GP locums (one maternity cover, one expected to be filled in February, further
candidate being interviewed). Discussions with NHS England (NHSE) regarding financial support for
bed watch and escorts are ongoing. Two GPs appointed. Health Needs Assessment (HNA) for the
Verne to be presented by NHSE in March will provide a truer reflection of service need and cost. We
will press for additional funding identified by the assessment. There are plans to refresh the HNA for
Portland and Guys Marsh.

1. Prison Services Pay - £1,699k
There are 21 vacancies across Dorset and Devon creating some reliance on Agency. This resulted
in £93k overspend on pay in January. However this was £100k less than forecast reflecting the
improvements made.

2. There continues to be a focus on roster management with the necessary oversight and review by
the Acute Inpatient Services Manager and Head of Mental Health. The use of agency is closely
monitored and planned reductions of agency usage are being phased in across a number of wards,
which is starting to show results. The adverse forecast position has not deteriorated over the last 5
months, demonstrating the positive impact of these actions to mitigate the position.

2. Mental Health Inpatient Wards Pay - £613k
There has been high bank and agency usage on mental health wards. There has been above
average sickness in some areas, of up to 8.9%, and extra shifts rostered for high patient acuity.

3. Weekly review and repatriation planning of all out of area patients by Director and Lead
Consultant. Home treatment assessment and discharge facilitation for out of area patients to allow
for timely repatriation to local area. A new Psychiatric Intensive Care Unit for women is scheduled for
completion in the autumn of 2016.

3. Out of Area Placements - £905k
Acute Mental Health Inpatient Services has seen a high number of patients who require an inpatient
admission and an increase in patients being admitted under sections of the Mental Health Act who
cannot be accommodated within the Trust's available bed capacity, resulting in out of area
placements.

4. The Medical Director now has budgetary responsibility and is actively involved in decisions about
medical vacancies, locum cover, alternative skill mix cover and recruitment.

4. Medical Staffing Pay - £898k
Overspend is driven by high locum spend for sickness absence and vacancy cover at consultant
and trainee level.
The graph below reflects the unplanned adverse variance position, net of the planned deficit.

Forecast

Trend Analysis
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Performance
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Expected date to be within threshold

31/03/2016

Revised date to be within threshold

Review
Lead Director

JC/EY/SO

2.5.1

Exception Report - Are We Responsive?
Patients have appointments & treatments within agreed time limits- CMHTs

In month

YTD

2015/16 Threshold

Patients with appointments & treatments within agreed time limits- CMHTs

83.4%

84%

>=98%

What is causing the underperformance?
Within adult and older people's CMHTs there were 583 individuals due to be seen within 28 days of referral.
There were 97 breaches, of which 33 have now had a recorded 1st appointment. The longest wait was 64
days and shortest 28 days.
The recording of waiting times for CMHTs is currently captured in up to three places and this impacts on staff
time and accuracy of reporting.

Current
status

Trend

Forecast next
month

Data
Quality

What actions have been taken to improve performance?
1. Following a successful pilot to implement the RiO Waiting List Module adult and older people's mental
health teams will commence migration to the new system to improve the waiting list management and
validation process. This is being supported by a project manager and will streamline current processes.
The implementation plan is in place and training for teams commences 1st March 2016 with a proposed
rolling go live as teams come on line. Reports are in development and will be in place to commence
reporting from April 2016.
2. In the meantime exception reporting continues to be provided to Locality Managers for remedial action.
3. All automated reports are being reviewed to ensure consistency and transparency of reporting.
4. This indicator has been aligned to indicator reporting within the CCG Contract. It doesn't include
CAMHS or other specialist services as these indicators are reported separately and covers different
reporting thresholds.

Forecast

Trend Analysis
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Expected date to be within threshold

31/08/2015

Revised date to be within threshold

31/07/2016

Review
Lead Director

EY/SO/LB

2.5.2

Exception Report - Are we Responsive?
Patients have appointments & treatments within agreed time limits
Steps to Wellbeing

In
month

YTD

2015/16 Threshold

Current
status

Patients with appointments & treatments within agreed time limits- IAPT

76.3%

89%

>=95%

R

What is causing the underperformance?

The number of referrals received is significantly above that required to achieve contractual targets. So far
in 2015-16 the service has received 1299 more referrals than the same time last year (a 8.5% increase).
The difficulty was further compounded by reduction in service capacity due to high levels of attrition in the
Psychological Wellbeing Practitioner (PWP) team. In total the service has/will lose 6.7wte PWPs. This is
due to PWPs moving into High Intensity and Clinical Psychology Training Programmes and subsequent
challenges recruiting qualified PWPs (this is a national problem). The service currently has 3.8wte PWP
vacancies despite two recruitment rounds. Furthermore, with a high proportion of trainee PWPs in the
service this also impacts on capacity.

2. The services are actively recruiting to the vacancies. Bank staff and overtime has been utilised to support the
teams until these posts are filled. Discussions are taking place with the Locality Director regarding the use of
agency to support achievement of targets.
3. The team leads are regularly reviewing waiting lists and ensuring that those service users who have the longest
waits are being prioritised.
4. Discussions internally and with commissioners are underway regarding the skill mix of the service and whether
this can be altered to address this recurrent issue.

Forecast

Patients receiving appointments and treatment within
agreed time limits IAPT
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1. Referral rates are being monitored on a weekly basis to understand if the peak in referrals starting in Autumn
2015 and moving into early 2016 is temporary or whether it is reflective of a general increase in numbers of patients
requiring the service. This information is being regularly shared with the management team and the CCG
commissioners.

Year to Date Trend Analysis

Mar-15

R

Data
Quality

What actions have been taken to improve performance?

The Steps to Wellbeing Service is a high volume service with challenging access time frames. During
recent months, the service has received an unprecedented number of referrals. The four months with the
highest number of referrals since the service began have all occurred in the last five months.

Feb-15

Forecast next
month

Trend

Nov-15

Dec-15

Jan-16

20

Expected date to be within threshold

Mar-16

Revised date to be within threshold

Jun-16

Review
Lead Director

LB

3.1

Area of Concern - Are we Safe?
Do you feel safe question (inpatients)

In month

YTD

2015/16 Threshold

Number of patients responding 'no' to the 'Do you feel safe?' question (number of respondents)

8
(202)

131
(2261)

-

What is causing the underperformance?

Patients answering no were from Seaview (1), Chine (3), Nightingale Court (1) and Waterston AAU
(2). As this question is asked verbally on the day of the Patient Safety Thermometer snapshot, there
is an opportunity for staff to discuss any concerns raised by a patient at the time.
This is also asked as part of the discharge survey. In January 1 of 5 respondents from Waterston
Ward answered no. The reason selected was 'unsafe environment'.
It is noted that the same patient might have answered the question both as part of the mental health
safety thermometer and the discharge survey in the month.

Trend Analysis
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-

2. Data on any trends in why patients respond that they do not feel safe is being collected so that
action can be focussed as necessary. This has just commenced and trend data not yet available.

In mental health this question is asked at two different times. This question is asked of every patient
on a mental health ward on a snapshot day in the month. This captures people at different stages of
their admission. 98 patients responded in January. 91 patients responded yes and 7 patients
responded no. 5 patients did not provide a response or were unable to understand the question.

Jun-15

Forecast next
month

1. Ward managers are asked by the Patient Experience Department to identify what action they are
taking via the automated action plans (sent to managers following an alert) when a patient responds
that they do not feel safe.

In community hospitals patients are asked as part of a discharge survey. In January 2016 zero
patients responded no.

May-15

Trend

What actions have been taken to improve performance?

The number of people responding 'no' to the do you feel safe question is shown and includes
patients from both mental health wards and community hospital wards.

Apr-15

Current
status

Nov-15

Dec-15

Jan-16

21

Performance
7
20
8
7
27
16
10
17
11
8

3.2

Area of Concern - Are We Responsive?
Child and Adolescent Mental Health Services (CAMHS) Assessment Waiting Times

In
month

CAMHS Tier 3 Assessment Waiting Time (% within 4 week target)

55.6%

-

TBC

CAMHS Tier 2 Assessment Waiting Time (% within 8 week target)

81.7%

-

TBC

YTD 2015/16 Threshold Current status

What is causing the underperformance?

Forecast next month

Data Quality

TBC

TBC

M

TBC

TBC

M

Trend

What actions have been taken to improve performance?

These figures are reported to the commissioners on a monthly basis as part of the contract performance report and relate
to the Child and Adolescent Mental Health Services (CAMHS) waiting times for Tier 3 (specialist) and Tier 2 (early
intervention) targets

1. RiO WAITING LISTS: 7 teams in the Trust are now live with RiO waiting lists, including one CAMHS team. We are preparing to
roll out the RiO waiting lists to Bournemouth and Christchurch during March 2016 and Weymouth and Portland during April 2016.
The pilot with Bournemouth and Christchurch will be using the new Thrive/tier blind model and as such a workshop to design the
pilot will take place on 1st March.

The target is for tier 3 assessments to be completed within 4 weeks and tier 2 assessments within 8 weeks.
2. WAITING LIST AUDIT: there continues to be a weekly review of all waiting lists to determine underlying issues and identify
improvements.

There are 6 teams in CAMHS; Bournemouth & Christchurch, North Dorset, West Dorset, East Dorset, Poole, and
Weymouth & Portland. Most teams continue to demonstrate improvements. The two exceptions this month are
Bournemouth and Christchurch and Poole.

3. DEMAND AND CAPCITY: the initial stages of a full Demand and Capacity review have commenced.

Bournemouth and Christchurch: a total of 20 Tier 3 breaches in the month of January with an average wait of 8 weeks. A
total of 16 breaches were also seen in Tier 2. This is a reflection of the ongoing challenges in Bournemouth and
Christchurch CAMHS. A peak in referrals during October and November has also had an impact on the ability to provide
enough appointments to cover the number of referrals. At the end of January the team carried a caseload of 980. It has
been agreed to appoint 2 additional Band 6 Nurse Practitioners to address capacity within the team.

4. CQC ACTION PLAN: there continues to be close monitoring of CQC actions to ensure systems are being used methodically and
across all CAMHS teams.

Poole: a total of 10 Tier 3 breaches for Poole with an average wait of 5 weeks - they had no breaches for Tier 2. In
October/November and December referrals in have been relatively high compared to previous months. At the end of
January the team carried a caseload of 745. Contingency plans are being identified to ensure improved performance
going forward.

Trend Analysis
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Expected date to be within threshold

TBC

Revised date to be within threshold

TBC

Review
Lead Director

LB, SD & EY

4.1

Areas of Good Practice - Are we Effective?
Does people's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence?
Post discharge phone calls, Hanham Ward, Victoria Hospital, Wimborne
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

Following a pilot project, Hanham Ward has implemented post discharge phone calls to
patients at home for up to three days following discharge from hospital.

Results have shown that 20% of patients felt somewhat apprehensive about the decision to
discharge them on the day of discharge compared with no patients feeling apprehensive when
they were contacted at home the next day. Also over 35% of patients felt totally confident about
the decision after they were contacted at home compared to 0% before discharge.

The aims are to:
- improve patient satisfaction and confidence
- confirm that there are no issues with any further care which has been arranged
- ensure patients understand their medication and there are no difficulties
- alert of any failures in equipment so that appropriate arrangements can be made
- reduce calls to other services (such as 999 calls)
- reduce readmissions to hospital
It is also hoped that in time this may potentially reduce length of stays in hospital. Data are
collected to monitor the outcomes, including patients' views about their confidence to
discharge them pre and post discharge.

Staff seem more empowered and enjoy the experience and patients also appear more
confident and reassured.
The pilot identified where adjustments to discharge planning processes for medicines
management were needed and these have been implemented.
Reviews take place for any patients who are readmitted to hospital.
Post discharge phone calls have been shared with other staff across the Trust and interest has
been expressed from mental health wards as well as other community hospitals.
This project was shortlisted for a Trust Service Improvement Award and as such presented at
the Trust's Quality Matters Conference held in January 2016. Details of the conference are also
being shared in an edition of the Trust's internal newsletter Quality Matters.
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4.2

Areas of Good Practice - Are we Effective?
Does people's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence?
One Trust One Mind
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

Dorset HealthCare’s purpose is to provide integrated healthcare services that empower
people to make the most of their lives.

In order to identify if the investment to deliver this new model of working has been effective,
information to help measure any improvements will be collected.

The NHS 5 Year Forward View (2014) also highlights the need for better integration.

The patient experience is key and Friends and Family Test (FFT) responses, compliments and
complaints related to referrals will be monitored. Timeliness of assessment from referral will
also be measured.

"Services need to be integrated around the patient. For example a patient with cancer
needs their mental health and social care coordinated around them. Patients with
mental illness need their physical health addressed at the same time".

Staff experience is also important and feedback will be collected to understand if staff feel they
have increased their knowledge, skills and confidence.

The current situation is that if someone is being seen by one service delivered by the Trust
such as Steps to Wellbeing and the person reports a continence and a potential pressure
ulcer problem, they would need to be referred back to their GP for treatment and for the GP
to make a referral to the district nurses if required.

As well as providing an improved service for patients and carers, the introduction of
collaborative training and education opportunities will improve staff skills and knowledge,
provide a platform for networking and improve communication across departments. This in turn
should lead to improved patient outcomes.

One Trust One Mind aims to break down these barriers in a number of ways. Some work is
already underway, however a more focussed pilot is going to commence in Poole in the next
couple of months. Some key elements include:

Lessons from the pilot projects will help to shape future work and successes will be celebrated
and shared across the organisation to drive change across the Trust.

Cross-training of staff
Cross-training means that mental health practitioners will have a greater understanding of
physical health needs of patients and vice versa. This will enable staff to provide a more
holistic approach to the care of people under their care and help them to identify if additional
support is needed. This will come hand in hand in raising awareness of the range of services
offered by the Trust. This has commenced with physical health staff receiving training in
anxiety and depression thus enabling them to offer advice or techniques to patients such as good sleep hygiene. A pilot is also in place with Older People's Community Mental Health
Teams and Community Matrons. The teams are meeting on a monthly basis for joint
development opportunities and joint supervision.
Set up an internal referral process
The development of an internal referral process, removing the current practice of referring
people back to their General Practitioner (GP), will lead to a reduction in the time people
wait to be referred to an additional service provided by Dorset HealthCare. It will also
streamline the referral process for healthcare professionals, and hopefully improve the
experience of patients / carers.
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5.1

Jun-15

Board Dashboard Monitor Indicators
Month 10 - January 2016
Current
reporting
month

TRUST POSITION
Indicator Name
Clostridium Difficile - meeting the Clostridium Difficile objective

Latest
Quarter

Weighting

Target

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

October December
2015

1.0

0 (above contract)

1

0

0

1

1

3

3

1

2

1

0

0

1

0

Referral to treatment waiting times within 18 weeks - Incomplete Pathway

1.0

> 92%

98.14%

98.12%

98.03%

98.13%

99.63%

97.59%

97.66%

97.61%

97.53%

96.31%

95.47%

93.65%

95.40%

A&E - % of patients waiting less than 4 hours

1.0

> 95%

99.94%

100.00%

100.00%

100.00%

99.92%

99.98%

98.98%

99.95%

99.97%

100.00%

100.00%

99.97%

100.00%

99.99%

> 95%

95.65%

98.06%

97.25%

95.58%

96.23%

95.82%

96.76%

96.60%

95.54%

96.97%

97.14%

97.85%

98.15%

97.32%

Individuals on enhanced CPA receiving follow up within 7 days
Individuals on enhanced CPA having formal review within 12 months

1.0

> 95%

95.7%

97.3%

97.3%

97.9%

95.2%

95.7%

95.1%

95.5%

95.8%

96.1%

95.8%

95.2%

94.1%

95.0%

Delayed discharges per annum

1.0

< 7.5%

9.26%

8.86%

8.17%

5.01%

5.55%

5.23%

5.24%

5.44%

5.77%

5.20%

6.51%

9.65%

7.24%

7.4%

Inpatient access to crisis resolution home treatment services

1.0

> 95%

98.67%

98.73%

100.00%

96.15%

97.26%

97.18%

97.37%

98.75%

95.83%

98.67%

94.44%

95.95%

97.65%

96.4%

New psychosis cases seen (taken on) by early intervention teams

1.0

> 95%

105.00%

96.77%

103.00%

275.00%

136.36%

100.00%

81.8%

85.0%

102.2%

103.6%

108.7%

114.47%

113.80%

114.5%

Data completeness: identifiers

1.0

> 97%

99.6%

99.6%

99.7%

99.7%

99.7%

99.7%

99.7%

99.6%

99.68%

99.70%

99.67%

99.70%

99.70%

99.70%

Access to healthcare for people with a learning disability

1.0

Compliance
against 6 criteria

6

6

6

6

6

6

6

6

0

6

6

6

6

6

Data completeness: outcomes

1.0

> 50%

54.3%

53.9%

54.8%

54.0%

54.1%

54.8%

54.3%

55.3%

54.90%

55.40%

54.70%

54.90%

54.70%

55.00%

91.58%

92.10%

92.19%

92.78%

92.31%

92.04%

90.92%

92.60%

93.62%

93.76%

92.15%

92.02%

92.39%

92.02%

1.0

> 50%

Data completeness: Community Services - RTT Information
Data completeness: Community Services - Referral Information
Data completeness: Community Services - Treatment Activity Information

95.89%

94.38%

93.97%

94.69%

96.06%

94.56%

97.28%

98.05%

97.48%

98.63%

98.65%

98.48%

98.63%

98.48%

89.10%

86.05%

86.35%

85.47%

89.85%

87.29%

91.58%

91.93%

90.11%

92.66%

92.63%

91.20%

91.87%

91.20%

Early intervention in Psychosis - care package within two weeks of referral

1.0

> 50%

88.88%

86.67%

83.47%

84.44%

86.36%

87.43%

85.78%

88.80%

IAPT - common mental health problems treated within 6 weeks of referral

1.0

>75%

91.64%

89.41%

89.28%

90.70%

88.87%

91.43%

90.77%

90.53%

93.19%

89.56%

IAPT - common mental health problems treated within 18 weeks of referral

1.0

>95%

99.59%

99.19%

98.97%

99.75%

99.60%

99.36%

99.58%

100.00%

99.84%

99.25%

* Please note that the data reflects reports provided by our Patient Management System supplier (Mayden) based on guidance from HSCIC. Mayden are testing replica reports from HSCIC to allow up to date reporting to be completed by the service
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5.2

Area of Concern - Monitor Indicator

Individuals on enhanced Care Programme Approach (CPA) having formal review within 12
months

In month

YTD

Percentage of people with a formal review with 12 months

94.1%

95%

Current
status

What is causing the concern?

Data
Quality

Forecast next month

Trend

What actions have been taken to improve performance?

The 12 month CPA Review indicator is 94% against a target of 95% for January 2016. This is a
quarterly NHS Improvement target. Out of 526 people due a review in January, there were 29
exceptions. Details of the teams with exceptions are shown below.

1. This is being monitored to ensure that the quarterly threshold is met.
2. The work being undertaken by the mental health services and medical director detailed in the care
plan and risk assessment exception reports will also help to address the timeliness of CPA reviews.

EIS 10
AMH Weymouth & Portland CMHT 5
AMH Bridport 3
AMH Bournemouth West CMHT 2
AMH Christchurch & Southbourne CMHT 2
AMH Blandford 1
AMH Bournemouth East CMHT 1
AMH Dorchester 1
AMH Prison Community Mental Health Service 1
AMH Shaftesbury 1
AOT Weymouth & Portland 1
OPMH Weymouth and Portland CMHT 1

Year to Date Trend Analysis

Forecast

Percentage of people with a formal review with 12 months
100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Month Performance
95.7%
Jan-15
97.3%
Feb-15
97.3%
Mar-15
97.9%
Apr-15
May-15
95.2%
95.7%
Jun-15
95.1%
Jul-15
95.5%
Aug-15
95.8%
Sep-15
96.1%
Oct-15
95.8%
Nov-15
95.2%
Dec-15
94.1%
Jan-16
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Expected date to be within threshold

30/04/2016

Review
Lead Director

EY

5.7

Inpatient Nursing Staffing – National Return for January

Hospital Site Details
Site
Code

Main Specialties on each ward
Ward name

Hospital Site name

Specialty 1

Night
Day
Registered
Registered
Care Staff
Care Staff
midwives/nurses
midwives/nurses
Total
Total
Total
Total
Total
Total
Total
Total
monthly
monthly
monthly
monthly
monthly
monthly
monthly
monthly
planned actual staff planned actual staff planned actual staff planned actual staff
hours
hours
staff hours
staff hours
staff hours
hours
staff hours
hours
325.5
682.5
1374
1079
1384.25
1410.5
651
619.5

Day
Night
Average
Average
Average
Average
fill rate fill rate registered fill rate - registered fill rate care
staff
care
staff
nurses/
nurses/
(%)
(%)
midwives
midwives
(%)
(%)
78.5%
101.9%
95.2%
209.7%

RDY22

ALDERNEY HOSPITAL

Guernsey Ward

314 - REHABILITATION

RDY22

ALDERNEY HOSPITAL

Jersey Ward

314 - REHABILITATION

1354.75

1264.75

1377.5

1170.75

431.5

652

315

630

93.4%

85.0%

151.1%

RDY22

ALDERNEY HOSPITAL

Herm Ward

715 - OLD AGE PSYCHIATRY

1099

939.67

2585

2903.71

420

362.5

1170

1299

85.5%

112.3%

86.3%

111.0%

RDY22

ALDERNEY HOSPITAL

St Brelades Ward

715 - OLD AGE PSYCHIATRY

1289

1044.25

2605.47

2950.15

550

370

1240

1425

81.0%

113.2%

67.3%

114.9%

RDYER BLANDFORD COMMUNITY HOSPITAL

Tarrant Ward

314 - REHABILITATION

912.5

921.23

2026

2043.33

651

654

441

651

101.0%

100.9%

100.5%

147.6%

RDYEJ BRIDPORT COMMUNITY HOSPITAL

Langdon Ward

314 - REHABILITATION

1373.5

873.5

1373.5

1571.25

640.5

493.5

325.25

575.75

63.6%

114.4%

77.0%

177.0%

RDYEJ BRIDPORT COMMUNITY HOSPITAL

Ryeberry Ward

314 - REHABILITATION

930

790.5

697.5

1259.75

325.5

331.25

325.5

651

85.0%

180.6%

101.8%

200.0%

RDYEW FORSTON CLINIC

Melstock House

710 - ADULT MENTAL ILLNESS

951.83

1065.5

869.23

966.73

277.47

331.82

576.8

663.38

111.9%

111.2%

119.6%

115.0%

RDYEW FORSTON CLINIC

132.6%

200.0%

Waterston AAU

710 - ADULT MENTAL ILLNESS

921

1018.5

1387.5

1661

650.57

501.83

652.57

865.46

110.6%

119.7%

77.1%

RDYFX NIGHTINGALE HOUSE

Florence House

710 - ADULT MENTAL ILLNESS

382.26

474.42

147.97

182.5

327.91

340.57

305.91

270.93

124.1%

123.3%

103.9%

88.6%

RDYFX NIGHTINGALE HOUSE

Nightingale Court

710 - ADULT MENTAL ILLNESS

609.75

655.83

434.17

831.84

333.25

333.25

333.25

379.92

107.6%

191.6%

100.0%

114.0%

RDYFX NIGHTINGALE HOUSE

Nightingale House

710 - ADULT MENTAL ILLNESS

835

792

1453.25

1212.33

333.25

333.25

670

670.5

94.9%

83.4%

100.0%

100.1%

RDY32

Kimmeridge Court

710 - ADULT MENTAL ILLNESS

465.25

484.27

607.5

673.5

309.43

332.27

320.1

321.09

104.1%

110.9%

107.4%

100.3%

KIMMERIDGE COURT

465

543.76

458

477

333.25

355

333.25

356.5

116.9%

104.1%

106.5%

107.0%

112.5

112.5

112.5

112.5

-

-

114

114

100.0%

100.0%

-

100.0%

711- CHILD and ADOLESCENT PSYCHIATRY

922.5

1033.01

1339.5

915

356.5

427

1426

1392

112.0%

68.3%

119.8%

97.6%

314 - REHABILITATION

927.5

852.75

1139

1093

651

630

325.5

357

91.9%

96.0%

96.8%

109.7%

710 - ADULT MENTAL ILLNESS

930

1212.11

1395

2108.87

315.27

332.51

630.54

780.53

130.3%

151.2%

105.5%

123.8%

710 - ADULT MENTAL ILLNESS

1088.5

968.26

1864.75

2305.6

330.77

330.77

991.83

1141.38

89.0%

123.6%

100.0%

115.1%

Harbour Ward

710 - ADULT MENTAL ILLNESS

911.5

945.66

1390.75

1435.91

330.77

320.1

661.23

746.59

103.7%

103.2%

96.8%

112.9%

ST ANN'S HOSPITAL

Seaview AAU

710 - ADULT MENTAL ILLNESS

1513.25

1235.8

1059

1536.37

380.9

263.57

586.61

1077.34

81.7%

145.1%

69.2%

183.7%

ST ANN'S HOSPITAL

Twynham Ward

712 - FORENSIC PSYCHIATRY

886.25

802.78

2207.75

2312.61

330.77

330.77

992

967.32

90.6%

104.7%

100.0%

97.5%

929.5

803.5

1144

1083.5

651

630

325.5

315

86.4%

94.7%

96.8%

96.8%

RDYFT MAIDEN CASTLE HOUSE

Glendinning Unit

710 - ADULT MENTAL ILLNESS

RDYCV OAKCROFT

Oakcroft

700- LEARNING DISABILITY

RDYMR PEBBLE LODGE

Pebble Lodge

RDYEH PORTLAND HOSPITAL

Castletown Ward

RDY10

ST ANN'S HOSPITAL

Alumhurst Ward

RDY10

ST ANN'S HOSPITAL

Dudsbury Ward

RDY10

ST ANN'S HOSPITAL

RDY10
RDY10

RDYFG ST LEONARDS COMMUNITY HOSPITAL Canford Ward

314 - REHABILITATION

RDYFG ST LEONARDS COMMUNITY HOSPITAL Fayrewood Ward

314 - REHABILITATION

925.5

948.93

1808.5

1648

649.75

650.5

325.25

325.25

102.5%

91.1%

100.1%

100.0%

RDYFF

Stanley Purser Ward

314 - REHABILITATION

1076.25

999.34

1155.25

1115

651

525

315

504

92.9%

96.5%

80.6%

160.0%

RDYFE VICTORIA HOSPITAL W'BORNE

Hanham Ward

314 - REHABILITATION

930

925

1500.5

1401

651

652

325.5

367.5

99.5%

93.4%

100.2%

112.9%

RDYFD WAREHAM COMMUNITY HOSPITAL

Saxon Ward

314 - REHABILITATION

894

859.41

1157.5

1039

651

576.25

325.5

409.5

96.1%

89.8%

88.5%

125.8%

RDYEG WESTHAVEN HOSPITAL

Linden Unit

710 - ADULT MENTAL ILLNESS

1065

982.01

925.5

1001

661.23

665.98

661.23

661.23

92.2%

108.2%

100.7%

100.0%

RDYEG WESTHAVEN HOSPITAL

Radipole Ward

314 - REHABILITATION

1878.5

1972.03

2240

2243.07

975.75

832.42

650

870.25

105.0%

100.1%

85.3%

133.9%

RDYEY WESTMINSTER MEMORIAL HOSPITAL
RDYEF WEYMOUTH COMMUNITY HOSPITAL

Ashmore/Shaston Ward 314 - REHABILITATION
Chalbury Unit
715 - OLD AGE PSYCHIATRY

913.5
886.75

811.25
610.25

1112.5
2215

1150.25
1626.75

651
661.23

600.5
480.77

325.5
992

377.25
884.96

88.8%
68.8%

103.4%
73.4%

92.2%
72.7%

115.9%
89.2%

SWANAGE COMMUNTIY HOSPITAL

RDYFC YEATMAN HOSPITAL

The Willows

314 - REHABILITATION

1815

1678.75

2197.25

2010.5

976.5

958.25

650.75

654.75

92.5%

91.5%

98.1%

100.6%

RDY10

Haven Ward

996 - PSYCHIATRIC INTENSIVE CARE UNIT

1620

1405.5

1152.75

1183.5

330.77

330.77

992

863.62

86.8%

102.7%

100.0%

87.1%

ST ANN'S HOSPITAL
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6.0 Annual Plan Progress

On track
Work in progress - expected to deliver
Reduced confidence in delivery

ANNUAL PLAN 2015/16 - as at the end of January 2016

R

2

Complete

C

12

RAG*

Movement
on Month

G

↔

31/03/2016

A/G

↔

31/03/2016

G

↑

31/03/2016

A/G

↔

A/G

↑

Deliverable

15-APL-1.0

Key Delivery Theme One : Quality Strategy - Delivery of Quality Priorities

15-APL-1.1

Experience - lessons learned from the findings from local investigations and reviews will be shared beyond the
team involved to improve the experience of our patients

FH

15-APL-1.2

Safety - to promote safe and therapeutic staffing levels within community mental health teams (including home
treatment) and district nursing teams

FH

15-APL-1.3

Clinical effectiveness - support staff to implement the NICE quality standards through policy and guideline
update, local clinical audit and action plan delivery

FH

15-APL-1.4

FH

15-APL-1.5

Delivery of 2015/16 Actions:
- Approval of Quality Strategy 2015-18, including Quality Objectives
- Actions arising from quarterly reviews
Delivery of 2015/16 CQUINS

15-APL-2.0

Key Delivery Theme Two : Integration

15-APL-2.1

15-APL-2.3

Explore Mental Health payment systems with commissioners that will support service integration
NB This is reliant on CCG
Complete review of adult community mental health services to ensure that they are managed effectively
within integrated teams within localities
Scope work programme to progress integrated working with GPs across Dorset

SH

15-APL-2.4

Implement work programme for progressing integrated working with GPs across Dorset - ongoing programme

SH

15-APL-2.5

Deliver 2015/16 Better Together Work Programme
Better Together Workstreams:
- Integrated Locality Teams
- Information Sharing
- Dorset Care Record
- Workforce and Organisational Development
- Carers Services
Key Delivery Theme Three: Mental Health

SO'D

Reduce the number of patients who have to be placed out of area
- out of area target of less than 7
Review impact of Action Plan to improve service quality of the crisis response service and develop further
actions

EY/NK

15-APL-3.0
15-APL-3.1
15-APL-3.2

Lead Director

SO'D/EY/LB/
(FH)

EY
EY

EY

28

↑
↔
↓

Off track

PMO Ref

15-APL-2.2

G
A/G
A

RAG Status
Count
14
21
9

A/G
A/G

31/03/2016

31/03/2016

31/03/2016

C
G

Actual /
Forecast
Date

↔
↔
↔

31/03/2016
31/03/2016
31/03/2016
31/03/2016

G

↔

A

↔

31/03/2016

A/G

↑

31/03/2016

Movement
Count
6
40
0

2016/17
C/F

PMO Ref

Deliverable

15-APL-3.3

Delivery of Action Plan to improve service quality - services provided within Dudsbury Ward (renamed Chine
Ward)
Q4 Action Plan to implement recommendations of review of adult community mental health services (Acute
Care Pathway)
Review Mental Health Acute Care Pathway with Dorset CCG and implement changes

15-APL-3.4
15-APL-3.5
15-APL-3.6

15-APL-3.7

Lead Director

Complete review of Children’s Emotional Health and Wellbeing across Bournemouth, Poole and Dorset, and
implement resulting service improvement transformation programme, comprises:
- Implementing findings of Pan-Dorset CAMHS Review
- Developing service improvement plan across all localities by end September 2016
- Finalising with commissioners priority schemes for £250k investment in financial year 2015/16
- Completing CAMHS future-in-mind self assessment tool to inform local transformation plans
-Working with commissioners to submit local transformation plans for further investment by October 2015

EY
EY
EY

RAG*

Movement
on Month

A

↔

A/G

↔

31/03/2016
31/03/2016

C

31/03/2016

LB

A/G

Delivery of Action Plan for delivery of local psychiatric intensive care services for women

Actual /
Forecast
Date
31/03/2016

↔

EY/SH

31/01/2016
C

15-APL-4.0

Key Delivery Theme Four: Community Services

15-APL-4.1.1

Continue the transformation of health visiting workforce across Bournemouth, Poole and Dorset
- Rolling recruitment campaign to increase the number of Health Visitors to reach the trajectory of 180.6 WTE.
- To deliver the change in delivery of services from a GP registered population to a resident population in
Health Visiting Services. With all families handed over, where appropriate by 31.03.2016.

