Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 30 November 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

Welcome, Apologies and Previous Meetings

Time
1:00

1

Apologies

AA

Verbal

2

Patient Story

NP

App A
(page 4)

3

Declarations of interests in relation to agenda
items

AA

Verbal

4

Minutes - to approve the

AA

App B

(i) minutes of the meeting held on 26 October
2016.

(page 7)

(ii) notes of the workshop held on 2
November 2016.

(page 16)

5

Matters Arising - to consider progress.

AA

App C
(page 18)

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

RS

App D
(page 19)

1:30

NK

App E
(page 23)

1:50

MM

App F
(page 51)

2:20

CLH

App G
(page 68)

2:35

To consider the monthly report from the Chief
Executive.
8

Trust Board Integrated Corporate Dashboard
To review the dashboard for October 2016.

9

Finance Report for October
To consider the report.

10

People Management
To note the report.

11

Strategy Review

FH

2:40

To consider progress in implementing
(a) Quality Strategy 2015/18

App H
(page 82)

(b) Nursing Strategy 2015/1

App I
(page 107)

Strategy Development:
Policy Formulation and Decision Making
None
Regulatory and Governance Matters
12

Operational Plan 2017/19

MM/NP

App J
(page 124)

3:00

FH

App K
(page 129)

3:15

To note the a summary of the key points in the
Plan submitted, as a draft, on 23 November 2016
13

CQC Quality Improvement Action Plan
To review progress

2

14

15

Committee Minutes – to note

3:25

(i) Quality Governance Committee 21 July
2016

LH

App L
(page 139)

(ii) Audit Committee 25 July 2016

JMc

App M
(page 146)

(iii) Summary minutes of the Appointments
and Remuneration Committee 28
September 2016

PR

App N
(page 150)

KE

App O
(page 153)

3:30

3:35

Board Annual Cycle of Business
To receive the annual cycle of business.
Other Matters

16

Any Other Business

AA

Verbal

17

Questions from Governors

AA

Verbal

18

Next Meetings

AA

Verbal

4:00

Board Workshop – 9.30am, Wednesday 7
December 2016, Sentinel House, Poole.
Board Workshop – 9.30am, Wednesday 4
January 2017, Sentinel House, Poole.
Board Meeting – 1.00pm, Wednesday 25
January 2017, Sentinel House, Poole.
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Agenda Item 2

Patient Story
Part 1 Board Meeting 30 November 2016
Author

A patient story assisted by Julia Yeates (Patient Experience
Co-ordinator)

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the patient’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
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
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

Mr G
A Patient Story
Assisted by Julia Yeates, Patient Experience Co-ordinator
Mr. G is an 18 year old man who lives in Swanage with his partner. Mr. G suffers from Asperger’s Syndrome but has
received a lot of help in the past and learned to generally fit in. He was under the care of the Purbeck CAMHS team
from 5 August 2015. During this time he said that appointments with his practitioner were changed for other
members of the team . This happened frequently without prior explanation of the change.
In December 2015 Mr. G went missing for 26 hours during which time he walked from Swanage to Wareham
overnight. He was found by a passer-by unconscious in the street. At this time he was living with his parents.
Unfortunately their relationship broke down and he was forced to leave. He had a period of living on the streets and
then lived with his Grandparents.
Mr. G. started suffering with depressive episodes and began using alcohol and cannabis as a means of selfmedicating and although he was being very clear with his mental health professional that he was getting worse there
appeared to him to be no shift in his treatment. He was referred to a psychiatrist and Mr. G made it clear that he
was not happy to be prescribed “antidepressants”. He was prescribed an SSRI which the psychiatrist described as
mood regulators, not antidepressants. Mr. G says that he found out on admission later that they were
antidepressants.
He admits that he had suicidal thoughts but never felt he was going to act on them. He reports that the CAMHS
nurse had suggested that he go as a voluntary in-patient or she would have to section him. He was taken to Poole
Hospital where he waited three hours for a psychiatric evaluation. There were no available beds at Pebble Lodge but
he was admitted for one night as a temporary bed was available where the current patient had gone on home leave.
“It was awful” he said. There didn’t seem to be many people around. He said that a nurse had spoken to him and
explained that they would be looking for another bed in another unit for him as they did not have a space. He said
that there was a lot of noise on the unit from other patients and that he found this really difficult as a person with
Asperger’s Syndrome. He felt unwanted and worse being in Pebble Lodge. He said that he had never had any
experience of an inpatient mental health ward , was very anxious during the evening and could not sleep. He was
advised that there would be transport picking him up in the morning and taking him to a new unit in Tooting, South
London. The transport did not arrive until 4 or 5pm which made him very anxious again and by the time he arrived
in Tooting it was 10pm.
Mr. G felt that the care he received at the unit in London was not acceptable for a number of reasons, the most
important being that he was there voluntarily but was frequently stopped from going outside. He felt that he was
being warehoused rather than being treated. However, he met his current partner at the unit. Due to her
experience of services and her support he felt he “lucked out” and began to feel better with her input.
On return to Dorset Mr. G said that the transition to the Adult Mental Health Team was messy. He said that there
was no preparation for the move to the new service and he had a long wait with no services before he got an
appointment with the AMHT. He says he was referred in July and was seen in September for his first assessment.
He is still waiting for his second appointment.
Mr. G is surprised that, given the waiting times for services, that a referral was not made three months before his
discharge from CAMHS. Mr. G says he feels that he has no say in his care. He has been told he cannot have therapy
unless he has medication. However he feels better not taking the medication. He says he has no telephone numbers
to call if he is in a crisis situation. He says he feels that he is probably getting worse again since September and is
suffering from night terrors.
Mr. G feels that the following issues were not acceptable:
• Due to the distance from home to the unit in South London his Grandparents could only visit once a week
which made him feel further isolated;
1|Page

•
•
•

When on Pebble Lodge the other loud patients were extremely disturbing for an Asperger’s patient;
Seeing different nurses from the CAMHS service was disruptive and resulted in a reduced rapport ;
Being prescribed SSRI’s despite not wanting to take antidepressants and feeling that the psychiatrist used his
lack of knowledge against him in this regard.
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Agenda Item 4i

Minutes of the Board of Directors Meeting held at 1pm on Wednesday 26 October
2016 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Ron Shields
David Brook
Lynne Hunt
John Hughes
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Linda Boland
Colin Hague
Fiona Haughey
Nick Kosky
Matthew Metcalfe
Sally O’Donnell
Nicola Plumb
Eugine Yafele

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

In Attendance:
Keith Eales

Trust Secretary

Apologies:
Governor Observers:
Chris Balfe
Scottie Gregory
Sue Howshall
Stefan Morawiec
Jan Owens
Angela Reed
Judith Adda
Patricia Scott
Angela Bartlett
Becky Aldridge
Bill Batty-Smith

Public Governor (Dorset RoE) (Lead Governor)
Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Public Governor (Bournemouth)
Public Governor (Poole)
Staff Governor
Partner Governor (Service User Group Representative)
Partner Governor (Dorset District Councils)

654/16 Welcome and Apologies
The Chair welcomed Board members, Governors and staff observers to the meeting.

655/16 Patient Story
The meeting commenced with a story illustrating the experience of a patient
who had lip surgery at Poole Hospital NHS Foundation Trust and the subsequent
removal of stitches by his GP.
After the removal of the stitches, the patient had felt some discomfort and had
attended Wimborne Hospital Minor Injuries Unit (MIU). The nurse at the Unit had
identified that part of a stitch had been left in the patient’s lip.
The patient had been very complimentary about his visit to Wimborne MIU and had
indicated a wish to personally write to thank the receptionist and nurse who had
treated him. He had complained to his GP and the practice had advised that they did
not have a magnifier to undertake the treatment. This had now been rectified.
Board members considered that the story emphasised the importance of addressing,
and articulating, the boundaries between primary care, the MIU’s and A&E
departments and, from the perspective of patients, providing one integrated out-ofhospital service.
It was also recognised that whilst the experience of the MIU had been positive for the
patient, there could be variability between different sites and over time at the same
site. The personal experiences of Board Directors had confirmed this.
More generally, it was considered that future patient stories to the Board should be
supported by contextual information, such as patient feedback on the service over
the previous 12 months and the number of complaints received. The Director of
Nursing and Quality undertook to provide this.
The Board noted the patient story.
656/16 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
657/16 Minutes and Notes of Previous Meetings
The Board approved as a correct record the minutes of the meeting held on 28
September 2016 subject to the following amendment:
Minute 641/16: Trust Finance Report for Month 5
Second paragraph, page six, the last sentence being replaced with the following:‘Agency expenditure had continued to reduce. Further improvements in operational
performance were anticipated’.
The Board approved the Workshop notes of 5 October 2016.
658/16 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
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Minute 642/16: People Management
The Director of Human Resources advised that the appointment of the Trust
Freedom to Speak Up Guardian would now take place in January 2017.
The Board noted the report.
659/16 Chair’s Update
The Chair advised that the Annual Plan for 2016/17 had now been distributed to
Board members and Governors. Publication had been delayed, in the main, by the
requirement to agree a revised budget following acceptance of the control total for
the Trust for 2016/17.
660/16 Chief Executive’s Update
Monthly Report
The Chief Executive submitted a report setting out key issues of concern and
interest.
The Chief Executive’s report highlighted progress with the Sustainability and
Transformation Plan for Dorset, the development of the Trust operational plan, the
Clinical Services Review (CSR), the Quality Summit held on 3 October following the
Care Quality Commission (CQC) re-inspection of the Trust in March 2016, the
publication of the Single Oversight Framework by NHS Improvement (NHSI), new
reporting requirements in respect of agency expenditure and the tenders for Dorset
and Devon Prisons healthcare services.
The Chief Executive advised that it was now anticipated that public consultation on
the CSR would commence in early December.
The Chief Executive advised that the Trust had been placed within segment two in
the NHSI categorisation process introduced in the Single Oversight Framework. The
Framework had also amended the range of indicators that the Trust was required to
report against. The indicators included in the integrated corporate dashboard would
be revised to reflect the revised regulatory requirements.
Board members commented that there could be merit in retaining, within the
dashboard, indicators that the Trust was no longer required to report on externally
but were important to Board oversight. The Chief Executive confirmed that this would
be the case.
Clarification was sought as to whether a CQC rating of ‘outstanding’ was required
before a Trust could be placed in segment one of the NHS framework. The Chief
Executive advised that this was not the case. To date, thirty-five Trusts had been
placed in segment one whilst ‘outstanding’ ratings had only been awarded by the
CQC to eight Trusts.
The Board noted the report.
Devon and Dorset Prison Healthcare Tenders 2016
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The Locality Director, Dorset submitted a supplementary briefing paper to the Chief
Executive’s report setting out the position in respect of the tenders submitted by the
Trust for the provision of healthcare services in Devon and Dorset Prisons.
The Locality Director, Dorset explained that the Trust had provided healthcare
services in Devon Prisons, on the basis of a three-year contract, since April 2013.
The Trust had subsequently agreed to an extension of the contract to March 2017.
A five year contract for healthcare services in Dorset Prisons had commenced in
October 2014. The Trust had given notice on this contract but had agreed to a twomonth extension to this period to coincide with the end of the Devon Prisons contract.
The Trust had submitted bids for both contracts at the end of July and had been
accepted as a shortlisted bidder for each.
The Trust had received notice, on 4 October, that it had been unsuccessful with the
bid for the Dorset contract. The Locality Director, Dorset expressed disappointment
on behalf of the Executive. The Board noted the feedback received.
The Executive team had reviewed the options in the light of being unsuccessful with
the bid. The conclusion had been reached that the appropriate course of action was
to withdraw the bid for the Devon contract. This was on the basis that it would not be
sustainable, in the long term, to provide these services without the Trust providing
healthcare services in Dorset Prisons.
The Locality Director, Dorset advised that discussions had been held with the Prison
Governors and with Trust staff. The Chief Executive advised that he had written to
NHS England about the tendering process but was awaiting a response.
The Board noted that an assessment was being made of the financial implications of
the Trust no longer providing these services. The financial impact was, however,
likely to be positive.
The Board noted the report.
661/16 Board Integrated Corporate Dashboard
The Medical Director submitted the dashboard for September.
The Medical Director drew attention to the following:•

Indicators which, whilst not due for reporting in October, were outside of the
threshold set, including Clostridium difficile, the number of patients in
community hospitals developing avoidable pressure ulcers and a continued
reduction in compliance with waiting times for the Memory Assessment
Service;

•

The continuing improvements in the mandatory training completion rate;

•

The reduction in the sickness absence rate that was now below the 4.5%
threshold for the first time in 13 months;

•

The increase in the percentage of delayed discharges from both mental and
physical health units;
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•

The position in respect of care plans being in place for all patients on the care
programme approach, where performance remained at 85-86% against a
target of 95%;

•

The steady improvement in the appraisal completion rate, to 91%, but which
remained below the threshold of 95%.

The Chair of the Mental Health Legislation Assurance Committee drew attention to
the Mental Health Act metrics which were included within the dashboard. These had
been reviewed in detail by the Committee at its October meeting. The Chair of the
Committee commented that the dashboard was now seen as an important source of
assurance to support its deliberations.
The Chair of the Audit Committee advised that, at its meeting earlier in the week, the
Committee had discussed a limited assurance report in respect of the completion of
care plans within the Trust. Action to address this was being taken forward by the
Quality Governance Committee and the Director of Nursing and Quality.
It was noted that the dashboard referred to external benchmarking in respect of the
National Reporting and Learning System. It was agreed that future reference to any
benchmarking would include an assessment of the key conclusions for the Trust.
The Board noted the dashboard for September.
662/16 Trust Finance Report for September
The Director of Finance and Strategic Development submitted the Finance Report for
September.
The Director of Finance and Strategic Development advised that the Trust was
£2.8m ahead of plan at the end of September. The forecast position was for a deficit
of £2m, which was £2m ahead of plan. Further improvement was expected in
operational expenditure.
Agency expenditure year-to-date was £2.6m. This was continuing to reduce.
To date, £7.7m of the £8.1m cost improvement plan for the year had been achieved.
It was noted that £3m of the savings in the cost improvement programme were nonrecurrent. It was recognised that this would need to be addressed in 2017/18. The
Director of Finance and Strategic Development commented that this would be
discussed further at the Board workshop on 2 November. The Board also noted that
an element of the cost avoidance plans included in the budget would have a
recurring element.
It was noted that, year-to-date, £5.1m of the £12.2m capital programme for the year
had been delivered.
The Financial Sustainability Risk Rating at the end of September was ‘4’.
The Chair of the Audit Committee advised that the Committee had discussed
whether or not the savings on pay, and agency costs, could be impacting on the
quality of services provided by the Trust. This was not considered to be the case.
The Director of Nursing and Quality confirmed that the impact of the reduction in
agency expenditure on service quality was being monitored.
5

Clarification was sought as to whether the allocation from the Sustainability and
Transformation Fund to the Trust was dependent on the achievement of performance
targets by partners in the health economy. The Director of Finance and Strategic
Development confirmed that this was not the case.
The Board noted the Finance Report for August.
663/16 CQC Quality Improvement Plan
The Director of Nursing and Quality introduced the monthly update on progress in
implementing the Quality Improvement Plan following the June 2015 CQC inspection.
The Board noted that of the 60 ‘must do’ recommendations, 50 were complete or
rated as green, three were rated as amber/green on the basis of being in progress to
meet the deadline. Eight actions were rated as being amber and were at risk of not
achieving the target date. No actions were rated as being red.
Of the 88 ‘should do’ recommendations, 66 were complete or rated as green, nine
were rated as amber/green on the basis of being in progress to meet the deadline.
Thirteen actions were rated as being amber and were at risk of not achieving the
target date. There were no red rated actions.
The Director of Nursing and Quality gave an overview of progress with the actions
arising from the Mental Health Act monitoring visits undertaken by the CQC to
locations where patients were detained.
The Director of Nursing and Quality advised that notification of the timing of the
review of the three services due to be re-inspected was still awaited.
The Director of Nursing and Quality advised that the report following the joint
CQC/Her Majesty’s Inspectorate of Prisons inspection of Exeter Prison was awaited.
A letter had been received setting out details of requirement notices that would be
issued.
An inspection had also been carried out at Channings Wood Prison. The report
following the inspection was awaited. However, a letter confirming a requirement
notice had been received ahead of the full report.
The Board noted the report.
664/16 Quarterly Review of the Board Assurance Framework (BAF)
The Trust Secretary submitted a report setting out details of the quarter two review of
the Board Assurance Framework.
The Trust Secretary advised that the review had been undertaken using the revised
reporting template agreed by the Board, with the focus being risk treatment and
mitigation. The narrative completed by the lead Director for each risk set out actions
completed, their assessed impact on the likelihood of the risk materialising and
actions planned for the next quarter.
The Trust Secretary drew attention to the longer-term assessment of the financial risk
to the Trust. The assessment of the delivery of the financial plan for the year was
now complemented with a medium term perspective on the financial sustainability of
the Trust.
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The Chair of the Quality Governance Committee advised that the Committee had, the
previous week, reviewed progress in mitigating the risks in respect of failures in care
and staffing. These continued to be a concern and would shape future discussions at
the Committee.
The Chair of the Audit Committee advised that the outcome of the quarterly review
had been discussed at the meeting earlier in the week. The risks in respect of the
financial challenge and engagement had been discussed with the lead Director for
each. The Committee had welcomed the longer-term assessment in respect of the
financial risk. The Chair of the Committee also advised that internal audit had
commented positively on the development of the BAF by the Trust.
The Trust Chair commented that Board members might wish to consider, in due
course, the merit of including in the BAF a risk in respect of failing to invest in the
transformation of the Trust.
The Board noted the outcome of the quarter two review of the BAF.
665/16 Quarterly Review of the Well-Led Action Plan
The Trust Secretary submitted a report setting out details of the quarter two review of
progress in delivering the Well-Led Governance Review action plan.
The Trust Secretary reminded the Board of the outcome of the 2015 assessment of
the Trust against the Well-Led Framework and the action plan agreed by the Board.
The Board noted the progress made in respect of the actions.
The Trust Secretary drew attention to the action in respect of the clinical services
strategy. This would be submitted to the Board in January following consultation with
a range of stakeholders.
With regard to the adoption of a corporate improvement methodology, the Chair of
the Quality Governance Committee advised that this had been discussed at the
meeting held the previous week. The Committee had reviewed the improvement
methodologies in use within the Trust and had agreed the next steps in developing a
corporate methodology.
The Chair of the Audit Committee advised that progress in delivering the data quality
assurance programme, which had also formed part of the integrated corporate
dashboard, had been reviewed at the meeting earlier in the week. It had been
recognised that this programme had stemmed from the Well-Led Governance
Review and was intended to address the issues raised. The Committee had
emphasised the importance of the quality of data output and had taken assurance
from progress with the programme.
The Board noted the outcome of the quarterly review of the Well Led
Governance Review action plan.
666/16 Nurse Revalidation Progress Report
The Director of Nursing and Quality submitted a report setting out progress in respect
of the revalidation of Trust nurses.
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The Director of Nursing and Quality explained that, with effect from April 2016, all
nurses and midwives were required to renew their registration every three years. This
required a revalidation process, the details of which were set out in the report.
The Trust had 2,099 nurses who were required to revalidate in total. It was noted that
239 nurses would need to complete revalidation before March 2017. At the end of
September 10 nurses had not successfully completed revalidation. The reasons for
this were noted. The Director of Nursing and Quality confirmed that nurses not
completing revalidation were re-deployed to work, on a lower salary, in a nonregistered capacity.
The Board noted the report.
667/16 Quarterly Whistleblowing Report
The Director of Human Resources submitted a report setting out summary details of
the whistleblowing incidents for the period July to September 2016.
The Board noted that one new case had been raised in the period. The updates in
respect of four further cases were noted.
The Board noted the report.
668/16 Summary Minutes of the Appointments and Remuneration Committee: 27 July
2016
The Board noted the summary minutes of the Appointments and Remuneration
Committee held on 27 July 2016.
669/16 Annual Cycle of Board Business
The Board received the annual cycle of business, which formed the basis of Board
agendas.
The importance of having a comprehensive cycle of business in place was
emphasised. Directors were asked to advise the Trust Secretary of additions or
amendments to the draft cycle.
The Board noted the updated cycle of business.
670/18 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:•

There was considerable scope for the Trust to utilise community hospitals and
other sites to recruit members, with much greater visibility of posters and
leaflets;

•

The Trust could make greater use of technology to transform the delivery of
services and achieve costs savings;

•

Clarification was sought with regard to the impact of the increase in diabetes
on Trust services. The Medical Director commented that there would be an
immediate impact on supporting patients. However, a number of conditions
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which were a consequence of diabetes would take longer to materialise and
would place an increasing demand on community services in the future.
670/71 Joint Meeting of Dorset NHS Foundation Trust Boards
The Chair referred to the joint meeting of Dorset NHS Foundation Trust Boards to be
held on 2 November. Further information on the event had been distributed to Board
members earlier in the day.
671/16 Next Meeting
The Board noted that the next meeting would be held on Wednesday, 30 November
at 1.00pm at Sentinel House, Poole.
Signed:

Date:

Ann Abraham, Chair
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Agenda Item 4ii

Notes of the Board Workshop held at held at 12.30pm on Wednesday 2 November
2016 at Kingston Maurward College, Dorchester, DT2 8PY
Present:
Ann Abraham
Ron Shields
David Brook
John Hughes
Lynne Hunt
John McBride
Sarah Murray
Nick Yeo
Linda Boland
Colin Hague
Matthew Metcalfe
Nicola Plumb
Eugine Yafele

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

In Attendance:
Keith Eales

Trust Secretary

Apologies:
Fiona Haughey
Nick Kosky
Sally O’Donnell
Peter Rawlinson

1

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

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

2

Trust Operational Plan
The Director of Finance and Strategic Development gave a presentation on the Trust
Operational Plan 2017-19.
The presentation covered:•
•
•
•

An overview of the requirement to produce Operational Plans;
The timetable for developing and submitting plans;
The content of Operational Plans;
Key issues to be demonstrated in Operational Plans;

•
•
•
•
•
•
•
•
•
•

Their alignment with Sustainability and Transformation Plans;
The Control Total for the Dorset system;
The criteria to be met for Sustainability and Transformation Fund support;
Trust financial pressures in 2017/18 and 2018/19;
The 2017/18 Trust cost improvement programme (CIP);
Agency expenditure in the Trust compared to the NHS Improvement ceiling;
Planned service developments in the Trust;
The indicative capital programme for 2017/18 and 2018/19;
Future strategic capital plans;
A summary of the submissions required of the Trust.

The Director of Finance and Strategic Development concluded by commenting that
there were four key questions for the Trust-the deliverability of the Trust plans, the
achievability of the CIP, the level of contingency to be set and whether or not to
accept the Control Total.
Clarification was sought as to whether or not the workforce implications of the new
models of care likely to be delivered through the Clinical Services Review (CSR) had
been factored into the Trust financial assumptions. The Chief Executive advised that,
to date, there had been no detailed assessment of the workforce implications of the
CSR.
Clarification was sought with regard to whether growing demand for services and the
implications of the reduction in local authority expenditure had been factored into
commissioning plans. The Director of Finance explained that the initial contract
discussions with NHS Dorset Clinical Commissioning Group had indicated that
providers were being requested to accept ‘flat cash’ with service pressures being
absorbed by providers.
Board members sought clarification with regard to the recommendations of the
Executive in respect of the acceptance of the Control Total and the key questions set
out by the Director of Finance and Strategic Development. The Chief Executive
commented that whilst further consideration was being given to the CIP and the
capital programme, it was appropriate, on the basis of the plans to date and in the
light of the likely ‘flat cash’ contractual settlement, for the Trust to accept the Control
Total.
On the basis of this, the Board noted the key assumptions in the draft Operational
Plan for 2017-19 and agreed that it was appropriate for the Control Total to be
accepted.
With regard to the contingency to be incorporated within the budget, it was
considered that a risk-based assessment should be undertaken to support further
discussion by the Board.

Signed:

Date:
Ann Abraham, Chair
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Agenda Item 5

Matters Arising
Part 1 Board Meeting 26 October 2016

Minute
595/16
(29 June 2016)

Topic
Chair’s Report

Action
The Board considered that there was merit in
receiving a report on the volunteers’ strategy and
the contribution of volunteers to the Trust.

Keith Eales
Trust Secretary
November 2016
1

Lead
NP

Deadline
Revised
to
January
2017

Response
Included in the
planned content for
the January 2017
Board Workshop on
participation and
engagement.

Agenda Item 7

Chief Executive’s Report
Part 1 Board Meeting 30 November 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.

Trust and Local News
Sustainability and Transformation Plan (STP)

2.1

The Dorset STP was submitted to NHS England on 21 October 2016

2.2

STP Chief Officers Meetings have taken place on 17 and 23 November. Discussions are
taking place around the organisational forms required to deliver the model of care for
Dorset.

2.3

At a national level concerns continue to be expressed about governance issues around the
STP process, the tension between ambition and deliverability of STP plans and the extent
to which STP’s rely on ambitious service reconfiguration. In recent weeks media attention
has focussed on the lack of transparency with regard to the content of STP’s and the
nature and scale of change required in some areas.
Trust Operational Plan

2.4

Following the discussion at the Board workshop on 2 November, the Trust Operational
Plan for 2017-19 was submitted to NHSI Improvement on 24 November. A summary of the
submitted plan is included as an agenda item for this Board meeting.

2.5

The Trust is required to submit the final plan by 23 December. Any material updates or
amendments following submission of the draft plan will be reported to the December Board
workshop.
Clinical Services Review (CSR)

2.6

Board members will be aware that the publication consultation on the CSR will commence
on 1 December, lasting until 28 February 2017.

2.7

Copies of the consultation document - Improving Dorset’s healthcare - will be widely
available throughout Dorset, initially via GP practices and hospitals. Throughout the
consultation the latest updates will be provided via social media channels
twitter.com/DorsetCCG and Facebook.com/NHSDorsetCCG and the Dorset’s Vision
website www.dorsetsvision.nhs.uk.

2.8

The programme of staff events is continuing. Thirty-eight briefing meetings have been
arranged between 19 September and 19 December.

2.9

Time will be taken at the January and February 2017 Board workshops to review the
consultation paper and to develop the Trust response.

2

Care Quality Commission (CQC) Update
2.10 Board Directors will be aware that the CQC and Her Majesty’s Inspectorate of Prisons
undertook a joint inspection of HMP Exeter in August and HMP Channings Wood in
October 2016.
2.11 Whilst the inspection reports are still awaited, the Trust has received notification that, when
the inspection reporting and factual accuracy processes are complete, requirement notices
will be issued to the Trust. These will set out the action that the Trust must take. Action
plans have already been developed to address the areas of concern identified by the CQC.
2.12 The next planned CQC inspections are scheduled to take place in December with a drug
and alcohol service inspection of CADAS and a joint CQC and Her Majesty’s Inspectorate
of Prisons of HMP Guys Marsh.
Armed Forces Health
2.13 Following a meeting with Trust staff, Michael Tomlinson MP (Mid Dorset and North Poole)
briefed the All-Party Select Committee on the Armed Forces Covenant on the work of the
Trust in respect of armed forces health. Trust staff may be making a presentation to the
Committee in the New Year. The Trust is seen to have developed a unique approach
which, the MP considers, may inform the national agenda.
2.14 Trust staff have also recently met the Colonel Commander HQ Army South West to discuss
the work of the Trust in supporting the wounded, injured and sick population and families
transferring out of the armed forces. The service being provided by the Trust is highly
regarded. Consideration is being given to rolling out this approach across the South-West
command. A symposium will be held early in the New Year to further this.
Emergency Planning
2.15 The Emergency Preparedness Resilience and Response (EPRR) Annual Assurance
process with Commissioners was completed in September. The Trust had five core
standards identified as amber, the remaining 32 being green, which put our overall
assurance rating as substantial compliance. Key actions arising are:
•
•
•
•

Business Impact Assessments for Estates and IT services, in order to finalise the
Trust-wide Business Continuity Plan (BCP) (over 40 team, departmental and site
level BCPs are now in place);
Fuel resilience plan;
CBRN/HAZMAT response boxes in MIUs;
BCP training and local induction.

2.16 The EPRR and Business Continuity policy has been published. The policy provides an
overview of the EPRR responsibilities of staff and the activities needed to ensure that the
Trust is compliant with its statutory duties.
2.17 Trust-wide business impact analyses have been completed across the Trust. Activities and
services classified as red and amber, which would be prioritised in the event of a mass
disruption to Trust activities, have been listed in the business continuity plan.
2.18 The Trust incident response plan is due for review in January 2017. Prior to the review, a
series of training and exercises have been held with On-call Directors and Managers.

3

2.19 The Trust Surge and Escalation Plan is being reviewed by the Executive Team in advance
of the anticipated Winter increase in activity. The plan includes action to
•
•
•
•
•

Maintain the Trust’s essential services during periods of high systemic pressures;
Minimise the potential health impact of an escalating emergency;
Enable cooperation with other organisations regarding admission avoidance to
Acute Hospitals
Maximise delivery of health care within the community;
Instil and maintain trust and confidence in the Trust.

Board Self-Assessment on Agency Controls
2.20 NHS Improvement has required all providers to complete a self-assessment of the
arrangements in place for the governance and oversight of agency expenditure.
2.21 The Trust return has been completed and will be reviewed and signed by the Chair and
Chief Executive by 30 November.
Review of Standing Orders
2.22 The annual review of Standing Orders has been completed. No changes were made
following the review (primarily due to the significant re-drafting undertaken in 2015). The
Audit Committee has endorsed the outcome of the review.
3

Recommendation

3.1

The Board is asked to note my report.

Ron Shields
Chief Executive
November 2016
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Author

Fiona Haughey, Director of Nursing and Quality; Matthew Metcalfe,
Director of Finance and Strategic Development; 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 November 2016

Any action required?
Yes
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Detail in report
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1.0 Timetable of reporting

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

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

Apr

May

Jun

Jul

Aug





Sep

Oct

Nov





Dec

Jan

Feb

























Falls on inpatient wards
Number of Patients Absconding

















Prone Restraint
Seclusion

















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



Mar
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Report date

Apr

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

May

Jun

Jul

Aug

Sep

Oct

Key:
 Indicates months that metric due to be reported

Dec

Jan

Feb


















































































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

Nov






































Mar















































































































Indicates months that metric is not due to be reported
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2.0 Executive Summary
All metrics can be seen in the overview dashboard on page 8. This report focuses mainly on metrics
associated with patient safety incidents, pressure ulcers and patient experience.
Page

Patient safety incidents – moderate to catastrophic actual harm (excluding
falls/pressure ulcers) – there have been 13 incidents over the past 3 months
which is lower than the preceding 3 month period. There is no threshold for this
metric. As reported last month the latest report from the National Reporting and
Learning Service shows the Trust to have lower rates of severe harm/death
incidents with higher and quicker reporting compared to the average of 56 other
trusts providing mental health services. Incidents are reviewed in a thematic way
within the Sign up to Safety work streams which take a lead on improving
patient safety across a number of key risk areas.
Clostridium difficile infections – there was 1 case in August, 2 in September
and 1 relapse case in October against a monthly threshold of 1. Lapses in care
were identified for the three patients in August and September. The case in
October is still under review. The total number of cases year to date is 9, of
these 5 are due to lapses of care, against a threshold of 12.
Avoidable pressure ulcers – the number of pressure ulcers identified as
avoidable and reported to our commissioners is on a falling trend, however one
month (September) in the last 6 months was above the threshold of 3 per
month. The Tissue Viability Group is leading on actions to reduce incidents.
The data for the metrics which are outside of threshold either this month or
previous months, and are not in this month’s reporting schedule, have been
reviewed. The Absconding incidents exceptions are noted – there were 9
incidents in October against a threshold of 6. This is the first time that this metric
had exceeded the threshold for over a year. 7 detained patients were involved
across 5 wards at 3 Trust sites. 5 incidents involved people absconding from
premises and 4 from escorts. Two incidents occurred at a pilot site that has
implemented the Smokefree policy and one patient who had absconded was
found smoking at the entrance to the site. No trends have been identified and no
patients were harmed. Absconding incidents are due to be reported in more
detail in next month’s report.

9



Pressure ulcer risk assessments (Braden) – compliance with this metric has
been consistently above the threshold for a year. Ward staff continue to receive
monthly information on their compliance with risk assessments on admission,
which provides an opportunity to monitor their own performance and compare
with others.

12



Patient Friends and Family Test hospital response rate – response rates are
relatively low at between 8.6% and 14.6% over the last three months, although
there is no threshold set. The Patient Experience Team is leading on work to
improve response rates through engagement with teams and the reporting is
currently subject to an internal audit through TIAA.
Patient Friends and Family Test percentage of patients recommending
services – the majority of people responding to this question across the Trust
would recommend services with the threshold of 95% having been met for over
a year. Comments often praise the care received from our staff. The Trust has
commissioned Healthwatch to review the effectiveness of current arrangements
for systematically collecting and acting on patient / public / carer feedback and

13





Are we Safe?





Are we
Effective?

Are we
Caring?



5

10

11

13

insights.
 Patients involved in their care – the percentage of patients responding that
they have been informed and involved as much as they wanted to be in
decisions about their care and treatment has been above the locally set
threshold of 95% since May 2016. The above project with Healthwatch will also
provide an opportunity to ensure issues raised regarding involvement in care
are acted on in an appropriate way.




Are we Well
Led?








Are we
Responsive?






Good
practice
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An update on the implementation of the Trust’s strategic quality objectives will
be reported to the next Quality Governance Committee.
The annual NHS Staff survey is currently underway, providing an opportunity to
inform local improvements in staff experience and well-being, with a 46%
response rate so far.
During October both the Trust Board and the Council of Governors have carried
out self-evaluation questionnaires to assess their effectiveness. The results are
currently being analysed.
The Month 7 net financial position is ahead of Plan year to date. The Trust’s
Use of Resource Rating, within the Single Oversight Framework, is 1. Further
information may be found in the Month 7 Trust Finance Report.
The Director of Nursing and Quality and Medical Director are leading a review of
the Trust’s Quality Metrics on behalf of the Board with a view to implement any
changes in the new financial year.
Number of Complaints – there is no threshold for this metric. There were 118
complaints received in the last three months which is lower than the 187
received in the preceding three month period. The main themes for complaints
have been identified as Access to treatment and Drugs; Clinical Treatment;
Values and Behaviours; Communication; and Prescribing.
Number of Compliments – there is no threshold for this metric. The number of
compliments reported over the past three months is 1888 which is less than the
preceding months. A pilot is being expanded for teams to input their
compliments directly onto a web-based system to help ensure they are captured
in a timely way from teams.
Rating of handling of complaint – the number of responses is quite low,
however 75% of 16 respondents reported satisfaction with the handling of their
complaint in Q2. This is above the 73% threshold. The Trust will be trialling a
new NHS England complaint satisfaction survey. Other trusts will also be taking
part providing an opportunity to benchmark ourselves.
Duty of candour – there has been 11 duty of candour incidents identified in the
last three months all related to avoidable pressure ulcers. The Trust has robust
processes in place to ensure that people receive an apology.

15

Frailty - it has been nationally recognised that frailty is a common condition, and
strongly associated with old age. The condition is receiving more attention and
is a national Commissioning for Quality and Innovation (CQUIN) indicator for
2016/17. A new e-learning module has been developed and launched to
address the training need of Trust staff. It is one of the first learning resources
for frailty in the country.
Two to Talk groups are run in an integrated approach by health visiting teams,
hosted by the local Children Centres with supervision provided by the Speech
and Language Therapy Team. These groups have been found to be effective in
supporting children with speech and language therapy needs in Bournemouth
and Poole are being rolled out across the whole of Dorset. Positive outcomes
have been achieved in terms of reduced referrals for specialist Speech and

19
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16

17

18
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Language Therapy and increased parental confidence in their skills in
interacting with their children to develop language.




NHS
Improvement
Indicators





CQUINS



Inpatient
Nursing
Staffing



A new NHS Improvement Dashboard is included in this month’s report to reflect
reporting under the new Single Oversight Framework. It includes details of both
performance and quality metrics.
NHS Improvement are wherever possible using nationally collected datasets,
rather than requiring providers to submit bespoke data submissions. The
dashboard is therefore an opportunity to monitor performance and highlight any
potential exceptions. It is noted that the methodology of some indicators is
awaited.
The indicators related to cardio-metabolic assessments are linked to a national
audit due for submission in Q4. It is also one of this year's annual CQUIN
requirements and is currently recorded as 'amber' in section 6.2 of this report.
The relevant RiO screen is being amended to enable recording of the required
interventions in the physical health assessment screens. Guidance on the
CQUIN audit process was received in Oct 16 and it is not yet possible to
determine the actual or anticipated compliance.
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There are 14 CQUIN Schemes for 2016/17, eight CQUIN programmes are
related to improving quality and developing innovative services – these include:
NHS Staff health and wellbeing with a focus on improving access to healthy food
and activities alongside increasing the flu uptake to 75% and above. Cardiometabolic assessment and treatment for patients with psychoses and ensuring
patients have an annual health check; development of robust systems and
processes for mortality governance; improving the safe transfer and discharge of
patients and developing work in frailty and identification of this condition in our
patients. Plans are in place and progressing well against most these
improvement programmes, however, there are challenges in achieving the
outcomes in regard to staff flu uptake and in the cardio-metabolic assessment of
our patients.
There are also six CQUIN schemes for specialist mental health and dental
commissioning which are detailed in the report. The total financial value of these
CQUIN schemes is £4,767k, which we are hoping to achieve by the end of the
financial year by meeting the outcomes expected and/or demonstrating our
sustained and relentless progress toward full achievement.
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The national return on inpatient staffing fill rates for October is included.
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Summary Recommendations/comments
The Board is asked to:



Note the contents of this report and actions planned.
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Board Dashboard – Quality Metrics (Month 7 - October 2016)
Are We Safe?
Metric

In Month

YTD

Threshold

Are We Effective?
Current
Status

Trend 6
months

Forecast
within
threshold

Data
Quality

Patient experience
Patients not feeling safe in our inpatient
wards

Are We Well Led?
Forecast
within
threshold

Data
Quality

Operational Efficiency

£000

-

M

Cash Balance

32,251

-

-

G

-

H

Capital Expenditure

237

5,365

6,925

739

7,801

5,728

(341)

(3,097)

2

-

In Month

YTD

Threshold

Current
Status

Readmission within 28 days to
Community Hospitals

7.1%

7.4%

-

-

Readmission within 28 days to Mental
Health Wards

6.5%

8.9%

<9%

Metric

Trend
6 months

Patient Experience
11
(280)

83

-

-

-

M

Incidents (number of)

Metric

In Month

YTD

Current
Status

Trend
6 months

Forecast
within
threshold

Data
Quality

-

-

-

H

-

31/03/2017

H

G

-

-

H

-

G

-

-

H

-

-

-

-

-

Threshold

£000 £000

-

-

M

% of Bed days with delayed transfer from
5.01%
mental health unit

-

<7.5%

G

-

M

CIP Performance

<30

G

-

M

% patients with delayed transfer from
Physical health unit

-

<7.5%

R

31/03/2018

M

YTD Variance (Fav)/Adv

293

<45

G

-

M

Assessments

97

670

-

-

-

M

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

84.0%

-

>=95%

R

31/03/2017

L

9

38

<=6

R

N/A

M

Risk Assessments updated in previous
12 months (mental health)

88.5%

-

>=95%

R

31/03/2017

L

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

11

119

TBA

-

-

M

CPA 7 Day Follow Up

98.8% 98.3% >=95%

G

-

H

Community Mental Health Teams
(4 weeks)

84.9%

Seclusion

3

40

<=3

G

-

M

Falls Assessment within 24 hours

98.0% 97.6% >=95%

G

-

M

IAPT Dorset
(treated within 6 weeks)

Healthcare associated infections – C.diff

1

9

<=1 per
month

G

-

H

Venous Thromboembolism (VTE) risk
assessment

97.6% 97.8% >=95%

G

-

M

Healthcare associated infections – MRSA
bacteraemia

0

0

0 per
month

G

-

H

Pressure ulcer risk assessments
Braden

98.8% 97.7% >=95%

G

-

M

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

3

19

<=3

G

-

M

Workforce

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

3

46

-

Violent incidents - Patient on Patient

17

190

Violent Incidents - Patient on Staff

39

Falls on inpatient wards
Number of Patients Absconding
Prone Restraint

Workforce
Mandatory training completed

96.0% 94.9%

>95%

G

-

H

Vacancy rate

8.79%

-

0-10%

G

-

M

-

4.48%

<4.5%

G

-

M

Sickness rates

16.1%

NHS Improvement Single Oversight
Framework - Segment

Completed Appraisals last year

92.8% 89.8% >=95%

R

Clinical supervision according to Trust
policy (6 monthly)

59.1%

R

-

>=95%

31/03/2017

M

−

Are we Caring?
Metric

In Month

YTD

Threshold

Current
Status

Trend 6
Forecast
mnths next month

Data
Quality

Patient Satisfaction

Are We Responsive?
>=95%

R

31/03/2017

M

81.5%

85.8% >=75%

G

-

H

IAPT Dorset
(treated within 18 weeks)

100%

99.7% >=95%

G

-

H

IAPT Southampton
(treated within 6 weeks)

99.6%

99.2% >=75%

G

-

H

IAPT Southampton
(treated within 18 weeks)

100%

100% >=95%

G

-

H

IAPT contractual requirement (treated in
4 weeks - Dorset)

68.9%

71.5% >=95%
-

-

G

-

M

CAMHS Tier 2 (8 weeks)

97%

-

-

G

-

M

Memory Assessment Service
(4 weeks)

72.9%

80.4% >=75%

31/12/2016

M

Memory Assessment Service
(6 weeks)

91.6%

94.0% >=95%

31/12/2016

M

10%

11%

-

Current status

FFT - % Recommended (total responses)

98%

97%

>=95%

G

-

M

Number of complaints

Patients involved in their care?

95%

95%

>=95%

G

-

M

Number of compliments

Achieving against Trustwide threshold this month

R

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

A

Attention required

Patient experience

-

Rating of handling of complaint quarterly (total responses)

Are We Well Led?
Metric

In Month

YTD

Threshold

Current
Status

Trend
1 yr

Forecast
next month

Data
Quality

Duty of Candour

39

358

-

-

-

M

608

4866

-

-

-

M

Q2
75% (16)

-

>73%

G

-

M

4

22

-

-

-

M

Organisational Development

Key

H

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

(Staff FFT) place of treatment - quarterly - Q2 77%
(690)
(total responses)

-

>=72%

G

-

M

M

Moderate. Potential issues that could affect assurance of figures

(Staff FFT) place of work - quarterly (total Q2 67%
responses)
(690)

-

>=61%

G

-

M

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

Data Quality

L

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

H

90%

FFT - Response Rate (hospitals)

G

30/06/2017

CAMHS Tier 3 (4 weeks)

Legend / Key

-

-

-

Add unknown??

8

4.1.1 Metric Progress Report Sheet: Patient Safety Incidents (PSIs) - moderate to catastrophic actual harm [excluding falls/pressure ulcers]
Current metric status
There is no threshold for this metric. There has been a halving in the number in the past three months compared to the preceding three month period. The Trust closely monitors and reviews incidents regularly.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

PSIs resulting in
moderate to catastrophic harm [excluding falls/pressure ulcers]

This metric shows the number of patient safety incidents with an actual harm of moderate, major or catastrophic, excluding falls
and pressure ulcers. Falls and pressure ulcers are reported separately within the Integrated Corporate Dashboard.

15

As reported last month, the Trust has a good reporting culture showing a higher number of no harm and low harm incidents
being reported. In the latest National Reporting and Learning Service (NRLS) report, published in September 2016, the Trust
had the second highest reporting rate of 56 trusts, calculated from occupied bed days. This is seen as a sign of a positive
reporting culture. This report covers the period 1st October 2015 to 31st March 2016. The Trust's percentage of patient safety
incidents resulting in severe harm or death is lower, at 0.4%, than the average of 1.1% for trusts providing mental health
services.
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The breakdown by type of incident shown on the left demonstrates that in the last three months patient deaths account for the
majority of these incidents. The 'Death of a Patient' category, on the whole, relates to the unexpected deaths of community
mental health patients.
The 13 incidents during August to October occurred across 8 different teams.

The numbers reported above have been refreshed based on the latest information showing on the incident reporting database (9/11/2016)

There were 3 incidents in October. The following table provides a breakdown by category for the last three months.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Each month a Summary of Learning from Serious Incidents Reviews lists the issues identified in recent reviews of incidents and Serious incidents are reviewed in line with the Trust Incident Reporting Policy to ensure that immediate learning occurs and
recommendations for practice. The latest report to the Quality Governance Committee in October 2016 on Serious Incidents
recommendations are made to try and reduce wherever possible incidents occurring again. Recommendations are shared
Requiring Investigation notes that the following remain the key themes identified:
across the organisation through a variety of means such as the monthly Quality Matters newsletter, locality reports, Trust
intranet and learning events.
- clinical documentation
- care planning and
Incidents are reviewed in a thematic way within the Sign up to Safety workstreams and action taken to reduce harm to patients.
- communication
Some examples of current work is as follows:
The Suicide Prevention workstream reviews self harm incidents and deaths from suicide. Recent work relates to ligature points;
identifying any links between people on leave from an inpatient ward and self-harm; opportunities for reducing self-harm in the
community.
The Safe Transfer of Care workstream and the Deteriorating Patient workstream both review ill health incidents and deaths as
appropriate. Recent work includes looking at how to share patients' observation readings via their National Early Warning
Scores (NEWS) on transfer between hospitals.
Safe medication workstream - reviews medication incidents. Recent work includes an innovative way of communicating to staff
the issues associated with missing doses of patients' medication.
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4.1.2 Metric Progress Report Sheet: Healthcare Associated Infections C difficile (CDI)
Current metric status
4 cases in the last three months, bringing cumulative total to 9 against an annual threshold of 12. 5 have been identifed as due to a lapse in care, with the infection in the latest patient being under review. To continue to monitor closely.
Metric currently red. CDI action plan being implemented.
Background and context
The measure
Description of indicator and context. What does ‘good’ look like?

Healthcare Associated Infections - C difficile
Cumulative data
15
10

This metric includes all cases of Clostridium difficile infection (CDI) that were identified whilst a patient was within one of
our Trust hospitals (i.e. the sample tested for infection was taken whilst the patient on one of our wards). There were 14
cases of C difficile infection reported for the year 2015-16 against the threshold of 12. This was an increase in cases
from 2014-15 when 8 cases were reported. (This increase mirrors the national trend). A root cause analysis review is
carried out for all cases to identify how the infection occurred, if it could have been avoided and any lessons learnt to
prevent further cases. In 2015/16 6 of the cases were deemed not to be as a result in lapses of care.

2015-16
Total 14 cases

5

Nursing staff should ensure that any patient who develops diarrhoea (type 5,6,7 stool) is isolated immediately and a
sample taken and sent to the laboratory and contact precautions put in place.
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The graph above shows the cumulative number of cases per year
There was 1 case in August, 2 in September and 1 relapse case in October. Lapses in care were identified for the
three patients in August and September. The case in October is still under review.

The work that has been carried out by the CDI Task and Finish group over the last year has been valuable in identifying
areas for improvement and actioning these. It is impossible, however, to quantify the impact the group has had in the
number of patients identified with CDI. The Trust would expect to identify patients with a CDI in spite of the work
undertaken. One measure of success might be a reduction in the number deemed due to a lapse in care over the year.
The number which were categorised as 'lapses in care' in 2015/16 was 8. There have been 6 so far this year, with 1
under review.
4 cases were identified during August, September and October, involving three patients with one relapse case in
October of a person previously identified as having the infection September. These were on Guernsey Ward, Alderney
Hospital; Canford ward, St Leonard's Hospital; and Tarrant Ward, Blandford Hospital.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

All of the cases that have occurred between August and October were unavoidable due to the nature of the
patients conditions. In all cases, antibiotic usage and medical history increased the risk of CDI infection. Cases
are classified as due to a lapse in care where procedures have not been followed when a patient has become
symptomatic.

Since the Clostridium difficile task and finish group last met in July completion of the remaining elements of the action
plan has been ongoing as detailed below:

Case 6 (August) lapses in care: delay in isolating patient and taking sample, incomplete documentation.
Case 7 (September) lapses in care: delay in sampling, instigating contact precautions, poor documentation of
bowel history.
Case 8 (September) lapses in care: delay in sampling, lack of compliance with CD documentation on SystmOne.
Case 9 (October): Relapse case 8 above
The following table shows the number of cases each month and whether any lapses in care have been identified.
All were on different wards and hospitals in the Trust, with the exception of the relapse case on Tarrant Ward.

Number of cases
Lapses in care
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1
*

C difficile risk assessment tool for RiO:
IPC leads met with the Mental Health RiO Lead to progress the work on this. A meeting was also held with the RiO
developement team in September and since then all the Clostridium difficile draft forms have been completed. The IPC
Senior Nurse is meeting with the Mental Health Ward Managers in November to discuss the issues they have raised
with the implementation of these forms.
CDI training for mental health doctors by Consultant Microbiologist. Completed now - however there is to be another
session for the doctors from Waterston Ward who did not attend the initial training session.
To ensure that documentation used in the transfer of care between providers includes relevant information regarding
bowel history. (This will be progressed as part of the Safe transfer of Care workstream). There are still issues with the
information given to ward staff from the transferring hospital that needs addressing.
The Trust has an Antibiotic Steward and an Antibiotic Stewardship Strategy and action plan. These ensure the
establishment of an antimicrobial stewardship programme within the Trust. There is a planned antibiotic prescribing
audit to be undertaken in November as part of Antibiotic Awareness week.
The Clostridium difficile task and finish group plan to meet for the final time during Quarter 4.
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4.1.3 Metric Progress Report Sheet: Avoidable pressure ulcers
Current metric status
The number of pressure ulcers agreed to be avoidable and reported to commissioners over the past three months was 10 against a monthly threshold of 3. The threshold of three has been met in every month since May 2016, except September when there were 5 reported.
The measure

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

Avoidable pressure ulcers

This metric reports the number of pressure ulcers acquired in our care and deemed avoidable, by date of reporting to the Trust's commissioners.
Pressure ulcers are a recognisable proxy measure for the quality and safety of care patients receive and therefore standards of nursing care. They
represent a major burden of sickness and reduced quality of life for patients and create significant difficulties for patients, their carers and families.

7
6

The Trust is committed to reducing the number of preventable pressure ulcers acquired in our care. When a patient acquires a pressure ulcer in care
which is of a more severe nature (grade 3 or above), a root cause analysis (RCA) review is undertaken. Following the RCA, it is agreed whether the
care provided met agreed practice and if not the pressure ulcer may be deemed avoidable. The Trust has a locally set threshold of 3 reported to
commissioners per month based on a reduction of 50% over three years (using baseline from 2013/14 numbers). This includes both patients in
hospital and in the community.

5
4
3
2

The Trust has improved the timeliness of RCA completion, therefore lessons learnt are identified more quickly than in previous years.
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Grade 2 pressure ulcers are reported via the incident reporting system and are reviewed at a local level.
As part of the Trust's Sign up to Safety campaign, pressure ulcer workstream, trajectories for reducing avoidable pressure ulcers have been set.
There were 38 avoidable pressure ulcers identified in 2015/16, thus the Trust met its trajectory for that year. There have been 19 identified in the year
to date (based on date reported to commissioners).