LB

Continue the transformation of school nursing workforce across Bournemouth, Poole and Dorset
- Develop and implement a pan Dorset approach to delivery of school nursing, joint with Public Health Dorset
(as per SDIP for School Nursing)
- Ensure the whole school nursing workforces are trained to meet the needs of the local population and all
elements of current specification. (as per SDIP for School Nursing)
- Ensure allocation of school nursing time to Special Schools and Pupil Referral Units (PRUs) (or equivalent) to
deliver the healthy child programme (as per SDIP for School Nursing)
Deliver the recommendations from the productivity and efficiency reviews in Intermediate Care services
aligned to individual action plans, re-profiling as necessary
Develop Action Plan to exploit the excellent work being done to address the health needs of people within the
criminal justice system

LB

15-APL-4.1.2

15-APL-4.2
15-APL-4.3

31/03/2016

A/G

SO'D
SO'D

31/03/2016

A/G

↑

A/G

↔

31/03/2016

A/G

↔

31/03/2016

15-APL-5.0

Key Delivery Theme Five: Workforce and workforce development

15-APL-5.1

Develop Recruitment and Retention Strategy as part of HR Strategy

CH

C

15-APL-5.2

Develop and deliver an Action Plan for Attraction, Recruitment and Retention

CH

A

15-APL-5.3

Improvement in options and availability of a range of temporary staff

CH

A

29

↔

31/03/2016

↔
↔

31/03/2016
31/03/2016

2016/17
C/F

PMO Ref

Deliverable

15-APL-5.4

Develop and deliver goals to improve the Trust's Equality performance and outcomes and implementation of
BME Workforce Equality Standard
Development of new pathways/programmes with educational partners to address gaps identified as a result of
new models of working
Further embed coaching and broaden provision

15-APL-5.5
15-APL-5.6
15-APL-5.7
15-APL-5.8
15-APL-5.9

Redesign of the corporate induction, workplace induction and preceptorship to embed the Trust's new Vision
and Values and review against Behaviour framework once approved
Develop and embed a diverse portfolio of flexible learning opportunities to enhance knowledge, skills,
behaviours and confidence to deliver Better Every Day
Continuation and further development of Board and leadership development programmes to meet evolving
needs and support culture change

15-APL-6.0

Key Delivery Theme Six: Bournemouth University

15-APL-6.1

Develop a think tank with Bournemouth University which meets at least quarterly where proposals and
projects can be presented regarding how the two organisations can share expertise and work more closely
together

Movement
on Month

G

↔

G

31/03/2016

A

↔
↔
↔

A/G

↔

31/03/2016

G

↔

31/03/2016

G

↔

NP

G
G

A

↔
↔
↔
↔
↑

A

↔

A/G

CH
CH
CH
CH/NP
CH
CH

G

SH

15-APL-7.0

Key Delivery Theme Seven: Organisational Development

15-APL-7.1

Launch and embed staff recognition scheme and annual awards

15-APL-7.2

Develop, deliver and embed the Behaviours Framework

NP

15-APL-7.3

Deliver Vison and Values Development Plan to include:
- publication and delivery of external engagement programme
Develop a cultural barometer and report within the Corporate Dashboard

NP

NP

15-APL-7.7

Delivery of external website with a 50% improvement against current baseline for the following measures of
success: customer experience benchmarking data based on survey results
Redevelopment of Trust intranet into an internal website with a 50% improvement against current baseline for
the following measures of success:
- user experience benchmarking data based on survey results
Development and launch of a participation toolkit, with case studies, best practice and guidance documents

15-APL-7.8

Develop and launch a Carer's Strategy to include carers' passports

NP

A/G

↔
↔

15-APL-8.0

Key Delivery Theme Eight: Information Management &Technology

15-APL-8.1

Implement IMT Work Programme as detailed within IMT Strategy

JC

A/G

↔

15-APL-9.0

Key Delivery Theme Nine : Estates

15-APL-9.1

Project Work undertaken Results presented to the Board:

15-APL-9.1.1

- 13 Locality Estates Plans

SH

A

↔

15-APL-9.1.2

- PICU OBC

SH

15-APL-7.4
15-APL-7.5
15-APL-7.6

NP

30

Actual /
Forecast
Date
31/03/2016

RAG*

Lead Director

A
A/G

NP

NP

C

2016/17
C/F

31/03/2016
31/03/2016

31/03/2016

30/09/2015
31/03/2016
31/03/2016
31/03/2016
31/07/2016

Y

31/03/2016

31/03/2016
30/06/2016

Y

31/03/2016

31/05/2016
31/01/2016

Y

Lead Director

RAG*

- Chalbury OBC

SH

C

Actual /
Forecast
Date
30/07/2015

- St Ann`s FBC

SH

C

31/01/2016

PMO Ref

Deliverable

15-APL-9.1.3
15-APL-9.1.4
15-APL-9.1.5

Movement
on Month

- Forston Clinic

SH

C

31/01/2016

15-APL-9.1.6

- Shelley Road/Kings Park Hospital

SH

C

31/01/2016

15-APL-9.2

Enhance the care environment for Mental Health service users

SH

C

17/02/2016

15-APL-10.0

Key Delivery Theme Ten: Financial Plans 2016/17

15-APL-10.1

Deliver Financial Plan 2015/16

15-APL-10.1.1

- Delivery £6.1m CIP Programme

JC

R

15-APL-10.1.2

- Delivery £4.5m of investments

JC

R

15-APL-10.1.3

- Final position £2.2m deficit

JC

G

15-APL-10.2

Delivery of Capital Programme

JC/SH

R

↔
↔
↑
↔

15-APL-11.0

Clinical Services Review

15-APL-11.1

Respond to the public consultation on the recommendations of the Clinical Services Review

A/G

↔

15-APL-11.2

Define the function and purpose of each community hospital in relation to Acute services and in their localities,
consistent with the Clinical Services Review

A/G

↔

15-APL-12.0

Capacity and Resilience

15-APL-12.1

Development of 7-day working proposals:
- SDIP: Exploration into the extension of the role of home treatment and/or CMHT to enable 7-day working for
patients with mental health needs

SH/SO'D/
NP
SH/SO'D/LB

SO'D/EY/LB

31/03/2016

30/06/2016

Y

30/06/2016

Y

31/03/2016
31/03/2016
31/03/2016

31/03/2016
G

↔

A/G

↔

[Requesting closure as delivered]
15-APL-12.2
15-APL-12.3
15-APL-12.4

15-APL-12.5

Develop capability to flex services at short notice, and / or with longer-range warning, with the production of
refreshed Business Continuity template, and delivery of training
Produce productivity report for intermediate care services to gain a better understanding of the capacity of this
provision across the teams in Dorset HealthCare
Ensure Winter Plan and bank holiday preparation reflects lessons identified from pressures during Winter
2014/15 and Easter 2015

SO'D

Participate in the CCG task and finish group planning for expected pressures, working to improve the use of
MIUs instead of A&E where possible

SO'D
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SO'D

31/03/2016
30/11/2015

C

SO'D

13/10/2015
C

A/G

↔

2016/17
C/F

31/03/2016

7.1

Indicator Overview- Quality Metrics

KLoE

Indicator
Whether patients do not feel safe in
our hospitals

Patient Safety Incidents

Violent incidents patient on patient

Violent incidents patient on staff

Falls on inpatient wards

Are We Safe?

Number of Patients Absconding

Prone Restraint

Why we are using this metric

Description

Feeling safe is essential for recovery and therapeutic
interventions.

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)

A good safety culture is shown by high reporting of
Percentage of all patient safety incidents which
patient safety incidents with low or avoided harm and a have actual impact moderate, major or catastrophic.
low reporting of moderate impact or above incidents.
Threshold based on being in the top half of trusts
providing mental health services from a six-monthly
average of NRLS data (Sep 14)
Reported as a six-monthly moving average
Patients expect to be treated in a safe and therapeutic Number of violent incidents (patient on patient)
environment. Violent incidents are no more acceptable reported on Ulysses for inpatient areas of physical
on inpatient units than in the community.
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.
Staff expect to work in a safe and therapeutic
Number of incidents reported on Ulysses for
environment. Violent incidents are no more acceptable inpatient areas of physical assault from patients to
in inpatient units than in the community.
staff in the month. Threshold based on a 20%
reduction on 2013/14 incidents as used in the
Quality Priority indicators for 2014/15.
All falls put patients at risk of more serious injury e.g.
Number of incidents of falls resulting in injury
fracture. The focus on falls resulting in injury is to help reported on Ulysses in the month in hospitals.
understand the number of falls that result in harm,
Threshold based on 20% reduction on 2014
including minor harm.
incidents.
Many patients brought into hospital are at risk of
Number of absconding incidents in the month of
harming themselves or others. Patients who abscond
inpatients sectioned under the Mental Health Act. It
may harm themselves or others.
excludes failure to return incidents. Threshold
based on a 20% reduction on 2014 incidents.
People must not be deliberately restrained in a way that Number of prone restraint incidents. Threshold to be
impacts on their airway, breathing or circulation such as agreed.
prone restraint (Department of Health April 2014).

Seclusion

Seclusion should not be included in a care plan and
only used as a last resort.
Healthcare Acquired Infections: C. diff C.diff can be life threatening in the elderly or otherwise
nb. This is also a Monitor Risk
vulnerable patients. Good infection control measures
Assessment Framework indicator
on inpatient units should prevent/limit the numbers of
patients infected.
Healthcare Acquired Infections: MRSA MRSA bacteraemia can be life threatening in the
bacteraemia
elderly or in 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.
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.

Avoidable pressure ulcers acquired in Good nursing care should prevent pressure ulcers from Number of avoidable grade 3 and above (including
care (Grade 3 and above)
being acquired in care.
unstageable) pressure ulcers acquired in care
provided by the Trust reported to commissioners is
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 20%
reduction on 2014 incidents.
Mandatory training completed

Vacancies

Sickness rates

Re-admission within 28 days to
Community Hospitals

Staff must have had mandatory training for their own
safety and the provision of safe care for patients.

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 number of vacancies has a direct link to the ability The full time equivalent active vacancies at month
to staff wards and teams.
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.

Re-admission within 28 days to Mental Early readmission may be an indicator that discharge
Health Wards
planning was inappropriate.

% of Bed days with delayed transfer
from mental health unit
nb. This is also a Monitor Risk
Assessment Framework indicator
% of Bed days with delayed transfer
from physical health unit

Up to date care plans are in place for
all patients

Are we Effective?

Risk Assessments updated in
previous 12 months

CPA 7 Day Follow Up
nb. This is also a Monitor Risk
Assessment Framework indicator

Falls assessments within 24 hours

Delayed discharges are a significant factor with
negative consequences for the effectiveness and
quality of care received and also contribute to
significant additional costs.
Delayed discharges are a significant factor with
negative consequences for the effectiveness and
quality of care received and also contribute to
significant additional costs.
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.

Walsall

Pressure ulcer risk assessments should be carried out
in order for interventions to be implemented to avoid
pressure ulcers developing.

TBA

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.
Of those patients admitted as an emergency how
many had been previously discharged within 28
days. National benchmarking threshold.
Of those occupied bed days in mental health units,
how many were delayed. Monitor target.

Percentage of patients delayed on an agreed
snapshot day in the month, calculated using the
number of community hospital beds. Contractual
target.
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.

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

Pressure ulcer risk assessments
(Braden)

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

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.
Percentage of applicable patients who receive a
pressure ulcer risk assessment within 4hours of
admission to hospital. Community hospital patients
and mental health patients >=65 years old.
Contractual target.
TBA
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Threshold
no threshold

< 8.08% green
>=8.08% red

<30 green
>=30 red

<45 green
>=45 red

<=30 green
>30 red

<=6 green
>6 red

TBA
<=3 green
>3 red
<=1 green
>1 red

0 = green
>=1 red

<=6 = green
>6 = red

>95% green
<=95% red

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

<4% green
>=4% red

TBA

9%

< 7.5% green
>= 7.5% red

< 3.5% green
>=3.5% 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
TBA

7.1

Indicator Overview- Quality Metrics

Are We Caring?

Are we Effective?

KLoE

Indicator

Why we are using this metric

Description

Completed Appraisals in the last year Appraisal is an important opportunity for staff to discuss Percentage of staff having an appraisal within a
with their manager concerns about performance,
rolling 12 month period. Threshold has been locally
practice and working environment. Objectives to be set set.
which both improve individual practice and the care
provided to patients.
Clinical supervision occurring
according to Trust standard

Clinical supervision should be in place to ensure that
Percentage of registered staff (excluding medical
registered staff are supported in meeting the Trust and staff) receiving a minimum of quarterly clinical
professional requirements for delivering safe, high
supervision. Threshold has been locally set.
quality care.

Patient Friends & Family Test Response Rate

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.

Family and Friends Tests completed by patients on
the handheld devices and paper surveys in hospital
as a percentage of discharges in the month.

Patient Friends & Family Test - %
Recommended

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.

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

Patients involved in their care

Are We Well Led?

Whether staff would recommend
This is a nationally reported measure and allows for
teams in which they work to family and Trust benchmarking. It is a proxy indicator as to staff
friends (Staff Friends & Family Test) - engagement and morale.
place of work

Whether staff would recommend
This is a nationally reported measure and allows for
teams in which they work to family and Trust benchmarking.
friends (Staff Friends & Family Test) place of treatment

New measure of staff engagement
Cash balance
Capital Expenditure

CIP Performance

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 three
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 2014 annual staff survey. (Mean for
all trusts was 59% in 2014)
TBA
Figure taken from the accounts ledger.
Figure taken from the accounts ledger.

TBA

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 Surplus / Deficit
Financial Sustainability Risk Rating

Figure taken from the accounts ledger, with input
from the PMO office.
Figure taken from the accounts ledger.

This provides and 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.

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

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

Patients have the right to timely assessment and
treatment.

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.

Patients have appointments and
treatments within agreed limits
- IAPT

Patients have the right to timely assessment and
treatment.

Monitor Governance Rating

Patients have appointments within
agreed limits CAMHS Tier 3

Are We Responsive?

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.
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 three 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 2014 annual staff
survey. (Mean for all trusts was 54% in 2014)

Patients have appointments within
agreed limits CAMHS Tier 2

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

Compliments

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 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
Percentage of patients seen within four weeks of
treatment.
referral to assessment to Tier 3 Child and
Adolescent Mental Health Services (CAMHS).
Contractual target.
Patients have the right to timely assessment and
Percentage of patients seen within eight weeks of
treatment.
referral to assessment to Tier 2 Child and
Adolescent Mental Health Services (CAMHS).
Contractual target.
Patients have the right to timely assessment and
Percentage of patients seen within four weeks of
treatment.
referral to assessment in the Memory Assessment
Service (MAS). Contractual target.
Patients have the right to timely assessment and
Percentage of patients seen within six weeks of
treatment.
referral to assessment in the Memory Assessment
Service (MAS). Contractual target.
Patients' experience of not being satisfied with their
Number of complaints received, both written and
care and treatment provides an opportunity for learning. verbal.
Patients' experience of being satisfied with their care
and treatment provides an opportunity for learning.

>= 95% green
<95% red

>95% green
<=95% red

TBA

95%

95%

>=55%

>=66%

TBA
no threshold
Within 15% of
planned green
>15% or < 15%
red
Within planned
amount green
< plan red
Surplus green
Deficit red
3

Green

98%

>=95%

no threshold

no threshold

>=75%

>=95%

no threshold

Number of compliments received.
no threshold

Complainants rating of the handling of How people's concerns or complaints are listened to
their complaints
and responded to is an indicator of the quality of their
care.

Duty of Candour

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.
Ensuring openness and transparency with patients and Number of times duty of candour disclosure was
their representatives in relation to care and treatment. identified as appropriate following incidents resulting
Duty of candour includes informing people about
in moderate, major or catastrophic harm.
incidents, providing reasonable support, providing
truthful information and an apology when things go
wrong.

Any amendments from the previous month / updates are shown in blue
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>73% green
<=73% red

no threshold

7.2

Indicator Overview- Monitor Risk Assessment Framework

Area

Name
Referral to treatment waiting times within 18
weeks - incomplete pathways

A&E - % of patients waiting less than 4 hours

Description / Notes
Performance is measured on an aggregate (rather than
specialty) basis and NHS foundation trusts are required to
meet the threshold on a monthly basis.
Waiting time is assessed on a provider basis, aggregated
across all sites: no activity from off-site partner organisations
should be included. The 4-hour waiting time indicator will
apply to minor injury units/walk in centres.

All patients discharged to their place of residence, care
home, residential accommodation, or to non-psychiatric care
must be followed up within seven days of discharge. Failure
Individuals on enhanced Care Programme
against either threshold represents a failure against the
Approach having formal review within 12 months
overall target.
This indicator applies only to admissions to the foundation
trust’s mental health psychiatric inpatient care. The indicator
applies to users of working age (16-65) only, unless
otherwise contracted. This includes CAMHS clients only
where they have been admitted to adult wards. An
Inpatient access to crisis resolution home
admission has been gate-kept by a crisis resolution team if
treatment services
they have assessed the service user before admission and if
they were involved in the decision-making process, which
resulted in admission.

Access

Individuals on enhanced Care Programme
Approach receiving follow up within 7 days

Outcomes

New psychosis cases seen (taken on) by early
intervention teams

Monitoring
period

> 92%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

Delayed discharges per annum

Delayed transfers of care attributable to social care services
are included.

< 7.5%

Quarterly

Meeting the Clostridium. difficile objective

Will apply to any inpatient facility with a centrally set C.
difficile objective. Monitor will assess trusts for breaches of
the C.diff objective at each quarter using a cumulative YTD
trajectory

de minimus: limit
currently set at 12.
(Monitor may
consider scoring
cases of <12 if
PHE indicates
multiple outbreaks)

Quarterly

Compliance
against 6 criteria
set out in
Healthcare for All
(DH, 2008)

Quarterly

> 97%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

> 75%

Quarterly

> 95%

Quarterly

Access to health for people with a learning
disability

Data completeness - identifiers

Data completeness - outcomes for patients on
CPA
Data completeness: Community Services - RTT
information
Data completeness: Community Services Referral information
Data completeness: Community Services Treatment Activity Information

New

Quarterly performance against commissioner contract.
Threshold represents a minimum level of performance
against contract performance, rounded down.

Target

Meeting the six criteria for meeting the needs of people with
a learning disability, based on recommendations set out in
Healthcare for All (DH, 2008). NHS foundation trust boards
are required to certify that their trusts meets these
requirements above at the annual plan stage and in each
quarter. Failure to do so will result in the application of the
service performance score for this indicator.
Patient identity data completeness metrics (from MHMDS) :
NHS number / DOB / Postcode / Current gender / GP
organisation code / commissioner organisation code
Completeness of outcomes (from MHMDS): employment
status / accommodation status / HoNOS assessment in last
12 months
Data completeness levels for trusts commissioned to
provide community services, using Community Information
Data Set (CIDS) definitions. While failure against any
threshold will score 1.0, the overall impact will be capped at
1.0. Failure of the same measure for three quarters will
result in a red-rating.

Early intervention in Psychosis (EIP) - to
commence reporting in Quarter 4 of 2015/16

People experiencing a first episode of psychosis treated with
a NICE approved care package within two weeks of referral.
This indicator has become live in January 2016 and is
expected to change from April 2016.

Improving access to psychological therapies
(IAPT) - to commence reporting in Quarter 3 of
2015/16

People with common mental health conditions referred to
the IAPT programme will be treated within 6 weeks of
referral
People with common mental health conditions referred to
the IAPT programme will be treated within 18 weeks of
referral
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FINANCE REPORT FOR MONTH 10, JANUARY 2016

Metric

YTD
Position

Summary

 = Improved
Performance

Budgetary
Performance

↑

1. OVERALL POSITION
The Financial Plan is for a £2.2m deficit and it reflects the importance the Trust places on investment.
The Month 10 net position has improved against Month 9, being a cumulative deficit £2.8m (1.4%) which is £1.0m
worse than Plan (Month 9 £1.4m). Further detail is in Appendix 1 (Income & Expenditure Summary) and in the
sections below.
The year-end forecast is achievement of plan, an improvement by £0.4m against last month. The revised forecast
range is: most favourable £2.0m, most likely £2.2m, least favourable £2.9m. Further detail is in Appendix 2
(Forecast Outturn / Bridge and Range) including movements since last month.
Reducing agency expenditure and improving workforce management remains the key focus to improving the Trust’s
financial performance. We have seen positive results from these actions over the past few months with a marked
drop in agency spend for January (see section 3.6).
Main cost pressures are within Prisons. A range of actions (section 3.3) have been put in place to mitigate costs in
year. Longer term action has been taken with notice given to Commissioners to end provision of Prison Services
from April 2017.
Other main overspend areas include Medical Staffing, MH Inpatient wards, Out of Area placements and CIP
underachievement. Further detail for all key issues is in sections 3 and 4.
The overspend areas above are counter balanced by net pay underspends across all directorates and projected to
underspend by £5.2m. Recovery actions taken across the Trust have contributed to this position.
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2. INCOME





Plan to date: £210.9m.
Actual to date: £211.0m
Variance to date: £0.1m
Year-end forecast: matching plan
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3. MAIN DETERMINANTS OF ADVERSE EXPENDITURE POSITION





Plan to date: £206.3m
Actual to date: £209.3m
Variance to date: £3.0m
Year-end forecast: £3.9m adverse variance

The four major contributors to the adverse financial position, as previously reported to the Trust Board, represent a
combined forecast expenditure overspend of £5.2m (see sections 3.1-3.4 below).
The major determinant of the adverse expenditure position is agency spend. Actions taken are yielding results, with
reduced costs over the last 4 months, most notably in the current month (see section 3.6).
Contingency of £1.7m will be required to achieve £2.2m deficit plan.

3.1 Out of Area Placements
Overview:
 Actual to date: £2.5m
 Overspend to date: £0.9m, a slight deterioration of £19k against last month
 Year-end forecast: £1.0m overspend, a £28k improvement against last month.
There are currently 9 placements out of county all of whom are women in PICU units. This is an increase of 1
patient against December.
The new PICU unit for women is scheduled for completion in the Autumn of 2016. Until then, effort continues to
minimise out of area placements.
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3.2 Mental Health Inpatient Wards – Pay
Overview:




Actual to date: £9.9m (of which agency remains at £0.6m)
Overspend to date: £0.6m as reported at Month 9
Year-end forecast: £0.6m, as reported since Month 6

Actions taken are:
 Revised systems of control for approval of agency shifts across all mental health inpatient areas.
 Additional eRoster training for all managers to ensure effective staff management to reduce reliance on
temporary staffing.
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Exception reporting with senior manager oversight for all additional staffing above ward establishment
Review of all staffing establishments across the wards in line with acuity and occupancy levels with any
suggestions to vary skill mix to reduce bank / agency usage submitted to the Director of Nursing for
approval.

3.3 Prison Services
Overview:
 Actual to date: £12.6m
 Overspend to date: £2.0m
 A slight deterioration of £28k against last month:
o Pay: £93k adverse
o Non-pay: £66k favourable
 Main driver for this position is:
o Pay: agency spend on medical and nursing staff which is only partially offset by pay underspends
from vacancies
o Non-pay: reduced Bedwatch and drug treatment service costs.
 Year-end forecast: £2.5m, as reported at Month 9
In January the expenditure level has improved against the trend seen in previous months. The forecast outturn has
remained steady at £2.5m but has absorbed the anticipated £0.2m Recruitment & Retention payment.
Actions taken include:
 2 GP posts appointed starting in February and March.
 The Trust Bank taking on booking of prison agency, ensuring robust controls and E-Roster being fully
rolled out across the service.
 Recruitment support and focus from Support Services.
 Cheaper agency options, such as non-medical prescribing, are being vetted.
 Exploring the potential for a DHC Community Oncology Nurse to support chemotherapy on site.
 Actions taken to reduce annual pay costs are anticipated to reduce the overspend by £1.0m next year.
 Notice has been served to Commissioners for the Trust to end provision of Prison Services from April
2017.
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3.4 Medical Staffing - Pay
Overview:




Actual to date: £13.2m (of which agency is £2.4m)
Overspend to date: £1.2m, a deterioration of £0.1m against Month 9
Year-end forecast: £1.5m, as reported at Month 9

Mental Health
Prisons (reported separately)
Children
Other

£0.6m
£0.4m
£0.3m
£0.2m
£1.5m

Actions implemented include:
 Minimising cover for trainee posts
 Appointing Nurse Practitioners and staff on Trust fixed term contracts to cover trainee posts
 Offering acting up opportunities and backfilling less expensive grades with agency
 Working with existing staff to cover gaps
 Recruitment process streamlined and salaries offered up the scale to secure appointments

3.5 Additional Lines/Service Contributions to Financial Position


Dorset Locality Community Hospitals reduced spend on pay even further compared to last month by a
further £40k to bring the YTD overspend to £17k across all hospitals. Winter pressure costs are lower
than anticipated.



The Weymouth and Portland MIU remains constant at £105k overspent YTD, mainly driven by high
agency usage at the beginning of the year (£102k). Portland remains closed at weekends and this
position is expected to be maintained.
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The Pulmonary Rehabilitation service, which is funded on a cost per case basis, continues to promote
the service and introduce new clinics to improve on income shortfall. The income remains in deficit (£83k,
forecast £93k).



Swanage Income is based on activity which is already exceeding last year’s. Referrals have dropped in
Q3 but is expected to perform well for Q4 with introduction of bowel screening activity in October (£61k
favourable YTD, forecast £73k).



Non pay expenditure for the Dorset Locality, excluding Prisons, is £179k under spent YTD with large
savings in travel and utility costs.



The Alderney Rehab Unit continues to overspend (£148k YTD, £132k forecast). The main drivers are
medical staffing costs. Plans are in place to address the issues and expected to impact 2016/17.
Progress in reducing nursing expenditure continues to be sustained with no agency use again in January.



The Night Nursing service is overspent (£136k YTD), due to continued bank cover for vacancies and long
term sickness absence. The forecast overspend is £196k, an improvement of £6k from last month.



The Audiology service is overspent (£160k YTD), an increase by £34k from last month which was due to
an increase in hearing aid fittings for the month. The forecast overspend is £159k, a deterioration of £37k
against last month. This cost pressure is due to increased activity, and is being included in contract
negotiations with commissioners.



The Orthotics Service remains overspent (£128k YTD). Actions are still in place to reduce costs resulting
in the forecast overspend of £158k (a £5k improvement against M9). The Trust is seeking to negotiate a
revised contract with commissioners to address the shortfall in the income.



Vacancies within several areas are main reasons for the favourable Support Services position; within
Estates (£435k), Nursing & Quality (£171k), Finance and IM&T (£302k) and HR (£52k). This is offset by
overspends on contractors within Estates (£431k), computer & software expenditure in IM&T (£205k), eRoster project training and licence costs (£85k) and lower income in Human Resources for Occupational
Health and Counter fraud (£101k).
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There is income risk on target achievement payments on CQUIN for Cardio Metabolic Assessment and
advice for mental health patients (£100k) and Child Health Information Service (£16k). Also, HSCIC
minimum data set improvements where impact of improvement changes will not be known until 2
quarters later (£108k). Work continues to achieve targets.



The adverse position reported within centrally held funds is being driven by 10/12th of the £2.2m planned
annual deficit (£1,800k).



Net pay underspends across all directorate areas are supporting the overall financial position. A year end
underspend of £5.2m is forecast.