The number of avoidable pressure ulcers reported to commissioners over the past three months was 10, with 2 in August, 5 in September and 3 in October. Six
patients acquired avoidable pressure ulcers in hospital care and four under the care of district nursing. 8 were acquired across 8 different teams, with 2 acquired under
the care of Radipole Ward, Westhaven Hospital (September and October).

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

Actions being taken and target dates.

129 patient pressure ulcers (grade 3 or above) were reported between August and October 2016. All these incidents are subject to a review. The reviews can take a
few weeks to complete and are then reviewed by a Trust panel.

The latest minutes from the Tissue viability Steering Group notes the following actions:
1. Updating of ‘Relieving the Pressure’ Leaflet. - currently undergoing testing will be completed by end of Quarter 3

The following issues have been identified through review of incidents:
- Staff not recognising deteriorating mobility and increasing risk
- Inadequate clinical record keeping
- Failure to offload pressure when early skin damage identified
- Failure to check heels under bandages
- Failure to advise patient/carers of the risk of pressure damage
- Failure to complete the SSKIN Bundle care plan

2. Complete testing of ‘Looking after your skin with braces, splints and casts’ leaflet. - awaiting feedback from CCG and partner agencies will be
completed by end of Quarter 3
3. Preceptorship training in Tissue Viability (TV) for qualified staff – To commence April 2017.
4. Care Certificate training in Tissue Viability (TV) for non-qualified staff - Commenced October 2016
5. Complete competencies to accompany Pressure Ulcer training - due for completion by end of Quarter 3
6. Identify suitable heel offloading devices - action plan in place due for completion Quarter 4
7. Development of patient survey - due for completion Quarter 4
8. Update Wound Management Educational Resource Folder – add to Tissue Viability Intranet Page - due for completion Quarter 4
9. To move towards a single pressure ulcer risk assessment tool across Dorset HealthCare. - Quarter 3
10. Pilot in Community Hospitals of monthly Tissue Viability visit - commenced September 2016 due for spread to all Community hospitals January
2017.
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4.2.1 Metric Progress Report Sheet: Braden (pressure ulcer) Risk Assessment
Current metric status
The percentage of Braden risk assessments carried out was 98.8% against a 95% threshold. The metric has been above the threshold since October 2015
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Braden (pressure ulcer risk assessment)

This metric reports patients assessed to be at risk of pressure ulcers using the Braden Risk Assessment.
It includes patients admitted to community hospitals and older people (65 years and older) admitted to
mental health hospitals. The threshold of 95% of screening being carried out within 4 hours of admission
to hospital has been set by Dorset Clinical Commissioning Group.

100%
95%
90%

Trust staff should ensure that all relevant patients are screened for their risk of developing a pressure
ulcer and provided with advice and equipment to prevent a pressure ulcer developing or deteriorating.
Where necessary, specialist advice should be sought from the Tissue Viability Service.
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98.8% percent of patients had a timely Braden risk assessment on admission to hospital.

In October 2016, compliance across mental health wards was 92% with community hospitals being 99.6%.
The Trust exceeded the 95% threshold for this measure. In total 3 of 253 eligible people due for
assessment did not receive this within the timeframe.
Over the past three months the number of assessments that were not carried out per ward was small, with
no particular trends.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

The Trust is able to report on the number of patients screened in a timely way in a hospital setting,
Ward staff continue to receive monthly information on their compliance with risk assessments on
however the reporting for community patients is not currently possible. Due to the work carried out to raise admission, which provides an opportunity to monitor their own performance and compare with others.
awareness of the importance of timely assessment, compliance with this metric has for the last year been
high and steadily increasing.
The Trust is planning to move towards a single pressure ulcer risk assessment tool across Dorset
HealthCare to be implemented in quarter 3.
Reasons for not assessing within agreed timeframes included:
- the nature of patient’s presentation meant checks not possible within timeframe
- waiting for an interpreter
- busy periods on the ward leading to a delay in completion
The issues identified following reviews of pressure ulcers are included in the 'Avoidable Pressure Ulcer'
progress report sheet in this report and non-completion of the assessment is not identified as a factor.
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4.3.1) Metric Progress Report Sheet: Friends and Family Test
Current metric status (Response rate hospitals)
There is no threshold for this metric. The response rate has been fairly static for the last 7 months at between 8.6% and 14.6%.
Current metric status (Percentage of patients recommending services)
The Trust consistently sees a high percentage of people who would recommend our services above 95%.
The measures

Friends and Family Test - % recommend
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The response rate over the last three months has been between 8.6% and 14.6%.

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

May-16

% of people recommending services

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Median

During August to October 6773 (96.4%) people from 7025 respondents would recommend services.

NB The increase in responses during February and March was due to an increase in responses received by minor injury units and has not been maintained. The
action being taken is noted below.

Background and context

Contributory factors

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

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

Response Rate
This metric shows the percentage response rate from hospitals (wards and minor injury units) based on the number of patients who have been
discharged from hospital plus the number of people seen in the MIUs. Contacts from our community services are not counted as there isn't an
expectation that patients will be asked every time they are seen. Due to the flexibility organisations have over the degree and frequency of promotion
of the FFT in mental health and community services NHS England do not publish a national response rate for our services and hence no
comparisons can be made. Apart from an isolated rise in February and March 2016, the Trust's response rates have not risen over the past year and
work is being carried out to improve this as outlines in the actions section below.

The response rate reflects hospital services that are offering patients/carers the opportunity to answer the FFT question. Several services are
consistently not receiving results, this could be down to a number of factors as below:
• patients suffering from survey fatigue. Where individual patients receive care from multiple services within the Trust and other NHS organisations
they could be asked multiple times in a short period of time for their individual feedback and choose not to respond.
• services have not considered the process of when and how to introduce / offer FFT within the patient pathway.
• some staff have stated that they are uncomfortable asking for the questionnaires to be completed.

Percentage Recommended
This metric shows the percentage of people responding 'extremely likely' or 'likely' to the question 'How likely are you to recommend our services to
friends and family if they needed similar care or treatment? Other possible responses are 'neither likely nor unlikely', 'unlikely', 'extremely unlikely' or
'don't know'.

The responses from people completing the FFT Test are on the whole very positive. Comments often praise the care received from our staff. An
example of words used in comments is provided below:

The Friends and Family Test (FFT) is an important feedback tool that supports the fundamental principle that people who use NHS services should
have the opportunity to provide feedback on their experience. This is one of the methods the Trust uses to get feedback on services and all
feedback provides an opportunity to listen to patient views and implement improvements that make a real difference to patients and their care.

Quality improvement actions
Actions being taken and target dates.

As part of the processes being explored to strengthen the recording of when surveys are being offered and declined, the Patient Experience Facilitator will be submitting a change request for SystmOne for consideration by the clinical systems team. This will enable the patient experience team to
focus on teams with lower response rates.
The Patient Experience Coordinator has been providing data entry training for staff in how to upload their FFT data and service specific survey data to the web tool across a number of services including: Yeatman Outpatient Physio Department, Integrated Community Rehabilitation Team
Shaftesbury, Sexual Health Services, Pebble Lodge, Castletown Ward, The Junction, AAU Seaview and Tarrant Ward.
The Patient Experience Coordinator will be leading on a piece of work over the next three months to identify teams whose response numbers have fallen, or who have a consistently low response rate and work with these services to improve response rates.
An internal audit is currently being undertaken on the Friends and Family Test Response Rate by TIAA. The aim is to undertake a sample audit to evaluate the quality of the data. This measures ‘The number of tests completed for inpatients, electronically and via paper surveys, as a percentage of
discharges in the month.’ The outcome of the audit could be used to inform a Board Report threshold.
Clincal staff and managers review their responses to the FFT Test using the available online reports.
The Trust has commissioned Healthwatch to review the effectiveness of current arrangements for systematically collecting and acting on patient / public / carer feedback and insights in early 2017. We envisage this will lead to recommendations on areas to enhance the processes in the Trust.
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4.3.2 Metric Progress Report Sheet: Patients involved in their care
Current metric status
The threshold is 95%. Over the past three months at least 95% of people responded that they were involved in their care and the threshold has been met since April 2016.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

% patients involved in their care

This metric includes all the results for the Were you informed and involved as much as you wanted to be in
decisions about your care and treatment? question. This is collected on hand-held devices and paper
questionnaires from people in hospital and a small number in the community. The threshold is a locally set
threshold of >=95%.

100%
95%
90%

In a national context, The White Paper, Equity and Excellence: Liberating the NHS sets out the Government’s
vision of an NHS that puts patients and the public first, where “no decision about me, without me” is the norm.
Shared Decision Making is a work stream of NHS England who describe it as a process in which patients,
when they reach a decision crossroads in their health care, can review all the treatment options available to
them and participate actively with their healthcare professional in making that decision.
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One of the Trust's Strategic Goals highlights the Trust's ambition to work with patients as partners
To be a valued partner and expert working with patients, communities and organisations
The vast majority of patients responding to this question have responded yes with 16 people responding 'no'
over three months. The people responding 'no' were cared for by both mental health and community wards.

The percentage of people responding 'yes' has been between 95% and 97% since May 2016.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

This metric is affected by staff not spending as much time as required in helping patients to make shared
decisions and ensuring that patients have the information they need to make decisions.

Clinical staff and managers review their responses to the regular patient surveys using the available online
reports.

If patients are admitted to hospital in an acutely unwell state, it might not always be possible to make joint
decisions.

As mentioned in the progress sheet for the Friends and Family Test, the Trust is considering a project with
Healthwatch to review the effectiveness of current arrangements for systematically collecting and acting on
patient / public / carer feedback and insights in early 2017.
Staff within mental health wards have been receiving training developed in conjunction with Dorset Mental
Health Forum in working with people to make advanced decisions about their care in a crisis, thus hopefully
ensuring that people feel involved in decisions about their care.
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4.5.1 Metric Progress Report Sheet: Complaints
Current metric status
There is no threshold for this metric. The number of complaints fluctuates month on month and has been lower in the last three months (118) compared to the number in the preceding three month period (187). In depth
quarterly reports are produced focusing on particular areas/themes or services to enable greater understanding and sharing of learning.
The measure

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

Complaints

During 2015/16 the Trust received 421 complaints, averaging 35 per month and representing an overall
reduction of 18 (4%) in the number of complaints received in 2014/15.
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The average number of complaints received year to date for 2016/17, however has been higher at 50 per
month.
The number of complaints received during August to October was 118, which was lower than the 187 received
during May to July. The majority of complaints in the period (44) related to mental health services and within
mental health most complaints were received by community mental health teams (21).
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There have been a total of 188 complaints over the last three months.

Three complaints have recently been referred to the Parliamentary Health Service Ombudsman (PHSO). One
linked to the Palliative Care Service in Bournemouth, however this was about the commissioning of care and is
not proceeding. One related to the Chronic Fatigue Syndrome/myalgic encephalomyelitis (CFS/ME) service and
one related to HMP Dartmoor and the outcome of both are awaited. It is noted that the Trust has recently been
updated with draft reports regarding two previous referrals to the PHSO indicating that one has not been upheld
(Nightingale House) and one has been partially upheld (Wimborne Minor Injury Unit).
Complaints are recorded and categorised to help identify themes, trends and improvements. Monthly locality
complaint reports are produced to enable the Trust to monitor the categories of complaints and concerns so
that any issues can be addressed accordingly at both Trust wide and locality level.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

The latest quarterly complaints report shows that the emerging themes related to complaints for 2016/17 were
‘Access to treatment and Drugs’
‘Clinical Treatment’
‘Values and Behaviours’
'Communication' and
'Prescribing'.

Key themes and lessons learnt are presented on a quarterly basis to the Quality Governance Committee. These
are published on the Trust’s website quarterly to promote our desire to share and learn from comments and
complaints.
Further work is planned in the next quarter to improve the way in which learning is shared with staff and the
public to help assure that we listen and respond to people's concerns.
To assist in the timely response to complaints there has been a greater number dealt with locally by the relevant
teams, rather than the central complaints team. The complaints team also sends out a number of regular
reports of open complaints and/or overdue responses to Locality Managers and Locality Directors.
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4.5.2 Metric Progress Report Sheet: Compliments
Current metric status
There is not threshold for this metric. The number of compliments has been fairly consistent across months with a fall in numbers over the past three months compared to the preceding two months.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Compliments

There is no threshold for this metric. The number of compliments fluctuates every month. The Trust regularly
receives written and verbal compliments (expressions of appreciation) about the services we provide from
patients, carers and their families. These are regularly shared with staff through articles in monthly quality
matters newsletters and within the monthly quality reports.
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Most compliments reflect patient and carers general satisfaction with the quality of care and their experiences of
our services. Some examples include
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You all do an incredible job with huge patience and empathy.
(Pebble Lodge)
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There have been 1888 compliments over the past three months.

Sep-16

Oct-16

Thank you for all the care and attention shown towards my wife, it is much appreciated.
(Melcombe Day Hospital)
To all the nursing, caring, lovely staff at Swanage hospital, especially on Stanley Purser Ward.
Thank you for your tolerance, warmth, compassion, care and laughter over the last two months.
We appreciated you all enormously. (Swanage Hospital)

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Teams do not always share their compliments with the central patient experience team or send these for inclusion The Patient Experience Team is expanding the pilot of teams inputting their compliments onto a web-based
after the required date (1st working day of the month) this can lead to a fall in the number received.
system. This will ensure that compliments are captured in a timely way from teams.
The team is also planning a targeted piece of work to inform staff around the benefit of reporting and sharing
compliments received.
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4.5.3 Metric Progress Report Sheet: Rating of handling of complaint
Current metric status
Metric currently green. 75% of 16 respondents rated their satisfaction with the handling of their complaint as very good, good or satisfactory. This is a fall in satisfaction compared to Q1, however the number of respondents in
Q1 was only 4.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

The threshold for this is >73% of respondents stating their level of satisfaction with the complaint process as
very good, good or satisfactory. This is based on historical results from 2014/15. The number of respondents is
small compared to the number of complaints received. This is a national picture. A total of 31 responses were
received for 2015/16 as a whole.
The number of responses received to date for Q2 was 16. 101 people who had made a complaint were
contacted by post or email. 12 (75%) rated their satisfaction with the process as either very good , good or
satisfactory as shown on the left. 4 people rated their satisfaction as poor . The number of responses is higher
than in Q1 where 4 responses were received and all 4 (100%) were at least satisfied with the handling of their
complaint.
Positive comments about the process from respondents included:
• Complaint was dealt with fully and efficiently
• Very helpful contacts with complaints department. They each demonstrated understanding and concern
regarding my issues.
Number = 16 responses for July to September 2016. 75% of respondents described level of satisfaction as very • Contacted me straight away.
good, good or satisfactory .
• Kept well informed of the progress of the complaint

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

The negative comments received about the handling of people's complaints included:

Feedback mechanisms to teams were reviewed over the past quarter with regards to how we share feedback on
survey responses and how these could be used. The process has been tightened and it has been agreed that
each response received will be shared with Locality Managers as and when they are received rather than at the
end of the quarter. The Locality Manager can then share, if appropriate, with their teams to ensure
improvements are made where identified or actions taken as necessary.

• Not all points of concern from complaint were answered
• Lack of joined up communication.
• Complaint responses need to be less defensive.
• Speedier response needed
Responses so far this quarter show that complainants appreciate an immediate initial acknowledgment phone
call from managers, but would also appreciate a prompter resolution and final response.

In the last report, it was noted that discussions were taking place with 'The Benchmarking Network' in
conjunction with the Patient's Association to take part in a new online survey to monitor the Trust's complaints
process. This has not been progressed as the Trust will instead be trialling a new NHS England complaint
satisfaction survey. This has been developed in conjunction with the Parliamentary Health Services
Ombudsman, Healthwatch and the Picker Institute and the trial will last 6months. Other trusts will also be taking
part providing an opportunity to benchmark ourselves.

No substantial suggestions for improvements to the complaints process was received from the complainants
who provided feedback.
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4.5.4 Metric Progress Report Sheet: Duty of Candour
Current metric status
There is no threshold for this metric. There were 11 duty of candour incidents identified over the past three months and all related to pressure ulcers acquired in care of the Trust.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Duty of Candour

This metric shows the number of times that the duty of candour requirement is identified each month. Patient
safety incidents which result in a moderate or higher level of harm are reviewed and during this review it is
identified whether duty of candour applies. There is a delay between the incident occurring and the review
being completed. The Trust has a statutory duty to be open when things go wrong and this is regulated by
the Care Quality Commission.
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There were 11 duty of candour incidents identified across August, September and October.

The Trust should ensure that it identifies all relevant incidents and informs any patients involved. The
requirements for communication with the person affected include:
• Telling the relevant person, in person, as soon as reasonably practicable after becoming aware that a
notifiable safety incident has occurred, and provide support to them in relation to the incident.
• Provide an account of the incident.
• Offer an apology.
• Follow up the apology by giving the same information in writing, and providing an update on the enquiries.
The duty of candour incidents for the last three months all relate to avoidable pressure ulcers across 8
teams. Three teams had two patients each whose pressure ulcers were identified as avoidable in the period
and these were:
Bournemouth Central District Nursing (August and October)
West Dorset District Nursing (August and October)
Radipole Ward, Westhaven Hospital (August and September)

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.
In all cases the Patient Safety Advisors link with Locality Managers to make sure that apologies have been

Duty of candour is applicable when moderate or serious patient harm has been or could have been caused
by our services.
If the number of avoidable harms or failings in care are reduced then the number of times that duty of
candour disclosure is required also reduces.

made to patients and families. There are currently 5 apologies outstanding (11/11/2016) of which 2 relate to
the cases in September and 3 for October.
As most incidents which require duty of candour relate to pressure ulcers, this is included in the Tissue
Viability Training offered within the Trust. It also forms part of the Root Cause Analysis (RCA) training.
It is noted that the Trust is open with families following a suicide, making every attempt to engage them in the
review process even if the incident doesn't meet the formal duty of candour requirements. In Quarter 2 there
had been 5 meetings with families to discuss cases.
The Clinical Risk Manager is monitoring whether duty of candour is making a difference to the number of
litigation cases. It is noted that the Trust has only been made aware of one potential litigation claim linked to
a duty of candour incident. This related to a failure to diagnose a hand fracture. The complaint was upheld
and an apology was sent in November 2015 and a solicitor’s letter was received in May 2016.
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5. Areas of Good Practice - Are we Effective?
People's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence
Frailty training
What is driving the success? What are the contributory factors?
It has been nationally recognised that frailty is a common condition, and
strongly associated with old age. The condition is receiving more attention
and is a national Commissioning for Quality and Innovation (CQUIN)
indicator for 2016/17.
Frailty is defined as a multi-dimensional syndrome characterised by the
loss of physical and cognitive in-built reserve. This means that people are
at greater risk of dramatic changes in their physical or mental wellbeing
after apparent minor challenges to their health such as an infection or
change in medication. Early identification and appropriate action may help
reduce hospital admissions and/or further deterioration in a person’s
health.
Our Frailty CQUIN indicator:
• introduction of frailty identification and management
• promote a system of timely and proactive management of frailty.

What lessons can be shared and how is this planned?
A new e-learning module has now been launched to address the training
need. It is one of the first learning resources for frailty in the country.
Since its launch on 20th October this year 133 staff have completed the
training and there has been lots of positive feedback;
“I thought the module was well presented and informative. It covered
what frailty is and how to recognise the different stages, as well as
identifying the risk factors associated and most importantly, what actions
can be taken to enhance the wellbeing of those living with frailty.”
“The module was easy to access and follow.”
“The time scale for completing the module was good and staff can easily
do this course during working hours.”

Understanding frailty has the potential to improve the clinical care of
vulnerable older people to enable them to live well within their own homes.

To ensure that the Trust was able to implement the above CQUIN, a task
and finish group was organised to support improvements in patient flow
and improve the quality and safety of care for patients.

By recognising that a person has frailty, a comprehensive geriatric
assessment can take place to identify care and support plan requirements.

The group felt that there was a lack of staff understanding of frailty and
agreed to develop an e-learning module to address this issue. There is
limited national training available and no bespoke packages in the NHS
eLearning repository. There are a few courses that reference frailty but no
dedicated modules.

This project has demonstrated the value of collaboration between the
Learning and Development Team, Nursing and Quality team and clinical
staff to develop a valuable resource to enhance staff knowledge in this
important area.

The group used local clinical expertise and national documents to develop
the module. The Purbeck Integrated Community Rehabilitation Team
piloted the module with both registered and non-registered staff giving
feedback on their learning experience.

Regular communications across the Trust continue to promote the training
via the e-learning module.
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5.1 Areas of Good Practice - Are we Responsive?
Services organised so that they meet people's needs
“Two To Talk” Speech, Communication and Language Groups for 2-3year olds in Bournemouth and Poole – Partnership working with Health
Visiting, Speech and Language Therapy and Children Centres
What is driving the success? What are the contributory factors?
What lessons can be shared and how is this planned?
Two to Talk groups have been shown to be effective in supporting young children
with speech and language therapy needs (SCLN) and their families in
Bournemouth and Poole. The Groups are run by the health visiting teams, hosted
by the local Children Centres and supervision is provided by the Trust’s Speech
and Language Therapy Team. This integrated partnership approach helps to
drive its success.
The aims of the groups are to achieve better outcomes in speech language and
communication needs (SCLN) for the children and reduce inappropriate referrals
to the speech and language therapy service.
The leads from health visiting, speech and language, and Children Centres, with
support from the Group Leaders, have continually been evaluating and changing
the method of data collection to respond to the needs of the group and the needs
of the service to evidence best practice and the impact of the intervention on the
outcomes for the children and their parents.
Evaluation of the groups has improved over the previous years and in 2015 we
have been able to show that the outcome measure for reduced referrals has been
met. The outcome measure for increasing parent confidence in supporting their
children’s needs has also been met for 2015. We are presently reviewing the
evaluations for 2016 to inform practice.

To share Good Practice with evidence of positive outcomes for children and
families the expansion of Two to Talk is planned to cover all areas of Dorset
starting with Christchurch, Bournemouth and North Dorset.
Due to the success of Two to Talk in meeting children’s needs it has been
proposed to develop a language pathway which will span across all partner
agencies so that all staff are giving parents consistent messages and support. The
leads are initially recommending a Bournemouth and Poole Operational Group
consisting of health visiting, speech and language, Early Years provider
representative and Children Centre representatives to respond to the local
increase in children identified with SCLN and the national health and education
drivers to support this target group.
Please see below comments from parents, which will form part of a poster to be
displayed in local Children Centres to share the positive outcomes and feedback to
parents, staff and services. The aim of this is to encourage parent participation and
highlight good practice.

These outcomes, in terms of speech and language therapy staffing, equates to 82
hours of speech and language time not being needed for initial assessment
during 2015. This additional specialist time is now used to meet the needs of
children with a speech and language disorder already on the speech and
language therapy caseload.
The outcomes show that attendance at Two to Talk groups gives parents
increased confidence in their skills in interacting with their children to develop
language. If a child is referred for speech and language therapy after attending
the Group, it has been found that the skills already being used by parents mean
that the number of specialist therapy sessions needed is reduced. The data
indicates that some of the children who were referred on after Two to Talk needed
minimal specialist input.
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6.1 Board Dashboard - NHS Improvement Single Oversight Framework Indicators
Month 7 - October 2016
Current reporting month
Frequency

Target

Oct-16

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

Monthly

>= 95%

99.86%

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

Monthly

>= 92%

98.30%

Maximum 6-week wait for diagnostic procedures

Monthly

>= 99%

99.82%

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

Quarterly

>= 95%

100.00%

People with a first episode of psychosis begin treatment with a NICE-recommended package of care within 2 weeks of referral

Quarterly

>= 50%

69.00%

Operational Performance metrics

Ensure that cardio-metabolic assessment and treatment for people with psychosis is delivered routinely in the following service
areas:
a) inpatient wards
b) Early intervention in psychosis services
c) Community mental health services (people on Care Programme Approach)
Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital
• identifier metrics
Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital
• priority metrics
Improving Access to Psychological Therapies (IAPT) / Talking Therapies
• proportion of people completing treatment who move to recovery
Improving Access to Psychological Therapies (IAPT) / Talking Therapies
• waiting time to begin treatment within 6 weeks
Improving Access to Psychological Therapies (IAPT) / Talking Therapies
• waiting time to begin treatment within 18 weeks
Quality Indicators - all providers

>= 90%
Quarterly
>= 90%
>= 65%

Linked to CQUIN. Results
expected end Q4 (1)

>= 95%

99.59%

Monthly

>= 85%

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

Quarterly

>= 50%

54.80%

Quarterly

>= 75%

87.54%

Quarterly

>= 95%

100.00%
Latest period

Monthly

Frequency

Report date

Staff sickness

Monthly/quarterly

Oct-16

4.47% (2)

Staff turnover

Monthly/quarterly

Oct-16

10.85% (2)
(based on headcount)

Monthly

Reporting to start
Q3

Executive team turnover

NHS Staff Survey

Annual

Summary of key findings
compared to other similar
Results published
trusts
Feb-16. Reported
9 - Better than average
to Board Mar-16
13 - Average
10 Worse than average
Oct-16
3% agency staff

Proportion of temporary staff

Quarterly

Aggressive cost reduction plans
Written complaints - rate
Staff Friends and Family Test % recommended - care
Occurrence of any Never Event
NHS England/NHS Improvement Patient Safety Alerts Outstanding
Quality Indicators - community providers

Quarterly
Quarterly
Quarterly
Monthly
Monthly

Oct-16
Q2
Q2
Oct-16
Oct-16

Ahead of plan
124
77%
0
0

CQC Community Survey

Annual

Not known

Awaiting clarification from
NHSI regarding this survey

Community scores from Friends and Family Test - % positive

Monthly

Oct-16

98.34%

Quality Indicators - mental health providers
CQC inpatient/mental health and community survey

Annual

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

Monthly
Monthly
Monthly
Monthly
Monthly
Monthly

Results published
Nov-16. Report to
Board due Jan-17
Oct-16
Oct-16
Oct-16
Oct-16
Oct-16
Oct-16

Results due Jan-17
95.78%
0
98.84%
47% (3)
8% (3)
474

The majority of the above indicators are extracted by NHS Improvement from existing returns submitted by the Trust to a variety of sources, rather than direct submissions to them.The above figures
are reported for monitoring purposes and may not reflect exactly the data that is reviewed by NHS Improvement. This framework came into effect on 1st October 2016 and it is expected that further
information will be available following the end of Q3. It is noted that the performance metrics have targets, however the quality indicators do not and are to be used by NHS Improvement to
supplement CQC information to identify where providers may need support under the theme of quality.
1 The indicators related to cardio-metabolic assessments are linked to a national audit due for submission in Q4. It is also one of this year's annual CQUIN requirements and is currently recorded as
'amber' in section 6.2 of this report. The relevant RiO screen is being amended to enable recording of the required interventions in the physical health assessment screens. Guidance on the CQUIN
audit process was received in Oct 16 and it is not yet possible to determine the actual or anticipated compliance.
2 NHS Digital figures, when published, will not match the figures reported above. The Trust runs its reports no earlier than working day 3 and October’s data was extracted from the Electronic Staff
Record (ESR) on 7 November. NHS Digital extract their data from the ESR Data Warehouse. October’s data will be loaded into the Data Warehouse on 12 December and will subsequently be
refreshed at each monthly load. NHS Digital use the same standard reports that the Trust uses in ESR. Depending on when they run them there will be a minimum of a month’s additional input that
will affect the figures e.g. late absence paperwork that had not been received when the local reports were run.
3 The figures reported are an average of all 7 months submissions of the Mental Health Services Data Set (MHSDS) to date. The methodology matches those used in monthly submissions to our
local authorities, although further guidance on the calculation that NHS Improvement will use is awaited.
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6.2 CQUINS

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

CQUIN Schemes 2016/17

G
A/G
A
R
C

4,760.0 k Maximum total to be earned
PMO Ref

Deliverable

16-CQN-1.0
16-CQN-1.1

DCCG CQUINs- £4631k
1. NHS Staff health and wellbeing
1a Introduction of health and wellbeing initiatives (Two
options only one to be selected) option B selected

Value £k

463.0

Lead Director

1b Healthy food for NHS staff, visitors and patients

463.0

CH

16-CQN-1.3

1c Improving the uptake of flu vaccinations for
frontline staff within Providers

463.0

CH

16-CQN-2.0

2. Cardio and metabolic assessment and treatment for
patients with psychoses
2a Improving Physical healthcare to reduce premature
mortality in people with SMI: Cardio Metabolic
Assessment and treatment for Patients with Psychoses
2b Communication with General Practitioners

370.4

EY

16-CQN-2.2

16-CQN-3.0
16-CQN-3.1

3. Mortality Governance Framework
To develop and maintain a robust process for mortality
reviews across the Trust including LD mortality reviews

16-CQN-4.0

4. Improving Transfer and Discharge of Care

16-CQN-4.1

Support improvements in patient flow and improve the
quality and safety of care for patients requiring hospital
care.
5. Frailty identification and care planning
Promote a system of timely identification and proactive
management of frailty in community providers Ideally
both

16-CQN-5.0
16-CQN-5.1

NHSE Specialised- £131k
16-CQN-6.1.1 Reducing the Length of Stay (LoS) in Specialised Mental
Health services (Medium and Low Secure version)

93.7

EY

463.0

FH

1,574.2

740.8

49.5

G

↔

A

↔

A/G

↔

A

↔

A

↔

G

↑

A/G

↔

G

↑

A/G

↔

A/G

↔

G

↔

A

↔

G

↔

G

↔

FH

FH

EY

16-CQN-6.1.2 Reducing the Length of Stay (LoS) in Specialised Mental
Health services (CAMHS services)

49.5

16-CQN-6.2

25.0

EY

MH4 Improving CAMHS Care Pathway Journeys by
Enhancing the Experience of Family/Carer

Movement on
Quarter

CH

16-CQN-1.2

16-CQN-2.1

RAG

EY

16-CQN-7.1

NHSE Dental- £5k
Managed Clinical Networks

2.5

S O'D

16-CQN-7.2

Data Reporting Standards (A)

1.2

S O'D

16-CQN-7.3

Data Reporting Standards (B)

1.2

S O'D
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6.7 Inpatient Nursing Staffing – National Return for October 2016

Day
Hospital Site Details
Ward name
Site code

Specialty

Hospital Site name

Average fill rate registered
nurses/midwives (%)

Night

Average fill rate - care
staff (%)

Average fill rate registered
nurses/midwives (%)

Average fill rate - care
staff (%)

RDY22

ALDERNEY HOSPITAL

Guernsey Ward

314 - REHABILITATION

118.5%

142.5%

100.0%

100.0%

RDY22

ALDERNEY HOSPITAL

Jersey Ward

314 - REHABILITATION

115.7%

133.9%

100.0%

100.0%

RDY22

ALDERNEY HOSPITAL

Herm Ward

715 - OLD AGE PSYCHIATRY

98.7%

104.4%

81.4%

136.1%

RDY22

ALDERNEY HOSPITAL

St Brelades Ward

715 - OLD AGE PSYCHIATRY

83.4%

119.5%

56.5%

138.2%

83.0%

98.4%

101.8%
148.4%

RDYER BLANDFORD COMMUNITY HOSPITAL
RDYEJ BRIDPORT COMMUNITY HOSPITAL

Tarrant Ward

314 - REHABILITATION

117.6%

Langdon Ward

314 - REHABILITATION

88.5%

97.8%

79.0%

RDYEJ

Ryeberry Ward

314 - REHABILITATION

70.9%

110.9%

103.2%

98.4%

103.3%

121.0%
117.8%

BRIDPORT COMMUNITY HOSPITAL

RDYEW FORSTON CLINIC
RDYEW FORSTON CLINIC

Melstock House

710 - ADULT MENTAL ILLNESS

103.7%

118.3%

Waterston AAU

710 - ADULT MENTAL ILLNESS

135.7%

115.0%

87.1%

RDYFX

NIGHTINGALE HOUSE

Florence House

710 - ADULT MENTAL ILLNESS

106.8%

308.4%

110.3%

275.0%

RDYFX

NIGHTINGALE HOUSE

Nightingale Court

710 - ADULT MENTAL ILLNESS

107.8%

111.0%

100.0%

100.0%

RDYFX

NIGHTINGALE HOUSE

Nightingale House

710 - ADULT MENTAL ILLNESS

92.8%

83.7%

100.0%

100.1%

RDY32

KIMMERIDGE COURT

Kimmeridge Court

710 - ADULT MENTAL ILLNESS

106.2%

235.1%

100.3%

126.4%

RDYFT

MAIDEN CASTLE HOUSE

Glendinning Unit

710 - ADULT MENTAL ILLNESS

143.1%

116.4%

106.4%

106.8%

711- CHILD and ADOLESCENT PSYCHIATRY

112.2%

62.6%

153.0%

84.8%

93.1%

111.4%

69.4%

161.3%

RDYMR PEBBLE LODGE
RDYEH PORTLAND HOSPITAL

Castletown Ward

RDY10

ST ANN'S HOSPITAL

Alumhurst Ward

710 - ADULT MENTAL ILLNESS

112.1%

180.4%

104.8%

164.1%

RDY10

ST ANN'S HOSPITAL

Chine Ward

710 - ADULT MENTAL ILLNESS

99.8%

107.9%

105.0%

128.3%

RDY10

ST ANN'S HOSPITAL

Harbour Ward

710 - ADULT MENTAL ILLNESS

93.2%

103.9%

100.0%

108.1%

RDY10

ST ANN'S HOSPITAL

Seaview AAU

710 - ADULT MENTAL ILLNESS

83.3%

143.0%

56.5%

155.1%

RDY10 ST ANN'S HOSPITAL
RDYFG ST LEONARDS COMMUNITY HOSPITAL
RDYFG ST LEONARDS COMMUNITY HOSPITAL
RDYFF SWANAGE COMMUNTIY HOSPITAL
RDYFE

VICTORIA HOSPITAL W'BORNE

RDYFD

WAREHAM COMMUNITY HOSPITAL

RDYEG WESTHAVEN HOSPITAL
RDYEG WESTHAVEN HOSPITAL

Pebble Lodge

Twynham Ward
Canford Ward

314 - REHABILITATION

712 - FORENSIC PSYCHIATRY

93.2%

96.5%

141.7%

95.8%

314 - REHABILITATION

89.4%

88.6%

98.5%

96.8%

Fayrewood Ward

314 - REHABILITATION

98.2%

96.1%

100.0%

90.3%

Stanley Purser Ward

314 - REHABILITATION

119.1%

91.2%

196.8%

59.7%

Hanham Ward

314 - REHABILITATION

97.0%

91.1%

101.6%

100.0%

Saxon Ward

314 - REHABILITATION

83.3%

97.6%

96.4%

110.1%

710 - ADULT MENTAL ILLNESS

89.3%

106.2%

83.8%

114.8%

314 - REHABILITATION

99.0%

98.3%

93.8%

116.7%

Linden Unit
Radipole Ward

RDYEY

WESTMINSTER MEMORIAL HOSPITAL

Ashmore/Shaston Ward

314 - REHABILITATION

90.9%

96.8%

88.8%

126.1%

RDYFC

YEATMAN HOSPITAL

The Willows

314 - REHABILITATION

97.5%

86.5%

100.0%

100.0%

RDY10

ST ANN'S HOSPITAL

Haven Ward

996 - PSYCHIATRIC INTENSIVE CARE UNIT

65.1%

148.6%

100.0%

104.3%
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8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Whether patients do not feel safe in our
hospitals

System
Elephant /
Mental
Health
Patient
Safety
Therm.

Patient Safety Incidents
Ulysses
Violent incidents patient on patient
Ulysses

Violent incidents patient on staff
Ulysses
Falls on inpatient wards

Ulysses

Number of Patients Absconding
Ulysses
Prone Restraint

Are We Safe?

Ulysses

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

Ulysses

Manual

Healthcare Associated Infections: MRSA
bacteraemia
Manual

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

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

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

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

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

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

Ulysses
Vacancy rate

Sickness rates
ESR

Re-admission within 28 days to Community
Hospitals

SystmOne

Re-admission within 28 days to Mental
Health Wards

RiO

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

RiO

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

Up to date care plans are in place for all
patients

RiO

Are we Effective?

Risk Assessments updated in previous 12
months
RiO

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

RiO

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

SystmOne
and RiO

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

Ulysses

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

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

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

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

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

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

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

Ulysses

Mandatory training completed

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

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

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

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

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

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

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

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

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

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

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

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

Threshold

no threshold

no threshold

<30 green
>=30 red

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

TBA

<=3 green
>3 red

<=1 green
>1 red

0 = green
>=1 red

<=3 = green
>3 = red

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

<4% green
>=4% red

TBA

9%

< 7.5% green
>= 7.5% red

< 7.5% green
>=7.5% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

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

Indicator
Clinical supervision occurring according to
Trust policy

System

Ulysses

Are We Caring?

Patient Friends & Family Test - Response
Rate

Patient Friends & Family Test - %
Recommended

Elephant

Elephant

Patients involved in their care
Elephant

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

Are We Well Led?

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

Internal
system

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

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

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

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

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

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

YTD Variance (Fav)/Adv

Financial Sustainability Risk Rating

Monitor Governance Rating

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

Are We Responsive?

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

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

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

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

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

>=95% green
<95% red

TBA

95%

95%

>=61%

>=72%

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

CIP Performance

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

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

Threshold

RiO

This provides 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.
Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

IAPTUS

IAPTUS

RiO

RiO

Patients have the right to timely assessment
and treatment.

Patients have the right to timely assessment
and treatment.

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

Patients have the right to timely assessment
and treatment.

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

Patients have the right to timely assessment
and treatment.

RiO

Patients have the right to timely assessment
and treatment.

Compliments

Complainants rating of the handling of their
complaints

Duty of Candour

Ulysses

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

Patients have the right to timely assessment
and treatment.

Ulysses

3

Patients have the right to timely assessment
and treatment.

RiO

Complaints

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

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

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

Green

>=95%

>75%

>95%

>75%

>95%

>=95%

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

>=95%

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

>73% green
<=73% red

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

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

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

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

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

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

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

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

Data from IAPT minimum data set.

• Waiting time to begin treatment
- within 18 weeks

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

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

Target

Monitoring
period

>= 95%

Monthly

>= 92%

Monthly

>= 99%

Monthly

>=95%

Quarterly

>= 50%

Quarterly

>= 90%
>= 90%

Quarterly

>= 65%

>= 95%

Monthly
>= 85%

>= 50%
>= 75%

Quarterly

>= 95%
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Agenda Item 9

Trust Finance Report for Month 7, October 2016
Part 1 Board Meeting 30 November 2016
Author
Sponsoring Board Member
Purpose of Report

Recommendation
Engagement and Involvement

Head of Management Accounts, Director of Finance and
Strategic Development
Director of Finance and Strategic Development
To advise the Board of the financial position at Month 7, October
2016.
The Board is asked to consider the report.
 Directors and budget managers are involved in providing
updates and information affecting the financial position.
 Notable feedback and actions from Directorate teams with
regard to their reported financial position are included within
the report.

Executive Performance and Corporate Risk Group
22 November 2016.
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;
Previous Board/Committee
Dates

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












FINANCE REPORT FOR 2016/17 MONTH 7, OCTOBER 2016

Metric

YTD
Position

Summary

 = Improved
Performance

1. OVERALL POSITION
The Month 7 net position is £3.1m ahead of Plan year to date (YTD). Further detail is in Appendix 1 (Income &
Expenditure Summary) and in the sections below.
The forecast position for the Trust is a deficit of £2.0m, which is ahead of Plan by £2.0m. Further improvement
is expected in operational performance.
Agency expenditure YTD is £3.0m, maintaining the reduced expenditure trend.
£7.8m CIP has been banked at Month 7.
The Use of Resource Rating, within the new Single Oversight Framework, is 1.

Budgetary
Performance

2. BUDGETARY PERFORMANCE SUMMARY

↑

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

Pay

Non-Pay

Surplus

£M

£M

£M

Plan YTD

(151.3)

109.7

38.5

(3.0)

Actual YTD

(151.0)

107.3

37.6

(6.1)

(0.3)

(2.4)

(0.9)

(3.1)

Variance YTD
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The YTD performance against budget by Locality/Directorate is represented in the graph below.

3. MAIN DETERMINANTS OF INCOME & EXPENDITURE POSITION (YTD)
Income including interest received is £310k behind plan YTD. Within this position there is underperformance
against SLAs £270k and Non Contracted Activity (NCA) of £117k, offset by a range of compensating
underspends.
The YTD position includes the assumption that the Sustainability & Transformation Fund (STF) income will be
received in full (£1,120k YTD).
Pay is £2,447k less than plan YTD, with all areas except Bournemouth & Christchurch reporting net
underspends due to vacancies.
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Within corporate areas net underspend YTD totals £1,177k, principally relating to IM&T and Nurse Executive &
Quality vacancies.
The net underspend relating to operational pay budgets is £1,270k YTD. Within this Bournemouth &
Christchurch are reporting a net pay overspend at Month 7 of £142k YTD. The largest contributor is Pebble
Lodge CAMHs Inpatient Ward (£108k YTD) due to high patient acuity.
Detail regarding Agency spend is provided in section 5.1.
Non-Pay is £941k underspent YTD within which corporate areas have a combined underspend of £352k,
largely within the IM&T and Estates Departments. The non-pay underspend across operational areas totals
£589k.

4. FORECAST OUTTURN
The Forecast at Month 7, summarised below, is a deficit of £2.0m, which is £2.0m ahead of Plan.
Income

Pay

Non-Pay

Deficit

£M

£M

£M

£M

Annual Plan

(257.9)

190.4

71.6

4.0

Forecast Actual

(257.4)

187.5

72.0

2.0

0.5

(2.9)

0.4

(2.0)

Forecast Variance

The investment fund continues to be focussed on priming initiatives around CSR, increasing the number of
health and social care co-ordinators, and increasing pharmacy support within community hospitals. Draw-down
is anticipated largely within Q4, as needed.
The forecast currently assumes full utilisation of Contingency (£1.3m) and full receipt of STF income (£1.9m).
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5.1 Impact of Agency Spend
Total agency expenditure YTD at the end of October is £3.0m (3% of total pay expenditure). For comparison,
our YTD expenditure at Month 7 last year was £8.3m. Agency expenditure during the month of October was
£404k, a decrease compared to September (£460k).
The total 2016/17 agency expenditure ceiling, imposed by NHS Improvement (NHSI), is £9,062k. The profiling
of this ceiling is shown as a red line in the graph below.

Our highest spending agency usage areas remain Medical Staffing and Prisons. YTD these 2 areas account
for £2.0m of the total £3.0m expenditure.
The total YTD agency expenditure by staff group is as follows:





Medical agency spend is £1.2m (14% of total Medical Staff expenditure)
Nursing agency spend is £1.1m (2% of total Nursing staff expenditure)
Other Professional Groups £0.4m (2% of total Other Professional Groups expenditure)
Non Clinical agency spend is £0.2m (1% of total Non Clinical staff expenditure)
(Non-Clinical includes A&C, estates, ancillary and IM&T)
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Agency Expenditure Trend by Staff Group
600
500
400
£'000

300
200
100
0
Nov

Dec

Jan

Feb

Mar

April

May

June

Medical

Nursing Qualified

Non-Clinical

Other Professional Groups

July

Aug

Sept

Oct

Nursing Unqualified

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

1222
771
231
231
196
193
147

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

Bank staff expenditure remains above the level seen in 2015/16.
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5.2 Out of Area Placements
Overview:
 Expenditure YTD: £1,369k
 This is £421k less than at Month 7 2015/16.
 Forecast £2.1m
A comparison of expenditure to date compared to 2015/16 is tabled below:

A risk share agreement is in place where, should expenditure exceed £1.0m, Dorset CCG will fund 50% of
additional costs to a maximum contribution of £0.5m. The current forecast assumes this funding will be
claimed.
The number of placements out of county is 11, of whom 6 are women in PICU units.
The new PICU unit for women is scheduled for completion in December. Until then, effort continues to
minimise out of area placements. The Trust has been exploring the possible options to increase in-county bed
provision with Dorset Clinical Commissioning Group. The proposal will be included in the Acute Care Pathway
Strategic Outline Case.
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6. COST IMPROVEMENT PROGRAMME
CIP

↔

(Forecast)

Annual Plan: £8.1m
Delivered YTD: £7.8m
At Month 7, 97% of the CIP target for 2016/17 has been banked with the largest contributions relating to the sale
of Castle Hill House (£1.0m), Vacancy Management (£1.3m) and Agency savings targets (£2.1m).
The current forecast for the programme is 100% delivery. Schemes for further site disposals and rental
reductions will not be met but these have been offset by over achievements across a number of other schemes.
The 2016/17 Cost Prevention target is £4.0m with a break even forecast outturn.
A summary of actual performance against CIP and Cost Prevention schemes in 2016/17 is set out at Appendix 2.
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7. CAPITAL
Capital

↔

Planned Annual Expenditure: £12.2m
Expenditure YTD: £5.4m
Current further commitments: £2.3m
Work continues on the PICU unit at St Ann’s, completion remains planned for December.
As at 31st October 2016, expenditure is as follows:
 38.0% of the planned maintenance works
 29.0% of the planned equipment programme
 64.9% of the planned IT programme
The Trust is working towards achieving the NHSI target to be within +/-15% of forecast capital expenditure at the
end of Quarter 3. An over achievement within the quarter is required following a shortfall against the Quarter 2
plan of £0.6m.
8. BALANCE SHEET

Cash

↓

Cash position: £32.3m; decrease of £0.7m compared to last month.
Sales ledger debt stands at £2.8m, an increase of £0.6m against last month. £1.7m of the £2.8m is not yet
overdue. Over 90 day debt has decreased by £0.1m to £0.5m. The bad debt provision stands at £0.2m, although
all debts continue to be chased.
A detailed statement of the Trust’s financial position at 31st October 2016 is attached at Appendix 3.
9. SINGLE OVERSIGHT FRAMEWORK - USE OF RESOURCES (UoR) RATING

SOF UoR

↔

The new Single Oversight Framework (SOF) came into effect from October, replacing the FSRR and governance
rating. For more details on the SOF, see the integrated board report.
The Use of Resources element of the SOF mirrors the previous FSRR with the exception of:
 The addition of a new metric to measure agency spend in excess of the agency cap
 Numeric reversal of the ratings, where 1 is now the highest
The 5 equally rated metrics are as follows:
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Capital Service Cover
Liquidity
I&E Surplus Margin
I&E Margin Variance
Agency Rating

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

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

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

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

If any metric is 4, the overall UoR rating will be capped at 3. If the Control Total is not accepted the rating will be
either be capped at 2, if planning and forecasting a surplus, or capped at 3 if planning and forecasting a deficit.
The risk rating YTD is as follows:
Capital Service rating
Liquidity rating
I&E Surplus Margin rating
I&E Margin Variance rating
Agency Rating

1
1
1
1
1

Use Of Resources Rating after overrides

1

10. CONCLUSION
The Month 7 net position is £3.1m ahead of Plan YTD.
The forecast outturn for 2016/17 position is £2.0m deficit, ahead of plan by £2.0m.
THE BOARD IS ASKED TO:
 Consider the Finance report
Appendices
 1.

Income/Expenditure Summary

 2.

Cost Improvement Programme

 3.

Statement of Financial Position

Page 10 of 10

APPENDIX 1
INCOME & EXPENDITURE SUMMARY

Month 7 2016/17 (October)
CURRENT ANNUAL BUDGET
Pay

Non-Pay

£000

£000

Total
Inc & Exp
£000

YEAR TO DATE
Budget
Pay
£000

Non-Pay
£000

Actual
Inc & Exp
£000

Pay
£000

Non-Pay
£000

FORECAST VARIANCE @ M7
Variance (Fav)/Adv

Inc & Exp
£000

Pay
£000

Non-Pay
£000

Inc & Exp
£000

%

Pay

Non-Pay

Income

£000

£000

£000

INCOME
Baseline Income

(235,682)

(137,756)

(137,486)

270

0%

R

0

Dorset Locality

(6,737)

(4,103)

(4,254)

(151)

(4%)

G

(83)

Poole & East Dorset Locality

(4,956)

(2,611)

(2,584)

27

1%

R

126

Bournemouth & Christchurch Locality

(3,423)

(2,007)

(1,876)

130

6%

R

307

Other Income

(7,348)

(4,796)

(4,763)

33

1%

R

116

(258,146)

(151,272)

(150,963)

310

0%

R

465

Total Trust Income

EXPENDITURE
Dorset Locality

48,786

18,018

66,804

28,231

10,348

38,579

27,755

9,971

37,726

(476)

(378)

(853)

(2%)

G

(13)

(331)

Poole & East Dorset Locality

51,311

17,680

68,991

29,611

10,261

39,872

28,864

9,835

38,700

(746)

(426)

(1,172)

(3%)

G

(796)

(218)

Bournemouth & Christchurch Locality

47,484

10,590

58,073

27,304

6,167

33,470

27,446

6,370

33,816

142

203

346

1%

R

(228)

169

Medical Staffing

14,501

654

15,156

8,377

347

8,725

8,187

358

8,545

(190)

11

(180)

(2%)

G

(223)

39

Nurse Executive & Quality

4,379

821

5,200

2,515

431

2,946

2,277

391

2,669

(237)

(40)

(278)

(9%)

G

(291)

77

17,000

12,006

29,006

9,554

6,883

16,436

8,770

6,603

15,374

(783)

(279)

(1,063)

(6%)

G

(1,163)

221

Human Resources

4,825

1,203

6,027

2,839

565

3,404

2,747

526

3,273

(92)

(40)

(131)

(4%)

G

(140)

10

Org Dev & Participation and Corporate

2,261

941

3,202

1,342

547

1,889

1,279

493

1,772

(64)

(54)

(118)

(6%)

G

(15)

(25)

Finance & Strategic Development

Central Budgets
Total Trust Expenditure

0

5,205

5,205

0

346

346

0

407

407

0

61

61

18%

R

190,547

67,119

257,666

109,773

35,896

145,668

107,326

34,955

142,281

(2,447)

(941)

(3,387)

(2%)

G

NET INCOME & EXPENDITURE
Interest Received *
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT

4,593

(480)

(5,604)

(8,682)

(2,447)

(941)

(3,078)

(66)

(38)

(58)

0

0

(20)

52%

G

2,679

0

0

0

0%

G

(6,061)

(2,447)

(941)

(3,097)

4,593

2,679

4,047

2,679

2,679

(2,963)

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

8.4%

£000
258,146
258,146
66
258,212

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

(2,257)

(6,061)

Segmental Performance
YTD
Forecast
£000
£000
Bournemouth & Christ'ch Locality
(176)
96
Dorset Locality
(1,412)
(689)
Poole & East Dorset Locality
(1,509)
(1,432)
Total
(3,097)
(2,025)

G

458
(2,869)

400

(2,869)

400

465
(21)

0

(2,025)
5.2%

APPENDIX 2

2016/17 CIP
Forecast Full
Year Effect
(recurrent)