3.6 Impact of Agency Spend
To date, total agency spend is £10.9m of which:
Medical agency spend is £2.6m
Nursing agency spend is £5.8m
Admin and clerical agency spend is £1.7m
(A&C group covers clinical and non clinical including estates and ancillary)
Other Professional Groups £0.8m
This compares with full-year spend in 2014/15 of £11.4m, of which:
Medical agency spend was £2.5m
Nursing agency spend was £4.8m
January agency expenditure (£574k) has decreased significantly compared to December (£985k). It is the lowest
month spend on agency this year.
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Agency Expenditure Trend by Staff Group
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Focused areas of action in relation to agency expenditure continue to be:


Medical Director oversight of all agency locums and identification of exit strategies, including the transfer of
budget responsibility



Robust roster management



Improved management processes to approve additional shifts and agency staffing and to fully roster contracted
hours



Cease the use of expensive agencies and reduction of hourly rates paid



Maximum use of in-house Bank by increasing the number of bank staff and extending the Bank Office working
hours



Reviewing all non-clinical agency assignments and determining exit strategies.

The highest YTD agency expenditure is in the following areas:
£000
3,087
1,820
1,185
868
975
756
268
CIP

↑

Prisons - both nursing and medical staff
Medical staff - locums (excluding Prisons)
Community Hospitals - nursing staff (excludes £543k for the temporarily funded Canford Ward)
Mental Health Inpatient wards (Adult & Older People) – nursing staff
Community Mental Health Services (mainly nursing staff)
Community Services (mainly AHPs)
IT (excludes £575k IT investment budgeted)

4. COST IMPROVEMENT PROGRAMME
Plan: £6.1m
Performance to date: £4.7m delivered
Variance to date: £0.2m adverse
Year-end forecast: £0.9m adverse, as reported at Month 9
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Adverse performance is driven by £2.0m shortfall in agency schemes including slippage of £0.5m in the VAT agency
supply scheme. This is in part recovered by £1.1m of other schemes.
A summary of actual and forecast performance against CIP schemes in 2015/16 is set out at Appendix 3.
Investments

↔

5. INVESTMENTS
In its annual planning process, the Board identified £4.5m for investment in key infrastructure projects and for pump
priming integration projects.
To date, £3.0m is spent.
Forecast includes recovery plan actions with slippage of £0.6m in IT and £0.2m against pump prime funding.
A further £0.7m spend is anticipated giving a total commitment of £3.7m against the £4.5m plan.
Detail of all investment schemes is in Appendix 4a) with further analysis of pump priming plans at Appendix 4b).

Capital

↑

6. CAPITAL
Forecast expenditure: £9.7m, £0.5m less than plan (as reported in M9)
Total year to date: £7.5m
St Ann’s ward refurbishment, Dudsbury Ward, renamed Chine Ward is now broadly complete. Minor snagging
issues are being addressed. ECT is progressing and functionality expected to resume on 17th February 2016. We
await a VAT rebate circa £0.1m. Total expected spend for the year remains at £3.5m.
Plans are still in place to transfer Whitfield Rural Centre to NHS Property Services by the year end, resulting in a
technical impairment charge of £350k.
The annual valuation of Trust property will result in a year end net impairment charge of £0.9m.

Page 12 of 14

Cash

↑

7. BALANCE SHEET
Cash position: £19.5m, increase of £0.9m in month.
Sales ledger debtors stand at £4.6m, an increase of £0.7m against last month. Over 90 day debt has increased to
£1.3m however £0.7m of this has been received in the first week of February to reduce the overall debt.
Cash position at the year-end will improve as accrued income translates to cash payments. This occurs as in year
contract variations are finalised and settled by Commissioner.
A detailed statement of the Trust’s financial position at 31st January 2016 is attached at Appendix 5.

FSRR

↑

8. FINANCIAL SUSTAINABILITY RISK RATING (FSRR)
The Financial Sustainability rating comprises 4 metrics, which are equally weighted. These include the 2 metrics
which were previously in place (Capital Service Cover Rating and Liquidity Rating) plus two new metrics (I&E
Surplus Margin and I&E Margin Variance). The new metrics measure profitability and achievement of Plan and
thresholds are shown below:
FSRR 1

FSRR 2

FSRR 3

FSRR 4

I&E surplus margin

<= -1%

-1% < > 0

0 =< >= 1%

> 1%

I&E Margin Variance

<= -2%

-2% < > -1%

-1% < 0

0 =>

Should one or more of the metrics score a ‘1’, then an override will be triggered, resulting in a maximum overall
rating of ‘2’.
The risk rating YTD at Month 10 is as follows:
Capital Service Capacity rating
Liquidity rating
I&E Margin rating
I&E Margin Variance rating

4
4
3
4

Financial Sustainability Risk Rating before overrides

4
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1 Rating Trigger for FSRR
Financial Sustainability Risk Rating after 1 rating override
Overall Financial Sustainability Risk Rating

No Trigger
4
4

9. CONCLUSION
The financial forecast at Month 10 has improved by £0.4m to an anticipated deficit of £2.2m, in line with plan.
The £1.7m contingency funding is currently uncommitted but will be needed to deliver the annual plan.
THE BOARD IS ASKED TO:
 Note the Finance report
Appendices
 1. Income/Expenditure Summary
 2a. Forecast Outturn / Bridge
 2b. Forecast Range
 3. Cost Improvement Programme
 4a. Investments
 4b. £500k Pump Prime Transformation Investment Fund
 5. Statement of Financial Position
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APPENDIX 1
INCOME & EXPENDITURE SUMMARY

Month 10 2015/16 (January)
CURRENT ANNUAL BUDGET
Pay

Non-Pay

£000

£000

YEAR TO DATE
Budget

Total
Inc & Exp
£000

Pay
£000

Non-Pay
£000

FORECAST @ M10

Actual
Inc & Exp
£000

Pay
£000

Non-Pay
£000

Variance Over/(Under)
Inc & Exp
£000

Pay
£000

Non-Pay
£000

Inc & Exp
£000

%

Pay

Non-Pay

Income

£000

£000

£000

INCOME
Baseline Income

(230,278)

(191,826)

(191,826)

(0)

(0%)

G

0

Dorset Locality

(6,505)

(5,568)

(5,265)

303

5%

R

399

Poole & East Dorset Locality

(4,905)

(4,465)

(4,833)

(368)

(8%)

G

(294)

Bournemouth & Christchurch Locality

(6,837)

(5,722)

(5,709)

14

0%

R

26

Other Income

(3,907)

(3,362)

(3,419)

(57)

(2%)

G

(97)

(252,432)

(210,944)

(211,053)

(109)

(0%)

G

35

Total Trust Income

EXPENDITURE
Dorset Locality

49,816

18,388

68,203

41,397

15,229

56,626

41,456

15,357

56,812

59

128

187

0%

R

33

436

Poole & East Dorset Locality

51,420

17,609

69,029

42,890

14,440

57,330

41,947

14,553

56,500

(943)

113

(830)

(1%)

G

(766)

317

Bournemouth & Christchurch Locality

56,270

11,924

68,194

46,565

9,943

56,508

47,328

11,052

58,380

763

1,109

1,872

3%

R

761

1,408

Nurse Executive & Quality

4,131

915

5,046

3,418

771

4,190

3,248

805

4,053

(171)

34

(137)

(3%)

G

(248)

49

Finance, IT, Business Performance

9,429

5,078

14,507

7,334

4,110

11,443

7,031

4,302

11,334

(302)

192

(110)

(1%)

G

(902)

144

Human Resources

4,795

1,329

6,124

3,878

788

4,666

3,826

753

4,579

(52)

(35)

(87)

(2%)

G

(57)

(25)

Strategy & Estates

6,614

6,437

13,051

5,497

5,359

10,856

5,062

5,943

11,004

(435)

584

149

1%

R

(396)

868

Corporate Services

2,135

1,034

3,169

1,690

918

2,608

1,722

901

2,623

32

(17)

15

1%

R

3

(58)

0

515

515

0

(1,800)

(1,800)

0

121

121

0

1,921

1,921

(107%)

R

(0)

2,348

184,608

63,229

247,837

152,668

49,758

202,426

151,619

53,786

205,406

(1,049)

4,028

2,980

1%

R

(1,571)

5,487

(1,571)

5,487

Central Budgets
Total Trust Expenditure

NET INCOME & EXPENDITURE
Interest Received *
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT

4,660

(4,595)

(8,518)

(5,647)

(1,049)

4,028

2,871

(66)

(55)

(99)

0

0

(44)

80%

G

3,884

0

0

0

0%

G

(1,862)

(1,049)

4,028

2,827

4,660

3,884

(0)

3,884

3,884

(4,689)

EBITDA

5.5%

Memorandum Note
Annual Turnover (at Month End) Financed By;

£000

Total Trust Income
Total Annual Turnover before Interest received
Interest Received *
Total Annual Turnover

252,432
252,432
66
252,498

Performance v Monitor Plan
Income versus Expenditure
Annual
YTD
YTD
Plan
Plan
Actual
£000
£000
£000
2,160

58

(1,862)

Segmental Performance
YTD
Forecast
£000
£000
Bournemouth & Christ'ch Locality
2,428
3,696
Dorset Locality
1,034
1,461
Poole & East Dorset Locality
(635)
(1,251)
Total
2,827
3,906

R

35

(44)

3,906
3.4%

APPENDIX 2 a)
Dorset HealthCare University NHS Foundation Trust
2015/16 Forecast Outturn / Bridge

Significant Forecast movements from plan as at January, with comparison to December 2015:

Planned Outturn
Prisons Pay
Prisons Non-Pay
MH Inpatient Wards Pay
Medical Staffing (excl Prisons)
Other Pay net Vacancies
Investment Slippage
CIP Scheme Slippage
Out of Area Placements
Property Transfers & Impairments
Flaghead Unit Loss
NCA Income
Software, Licences & Maint
Orthotics Service
Estates Contractors & Consultancy
Pulmonary Rehab Income
Health Care Purchase
Cost Pressure Funds not required
CQUIN & DQIP Under Achievement
Other Miscellaneous
Forecast Outturn

Month 10

Change

Month 9

(Under)
Over
£000

(Better)
Worse
£000

(Under)
Over
£000

2,160
2,218
307
637
1,104
(5,214)
(797)
857
1,047
562
255
176
154
158
510
92
(230)
(207)
223
(107)
3,906

123
(63)
9
60
(563)
(22)
(22)
(28)
0
(10)
(16)
24
(5)
167
(0)
(21)
0
20
(16)
(363)

2,160
2,095
370
629
1,044
(4,651)
(776)
879
1,076
562
265
191
130
163
343
93
(209)
(207)
204
(91)
4,269

APPENDIX 2 b)

Forecast Outturn Range - Best Case / Likely Case / Worst Case

APPENDIX 3
Dorset HealthCare University NHS Foundation Trust

2015/16 CIP
Current
Forecast

2015/16 CIP
Forecast Full
Year Effect
(recurrent)

£000

£000

£000

Psychiatric on-call rota

22

31

80

Complete

Estates Strategy Project

463

488

0

Prescribing

23

63

57

E-travel

90

90

90

Tax Efficiences

64

221

0

Other 14/15 Schemes

0

150

35

467

435

Complete
Complete

14.15 Schemes bfwd -

15/16 Schemes Other 15/16 schemes
1.1

Vacancy Review and Adjustment

Colin Hague

2,000

2,102

2,109

2.1

Workforce Management - Agency

Linda Boland

1,450

0

0

250

248

167

250

240

177

Colun Hague

550

6

0

Jackie Chai

300

300

300

2.2

Team Productivity - Community Health Services

2.3

Team Producivity - CMHT

2.4

Agency Procurement Project

3.1

Procurement Plan

Sally
O'Donnell,Linda
Boland & Eugine
Yafele
Sally
O'Donnell,Linda
Boland & Eugine
Yafele

4.1(1)

Soft FM reorganisation efficiencies

Steve Hubbard

500

441

500

4.1 (2)

Tenancy Agreement Disposal

Steve Hubbard

100

100

100

4.1 (3)

Estates Energy Efficiency

Steve Hubbard

0

259

0

6,062

5,205

4,049

Total 2015/16 CIP savings to be achieved

(1,156)

Full Year Effect towards 2016/17 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

(857)

Quality
impact
assessment

Risk
Managemt

Executive Sponsor
Stakeholder
s engaged /
managed

2015/16 CIP Scheme

RAG Status applicable to 2015/16

Financial
benefits on
track

CIP Ref

2015/16 CIP
Plan

Plan Status

2015/16 Cost Improvement Programme (CIP)

APPENDIX 3

Dorset HealthCare University NHS Foundation Trust
2015/16 Cost Improvement Programme (CIP) - Profiling Detail
2015/16 Monthly Profiling
Actual
2015/16 CIP Scheme

CIP Ref

Psychiatric on-call rota
Estates Strategy Project

Recurrent
('R), Non
Recurrent
(NR)

April

May

June

July

August

September

October

£000

£000

£000

£000

£000

£000

£000

R

31

-

-

-

NR

-

-

-

-

10

-

-

-

-

18

18

18

Prescribing

R

E-travel

R

12

6

NR

19

Other 14/15 Schemes

R/NR

77

Other 15/16 schemes

R

1.1

Vacancy Review and Adjustment

R

2.1

Workforce Management - Agency

R

-

-

2.2

Team Productivity - Community Health Services

R

-

2.3

Team Productivity - CMHT

R

2.4

Agency Procurement Project

R

3.1

Procurement Plan

R

Soft FM reorganisation efficiencies
Tenancy Agreement Disposal and elimination of rentl
from GP Practices
Estates Energy Efficiency

R

Tax Efficiences

4.1(1)
4.1 (2)
4.1(3)

Forecast

20

743

20

7

1,017

55

5

-

£000

£000

5

19

1
-

-

260

-

248

-

-

-

80

80

-

-

-

113

88

70

5

21

20

12

March

Forecast
Outturn
Total

£000

£000

£000

£000

-

-

31
488

8

61

21

40

4

4

63

20

20

221

-

-

150

-

-

467

-

-

2,102

90

248
80
61

-

240

6

6

31

49

-

47

300

15

15

89

89

441

8
-

February

90

R
NR/R

January

488
5

427
82

November December

39

92
69

100
92

59

259
-

Total CIP savingsachieved/to be achieved:

127

818

1,030

229

956

363

85

163

157

769

205

304

Actual 2015/16 Cumulative CIP savings profile £'000

127

945

1,976

2,205

3,160

3,524

3,608

3,771

3,928

4,697

4,901

5,205

Planned 2015/16 Cumulative CIP profile £'000

32

865

1,242

1,568

1,953

2,474

2,870

3,366

4,449

4,945

5,441

6,062

95

81

734

637

1,207

1,049

738

405

(521)

(248)

(540)

(857)

Monthly cumulative CIP variance: Fav / (Adv) £

5,205

APPENDIX 4a)

£4.5m Investments 2015/16 - Plan vs Forecast

CIS
RIO 2015
Wi-Fi
Dorset Shared Record
Reporting functionality improvements
(managed through Trust PMO)
Electronic correspondence and
information sharing, including test
requesting/reporting
Project staff - proposed in new structure
Provision for temporary project staff to
cover prioritised projects
COIN Re-Procurement
Other Minor Schemes

Plan
Actual / Forecast
Plan
Actual / Forecast
Plan
Actual / Forecast
Plan
Actual / Forecast

April
£'000
17
45
40
7
0
0
0
0

May
£'000
17
84
115
4
0
0
0
0

June
£'000
17
-42
115
237
0
333
0
0

July
£'000
20
32
386
2
33
0
24
0

Aug
£'000
20
27
60
412
33
0
39
0

Sept
£'000
20
32
60
3
33
0
39
0

Oct
£'000
28
42
60
-24
33
0
39
0

Nov
£'000
28
32
60
29
33
0
39
0

Dec
£'000
28
32
60
30
33
0
39
0

Jan
£'000
28
24
52
30
33
0
39
0

Feb
£'000
28
26
52
33
21
0
39
0

March
£'000
28
29
52
33
0
0
39
0

Total
£'000
277
363
1109
794
254
333
339
0

Plan
Actual / Forecast

15
13

15
21

15
23

15
11

15
4

15
5

15
10

15
8

15
0

15
0

15
0

15
0

180
95

Plan
Actual / Forecast
Plan
Actual / Forecast

0
0
0
0

0
0
21
0

25
0
22
26

12
0
22
3

12
0
22
11

12
0
22
11

23
0
22
44

23
0
22
61

23
0
22
38

23
0
22
48

23
0
22
44

23
30
22
44

201
30
242
330

Plan
Actual / Forecast
Plan
Actual / Forecast
Plan
Actual / Forecast

8
22
0
0
4
9
84
94

8
50
0
0
4
9
180
169

8
1
0
0
50
28
252
606

8
16
0
0
12
25
533
89

8
19
0
0
29
23
239
497

8
7
0
0
29
16
239
74

8
0
0
0
16
52
245
124

8
0
0
0
16
11
245
140

8
0
0
0
16
16
245
115

8
0
0
0
12
30
233
132

8
0
0
0
12
66
220
169

8
0
78
0
21
14
287
150

100
115
78
0
221
299
3002
2358

April
£'000
9
0
0
0
2
0
26
9
30
21
67

May
£'000
9
10
0
0
2
2
26
17
30
18
67

June
£'000
9
10
0
0
2
2
26
9
30
44
67

July
£'000
9
10
0
0
2
2
26
9
30
30
67

Aug
£'000
9
10
0
0
2
2
26
38
30
30
67

Sept
£'000
9
10
29
0
2
2
26
14
30
61
95

Oct
£'000
9
10
29
33
2
2
26
30
30
37
95

Nov
£'000
9
10
29
33
2
2
26
38
30
35
95

Dec
£'000
9
10
29
33
2
2
26
20
30
-1
95

Jan
£'000
9
10
29
33
2
2
26
33
30
32
95

Feb
£'000
9
10
29
33
2
2
26
37
30
39
95

March
£'000
9
10
29
33
2
2
26
54
30
40
95

Total
£'000
110
110
200
200
18
18
313
310
359
386
1000

Total Plan - IT
Total Actual / Forecast - IT

Business & Strategy
Communications
Governance
Human Resources Initiatives
E - Roster Phase 2

Plan
Actual / Forecast
Plan
Actual / Forecast
Plan
Actual / Forecast
Plan
Actual / Forecast
Plan
Actual / Forecast

Total Plan - Investments
Total Actual / Forecast - Investments

30

47

65

50

80

86

112

119

65

110

121

139

1023

May
£'000
0
0

June
£'000
0
0

July
£'000
56
0

Aug
£'000
56
26

Sept
£'000
56
0

Oct
£'000
56
80

Nov
£'000
56
9

Dec
£'000
56
26

Jan
£'000
56
59

Feb
£'000
56
57

March
£'000
56
67

Total
£'000
500
323

247
215
397
339

318
670
716
1010

655
139
1371
1149

361
603
1732
1752

390
161
2122
1912

396
316
2518
2229

396
268
2913
2497

396
206
3309
2702

384
300
3693
3003

371
347
4064
3349

438
355
4502
3705

4502
3705

Pump Prime Investment

Plan
Actual / Forecast

April
£'000
0
0

Total Investments by Month

Plan
Actual / Forecast
Plan
Actual / Forecast

151
124
151
124

Total Investments YTD
Colour Key:
Actual Expenditure
Planned expenditure
Current Forecast

Note: YTD Expenditure is matched with budget each month, as a result any variance against plan will impact the overall Trust budgetary performance at Month 12 only

APPENDIX 4 b)
TRANSFORMATION FUND PROPOSALS

Lead
Director

NR
15/16 cost

Service Reviews
Capacity modelling for MH & Community Services. The project uses predictive modelling and data analysis to EY
scope out the appropriate bed numbers as well as size of community teams to manage the demand of the
local population. This will help to identify clinical efficiencies that the services can employ to better manage
demand and help to inform the acute care pathway of what other similar services have done to manage
demand. The project will provide an objective view based on service usage, prevalence of mental illness and
depravation indices that can inform service redesign and remodelling decisions.
A workforce wide review across Prisons to deliver recruitment objectives and increase retention of staff and
productivity. Improving service delivery and addressing cost pressures.

S O'D

Recurring
FYE

15/16 cost

FYE

£67,000

£25,000

Service Development Pilots
Pilot for 7 day working in 3 Community Hospitals starting from Q3. This is a CCG contract requirement

S O'D

£50,000

£100,000

Service Integration & Transformation
Increase capacity for education for Diabetic Services, resulting in improved service provision

S O'D

£10,000

TBC Ssubject to
Contract variation

NK/JC

£37,422

£64,152

£19,216

£76,863

£15,000

£15,000

£13,606
£14,642

£54,423
£25,100

£159,885
£323,261

£335,538

Facilitation of cultural change where there is increased clinical engagement in system implementation and
development, leading to improved patient care (CCIO).
Sharing of physical health records on SystmOne with partner organisations by default
Integration Lead to promote integration between Localities

JC
SH

£18,000

Improvements to Public engagement e.g. website redevelopement, external marketing materials, photography NP
and filming

£20,000

Workforce Developments
Refresher training for District Nurses to ensure that they are using the patient records system correctly and
recording all of the data that is required to demonstrate good patient care.
Enabling a GP to become a consultant. Investment to aid service delivery
Harmony Project - investment in staffing
Quality & Governance
External Pharmacy review recommendation for Medicines Safety Officer post
End of Life Facilitator
Total
2015/16 Total (R & NR)
Balance of £500k

S O'D /
JC
NK

£23,375

£10,000

FH
FH
£163,375

£176,739

APPENDIX 5
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 31 January 2016
£000's

NON-CURRENT ASSETS

£000's

31st
31st March December
2015
2015

£000's
31st
January
2016

£000's
Movement
(Month on
Month)

Intangible assets
Property, plant and equipment

107
151,933

171
153,546

155
158,783

(16)
5,237

TOTAL NON-CURRENT ASSETS

152,040

153,717

158,938

5,221

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

755
2,334
2,783
(53)
0
1,508
1,299
225
1,608
75
30,115

754
2,334
2,599
(71)
4
2,133
11,157
297
2,225
0
18,562

751
1,521
3,135
(72)
13
2,340
13,111
219
1,964
0
19,509

(3)
(813)
536
(1)
9
207
1,954
(78)
(261)
0
947

40,649

39,994

42,491

2,497

(933)
(8)
(9,830)
0
(672)
(12)
(6,967)
0
(1,206)

(1,452)
(3)
(9,446)
(1,165)
(694)
0
(5,904)
(990)
(963)

(1,429)
(3)
(9,665)
(1,554)
(217)
0
(5,819)
(1,013)
(941)

23
(0)
(219)
(389)
477
0
85
(23)
22

TOTAL CURRENT LIABILITIES

(19,627)

(20,616)

(20,641)

(26)

TOTAL ASSETS LESS CURRENT LIABILITIES

173,062

173,095

180,788

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

7,694

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

(1)
(2,494)

(0)
(2,315)

0
(2,020)

0
295

170,567

170,779

178,768

7,990

(31,080)
(88,443)
(51,044)

(31,080)
(88,655)
(51,044)

(31,080)
(90,579)
(57,109)

0
(1,924)
(6,065)

(170,567)

(170,779)

(178,768)

(7,989)

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:

£21,850 k

APPENDIX 5

NOTES
000's

000's
31st
31st March December
2015
2015
1.

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

Total Trade Debtors

000's
31st
January
2016

000's
Movement
(Month on
Month)

£2,338
£717
£173
£620

£1,664
£425
£1,247
£605

£2,637
£471
£229
£1,266

£973
£47
(£1,017)
£662

£3,849

£3,940

£4,604

£664

2. The interest rate as at 31st January 2016 for our Government Bankings Service Account and our
Lloyds TSB Account was 0.25%
3. Not included in the above balance sheet, the Trust has the following amount in NHS bank accounts
in respect of patients' investments £16k.
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Cost Improvement Programme (CIP) Plan for 2016/17
Part 1 Board Meeting 24 February 2016
Author

Head of Programme Management Office

Sponsoring Board Member

Director of Finance

Purpose of Report

To update the Board on current progress with development of
the Cost Improvement Programme for 2016/17.
The CIP target is £7m, against which £6.7m schemes are listed
on Appendix 1. Work continues to find further schemes to hit
target and provide a level of contingency.

Recommendation

The Board is asked to consider the report on the development of
the 2016/17 Cost Improvement Programme.

Engagement and Involvement

Executive Directors
CIP Scheme Leads
Audit Committee

Previous Board/Committee
16th February 2016 Executive Performance and Corporate Risk
Dates
Group
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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3. Cost Reduction Schemes
4. CIP Pipeline
5. The Audit “Bridge” 2015/16–2016/17

Appendix
Appendix 1: 2016/17 CIP Summary

Board of Directors February 2016
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COST IMPROVEMENT PROGRAMME 2016/17
1. Introduction
1.1. This report sets out the progress with development of the 2016/17 Cost
Improvement Programme (CIP).
1.2. The Trust Board is asked to consider the report.
1.3. The schemes will form part of the Budget 2016/17 presentation to the Trust Board in
March 2016.
2. CIP 2016/17 Proposal
2.1. The 2016/17 CIP currently totals £6.7m against a target of £7m. Work continues to
identify further initiatives to meet the £7m target and provide a level of contingency.
A summary of the schemes can be found at Appendix 1.
2.2. Documentation is underway for all schemes and a summary will shortly be provided
for Quality Impact Assessment (QIA) review to the Director of Nursing and Quality
and the Medical Director.
2.3. Directors believe that clear and focused attention on the most pressing issues for
the Trust will yield the greatest benefit both in terms of contribution to CIP and the
organisation’s bottom line. Significant schemes have been identified and will be
given priority in both resource and executive direction. They are:
 Workforce Redesign, Efficiencies / Agency – £3m contribution
includes management of vacancies, agency reduction and operational
efficiencies and builds on the work already yielding significant results through
reduction in our agency spend.
 Estates Rationalisation – £1.3m contribution
includes reduction in cost and income from rental, together with energy savings
to reduce by 6% the Estates burden of £22m. £67k savings within the Estates
target remains to be identified.
2.4. Schemes have been identified which will yield results early in 2016/17, namely:
 Workforce Redesign and Productivity across support services, including some
non-pay savings – £190k contribution
 Community Hospitals Income – £218k contribution
 Trust-wide travel savings – £200k contribution
 Completion of the sale of Castle Hill – £900k contribution
2.5. Initiatives to deliver Trust-wide savings through procurement best practice will
continue (£300k), as will delivery of non-recurrent savings through tax efficiencies
(£210k) building on established processes through salary sacrifice.
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2.6. Some schemes are being worked through to formal sign off by Executive Sponsors
and approval is expected to be achieved ahead of the Trust Board approval of the
budget in March 2016. These schemes are:
 Rationalisation of Service Level Agreements with Acute Hospitals and other
providers – dedicated resource is required to deliver targeted in-year savings of
£250k
 eProcurement – included in the Capital programme submission and forecast to
deliver mid-year savings of £35k
 Medicines Management – a business case is in progress for this initiative with a
target of £77k
2.7. Two schemes are included which will yield second year savings and for which plans
are yet to be finalised. They are:
 PICU within Haven Ward – expected to make savings in 2017/18 – £340k
 Creditor Payments – targeted to make second year recurrent savings of £32k
3. Cost Reduction schemes
3.1. In addition to the Cost Improvement Programme, cost reduction schemes will focus
on the following:
 Addressing out-of-area spend through delivery of PICU within Haven Ward –
£1.1m
 Addressing Prison overspend – £1m
 Management of the patient transport budget – £250k
 Internal cost pressures totalling £1.8m
The total commitment for cost reductions, over and above the CIP target is £4.15m
3.2. Although not included in the CIP financial targets, these initiatives will be monitored
by the PMO as delivery of these schemes will be critical to the achievement of plan.
4. CIP Pipeline
4.1. The PMO continues to maintain a summary of pipeline schemes and pursue any
which could yield a return in 2016/17 as a priority. The pipeline summary is a
working document used in regular CIP discussions with Executive Directors.
4.2. Examples of early potential prospects in the pipeline that are currently under
consideration are as follows:
 Implementation of ESR self-service
 Establishment of a single helpdesk for Estates and IT
 Reduction in Sickness levels
4.3. Ideas continue to be collated from staff, reviewed regularly by the PMO, and either
adopted as pipeline opportunities or feedback given if they are rejected or already
under consideration.
Board of Directors February 2016
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5. The Audit “Bridge” 2015/16 – 2016/17
5.1. Following discussion at the Audit Committee and review of the findings within the
Cost Improvement Programme Audit report for 2015/16, close attention is being
given to detailing and accurately assessing the readiness of proposed schemes.
5.2. The following questions that the Executive have considered, to assess confidence in
the schemes and process, are:






Do Executives have clear oversight and are able to support the schemes?
Are schemes properly resourced and can that resource be maintained?
Are priorities agreed in order to progress the high-value Agency scheme?
Do these schemes support the Trust’s strategic priorities?
Are Executives clear on what success looks like for each of the schemes?

5.3. Over the next few weeks, the PMO will continue to work with Directors and scheme
leads to capture and review detail for all initiatives. Following audit review and
recommendation, a new PMO Toolkit has been designed which will document the
appropriate level of detail for each scheme and record approvals, QIA outcomes,
plan status and other relevant actions.
5.4. A status summary of the schemes will be presented as part of the Trust Budget due
for approval at the Trust Board in March 2016.
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(Recurrent)

2016/17
Effect
(R/NR)

Exec
Sponsor

Scheme
Lead

Risk Level against
achievement

FY Effect

QIA complete

Non
Non
Recurrent
Recurrent
Recurrent
Recurrent

Risk
Management

2016/17 Cost Improvement
Programme (CIP)

Stakeholders
engaged

PMO ID

Non-Pay
Plan Status

Pay

Financial
benefits on track

Appendix 1

Dependency

16-CIP-1.0 Locality Operational Efficiencies

16-CIP-1.1

Workforce Redesign, Efficiencies / Agency
Management of Vacancies
Agency Reduction
Operational Efficiencies

16-CIP-1.2

Rationalisation of Service Level Agreements with Acute
Hospitals and other providers

UPDATES

Agreed with LB/SO'D/EY

900

2,100

900

3,000

500

500

250

16-CIP-1.3

Community Hospitals Income
Co-location
Theatre/OPD space
Endoscopy (AQP activity)

218

218

218

16-CIP-1.4

PICU within Haven Ward
Delivery 5 Bed Female and 7 Bed Male
Savings against out of area budget

340

340

0

Total Operational Budget Savings 2016/17 - target 1.86% of pay exceeded = £2,936k)

M

Annual scheme around vacancies &
agency
Plan for Prisons cost reduction Recurrent schemes for operational
efficiencies and cash release from
agency spend

LB/EY/SO'D

H

Resource to drive this initiative Planning

SO'D

H

Revenue

EY

M

Reaching breakeven on service Business case approved
and addressing cost pressure Savings phased from year 2

LB

HD
SEW
ZC

Income secured - awaiting
confirmation from management
accounts

3,468

16-CIP-2.0 Estates Budget Savings

Agreed with SH

Estates Rationalisation
16-CIP-2.1

16-CIP-2.2
16-CIP-2.3
15-CIP-4.1

Reduction in Rental across the estate
Income from premises rental
- review of contractual commitments in terms of
space provided alongside opportunities to
invoice direct
Energy savings
Coburg Court tenency disposal
(delayed from 15/16)

M

Transformational change:
Detailed planning
culture, policy, home use of kit

IT

H

Opportunities identified. And
Decision to charge for example
contribution could increase by
DCH
backdating charges

SH

IT

L

0

SH

IT

L

67

SH

250

250

250

SH

IT

975

975

975

SH

28

28

28

100

100
67

Schemes to be identified
Total Estates Budget Savings 2016/17 - target of 6% on £22m (£1.3m) from new schemes exceeded

H

2nd year saving (early
2017/18)
Continued review of
opportunities

1,320

16-CIP-3.0 Estates Discposal (NB this may need to be reported separate to CIP)
16-CIP-3.1

Sale of Castle Hill

900

0

Total Estates Disposal

900

SH

IT

Agreed with SH
Secured
Pipeline opportunities under
review

L

900

16-CIP-4.0 Finance & information Budget Savings
16-CIP-4.1

Agreed with JC

Workforce Redesign & Productivity

16-CIP-4.1a

Finance Directorate efficiency savings

16-CIP-4.1b

eProcurement to optimise savings opportunities
(releases two vacancies effective mid-year)

16-CIP-4.2

In progress

Creditor Payments function

CIP 16 17 Totals v1-1 doc

120

99

JC

SEW

L

70

70

35

JC

PS

M

Included in Capital programme
Review underway in light of
Relates to BAU Procurement
changes to VAT reporting
workplan

32

32

0

JC

SEW

L

2nd year savings

110

10

Schemes identified

Review in light of VAT changes

17/02/2016

14-CIP-4.6

Procurement-led initiatives as part of work plan with
close liaison with Estates and Heads of Service across
the Trust
- Telecoms
- Stationery
- Printed Stationery
- Managed Print
- Other initiatives within departments
eg Soft FM contract savings with Estates
Tax Efficiencies
- promotion and development of salary sacrifice

300

210

300

JC

PS

L

0

210

JC

KB

L

Target based on 2015/16
actuals

Total Finance & Information Budget Savings 2016/17

(R/NR)

Exec
Sponsor

Scheme
Lead

QIA complete

300

Software investment of £125k
to facilitate delivery and ensure
GS1 compliance
Links to PO52

(Recurrent)

2016/17
Effect

Risk
Management

Dependency

FY Effect

Stakeholders
engaged

Non
Non
Recurrent
Recurrent
Recurrent
Recurrent

Risk Level against
achievement

16-CIP-4.3

2016/17 Cost Improvement
Programme (CIP)

Financial
benefits on track

PMO ID

Non-Pay
Plan Status

Pay

Procurement BAU
workplan supplied. Reviewing plan
and financial phasing with Perry
Spender

2016/17 revenue phasing in place

644

16-CIP-5.0 Nurse Exec & Quality Budget Savings
16-CIP-5.1

UPDATES

Agreed with FH

Medicines Management
- improvements in management to reduce waste

0

77

77

Total Nurse Exec & Quality Budget Savings 2016/17

77

FH

NK

M

Pay saving target realigned to
this scheme
Business case approval

LQ following up on detail with NK

77

16-CIP-7.0 Workforce Redesign & Productivity - Support Services

Agreed with Exec Sponsors

16-CIP-7.1

Business Development (target 1.86% = £12k)
- Pay savings from re-banding vacancies

16-CIP-7.2

HR Savings, efficiencies & revenue generation (target 1.86% = £70k)

16-CIP-7.3

- HR savings and efficiencies effective 1 April 2016

16-CIP-7.4

- Revenue generation from Security Management
profit

16-CIP-6.1

Organisation, Devt, Participation & Corp Affairs
- Directorate operational budget savings

12

12

SH

AP

M

35

71

CH

JW

L

Savings from 1 April 2016

Confimred with CH/Julia
Wiffen/Barbara Martin 05/02/16.

8

8

8

CH

JW

L

Revenue

Confirmed with CH/Julia Wiffen
28/01/16

9

9

9

NP

SN

M

CH

JW

L

12

71

Other Support Services Pay budget Savings 2016/17

AP to finalise detail

Savings to be made from
operational budget

100

16-CIP-8.0 Trust-wide Travel savings
Travel savings effective 1 April 2016

200

200

Total Trust-wide Travel Savings

CIP TOTALS

CIP 16 17 Totals v1-1 doc

200

Savings from 1 April 2016

Evaluation of target by directorate
underway

200

1,195

2,100

3,015

1,110

4,241

6,709

17/02/2016
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People Management
Part 1 Board Meeting 24 February 2016
Author

Colin Hague

Sponsoring Board Member

Colin Hague, HR Director

Purpose of Report

To give an update on people management over the last month.

Recommendation

1) To note the report
2) To receive a report to the March Board on the Staff
Survey

Engagement and Involvement

Appropriate Trade Union Partnership Forum, Doctors and
Dentists Joint Negotiating Forum, Equality and Diversity
Steering Group and Health and Safety Committee engagement
and Executive Performance and Corporate Risk Group
consideration has taken place on matters raised in this report.

Previous Board/Committee
This follows a monthly Part 1 Board report on People
Dates
Management in January 2016
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.
Any action required?

I confirm that I have considered each of
the implications of this report, on each
of the matters below, as indicated:

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











Yes
Detail in report

No











The style of the People Management report has been changed this month.
Appendix 1 sets out HR and Equality developments.
Positive progress is being made on the workforce/agency project. This is leading to reductions in
expenditure. The project involves a range of actions that are supporting this. A significant
reduction in expenditure is being achieved as a consequence.
Industrial action by 10 Junior Doctors took place on the 10th/11th February 2016. Government
imposition of a new contract is planned.
Positive steps have been taken to improve attraction including:
•
•
•
•

Recruitment fairs and careers events;
Building the employer brand to become an employer of choice;
Redesigning the recruitment pages of the website;
Focussing with managers on hard to fill posts.

Retention actions include the establishment of a working group to focus on the ageing workforce.
Data on vacancies and recruitment set out in section 1.5 of Appendix 1 shows areas of
improvement.
Organisational changes include a communication with staff and trade unions on the need to serve
notice on the healthcare contracts delivered at six HM Prison establishments in Devon and
Dorset.
From an equalities perspective, Dorset HealthCare’s participation in the National Annual Partners’
programme is proposed. This involves work with people from Trusts nationwide to develop their
practice of diversity and inclusion, the Partners’ programme for 2016 includes five developmental
seminars.
A report on the Staff Survey 2015, due to be published on 23 February 2016, will be made to the
March Board meeting. This will follow initial consideration with Staff Governors and Trade Union
representatives.
Information on Learning and Development is attached at Appendix 2. Dorset HealthCare will be
involved with a Nursing and Midwifery Council quality assurance process with Bournemouth
University. Nurse revalidation is being supported and developments are taking place with clinical
supervision and the appraisal process.
Occupational Health, Safety and Wellbeing developments are reported at Appendix 3. There
have been improvements to flu vaccination uptake. Work has already been initiated to sustain
this in 2016. There has been some investment in supporting health at work. Steve Harper has
been appointed as Head of Health and Safety.
A copy of February’s edition of HR Matters is attached at Appendix 4 and shows the range of
people management issues being highlighted to line managers.
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APPENDIX 1
HR AND EQUALITY DEVELOPMENTS - FEBRUARY 2016
1.

Recruitment

1.1 Workforce/Agency Project
In early November the forecasted position based on year to date expenditure was a potential for
£14.6m on agency spend. As a result of significant actions the forecast agency expenditure has
improved by £2.4 m to a position of £12.2m.
There are a number of work streams driving the reduction in agency spend which include the
expansion in the capacity of the bank, a reduction in the number of vacancies across the
organisation, improved effectiveness of E-Roster including better utilisation of staff time, the
introduction of the monitor price cap, and local negotiations with agencies to reduce their tariffs.
Manager responses to avoiding agency engagement, director approval arrangements, avoidance
of daily rate engagements which now require additional approval and changing expectations on
not engaging Health Care Assistants and administrative roles using agencies. Further work to
continue the downward trajectory of agency spends is planned for throughout the year. Nursing
expenditure decreased significantly in January compared to December.
Manager support in wards and services has been significant in achieving this improvement and is
appreciated as has the work of the Agency Project Group being led by the Locality Director for
Poole and East Dorset.
Qualified nursing agency expenditure was 4% of total qualified nursing spend for the month of
January. This is lower than the 8% that we predicted to Monitor with regard to the Trust
trajectory down to the 6% target. Year to date agency expenditure is £10,862k. Established
staffing levels continue to improve with a gradual reduction in total number of vacancies across
the Trust.
There is a concern to sustain the positive work undertaken which will assist budget management
in 2016/17.
1.2 BMA Industrial Action
A further 24-hour period of industrial action by junior doctors ended at 8am on 11 February 2016.
This involved 10 junior doctors at Dorset HealthCare, all of whom are employed within Mental
Health, caused minimal disruption to services.
Jeremy Hunt, Secretary of State for Health, has now announced that the government will phase in
a new contract for junior doctors in August 2016. The announcement was made after the best and
final offer by Sir David Dalton was rejected by the BMA's junior doctors' committee, and Sir David
advised the government that a negotiated solution was not realistically possible. We expect a
more detailed explanation of the new contract and the associated technical documents to be
available over the coming weeks. This will enable a better opportunity to assess the impact of the
new contract for Dorset HealthCare.
1.3 Organisational Change
Breastfeeding Support Service
Consultation commenced on 11 January 2016 with the Bournemouth and Poole Breastfeeding
Support Service as the service is being re-commissioned; two models are currently operating in

Dorset.
Dorset HealthCare had decided not to submit a bid due to the significant differences in service
and budget. The new provider has been announced and is Families and Babies (FAB). The
service will have Breastfeeding Volunteer Coordinators as opposed to Breastfeeding Counsellors
and it is anticipated that TUPE is unlikely to apply. The consultation will be extended by one
week to allow additional meetings with affected staff to be held now that TUPE is not being
expected to apply.
The affected staff are highly specialised but have worked as a part of the wider Health Visiting
team. Therefore work is continuing to assess the feasibility of re-training staff through a bespoke
development role and formal qualification.
Secure Counter Fraud Services
Consultation is taking place on the transfer of the Secure Counter Fraud service to TIAA with a
proposed transfer date involving a last day of service with the Trust of 31 March 2016. This
affects up to 7 staff. The Trust will continue providing Security Management services to other
Trusts and organisations.
Continuing Healthcare (CHC), Funded Nursing Care (FHC) and Funding Out of Hospital
(FOOH) Assessment Team
A proposal has been put forward to transfer the CHC/FHC and FOOH team to Dorset CCG under
a TUPE arrangement. The FNC/CHC assessment team are employed to undertake FNC and
CHC assessments for patients in Nursing Homes within Dorset, with the exclusion of the
Bournemouth and Poole conurbation. The Funding out of Hospital team undertake CHC
assessments in support of the Funding out of Hospital (FOOH) agreements with Local Authorities
to improve the timeliness of hospital discharge.
It has been identified by the CCG that there is a lack of equity in approach and access to the
service and it is proposed that having a single team managed by the CCG would be of benefit.
The team comprises five band 5 staff and the unions have been notified. Formal consultation with
the team is taking place and the proposed transfer date is 1 April 2016.
Adult Mental Health Services Psychology
A review of the current psychology configurations within the Adult Mental Health services was
undertaken between March 2015 and November 2015 by the Trust Professional Lead for
Psychology and Psychological Therapies, in conjunction with the Locality Director for
Bournemouth and Christchurch and the Head of Mental Health and with consultation with the
Head of the Psychological Therapies Service (West Dorset).
The existing clinical resources and arrangements for psychology were reviewed with three aims
across Dorset which were to achieve equitable design and delivery of Psychology services and
therapies offered across the County, regularise management arrangements and overall to ensure
an improvement in systems, governance and accountability.
Extensive consultation with staff, through a series of away days, trade unions and other service
related managers has taken place. There have been no redundancies and any changes to
locations and travel have been minimised where possible. A new clinical and operational
leadership structure is now in place and it is expected that the implementation of the other
changes will take place throughout February 2016.
Prison HealthCare
After a great deal of consideration, the decision has been made to serve notice on the healthcare
contract we deliver to the six HM Prison establishments in Devon and Dorset. The Devon prison
contract was due to be retendered this year, with a new contract commencing 1 April 2017, but
2

we have proposed to NHS England (which commissions prison healthcare) that it would be better
for all six prisons to be retendered together.
The Trust has not taken this decision lightly. The provision of prison healthcare services is central
to our purpose, and the quality of service delivery in Devon and Dorset has undoubtedly improved
due to the hard work of staff – a view expressed by senior commissioners, prison governors and
inspection reports. However, the funding for prison healthcare is insufficient for the standard of
service we are providing. Since taking on the prison contracts, we have had to carry significant
losses that are no longer sustainable. The scope for economy is limited, and we do not want to
impose cost improvement programmes that adversely affect service quality and staffing levels in
prisons. It is hoped the decision will help sustain delivery of quality prison healthcare services in
Devon and Dorset.
The Trust have advised staff that we will consider retendering for the services at an appropriate
price, should funding be available for this. If we are unsuccessful, staff have been advised we will
do our utmost to ensure a smooth transition of staff to a new provider. Any changes will not take
place until next year, but all prison healthcare workers have been informed of the decision and a
number of staff meetings are taking place to answer questions and allow further discussion about
the situation.
(Meetings have been taking place with prison healthcare staff.)
1.4 Attraction Strategy
Consistent with the HR Strategy and Board Assurance Framework a range of activities continue
to take place to support recruitment outcomes and recent/future activities include:
Recruitment and Careers Events
The Trust had a stand at the following events during February:
•
•
•

RCN Jobs Fair, London
Bournemouth Echo Careers Fair, Bournemouth
Dorset Echo Careers Fair, Weymouth

In addition, a stand has been booked for the following upcoming events
•
•

Careers Fair at Parkstone Grammar School (9 March 2016)
Careers Fair at Bournemouth University (6 April 2016)

Attraction, Recruitment and Retention Work
• HR Communications Team work is ongoing focussing on building an ‘Employer Brand’;
becoming an ‘Employer of Choice’; building the ‘Bank Brand’; and targeted recruitment and
marketing campaigns.
• The recruitment pages on the Trust’s website – ‘Working for Us’ – are being redesigned.
• The first phase of developing the Talent Pool in TRAC is being undertaken through importing
existing candidates from the NHS Jobs database.
• A workshop on recruitment advertising is being arranged for hiring managers.
• Attraction and recruitment meetings have been held with a number of key ‘hard to fill’ areas
including Audiologists, District Nursing, Health Visitors, Community In-patient wards, Older
People’s Mental Health, Forensics and Prisons.
• Bespoke advertising, promotion and marketing are being developed for key areas identified
above.
• Work is continuing to develop the ‘LinkedIn’ Trust page and to deliver the Recruitment
Communications strategy.
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•
•
•
•

A work group has been formed to consider overseas recruitment and an initial meeting has
been arranged with a company who have been acting as an intermediary for recruiting nurses,
predominantly from Romania in recent years.
A task and finish group has been formed to focus on the development of a Mental Health
Nursing Guaranteed Job Marketing Scheme 2016 and an Open Day to promote this is being
organised.
Additional support is being provided to medical recruitment and a direct advertising meeting
has been arranged with the British Medical Journal. A senior level ‘Consultants Open Day’ is
being organised for the summer of 2016.
A working group has been formed to address retention connected to ‘ageing workforce’.

Applicant Tracking System (TRAC)
Since implementation on 19 November 2015 thirty nine managers have attended training on the
system and a further twenty four are booked to attend sessions during February. In addition, the
HR Services team have attended or are shortly due to attend over 30 team meetings across the
Trust during December, January and February onwards, to give an overview of the system.
1.5 Current Recruitment and Vacancy Position
In connection with recruitment:
• Data confirms that more staff have been recruited and are in post involving an increase from
4396.97 fte at the end of January 2015 to 4627.57 fte at the end of January 2016.
• The increased number of staff in post is supported by data extracted from the general ledger
(reflecting the budgeted position) to indicate a reduction in vacancy levels from 9.22% in
January 2015 to 7.18% in January 2016.
• Budgeted establishment has increased from 4864.19 in January 2015 to 5007.67 in January
2015, an overall increase of 143.48 fte where the Board has sought to increase
establishments to support service improvement.
• Vacant budgeted fte (without bank and agency cover) on the general ledger involved a
decrease from 448.34 to 359.74 overall between January 2015 and January 2016.
• There are less Nursing vacancies on the budgeted ledger decreasing from 163 in January
2015 to 157 in January 2016; however, the budgeted establishment for nurses has increased
by 27.97 fte from 1671 to 1699.
• Budgeted vacancies in other areas have decreased overall from 284 in January 2015 to 202 in
January 2016.
• Nursing vacancies still remain the most difficult staff group to recruit to with Organic OPMH
and Prison Healthcare services being the most difficult areas, with a vacancy factor of 14.64%
and 31.58% respectively.
• Most of the Community Hospitals have significant RGN vacancies at the moment; however the
recent recruitment events will have impact on this position.
The Trust has difficulty recruiting to clinical vacancies in particular across some services. This is a
similar position for NHS Trusts across the county and country, leading to a highly competitive
market.
The vacancy data above is based on the difference between the general ledger and in post
establishment. An exercise has been undertaken to validate vacancy data for services to identify
areas where recruitment action is taking place or planned by managers.
1.6 Equality, Diversity and Workforce
There is a separate report on the Board agenda relating to Equality and Diversity objectives.
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NHS Employers Partners Programme
The annual partners’ programme works with people from Trusts nationwide to develop their
practice of diversity and inclusion. The work programme for 2016 is based on five developmental
seminars which will:
•
•
•
•

Provide partners with detailed strategic policy support.
Support personal development.
Share good practice.
Network with fellow colleagues who work in the NHS and experts.

Dorset HealthCare successfully became an NHS Employers Partner in 2011 and this has
provided the opportunity to gain invaluable support and recognition for Diversity and Inclusion in
Dorset Health Services.
Participation in the programme is proposed for 2016 and an application is being made. This can
support our equality arrangements and contribute to the NHS equality position nationally.
Community Engagement
The Access and Equalities Development Team has supported the revised BME Engagement
Panel visiting St Ann’s Hospital and the Eating Disorder Service. Reports from these visits will go
to the Equality and Diversity Steering Group.
The Trust supported successful Holocaust Memorial Events across Dorset and the National Time
to Talk Day.
1.7 Staff Survey
An initial analysis of the raw data responses to the 2015 NHS Staff Survey questions was
included in the People Management Board report in January. Results indicate improvements
across 67% of questions which is encouraging.
The formal report is due to be published by NHS England on 23 February 2016 and a brief verbal
update on the key findings will be given to the Board on 24 February. The formal report will be
circulated to Board members when it becomes available and a more comprehensive report and
analysis will be brought to the Board as a separate report in March.
The results will also be shared at meetings with Staff Governors and Trade Unions, and at the
Executive Performance and Corporate Risk Group, during March. Reports will also go to the
Equality and Diversity Steering Group, Safety Committee, Trade Union Partnership Forum and
Doctors and Dentists Joint Negotiating Forum relating to the areas in which they have interest that
will follow the March Board meeting.
1.8 Forthcoming Employment Legislation
Legislation is expected during 2016 that will affect:
• public sector trade union ballots;
• picketing and cover of strike action by agency staff;
• potential from April 2016 to reclaim certain qualifying severance payments for NHS
employees earning over £80,000 who are re-employed by a public sector employer within
2 years;
• Application of a reduced cap of £95,000 on exit payments.
There is also consultation limiting exit payments below the current NHS levels that will be
expected to apply for all NHS staff.
5
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Appendix 2
LEARNING AND DEVELOPMENT UPDATE FEBRUARY 2016
Nursing and Midwifery Council visit
As part of ongoing quality assurance Bournemouth University has been selected for a review by
the Nursing and Midwifery Council (NMC) and the university and practice partners will be visited
and audited on the 9th and 10th of March 2016. As yet it is not known which areas within the Trust
NMC will visit but this should be known following an initial visit between Bournemouth University
and the NMC on the 23rd February 2016.
Revalidation Roadshows
The Learning and Development Service is providing regular drop-in revalidation roadshows for
Trust nurses and now practice nurses, to give them the opportunity to explore revalidation and to
support staff with tools to ensure portfolio’s meets NMC requirements. Workshops for nurses and
confirmers are ongoing as well as a number of 1-1 bespoke sessions. Feedback received at the
end of sessions has been positive; showing that staff are feeling more prepared and less anxious
about the revalidation process.
Nursing Midwifery Council Revalidation Ulysses Recording Module Coming Soon
We are in the latter stages of adding a Revalidation module to Ulysses so that the Trust can
support staff with recording their NMC Revalidation.
This will allow staff to check against each piece of evidence and declaration as well as keep a
meeting log and enable Managers to monitor and support staff in doing so.
Once the new module has been tested and approved by Clinicians, it is anticipated that it will go
live to all staff that are required to revalidate with the NMC from April 2016.
Enhancements to Clinical Supervision Recording
The Learning and Development Service has worked with Ulysses to develop and implement a
group supervision option within the Clinical Supervision module of the Ulysses system. This
allows the group clinical supervisor to record the date of clinical supervision for a number of
supervisees to avoid either individuals having to record this separately, or the group supervisor
having to make a separate record for every individual attending the session. This development is
a positive step forwards and is the result of continued engagement and feedback from clinical
staff. The module had been trialled with staff before going live and has so far been very well
received.
Testimony from Anne Hiscock - Matron
“Having the ‘Group Supervision’ facility on the Clinical Supervision module has been hugely
beneficial in terms of having the ability to bulk upload staffs clinical supervision when carried out
in groups. The module retains staff names that have previously been entered in alphabetical
order making it extremely easy to input on subsequent episodes. It literally takes a couple of
minutes to enter and has significantly increased recorded compliance statistics for my team.”
Enhancements to the Appraisal process
The Learning and Development Service continue to make improvements to the Appraisal process
following staff feedback and engagement. Following the fantastic response to the online staff
survey aimed to help improve the quality of the staff Appraisal conversation, a series of focus
groups where held throughout January. The focus groups across Dorset helped to capture further
ideas, experience and suggestions for improvement to the Appraisal experience. Feedback will
be collated from the online survey and focus groups and shared with staff and an action plan will
ensure the implementation of key points. A general theme showed that staff are becoming more

familiar with the process of “Plan, Talk, Record” and the most common suggestion for
improvement requested the use of free text box’s on the Ulysses Appraisal module. The
implementation of this will be taken forward with Ulysses.
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Appendix 3

OCCUPATIONAL HEALTH, SAFETY AND WELLBEING UPDATE FEBRUARY 2016
3.1

Flu Programme
The flu programme for staff commenced at the end of September 2015 with a high level of
support from the communications team.
Details of this year’s uptake as at end of January 2016 with comparative figures for the same
period in 2015 are detailed in the table below.
Staff Group

January
Vaccinated
38.0%
27.9%
Qualified 33.1%

2016

Doctors
Qualified Nurses
Professionally
Clinical Staff
Support to Clinical Staff
25.8%
Total
28.4%
Non Clinical Support Staff 38.6%
(not reported)

% January
Vaccinated
27.5%
21.4%
27.8%

2015

%

22.7%
23.2%
32.9%

The proportion of reported staff vaccinated as at end of January was improved on the same
period last year, up from 23.2% to 28.4%. The communications team worked closely with the
Occupational Health Service to promote the vaccination programme and a dedicated flu email
address was set up.
Staff were able to attend drop in sessions at 22 locations across the county and bookable
appointments were also available at the Occupational Health Departments in Dorchester and
Boscombe. Clinical staff were offered flu vouchers to be redeemed at a selection of pharmacies
and supermarkets across the county and 121 vouchers were issued. Staff who had received
their vaccination outside the occupational health service were encouraged to report this and 136
staff reported that they had received the flu vaccination from their GP.
14 Trust staff members volunteered as peer vaccinators across the county.
Work has been initiated to sustain the improvement in flu uptake in 2016.
3.2

Health at Work
There has been additional development and promotion of topic specific health and wellbeing
resources during January including:
•
•

Dry January
JanUary (formerly National Obesity Week)

The Trust has signed up to a further two Public Health Responsibility Deal pledges in respect of
Chronic Conditions Guide and Carers and Occupational Health Standards and action plans have
been submitted to the Responsibility Deal pledge site.
Intranet pages for both Keep Active and Eat Well have been published and promoted in the
‘Weekly Roundup’ and a register of Health and Wellbeing Champions is being compiled, to

facilitate rolling out initiatives Trust wide. A selection of lunchtime walks for staff working
at/visiting Sentinel House have been developed and promoted in the Weekly Roundup and on
the intranet; Health and Wellbeing Champions have been asked to set up similar walks at their
workplaces.
Following discussions with Phil Morgan, Trust Lead for Recovery and Social Inclusion, a Hidden
Talents brochure has been drafted and submitted to the Hidden Talents group.
Staff have been encouraged to participate in National Heart Month Wear It, Beat It and Time to
Talk in early February.
3.3. Health & Safety
Head of Health and Safety
Steve Harper commenced from the start of February as Head of Health and Safety and now
leads the Health and Safety Team from his previous role as Health and Safety Advisor.
Workplace Assessments
In tandem with the approval of a revamped policy, workplace assessments have been
undertaken across all community hospitals with respective Matrons as part of an ongoing
process in providing safety assurances.
Disability Access
CQC
To support the CQC action plan, all Community Mental Health Team outpatient / patient
premises used by Adult CMHT’s have been reviewed to ensure that they conform to the Equality
Act 2010 legislation in respect of disabled access. For those service locations that were identified
as not having adequate disabled access, recommendations for appropriate adjustments are to be
passed to the capital bids programme and, as an interim measure, added to the corporate risk
register with mitigating factors.
Disabled Staff
With the Trust recently employing 2 new staff with differing disabilities, both have received direct
support and assistance with workplace adjustments to meet their needs and have been provided
with Personal Emergency Evacuation Plans (PEEPs) for their working environments. A
compliment was paid in respect of the service that was provided in understanding their
disabilities and allowing them to have a seamless induction into the Trust.
Joint Trust working
In a collaborate approach to managing workplace hazards, the Trust has supported a request
from a neighbouring Trust with discussions and presentations on Mental Health environmental
hazards and audits. In particular managing high level risks and the methods and processes we
use to control or mitigate risks. Further joint working is planned.
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Issue 2 — February 2016

Handy hints and top tips for writing job adverts
We are struggling to recruit to a number of key
posts across the Trust, and need to be more effective in attracting people to come and work for us.
It is important we bring in the right staff, so that we
don’t have to rely on expensive agency staff to
help deliver services.

HR is working with the Communications Team to
strengthen our recruitment processes, including
the development of new templates for online job

ads and a toolkit for hiring managers.

However, we can start moving in the right direction by making our existing adverts more
lively, informative and attractive. If you are a
hiring manager, you can find some simple,
practical guidance on writing your ads at
https://intranet.dorsethealthcare.nhs.uk/
supporting-staff/hr/writing-a-job-advert.htm

Recruitment events during 2016
Another key element in our new staff recruitment
strategy is promoting job opportunities with the
Trust at key industry conferences, exhibitions, jobs
fairs and open days. These will help us to target
prospective employees directly, showcasing what
Dorset HealthCare has to offer and capturing people’s attention. But we need staff to help man
these events and help to “sell” the benefits of
working here. We are looking for enthusiastic, outgoing people who are happy to talk about their
service and the Trust as a whole, and – at national
events – the attractions of living and working in the
Dorset area.
Depending on the event, you may be required for
just a morning or afternoon, or a full day’s attend-

ance and overnight stay. For major conferences
and events, you may also be needed to help set
up or dismantle our stand, and – if travelling by
road – share transport. While a day out of your
schedule may seem like a big commitment, your
attendance could bear rich dividends if it can help
us recruit to hard-to-fill posts. You would attend
alongside a couple of other colleagues, and all expenses will be paid for.
A full calendar of these events will be made available on the intranet shortly. If you would like to be
considered for future events – please contact Keri
Gray, Attraction, Recruitment and Retention Lead,
on 01202 277100 or keri.gray@dhuft.nhs.uk

E-Roster finalisation of shifts
Directors have agreed that the E-roster Team will now only send two reminders in relation to finalising and approving the roster for payment of enhancements to substantive staff. The first email reminder will be sent a
week before the payroll deadline and will remind managers to ensure that rosters are fully checked, in that all
shifts are correct and finalised before the payroll deadline so that staff will be paid correctly and on time. The
second email reminder will be sent 24 hours prior to the payroll deadline. Please note: the E-roster Team
will no longer call managers to chase them to finalise their rosters. It is the responsibility of unit managers to ensure that data being finalised on the roster is a true and accurate reflection of the work undertaken on
the unit. Managers must ensure that they are finalising shifts on a regular basis and that it is not left to the last
minute. If rosters are not finalised by the 10am deadline the unit will be removed from the payroll batch and
payment of enhancements for that month will be held over for the following month. This would mean that the
staff on the unit will only receive their basic pay.
The E-Roster Intranet pages contain a number of user guides including ones that show how the rosters should
be finalised and how this can be undertaken on a team by team basis.