£'000

£'000

£'000

Workforce Redesign
Workforce redesign/agency

LB

1,700

2,107

2,107

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

EY

166

167

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

LB

167

250

250

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

SO'D

167

489

206

16-CIP-1.1c

Vacancy Management

LB/EY/SO'D

1,300

1,300

1,300

16-CIP-1.5

Medical Staffing

NK

280

298

284

16-CIP-4.1a.1

Finance Directorate Workforce

MM

83

103

99

16-CIP-4.1b

E Procurement

MM

17

0

0

16-CIP-7.1

Business Development workforce

12

12

12

16-CIP-7.2a

Human Resources workforce

CH

71

71

54

Operational Efficiencies
16-CIP-1.2

Rationalisation of Service Level Agreements

SO'D

250

216

20

16-CIP-1.3

Community Hospitals income

SO'D

172

172

170

16-CIP-6.0

Operational Travel Savings by Directorate

MM

322

322

322

Support Services
14-CIP-4.6

Tax Efficiencies

MM

213

276

0

16-CIP-4.1a

Finance Directorate efficiency savings

MM

510

745

10

16-CIP-4.3

Procurement led initiatives

MM

300

278

311

16-CIP-5.1

Medicines Management

FH

77

77

7

16-CIP-7.2b

Human Resources efficiencies

CH

8

8

8

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

NP

9

9

9

1

1

Property Management (Estates) Savings
15-CIP-4.11

Soft FM efficiencies

16-CIP-2.1

Reduction in rental across the estate

250

0

0

16-CIP-2.2

Income from premises rental

296

123

78

16-CIP-2.3

Energy savings on utilities (includes energey savings)

28

69

75

16-CIP-2.4

Rates rebates negotiated through Finance

15-CIP-4.1

Coburg Court tenancy disposal

MM

0

13

0

100

0

0

Estates Disposal
16-CIP-3.1

Sale of Castle Hill

900

962

15

16-CIP-3.2

New site disposals from opportunity list

672

0

0

8,070

8,068

5,504
(2,564)

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

(2)

QIA
complete
Level 1

Stakeholde
rs engaged
/ managed

Lead Director

16-CIP-1.1a

Total 2016/17 CIP savings to be achieved

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 CIP Scheme

2016/17 CIP
Current
Forecast

Plan Status

CIP Ref

2016/17 CIP
Plan

Risk Level against
2016/17 achievement

Dorset HealthCare University NHS Foundation Trust

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

CIP Ref

Recurrent
('R), Non
Recurrent
(NR)

R/NR

Forecast

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

-

-

-

-

-

-

-

2,107

-

-

-

-

-

-

-

167

-

-

-

-

-

489

-

-

-

-

-

-

1,300

13

-

-

-

-

298

10

-

-

-

-

-

103

-

-

-

-

-

-

-

-

-

-

-

-

-

12

-

-

-

-

-

-

-

-

125

862

126

586

407

16-CIP-1.1a

Workforce redesign/agency

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

R

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

R

2

35

9

204

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

R

12

12

117

268

16-CIP-1.1c

Vacancy Management

R

16-CIP-1.5

Medical Staffing

R

16-CIP-4.1a.1

Finance Directorate Workforce

R

16-CIP-4.1b

E Procurement

R

16-CIP-7.1

Business Development workforce

R

12

16-CIP-7.2a

Human Resources workforce

R/NR

54

16-CIP-1.2

Rationalisation of Service Level Agreements

R

16-CIP-1.3

Community Hospitals income

R

86

16-CIP-6.0

Operational Travel Savings by Directorate

R

322

14-CIP-4.6

Tax Efficiencies

R

23

(4)

50

23

16-CIP-4.1a

Finance Directorate efficiency savings

R/NR

10

47

345

261

16-CIP-4.3

Procurement led initiatives

R

16-CIP-5.1

Medicines Management

R

16-CIP-7.2b

Human Resources efficiencies

R

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

80

1,300
34

140

56

45

17

37

48

17
195
17

1

250

68

-

71

21

216

-

-

-

-

-

172

-

-

-

-

-

-

322

23

24

23

23

23

23

23

276

35

43

5

-

-

-

-

745

171

(1)

-

14

-

-

21

278

-

11

3

77

8

-

-

-

-

-

-

8

R

9

-

-

-

-

-

-

9

1

-

-

-

-

-

-

1

22

74
63

15-CIP-4.11

Soft FM efficiencies

R

16-CIP-2.1

Reduction in rental across the estate

R

-

-

-

-

-

-

-

16-CIP-2.2

Income from premises rental

R

45

-

-

-

30

48

123

16-CIP-2.3

Energy savings on utilities (includes energey savings)

-

-

-

-

-

-

69

16-CIP-2.4

Rates rebates negotiated through Finance

-

-

-

-

-

-

13

15-CIP-4.1

Coburg Court tenancy disposal

-

-

-

-

-

-

-

16-CIP-3.1

Sale of Castle Hill

NR

-

-

-

-

-

-

962

16-CIP-3.2

New site disposals from opportunity list

NR

-

-

-

-

-

-

-

69

R

12

NR

0

R
948

14

Total CIP savingsachieved/to be achieved:

1,712

2,518

800

1,210

689

739

133

39

37

23

53

116

Actual 2016/17 Cumulative CIP savings profile

1,712

4,230

5,030

6,239

6,929

7,667

7,801

7,839

7,876

7,899

7,952

8,068

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

1,362
350

2,188
2,042

4,306
724

5,035
1,204

5,148
1,781

5,448
2,219

5,728
2,073

5,893
1,946

6,303
1,573

6,667
1,232

6,916
1,036

8,070
(2)

8,068

APPENDIX 2
Dorset HealthCare University NHS Foundation Trust

£000

QIA
complete
Level 1

£000

Stakeholde
rs engaged
/ managed

£000

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 Cost Prevention Scheme

Lead
Director

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

Plan Status

Cost Prevention
Ref

2016/17 Cost
Prevention
Plan

Risk Level against
2016/17 achievement

2016/17 Cost Prevention Programme

Operational Efficiencies to manage cost pressures
16-RED-4.1

Bournemouth and Christchurch

EY

692

510

510

16-RED-4.2

Poole and East Dorset

LB

247

165

165

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

PICU Male and Female

16-RED-1.0

Patient Transport

16-RED-5.0

Procurement

Dorset

SO'D

199

199

199

Prisons

SO'D

1,500

1,500

1,500

EY

1,100

943

1,100

250

125

125

0

77

77

470

470

3,989

4,145

MM

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage
3,988

Total 2016/17 Cost Prevention savings to be achieved

157

Full Year Effect towards 2017/18 Savings Target

1

Forecast Outturn Variance: Fav. / (Adv.)

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

2016/17 CIP Scheme

Recurrent
('R), Non
Recurrent
(NR)

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

57

31

-

-

-

-

-

-

-

-

-

-

-

-

-

199

-

-

-

-

-

-

-

-

1,500

R

-

-

-

-

R

-

R

77

R

470

363

20

39

R

27

24

113

R

199

16-RED-4.1

Bournemouth and Christchurch

R

16-RED-4.2

Poole and East Dorset

16-RED-4.3

Dorset

16-RED-3.0

Prisons

R

16-RED-2.0

PICU Male and Female

16-RED-1.0

Patient Transport

16-RED-5.0

Procurement

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage

Forecast

345

(69)

60

1,164

165

943

-

-

943

-

-

-

125

-

125

-

-

-

-

-

470

-

943

125

-

3,989

3,864

3,989

3,864

3,989

77

Total CIP savingsachieved/to be achieved:

345

(69)

649

1,208

699

57

31

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

345

276

2,134

2,832

345

276

925
722
203

2,134

2,832

2,889
1,444
1,445

2,920
2,544
376

Note
The above figures are based on month 7 forecasts.

510

2,920
2,920

2,920
3,266
(346)

3,989
3,988
1

APPENDIX 3
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 31 October 2016
£000's

NON-CURRENT ASSETS

31 March
2016

£000's

£000's

£000's
Movement
30
September 31 October (Month on
Month)
2016
2016

Intangible assets
Property, plant and equipment

148
159,646

541
160,251

617
159,751

76
(500)

TOTAL NON-CURRENT ASSETS

159,794

160,792

160,368

(424)

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

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

755
161
1,567
(157)
1
1,380
4,281
399
1,759
0
32,952

757
161
1,939
(244)
4
1,444
4,915
233
1,629
0
32,251

39,165

43,098

43,089

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

(2,549)
0
(7,411)
1
(2,165)
0
(7,662)
0
(982)

(1,641)
0
(8,135)
(382)
(872)
0
(8,074)
0
(944)

908
0
(724)
(383)
1,293
0
(412)
0
38

TOTAL CURRENT LIABILITIES

(21,583)

(20,768)

(20,048)

720

TOTAL ASSETS LESS CURRENT LIABILITIES

177,376

183,122

183,409

287

TOTAL CURRENT ASSETS

2
0
372
(87)
3
64
634
(166)
(130)
0
(701)
(9)

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

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

0
(2,010)

0
(1,994)

0
(1,981)

0
13

175,366

181,128

181,428

300

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

(31,080)
(93,785)
(56,263)

(31,080)
(94,085)
(56,263)

0
(300)
0

(175,366)

(181,128)

(181,428)

(300)

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:

£23,041 k

APPENDIX 3

NOTES
£000's
31 March
2016
1.

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

Total Trade Debtors

£000's
£000's
£000's
Movement
30
September 31 October (Month on
Month)
2016
2016

1,386
112
504
561

1,362
238
60
543

1,689
445
152
481

327
207
92
(62)

2,563

2,203

2,767

565

2. The interest rate as at 31 October for our Government Bankings Service Account was 0.14% and
our Lloyds TSB Account was 0.0%

Agenda item 10

People Management
Part 1 Board Meeting 30 November 2016
Author

Colin Hague, HR Director

Sponsoring Board Member

Colin Hague, HR Director

Purpose of Report

To give an update on people management over the last two
months.

Recommendation

The Board is asked to note the report

Engagement and Involvement

Appropriate Trade Union Partnership Forum, Doctors and
Dentists Local Negotiating Consultative Forum, Equality and
Diversity Steering Group and Health and Safety Committee
engagement has taken place on matters raised in this report.

Previous Board/Committee
This follows a monthly Part 1 Board reporting on People
Dates
Management in September 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











1.

Executive Summary – November 2016
Agency spend is £4.3m lower than for the same period last year. A recent benchmarking exercise
across all Trusts in the South of England saw Dorset HealthCare ranked second of all Trusts for
having the lowest agency spend relative to the ceiling set by the regulator NHSI.
Compared with October 2016 135.67 more full time equivalent staff were in post in October 2017, an
8.79% increase. Vacancy hotspots exist and are receiving attention. Details of a recruitment
advertising campaign are set out in section 2.3 of the report.
Changes to point based immigration are being implemented.
Employee evidence on the 2017/18 pay review has been submitted that refers to a 1% envelope.
TUPE transfer of approximately 175 staff in Dorset and Devon Prisons is being planned from 1 April
2017.
An update of the Dorset Support Services review consideration is set out at section 2.7 with
information on the vision submitted to NHS Improvement included in Appendix 1.
There has been a 4.7% increase in front line health care workers who have had a flu vaccination at
October 2017 for Dorset HealthCare compared with the same period last year following a proactive
campaign.

2.

Agency and Bank Management

2.1 Agency Spend
It has been one year since NHS (NHSI) Improvement introduced the agency rules.
Spending on agency staff is now 64% lower than in the first seven months of last year. Year to date
agency expenditure was £3m as at month 7 compared to £8.3m in month 7 in 2015/16. Agency
expenditure year to date is £5.3m lower than for the same period last year.
As a result of a range of significant actions, agency expenditure was £404k for month 7 compared to
£984K in month 7 in 2015/16. At the end of month 7 the Trust was in a positive position of £3m
against the NHS Improvement threshold limit of £5.7m and a DHC Trajectory Agency Ceiling Target
of £4.3m.
A recent benchmarking exercise across all Trusts in the South of England saw Dorset Healthcare
ranked second in all Trusts with the lowest agency spend relative to its NHSI ceiling.
Spend relative to ceiling
The three trusts with the lowest % spend relative to ceiling are:
Royal Surrey County Hospital NHS Foundation Trust (51.2%)
Dorset HealthCare University NHS Foundation Trust (44.8%)
Brighton and Sussex University Hospitals NHS Trust (35.2%)
The Trust is arranging completion of a self-certification checklist that is required to assure NHSI that
the Trust is taking all appropriate actions on agency spending and to identify actions required to meet
their expectations. The checklist actions include areas relating to governance, accessing accurate
and timely data to inform decisions and using appropriate tools and processes – as well as actions on
rapid recruitment processes and eRostering.

Cumulative
Agency
YTD Total

Medical

Nursing
Qualified

Nursing
Unqualified

NonClinical*

Other
Professional
Groups

Contingency

Total

£'000

£'000

£'000

£'000

£'000

£'000

£'000

1,302

1,531

318

387

369

402

4,307

1,223

957

191

233

397

YTD DHC
Trajectory
Agency
Ceiling
Target
Total
Agency
Spend

3,001

Proportion of total agency spend by staff group

Medical
13%
8%

Nursing Qualified
41%

Nursing
Unqualified

6%

Non-Clinical*
32%

YTD Bank and Agency
Usage Compared to Total
Pay Spend

Total Agency Spend
Total Pay Spend by
Staff Group
Agency as %age of
Total Pay Spend
Total Bank Spend
Bank as %age of Total
Pay Spend
Total Pay (Under)/ Over
spend

3

Other Professional
Groups

Medical

Nursing
Qualified

Nursing
Unqualified

NonClinical
*

Other
Professional
Groups

Total

£'000
1,223

£'000
957

£'000
191

£'000
233

£'000
397

£'000
3,001

9,049

39,503

16,174

23,584

19,016

107,326

14%
105

2%
2,124

1%
2,510

1%
1,301

2%
432

3%
6,472

1%

5%

16%

6%

2%

6%

-75

-2,653

558

-1,119

-1,041

-2,447

*Non- Clinical includes A&C, Estates and Ancillary Staff
2.2 Current Recruitment and Vacancy Position and Attraction, Recruitment and Retention

Measure
Actual FTE
Vacancy Rate from ledger
Budgeted establishment
Vacant fte (excludes vacancies of
0.2 or less)
Nursing vacancies
Nursing establishment
Non-nursing vacancies

31 October 2015
4554.48
7.81%
4959.07
387.47

31 October 2016
4690.15
8.79%
5165.13
454.01

192.45
1683.37
195.02

167.89
1723.49
286.12

Change
135.67
0.98%
206.06
66.54
24.56
40.12
91.1

Compared with last October, the budgeted establishment has increased by 206.06 posts and 135.67
more full time equivalent staff are in post. The percentage of vacancies has increased to 8.79% as a
consequence of the higher establishment.
Nursing vacancies still remain a particularly difficult staff group to recruit to and the previously difficult
area of Organic Older People’s Mental Health has seen a reduction in their vacancy factor from
29.61% to 11.27%; whereas Prison Healthcare services in Devon has seen a marginal increase on
the previously reported reduction of 20.68% to 22.635.
Most of the Community Hospitals have Registered General Nurse vacancies with Swanage, Bridport
and St Leonards Hospitals reporting the highest vacancy factor at 30.14%, 27.6% and 22.78%
respectively.
Bespoke advertisement campaigns have been developed for the Westminster Memorial Hospital,
Bridport Community Hospital and Devon Prisons. Use of the recruitment banners outside of a
number of Trust buildings is generating a good level of interest.

Vacancy position by service grouping at October 2016.

High Level Grouping
Children’s & Young Peoples
Community Services
IAPT
Mental Health
Prisons
Sexual Health
Support Services
Total

WTE Budget
establishment
606.36
2212.24
40.9
1351.15
186.65
36.9

Vacant FTE
24.86
179.75
-1.82
132.45
24.1
5.88

Vacancy Rate
4.10%
8.13%
-4.45%
9.80%
12.91%
15.93%

808.73

92.85

11.48%

5165.13

454.01

8.79%

2.3 Dorset HealthCare recruitment advertising campaign 2017
In response to the Trust’s urgent need to recruit staff in a range of professions, a recruitment
advertising campaign is planned.
In scoping this campaign it was decided to concentrate our efforts in two areas:
1. London: This is one place in the country where it is clearly more expensive to live than
Dorset. It also has a huge concentration of people who could be targeted in the campaign. It is
a prime location in which to sell-in the concept of a lifestyle change and improved work-life
balance.
2. Dorset and nearby counties: This part of the campaign would be about promoting the wide
range of roles in Dorset HealthCare, the chance to progress and the opportunities for different
working patterns (eg part-time), again promoting work-life balance.
The campaign will consist of:
•
•
•
•
•

A stand-alone micro-website for recruitment, including the use of staff videos promoting the
Trust
A range of out-of-home advertising including tube cars, bus shelters and inside buses both in
London and locally
A Guardian online recruitment campaign
Local media advertising with supporting online activity in Dorset and neighbouring counties
Supporting social media activity including LinkedIn, Twitter and Facebook

The London element of the campaign aims to specifically target nurses and other clinical staff. The
local campaign will aim to attract candidates for all roles across the Trust.
We have engaged a design agency, advertising agency and the Guardian and are testing out creative
concepts planned with clinical staff.
The campaign is planned for January to March 2017, with two bursts of advertising activity during that
time and other activity running throughout that period.
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2.4 Vacancy hotspots
The Trust recognises the existing recruitment challenges:
• National shortages of newly registered health professionals
• The large number of small sites from which the Trust provide services, across a wide
geographical area (much of it rural)
• Attracting staff to work with the over 65 age group in both physical and mental health services
is difficult, but particularly so in mental health services
The following services have reported significant recruitment challenges in recruiting nursing staff as
detailed in the vacancy tracker:
•
•
•

Community Hospitals inpatient services
Older People’s Mental Health inpatient services
Mental Health inpatient services

Nursing vacancies still remain, particularly difficult to recruit to. The previously difficult areas of
Organic Older Peoples Mental Health and Prison Healthcare services in Devon have seen reductions
in their vacancy factor.
Most of the Community Hospitals have RGN vacancies with Swanage, Bridport and Wareham
Hospitals reporting the highest vacancy factor.
Similarly, our mental health wards are also challenged with recruitment of registered nurses
particularly Twynham Ward, Waterston, Linden and Haven. This position will change in the next few
months as we have recruited 19 newly registered RMNs that will have a positive impact on the mental
health ward vacancy rates.
Actions plans have been developed for hard to recruit to posts which will be further supported by
dedicated task and finish groups during quarter 3.
2.5 Employee Relations
a)

Tier 2 Points-Based Immigration - The Home Office has confirmed the first stage of changes to the
Tier 2 (general) immigration route. The changes came into effect on 24 November 2016 and include:
•
•

an increase to the minimum salary threshold from £20,800 to £25,000 (nurses are exempt from
salary threshold increases until 2019);
a requirement for employers to carry out a resident labour market test (RLMT) for nursing
vacancies (although nursing will remain on the shortage occupation list, from 24 November the
RLMT must have been carried out before a nurse is assigned a certificate of sponsorship).

Further changes to the Tier 2 (general) route are anticipated to take effect in April 2017, including a
further increase to the minimum salary threshold from £25,000 to £30,000 and the introduction of an
immigration skills charge of £1,000 per year for every person sponsored.
b)

Pay Review 2017/18 - NHS National Employers has now published its 2017/18 written evidence to
the NHS Pay Review Body (NHSPRB) and the Doctors and Dentists Review Body (DDRB). Key
messages include:
• The NHS continues to face unprecedented financial and service challenges. Managing pay cost
remains an integral part of meeting these challenges.
• NHS organisations continue to face workforce supply issues in relation to some of the health
professional staff groups. The current shortage is essentially a supply issue and is not related to

pay levels.
• NHSPRB evidence highlights the importance of further pay and contract reform and that
meaningful pay reform must be in a balanced package of changes to include terms and
conditions, as well as pay structure reform.
• DDRB evidence highlights that pay systems for medical and dental staff need to change to
ensure that they support the NHS in delivering the priorities set out in the Five Year Forward
View, improving care over seven days and meeting the changing needs of patients.
• In both submissions employers have told NHS Employers that they support the same
percentage increase to be made to all staff within the average one per cent cap.
• There is no evidence available at national level to justify or support differential increases in
2017/18. The average one per cent envelope is not enough to make any significant targeting
worthwhile. To do so would be seen as inequitable and potentially damaging to staff morale and
employment relations.
2.6 Prisons
The new provider for both Dorset and Devon prison healthcare has been confirmed as Care UK and
affected staff will be due to transfer to the new provider from 1 April 2017. Engagement has been
established with Care UK’s project and HR Leads and weekly telephone calls are taking place. Staff
have been invited to raise questions about the transfer via a dedicated email account, and this has so
far generated in the region of 50 queries. Answers to the queries are being circulated and updates
provided on a weekly basis.
Informal sessions at the Dorset prisons have been arranged for the following dates:
21 November – 10.00am to 12.00pm HMP Portland, boardroom
21 November - 1.00-3.00pm The Verne (venue tbc)
22 November - 1.00-3.00pm HMP Guys Marsh, boardroom
Similar opportunities are now being arranged for Devon Prisons.
These sessions will be an opportunity for staff to meet representatives from Care UK, understand
how Care UK will approach the transfer of staff and to raise any questions. Trade Unions are
concerned that Care UK plan not to recognise trade unions for collective bargaining and whether
continuation of recruitment and retention payments will apply. Further engagement sessions will be
arranged in due course and formal consultation processes are applying.
2.7 One NHS Support Services Consideration
The Dorset Sustainability and Transformation Plan (STP) sets out an ambitious five-year strategy to
deliver improvements to our health and care system at a time of increased demand and lower growth
in resources.
Collaborative work including Dorset HealthCare representation is taking place. This recognises that
delivering modern, effective and efficient business support services will help us protect investment in
front-line services, enable clinical teams to focus on providing the best possible patient care and
ensure we have the capability and capacity to deliver the new care models required to meet the
needs of patients and communities.
A Dorset wide STP approach to delivering shared business support services is being developed.
NHS Improvement considers there is a clear and urgent need to implement new shared service
models for ‘back-office’ services within the NHS. In addition to the overriding challenge to ensure
financial sustainability there is an increased focus on the efficiency of corporate services brought
about by the Carter Review.
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The five NHS health care organisations in Dorset including Dorset HealthCare have come together to
consider delivery of new shared service models:
The Business Support services within scope are Finance, Procurement, IT, Estates and HR.
An approach being pursued for Dorset is about evolving support services delivery over time to deliver
resilient, shared, collaborative services that lead us further to a vision for one Dorset. A vision
document submitted as part of the Dorset STP submission to NHSI is attached at Appendix 1.
A Dorset wide trade union engagement event that covered consideration of business support services
took place during October 2016.
Following further consideration and planned collaborative work of, it is planned that a strategic outline
case will be developed with the aim to present this to individual Boards including the Dorset
HealthCare Board in early 2017.
3.

Equality and Diversity

a)

Prevent
NHS England Prevent updates have been added to the Trust’s Intranet and one of the key messages
is to ensure that mental health providers fully engage with the Channel process and are represented
on Channel panels. NHS England will be requesting evidence of the appropriate representation.

b)

Dorset HealthCare has made 4 referrals under Prevent in the current
https://intranet.dorsethealthcare.nhs.uk/supporting-staff/equality-diversity/prevent.htm.

c)

Equality Delivery System 2 Roadshow - Dorset HealthCare hosted this regional event with NHS
England on 24 November 2016.

d)

Workforce Race Equality Standard (WRES) - Following the successful submission of data the draft
Action Plan went to the Equality and Diversity Steering Group on 14 September 2016. The Action
Plan now forms part of the Full Equality and Diversity Annual Report for 2016.

e)

Black History Month 2016 - This year’s event held by the Trust was supported by UNISON and
Dorset Race Equality Council. The event was a success and a very positive event with a
combination of staff and community members coming together to discuss a number of key health
issues that impact on the black community and also to celebrate the black and asian contribution to
UK society.

f)

Partnership with Bournemouth University - The Trust’s Equality and Diversity Manager has been
invited to this year’s Equality Challenge Unit’s 2016 conference that will be held at Nottingham
Conference Centre on Tuesday 29 and Wednesday 30 November. A short presentation will be given
on our partnership work with Bournemouth University and the inclusion of service users in the
development of lived experience DVD’s that are being used to inform staff and support families and
carers.

4.

Freedom to Speak Up Guardian

year.

Following a Trust Board decision in September 2016, and Trade Union consultation, four directorate
Associate Freedom to Speak Up Guardians are being appointed to support Cara Southgate when she
takes up the Freedom to Speak Up Guardian role which is expected to be in January 2017. They are:
•
•

David Corbin, Equalities Manager (Corporate Services)
Gifty Markey, (Bournemouth & Christchurch Locality)

•
•

Ciaran Newell, Consultant Nurse (Poole & East Dorset Locality)
Anne Hiscock, Modern Matron (Dorset Locality)

The Director of HR remains the Freedom to Speak Up Guardian until the new arrangements are
implemented.
5.