Recruitment matters
Vacancy request authorisation
When completing the vacancy authorisation request,
please remember to add the approvers as follows:
Your locality/service manager (1)
Management.accounts@dhuft.nhs.uk (2)
(If you are the authorising manager, please add Management Accounts as 1).
External adverts
Bespoke external adverts and design work is available and is being used. Please contact Keri if you
need
any
help
with
advertising
(Keri.Gray@dhuft.nhs.uk).
TRAC
TRAC is now on the Trust favourites list under DHC
internal systems. To find the website without typing
in the full address, log onto the Internet from a Trust
PC, click on ‘favourites’, then go down the list to
‘DHC Internal systems’ and click on TRAC. This will
take you to the log in page.
Number of applications
If you wish to see the total number of applications
received against your vacancy, and review them
while the advert is live, please contact your HR Administration who will advise and download the applications from NHS Jobs into TRAC.
Interview documentation
On completion of your interviews, don’t forget to enter
the outcome on TRAC and email a scanned copy of
the interview outcome form to HR Services. The HR
Services team are unable to progress clearances for
your successful candidate(s) until the interview notes
and other documents are received by them. Prompt
receipt of the interview documentation will help in get
your new employer in post as quickly as possible.
Customer service feedback
The Trust continues to receive positive feedback from
those progressing through the recruitment process.
The majority of applicants continue to find out about
vacancy opportunities via NHS Jobs and are attracted to Dorset HealthCare as a result of the role being
advertised, the opportunities for development and the
location. The process for applying for employment is
considered to be easy and the recruitment experience overall is rated as very good.

Talent pool
The ‘Talent Pool’ that has been set up within the
Trust is being looked at to develop it further, so
keep an eye out for further information and promotion.

‘Working for Us’
The ‘Working for Us’ section of the website has
been update to include information on:





Investing in you
Looking after you
Involving you
Trust bank

Click on the link to take a look—http://
www.dorsethealthcare.nhs.uk/work/

Access to Clinical
Systems
If staff have had long term absence e.g. maternity or sickness lasting 6 months or more, before
they can access Clinical Systems such as RiO or
SystmOne, they will need to be booked on a refresher course and have completed it before
they will be given access.
Managers will need to email cis@dhuft.nhs.uk to

Leavers
If a staff member is remaining in employment with
the NHS then they must be allowed to retain their
Smartcard, as this will be activated at their new/
returning place of work. The access to Dorset
HealthCare will be removed using the details supplied on the submitted leavers form.
If the staff member is leaving NHS service completely, then the Smartcard must be retained by
the manager and returned to the RA Department
at Sentinel House.

Race discrimination
Instruction not to speak native language at work. In this case, the EAT decided that an employer did not
directly discriminate when it instructed a Russian employee not to speak Russian at work. Read more

Policies

Bank Holidays

To this end, section 5 of the policy has been updated
to now read:

New e-Learning platform

Annual leave calculator
There will be six Bank Holidays in the 2016/17
The annual leave calculator has been updated and is leave year, as follows:
available as part of the Line Managers’ Toolkit on the

2 May —Early May bank holiday
Intranet.

30 May—Spring bank holiday

29 August—Summer bank holiday
Speaking up and Blowing the Whistle
26 December—Boxing day
The Speaking up and blowing the whistle policy has 

27 December—Christmas day (substitute)
been updated following a governance review, where

2 January—New year’s day (substitute)
it was recommended that mechanisms for raising
concerns about Executive Directors or the Chief Ex- Annual leave entitlements will therefore need to be
ecutive were highlighted.
calculated using only six bank holidays.

“Concerns relating to the Chief Executive or a Director can be raised with the Senior Independent Director (see section 5.6 of the Policy) and/or with the
Chair of the Trust.”
The full policy can be found on the Intranet.

Dementia
For all registered staff in community hospitals and
intermediate care teams, there is a Dementia
CQUIN training target which requires >90% of this
target group to complete a minimum of Tier 1 Dementia training before 31 March 2016.

The Trust is losing access to its two main eLearning platforms in March 2016, as a result a new
eLearning platform has been procured. Representatives from representatives from clinical services,
IT, Communications, Procurement and Learning
and Development Services were involved in the
selection process. The successful supplier is Dynamic, a learning solutions company, who have a
number of NHS clients including Health Education
Wessex.
In preparation for the new platform, staff are advised that any eLearning courses already started
(or planned to be started) will need to be completed no later than:


As at 31 December 2015 we are currently reporting
a 68% completion rate. There is a value of
£45,000 on achieving this target.




For further information, please click here. To book
your place on a Dementia training course, please
use the Online Booking System.

Open University
Following the allocation of funding from Health Education Wessex to support pre-registration nurse
training in 2015/16, the Learning and Development
Service has been working in partnership with the
Open University (OU) to bring the first cohort of
seconded OU nursing students to Dorset
HealthCare.
Please click here for further information.

Learning4Health (for
Clinical
eLearning): 16th March 2016
Virtual College (for Safeguarding Children /
Adults Level 2 Update): 29th March 2016
NLMS (for mandatory subjects): 29th March
2016

For further information, please click here.

Empowering Leaders
Since the launch of the pathway in September
2013: 190 leaders have completed the pathway
as at end December 2015; a further 41 leaders
are currently undertaking the pathway and 61
leaders are scheduled to commence a cohort before end September 2016. A total of 19 cohorts
have been delivered over the past two years.
For further information, please click here.

Leavers Forms and Property Checklists
Line managers are reminded of the requirement to completing leaver’s forms in a timely way and to ensure that property checklists are updated and kept on an individual’s file. The forms can be found at:
https://intranet.dorsethealthcare.nhs.uk/supporting-staff/hr/hr-leavers-form.htm
https://intranet.dorsethealthcare.nhs.uk/WS-Dorset-HealthCare-Intranet/Pages/policies-forms/forms/hr/

Coaching

TRS

Please click here for further information.

Line Leader
Development

During Quarter Three 2015/16, 12 coaching sessions Don’t forget to access your Total Reward Statewere delivered to 12 coachees; 3 applications were ment (TRS) so that you can understand your comreceived from staff wanting to undertake coaching; plete benefits package.
34 staff have received coaching since its formal
launch in January 2015.

Care Certificate

Involvement in, and completion of this important national initiative provides an opportunity for Health
Care Support Workers who are new to heath, new
to care and to achieve standards of care expected
within all areas of the Trust.

For the period 1 October – 31 December 2015,
129 team leaders, irrespective of banding, completed a total of 201 stand-alone leadership or
management learning sessions that are available
through the Trust’s Line Leader Development Prospectus.

During the period 1 April 2015 – 31 December
2015, 385 team leaders, irrespective of banding,
have completed a total of 653 stand-alone leadership or management learning sessions. As at
Quarter three, this level of attendance is excepThe last manual paper claims will only be accepted tional when compared with the attendance for the
up to and including 31 March 2016, to be paid in April whole of 2014/15 when 566 stand-alone leadership or management learning sessions were com2016.
pleted.
All claimants must use the eTravel/Expense system, For further information, please click here.
Expense On Demand, for all travel undertaken on
and after 1 April 2016.
Please click here for further information.

Paper Travel Claims

E-Travel Training Sessions
eTravel training sessions will be held at Bridport
Hospital, Blandford Hospital, Forston Clinic,
Sentinel House and St Leonards Hospital during
February and March 2016.
Click on the link to select your session and book on
the course: http://seiis01.dhc.nhs.uk/allocation/
selfbook.asp
You will need your Payroll Number.

Team Development

For the period 01 October – 31 December 2015, nine
teams have completed a team development programme, 15 teams are booked in for development
and a further eight teams have expressed interest in
development. 46 teams have undertaken team development since 2014 as at end December 2015.

If you or a member of your team is new to being
a manager, a meeting to have a brief introduction to HR Services and an overview of HR processes can be arranged by contacting:
Lucy.Edgington@dhuft.nhs.uk

Eating Disorders
Awareness Week

Week 22 – 26 February 2016
Eating Disorders awareness week is a chance to
raise awareness and understanding of eating disorders, challenge stereotypes and stigmas.
Dorset HealthCare is working with Bournemouth
University to raise awareness by holding a series
of events
We hope the range of events will raise students, staff and the public awareness of eating disorders. This programme of events has
been organised and supported by:







Dorset HealthCare
Bournemouth University
Student Union Bournemouth University
Beat Eating Disorders - BEAT
University department of Mental Health
Sock it to Eating Disorders

Book your place by visiting:
https://www.eventbrite.co.uk/e/sport-as-a-help-or-a
-hinder-for-enhancing-body-image-tickets20830719242

Overpayments

Equality & Diversity

Salary overpayments cost the Trust money and
time to resolve.
Overpayments of salary are
caused by the relevant paperwork not being submitted to HR/Payroll in time to be actioned or processed.

February is LGBT Awareness Month
Lesbian, Gay, Bisexual and Trans History Month
celebrates the lives and achievements of the LGBT
community. LGBT HM is celebrated in February in
the UK but our work to challenge homophobia,
Overpayments not only cost the Trust the money that biphobia and transphobia continues throughout the
has been overpaid but the time that it takes to calcu- year. http://lgbthistorymonth.org.uk/
late and resolve the overpayment. In some cases,
the money cannot be reclaimed due to the length of BME Engagement Panel
time it has taken to receive the paperwork which The BME Engagement Panel will be visiting the Eatthen identifies the overpayment. In some situations ing Disorder Service during Eating Disorder Week.
the individual may have moved address which re- The aim of the visit will be to learn about what sersults in a delay in being able to reclaim monies owed vices are available and also to share that inforand in some circumstances prevents the Trust from mation with the BME Community in Dorset. The
Panel will also be able to offer advice about any culrecovering the money overpaid.
tural or access issues which may help to increase
To prevent overpayments happening please fol- the numbers of BME people who access these services.
low these few simple steps:
1. Ensure that all documentation for leavers and The January Newsletter is now available to downfrom
the
website,
just
go
to
change of circumstances are completed at the time load
the individual notifies you. Any change in annual www.intercomtrust.org.uk/bulletins
leave entitlement can be notified at a later date.
In this month’s issue there are articles on:
2. Ring either HR or Payroll if you have a member of  Job Opportunity
staff who informs you at short notice that they are  Free NHS Health Check
leaving, as we may be able to prevent an overpay-  New groups
 Community updates
ment of salary occurring.
And much more!
3. Ensure that you have told us of any updated personal details for the individual e.g. Home Address, Keep an eye out on the LGBT Collective website at
www.lgbtcollective.org.uk/local-lgbt-news for more
Telephone Number, Next of Kin etc.
local news.
As non-repayment of an overpayment is a nonrepayment of public monies, Counter Fraud will in- Dates for your Diary
vestigate where overpayments occur and no agreed 
Every Friday from 09.30 am until 12.30 pm
repayment plan is in place, to identify any particular
‘Coffee and Chat’ at Bovington, BH20 6JA.
issues and to support the recovery of overpayments. 
12 February 2016 is the African and Caribbean over 50’s Lunch Club.
Where a repayment plan has been agreed as per
Trust policy and being adhered to, there will be no
involvement from Counter Fraud.
Staff also have a responsibility to check their pay
Line managers and those conducting investigaand raise any query they may have including that of
tions are reminded of the importance of confidentia potential overpayment.
ality throughout the investigation process. The
principle of confidentiality applies to the line manDue to the seriousness of overpayments not beager, the employee who prompted the investigaing repaid, where necessary, escalation of such tion, witnesses and patients.
issues will be made to Senior Managers and Directors

Investigations
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MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
Tuesday 20th October 2015, 2.30 pm, Meeting Room 3, Sentinel House
Non Executive Director (Chair)
Director of Nursing & Quality
Non Executive Director (left at 4.40 pm)
Non Executive Director (left at 4.40 pm)
Non Executive Director
Non Executive Director
Chief Executive (left at 4.30 pm)
Attending:
Trust Board Secretary
On behalf of NK
Dorset Locality Director
Poole and East Dorset Locality Director
Bournemouth/Christchurch Locality Director
Head of Patient Safety and Risk
Head of Compliance and Regulation
PA to Director of Nursing and Quality for the minutes
Apologies:
Medical Director
ACTION
QGC
113/15 Apologies: Apologies as noted above.
Members:

114/15

David Brook
Fiona Haughey
Sarah Murray
Lynne Hunt
Nick Yeo
John Hughes
Ron Shields
Keith Eales
Ian Rodin
Sally O’Donnell
Linda Boland
Eugine Yafele
Michelle Hopkins
Hazel McAtackney
Linda Thomas
Nick Kosky

Minutes of the last meeting 20th July 2015
The minutes from the Committee meeting held on the 20th July 2015 were
accepted as an accurate record of the meeting.

115/15

Actions from Previous Meeting
All actions updated prior to the meeting. In addition;
097/15 – Safeguarding Adult Annual Report 14-15 – FH confirmed that the
Safeguarding Adult and Safeguarding Children Annual Reports will continue to
come to this meeting for approval.
107/15 – Identifying Risks: Failure in care or recording issues – EY confirmed this
was covered in the HASCAS update on the agenda.
111/15 – AOB: Quality for the future – LH suggested the board workshop should
include quality for the organisation, what quality looks like, what does it mean and
engage with partners.

116/15

Minutes of the Executive Quality and Clinical Risk (EQCR) Meetings for
August, September and October 2015
FH highlighted the following key discussions from the meetings;
August – Quality Priority Progress for Quarter 1 – Quarter 2 will be presented in
the November EQCR meeting.

1
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September – Page 5, Final report for Newborn Hearing Screening Incident – One
child is still under review but no harm recorded to date. Diabetic Eye Screening
Incident –the final report will go to the EQCR.
Regulation 28 – completed and submitted to the Coroner which was well
received.
October – Draft Clinical Audit Strategy agreed and will be presented to the Audit
Committee tomorrow.
The minutes were noted by the Committee.
117/15

To Receive Reports for
Safeguarding Adults
FH presented the new format report to the group and highlighted the following
key issues;
 Details of reviews in section 2
 Procedures and Policies updated in section 3
 Significant events in section 5. .
 Appendix 1 lists the Section 42 Enquiries
 All learning is shared through the teams
SM queried section 8 Quality Assurance. SM and LH felt the addition of an
outcome column to give evidence which would give the committee assurance
that progress was being made.
FH added that investigations are undertaken by Safeguarding Adults Managers
and robust independent reviews take place. Risk factors are taken into account.
NY queried how changes in practice are sustained i.e. a year on. FH confirmed
that an audit of lessons learnt is undertaken. Work continues with the CCG and
Local Authorities.
Safeguarding Children
FH presented the new format report to the group and highlighted the following
key issues;
 Significant events in section 1
 Section 2 highlights the serious case reviews and case audits with
progress to date.
NY commented this was a good overall summary report, but added that it would
be good to see trends/themes going forward for the Committee to gain a better
understanding of the reviews.

FH

2
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FH added that the SAI panel process is now including serious incidents within
children and family services.
Infection Control Report: Clostridium Difficile
FH presented the report to the group and highlighted the following key concerns;
 12 C Diff cases to date which has reached the CCG agreed threshold for
this financial year 2015-16. It will also be alerted to Monitor as it is a
notifiable indicator in the event exceeding the agreed threshold.
 Table 2 gives detail of the cases which some lapses in care found.
 Root Cause Analysis (RCAs) have been completed on each individual
case. The themes are shown in 5.2
 Training needs to be reviewed
 This will be reported in the Quarter 2 Monitor Report
SO’D felt that from the report staff did need additional training. FH added that a
number of factors need to be considered, i.e. use of bank/agency/temporary staff
and speed and safety of transfer, but confirmed that targeted training is being
addressed alongside refresh training for all staff.
DB asked for an update to come back to the committee in due course.
118/15

FH

Quarterly Report on Moderate and Above Incidents
MH presented the report to the Committee and highlighted the following key
issues;
 Paper includes quarter on quarter comparisons as well as year on year as
previously requested.
 In comparison to the same reporting period in14/15 there has been a
reduction overall in the number of SIRIs from 89 to 66, a reduction in
avoidable pressure ulcers from 41 to 11, a reduction in falls resulting in
fracture from 15 to 12, an increase in community mental health
unexpected deaths by 2 and an increase in deaths in custody from 3 to
11.
 The learning is being shared with the Sign up to Safety workstreams and
included in work plans.
NY was encouraged at the improvement in reducing pressure ulcers and felt the
report delivering the right level of information including themes.
RS added that the conclusion was very clear and improvements had been made.
RS asked if any of the deaths in custody are related to complaints made
regarding administration of methadone. SO’D added that the number of
complaints has significantly reduced over the past 2 months.
JH queried what work had been undertaken to result in the drop in Pressure
Ulcers. MH confirmed that one of the workstreams had been looking at the
3
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SKINN bundles, and the Tissue Viability Team have been rolling out extra
training to increase awareness.
DB felt that good progress has been made.
119/15

Quarterly SIRI Recommendations Report
EY presented the report to the Committee and highlighted the following key
issues;
 Total of 8 overdue actions, 6 of which will be completed as part of the
CMHT review. This is due for completion at the end of October. The
other recommendations are on track to be completed.
 Recommendations have been reviewed by Mental Health Managers and
actions have now been agreed and can be found on pages 4 – 6.
 CPA Caseload – detailed consideration of use of CPA within team, with
analysis of data from RiO and local intelligence to understand how CPA is
used with recommendations on how to meet the target of clients who
need to be on CPA.
SM queried what requirements are needed regarding CPA. FH confirmed it is a
professional assessment involving the multi-agency team with regular reviews of
the care plan and IR added that it is a legal requirement if subject to MHA.
DB raised if this was a recording issues. EY responded that there is a recording
issue and further training was needed. Reviews would take place in line with the
care pathway, but not sure this is recording on RiO.
FH added that CPA is a Quality Priority and a lot of work is going on around the
Trust.
From discussions, DB felt the policy and practice of CPA is disjointed and felt that
further work and discussion was needed and then to be brought back so the
committee have a better understanding/assurance that is expected.

120/15

EY

Staffing Report – July/Aug/Sept 2015
FH presented the report to the Committee who are requested to review the
information contained within the report, but highlighted the following key issues;


A joint letter regarding safe staffing and efficiency has been issued by the
regulatory bodies, Monitor, NHS England, Care Quality Commission,
National Institute for Health and Care Excellence, and the Trust
Development Authority. The letter highlights that providers should take a
rounded view of staffing and be able to demonstrate that they are able to
ensure safe, quality care for patients and that they are making the best
use of resources. W ork is ongoing to look at the impact the content of
the letter has on future reporting.
4
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The RAG tool has ceased from 1st October and now using e-roster data.
The wards have welcomed this as it avoids duplication.
A more detailed monthly staffing report goes to the Executive Quality and
Clinical Risk group.
Some of the CQC Reports have flagged staffing issues in specific
services.

DB asked if bed numbers could be added to give a further understand of the
agency usage.

FH

SO’D queried the 78% on Ryberry Ward on page 3 and FH agreed to check.

FH

NY felt the overview report of the last three months was excellent and gave the
committee the highlights and enough information for the committee to be assured
that work is progressing.
JH also added that the report was very interesting and asked if the correlation of
staffing, SAIs, pressure ulcers, any risk areas are also taken into account. To
look at learning from good practice and the culture of the ward for continuing
improvements. FH confirmed that patient safety data is used to include ward,
and triangulating falls, pressure ulcers, medication errors, etc.
DB asked the committee if the report gives the assurance that is needed – is
more detail needed to give a better picture? FH highlighted that the dashboard
has that level of detail, which may need to be incorporated into the report.
FH also informed the group that she is attending the CNO conference at the
beginning of December and will see what other Trusts are doing.
121/15

Quarterly Report on Positive and Proactive Care: Reducing the Need for
Restrictive Interventions
EY presented the report to the Committee and highlighted the following key
issues;
 The data for Q1 and Q2 shows a reduction in rapid tranquilisation, prone
restrain and seclusion compared with last year.
 Benchmarking data included in a table on page 3
 4 actions still to be completed – progress shown in 4.7
 The Trust Policy on Therapeutic Management of Aggression and Violence
is being reviewed to include the code of practice and is due to be
completed by November.
 PMVA and therapeutic observation training to be reviewed to reflect the
changes in guidance from the Department of Health
The committee accepted the report.

122/15

HASCAS Update Action Plan
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EY presented the report to the Committee and highlighted the following key
issues;
 To continue with audits and review learning has been embedded into
practice.
 CPA reviews – Re-audit was undertaken September 2015 to ascertain
the level of compliance to these recommendations to achieve 95%.
 Report to go to the CCG in December
 Improvements have been made, but not consistent – work still to be
undertaken to be compliant.
The committee accepted the report and noted the improvements made to date.
123/15

Update on Saville Report Recommendations
FH presented the report to the Committee and highlighted the following key
issues;
 Good progress has been made against the 3 outstanding
recommendations which are highlighted in table 1.
 All actions due to be completed by the end of December 2015.
The committee accepted the report.

124/15

Crisis and Home Treatment Services Update
EY gave a presentation to the Committee which included;
 Role and function of crisis intervention / home treatment service
 The McCallion Review 2014 and recommendations/outcomes
 Keys issues noted and discussed – i.e., model of care, leadership, patient
numbers ≥ 30, patient care – care plans and risk assessments, criteria for
entry to the team, tatekeeping function, telephone system, caseload
management, team functioning, engagement, commissioned service /
demand management
FH added that the McCallion recommendations had also been picked up by the
CQC and is part of the developing CQC action plan.

125/15

Update from MHA Legislation Group
SM had already left the meeting, but the next MHA Legislation Group is due to
meet on the 10th November.

126/15

Research and Development Update
FH presented the report to the Committee and highlighted the following key
issues;
 The Trust participates in clinical research and receives an allocation of
resources from NIHR which is supplemented by Trust resources
 The Trust’s research portfolio is modest and more needs to be done to
6
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increase the research activity within the Trust.
This will pose a challenge to the Trust with increasingly competitive and
restricted funding opportunities and financial environment for the Trust.
Establishing the Trust as a credible organisation for commercial research
is central to developing research capacity.
A new Trust R&D strategy will be developed and outline the route the
Trust plans to take to achieve the aspirations

The Committee accepted the report.
127/15

Smoke Free Strategy for Low Secure
EY updated the Committee with the following key issues;
 Developed as part of St Ann’s site, this will be a Trust wide strategy
 Maudsley Hospital, London has already developed and have noted
significant changes.
The Smoke Free Strategy to come back to the meeting in due course.

128/15

EY

Internal Assurance Report
HMc presented the report to the Committee and highlighted the following key
issues;
 Work continues in the development of the peer review platform – 11
services have been involved in the pilot who has been very positive.
 CQC action plans being developed
 CCG visits detailed in 3.5
The Committee accepted the report.

129/15

Review of the Board Assurance Framework (BAF) 2015/16
KE presented the report to the Committee and highlighted the following key
issues;
 The report was written before the CQC report was published, which will
be added.
 Significant risks shown in 2.1
 Will be discussed at the Audit Committee tomorrow.
KE/FH/HMc to go through the report regarding CQC findings and actions and
update the BAF accordingly.
Post meeting note: meeting took place on the 9th November.

130/15

Any New Risks or Change to Existing Risks Identified?



CQC findings and actions into the BAF
Crisis and Home Treatment already on the Risk Register
7
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131/15
132/15

C Diff – now up to 12 cases and reached threshold

Agree reports to the Trust Board
Saville Update - The Committee asked for DB to add to his report to the Board.

DB

Feedback from meeting/Value of Meeting/Achieving Goals
None discussed.

133/15

For Information
The following minutes were noted;
 Audit Committee from 20th July 2015

134/15

Any Other Business
None discussed.

135/15

Date of Next Meeting
21st January 2016, 3 pm, Meeting Room 3
21st April 2016, 2 pm
19th May 2016, 2 pm
21st July 2016, 2 pm
20th October 2016, 2 pm

8
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AUDIT COMMITTEE
Minutes of the Audit Committee Meeting
Wednesday 21 October 2015, 0930, Meeting Room 3, Sentinel House
Present:

In attendance:

John McBride, Non-Executive Director (Chair)
Lynne Hunt, Non-Executive Director
Peter Rawlinson, Non-Executive Director
Nick Yeo, Non-Executive Director
Chris Balfe, Lead Governor
Jackie Chai, Director of Finance
Keith Eales, Board Secretary
Fiona Haughey, Director of Nursing & Quality
Penny Headlam, Interim Associate Director of Finance
Libby Horsfall, Data Quality Lead
Katrina Kennedy, Head of Clinical Effectiveness and Audit
Sasha Lewis, Pricewaterhouse Coopers
Mark Stabb, Director of Audit TIAA
Sandra North, (Minute Taker)
Action

1. Apologies
Karen Travers, Local Counter Fraud Specialist, Anna Blackman, Pricewaterhouse Coopers
2 Minutes of the Meeting held on 20th July 2015
2.1 The minutes of the previous meeting were agreed as an accurate and true reflection of the
meeting.
2.2 It was noted Standing Financial Instructions (SFI’s) (item 8.2.4, page 6) went to the
September Board but were withdrawn and further discussion was requested at the Audit
Committee. SFI’s included on today’s agenda.
3 Matters Arising and Action Tracker
3.1 Outstanding actions were confirmed as complete.
4. Internal Audit Update
4.1 Reports & Follow Ups
MS presented the report
4.1.2 Trust policy arrangements now have greater oversight at committee level and there is
improved visibility for what is available. Internal Audit will monitor how the Trust is
demonstrating compliance.
4.1.3 FH said induction packs for specific teams include signposting to pertinent policies. In
addition reviewed policies are communicated to staff via Trust wide weekly updates.
4.1.4 It was agreed consideration should be given to including policy compliance in next year’s
audit plan.
1

4.1.5 Revised posters are being sent out regarding donations in recognition of care that has
been received. It was noted it would be important for the posters to make clear that these
funds would go to hospital charitable funds accounts.
4.1.6 MS apologised that audit work is slightly behind plan; this has been due to exceptional
issues with resourcing. MS confirmed work is in hand and new staff will commence in
November.
4.2 Update on Internal Audit recommendations on improving data quality
JC introduced Libby Horsfall, Data Quality Lead who presented the report
4.2.1 LiH outlined the work that is taking place in response to the audit findings and the number
of metrics reported to the Board with low confidence levels. A quarterly quality report on
progress will be reported to the Board as part of the Integrated Board Report.
4.2.2 It was agreed the data quality group would be chaired by the Director of Finance supported
by clinicians. FH will get the clinical attendees for the group.
ACTION LiH to follow up with services issues raised during PR and NY’s visits.

LiH

4.2.3 JM said that initial concentration was required for metrics with low confidence levels and
expectations would need to be managed as some indicators will take longer before
confidence rating can be increased.
4.2.4 JM summarised that it may take 9 months before the Committee receives assurance for
quality data and would look to the Executive team to take this forward.
4.2.5 JM requested the draft plan and timetable come to the January meeting.
ACTION forward plan to be updated.
5 External Audit
5.1 PricewaterhouseCooper Progress Report
SL provided a verbal update
5.1.1 Planning for 2015/16 end of year work is underway and the draft audit plan will come to the
January meeting.
5.2 External Audit Services 2016-17 onwards
PH presented the report (SL left the meeting for this item)
5.2.1 PH said NHS best practice is to retender every 5 years. DHC already complies and do this
every 3 years. There are two options for the Committee to consider for recommendation to
the Council of Governors.



Negotiate for best price for a 2 year extension
Proceed to full tender.

5.2.2 PH said the retender process would be a 6 month process and work for 2016/17 will
commence Autumn 2016.
5.2.3 Discussion took place and JM summarised that the report sets out the options clearly and
the Committee was satisfied with the quality of PwC’s work. JM said continuity was
advantageous but the Committee had a responsibility to test the options in respect of value
for money. The Committee agreed with the recommendation to engage in negotiations
first ensuring like for like services would remain in place.
5.2.4 PR requested an addition be made to the paper to include details of PwC position on
2

SN

partner rotation.
ACTION paper to be amended.

PH

5.2.5 CB confirmed he would recommend a negotiation for a better fee and an extension for 2
years and then go out to tender thereafter to the Council of Governors on the 9th
December.
5.2.6 JM requested JC take forward informal discussion with auditors for a proposal. JM, CB,
JC and PH will then discuss the proposal.
ACTION Discussions to take place.

JC

6. Counter Fraud and Security
6.1 Review counter fraud and security progress reports – Quarter 2
6.1.2 JM said KT had reported via email there was nothing significant for the Committee to note.
6.1.3 MS said pool cars were a red risk and JM asked that Estates be reminded this is now due
ACTION JM requested information and assurance regarding the potential for prosecution
of an individual Director (item 4.3.5 page 10). The organisation’s corporate responsibility to
be checked.

JC

6.2 Salary Overpayments
6.2.1 The report confirmed these are not a significant fraud risk to the Trust.
6.3 Update on action plan from Security Management Services(SMS) investigation
JC presented the report
6.3.1 Work has started for the actions identified to put systems in place.
6.3.2 SMS have confirmed they are content the risk is reasonable given the actions taken.
6.3.3 JM requested an update on the robustness of IT and telecoms. JC said the ongoing Wi-Fi
roll out will alleviate a lot of issues being experienced with connectivity.
ACTION business continuity update to be provided to the Committee.