Learning and Development

a)

Apprenticeship Update
From April 2017 an Apprenticeship levy will become mandatory for all employers with a pay bill of
over £3 million each year. This is aimed to establish a government public sector Apprenticeship
targets proposed at 2.3% of workforce headcount.
The levy that the Trust will pay into, which is estimated at £859,000 per annum, can only be used for
Apprenticeship training which will be purchased through lead providers, the levy cannot be used for
Apprenticeship wages or staff costs. As a Trust we will be supporting Apprenticeships for both
existing staff to enhance skills and knowledge as well as looking to significantly increase the number
of new Apprentices that we employ. It is likely that many new Apprenticeships will be developed
nationally including degree apprenticeships in Nursing and Allied Health Professionals (AHP),
Pharmacy Technician roles and the Nurse Associate role becoming an Apprenticeship.
A Trust task and finish group has commenced in order to promote Apprenticeships and to review and
evaluate different options of moving the Apprenticeship strategy forward. Learning and Development
are leading the work on Apprenticeships including centralising the recruitment process of new
Apprenticeships to support managers and ensure consistency across the Trust and working with local
providers in order to establish development opportunities for staff groups.
Going forward Apprenticeships will need to link closely as part of workforce planning looking at higher
Apprenticeships including Nursing, AHP and Advanced Practice routes for staff. Whilst these are not
yet formally developed as an accredited Apprenticeship ongoing work with Bournemouth University,
Open University and National Apprenticeship forums is essential to achieve this.
Learning and Development have worked closely with the Communication team to design and produce
branded leaflets, posters and banners and information packs. These materials are being used to
hand out to potential new apprentice recruits at school and college events.
Further work includes identifying who lead providers will be for different Apprenticeships and the
procurement of these, working with services and managers to further support the recruitment of
Apprenticeships as well as addressing the infrastructure and resources required for Apprenticeships
and the data and returns that will be required from all employers paying into the levy. Health
Education England support to develop Apprenticeship programmes across Dorset is being sought by
the Director of HR.

b)

Mental Health Apprenticeship
The Apprenticeship in Mental Health will join the suite of Apprenticeship options that the Learning and
Development Service offer from next year. This is the first time an Apprenticeship for Mental Health
workers has been developed and will replace the City & Guilds Certificate/Diploma - Working in
Mental Health, which has been delivered in-house through Dorset HealthCare’s accredited Vocational
Education Centre for many years. Discussions are being sought with Further Education Providers to
agree a partnership arrangement to deliver this positive programme to Dorset HealthCare’s workforce
next year.
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c)

The Resilient Health Worker Workshop
In November 2016, the Learning and Development Service launched the pilot for the Resilient Health
Worker workshop, with 20 members of staff attending the first course, from various workplaces
throughout the organisation. This course was born from staff feedback asking for a protective space
to explore workplace stress and strategies for maintaining a healthy work-life balance.
The evaluations of the workshop were outstanding. Staff feedback included:
“I will stop feeling guilty about taking my break”
“Everyone in the Trust should do this course”
“I will start looking at problems as new learning opportunities”
“I will introduce my team to the learning from today to reduce their stress”
“This has been one of the most interesting and enjoyable courses I have attended”
“Maintaining good health by taking responsibility for myself”
This was the first of a series of pilot workshops that are due to take place over the coming months.
Once the pilot is complete the Learning and Development Service will be conducting a post-course
evaluation to assess the impact on staff wellbeing.

6.

Occupational Health

a)

Service Update
The occupational health service is exploring new business opportunities with 4 local businesses, two
in the education sector, one in aviation and one in manufacturing. New business enquiries are
increasing due to an improved internet presence.
A revised policy on the management of sharps injuries and blood and body fluid exposures has been
ratified by the Health and Safety Committee and uploaded to the intranet.

b)

Staff Flu Programme
Staff Group

Number
Vaccinated

Number in Staff
Group
147
1791
771

%
Vaccinated
to date
27.9
22.2
30.6

Total %
Vaccinated
last year
38.7
28.2
33.1

Doctors
Qualified Nurses
Professionally Qualified Clinical
Staff
Support to Clinical Staff
Total Frontline Staff

41
398
236
389
1064

1456
4165

26.7
25.5

25.8
28.5

The staff flu programme commenced at the beginning of October 2016 with particular support from
the Director of Nursing and Quality, Medical Director, Health and Wellbeing Co-ordinator and
Champions and the Communications Team to raise the profile of the campaign.
Figures reported to the Department of Health at the end of October indicated an overall increase in
uptake of 4.7% of frontline healthcare workers compared to the same period last year. An update
will be given in the next People Management Board report in January.
The figures above show the uptake in frontline healthcare workers at 10th November 2016.
c)

Health and Wellbeing
Care first delivered general awareness of their services and resilience sessions (Stress and Finding

Ways Through It) at the Leadership Forum in November and intend to roll these presentations out
around the Trust.
Care first have also developed a number of free webinars that can be accessed from their lifestyle
website, also promoted to staff in the Weekly Roundup.
Linking in with Food Allergy and Intolerance Week and World Diabetes Day, Community Dietitians
visited Sentinel House on 15 November to offer practical tips and suggestions around healthy eating.
They brought along a ‘fat suit’ for staff to try on, calculated staff BMI and invited everyone to complete
a short questionnaire to find out what information/activities staff would like to see in the future.
Further development of health and wellbeing intranet resources is taking place with the launch of
DORIS the new Trust intranet site.
Another lunchtime walking map has been produced, this time for Shelley Manor Medical Centre in
Boscombe, where the Health Visiting team lead a regular walk.
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Executive Summary

DRAFT

Appendix 1

•

The five Dorset NHS organisations are committed as a system to deliver transformational change to
enable our clinical teams to focus on providing the best possible patient care.

•

We value our Business Support Services and recognise they are fundamental to delivering quality, safe
and effective patient care and are crucial to delivering the Dorset Sustainability and Transformation Plan.

•

Working as a single NHS system in Dorset we are exploring the options to deliver shared business
support services that are modern, effective and efficient. In transforming our support services we will
explore alternative models for support service provision that are designed to serve the whole health
community, working beyond individual organisations.

•

Any decisions we make will be based on evidence and best practice, our aim is to have centres of
excellence which deliver sustainable support to ensure delivery of the Dorset Sustainability and
Transformation Plan.

•

We have agreed the vision through a number of system governance forums, gaining endorsements of
our approach and vision from the Acute Care Collaboration Vanguard Executive Steering Group, Finance
and Resources Group and Dorset Workforce Action Board.

•

We will now develop, through the workstreams, the most appropriate Operating Model for each service
on our journey to delivering the Strategic Outline Case to each individual Trust Board in January 2017
with the intention to make a final decision by April 2017.
DRAFT
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1. Vision

DRAFT
Business Support Services

Our vision is for NHS services in Dorset to be supported by a shared business
support services that is modern, effective and efficient.
By Business Support Services we mean those teams who provide Health Informatics, Finance,
Procurement, HR and Estates advice and support. All of these services have a fundamental role in
delivering high quality, safe and sustainable health care for the future.
Developing the Sustainability and Transformation Plan (STP) and working as a single health and care
system in Dorset has shown us that as well as transforming the way we deliver our clinical services
we can also make changes and improvements to our support services.
This will help us meet the needs of our patients and communities by:
- Protecting investment in front-line services
- Enabling our clinical teams to focus on providing the best possible patient care, and
- Ensuring we have the capability and capacity to deliver the new care models in the STP
All local NHS organisations currently have their own business support services, whether they are
provided in-house or they are purchased from other providers. In transforming our support services
we will explore alternative models for support service provision that are designed to serve the whole
health community, working beyond individual organisations.
DRAFT
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1. Vision, continued …

DRAFT

Business Support Services
In moving to a new model of support service provision our ambition is to have centres of
excellence for each service delivered by high performing collaborative teams. We will do this
by:
Enabling transformation
• Investing in transforming
and modernising our
services
• Enabling delivery of
strategic and operational
change
• Providing real time access
to services giving users
greater freedom and
control

Investing in our people
• Creating the capacity and
capability for staff to focus
on work that adds value
and delivers strategic and
operational changed
needed
• Creating an engaging and
rewarding place to work
and develop
• Operating flexibly across
Trust structures

DRAFT

Operating sustainably
• Delivering standardisation
and consistency in services,
removing any unnecessary
costs associated with
variation and duplication
• Operating at scale,
enabling staff to develop
specialist skills in their area
of work
• Commissioning and
delivering specialist advice
once
4
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1.

INTRODUCTION

1.1

The Dorset HealthCare Quality Strategy (2015 – 2018) was launched in July 2015.
Quality is at the heart of our Trust with our ambition to be the outstanding provider of
integrated community health care and to deliver high quality care; first time, every
time. This report provides the Board with a progress update – one year on to
consider what we have achieved and where we need to focus our attention.

1.2

As the main provider of community and mental health care across Dorset, we are
committed to ensuring continuous improvements to the quality of services we
provide. Through our skilled and dedicated staff we have achieved a great deal and
this has been evidenced in different ways; primarily in improving the experience of
our patients and service users but also of engaging and developing our staff.

2

PROGRESS

2.1

Within the strategy a number quality objectives were identified against each of the
five quality domains of safe, effective, caring, responsive and well led along with
outcomes for measuring progress and improvement. Progress against these
objectives and indicators can be seen in Appendix A.

2.2

Highlights over the past year include:
•
•
•
•

•
•
•
•
•
•

Reducing avoidable harm in regard to acquired pressure ulcers, falls and use
of prone restraint and restrictive interventions
Development of a Trust vision for suicide prevention
Consistently achieving over 95% patient risk assessment (MUST, Braden,
VTE, falls) completed within agreed time frame
The use of videos produced with patients and carers or staff sharing their
stories has been a powerful medium to influence change and share learning.
The videos that have been produced have been made available on the
intranet for staff to access
The Trust re-inspection by CQC in March - four of the seven core services
reviewed moved from a rating of ‘requires improvement’ to a rating of ‘good’.
Achieving over 95% for mandatory training and over 90% in staff appraisals
Achieved our quality priorities for 2015/16 as demonstrated in our Quality
Account 2015/16
Developing a ‘Carer’s passport in our community hospitals under ‘John’s
Campaign’
Achieved Gold Standard Framework Accreditation for End of Life Care in five
of our Community Hospitals
A new Frailty e-learning module has been launched and it is one of the first
learning resources for frailty in the country.

2.3

These are a small selection of improvements that have been made and are a
testament to our staff for their commitment and passion to strive for excellence and
innovation within their service areas.

2.4

There a several areas that are challenging and further work is being developed to
consider how to do things differently. This includes:
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• Continue to focus on reducing avoidable harm – pressure ulcers, falls and
restrictive interventions.
• Care plans and risk assessments and clinical documentation
• Move at pace to achieve a minimum CQC rating of good across all our core
services.
• The need to consider and define a Trust approach to ‘quality improvement’
2.5

Alongside these quality objectives the following quality indicators and work programs
are also considered and evaluated:
Annual Quality Priorities

2.6

Each year, we work with our staff, governors, partners and stakeholders, to identify
annual quality priorities. The Trust’s quality priorities for 2016/17 are designed in
order to ensure that they have a real and genuine impact on improving services,
quality of care and the patient and carer experience. In selecting the priorities, the
Trust was mindful of the local and national context, as well as feedback from services
users, carers’ staff, governors and external bodies such as Monitor (now NHS
Improvement), Care Quality Commission and our commissioners. The three
priorities for 2016/17 are:

Patient Experience

Clinical Effectiveness

Patient Safety

Patients and carers are
engaged and active
participants in care
planning and delivery.
Recognise quickly when
care goes wrong and
talk openly and honestly
to patients and carers.

Support staff to implement
National Institute for Health
and Care Excellence
(NICE) quality standards of
care to enable the provision
of high quality evidence
based care to our patients.

To reduce the number of
patients using our service
who experience an
unexpected deterioration
in their physical condition
which results in an
admission to an acute
general hospital.

2.7

For each of the priorities three indicators were agreed along with milestones to
monitor progress. Details of progress as at Q2 can be seen in Appendix 2

2.8

Each indicator has been measured and rated for compliance, using the parameters in
the table below:
Target met or
Baseline data collected to enable target setting
No improvement noted or
Data not available (with plan in place to collect)
Target not met or
Data not available (without plan in place to collect)

2.9

Overall, excellent progress has been made and all indicators against the planned
improvements and innovations have been achieved to date.

Page 3 of 24

2.10

Progress reports against the quality priorities are reported quarterly to the Executive
Quality and Clinical Risk and the Quality Governance Committee. The dashboard is
also submitted quarterly to the Board as part of the integrated dashboard report.
Updates against the priorities are also displayed in the foyer of Sentinel House and
available for staff and visitors to see.
Quality Aspect

Quarter 2 progress

Patient Experience
Clinical Effectiveness
Patient Safety
Commissioning for Quality and Innovations (CQUIN)
2.11

Commissioning for Quality and Innovations (CQUIN) are negotiated annually with the
commissioners and are based on the national contract, which includes improving the
health and wellbeing of NHS staff, improving the physical health of mental health
patients and patients with a learning disability, decrease the proportion of avoidable
emergency admissions, improve safe discharge and transfer of care and improving
the Trust mortality governance processes. Progress to date can be seen in Appendix
C.

2.12

There has been good progress made across the majority of these programmes.

2.13

However, there are a number of amber areas and the most challenging indicators
are:

2.14

•

Cardio and metabolic assessment and treatment for patients with psychoses:

•

Improving the uptake of flu vaccinations for frontline staff within Providers –
target is 75%

•

Communication with General Practitioners

Work is ongoing to develop these programmes and endeavour to meet the outcomes
that have been set.
Sign Up To Safety Campaign

2.15

In November 2014 Dorset HealthCare made a commitment to the NHS England ‘Sign
Up to Safety ‘campaign. The vision of the campaign is to bring all of the national
safety campaigns together under one campaign. The aim is to halve avoidable harm
in the next three years and save 6,000 lives.

2.16

We have developed a plan with nine workstreams that describes what we do to
reduce harm and save lives, by working to reduce the causes of harm and take a
preventative approach. The plan is built around 5 core pledges that are linked to the
Quality Priorities.

2.17

Our Sign up to Safety campaign is central to our quality strategy and the priorities we
set to improve the safety of patient care each year. There is overlap between plans
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and Appendix A highlights the objectives that also form part of the Sign Up to Safety
Plan.
2.18

Other work streams include:
•
•

•

•

Safe Transfer of Care - Ensure that communication at the time of admission/
transfer/ discharge is safe and timely 90% of the time.
Safe Medication - To minimise missed doses of medication in inpatient settings
across the Trust.
Deteriorating Patient - By May 2017, identify and provide a timely response to
adult patients who experience an unexpected deterioration in their physical
condition.
Sepsis - To improve the recognition and timely management of adult sepsis
within Dorset HealthCare.

2.19

Progress against the nine work streams is reported quarterly and the full reports are
available on request. Good progress is being made and this will continue to be a
core improvement work quality programme;

3

CONCLUSION AND RECOMMENDATION

3.1

The Quality Strategy and the associated quality objectives are diverse and wideranging in their ambition for quality improvement across all our service areas and in
how we connect and engage with our public and service users.

3.2

The Trust should be proud of its achievement to date and of the staff who make
these improvements possible through their commitment and passion to do their very
best for their patients and their families.

3.3

There are challenges still to address and we will continue with our relentless efforts to
improve the quality of our services and be the best we can be.

3.4

The Board is asked to note the report.
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APPENDIX A
PROGRESS AGAINST THE STRATEGIC QUALITY OBJECTIVES
QUALITY
DOMAIN

QUALITY
OBJECTIVE

OUTCOME
MEASURE

To embed a
culture of no
harm and reduce
avoidable harm
across all our
services

To reduce avoidable harm by 50% over the next three years in:
Pressures
ulcers

PROGRESS AS AT OCTOBER 2016

In 2015/16 there were a total of 38 avoidable
pressure ulcers
•
•

7 inpatient
31 community patient incidents

Whilst the overall trajectory was achieved, the
inpatient trajectory was exceeded by 1.
In quarters 1 & 2 2016/17 we have seen an
increase in hospital acquired pressure ulcers
and a trend regarding failure to review skin
under braces, splints and bandages has been
identified.
Training reviews, increased awareness via
Quality Matters and a training video have been
produced in response. This will be monitored
as we go forward to see if the pattern is
reducing.

SAFE

To reduce the
number of falls
resulting in harm
by 10% by June
2018.
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There were 472 falls resulting in injury in
2015/16. Although this represents a reduction
in falls from the previous year, the target was
not met (-7).
• Fall in the Trust have decreased, however
falls with fracture have increased recently.
The advanced age of patients, many of
whom are suffering from long-term
conditions, predisposes them to higher risks
of injury including fractures
• The Trust wide fall rate per 1000 occupied
bed days is reducing which suggests an

Baseline

Year 1

Year 2

Year 3

2014/15

2015/16

2016/17

2017/18

Trajectory

25.80%

21.50%

17.20%

12.90%

Inpatient

7

6

5

4

Community

45

37

29

21

Total

52

43

34

25

This is also Sign Up to Safety ambition

Trajectory

Baseline
2014/15

Year 1
2015/16

Year 2
2016/17

Year 3
2017/18

Total

491

465

449

251

This is also Sign Up to Safety ambition

QUALITY
DOMAIN

QUALITY
OBJECTIVE

OUTCOME
MEASURE

PROGRESS AS AT OCTOBER 2016
improvement in the implementation of falls
prevention measures.
• Rate of falls is highest on mental health
wards; in particular the wards caring for
patients with dementia which may be due to
failure to recognize their own risk factors.

Prone restraint

Overall there has been a reduction in prone
restraint incidents from 2014-15 to April 2016
(From 165 incidents to 126).
In the financial year 2016-17 quarter 1 (56)
and quarter 2 (53) have shown the highest
figures since quarter 1 in 2014, resulting in an
increasing trend in prone restraint.
Actions:
• Training in behavioral support plans
has been co-produced and codelivered with peers.
• RiO adapted to meet needs of coproduced safety plans and behavioral
support plans via My Crisis Plan.
• Peer specialists due to be trained in
RCA and supporting debriefs which
will be piloted on Seaview Ward
• Training around alternative
Intramuscular Injection (IM) sites has
been carried out

This links to the Sign up to Safety ambition:
Reducing Restrictive Interventions:

Reduce the use of avoidable prone restraint by 50% by
December 2017.

A look back exercise for quarters 1 and 2
2016/17 is being carried out to identify any
possible trends
To develop and
implement a
suicide
prevention
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The Suicide Prevention aims and objectives for DHC have been developed and agreed.
There will be a 5 year Suicide Prevention Strategy to be developed with the CCG and other stakeholders.
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strategy by
March 2016.

This links to Sign Up to Safety ambition
Suicide Prevention:
Reducing deaths as a result of self-harm with aspiration of zero tolerance to suicide by March 2018 for
patients in receipt of care from community teams.

Improvements in
record
keeping and
involvement of
patients in their
care plans

Page 8 of 24

% patient risk
assessment
(MUST, Braden,
VTE, falls)
completed
within agreed
time frame.

The contractual target for each of these
assessments is 95% completed on admission
to a community hospital and, for all patients
aged 65 years and older, on admission to a
mental health ward. The following run charts
show the percentage of assessments
completed within agreed timeframes over a
thirteen month period (September 2015 and
September 2016).
All are showing an upward trend and
compliance with all has been over the 95%
threshold since April 2016. Dashboards are
circulated every month showing compliance at
ward level, to allow ward managers to review
their compliance and compare themselves to
other wards.
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% patients with
a formalised
care plan
recorded within
24 hours of
admission to a
community
hospital ward.

This outcome measure is pulled from the
clinical documentation on SystmOne.
There were some issues with data quality in
quarter 3 of 2015 /2016 and therefore the care
plan dashboard was ceased until the issues
were resolved. We have worked hard to
encourage standardisation of care planning
across our community inpatient wards and the
most recent report shows good compliance for
most of our wards.
We are working with the outlying community
hospitals to understand the issues.

In Mental health the care planning Sign Up to
Safety work stream has been developing My
Crisis Plans which are co-produced. The
plans are available on RiO and workshops
have been organised involving staff & peers to
support the roll out. A good practice guidelines
document is being developed to support this
work. Co-produced Behavioural Support Plan
training is attended by inpatient staff with very
positive feedback. The graph below shows the
board level metric on care planning.

To achieve a
minimum of
75% of teams
carrying out an
audit of care
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Clinical audit record keeping tools have been
developed for most clinical groups who review
their documentation on the relevant electronic
systems and return their results to the clinical
audit team. The electronic record needs to
reflect the needs and wishes of our service

The graph below shows the overall compliance levels we are
achieving over 75% for involving patients and carer’s in the
development of the care plans however the Integrated
Community Rehabilitation teams are at 58% compliance for
offering a copy of the care plan.
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plans;
specifically
review:

users and should be, wherever possible, a coproduced document with shared decision
making. We are working towards the following
recommendations.

Evidence of
patient
involvement in
the development
of their plan
Evidence of the
offer of a copy
of the care plan.

To continually
improve
quality of care
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Introduce a new
programme of
learning events

The level 1 recommendation:
All clinicians should be aware that keeping
accurate records of their work is part of their
professional code of practice and
documentation needs to stand up in a court of
law.
The level 2 recommendations:
Team leaders should use the record keeping
audit tools to benchmark individual clinician’s
documentation to discuss at clinical
supervision or appraisal. We are suggesting
that when undertaking supervision, each team
lead looks at around 2 client records randomly
for each clinical supervisee.
To use the audits results to develop team
actions agreed by all members.
The level 3 recommendation:
Service leads or Locality Managers to monitor
the implementation of any action plans to
ensure quality improvements in the standard of
record keeping.
The level 4 recommendation:
Each team throughout the Trust should
undertake an annual record keeping audit as a
minimum. In some teams there is an
expectation that more frequent clinical audits
should be completed.

This links to the Sign up to Safety ambition:
Care Plans:

To improve quality of patient care plans by increasing
collaboration and shared decision making within Care
Planning and Risk Assessment and Management.

There have been 22 learning events facilitated by the Nursing and Quality Directorate in 2015/16 which have
been open to staff from all services across the organisation.
Numbers of staff attending the events have not been as large as hoped however the feedback has been
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through
learning from
events,
listening to our
patients and
sharing good
practice

in which
learning will be
shared. A
minimum of 20
events to be
held each year.

positive with staff giving examples of how they will take back learning in to practice.

We will share
across the Trust
a minimum of 12
service
improvements
as a result of
direct patient /
carer feedback
each year.

Achieved. Service improvements that have made as a direct outcome of feedback from our services users
have included:

The use of videos produced with patients and carers or staff sharing their stories has been a powerful medium
to influence change and share learning. The videos that have been produced have been made available on the
intranet for staff to access.

Intensive Psychological Therapies Service (IPTS):
After long wait it is purposeful and constructive, I thought 2 years on waiting list long time. However, it is right
time now, I would encourage people to persist and not give up.
• We changed our DNA (Do not attend) policy to make it clearer.
• We changed the treatment programmes so that they were more streamlined whilst remaining within NICE
guidance.
• We recruited new staff.
• We extended the groups so that more people could be accommodated.
• We have since changed the system of referring into our service so that this is done like a triage, potential
referrals are first discussed with members of the team so that we can identify appropriate referrals. Each
adult CMHT is now designated a specific person from IPTS to discuss referrals.
• We have structured the service so we know exactly how many treatment places are currently available
and when the next spaces will be made available.
Tissue Viability Service (TVS) - Bournemouth and Poole:
Concerned that staff attitude was unprofessional as decisions had been made without involving next of kin at
appropriate time.
• The referrer is contacted when new referrals are received by the TVS to ensure the family/next of kin have
been consulted prior to the referral.
• The Tissue Viability referral form has been updated to prompt the referrer to discuss with the next of
kin/family prior to submitting the referral.
• If the family/next of kin are unable to be present during the Tissue Viability Assessment, we will telephone
to discuss the assessment and recommendations.
• A TVS information leaflet has been developed and is sent out to the patient/care home prior to the
assessment appointment.
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An annual
qualitative
review of the
learning events
will be
undertaken to
evaluate
effectiveness.

A review of the learning events and evaluations was completed and reported to the April 2016 Quality
Governance Committee. The review concluded that for 2016/17 the organisation will continue to share learning
via:
• Responding to and utilising service user, carer and staff feedback
• The Quality Matters News Letter
• Locality Reports
• The Sign Up to Safety work streams and linking with other organisations to share learning
• A video library of learning shared by patients, carers and staff
• Lessons learnt booklet updated in real time and available on the Trust Intranet
• 3 learning events held per quarter (one in each locality) which will be facilitated by the relevant
Director/Locality Manager and Director of Nursing and Quality or Medical Director.
• Annual Quality Conference
Quarterly monitoring of repeat recommendations is carried out and shared with the Sign Up To Safety work
streams to influence priority areas for improvement.

EFFECTIVE
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To ensure all our
have
staff have the
skills and
competencies to
deliver high
quality,
evidence-based
practice

% staff
completing
mandatory
training

Attendance for learning events in 16/17 has been poor due to the challenges in freeing up staff from clinical
settings to attend these events.
Achieved. 95% target met since June 2016
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% staff having
an annual
appraisal

The percentage in September was 91.47%,
with July and August being 89.2% and 91.36%
respectively.

% staff
accessing
clinical
supervision

Reporting of this changed on 1 April 2016 and we now report to reflect that all registered staff are required to
have a minimum of two clinical supervision sessions between April – September, and have a minimum of two
clinical supervision sessions between October – March, as per the updated Clinical Supervision policy.
Therefore, the percentage of staff having at least 2 sessions as of 30th September 2016 was 59.13%. This
portrays a more accurate and high data quality confidence rating than previously reported back in March 2016.

The successful
implementation
of nurse
revalidation in
April 2016.

Achieved. The Trust has developed a comprehensive process to implement arrangements to enable
registered nurses to successfully complete the revalidation process. The Trust is aligned with other local Trusts
to share good practice on revalidation and support the education and development of staff to assure safe and
effective practice. The numbers of nurses not successfully completing revalidation to date as expected is low at
10 (2.4%) and of these 9 are bank nurses with 5 nurses holding substantive contracts. All efforts are being
taken to support these nurses to complete their revalidation

To fully
implement the
mental health
competency
framework.

The Competency Care Framework is on target for implementation. The Framework will provide:
• standardised supervision tool
• clinical audit tool linked to supervision
• streamlining of indicators and processes
• focus on clinical accountability for quality of reviews
• Additional training planned for HCR20 Risk Assessments (training commenced 1st September 2016)
• Development of Care Pathways
Care Plan/Competency Skills Training was developed in July 2016 in conjunction with Learning & Development
Team and Recovery Education Centre and links with the existing Mental Health Training Pathway. Roll out
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commenced in September 2016. The roll out has commenced on a team by team approach. The priority
pathway is the psychosis pathway.
The standardised supervision tool, known as the case review record has been developed and work is in
progress with the IT Development Team to create the online tool. This tool will capture both quantitative and
qualitative data and will cover the majority of the quality aspects of care we have to provide and will provide the
key performance data needed for reporting purposes. The Case Review Tool will measure compliance against
the mental health framework and aims to standardise the various audits currently taking place into one
comprehensive audit on a monthly basis.

Through
innovative and
creative practice
integrate local
services around
the needs of our
patients
respecting
diversity and
cultural values
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To develop and
implement a
community
health
competency
framework.