JC

7. Governance and Disclosure
7.1 Board Assurance Framework & Risk Register
KE presented the report
7.1.2 Templates have been updated and have been discussed at the Executive Quality and
Clinical Risk Group and the Executive Performance and Corporate Risk Group.
7.1.3 The PM Governance review reports that the next stage will be to give more focus on how
risk is being treated and the effectiveness of treatments plans. The Committee asked that
more emphasis should be given to target dates (are we content with them?) and to the
proposals for how the Trust will get there.
7.1.4 The quarterly BAF report was written prior to the publication of the CQC report and it will
be updated prior to going to the Board.
7.1.5 The financial outturn position was discussed and JM suggested Internal Audit be tasked
with working with the Executive to look at key elements and to question the initial budget
robustness and how prepared budget managers were for implementing the new budgets.
This would provide confidence going into next year’s budget.
ACTION MS and JM to agree the brief for this work.
3
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7.2 Standing Financial Instructions
JC presented the report
7.2.1 JM said that discussions had taken place at the Chairs meeting.
7.2.2 The Committee agreed the recommendations to the Board.
7.3 Tender Waiver Report
JC presented the report
7.3.1 Following an assessment of procurement compliance, actions have been implemented by
the procurement team. Strong procurement processes have been put in place for Estates.
The new Monitor guidance on the use of agency and consultancy was noted, together with
Trust actions.
7.3.2 PR asked for a breakdown of costs spent on management consultants (point 2.3.2) and
also for clerical agency (point 2.4.2).
ACTION information on the larger items for the spending on management consultants to
be circulated via email. Breakdown for the clerical spending to be circulated and a decision
taken then if more information is needed.

JC

7.4 Treasury Management Policy
JC presented the report
7.4.1 The report was noted and the Committee agreed to continue with the current banking
arrangements.
8. Clinical Audit - Review the effectiveness of clinical audit
KK presented the report
8.1 LH asked why two audits had been postponed. KK said the audits will still be completed
and the postponement was due to the Infection Control team starting a new way of working
and awaiting the tools which are being developed.
8.2 Discussion took place regarding PM Governance’s recommendation on clinical scrutiny.
FH said the Trust is making progress on the biggest risks. Quarterly, six monthly and
annual reports are submitted to the Quality Assurance Committee and the clinical audit
plan is approved through the Executive Quality Group.
8.3 NY will work with KE, MS and FH to link work from the audit and clinical committees and
update the Committee.
ACTION To be included on the Chairs Committee agenda.
9. Year End Financial Reporting Financial Focus
9.1 Losses and special payments reports
PH presented the report
9.1.1 The paper was noted.
9.2 Draft report for CIP 2016/17 planning for Non-Executive Directors
JC presented the report
9.2.1 Directorate reviews were delayed due to preparations for the CQC visit. These will take
place in November. The Committee did not accept that slippage was inevitable and want to
see a return to the original timetable.
9.2.2 NY suggested classifying schemes onto a 5 scale gateway ranking for next year with the
4
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Committee to have sight of this by 1st April. This would then provide assurance there is a
detailed planning and evaluation process in place.
9.2.3 JM asked that Internal Audit look at this and comment on how to move forward. MS
confirmed this was being actioned and the report will be sent to the Executive team and
the Audit Committee via email.
ACTION MS to report back to the Audit Committee in January.
ACTION Director of Strategy and Business Development to be invited to attend the
January meeting to discuss progress on CIP plans for 2016/17 including clinical impact
assurance.

MS
JC

10. Minutes of Quality Assurance Committee Meeting held on 20th July 2015
10.1 The minutes were noted.
11. Points to Escalate to the Board
11.1 None
12. Forward Plan
12.1 To be updated with items raised today.

SN

13. Any Other Business
13.1 FH will send details to SL and discuss management arrangements for the local indicator to
be agreed by the Council of Governors.
14. Date and Time of Meetings in 2015 & 2016
Monday 25th January 2016
Monday 25th April 2016
Monday 23rd May 2016
Monday 25th July 2016
Monday 24th October 2016

0930-1200
0930-1200
0930-1200
0930-1200
0930-1200

Meeting Room 3, Sentinel
Meeting Room 3, Sentinel
Meeting Room 3, Sentinel
Meeting Room 3, Sentinel
Meeting Room 3, Sentinel
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Summary Notes of the Appointments and Remuneration Committee Meeting held at
5.00pm on Wednesday 28 October 2015 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB
Present:
Peter Rawlinson
Ann Abraham
David Brook
John Hughes
John McBride
Nick Yeo

Committee Chair and Non-Executive Director
Trust Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:
Ron Shields
Keith Eales
Colin Hague

Chief Executive
Trust Secretary (with the exception of minute 28/15)
Director of Human Resources (with the exception of minute
28/15)

Apologies:
Lynne Hunt
Sarah Murray

Non-Executive Director
Non-Executive Director

23/15 Welcome and Apologies
The Chair welcomed members to the meeting. The apologies received from Lynne
Hunt and Sarah Murray were noted.
24/15 Quorum
The Chair confirmed that the meeting was quorate.
25/15 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 and
Director of Human Resources.
26/15 Minutes: 29 July 2015
The minutes of the meeting held on 29 July 2015 were approved as an accurate
record.
27/15 Matters Arising
The Trust Secretary submitted, and the Committee noted, the matters arising report.

28/15 Executive Director Appraisal and Objectives
Director Appraisals
Committee members had received a copy of the Chief Executive’s appraisal
summary letters for all Directors, except the Medical Director who was new to post.
The Chief Executive gave an overview of his assessment of each Director’s
performance. In turn, each NED reflected on the appraisal summaries and their views
about the performance of each individual Executive Director.
Discussion took place on the scores given to each Executive Director which the Chief
Executive explained differentiated between individual Directors and provided some
benchmark for each Director as to their performance over time.
The Appointments and Remuneration Committee agreed that the Chief Executive’s
summary letters were a fair and appropriate reflection of the performance of each
Executive Director.
Executive Director Objectives
For consistency, the Chief Executive was asked to make clear in individual objectives
the importance of delivering the financial plan and of their individual contribution to
the organisation’s success. The Chief Executive undertook to complete this.
29/15 Benchmarking Senior Executive Pay
The Director of Human Resources submitted, following a request from the Committee
at the 20 July 2015 meeting, a report providing information in respect of Executive
Director pay.
The Committee considered that, in addressing Director pay, it would be important for
any decisions to be based on a structured and benchmarked approach and with
reference to an appropriate policy which could be applied on a fair and equitable
basis to all members of the Executive Team.
It was agreed that the Director of Human Resources would submit to the
workshop on 16 December 2015 a policy and approach for the remuneration of
Executive Directors.
30/15 Executive Director Skills Audit
The Director of Human Resources submitted the outcome of the skills audit
completed by Executive Directors.
The Director of Human Resources advised that a similar audit had been undertaken
of Non-Executive Director skills and experience following a recommendation in the
Deloitte governance review. It had been suggested that it would be appropriate to
undertake a similar audit of Executive Directors.

2

It was recognised that there was scope for the audit to seek information on a wide
range of skills and experiences in topics such as change management, system
redesign and communication.
The Committee noted the outcome of the Executive Director skills audit.
31/15 Work Programme
The Committee noted the work programme for the remainder of 2015 and for 2016.
32/15 Date of Next Meeting
The next meeting would be held immediately after the Board meeting on 25
November 2015.
Signed:

Date:

Peter Rawlinson, Chair
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SIX MONTHLY REVIEW OF INPATIENT NURSE STAFFING
ESTABLISHMENT: ENSURING SAFE STAFFING
Part 1 Board Meeting 24 February 2016
Authors

Roy Plowman, Fiona Haughey, Cara Southgate, Matthew Chapman

Sponsoring Board
Member

Fiona Haughey Director of Nursing and Quality

Purpose of Report

This report serves as a six monthly review of safer staffing at Dorset HealthCare and
fulfils a requirement of the National Quality Board (NQB) expectations and NICE
guidance (2014) that all NHS organisations take a six monthly report to their Board of
Directors on nurse staffing levels.
The report provides summary details against the NQB requirements (Appendix A),
progress taken by the Trust in regard to the assessment of inpatient staffing levels over
the last 6 months and the financial investments made to address the shortfalls over the
past two years. The report highlights the work that is being progressed nationally in
regard to guidance on safer staffing and other national mandates (such as agency price
capping). The paper includes the staffing data relevant for this reporting period.
This is the fifth staffing report to the Board.

Recommendation

The Board is asked to consider and note:
 The work undertaken to date and the ongoing work to further understand
inpatient staffing levels
 The investment in staffing to continue to provide high quality care and to ensure
safe staffing levels in all our inpatient units (mental and physical health)
 The need to further consider and review the funded establishment of the OPMH
organic wards.
 Compliance in meeting the national monthly submission of staffing data through
the Unify2 system and posting this information on NHS Choices and on the Trust
Internet.
 The change in the monitoring and reporting of our planned and actual nurse
staffing levels to the Trust’s Executive Quality and Clinical Risk Group and
quarterly to the Quality Governance Committee.
 The reduction in the use of agency staff and the work undertaken to increase the
numbers of current employees signed up to work on the Trust Bank.
 Potential changes to the NQB guidance and standards

Engagement and
Involvement

N/A

Previous
Committee/s Dates

September 2015 Board Meeting

Monitoring and Assurance Summary
This report links to
 We will deliver high quality, safe patient care
the following
 We will support staff to innovate and improve care
Strategic
 We will work with partners to deliver joined up care closer to home
Objective(s)
 We will remain a high performing organisation
Any action required?
I confirm that I have considered each of the
implications of this report, on each of the matters
Yes
Yes
No
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.

EXECUTIVE SUMMARY

1.1

The Trust is required to undertake a review of in-patient staffing establishments every six
months. This is the fifth report to the Board following the initial paper in February 2014
recommending safe staffing levels of the inpatient units. It fulfils the expectation of the National
Quality Board requirements for the Trust in relation to safe nurse staffing sections 1,5,6 and 7
(see Appendix 1). During the year monthly staffing reports have continued to be presented to
the Executive Quality and Risk Group and quarterly to the Quality Governance Committee.

1.2

The Trust has continuously worked to establish a position on safe staffing using various
methods to capture the number of patients per nurse, ratio of registered nurse to patient;
planned and actual staffing by registered and non-registered nurses on a daily basis and
acuity/dependency levels.

1.3

There are no nationally defined minimum safe staffing levels for community or intermediate
care inpatient units. This is also the case for Mental Health. NICE is not doing any further work
on the Safe Staffing Programme. NHS England is asking other groups – such as the Vanguard
sites to consider safe staffing models and the Mental Health Taskforce with production of
guidance for mental health settings. The existing NICE guidance on staffing levels for adult
acute wards and maternity departments will remain in place but they are not specifically
relevant to the services we provide. Professional judgement alongside any recognised tools for
acuity continue to be utilised.

1.4

This paper has been prepared to review and consider what we have achieved over the past
two years; to review the national position in regard to ‘safe staffing’ guidance and the review
and refresh of the National Quality Board standards. The report highlights the ongoing work
within the Trust to reviewing and monitor safe staffing levels on our inpatient wards (mental
health and community/intermediate care beds).

2.

PROGRESS REVIEW TO DATE
Investment

2.1

Since the first report in February 2014 a significant financial investment has been made to
improve the staffing establishment within the Trust. A summary of this investment is as
follows:
Report
February 2014

Area of Investment
Community Hospitals

Value £
900,000

August 2014

Mental Health wards - Haven, Seaview
and Dudsbury (now Chine)
Mental Health wards - Harbour,
Alumhurst
Community Hospitals wards - Jersey,
Guernsey, Radipole, Langdon and
Ryeberry

89,109

August 2014
February 2015

Total
2.2

167,222
430,715

1,587,046

The direct investment to date is in excess of £1.5 million and this has supported the
achievement of safe staffing levels across our inpatient units. As with other NHS Trusts and
2

healthcare providers, the increase in nurse establishment is not without its difficulties due to
the national challenge to recruit to vacancies for registered nurses. Where there is a shortfall
in nursing staff the Trust utilises bank and agency nursing staff. The impact on quality is
monitored monthly through the quality dashboard and actions taken to mitigate against
potential harm to patient in the event of a staffing shortfall.
2.3

The change in staff numbers across the Trust from 2014 to 2016 (as at January) is detailed in
the Appendix 2. There has been an increase in their planned registered nursing staff, whilst
during this period the number of planned non-registered nursing staff has reduced slightly.
This was to achieve a higher ratio of registered nurse to patient and improve the quality of
clinical care and clinical leadership on all wards.

Shift
Early
Late
Night
Total

Registered
60
57
38
155

2014
Non-registered
106
84
64
254

Registered
74
74
51
199

2016
Non-registered
99
78
55
232

*These figures exclude the ward manager who is supernumerary in this context and apply solely to nursing staff.

2.4

Across the Community Hospitals a number of wards primary focus is older people’s
rehabilitation and it has been recognised that these wards require the skills of Physiotherapists
and Occupational Therapists. In November 2015 Dorset CCG committed to support DHC to
invest in additional therapy staff with the projected outcome to reduce the patients’ length of
stay. Three hospitals are involved in this programme of work Wimborne (Hanham ward), St.
Leonards (Fayrewood ward) and Alderney (Jersey and Guernsey wards). The table below
shows the current status for each ward.

Hospital
Alderney
Wimborne

Role
Nurse Practitioner
Therapy Team Leader – O/T
Therapy Rehab Assistant
Nurse Practitioner
Discharge Coordinator
Therapists
Therapy Assistant

St.Leonards Nurse Practitioner
Therapist
Therapy Assist
2.5

WTE
1
1
6.4
0.5
0.6
5
1.5
0.5
1
1.5

The recruitment process is underway and the impact of these appointments will be monitored
through length of stay and agreed patient outcomes. Dorset CCG has provisionally committed
£500K to support these posts going forward in the next financial year (2016/17)
Canford Ward

2.6

Canford Ward at St Leonards Hospital was set up in the winter of 2014 as a temporary ward to
support the winter pressures specifically from the Royal Bournemouth Hospital. It has now
been confirmed by the CCG that the ward is to remain open for another year. In view of this
the Trust has taken the decision to recruit to a permanent staffing structure for this ward as to
3

date it has been run on regular bank/agency staff. The funding for this ward is circa £1M per
annum, supporting an additional 15 in-patient beds for older people.
Change in the Staffing Report System
2.7

In September 2015 ward managers were informed the use of RAG Tool would terminate at the
end of September and the staffing data would be extracted directly from the E-rostering system,
thus avoiding duplication in the recording and reporting of safe staffing levels. This move was
fully supported by the ward managers.

2.8

Since October 2015 the use of the E-rostering system for recording and reporting staffing levels
has developed through feedback from the Executive Quality and Clinical Risk Group and the
Quality Governance Committee.

2.9

The introduction of an Executive Quality Dashboard supplemented with detailed exception
schedules on the wards which are underperforming has been well received. Every month the
staffing data collated from E-Roster, HR and performance data and incident reporting through
Ulysses is triangulated and analysed. From this analysis the wards are zoned into three
categories as highlighted below:
Zone

2.10

Definition

Green

No particular issues or concern re staffing or patient
safety

Amber

Areas of potential concern within staffing levels and/or
indications from the quality dashboard which have the
potential to impact on patient safety

Red

Areas of concern within registered nurse staffing levels
and/or one or more indicators on the quality dashboard
potentially having an impact on patient safety

The rationale for classifying underperforming ward in the red zone has been a combination of
several factors which are outside the expected levels. These include:
 The level of incidents which could impact on patient safety
 Staffing levels lower than expected
 High vacancy rates
 High use of agency staff

2.11

For those wards in the red zone the ward manager is contacted by the Associate Director of
Nursing and Quality and their exception sheet shared with them to ascertain what action is
being taken to improve their performance. The ward classifications is monitored over a rolling
three month period and improvements reported. Further details are shown at Appendix 3.
Monthly detailed reports are presented to the Executive Quality and Clinical Risk Group and
quarterly to the Quality Governance Committee. These groups review the data and consider
any risks to quality in regard to patient safety, clinical effective or the experience of the patient
receiving our care.
UNIFY2 National Reporting of Staffing Data
4

2.12

The Unify report has been submitted monthly to the Department of Health. Over the period
September 2015 to January 2016 there has been a slight reduction in the fill rates for both
registered and non-registered nursing staff.

Unify return percentages
Month

Average day
registered fill
rate

Average day
non-registered
fill rate

Average night
registered fill
rate

Average night
non-registered
fill rate

Sept 2015

99.4%

107.4%

102.3%

116.9%

Oct 2015

98.8%

109.8%

99.2%

118.7%

Nov 2015

96.3%

106.4%

92.8%

123.6%

Dec 2015

93.7%

102.8%

91.0%

120.0%

Jan 2016

93.7%

104.7%

94.6%

117.4%

Overall the fill rates have been in excess of 90% for registered nursing staff and 100% for
unregistered nursing staff. The shortages of registered staff are due to issues on a small
number of wards that are highlighted in the monthly staffing reports. The latest (January 2016)
Unify report is shown at Appendix 5.
Bank and Agency Nurse Arrangements
2.13

In November 2015 the Trust Bank moved into the Directorate of Nursing and Quality. This was
to ensure a clear clinical oversight and to support the development of the Trust Bank. It is
managed in the portfolio of the Associate Director of Nursing and Quality

2.14

The Associate Director of Nursing wrote to all staff in November encouraging them to join the
Trust Bank and outlining the benefits to both individuals and the Trust as a whole.

2.15

Since November 2015, 65 new clinical staff have been recruited to the Trust Bank. Work is
ongoing to encourage all new starters to the Trust to take a Trust Bank contract alongside their
substantive contract.

2.16

On 15 January 2016 NHS Improvement’s (NHSI) Chief Executive, Jim Mackey, wrote to NHS
trust and foundation trust chief executives about the next steps on agency spending controls.
These include the following:





2.17

From 1 February 2016 a further reduction in agency price caps
The requirement for all agency procurement for all staff groups to be via approved
framework agreements
Framework suppliers will have to ensure their prices are at or below the rates NHS
Improvement sets
It is a core condition of the Sustainability and Transformation Fund that trusts comply
with all the agency rules

From 1 April 2016 Trusts may procure doctors and other staff, as well as nurses, only through
approved frameworks. NHSI will only approve frameworks that commit to the steps below.


Framework suppliers will have to renegotiate with agencies or retender to ensure
their prices are at or below the rates NHS Improvement sets. This will take several
5






months (beyond 1 April). Meanwhile, all approved framework owners must support
the price caps.
When appropriate, NHSI will change how the price caps are expressed so that NHS
Improvement defines what the worker receives – equivalent to standard NHS terms
and conditions.
We will stop agency workers using personal services companies to avoid taxes.
Frameworks will require agencies to conform to the pay rates NHS Improvement
sets. Agencies will bid to be on-framework on the basis of their agency fee, which
will then be fixed, and in compliance with our term

2.18

A project team has been established to action these steps as well as taking forward additional
improvements to reduce agency expenditure led by the Locality Director for Poole and East
Dorset.

2.19

The changes and controls introduced to reduce agency expenditure and increase the number
of staff on the Trust bank have seen a marked improvement. The table below shows the
expenditure each month up to January 2016.

Apr
May
Jun
Jul
Aug
Sept
Oct
Nov
Dec
Jan
Feb
Mar
FY 2014/15

Agency 14-15
£633,782
£783,836
£742,764
£901,806
£897,674
£816,329
£896,194
£1,056,594
£939,953
£1,028,932
£1,072,141
£1,646,698
£11,416,703

Agency 15-16
£1,225,708
£1,057,317
£1,100,973
£1,276,100
£1,246,237
£1,385,462
£984,436
£1,026,638
£985,085
£573,962

Bank 14-15
£790,807
£842,069
£788,031
£827,535
£864,269
£798,883
£767,848
£825,378
£789,584
£715,436
£878,634
£954,968
£9,843,443

Bank 15-16
£847,142
£814,994
£801,882
£787,855
£839,998
£798,152
£748,691
£847,864
£744,790
£733,581

YTD

£3,959,861

£10,861,918

£4,112,711

£7,964,948

2.20

The services with the highest agency spend as at January 2016 are the Prisons (43%),
followed by mental health impatient wards/medical staffing (14%) and community hospitals
accounting for 3% of the agency spend.

2.21

Overall the agency expenditure across the Trust has reduced by 56% since November 2015.

3.

TOOLS TO SUPORT SAFE STAFFING CONSIDERATIONS

3.1

Over the past two years the community hospital inpatient wards have completed 4 cycles of the
Safer Nursing Care Tool. These were completed 6 monthly and the last one was in August
2015. The tool was designed for acute hospitals and not ideally suited to the patients cared or
in our community hospitals but has been useful in the organisational understanding of the
dependency and acuity of patients across community hospital wards.
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3.2

The graph below demonstrates the funded nursing establishment of each ward rated against
the information from each round of the Safer Staffing review. As can be seen this tool has
demonstrated that the staffing is mostly appropriate the acuity dependency of the patients.
The area which highlighted a challenge was Jersey and Guernsey wards at St Leonards
Hospital. These wards have now been funded for additional therapy staff (6.4 wte) which
should have positive impact on the staffing levels and the care and treatment for these
patients.

Rockwood Frailty Score
3.3

Other work that has been undertaken since the last staffing report in August 2015 is a project
utilising the Rockwood Frailty Score. This tool was developed in Canada and is internationally
recognised as the global clinical measure of fitness and frailty in elderly people. The tool has
been recommended by NHS Elect National Frailty Network.

3.4

All community hospital inpatient wards were asked to review their current caseloads against
the Rockwood Frailty Score during the last two weeks of January 2016. The results were
analysed and are indicated below:
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3.5

Patients could be easily identified and subjected to the categories as defined by the tool and
clinicians carrying out the review required no additional assessment training to identify the
frailty of the patients as outlined in the tool. The graph demonstrates the categories for each
inpatient ward. The majority of patients were identified as having a frailty score of Mildly Frail;
Moderately Frail and Severely Frail
The next steps are to review the ward patient’s actual length of stay against the frailty score,
introduce Frailty scoring into all initial assessment multidisciplinary case reviews and to identify
which key interventions affect outcomes.
Introduction of ‘Care Hours’

3.6

Outlined in the document ‘Operational Productivity and Performance in 1English NHS acute
hospitals: Unwarranted Variations’ by Lord Carter (The Carter Review) are a number of
observations and recommendations for nursing and other staff with an aim to improve
efficiency which will enable for care hours for each patient to be measured and comparable
across care environments.

3.7

Lord Carter states that one of the obstacles to eliminating unwarranted variation in nursing and
care staff deployment has been the absence of a single means of recording and reporting
deployment. He describes conventional units of measurement – such as reporting staff
complements using WTEs, skill-mix or patient to staff ratios – may not reflect varying staff
allocation across the day. He also highlights the huge variation in recording the data and its
interpretation. He describes this as Care Hours per patient day (CHPPD). This could also
include allied health professionals and medical staff.

Figure **
Care Hours Per
Workers
Patient Day

= Hours of Registered Nurses + Hours of Health Care Support
--------------------------------------------------------------------------Total Number of Patients

Figure ** – Method of calculation of Care Hours Per Patient Day
3.8

This approach he states is observed as best practice in Western Australia, New Zealand and
America. The CHPPD range is checked across ward level on a daily basis. He has
recommended the Chief Nursing Officer and others working together to produce a range for
different types of wards.

3.9

This work although aimed at acute hospitals is being looked at locally across Wessex and early
conversations have taken place with the Nurse Director leading this work. The Trust has

1

Operational productivity and performance in English NHS acute hospitals: Unwarranted variations An
independent report for the Department of Health by Lord Carter of Coles
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expressed interest in the community and mental health work streams and possible involvement
in any pilots resulting from these work streams.

Older Peoples Mental Health
3.10

Within Older Peoples Mental Health two rounds of the safer nursing care tool have been
completed. Caution should be applied on reviewing the results for St Brelades for the August
2015 Audit as the methodology was changed so cannot be interpreted with the same
confidence.

3.11

The tool is not ideally suited for the patients cared for within the older peoples mental health
wards. The Clinical Lead and Specialist Nurse Practitioner for OPMHS has been looking for
alternative tools. One alternative being explored was designed by Steve McCarthy-Grunwald
from the University of Cumbria. The tool has been trailed within the wards at Alderney hospital
and was found to be more accurately reflect the care needs of patients on the wards. Further
work is underway to see if the tool could also be utilised within the community hospital wards.

3.12

A small pilot was also undertaken at Alderney hospital utilising the tool devised by Central
Manchester University Hospitals NHS Foundation Trust. This uses clocks as the tool and
nurses complete and code dependent on activity undertaken. The results were not fully
analysed but feedback from staff undertaking the pilot said that is was very time consuming to
complete. The AD for Nursing and Quality has a planned telephone call with Central
Manchester University NHS Foundation Trust in February 2016 to discuss how this has been
utilised within their organisation and what we can learn from them.
Standards Safe Sustainable Staffing Guidance - National Programme

3.13

The current National Quality Board requirements for the Trust in relation to safe nurse staffing
are detailed in sections 1,5,6 and 7 of Appendix 1. The appendix provides an update on the
Trust’s position against the NQB expectations. The whole national programme on Safe Staffing
is now under review. And will take the following steps:
Phase 1
9

3.14

3.15

3.16

The Secretary of State has requested, by March 2016, a refresh the NQB safe staffing
guidance for nursing, midwifery and care staff, to become a front end document for individual
care setting staffing guidance documents. The purpose of the review is to ensure that the
documents are designed to assist Boards, as NHS decision-makers improve efficiency while
also delivering the best possible quality within available resources: this is likely to include
messages on safely and sustainably managing staff reductions and gaps in staff availability;
with a focus on deliverability.
Phase 2
Develop 8 Safe Sustainable staffing guidance documents for different care settings during
2016:
1. Urgent and Emergency Care
2. Mental Health
3. Learning Disability
4. Primary and Community services
5. Maternity Services
6. Children’s services
7. Inpatient wards for adults in acute hospitals
8. Safe Staffing in Care Home Sector (DH Framework)
Dorset Healthcare has expressed interest in the Mental Health, Learning Disability and Primary
and Community Services groups to support the development this guidance.
Other In-house Developments

3.17

In November 2015 it was reported a project team has been established to review the standards
and processes in place to ensure that substantive staff hours are appropriately utilised. Work
is currently ongoing in this area.

3.18

A business case for ‘Safe Care’ an additional module for the E-Roster system that allows staff
on duty to be verified and adjusted on Eroster at the beginning of each shift has been written.
The system provider ‘Allocate’ gave a presentation of the system to the senior nurses and
other senior staff within the organisation in January 2016. The additional functionality also has
the ability for acuity and dependency to be measured and compared to rosters. One challenge
for the organisation will be to agree tools that would meet our different inpatient patient group’s
needs.

4

CONCLUSION AND RECOMMENDATIONS

4.1

The Trust continues to review and monitor the staffing establishments on the inpatient wards
on monthly basis and work is continually progressing to improve the reporting process and to
understand the staffing requirements within the Trust.

4.2

The Trust continues to be challenged with recruitment and retention issues and is constantly
working to improve this position.

4.3

The Board is asked to consider and note:
 The work undertaken to date and the ongoing work to further understand inpatient staffing
levels.
 The investment in staffing to continue to provide high quality care and to ensure safe
staffing levels in all our inpatient units (mental and physical health)
 The need to further consider and review the funded establishment of the OPMH organic
wards.
10







Compliance in meeting the national monthly submission of staffing data through the Unify2
system and posting this information on NHS Choices and on the Trust Internet.
The change in the monitoring and reporting of our planned and actual nurse staffing levels
to the Trust’s Executive Quality and Clinical Risk Group and quarterly to the Quality
Governance Committee.
The reduction in the use of agency staff and the work undertaken to increase the numbers
of current employees signed up to work on the Trust Bank.
Potential changes to the NQB guidance and standards
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APPENDIX 1

NATIONAL BOARD QUALITY EXPECTATIONS
DHC POSITION – JANUARY 2016

EXPECTATIONS

WHAT DOES THIS MEAN IN
PRACTICE?

1. Boards take full
responsibility for the
quality of care provided
to patients, and as a key
determinant to quality,
take full collective
responsibility for
nursing, midwifery and
care staffing capacity
and capability
2. Processes are in
place to enable staffing
establishments to be
met on a Shift to Shift
basis.

Includes all aspects of board
reporting and monitoring of
establishments, actual and day to
day staffing levels.
Emphasis on hours monitoring
included as part of the NICE
guidance and the requirements
for uploading information to NHS
Choices.

In place
Board report presented monthly since
June 2014. Monthly Staffing reports are
also presented to the Executive Quality
and Clinical Risk Group and quarterly
reports to the Quality Governance
Committee.

Executive team should ensure
that policies and systems are in
place, such as eRostering and
escalation policies

3. Evidence based tools
are used to inform
nursing, midwifery and
care staffing capacity
and capability
4. Clinical and
managerial leaders
foster a culture of
professionalism and
responsiveness where
staff feel able to raise
concerns

Use of proven methodologies and
triangulation with professional
judgement for setting staff levels

5. A multi-professional
approach is taken when
setting nursing,
midwifery and care
staffing establishments

In place
Daily monitoring through staffing meetings
in site, eRostering implemented – to
consider upgrade to new version of eRostering which could include ‘safe care’
module. Presentation given to the Trust
by the Health Roster supplier on the safecare module – 20th January 2016. Trust
discussions are taking place to decide the
way forward.
In place
Benchmarking, Safer Nursing Care Tool,
Contact Care Time and professional
judgement utilised as part of the 6 monthly
staffing reviews
In place
Incidents received, monitored and themed
monthly.
Staffing quality dashboard reported
monthly to consider any staffing shortfalls
and impact on patient safety, effectiveness
and experience.
Staffside involved in staffing review
groups.
In place
Broadened to involve more ward leaders
and front line nursing staff in the review
meetings.

Directors of Nursing and Quality
lead the process of reviewing
staffing requirements and ensure
that there is a process in place
actively involves, matrons, sisters,
charge nurses, or team leaders.
Also Locality Directors and Locality
Managers are involve in ensuring safe
Also that they work closely with
staffing establishments
Medical Directors, Directors of
Finance, Workforce (HR),
Operations and Learning and
Development recognising
interdependencies between
staffing and other aspects of the
organisation’s functions.