The advanced practice framework project funded from a successful bid made to Health Education Wessex has
worked to draft a competency framework for Band 6 and above. The group formed as part of the project with
clinical representation from across the organisation. The group has drafted job descriptions and specifications
that will be supported by the drafted competencies. This will enable staff to have a clear guide on
competencies and skills required to fulfil roles across the organisation and enable the delivery of consistent
high quality care without unwarranted variation.

To pilot new
ways of working
through
integration of
physical and
mental health
services.

One Trust One Mind

To review and
evaluate the
effectiveness of
these
models.

Dorset HealthCare’s purpose is to provide integrated healthcare services that empower people to make the
most of their lives’. One Trust One Mind aims to make the referral process more efficient for internal referrals
within Dorset HealthCare services and set up a mutual training and supervision programme across both
physical and mental health services. This will ensure that a quality integrated service is provided to those under
our care.
One Trust One Mind has enabled the better integration of physical and mental healthcare services. This is
achieved through the cross-training of staff and the development of an internal referral process, removing the
current practice of referring people back to their General Practitioner (GP) to get referred to an additional
Dorset HealthCare service. This process has led to a reduction in the time people wait to be referred to an
additional service, streamline the referral process for healthcare professionals, and improve the experience of
patients / carers.
As well as providing an improved service for patients and carers, the introduction of collaborative training and
education opportunities has improved staff skills and knowledge, provide a platform for networking and improve
communication across departments. This in turn will improve patient outcomes. Typical examples include; joint
clinical supervision/development meetings are underway with Poole Community Matrons and Older People’s
Mental Health Team. This has created virtual links between physical and mental health teams, allowing them to
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review specific subjects jointly i.e. long term conditions, bipolar etc. seek supervision and make direct referrals,
even in some cases agree joint visits. In Adult CMHT, Community Matrons and Community Mental Health
Nurses have reviewed physical health care plans.
Similar work is happening in Dorset, but the type of collaboration has been tailored to local need.
Ongoing work
•

Internal referral system has been developed and is ready for a trial within Poole involving Community
Matrons, Community Mental Health Services, District Nurses and IAPT.

•

Trial and review internal referral pilot within Poole to identify issues and agree referral process which
can be rolled out across Dorset HealthCare.

•

An ongoing training schedule needs to be developed for physical and mental health community staff.

•

Information for trust induction has just been developed for inclusion within day 1 induction.

•

A process for training new starters and a refresher course for staff needs to be developed and rolled
out i.e. Locally vs Trust Wide

•

Mental Health screening tools report due to be available

Alderney Hospital holds a Clinical Advisory Group bringing MH & Physical health colleagues together to
discuss patient pathways and needs. This includes joint training and discussions. Staff from PH/MH wards
provide each other with clinical support and advice where alternate skills are required. Consultants will provide
second opinions across the wards as appropriate.
OPMH In-reach team provide advice and guidance to PH colleagues as appropriate. ICSD also provide
individual care packages for patients with dementia within Community Hospitals across Dorset.
A physiotherapist has been employed to work across Community Therapy and OPMH inpatient therapy
services which increases knowledge across disciplines.

CARING
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Staff are kind,
caring and
compassionate
in all their
contacts with
patients,
family/carers,

Reducing the
number of
complaints in
regard to poor
staff attitude

A total of 17 complaints relating to staff attitude were reported throughout August, September and October
2016 in comparison to 20 for the same time period in 2015, a slight reduction of 3.
Details of all complaints relating to staff attitude and actions being taken to resolve are shared within the
monthly complaint reports discussed at Directorate Locality meetings.
In addition the complaints team are reviewing the Investigating Officer training in conjunction with the
Communications Department to incorporate the Trusts ‘Values and Behaviours’ as a section within the training,
which will help to reinforce a consistent message and be used to remind staff that how we do things is as
important as we do and achieve.
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peers and
visitors.
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The training session will also set out the core behaviours that we expect of ourselves and each other.

Outcome of the
patient Friends
and family Test

Within our community services the overall likelihood
of recommending the service has increased by 1%
with 98% of patients who have responded being
extremely likely or likely to recommend the service
The inpatient FFT has a direct question “did you feel
staff were caring?”
The comparison between 2014-15 to 2015-16 shows
that the reported level of caring has not changed.
Just below 100% of patients report that staff are
caring.
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Patients and
families/carers
report that they
are treated with
dignity and
respect.

Outcome of the
national
community
mental health
service user
survey

Results for the 2015 Community Mental Health survey were published on 21 October 2015, the Trust scored
8.8/10, rating ‘better’ compared with other trusts nationally.
The next national Community Mental Health Survey will cover the experience of people who received care or
treatment for a mental health condition between February to June 2016.
The Survey was released on 15th November 2016 and the Trust will need to fully analyse the results identifying
appropriate actions for improvement where necessary. Overall, the results this year – which are based on the
views of over 13,000 people canvased in 2016 – show that people’s experiences of being cared for in the
community for their mental health problems, ranging from depression to psychosis, have not improved since
last year’s publication.
For our Trust a questionnaire was sent to 850 people who received community mental health services.
Responses were received from 252 people. Overall, against the questions asked DHC was rated ‘about the
same’ as other mental health trusts nationally.

Outcome of
patient and
carer surveys
reporting on
experience of
care received
e.g. End of Life
and Dementia
surveys

The Patient Experience team have an alert system from the Friends and Family Test where inpatients respond
that they did not feel safe on the ward or that they had slept in the same room as a member of the opposite
sex. Email alerts are automatically generated by the system and sent to the Ward managers and the Patient
Experience Team are notified.
Ward manager are asked to complete an action plan responding to the alert.
•
•

20 were received in 2014-15
11 alerts were received in 2015-16

Service specific surveys which should be completed by all services include a question “Did you feel you were
treated with dignity and respect”.
In 2014-15 99% of patients replied yes definitely or yes to some extent. In 2015-16 this was 98%.
Dementia Carers Survey
The Dementia Carers Survey was developed with consideration of CQUIN and Friends and Family Test
expectations. The carers who responded were carers of service users who had been receiving care and
treatment from across the Trust community and inpatient services).
Carers were asked how they would rate their overall contact with the service, only 2% of patience rated their
experience as “fair”, whereas 24% rated it as “good”, 22% as “very good” and 51% as “Excellent”.
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In addition 95% of carers stated they would recommend the service/team to their family and friends.
The survey also encouraged carers and relatives to provide feedback on their experiences of our services.
Below are some examples of comments received, the majority are positive. All comments have been shared
with teams to ensure improvements are made where identified. Permission has been given by carers/relatives
to publish their comments.
“I am currently receiving 3 hours a week carer time. I am the only carer for my husband. The NHS has
provided good care to my husband”.
“The service at the Melcombe Day Hospital is excellent- and clearly my wife benefits from the attention she’s
receiving. It also provides me with some freedom to carry out essential tasks”.
“Initially I found there was too much paper information and not enough personal contact. Then I had to ask for
clarification, too much assumption that I knew how the system worked”.

RESPONSIVE

To reduce
variation of
service
provision so
there is an
equity of service
across Dorset

To identify gaps
in service
provision due to
previous
commissioning
arrangements.

To agree the
remodelling of
service
provision to
reduce variation

The following work is being undertaken to further improve services for carers throughout 2016/17.
• To continue to raise the profile of Dementia Services within the CCG through the Frailty work stream,
the ‘Sustainability and Transformation Plan and the Trust’s Integration agenda
• All results are disseminated to all Dementia Champions for information and cascaded amongst their
teams to discuss and agree areas requiring improvement.
Two key areas that have been the focus for attention in regard to managing consistency and variation are:
•

End of Life Community Services – there is a Generalist Palliative care team in East Dorset but the
service is provided through the District Nursing Teams in the West. This is due to historic
commissioning arrangement and the winning of a New Opportunities Bid in 1997 which introduced the
Generalist Palliative care service into Bournemouth and Poole. The service has not been reviewed
since its introduction and has developed over time across this specific geography

Dorset HealthCare’s vision is to embed EoLC within the DN Community Teams. The Trust strongly advocates
a single model approach to ensure equity of access for patients and a consistent holistic partnership approach
with the patient, their family or carer, GP and all other relevant professionals for symptom management,
emotional support, and access to expert advice from hospice care. The proposal, agreed with Dorset CCG, is
to fully integrate the GPCT into a single model of provision within the DN Service as the primary service for
community EoLC. The proposal is to redistribute the GPCT resource for RGN’s, HCA’s and administration
across DN teams throughout the Bournemouth and Poole DN teams only, in line with its original allocation and
for OT role holders to migrate into the Bournemouth and Poole Intermediate Care Teams.
This is currently out to consultation with a planned implementation date for Feb/March 2017.
•
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Community Mental Health Teams
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The aim of the CMHT resource review was to more clearly establish the core functions and care pathways of a
CMHT and ensure existing resources are used and allocated effectively. The review was to support the work of
the NHS Dorset Clinical Commissioning Group Acute Care Pathway Review of Mental Health Services. A
resource mapping exercise was undertaken during 2015 and a report with findings produced in November
2015 and updated in January 2016. The purpose of the Resource and Demand workstream has been to
understand the current workload of each individual CMHT, the nature and complexity of the work and the
staffing numbers and skill set available to meet this demand, as well as the service provided by each team.
By taking into consideration caseload size, complexity and workloads the benchmarking tool helps to identify
the potential of redistribution in areas and teams where an increase or decrease in resources is identified by
the tools algorithm.
A workshop held on the 12th October 2016 with Integrated Managers, Medics, Finance and Business &
Performance agreed to remodel any proposals for redistribution based on Population, SMI, Deprivation and
supported by the findings from both the resource and distribution paper and the benchmarking data. This
workshop focussed on the Adult Mental Health teams, the Older Persons teams are the next phase to
modelled.

To give all
patients,
families/carers
every
opportunity to
feedback their
experience of
care within our
services.

WELL LED
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To be open and
transparent
when things go
wrong and work

To continue to
develop
methodologies
for the
involvement with
patients, service
users and their
families. To
report on how
services
respond and
improve through
this feedback

New project being commissioned with Healthwatch, co-managed between Nursing and Quality and OD,
Participation and Communications, outcomes are that:
• The Trust will have an overview of where it is acting on patient insight and experience and where there
is a systematic drive for improvement, also identifying where this is absent.
• The Trust has a clear course of action to make improvements where needed.
• The Trust will have evidence and insight to support development of a systematic approach to acting on
patient insight and experience.

Implementation
of the Duty of
Candour with an
annual report

Duty of Candour is considered as part of all investigations where there has been moderate harm or above. The
numbers of times that the Duty of Candour has been invoked with confirmation that apologies have been given
is reported monthly to the Executive Quality and Clinical Risk Group, quarterly and annually to the Quality
Governance Committee.

Healthwatch, working in close partnership with the Trust will:
•
•
•
•

Review the methods and techniques currently in use by the Trust for gathering patient/public insight
Assess the extent to which that insight is used by teams/services and the impact it has
Make recommendations for a more systematic approach
Identify any priority service areas to trial more systematic improvement, e.g. hospital
discharge/admission or, experience as a community inpatient
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with our service
users
to continually
improve our
services.

outlining how
many times the
duty was
invoked, the
actions taken
and the learning
shared from
these events.

PROGRESS AS AT OCTOBER 2016

Apr
15
Death Of
Patient
Pressure
Ulcers
Slips,
Trips &
Falls
Violence
Assault
Total

Robust systems
and processes
of quality
assurance to
promote delivery
of high quality
services and the
line of sight from
team / ward to
Board.

Page 20 of 24

Development
and
implementation
of quality
metrics and
ward to board
reporting,
including staff
feedback.

May
15

Jun
15

July
15

Aug
15

Sep
15

1
3

2

2

Oct
15

Nov
15

Dec
15

Jan
16

4

5

5

2

2

4

6

6

Tota
l
2

4

3

4

5

1

1

3

1

2

1
2

Mar
16

1

1

3

Feb
16

4

3

5

7

4

4

41

48

The Integrated Corporate Dashboard reports on quality metrics to the Trust Board. In the Dorset HealthCare
CQC report published on 16th October 2015 the following comments were made about the report:
The quality strategy was particularly robust on the safety components. This was demonstrated through the
trust’s monitoring metric dashboard, which had more robust measures for safety than for clinical efficacy.
The trust had a high quality performance monitoring dashboard, which included a ‘confidence in data’ indicator.
This was important as the board understood the need to monitor the quality of its data and interrogated this
rather than just accepting data returns. The dashboard also pulled together risk and financial information in a
comprehensive and useable format. Both the chair for the inspection and our specialist advisor for governance
said that it was the best they had seen.
The report to the Board and quality metrics have continued to be developed with specific improvements
including:
• understanding and resolving issues with data quality through implementation of a data quality priority
plan. In the July 2015 report, 8 metrics had low data quality ratings compared to 2 in the September
2016 report.
• reviewing the rationale behind thresholds of the quality metrics and where appropriate removing
thresholds that are not well-informed;
• more rational forecasting for achievement of thresholds;
• the format of the report was redesigned from April 2016. Performance against each metric is reported
on every three months providing an opportunity to review performance over a longer period of time and
to identify particular team exceptions even when the overall threshold has been met;
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•
•
•

External reviews
of quality
through
regulatory and
commissioning
bodies – to
strive for a
minimum of
‘good’ across all
our services

there has been greater involvement of operational staff to ensure that the narrative includes more
meaningful information and specific actions taken to address any issues with achieving a metric
each of the metrics has an identified executive lead
there is better consideration of the interdependencies between metrics;

The quality metrics continue to be kept under review and enhanced as necessary in a considered way to meet
the needs of the organisation.
The Trust received a re-inspection by CQC in March to review progress in 7 of our core services. Four of the
core services have moved from a rating of ‘requires improvement’ to a rating of ‘good’. These are:
• Wards for older people with mental health problems
• Long stay rehabilitation wards
• Specialist community mental health services for children and young people (CAMHS Community)
• Urgent Care Services
Three core services are still rated as ‘requires improvement’:
• Community based mental health services for adults
• Community based services for older people with mental health problems
• Crisis and health based places of safety
For the 16 core services, the Trusts’ current ratings are:
Outstanding
2
Good
8
Requires improvement 6
Overall the Trust rating remains as ‘requires improvement’.
Dorset Clinical Commissioning Group has undertaken a programme of monthly planned visits to our services.
To date they have visited 10 services. Whilst some local ‘housekeeping’ issues such as information on notice
boards being out of date and storage of equipment have been identified, overall the quality of service has been
found to be good. The local issues are addressed at the time of receiving the CCG report with the manager for
the service
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APPENDIX B
QUALITY PRIORITIES SCORECARD 2016/17
Priority

Indicators

Measurements
Q1

Patient Experience
Patients and carers are
engaged and active
participants in care planning
and delivery. Recognise
quickly when care goes
wrong and talk openly and
honestly to patients and
carers.

Clinical Effectiveness
Support staff to implement
NICE quality standards of
care to enable the provision
of high quality evidence
based care to our patients.
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Q2

Q3

Q4

Developing a carer passport
with carers in three different
services across the
organisation.

Q1 Review materials
and agree the model for
implementation - identify
3 services to pilot the
passport.

Q2 introduce and
implement the passport
in partnership with
carer’s.

Q3 Evaluate the pilot
of the passport.

Q4 Develop
implementation plan for
roll out across all
appropriate inpatient
services

As a partner agency we will
adopt the pan Dorset Carers
Strategy

Q1 Engage and
participate with the pan
Dorset launch which is
being led by Dorset
CCG.

Q2 Develop a local
implementation plan in
partnership with carers

Q3 and Q4 report
progress with the
implementation of the
strategy within the
Trust.

Q3 and Q4 report
progress with the
implementation of the
strategy within the
Trust.

Sign up to the Quality Mark
for Elderly Friendly Hospital
Wards

Q1 identify the pilot sites
to test the quality mark
and scope out the work
programme.

Q2 Train staff at the pilot
sites in application of the
quality mark.

Q3 Pilot sites to
commence the
implementation the
quality mark.

Q4 Monitor progress
and continue with year 2
implementation.

Reduce risk to patients by
ensuring all in patients’
receive timely venous
thromboembolism
preventative management
(prophylaxis)

Q1 Identify training
required to meet the
NICE VTE guidance and
cohort to receive the
training.

Q2 Rollout training to
the identified cohort.

Q3 Report on
compliance with the
training

Q4 Report on
improvement in practice

Priority

Indicators
To support staff to provide
optimal end of life care, by
the right person, in the right
place and at the right time.

Patient Safety
To reduce the number of
patients using our service
who experience an
unexpected deterioration in
their physical condition which
results in an admission to an
acute general hospital.
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Q1
Q1 Support 4 community
hospitals to gain GSF
accreditation.

Measurements
Q2
Q3
Q2 Evaluate the learning Q3 Develop Trust
from the accreditation
wide implementation
process
plan to roll out GSF
accreditation.

Q4
Q4 Evaluate changes in
trends and learning from
the after death analysis
following roll out of GSF
principles

Support staff to undertake
robust Clinical Audit aligned
to National standards, as a
quality improvement
initiative, to drive up the
quality of care

Q1 identify 2 NICE
quality standards to audit
relevant to learning from
significant events

Q2 Complete first data
collection for the 2
standards identified

Q3 implement
improvement plans to
address the findings
of the first data
collection.

Q4 Complete second
data collection to
demonstrate the
improvement in
practice.

To reduce number of
unnecessary emergency
transfers from inpatient
settings to acute hospitals

Q1 Define the conditions
which constitute an
unnecessary transfer.

Q3 Develop an
improvement plan to
address the shortfalls
identified in Q2.

Q4 Using data sources
identified in quarter 2
review data to confirm a
reduction in
unnecessary transfers

To communicate vital signs
and National Early Warning
Score at the point of transfer
to other care setting following
deterioration

Q1 Develop standards
for information to be
shared at the point of
transfer

Q2 Triangulate available
data sources, for
example incidents and
complaints, to identify
unnecessary patient
transfers.
Q2 Pilot in 2 Community
Hospitals and receiving
care agencies.

Q3 Using findings
from the pilot develop
implementation

Q4 Report on progress
with the implementation
plan.

Development of a Trust and
a pan Dorset mortality
reporting and review process

Q1 Engage with Pan
Dorset mortality review
process and develop a
Trust wide mortality
review and governance
process.

Q2 Mortality Review
Group to identify trends
and any learning.

Q3. Implement
agreed Pan Dorset
mortality review
processes.

Q4 Improvement plan to
be developed following
identification of learning
and trends.
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On track
Work in progress - expected to deliver
Reduced confidence in delivery
Off track
Complete

CQUIN Schemes 2016/17

G
A/G
A
R
C

4,760.0 k Maximum total to be earned

PMO Ref

Deliverable

16-CQN-1.0
16-CQN-1.1

DCCG CQUINs- £4631k
1. NHS Staff health and wellbeing
1a Introduction of health and wellbeing initiatives (Two options only
one to be selected) option B selected

16-CQN-1.2

16-CQN-1.3

1b Healthy food for NHS staff, visitors and patients

1c Improving the uptake of flu vaccinations for frontline staff
within Providers

Value £k

463.0

463.0

463.0

Lead Director

Responsible Owner

CH

Beverley Griggs

CH

CH

RAG

G

↔

A

↔

Ian Tait
Richard Forrest
(Hazel Mcatackney)

Barbara Martin
Donna Kiss
Antonia Gabrielli

A/G

16-CQN-2.0
16-CQN-2.1

2. Cardio and metabolic assessment and treatment for patients with psychoses
2a Improving Physical healthcare to reduce premature mortality in
370.4
people with SMI: Cardio Metabolic Assessment and treatment for
Patients with Psychoses

EY

Movement on
Month

↔

Inpatients: Ian Rodin
Gifty Markey

Status Update

Detailed Implementation Plans held against Physical Activity Schemes, Access to Physiotherapy and Mental Health Schemes. Plans are
regularly updated and show very good progress against actions and milestones. Most actions identified are either already underway or
complete and there is a high level of confidence regarding delivery for all initiatives. We held an AHP run Compassion, Health and Wellbeing
conference on October 5th in the steering group that followed their was an agreement to develop a Health and Wellbeing strategy the next
meeting is on 29.11.16.
The requirement to strengthen the Action Plan remains outstanding. Further evidence of a commitment to providing healthy snacks is
required. There is a suggestion that we should look to see what approach other Trusts are taking and align to best practice. To date
communication of the Healthy Food CQUIN strategy to DHC Trust catering departments, catering providers and suppliers has taken place. An
internal assessment of current sales points and offerings is also underway. A working group meeting was held and an outline plan was
discussed, it was agreed that by the beginning of November a draft healthy eating policy would be completed and a more detailed planning
workshop would also be undertaken.

Flu Vaccination action plan in place and good progress is being made. Community Matrons and Senior Sisters identified as frontline cohort
groups to prioritise with a target of 75% uptake. Vaccinations have begun and planned to be complete by the end of Q3 for the cohort group.
Trust wide communication and engagement has begun to encourage wider staff uptake in order to improve the total number vaccinated.
Monthly monitoring and reporting is also now in place. In 2015/16 the Trust achieved 1250 clinical staff vaccinated out of a total 4391
(28.5%). A conversation with the CCG records that there has been acknowledgement that the national 75% target of frontline staff is not
achievable. An email from the CCG confirms; 'There would be work towards the target with on-going conversations during the year
regarding the effort and systems the Trust puts in place to promote uptake of the vaccine'. Discussions are in progress to identify the most
appropriate Responsible Officer for this CQUIN. Over 1500 staff have received their immunisations so far and there has been a strong
communication plan supporting this. We are 4% ahead of the vaccination uptake compared with last year and are looking at the uptake of
our cohort.

As the CQUIN audit timeframes and sampling guidance for cardio-metabolic checks and interventions are not yet known it is not possible to
assess what level of compliance will be found. The audit may look at data in the early part of the year prior to the improvements made
towards the targets.
Weekly monitoring and feedback of the compliance for cardio-metabolic checks are enabling on-going improvements to processes to be
assessed and refined.

EIS: Tracy Read
CMHT’s: John Stephens

Mental health service Overall % Compliance against physical health checks

A

↔

Inpatient service *
48% (Oct)
Community Teams ** 52%
EIS **
68%

32% (Sept)
45%
64%

90% (CQUIN target)
60%
90%

* Compliance for both cardio-metabolic check and intervention.
** Compliance for cardio- metabolic check only.
Work is ongoing to define what DHC’s offer is in terms of interventions for Physical Health checks and a proposal paper was presented to the
MAC by John Stephens. Following agreement, changes to RiO will be implemented to allow for the data recording and reporting of
interventions; currently this cannot be routinely monitored as there is no designated place for intervention information to be recorded. Full
compliance including the offer of interventions has been calculated for In-patients as above; due to the relatively small sample group this has
been achieved via manual audit but is not possible for the larger community groups. Improvements that will allow standardised data
collection and routine reporting are on going and expected to be established by the end of year.
16-CQN-2.2

2b Communication with General Practitioners

93.7

EY

EIS: Tracy Read
CMHT’s: John Stephens
A

↔

RAG status remains Amber due to uncertainty if targets will be met in end of Q2 audit.
Content requirements for discharge summaries, as generated on day of discharge from hospital and sent to patients GP, has been
communicated to all Consultants within CMHT's and EIS.
Longer term, consideration being given to use of editable letters generated from RiO to meet each of the CQUIN monitoring requirements, in
order to make reporting to GPs easier and standardised.
A one off audit conducted by Steve Trembath and Sandra Hayward (to include a random sample of 100 patients checking that
correspondence to GPs includes all standard data) is currently underway in order to provide data on performance.

16-CQN-3.0
16-CQN-3.1

3. Mortality Governance Framework
To develop and maintain a robust process for mortality reviews
across the Trust including LD mortality reviews

463.0

FH

Katrina Kennedy
Michelle Hopkins
Anita Hazel

G

↑

Continued good progress shown against plan with Q2 actions complete and some Q3 actions underway. Monthly monitoring in place and
next quarterly report due for Executive Quality and Risk Group on 4th Nov. Steering group meeting held with NHS England on 28.9.16 to
confirm local sharing agreement in place. Clinicians have been identified to undertake After Death Reviews and training will be undertaken in
Q3.
All learning disability deaths have been reported through LeDeR and the process appears to be working well.
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On track
Work in progress - expected to deliver
Reduced confidence in delivery
Off track
Complete

CQUIN Schemes 2016/17

G
A/G
A
R
C

4,760.0 k Maximum total to be earned

PMO Ref

Deliverable

Value £k

PMO Ref

Deliverable

Value £k

16-CQN-4.1
16-CQN-4.1

4. Improving Transfer and Discharge of Care
Support improvements in patient flow and improve the quality and
safety of care for patients requiring hospital care.

16-CQN-5.1

16-CQN-6.1.1

16-CQN-6.1.2

16-CQN-6.2

16-CQN-7.1

Promote a system of timely identification and proactive
management of frailty in community providers

NHSE Specialised- £124k
Reducing the Length of Stay (LoS) in Specialised Mental Health
services (Medium and Low Secure version)

1,574.2

740.8

49.5

Reducing the Length of Stay (LoS) in Specialised Mental Health
services (CAMHS services)

49.5

MH4 Improving CAMHS Care Pathway Journeys by Enhancing the
Experience of Family/Carer

25.0

Managed Clinical Networks

2.5

Lead Director

Responsible Owner

RAG

Movement on
Month

Status Update

Lead Director

Responsible Owner

RAG

Movement
on Month

Status Update

FH

Katrina Kennedy
Cara Southgate
Natasha King
Kimberley Snell
Katie Childerhouse
Sandra Hayward
Katrina Kennedy
Helen Persey
Fran Bramley

FH

EY

EY

EY

S O'D

A/G

↔

Progress continuing against plan. A frailty tool has been identified and options for reporting explored. An e-learning frailty module has been
released for use with initial feedback positive. The cohort group for training has also been identified. The frailty e learning module was
launched on 20.10 16 and in the first two weeks 188 people commenced the unit with over 100 completions. We have run the first baseline
report for the number of patients screened for Frailty using the tool on the SystmOne Clinical tree and have cascaded the report via the
Frailty working group to Locality managers. The first draft of a patient leaflet has been written.
G

↑

A/G

↔

Q1 Targets met and progress ongoing towards completion of Q2 targets. Confirmation of status awaiting completion of Q2 reporting in
October. Mark Smith holding monthly CQUIN review meetings with Mental Health Leads to maintain focus and ensure progress. Close
working relationship maintained with NHS England, ensuring open dialogue and acknowledgement of progress /issues arising.

A/G

↔

Q1 Targets met and progress ongoing towards completion of Q2 targets. Confirmation of status awaiting completion of Q2 reporting in
October. Mark Smith holding monthly CQUIN review meetings with Mental Health Leads to maintain focus and ensure progress. Close
working relationship maintained with NHS England, ensuring open dialogue and acknowledgement of progress /issues arising.

A/G

↔

Q1 Targets met and progress ongoing towards completion of Q2 targets. Confirmation of status awaiting completion of Q2 reporting in
October. Action plans frequently reviewed by Mark Smith in conjunction with Ward or Service Managers.

A

↔

Payment based on the number of Managed Clinical Network meetings held during the twelve month period 1 April 2016 to 31 March 2017.
NHS England have confirmed that as we do not supply Orthodontist's we do not have to attend the MCNs. DHC eligibility for funding still to
be confirmed. An agreement with Poole Hospital is being considered to give us Orthodontic coverage.

G

↔

G

↔

Dr Simon Beer

Stuart Lynch

Stuart Lynch

Sally O'Donnell

16-CQN-7.2

Data Reporting Standards (A)

1.2

S O'D

Carol Clements

16-CQN-7.3

Data Reporting Standards (B)

1.2

S O'D

Carol Clements

Detailed plans provided demonstrating progress against initiatives relating to Length of Stay; Transfer of Care / Discharge Summaries;
Communications with DCC; and Patient/carer experience. A quarterly report is being sent to Medicines Management Group regarding
complaints related to medicine delays. Analysis of data is being undertaken for the Q2 Patient Experience report to be submitted to the
Executive Quality and Risk Group on 4th Nov. This was submitted. A new audit tool has also been developed and will be agreed at the next
contract meeting.

Process in place. For Q1 the review of outpatient data shows that we have had no referrals from General Dental Practices and as a result no
failures in recording the practice code.
Process in place. NHS England has confirmed that they are receiving DHC data through SUS. To date DHC have not received any request for
Flex and Freeze from NHSE on the back of monthly submissions but we have the mechanism to complete if we receive a request.
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Purpose of Report

This report provides an overview of the progress made against
the Nursing Strategy objectives – one year on.
We have a wonderful nursing and health care workforce that
continues to deliver exceptionally high quality and
compassionate care to all our patients.
There are many successes to celebrate and this report serves to
highlight a few of them.

Recommendation

The Board is asked to note the progress to date

Engagement and Involvement

Nursing staff across the Trust

Previous Board/Committee
July 2015
Dates
Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 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
Any action required?
the implications of this report, on each of
Yes
Yes
No
the matters below, as indicated:
Detail in report


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
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Review of the Nursing Strategy: Where are we one year
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Safe

Effective

Experience
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Introduction and Background
In July 2015 the Dorset HealthCare Nursing strategy was launched. It was written
in partnership with contributions from nurses across the organisation. The strategy
is intrinsically linked to the Trust vision and values and was based on the national
2012 nursing strategy ‘Compassion in Practice’ by Jane Cummings, Chief Nurse
for England.
It is our pleasure to provide a progress report against our nursing strategy
objectives one year on. It is a great privilege to be leading the Dorset HealthCare
nursing and healthcare workforce and to be working with so many talented and
dedicated staff across all our services.
We have a wonderful nursing workforce that continues to deliver exceptionally high
quality and compassionate care to all our patients. There are many successes to
celebrate and this report serves to highlight a few of them.
The nursing strategy will continue to support our commitment for our nurses, people we are very proud of.
Fiona Haughey, Director of Nursing and Quality, and Cara Southgate, Deputy
Director of Nursing and Quality

Progress Against Six Strategic Objectives
The six strategic objectives were developed following consultation with

To provide exceptional professional leadership that
empowers our nurses to deliver caring, compassionate, communicative, competent, courageous and committed first-rate
quality of care which is safe, effective and delivered in partnership with patients and carers

nursing staff across the Trust.

Better
Every
Day
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Objective 1: To meet the six core values of the Department of Health’s
National Nursing and Midwifery Strategy (2012)
This document was updated in May 2016 in a report titled ‘Leading Change,
Adding Value’ by Jane Cummings (Chief Nurse for England). It is a new framework for practice for all nursing, midwifery and care staff. It builds upon Compassion in Practice and is directly aligned with the Five Year Forward View. Its vision is
to
integrate health and social care services, improve the adoption of preventative measures and narrow three crucial gaps in:
Health and wellbeing:
A greater focus on prevention is needed to enable health improvements to
continue and to counter pressure on services
Care and quality:
Health needs will go unmet unless we reshape care, harness technology and
address variations in quality and safety
Funding and efficiency:
Without efficiencies, a shortage of resources will hinder care services and progress.

Better
Every
Day
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In May 2016 the Director of Nursing and nurses across the organisation joined
Jane Cummings via a live online launch to hear directly about the changes in the
refreshed report and consider how it would impact on our own nursing strategy.
Leading Change, Adding Value offers ten new commitments which can be applied
by everyone and these can be seen in Appendix 1. If we focus on these
commitments and apply them locally, they will help us to not only understand
where variation exists but also support us in applying best national and
international practice that helps us on the journey to quality improvements. Going
forward we will consider these ten commitments as an integral component of our
own nursing strategy.
The locally defined 6C’s of Care, Compassion, Competence, Communication,
Courage and Commitment (detailed in the table below) continue to be actioned in
practice and monitored through patient feedback, staff surveys and audit.
The Friends and Family Test and other patient feedback continues to be gathered
and nurses are encouraged to use this to continue to improve care.
The table below provides a brief update on work that is in progress or that has
been completed to date:

6Cs

DHC Nurses’ Vision

Update

Care








Strong clinical leadership
Person centred care
Effective Discharge and Transfers of care
Reducing medication errors

Recovery and the promotion of healing are at
the heart of our profession and
organisation.

Compassion

 Promote our culture of compassion,
dignity and respect
 Delivering excellence in nursing care









ELET programme in place, coaching and
mentoring programme and 360
feedback
Sign up to Elder Friendly Quality Mark
Launch of the Triangle of Care in mental
health services
Safer Transfer of Care Forum
New administration competencies for
inpatient nurses
GSF for End of Life care awarded in five
Community Hospital wards
Carers Passport piloted on two sites

Will be shown through intelligent kindness
and our relationships based on empathy, respect and dignity and how patients and carers
perceive their care.

Better
Every
Day
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6Cs

DHC Nurses’ Vision

Update

Competence

 Establish an effective preceptorship
programme and retain our nurses
 Promote ‘clinical’ training developed for
nurses by nurses
 Develop a clinical nursing skills escalator
so we retain our expert clinical nurses in
front line practice





Will be upheld through professional
responsibility, accountability and education
to ensure expertise, clinical and technical
knowledge is used to deliver effective care
and treatments based on research and evidence.

Communication

 Standardise and improve
documentation
 Reduce complaints and improve patient
experiences
 Listen and respond to carer concerns





Is vital to our service delivery through valued
partnerships, increased awareness with patients, communities and organisations. Listening is as important as what we do and
say.

Courage

 Speak up and out as individuals when we
see or believe something is wrong
 Eliminate ‘poor’ nursing practice
 Promote and establish ‘ward heroes’



Enables us to be the ‘voice of our patients’
and be empowered to do the right thing for
the people we care for, innovate and
embrace new ways of working.








Commitment

 There will be the right number of nursing
staff with the right skills at the right time
to deliver safe,
compassionate
care in all our services
 To integrate our services in response to
patient /community needs






Underpins our ability to improve care and
patient / carer experience and lead the way
in the delivery of sustainable integrated
health and social care.
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Learning Disabilities service has
produced a preceptorship programme
for nurses working in the service
Extended skills programme for
community Healthcare Assistants
(HCA) established
Advanced practice project
commenced—two newly appointed
advanced nurse practitioners

Clinical documentation audited to drive
improvement
Developing engagement and
involvement of service users in our
complaints feedback and responses.
Continued sharing of learning from
complaints

Support given by senior nurses when
concerns are raised
The Deputy Director for Nursing is
undertaking training to be the ‘Speak
Out Guardian’ for the Trust
Support from senior nurses when poor
practice identified
Four Nurses rewarded in Trust
Heroes awards
Learning Disabilities Nurses made a
commitment to speak up & advocate
for people with Learning Disabilities
(see Appendix 2)
Day-to-day monitoring of shifts
Monthly staffing reports with
qualitative narrative
Regular analysis of nursing workforce,
including recruitment and retention
initiatives and impact on practice
Nurse practitioners are providing
clinical leadership in integrated hubs.
Hubs deliver as part of integrated workforce
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Objective 2: To uphold the statements of the Nursing and Midwifery Council
– Code of Conduct (2015)
From April 2016 the Nursing and Midwifery Council (NMC) introduced nurse
revalidation. At first this seemed like a daunting task to support our nurses though
a new process. However, our nurses embraced this and have continued to successfully complete the required process. All nurses and midwives in the UK are
currently required to renew their registration every three years. All registrants will
need to revalidate in order to renew their registration and are required to declare
that they have a minimum of: 450 practice hours; 35 hours of CPD (of which 20
must be participatory); 5 pieces of practice related feedback and 5 written
reflective accounts. They also need to evidence a reflective discussion with
another NMC registrant; a declaration of good health and character; declaration
of indemnity insurance, and a confirmation discussion with an identified confirmer.
A group was formed to lead on supporting the implementation for the
organisation. We approached this by offering support and advice to our nurses and
managers. Approximately 130 workshops have taken place in sites across the
Trust, attended by more than 725 nurses. The education and training plan
included:


Workshop dates were advertised on a weekly basis leading up to September’s 2016 cohort, through the ‘Weekly Round-up’ and monthly
communication bulletins



Contacting Matrons/team leaders at the sites
where the workshops were held, as well as
teams near to the site, to ensure as much
coverage as possible



Facilitating a number of 1-1 conversations

Better
Every
Day
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The Clinical Lead for the Trust Bank has been meeting with nurses on a 1:1
basis to support those due to revalidate in the first three months



The Deputy Director of Nursing acted as a point of contact for nurses who
have questions or concerns.

Progress in achieving full compliance with mandatory training, clinical supervision
and annual appraisals continues. Compliance is monitored at a locality level.
Objective 3: First-Rate Nursing Clinical Practice and delivery of care with
strong clinical nurse leaders
When it comes to research, the Trust’s nursing and Allied Health Professionals
(AHPs) have made significant progress over the last year in three main ways, all
designed to increase the provision of high quality care.
Firstly, staff have taken on the role of Principal Investigator for studies in the areas
of Psychosis, Dementia, Eating Disorders, Perinatal Mental Health and Bi-Polar
Disorder. Taking on this role allows the service to be able to participate in studies
they otherwise would not have had the chance to contribute to. An example is the
study in Eating Disorders, examining the impact of providing training to people
recovered from an eating disorder to contribute to treatment as usual for those with
Anorexia Nervosa.
Secondly, staff are contributing to the availability and delivery of high quality
research across the Trust by supporting colleagues internally – such as medical
colleagues – and colleagues from Bournemouth University (BU) and Southampton
University with their studies.

Better
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The recent paper to the Board on the relationship with BU covered the research
activity the Trust works on with colleagues there.
As well as the areas of practice mentioned above, the Trust is enabled to host
research activities around stroke rehabilitation, children with hearing loss,
contributions of Specialist Autism teams, developing Quality of Life measures in
Mental Health and Improving Access to Psychological Therapy (IAPT) services.
The final area has involved the development of the skills and competencies of staff
in research. The Trust hosted and ran training days for aspiring Principal
Investigators and in the principles of Good Clinical Practice, which teaches the
essential required skills for participating in research.

All of the above contribute to the greater availability of opportunities to participate in
high quality research for patients, carers and staff and to deliver evidence-based,
high quality clinical practice.
Bournemouth Learning Disability (LD) nurses
have linked with a national company called
PDI (committed to excellence in professional
education), showing collaborative working.
This company teaches practice nurses how
to take cervical smears in line with national
guidance.
Bournemouth LD nurses now present on
these courses each year, demonstrating
how to make reasonable adjustments for
people with learning
disabilities. This also includes training on Total Communication.

Better
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Objective 4: Develop Innovative Nursing Systems
Nurses continue to work and develop innovative ways of working and to improve
systems that improve outcomes for patients.
Debbie Streeter, Nurse Consultant, developed and continues to drive the
‘prescribing academy’. Debbie was commended during the SHINE awards for this
work. Dorset HealthCare (DHC) Prescribing Academy was set up in 2012 to
promote and develop quality prescribing and to achieve this given the challenge
presented by the amalgamation of three diverse urban and rural located
Community Trusts into one large, county-wide, community-based University
Foundation Trust.
Currently Dorset HealthCare (DHC) has registered 112 Medical Prescribers and
350 Non-Medical Prescribers (NMP), of which approximately 40% are Independent
and 60% Community Prescribers.
This is one of the largest prescribing communities in the south west of England and
those registered become automatic members and benefit from the DHC
Prescribing Academy.
Examples in Practice
Sue Smith, Senior Sister at Westminster Memorial Hospital (WMH), Shaftsbury, said:

At WMH we have continued to improve and deliver the work initially started at the Wessex Safer Transfer of Care Forum. Our new
‘Admission Form’ has now been piloted and rolled out to Salisbury
District Hospital to improve the quality and safety of patients transfers received. We have also shared this with Yeovil District Hospital Discharge Team. On the whole, this has
been a positive improvement

Better
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Dorset HealthCare community
hospital wards have signed up to
“The Quality Mark for ElderFriendly Hospital Wards” a
subscription-based quality
improvement programme for individual hospital wards.
Participation in this process will ensure a continuous focus on the
care provided for people over the
age of 65 and will demonstrate
the commitment made by the
hospital, the ward and the staff to
identify and carry out improvements, and to achieve a consistent quality of care for
older people.
Within the community hospital setting, Nurse Practitioners continue to play a key
role. This year has seen the appointment of two Advanced Nurse Practitioners and
a trainee who will be working in the Bridport locality. This nurse will undertake an
academic programme whilst being supported by the newly appointed ANP.

Nurses were part of the Frailty group and on-going work to improve outcomes and
improve care. The group used local clinical expertise and national documents to
develop an e-learning module.
The Purbeck Integrated Community Rehabilitation Team piloted the module with
both registered and non-registered staff, giving feedback on their learning
experience. A new e-learning module has now been launched to address the
training need. It is one of the first learning resources for frailty in the country. The frailty
score is being introduced as part of clinical assessment. A snapshot shows that the
nurses on the wards at Wareham and Alderney, and the Community
Matrons,
are beginning to screen many of their patients.
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Objective 5: Improving Professional Development and Career Opportunities
The Director of Nursing and the Deputy Director of Nursing and Quality have both
attended and represented nursing at workshops to plan the standards for nurse
training from 2020, facilitated by the NMC. These standards will bring a more
integrated style of nurse who will have different experiences to enable them to meet
future care needs of our patients.
The number of coaches across the organisation has increased from 10 to 13,
enabling nurses who want to develop to access coaching as a tool to aid this
development.
Our first cohort of Open University Nursing Students have started on a pathway to
gaining nursing registration with support from Health Education England. The
programme is a work-based approach to nurse education which supports the
learners to continue in their current Health Care Assistant roles for part of the week,
with the remaining hours dedicated to student nurse learning, in practice and
theory.

Dorset HealthCare is currently supporting nine nurses on the Return to Practice
programme.

We continue to develop our non-registered nursing
workforce. This autumn sees the start of the Band 3
Development Programme Extended Skills Programme for Community Health Care Assistants.
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The Trust is proactively encouraging non-registered nurses to undertake
apprenticeships to bridge the gap between level three qualifications and entry into
pre-registration nursing programmes. To date, three staff members have moved
into full time study on the adult nursing programme at Bournemouth University and
two into mental health nursing via the Open University.
In December 2015 a bid was made to Health Education Wessex for money to
support the development of Advanced Nursing Practice. Dorset HealthCare was
successful and a project manager was appointed. The project has thus far
developed:


a career pathway for nursing and AHPs



a group of draft competencies for roles



draft job descriptions to provide clarity and transparency across Dorset
HealthCare.

This is a celebration building on all of the great work undertaken to date. The next
steps are workshops with nurses to check that our assumptions and the group’s
work to date can be translated into practice and to gain any further innovative
ideas.
For 2016/17 Dorset HealthCare is planning to invest £401,765 in registered staff’s
Continuing Professional Development (CPD) at Bournemouth University. £112,455
of this funding being received from Health Education England.
More than 1,000 registered nursing staff have benefited from funded CPD
investment over the year, either learning, developing, refreshing, gaining
accreditation or gaining a recognised qualification.
From September 2016 Dorset HealthCare is
supporting 10 Health Visitor
Post-Registration training posts in partnership with Bournemouth University, two
School Nurses Post-Registration training posts with Southampton University and
four District Nursing Post-Registration training posts with
Southampton University.

Better
Every
Day
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Objective 6: Exceptional and Recognised Nursing Leaders
The empowering leader’s pathway continues to encourage and support leaders, including nurses. We have four Consultant Nurses in Dorset HealthCare. A new
Consultant Nurse has joined the organisation with mental health as her specialism.
Our Consultant Nurses represent both clinical excellence and academic capability.
Individuals in these posts are expected to provide inspirational clinical leadership
so that services delivered are of exceptional quality, are modern and fit for today’s
diverse and aspirational NHS.
The Trust Clinical Executive Group has seven nurse members. These nurses
represent nursing at this important group and have responsibility to represent and
feedback to nurses on important issues discussed and agreed.
Examples of current and future investment in CPD to further develop nurses’ skills
and practice are:


Dorset HealthCare tailored cohorts for Learning and Assessing in Practice
(Mentorship)



Advanced History Taking and Physical Assessment



Non-Medical Prescribing (NMP)



Motivational Interviewing



Sleep Training



Community Upskilling Programmes



Bespoke Minor Injury Unit (MIU) education
pathway



Respiratory and Suction training



Paediatrics ailments training.

Better
Every
Day
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Bournemouth University has accredited Dorset HealthCare’s Empowering Leaders: Empowering Teams leadership development pathway for Band 5+ leaders. 63
nurse leaders have completed or were due to complete this pathway within the last
year. As part of this pathway, leaders are required to complete a critical
reflective assignment with Bournemouth University to consolidate and embed the
learning from the pathway. Leaders also have the opportunity to achieve a Post
Graduate Masters Certificate in Leading and Developing Services through this
partnership arrangement.
Launched in September 2016 in partnership with Bournemouth University and
three local authorities, Dorset HealthCare is working to develop a pan Dorset
Health and Social Care Academy. The aim is to develop a collaborative high
quality education and training programme for the health and social care workforce
for Dorset.
Examples in practice
Darren Wickwar, Matron at Blandford Community Hospital, said:

One of our Sisters is on the Empowering Leaders pathway /
course and the other has been identified to take part. We are
trying to ensure more learning from organisational and local incidents is enhanced, and we discuss all this at our Heads of
Departments and team meetings

Summary
This report provides an overview of the Nursing Strategy objectives and progress
against these one year. It is a celebration of our committed nursing workforce, of
which we are immensely proud. There has been many achievements across the
objectives and we will continue to drive forward our nursing strategy though
quality improvements, clinical developments and innovations.

Better
Every
Day
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Appendix 1
Leading Change, Adding Value: Closing the gaps:
10 commitments to support action of nursing midwifery and care staff
The framework offers 10 aspirational commitments to help us focus on narrowing
the three gaps, address unwarranted variation and help demonstrate the Triple Aim
outcomes. They are designed to be applied locally in any environment and at any
level.
1.

We will promote a culture where improving the population’s health is a core
component of the practice of all nursing, midwifery and care staff

2.

We will increase the visibility of nursing and midwifery leadership and in put in
prevention

3.

We will work with individuals, families and communities to equip them to make
informed choices and manage their own health

4.

We will be centred on individuals experiencing high value care

5.

We will work in partnership with individuals, their families, carers and others
important to them

6.

We will actively respond to what matters most to our staff and colleagues

7.

We will lead and drive research to evidence the impact of what we do

8.

We will have the right education, training and development to enhance our
skills, knowledge and understanding

9.

We will have the right staff in the right places and at the right time

10. We will champion the use of technology and informatics to improve practice,
address unwarranted variations and enhance outcomes

Better
Every
Day
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Appendix 2

6 C’s for Bournemouth Community Team for
People with Learning Disabili es

Communica on:

To use plain language, no jargon & use easy read paper
work when required.

To prac ce total communica on.

Ensure eﬀec ve communica on between services &
professionals.

To share good prac ce within the team with an aim to
improve delivery of care.

To listen eﬀec vely.

To use audit & feedback informa on to improve services.

To use the individual’s preferred communica on method.

Care:









Competence:

Recognising the value of your role.

Understanding the importance of
having a person centred holis c
approach.

Ensure prac ce is evidence based.

To use measurable outcomes.

Understanding professional role &
how it fits within an integrated team
linking with other
agencies.

Con nued Professional Development
– sharing good prac ce & learning
within the team.

Ability to refer to other professionals.

6 C’s
For
People with
Learning
Disabilities

Compassion:

Treat people with empathy & kindness.

To be realis c & honest.

Seeing things from the point of view of others.

Value the cultural needs of the person.

Taking me to listen eﬀec vely.

Respect choices & maintain dignity.

Promote independence & wellbeing.

To deliver person centred care.
Knowing the person as well as their
disability.
Value the individual by trea ng them with
respect & dignity.
Listening & apprecia ng the knowledge &
experience of carers.
Recognising that care can be provided /
delivered within the individual’s
community, wider family & culture
groups.
Promo ng independence & inclusion.

Courage:

To speak up & advocate for
people with Learning
Disabili es.

To challenge when things are
wrong – be prepared to whistle
blow.

To empower & support choice.

To challenge equality &
diversity issues.

Breakdown barriers caused by
prejudice & stereotyping.

Ques on working prac ces
that stray from individuals best
interests.

Commitment:

To improve the health & wellbeing of people with
Learning Disabili es, their carers & families.

Advocate for fair access to services.

Making Learning Disability Care valued.

Raise awareness in the community of people with
Learning Disabili es.

Commitment to consistent quality customer service.

Receiving feedback to improve services.

To reduce s gma around Learning Disabili es &
inspire others.

To provide a service that is accessible

We inspire, empower and support everyone to be Better Every Day
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Operational Plan 2017/19
Part 1 Board Meeting 30 November 16

Author

Nicola Plumb, Director of Organisational Development,
Participation and Corporate Affairs
Matthew Metcalfe, Director of Finance and Strategic
Development

Sponsoring Board Member

Nicola Plumb, Director of Organisational Development,
Participation and Corporate Affairs
Matthew Metcalfe, Director of Finance and Strategic
Development

Purpose of Report

The purpose of this report is to:
• summarise the financial position outlined in the draft
operational plan 2017/19 submitted to NHS Improvement
on 24 November 2016
• set out points for consideration
• set out arrangements for further discussion and
agreement of final submission.

Recommendation

The Board is asked to:
•
•
•

note the summary financial position of the draft
submission and acceptance of the control total agreed at
the prior board workshop
note the points for further consideration and
arrangements for further discussion and agreement
note the final submission date of 23 December 2016.

Engagement and Involvement

Directors and Deputy / Associate Directors
Executive Performance and Corporate Risk Group, November
2016
Discussion and engagement at Dorset system forums including:
• Operational Planning Group
• Finance Reference Group
• System Leadership Team

Previous Board/Committee
Dates

Board workshops: October and November 2016
Discussion at Directors’ weekly meetings during development
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Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:
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





















BACKGROUND
The Trust submitted to NHS Improvement its draft two-year Operational Plan for 2017/19 on 24
November. Final submission will be on 23 December 2016, in line with national requirements. It will
be accompanied by a series of templates regarding: finance, workforce, triangulation and a contract
tracker.
Given the arrangements for Sustainability and Transformation Plans (STPs) and the need to align
Operational Plans to deliver Control Totals (where accepted) and the connection to the system
control total for STP footprints, there has been substantial discussion amongst Finance Directors,
Chief Operating Officers and a Dorset Operational Planning Group to seek alignment of Dorset
Foundation Trusts’ draft Operational Plans.
SUMMARY OF FINANCIAL POSITION
Operational Plans are expected to be realistic and deliverable and consistent with the strategic
intent of STPs.
As discussed previously, the Control Totals set for Dorset HealthCare are £2.2m and £2.6m for
2017/18 and 18/19 respectively. After the relevant adjustments this translates into a pre-impairment
surplus of £1.7m and £2.1m respectively.
Board of Directors March 2015
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The 2017/18 control total provides a total financial challenge for 17/18 of £12.3m (before allowing
for any contingency). In 2018/19 the financial challenge is reduced to £6.6m, assuming that all
2017/18 CIPs are delivered recurrently. The contributors to the financial challenge are set out
below.
Non-Discretionary Items – Total £9.2m (2017/18)
Item
Impact of change to Control Total
Impact of inflationary increases (Pay award, Incremental Drift, Nonpay inflation, Apprenticeship Levy)
Impact of contractual changes
16/17 non-recurrent profit on disposal (Castle Hill) not present in 17/18
Loss of national SystemOne funding
Misc items – mainly depreciation
Total Non-Discretionary