Encourages working in wellfunctioning teams supported by
appropriate infrastructure and
support model
Emphasises need for open
culture to report shortfall
Staff-side organisations have a
role

12

6. Nurses, midwives and
care staff have sufficient
time to fulfil
responsibilities that are
additional to their direct
caring duties

Recommendation on adequate
Headroom (no percentages
stipulated)

7. Boards receive
monthly updates on
workforce information,
staffing capacity and
capability is discussed
at public Board meeting
at least every six months
on the basis of full
nursing and midwifery
establishment review.
8. NHS providers clearly
display information
about the nurses,
midwives and care staff
present on each ward,
clinical setting,
department or service
on each shift.
9. Providers of NHS
services take an active
role in securing staff in
line with their workforce
requirements

Monthly reports to go to board
detailing actual staffing levels
against establishment for the
previous month – highlighting
hotspot areas.

10. Commissioners
actively seek assurance
on staffing within the
providers with whom
they contract.

Recommendations on supervisory
time for ward leaders (no time
stipulated)

In place
The Trust is currently using 23%
headroom in the recent realignment of
budgets. This may be subject to review.
Supervisory time for ward leaders (no time
stipulated)
In place
Board report presented monthly since
June 2014.
6 monthly review - ongoing

Six monthly establishment
reviews to go to open board for
discussion and debate
Display information of staff
present by shifts clearly and
visibly for patients

In place
Revised boards piloted from June 2014.
Permanent boards are in place.

Robust recruitment and retention
plans need to be in place within
the organisation

In place
Human Resources Workforce Strategy in
place.

Organisations to work with LETB
and others to inform
commissioning intensions and
future workforce planning
Commissioners responsible for
reviewing provider staffing levels

Robust recruitment and retention plans in
place within the organisation.
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Not applicable to the Trust.

APPENDIX 2

DETAILS OF PLANNED NURSING ESTABLISHMENT COMPARING 2014 WITH 2016 FIGURES

Poole

Dorset

Bournemouth

Change from RAG tool

Grand Total

Ward
AAU Seaview
Alumhurst Ward
Dudsbury Ward
Glendinning Unit
Harbour Ward
Linden Unit
Melstock House
Nightingale Court
Nightingale House
Pebble Lodge
Psychiatric Intensive Care Unit
Twynham Ward
Waterston Acute Assessment Unit
Bournemouth Total
Castletown Ward
Langdon Ward
Radipole Ward
Ryeberry Ward
Saxon Ward
Stanley Purser Ward
Tarrant Ward
Westminster
Willows Unit
Dorset Total
Chalbury Unit
Fayrewood Ward
Guernsey Ward
Hanham Ward
Herm
Jersey Ward
St Brelades
Poole Total
Grand Total

Staff number equal

Staff number decreased

RAG tool required staffing levels (1/12/2014)
e-rostering tool template (11/02/2016)
Early
Late
Night
Early
Late
Night
Registered
Unregistered Registered
Unregistered Registered
Unregistered Registered
Unregistered Registered
Unregistered Registered
Unregistered
2
3
3
4
1
3
3
2
4
3
2
2
2
4
2
4
1
2
2
4
2
4
2
1
2
4
2
4
1
2
3
2
4
2
1
3
1
1
1
1
1
1
1
1
1
1
1
1
2
3
2
3
1
2
2
3
2
3
1
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
1
3
1
2
2
2
2
2
1
2
2
1
1
1
1
1
1
1
1
1
1
1
2
3
2
3
1
2
2
4
2
4
1
2
2
3
1
3
2
3
2
3
1
4
2
5
2
5
1
4
3
3
3
2
1
3
2
5
2
5
1
3
2
5
2
5
1
3
2
3
2
3
2
2
2
3
2
3
2
2
25
39
22
38
15
29
27
35
29
35
17
28
2
3
2
2
2
1
2
3
2
2
2
1
2
4
2
2
1
2
3
4
3
2
2
1
3
7
3
4
3
2
4
5
4
3
3
2
2
4
2
2
1
2
3
4
3
2
2
1
2
3
2
2
1
2
2
3
2
2
2
1
2
3
2
2
1
2
2
3
2
2
2
1
2
5
2
4
2
1
2
5
2
3
2
2
2
3
2
2
1
2
2
3
2
2
2
1
4
5
4
3
2
3
4
5
4
3
3
2
21
37
21
23
14
17
24
35
24
21
20
12
2
4
2
4
1
4
5
2
5
2
3
2
2
5
2
3
2
1
2
5
2
2
2
1
2
4
2
2
1
2
3
4
3
2
2
1
2
4
2
2
2
1
4
2
2
2
1
2
2
4
2
5
1
3
3
6
3
6
2
4
2
4
2
2
1
2
3
4
3
2
2
1
2
5
2
5
1
5
3
6
3
6
2
4
14
30
14
23
9
18
23
29
21
22
14
15
60
106
57
84
38
64
74
99
74
78
51
55
Early
Registered Unregistered

Canford
Flaghead Unit
Perinatal In-Patient Mother's Ward
Kimmeridge Court (4 Dorset, 2 Hants)

Staff number increased

1
1
1

1
1
1

Late
Registered Unregistered
Not included in RAG tool
1
1
1
1
1
1

Night
Registered Unregistered
1
1
1
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1
1
1

Early
Registered Unregistered
2
3

Late
Registered Unregistered
2
2
Closed

Night
Registered Unregistered
2
1

Shift pattern on e-rostering does not fit into a early/late/night pattern

APPENDIX 3

EXECUTIVE SUMMARY
TRUSTWIDE SUMMARY
The summary provides an overview of the key data extracted from the monthly staffing reports to the Executive Quality and Clinical Risk Group.
Unify return percentages
Average
Average day
night
unregistered
registered
fill rate
fill rate

Average
night
unregistered
fill rate

Percentage
of Shifts
staffed to
expected
levels

Number
of times
agency
staff
used

Sickness
rate

Vacancy
rate

Staffing
escalation
reports
(Ulysses)

Month

Average day
registered
fill rate

September 15

99.4%

107.4%

102.3%

116.9%

84.2%

1113

4.16%

8.39%

28

October 15

98.8%

109.8%

99.2%

118.7%

81.5%

960

4.69%

10.4%

28

November 15

96.3%

106.4%

92.8%

123.6%

84.9%

629

5.54%

7.44%

23

December 15

93.7%

102.8%

91.0%

120.0%

81.8%

462

4.61%

7.53%

27

As mentioned in paragraph 2.11 for those wards in the red zone the ward manager is contacted by a representative of the Nursing and Quality
Department and their exception sheet shared with them to ascertain what action is being taken to improve their performance. Over last six months
the following wards have been classified in the red zone for more than 2 months.
AAU Seaview (Nov & Dec)
 Reasons - registered nurse staff shortage
 Actions - 4 registered nursing staff left in October and November, recruiting to these positions, skill mix reviewed and new mix trial
Langdon ward (Nov Dec)
 Reasons - registered nurse staff shortages
 Actions - recruiting to these positions, with success, staffing roster templates being reviewed
Radipole Ward (Oct, Nov & Dec)
 Reasons – Registered nurse staff shortage, high vacancy rate
 Actions - ongoing recruitment, skill mix changed
Saxon ward (Oct Nov Dec)
 Reasons - Ulysses staffing incidents, incidents including falls and pressure ulcers
 Actions - regular falls assessment of patients are carried out, GP cover improved, recruitment days taking place.
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EXECUTIVE SUMMARY
There were 4 reported black shifts in September where there was an
unfamiliar agency nurse in charge of the ward and in all cases there
were no patient safety incidents reported.

Black shifts (NOT INCLUDING JANUARY)
Ward
Alumhurst
Harbour
Kimmeridge
Ryeberry
Florence House
Seaview

Number of
black
shifts
1
1
1
1
1
1

Month

There were no black shifts reported in October or November 2015.

Sept 2015
Sept 2015
Sept 2015
Sept 2015
Dec 2015
Dec 2015

The 2 black shifts reported in December 2015 were where registered
nursing cover was provided by a registered nurse on a different ward
at the same site. Both of these shifts were during the night. Neither
resulted in harm to patients.

Agency Usage
The details on the current level of expenditure for both bank and
agency cover is shown at paragraphs 2.20 and 2.21
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APPENDIX 5

Org:

RDY

Period:

January_2015-16

Fill rate indicator return
Staffing: Nursing, midwifery and care staff

Dorset HealthCare University NHS Foundation Trust

Please provide the URL to the page on your trust website where your staffing information is available
(Please can you ensure that the URL you attach to the spreadsheet is correct and links to the correct web page and include 'http://' in your URL)
http://www.dorsethealthcare.nhs.uk/trust/quality/safe-staffing.htm

Comments

0
Only complete sites your
organisation is
accountable for
Hospital Site Details

Validation alerts (see
control panel)
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

Site code *The Site
code is
automatically
populated when a
Site name is
selected
RDY22
RDY22
RDY22
RDY22
RDYER
RDYEJ
RDYEJ
RDYEW
RDYEW
RDYFX
RDYFX
RDYFX
RDY32
RDYFT
RDYCV

2
2
2
2
2
0
2
2
2
2
2
2
2
0
2
2
0
0
0

RDYEH
RDY10
RDY10
RDY10
RDY10
RDY10
RDYFG
RDYFG
RDYFF
RDYFE
RDYFD
RDYEG
RDYEG
RDYEY
RDYEF
RDYFC
RDY10

Main 2 Specialties on each ward

Ward name
Hospital Site name

ALDERNEY HOSPITAL
ALDERNEY HOSPITAL
ALDERNEY HOSPITAL
ALDERNEY HOSPITAL
BLANDFORD COMMUNITY HOSPITAL
BRIDPORT COMMUNITY HOSPITAL
BRIDPORT COMMUNITY HOSPITAL
FORSTON CLINIC
FORSTON CLINIC
NIGHTINGALE HOUSE
NIGHTINGALE HOUSE
NIGHTINGALE HOUSE
KIMMERIDGE COURT
MAIDEN CASTLE HOUSE
OAKCROFT

RDYMR
2
2

Day

Specialty 1

ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL

Total
monthly
planned staff
hours

Total
monthly
actual staff
hours

Care Staff

Total
monthly
planned staff
hours

Total
monthly
actual staff
hours

Total
monthly
planned staff
hours

Total
monthly
actual staff
hours

Average fill
rate registered
nurses/midwiv
es (%)

Average fill
rate - care
staff (%)

Average fill
rate registered
nurses/midwiv
es (%)

Average fill
rate - care
staff (%)

314 - REHABILITATION

1374

1079

1384.25

1410.5

651

619.5

325.5

682.5

78.5%

101.9%

95.2%

209.7%

314 - REHABILITATION
715 - OLD AGE
PSYCHIATRY
715 - OLD AGE
PSYCHIATRY
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
700- LEARNING
DISABILITY
711- CHILD and
ADOLESCENT
PSYCHIATRY
314 - REHABILITATION
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
710 - ADULT MENTAL
ILLNESS
712 - FORENSIC
PSYCHIATRY
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
710 - ADULT MENTAL
ILLNESS
314 - REHABILITATION
314 - REHABILITATION
715 - OLD AGE
PSYCHIATRY
314 - REHABILITATION
996 - PSYCHIATRIC
INTENSIVE CARE UNIT

1354.75

1264.75

1377.5

1170.75

431.5

652

315

630

93.4%

85.0%

151.1%

200.0%

1099

939.67

2585

2903.71

420

362.5

1170

1299

85.5%

112.3%

86.3%

111.0%

1289

1044.25

2605.47

2950.15

550

370

1240

1425

81.0%

113.2%

67.3%

114.9%

912.5
1373.5
930

921.23
873.5
790.5

2026
1373.5
697.5

2043.33
1571.25
1259.75

651
640.5
325.5

654
493.5
331.25

441
325.25
325.5

651
575.75
651

101.0%
63.6%
85.0%

100.9%
114.4%
180.6%

100.5%
77.0%
101.8%

147.6%
177.0%
200.0%

951.83

1065.5

869.23

966.73

277.47

331.82

576.8

663.38

111.9%

111.2%

119.6%

115.0%

921

1018.5

1387.5

1661

650.57

501.83

652.57

865.46

110.6%

119.7%

77.1%

132.6%

382.26

474.42

147.97

182.5

327.91

340.57

305.91

270.93

124.1%

123.3%

103.9%

88.6%

609.75

655.83

434.17

831.84

333.25

333.25

333.25

379.92

107.6%

191.6%

100.0%

114.0%

Herm Ward
St Brelades Ward
Tarrant Ward
Langdon Ward
Ryeberry Ward
Melstock House
Waterston AAU
Florence House
Nightingale Court
Nightingale House
Kimmeridge Court
Glendinning Unit
Oakcroft

Castletown Ward
Alumhurst Ward
Dudsbury Ward
Harbour Ward
Seaview AAU
Twynham Ward
Canford Ward
Fayrewood Ward
Stanley Purser Ward
Hanham Ward
Saxon Ward

WESTHAVEN HOSPITAL
WESTHAVEN HOSPITAL
WESTMINSTER MEMORIAL HOSPITAL

Radipole Ward
Ashmore/Shaston Ward

ST ANN'S HOSPITAL

Specialty 2

Care Staff

Night

Jersey Ward

ST ANN'S HOSPITAL
ST LEONARDS COMMUNITY HOSPITAL
ST LEONARDS COMMUNITY HOSPITAL
SWANAGE COMMUNTIY HOSPITAL
VICTORIA HOSPITAL W'BORNE
WAREHAM COMMUNITY HOSPITAL

WEYMOUTH COMMUNITY HOSPITAL
YEATMAN HOSPITAL

Total
Total
monthly
monthly
planned staff actual staff
hours
hours

Day

Registered
midwives/nurses

Guernsey Ward

Pebble Lodge
PEBBLE LODGE
PORTLAND HOSPITAL

Night

Registered
midwives/nurses

Linden Unit

Chalbury Unit
The Willows
Haven Ward

18

835

792

1453.25

1212.33

333.25

333.25

670

670.5

94.9%

83.4%

100.0%

100.1%

465.25

484.27

607.5

673.5

309.43

332.27

320.1

321.09

104.1%

110.9%

107.4%

100.3%

465

543.76

458

477

333.25

355

333.25

356.5

116.9%

104.1%

106.5%

107.0%

112.5

112.5

112.5

112.5

114

114

100.0%

100.0%

922.5

1033.01

1339.5

915

356.5

427

1426

1392

112.0%

68.3%

119.8%

97.6%

927.5

852.75

1139

1093

651

630

325.5

357

91.9%

96.0%

96.8%

109.7%

100.0%

930

1212.11

1395

2108.87

315.27

332.51

630.54

780.53

130.3%

151.2%

105.5%

123.8%

1088.5

968.26

1864.75

2305.6

330.77

330.77

991.83

1141.38

89.0%

123.6%

100.0%

115.1%

911.5

945.66

1390.75

1435.91

330.77

320.1

661.23

746.59

103.7%

103.2%

96.8%

112.9%

1513.25

1235.8

1059

1536.37

380.9

263.57

586.61

1077.34

81.7%

145.1%

69.2%

183.7%

886.25

802.78

2207.75

2312.61

330.77

330.77

992

967.32

90.6%

104.7%

100.0%

97.5%

929.5
925.5
1076.25
930
894

803.5
948.93
999.34
925
859.41

1144
1808.5
1155.25
1500.5
1157.5

1083.5
1648
1115
1401
1039

651
649.75
651
651
651

630
650.5
525
652
576.25

325.5
325.25
315
325.5
325.5

315
325.25
504
367.5
409.5

86.4%
102.5%
92.9%
99.5%
96.1%

94.7%
91.1%
96.5%
93.4%
89.8%

96.8%
100.1%
80.6%
100.2%
88.5%

96.8%
100.0%
160.0%
112.9%
125.8%

1065

982.01

925.5

1001

661.23

665.98

661.23

661.23

92.2%

108.2%

100.7%

100.0%

1878.5
913.5

1972.03
811.25

2240
1112.5

2243.07
1150.25

975.75
651

832.42
600.5

650
325.5

870.25
377.25

105.0%
88.8%

100.1%
103.4%

85.3%
92.2%

133.9%
115.9%

886.75

610.25

2215

1626.75

661.23

480.77

992

884.96

68.8%

73.4%

72.7%

89.2%

1815

1678.75

2197.25

2010.5

976.5

958.25

650.75

654.75

92.5%

91.5%

98.1%

100.6%

1620

1405.5

1152.75

1183.5

330.77

330.77

992

863.62

86.8%

102.7%

100.0%

87.1%

Appendix 13

Revalidation for DHC Nurses
Part 1 Board Meeting 24th February 2016
Author

Cara Southgate, Associate Director of Nursing and Quality

Sponsoring Board Member Fiona Haughey, Director of Nursing and Quality
Purpose of Report

The purpose of this report is to provide assurance to the Board that
the appropriate arrangements are in place to enable registered
nurses employed by Dorset HealthCare to meet the Nursing and
Midwifery Council’s Revalidation requirements from April 2016.

The Board is asked to note the report and to receive a progress
report in June 2016.

Engagement and
Involvement

Nursing staff in DHC through the Revalidation Group

Previous
Board Meeting November 2015
Board/Committee Dates
Monitoring and Assurance Summary
This report links to the
Strategic Goals





To provide high quality care; first time, every time;
To have a skilled, diverse and caring workforce who are proud to
work for Dorset HealthCare;
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
Equality Impact Assessment
Freedom of Information

Any action required?
Yes

Yes
Detail in report

No
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1.

SITUATION

1.1

Further to the report to the Board in November 2015 this paper provides information and
assurance that the systems and processes are in place for our nurses to successfully
complete the Nursing and Midwifery Council (NMC) revalidation process.

1.2

The process goes live on 1st February 2016 for nurses with a registration date of April 2016.
The portal opens three months before the registration date (which is always the end of the
month) and revalidation can occur at any time in this period.

1.3

The Trust has been working over the past year to ensure that all the necessary support is in
place to enable successful revalidation.

2.

BACKGROUND

2.1

From April 2016 the NMC are introducing nurse revalidation. As previously reported
revalidation is a new process that all individual nurses and midwives will need to engage
with to demonstrate that they are fit to practice.

2.2

All nurses and midwives in the UK are currently required to renew their registration every
three years. Following consultation, on the 8th October 2015, the Nursing and Midwifery
Council (NMC) announced their final decision to introduce revalidation for all nurses and
midwives in the UK from April 2016.

2.3

It is the individual nurses’ professional responsibility to revalidate which involves providing
evidence to demonstrate that he/she meets following criteria:
•
•
•
•
•
•
•

35 hours of CPD (of which 20 must be participatory)
5 pieces of practice related feedback
5 written reflective accounts
A reflective discussion with another NMC registrant
Declaration of good health & character
Declaration of indemnity insurance
Confirmation discussion with an identified confirmer

2.3

Within the Trust there are 102 registered nurses who need to revalidate between April and
June 2016; 43 in April; 34 in May and 25 in June. The busiest month is in September with
247 nurses needing to revalidate. This spike occurs as this is when the majority nurses
graduate from their nurse training programmes and receive their registration

2.4

The Director of Nursing and Quality has written to all these nurses and provided information
about the process including sign posting to the NMC materials.

2.5

A Trust Intranet webpage has been established with links for staff to access current
guidance from the NMC and nursing advisory bodies and access to resources for their
professional portfolios.

2.6

Regular updates are reported in Quality Matters with links to the NMC support materials that
all nurses should be aware of.

2.7

The line managers of these nurses have been notified, and education and training sessions
provided through Learning and Development.
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3.

ASSESSMENT

3.1

A Revalidation Task and Finish Group was established in July 2015 which has led to the
establishment of four pathways: Staff Awareness / Communications Plan; Education and
Training; Recording of revalidation and Appeal processes
The current education and training plan includes:
•

63 workshops have taken place in sites across the organisation with at least 460 nurses
attending.

•

Learning and development and the Associate Director of Nursing have facilitated a
number of 1-1 conversations with nurses at their request for additional support.

•

More dates are planned through to April, and a regular session will be offered from April
onwards.

•

The Clinical Lead for the Trust Bank has been meeting with bank nurses on a 1:1 basis
to support those that due to revalidate in the first 3 months.

•

Nurses who are due to revalidate in July - September are now being written to offering
support, dates of workshops and signposting to the NMC website where there are useful
resources.

•

Communication continues via weekly Round up.

•

Bespoke sessions are offered for teams and 3 have taken place. Feedback from one of
these sessions is captured below
‘May I please send my grateful thanks for your session today with the DN team at
Westbourne who I know you have inspired to embrace the Revalidation process and
make a start with their documentation and requirements well before their due dates.
Your sessions are very clear and take away any fears we all may have about the
process and also the importance to us as individuals to take responsibility for our own
folders.’

3.2

Other initiatives and activities have included:
•

•

Posters using avatar style nurses have been designed by the communications team.
These are aimed particularly at nurses who are worrying about the process. See
Appendix 1.
8 sessions for confirmers (who are required to sign off the evidence for revalidation)
have also been offered in January & February 2016. These are aimed initially for the line
managers who have nurses due to revalidate in the first cohort (April and June). These
sessions have been positively evaluated. 48 confirmers have attended.
‘#.I’d just like to say that I found your training on revalidation extremely useful and
positive.’
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•

30 practice nurses have also attended the workshops to support those working in GP
practices who may be working in isolation. The nurses are aware of the sessions
through communication via the Locality Managers.

3.3

Learning and Development are in the final stages of adding a Revalidation module to
Ulysses so that the Trust can support staff with recording their NMC Revalidation. This will
allow staff to check against each piece of evidence and the declaration, as well as keep a
meeting log and enable managers to monitor and support staff in doing so. Once the new
module has been tested and approved by clinicians, it should go live at the end of February
2016.

3.4

Support will be offered to staff to use this facility and the revalidation module sits within the
appraisal module and therefore will be in a familiar to staff.

3.5

The Associate Director of Nursing met with a member of internal audit team on the 2nd
February. He provided verbal feedback that from his assessment the Trust was prepared for
supporting nurses to revalidate and had done a significant amount work to make this
happen..

4.0

CONCLUSION AND RECOMMENDATION

4.1

The Trust has demonstrated the work that has been implemented to support successful
nurse revalidation and is well prepared. This is evidenced by minutes from the Trust
Revalidation Group; attendance and feedback from the revalidation workshops and other
support offered to nurses and verbal feedback received from internal audit.

4.2

Further evidence will be available once nurses submit their information to the NMC via ESR
and successfully revalidate within the timescale permitted.

4.3

The Board is asked to note the report and a progress report will be provided in June 2016.

5.

REFERENCE

5.1

NMC www.nmc.org.uk/revalidation

4|Page

Worried about
revalidation?
Don’t keep it
to yourself
talk to us
Contact your Line Manager or
Alex Matutino on 07768237923
alex.matutino@dhuft.nhs.uk or
Cara Southgate on 01202 277044
cara.southgate@dhuft.nhs.uk
or why not drop-in to one
of the training sessions.
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Stages of Excellence
Part 1 Board Meeting 24 February 2016
Author

Steve Plant Business Development & Transformation Manager

Sponsoring Board
Member

Director of Strategy and Business Development

Purpose of Report

To provide a summary of the work undertaken to provide an
initial assessment of progress made in delivering the seven
Strategic Goals using the Stages of Excellence methodology.
An initial score for each of the seven Strategic Goals is
proposed based on the detailed performance information in the
appendices.
The Board is asked to consider the report and approve the
assessment of progress made in delivering the Strategic
Goals.

Recommendation

Engagement and
Involvement

Engagement with leads for the key indicators in the Stages of
Excellence Model.

Previous
Board Meetings in January, February and September 2015.
Board/Committee Dates
Monitoring and Assurance Summary
This report links to
 To provide high quality care; first time, every time;
the 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
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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Appendix 1 Scores with Sources of Evidence
Appendix 2 Descriptor for Performance Levels

1 Purpose
This report provides a summary of the work undertaken to provide the Board with
an initial assessment of progress made in delivering the Trust`s seven Strategic
Goals using the Stages of Excellence methodology.
An initial score is proposed for each of the seven Strategic Goals based on the
detailed information about performance at each level provided in the appendices.

2 Background
The Trust developed its 5 Year Strategy in January 2015 in which it set out seven
Strategic Goals for the period 2015 to 2020.
These seven Strategic Goals were:
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

1

3 Stages of Excellence
3.1 Methodology
The Board commissioned the development of an approach by which the Trust could
annually assess its progress in delivering the Strategic Goals.
In September 2015 the Board approved the use of the Stages of Excellence model
methodology as a means to assess strategic progress
In its simplest form the Stages of Excellence model is a means by which
organisations make statements which describe what excellence would look like for
each of their Strategic Goals. The organisation then scores itself out of five, using
the descriptions below determined over a given period of time, on how well it has
done in delivering against its excellence statements.
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

The proposal presented to the Board in September 2015 considered what levels of
performance would look like for each of the Trust`s seven strategic goals on a scale
of 1 to 5 and then produced a series of statements describing what performance
would look like for stages 1, 3 and 5 (please see Appendix 2).

Since then the Business Development Team has been gathering evidence to

2

provide an initial assessment of the Trust`s progress in delivering the Strategic
Goals.
To enable a score to be developed for each Goal a number of indicators were
identified to describe key elements of performance within each of the Strategic
Goals. These statements were then moderated to ensure that they described the
same level of performance across all of the indicators using the descriptions
described in the table above.
Developing a score
To develop a score using this methodology during the autumn of 2015 leads were
then identified for each indicator and interviewed by the Team. The contributors
were asked about the current position in relation to the indicator and what evidence
was available to support this. This process identified further potential contributors
who were also contacted for their input. A narrative was drafted and in most cases
sense checked with the lead contributor for accuracy.
A workshop was held in January 2016 for all locality, business and service
managers to ensure that work being conducted within individual services was
captured and included within the assessment.
In parallel with this, the Communications Team facilitated strategy and behaviours
workshops examining what the Trust’s Strategic Goals mean to staff. Feedback
from over 80 staff across the organisation helped staff relate to the Strategic Goals
and supported their translation into personal objectives as part of the appraisal
process. The workshops examined what behaviours underpinned the achievement
of the strategy, which will be used to inform appraisals, recruitment and training.
It was evident from contributors that a large amount of work relating to delivering
the Strategic Goals was either in progress or planned, details of which were
collected and included in the narrative for the full report. 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.
Based on all of this data, overall performance for each Strategic Goal was achieved
by using an average of all of its constituent indicators. The indicators have not been
weighted and have been treated as having equal importance.
As this is the first time that the Stages of Excellence methodology has been used it
provides a benchmark position against which performance in future years can be
compared.
The proposed scores should be interpreted as the Trust’s current position on its
journey to achieve its Strategic Goals rather than as a RAG rating. A low score
should not therefore necessarily be interpreted as a cause of concern but rather
that the Trust is still at the beginning of its journey to achieve that specific Goal.

3

It is proposed that an assessment of the Trust’s position will be undertaken annually
using the Stages of Excellence scoring methodology. This will allow the results of
this exercise to inform the Trust’s Annual Plan for the coming year.
As part of the process, alternative models for scoring organisational development
such as the Institute of Good Governance’s Maturity Matrix, were identified, for
comparison. Modelling indicated that the use of this matrix would reduce scores for
most indicators by one across the board but provide more stages at the higher levels
of performance. This model could therefore be used in future years without affecting
benchmarking if scores were adjusted accordingly.

4 Current position
The Trust’s proposed current position of implementation of its seven Strategic Goals
based on the evidence provided within the above process is shown below as a
spidergram showing the average score for each strategic goal (as a blue line) and
the range of scores for the indicators within that goal (as a green area).

The scores for the indicators across all Strategic Goals are fairly evenly spread
between levels 2, 3 and 4 with a few indicators at level 1 and none at level 5 as
shown below:

4

The scores for each indicator are provided at Appendix 1 with the sources of
evidence on which this scoring is based. A narrative for each indicator, along with
details of any developments in progress or planned for the future which are likely to
improve the Trust’s position in coming years, is provided in the full report which is
available for reference from the Strategy and Business Development Team.

5 Conclusions
There is a mixed picture with progress against the Trust’s Strategic Goals being
more developed in some areas than others. Unsurprisingly, the current position is in
most cases linked more to the existing maturity of the specific areas of activity prior
to the Strategy being implemented, than the amount of progress made during the
first six months.
Whilst in some areas the Trust is pro-active (e.g. Out of Hospitals offer) in other
areas it is reacting to address issues raised by external bodies such as
commissioners, regulators etc. Moving to a more pro-active model of operation
ensures that the Trust is able to set its own agenda for development of its business,
including progressing its Strategic Goals.
In some areas the Trust appears to be measuring and reporting information, but
either not benchmarking this data, limiting its utility, or not using it to inform business
decisions e.g. the patient safety thermometer is not currently benchmarked against
other providers and information regarding staff due to retire is not used to inform
succession planning.
It was noted that although in some cases action undertaken to advance the Trust’s
Strategic Goals was evaluated for effectiveness, this was not always the case.
Evaluating the results achieved by work undertaken ensures that resources are used
efficiently rather than being expended on unproductive activities and also allows
successful methodologies to be further refined. The feedback loop of activity,
evaluation and refinement indicates mature systems that are operating at maximum
effectiveness.

5

6 Recommendations
The 2016/17 Annual Plan should focus on those areas identified in this report which
are less developed or where there has been limited progress (particularly those
scored as 1) to bring them up to a minimum standard.
The Trust should repeat the Stages of Excellence methodology annually to monitor
progress against delivery of the Strategic Goals, using this report as a benchmark.
The Trust should consider moving to the use of a best practice model such as the
IGG Maturity Matrix which will allow more refined scoring of higher levels of
performance.
The Trust should publish the full report on the intranet/internet, to inform the
public/staff of the progress made against the Strategic Goals.
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Appendix 1 – Scores with sources of evidence
Indicator

Description

Score Evidence

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?

4

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

Avoidable Harm

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

2

Safety Thermometer, QuESTT, EWTT, Sign Up To Safety
Campaign, SSKIN bundle

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?

4

Monthly Staffing Report, six monthly Staffing Review, Safer
Staffing Tool for inpatients, QUEST, EWTT, CQC Quality
Improvement Plan

Clinical Engagement

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

3

Speciality Meetings, Psychiatric Medical Staff Meetings, Clinical
Executive Group, Health Professionals Forum, Health Visitor &
District Nursing Professional Development Groups.

CQC rating

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

3

CQC report, CQC Quality improvement Plan, Internal Quality
Assurance visits

Quality Management Culture

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

3

Risk Register, Risk Register Group, Monthly Risk and Central
Alerts report and Quarterly Clinical Litigation Report to Quality
Executive Group.

0

Indicator

Description

Score Evidence

Sharing Best Practice

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

4

Sign up to Safety Quarterly Report, posters, intranet pages,
clinical champions, Quality roadshows, learning events, Quality
Matters annual conference and monthly newsletters.

NICE Quality Standards

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

4

NICE Assurance Group, NICE guidance assurance tool, NICE
Dashboard, NICE Exception Reports, Locality Quality Report,
Clinical Policy review Group, Clinical audits.

Innovation

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

3

Service Delivery Improvement Programme, Out of Hospital
Project, Clinical Audits

OVERALL RATING FOR QUALITY

3.3

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

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

Pebble Lodge Participation Group, Clinical Audit public and
patient panel, Dorset Mental Health Forum, BME Panel

Community Influence

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

2

Engaging with the Trust Membership and the Public action
plan

1

Indicator

Description

Score Evidence

Patient involvement

Are patients involved in decision-making about
their care?

3

Care Plan Audits, Care Plan dashboard, friends and family test,
patient forums, Dorset Mental Health Forum

Patient Information

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

3

Patient Information Leaflet database

Working in Partnership

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

Well-led Governance Review, Out of Hospital offer, Vanguards,
Locality Hubs

OVERALL RATING FOR PARTNERSHIP

2.8

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

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

4

Quality Matters newsletter, learning events and conference,
Learning Lessons booklet, Ulysses reports, Incident
investigations including aggregate reviews, Serious Incident
Panel.

Evidence Based Practice

Are innovation, research and evidence based
practice embedded within our services

3

Sign up to Safety Campaign, Clinical Audits, Service
Improvement Plans, Quality Matters Awards, Quality Matters
newsletter, Champions Meetings, Clinical Audit Report

Bournemouth University

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

2

Clinical training programmes developed with BU, BU
evaluation of EL:ET pathway, Initial Project Board meeting

2

Indicator

Description

Score Evidence

Best Practice

Do we follow best practice guidelines

4

Clinical Policy Review Group, NICE Assurance Group, Sign up to
Safety Campaign, Clinical Audit Report. Bets Practice Guidance
Documents

Staff innovation and
improvement

Are staff encouraged to innovate and improve
the services they provide

4

Heroes Awards, Heroes newsletter and posters, PDSA and 1-35 test methodologies. Quality Matters awards for service
improvement, clinical audit and research

OVERALL RATING FOR LEARNING

3.4

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

Recruitment and Retention Project Group and Work Plan,
Sickness monitoring stats, NHS benchmarking data for sickness
and turnover

Engagement and Recognition

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

3

Air and Share and Meet the Board events, Heroes Awards,
Heroes Newsletter and Posters, Quality Matter conference,
Quality Matters Awards

Training and Development

Are learning and development opportunities
available for staff

4

Learning Needs Analysis, Clinical training pathways, L&D
prospectus, team development programme, empowering
leaders: empowering teams (leadership development)
programme

Succession Planning

Do we have succession planning in place

1

Locality Reports

3

Indicator

Description

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

NHS Staff Survey, Friends & Family Test

CQC definition of caring

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

4

CQC report

Empowering staff

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

4

Heroes Awards, Heroes newsletter and posters, Quality
Matters conference and awards.

Diversity

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

2

Workforce data, Workforce Race Equality Standard indicators,
Equality & Diversity Annual Report.

OVERALL RATING FOR WORKFORCE

2.9

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

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

2

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

2

Transfer of Care Group, Integrated Locality Team Key Features
And Functions Project Update Report, Vanguards

4

Indicator

Description

Score Evidence

Integrated Mental and
Physical Health

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

1

None

Integrated Health and Social
Care

Are we leading in the integration of health with
social care

3

Integrated Locality Team Key Features And Functions Project
Update Report, Weymouth and Portland Locality Integrated
Health and Social Care Hub

OVERALL RATING FOR INTEGRATION

2.2

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

Corporate Functions Benchmarking Report

Business Information

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

4

Integrated Board Report, Data Quality Audit Report,
Performance & Quality Dashboard

Technology

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

4

Roll out of Mobile working for health professionals working in
the community, Community of interest network (COIN)

Effective working

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

3

Development of Band 4 Assistant Practitioner, introduction of
rotational posts

Cost Efficiency

Do we have cost improvement programme in
place with defined targets

4

CIP monitoring tool

5

Indicator

Description

Score Evidence

Estates

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

2

5 Year Estates Strategy, Locality Estate Plans, PICU at St Anne’s

Business Sustainability

Do we consider the sustainability of all areas of
our business

2

Out of Hospital Offer Project, External audit review of Ongoing
Concern Paper

OVERALL RATING FOR EFFICIENCY

3

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

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

1

None

Paperless working

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

4

Electronic Patient records (Rio and System One), electronic
budget statement and recruitment system TRAC, digital
dictation.

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

Engaging with the Trust Membership and the Public action
plan

Equity of service provision

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

2

Out of Hospital project, Mental Health Service review, Health
Visiting remodelling.

Environmental impact

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

2

Draft Sustainable Development Management Plan,
Environmental Management Policy, Sustainability Policy,
Waste Management Policy.

OVERALL RATING FOR IMPACT

2.2
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Appendix 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

10

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
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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

18

Agenda Item 15

Equality and Diversity Objectives 2016/17
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David Corbin, Equality and Diversity Manager

Sponsoring Board
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Purpose of Report

Equality and Diversity Objectives 2016/17

Recommendation
The Board is asked to agree the equality and diversity
objectives for 2016/17 for the Trust

Engagement and
Involvement

Staff, Stakeholders and Community Groups

Previous
Board meeting November 2015
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.

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








N/A


Yes
Detail in report







N/A

No

N/A
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Dorset HealthCare Equality and Diversity Objectives
2016/17
1.

Introduction

1.1

This report sets out the proposed equality and diversity objectives for the Trust for 2016/17.

1.2

At the Board Workshop in November 2015 the Board emphasised its wish to be more fully
engaged with, and to give enhanced leadership to, the equality agenda in the Trust. Approval
of these objectives is a key stage in this process.

1.3

Public sector organisations are required to publish their equality objectives by 31 January
each year. A draft version was published on the Trust Internet on 29 January 2016 to meet
this deadline pending the objectives being agreed by the Board. The Executive has
considered the proposed objectives set out in this report.

1.4

In addition, the Trust also has to publish objectives, again by January each year, using the
Refreshed Equality Delivery (EDS2) and the Workforce Race Equality Standard (WRES).
Copies of these reports are being sent to Board members as background information. They
show the process and supporting evidence used to identify the objectives.

1.5

By delivering these objectives the Trust will be able to reduce health inequalities, produce
supporting documentation and assurances for Monitor, the Care Quality Commission, Dorset
Clinical Commissioning Group and the Trust Board.

1.6

A further reporting deadline is the publication of Workforce Equality Data, which will be
published as soon as possible after the 31 March 2016. This will feed into the EDS2 and the
WRES reporting.

1.7

The Communications Team is producing promotional material to communicate to
stakeholders, staff and partners our equality objectives and work areas for the coming year.

2. Proposed Objectives and Supporting Explanations
(a) To continue to exceed the mandatory requirements of the legislative framework for reporting
and delivering equality objectives and outcomes.
-

Working with groups outside the ‘9 Protected Characteristics’ e.g. Armed Forces
Community Project, Homeless Community, Prison Elderly Rehabilitation Teams.

(b) To ensure that the Equality and Inclusion Strategy Plan is linked to the Trust Five Year Plan
and the seven Strategic Goals and is embedded into service delivery across the three
Localities in Dorset.
-

This will ensure Equality and Diversity is woven into the fabric of what the Trust does for
the community in Dorset.

(c) To continue to use the legislative framework and supporting tools to further reduce health
inequalities in Dorset for all the community, with a focus on any under-representation of
specific groups.

Board of Directors November 2015

2|P a g e

Agenda Item 15

-

Working with NHS England, Dorset CCG and all NHS Providers in Dorset to further
develop the Equality Delivery System 2 (EDS2) and the Workplace Race Equality
Standard (WRES).

-

The employment of Reservists and staff with Learning Disabilities and also being mindful
of the development of a Workforce Disability Equality Standard.

(d) To continue to play a leading role in the development regional and national community
Projects that focus on further reducing health inequalities and developing care pathways.
-

To act as a change agent in Dorset working with NHS England, Dorset CCG and all NHS
Providers in the County to use the evidence from community engagement surveys to
focus on reducing health inequalities and develop care pathways. At present the focus is
on Mental Health.

(e) To continue to engage and develop working partnerships with public sector organisations,
voluntary sector organisations, community groups and staff groups to ensure the service
user voice is heard in the development of Health Services in Dorset.
-

Working in Partnership with other public sector organisations has been an effective way
of getting messages out across Dorset and also reducing the costs of running events. In
particular, the partnership with Bournemouth University, Dorset Forum for Equality,
Bournemouth and Poole Equality Forum has been very high profile. HealthWatch Dorset,
Access Dorset, Dorset Mental Health Forum and Dorset Race Equality Council continue
to provide the Trust with real community engagement.

(f) To deliver training on Equality and Diversity and Prevent to the Board and staff, in a manner
that is communicative, supportive and also raises awareness of current issues.
3.

To improve service delivery
To improve service user experience
To develop closer team cohesion and understanding

Recommendation

3.1 The Board is recommended to approve these objectives.

David Corbin
Equality and Diversity Manager
February 2016
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CQC QUALITY IMPROVEMENT ACTION PLAN
Part 1 Board Meeting 24 February 2016

Author

Hazel McAtackney, Head of Regulation and Compliance & Fiona
Haughey, Director of Nursing and Quality

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

The purpose of this report is to update the Trust Board on
progress with the Quality Improvement Plans developed to
address the findings for the 16 core services from the CQC
Comprehensive inspection.

Recommendation

The Board is asked to note the report; progress to date; the
recommendations currently rated red (1) and amber (17); and
the actions being taken to ensure the actions are completed:
Of the 60 ‘must do’ actions:

6 (10%) are rated amber

54 (90%) are currently rated green with 11 (18%) fully
completed.
Of the 89 ‘should do’ actions:

1 is rated red

11 (12%) are rated amber

77 (87%) are currently rated green with 23 (26%)
being fully completed

Engagement and Involvement
28 October 2015
25 November 2015
27 January 2016
Monitoring and Assurance Summary
 To provide high quality care; first time, every time;
This report links to the
 To be a valued partner and expert in partnership working with
Strategic Goals
Previous Board/Committee
Dates

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;
Any action required?
I confirm that I have considered each of the
implications of this report, on each of the
Yes
Yes
No
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

The purpose of this report is to update the Trust Board on progress with the Quality
Improvement Plans developed to address the findings for the 16 core services from the
CQC Comprehensive inspection.

1.2

Service leads have reported progress to the Project Management Office and this process
has been supported by Quality Assurance visits to ensure the actions being implemented
are achieving the required outcomes.

1.3

The rating system used is:
Action on target or met
Action in progress but may not be met by the deadline
Action not progressing and will not/has not met the deadline

1.4

This report is supported at an operational level by the Project Management Office which
monitors that all actions are being implemented including those which are not yet due.

1.5

The overarching core service plans are available to all staff and are located on the home
page of the Trust intranet site.

2.

SUMMARY OF PROGRESS

2.1

There are no compliance actions (must do actions) that are red rated, however 6
recommendations are assessed as amber:
Of the 60 ‘must do’ recommendations:
 6 (10%) are rated amber
 54 (90%) are currently rated green with 11 (18%) fully completed.
Of the 89 ‘should do’ recommendations:
 1 is rated red, this is within Long Stay/Rehabilitation Wards and the
recommendation is to ensure that the principles of the Code of Practice, including
least restriction, are further developed. Progress has been made but further work
is required to ensure this applies across the 3 Units and becomes embedded in
practice. There is not sufficient assurance to evidence this and ongoing review
and monitoring will take place to see that this is fully actioned.
 11 (12%) are rated amber
 77 (87%) are currently rated green with 23 (26%) being fully completed.

2.3

The tables overleaf show this information by core service and the actions rated red and
amber are detailed in Appendix 1.

3.

RECOMMENDATION

3.1

The Trust Board is asked to note the progress against the action plans; areas where there
have been challenges to complete the actions within the timescales and further actions
being taken.

Board of Directors March 2015
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CORE SERVICE OVERVIEW OF PROGRESS AGAINST THE CQC RECOMMENDATIONS – MUST DO AND SHOULD DO ACTIONS
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MUST DO ACTIONS

SHOULD DO ACTIONS

Core Service
No of Recs
Mental Health Services
Acute wards for adults and psychiatric
intensive care units PICU
Mental Health Crisis Services and HealthBased Places of Safety
Forensic Inpatient/Secure wards
Community Forensic Mental Health Team
Child and Adolescent Mental Health Wards
Specialist Community Mental Health
Services for Children and Young People
Long stay/Rehabilitation Mental Health
Wards for Working Age Adults
Wards for Older People with Mental Health
Problems
CMHT Adults Working Age
CMHT Older People
Community Mental Health Services for
People with Learning Disabilities or Autism
Community Health Services (CHS)
CHS for Adults
CH Inpatient Services
CHS for Children, Young People and
Families
End of Life Care
Urgent Care Services (Minor Injury Units)
TOTAL

Board of Directors March 2015

Red

Amber

Green

Amber

Green

6

2

4

1

5

2

3

3
0
0
3

3

1

3

6
2
6
6

5
2
4
5

3

3

15

8

8

2

2

4
1

5
5
4

5
5
4

1
1

3
8
5

2
6
3

6

3
12
54

5
11
89

0
4

5
1
0
3
9
6
3
12
60

3

1
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No of Recs

Red

2
1
1

14

3

1

11

2
3
3
5
11
77

APPENDIX 1

MUST DO ACTIONS
Core Service

CQC Compliance Action

Progress to date

Revised Date /
Action

Amber Zone
CHS Children,
Young People
and Families

Ensure that business continuity
plans (BCP) provide clear
guidance for staff

Work is progressing with the Trust Emergency Planning Officer to
develop and finalise a pan Dorset HV BCP.
School Nursing in Dorset working with Trust Emergency Planning Officer
to finalise BCP.

31.03.16

CHS Inpatient

Implement infection prevention
and control policies and
procedures and thorough
environmental infection control
audits on all inpatient wards

This action comprises 14 sub-actions. It is rated as overall amber
because one of the actions highlighted in the CQC report was for patient
ointments and creams to be individually labelled. All Community
Hospitals waiting delivery of small labels which have been ordered.
Currently using paint ID labels.
Assurance visits have found that this is not being implemented fully
across the service. Given that this is a patient safety concern as well as
an infection risk the action is rated amber.

Ongoing internal
assurance visits to
monitor and review
implementation of
this action

Community
Mental Health
Teams – Adults
of Working Age

Ensure that the risks to all service
users are assessed effectively
and that staff have done all that is
reasonably practicable to mitigate
such risks. Risk assessments
relating to the health, safety and
welfare of all people using
services in the community must
be completed and regularly
reviewed.

This action comprises 3 sub actions one of which is to update the Clinical
Risk Policy by the end of January 2016.

31/03/16

Crisis and Health
Based Place of
Safety

Ensure cooperative and good
working relations between the
East Dorset crisis team and
locality community mental health
teams so that people requiring

The service has conducted a team away day on the 6 November 2015
and team managers meet with CMHT managers on a monthly basis to
facilitate improved working and communication between the services.

This review of the policy is underway but not completed in the timescale.

Team leaders continue to attend meetings with Day Hospital and CMHT.
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Ongoing

Core Service

CQC Compliance Action

Progress to date

Revised Date /
Action

services can access the most
appropriate service to meet their
needs in a timely manner.

CRHT and Day Hospital managers meeting scheduled 04/02/16. The
next CMHT/ CRHT managers meeting are due to take place on the 25th
Feb 16 Intention to agree schedule of future meetings.
Assurance is not yet in place to effectively evidence that working
relations have improved. This work will continue and evidence of
improvement in working relationship will be monitored through patient
experience and inter-team communication.

Staff working in the crisis team
have up to date mandatory
training and that staff working in
the health-based place of safety
have training on Section 136 of
the Mental Health Act.
(Review the use of staff in the
health-based place of safety who
were already part of the safe
staffing complement in another
area)
(N.B. CQC action within both Must Do
and Should Do for this service)

Teams are producing monthly reports on the mandatory training
undertaken by their staff. Compliance with mandatory training has not
yet reached the required 95%. Currently the figure is 71.37%
(cumulative) across both. There is an ongoing work with team leaders to
improve this by a further 25% by the end of March 2016

31.03.16

Plans are in place to coproduce a DVD training with the Police, Peer
Volunteer and DHC regarding section 136 by the end of June 2016

30.06.16

The Nurse Consultant has developed 136 Training, scheduled to be
rolled out to Acute Staff during February and March Training started on
the 3/2/16 across inpatient ward and bank staff. All staff aimed to be
training by the end of April 2016. This is due to staff leave during Feb and
March 2016.

31.03.16

Additional floating staff have been added to e-roster to ensure additional
staffing is available to support S136 assessments when required.
The provider should ensure that
the East Dorset crisis team
telephone system is fit for
purpose

Board of Directors March 2015

3/4 actions have been completed and the final action which is past the
deadline is to review the call data. An Assurance visit undertaken 28
January 2016 found there were problems with the software which were
being addressed however there was no assurance that the system is fully
functioning due to the continued software issues.
Software has now been installed and working.
All calls recorded and team able to monitor volume of calls. Need to
evidence the monitoring of the calls for assurance
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31.03.16

SHOULD DO ACTIONS
Core Service
Red Action
Long Stay
Rehabilitation
Wards

CQC Compliance Action

Progress to date

Revised date

Ensure that the principles of the
Code of Practice, including least
restriction, are further developed
in the rehabilitation wards.

Action due to be completed by 31 January 2016 and there is evidence
that work is in progress but not yet completed.

30.04.16

The Recovery and social inclusion team are working with the service to
develop a plan to embed the principles of least restriction. The rehab
team are developing a team recovery implementation plan. This will be
completed by the end of April
The Rehab Ward Managers are attending IMROC training.
2 Workshops completed to date with two more due for completion by the
end of April.
An open courtyard is now in place so no restrictions prevents patient from
having fresh air breaks.

Amber Action
Acute wards for
adults and
psychiatric
intensive care
units PICU

Child and
Adolescent
Mental Health
Services /
Community

Review the bed manager roles
and responsibilities as the post
has multi-functions.

Bed manager role and responsibility reviewed and streamed lined to
reduce the multi-functionality.
Review role description and changes in practice to assure
recommendation is implemented.

29.02.16

Address training across all staff
groups on the new MHA Code of
Practice

19.01.16 Training package has been developed.
Action in progress and on track for target completion date, however, this
training applies to all service areas so this is a challenge.
.
CAMHS transformation group meeting held monthly, with Locality
managers and Consultant
A CAMHS meeting template has been developed based on good practice
identified by the CQC inspection to the North Dorset Team. This template
provides a clear pathway for assessment, treatment and case discussion.
Copies of the template have been shared with the team leaders and are
being used.
Systems have been developed such as a template to record discussions

31.03.16

Provide systems to ensure
greater consistency in the
standards and working practices
across the different community
child and adolescent mental
health service teams
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30.04.16

Core Service

CQC Compliance Action

Progress to date
at MD and Team Meetings, a programme of shared CPD events has
been developed and needs to be implemented.

Revised date

This action is rated as amber because whilst the sub actions have not all
been completed and will miss the internal deadline, the overarching CQC
recommendation is in progress. This will also provide scope to ensure
that teams are using the templates in the most effective way for the
locality and for internal quality assurance visits to take place to confirm
that systems are being used methodically and across all teams.
Child and
Adolescent
Mental Health
Services / Wards

Ensure that detained patients are
informed of their rights in
accordance with the Mental
Health Act Code of Practice.

A MHA compliance meeting was held in December 2015 and an audit
tool was devised in draft to ensure that each young person has been
informed of their rights.

29.02.16

The unit are arranging 132 rights training and we are awaiting dates to be
confirmed in January 2016.
Audits required to assure actions are evidenced in practice.
Ensure that a full pharmacy
history and medicines
reconciliation is recorded for each
patient.

Discussed with Richard Bradshaw Lead Pharmacist and Hamid Gilany.
The ward will request a GP summary be faxed to the unit for all
admissions in order to make the reconciliation exercise more efficient.
Two members of pharmacy staff independently visit Pebble Lodge every
week. They cross check each other to ensure that medicines
reconciliation is up to date for all patients.

31.03.16

The reconciliation of medication at Pebble Lodge will be audited as part
of the Trust annual audit cycle.
System and process in place, audit required to assure systems working
well
CHS Inpatient

Ensure that discharge planning
processes are proactive and wellcoordinated with social services

Board of Directors March 2015

Part of the action to meet these recommendations is the effective use of
the nominated role of ‘Discharge Co-ordinator’ on the wards. Secondly
for discharge checklist to be commenced within 72hrs for every patient
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30.04.16

Core Service

CQC Compliance Action
to reduce delayed transfers out of
hospital

Progress to date
admitted to Community Hospitals. Both actions are being progressed
and discharge checklists are being implemented across the Hospitals –
however, there is insufficient assurance that these processes are fully
embedded throughout the 12 CH’s so further work is required.

Revised date

Review medicines ordering and
supply processes to minimise
delays in treatment initiation and
ensure that patients have access
to their medicines as prescribed
in a timely way

The Medicines Management Team has undertaken a review of supply
services and is working with the suppliers to improve contracted-out
services. .

Ongoing and
review of the
Pharmacy
contract.

Encourage and support staff at all
levels to raise concerns, promote
improvement and contribute to
innovation

Meeting with Yeovil District Hospital on 18 February 2016 to discuss
contract amendments for the contract extension. Costs of increasing
transport to twice a day for inpatient units and Saturdays have been
provided. Awaiting breakdown of costs.
Whilst there has been progress the action will not be complete by the
deadline
Staff to be encouraged to raise issues at team meetings. There will be a
standing agenda item to allow for this. Need to evidence this through
team meetings.

29.02.16

The Trust has launched a ‘Speaking Up and Blowing the Whistle Policy’
(reviewed Nov 2015) to reflect the national guidance and appointed the
Director of Human Resources as the Freedom to Speak Up Guardian.
CEO facilitates ‘Air and Share’ sessions across the Trust for any staff
member to attend and share their thought, ideas, or issues/problems that
are troubling them. These are scheduled twice a month for 2 hours and
dates in place up until July 2016 in locations across the Trust.
Crisis and Health
Based Place of
Safety

Develop a crisis care pathway
audit programme

This is under way with support from the Customer Services team (Donna
Steer) but not projected to be fully completed and implemented within the
timescale of 29/2/16.
Team are currently developing and implementing a comprehensive
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31/03/16

Core Service

CQC Compliance Action

Progress to date
feedback system to enable carers and service users to inform the team
about their experience of the CRHT. Team currently have a lead on user/
carer feedback. The lead person is teaming up with IT department to use
an existing tablet allowing instant feedback from patients and carers.
Paper copies will also be available for service users who prefer to give
feedback in a paper form. "

Revised date

The service have reviewed complaints information to inform the service
development and undertaken a review of the current Home Treatment
service and referral criteria. Friends and Family feedback is also being
developed
Discharge Check list developed to ensure feedback is requested upon
patient discharge from CRHT. 95% of service users on CRHT case load
will be asked for feedback. Review of current Home Treatment function
to involve the collection of feedback through peer involvement. This is
currently being developed with the Dorset Mental Health forum

Forensic
Inpatient

Staff working in the crisis team
have up to date mandatory
training and that staff working in
the health-based place of safety
have training on section 136 of
the Mental Health Act.
(N.B. CQC action within both Must Do
and Should Do for this service)
Review access to occupational
therapy and psychology on the
wards.

Board of Directors March 2015

As reported in Must Do actions

Band 8 Psychologist and Band 4 Assistant Psychologist are in place. No
direct Occupational Therapist but access to community Occupational
Therapist. Stephen Keeley to be seconded 01/03/16 - 31/05/16 to
undertake comprehensive service review across Dorset Forensic Team.
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31 May 2016
Review will
determine the
longer term plan
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Non-Executive Director Membership of Board Committees
Part 1 Board Meeting 24 February 2016

Author

Keith Eales, Trust Secretary

Sponsoring Board
Member

Ann Abraham, Trust Chair

Purpose of Report

To confirm the Non-Executive Director membership of Board
Committees with effect from 1 April 2016

Recommendation

The Board is asked to confirm the Non-Executive Director
membership of Board Committees with effect from 1 April
2016.

Engagement and
Involvement

Lead Governor

Previous
27 May 2015 Board Meeting
Board/Committee Dates
Monitoring and Assurance Summary
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
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


This report links to
the Strategic Goals
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NON-EXECUTIVE DIRECTOR MEMBERSHIP OF BOARD COMMITTEES
1.

SUMMARY

1.1

At its meeting on 27 May 2015 the Board confirmed the Non-Executive Director membership
of Board Committees effective from 1 June 2015.

1.2

This paper asks the Board to confirm the following changes to the Non-Executive Director
membership of Board Committees, to take effect from 1 April 2016.
(i)

Quality Governance Committee

David Brook has chaired the Quality Assurance Committee since March 2014 and has
overseen its transition to the Quality Governance Committee. David and Ann Abraham have
agreed that the time is now right for him to hand over the chairing role to Lynne Hunt.
David has agreed to remain a member of the Committee.
(ii)

Charitable Funds Committee

All Board Members are Trustees of the Dorset HealthCare Charitable Fund and have the
right to attend meetings of the Charitable Funds Committee ex officio. Sarah Murray has
agreed to become one of the Committee’s core members.
1.3

Full details of Non-Executive and Executive Director membership of Board Committees with
effect from 1 April 2016 are attached in Appendix 1.

2.

RECOMMENDATION

2.1

The Board is asked to confirm the Non-Executive Director membership of Board Committees
with effect from 1 April 2016.

Keith Eales
Trust Secretary
February 2016
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Appendix
1

BOARD DIRECTOR MEMBERSHIP OF BOARD COMMITTEES from 1 APRIL 2016
1

Audit Committee
Chair: John McBride
Members: Lynne Hunt, Peter Rawlinson, Nick Yeo

2

Quality Governance Committee
Chair: Lynne Hunt
Non-Executive Director Members: David Brook, John Hughes, Sarah Murray, Nick Yeo
Executive Director Members: Fiona Haughey, Nick Kosky

3

Mental Health Legislation Assurance Committee
Chair: Sarah Murray
Non-Executive Director Members: Ann Abraham, Lynne Hunt
Executive Director Members: Fiona Haughey, Nick Kosky

4

Charitable Funds Committee
Chair: Lynne Hunt
Core Members: Sarah Murray, Peter Rawlinson
All Board Members have the right to attend ex officio as Trustees of the Charitable Fund.

5

Appointments and Remuneration Committee
Chair: Peter Rawlinson
Members: All Non-Executive Directors, including the Trust Chair, are members of the
Appointments and Remuneration Committee.
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Agenda Item 19

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
March

April

May

June

July

Proposed
Quality
Priorities for
16/17

Monitor
Q4
submissi
on

Annual SUI
Report

Monitor Q1
submission

Final
Operational
Plan 2016/17
and STP
update
Budget
2016/17

Board
Register
of
Interests

Annual
Account
and
Accounts/
Quality
Report
ISA 260

Annual Report
on Reducing
Restrictive
Interventions

Annual
Complaints
report
2014/15

Equality and
Diversity
Annual
Report

Nurse
Revalidation
Update

Monitor
selfcertificatio
n
statement
s

Annual
Safeguarding
Report
2014/15

Annual
patient
Experience
Report
2014/15

Organisation
al
Development
Progress
Report

Stages of
Excellence
update

Behavioural
Framework

OD
Strategy

Annual
Infection

OD
Progress

Emergency
Planning

Draft budget
2017/18

Hidden
Talents
Update

Sept

October

November

January

February

Monitor Q2
submission

Infection
Prevention
six monthly
report

Monitor Q3
submission

Safe Staffing
six monthly
Report

Agenda Item 19
Update
Going
Concern
Report
Staff Survey
results

Approval of
the 2016/17
BAF

Part 2:

Quarterly
review of
Well Led
action
plan
Quarterly
review of
the CQC
action
plan

Approval
of Trust
Annual
Plan
2016/17

Prevention &
Control Report
2014/15
STP approval

Quarterly
review of
Well Led
action plan
Quarterly
review of
the CQC
action plan

Quarterly
review of
2015/16
BAF
Dorset
Care
Record
Business
Case
Part 2:

Report

Quarterly
review of
BAF

Part 2:

Resilience
Statement
Quarterly
review of
the Well
Led action
plan
Quarterly
review of
the CQC
action plan

Quarterly
review of the
Well Led
action plan

Approval of
corporate
objectives

Quarterly
review of the
CQC action
plan

Equality
Objectives
2017/18

Quarterly
BAF review

Quarterly
BAF review

Staff Survey
results

Part 2:

Quarterly
Whistle
blowing
report

Quarterly
Whistle
blowing
report

Board Workshop Programme
March

Apr

CSR/STP/Out of Hospital Model of Care The Business We Are In-Threats and Opportunities

Agenda Item 19
Draft budget 2016/17
Annual Plan Deliverables

Participation

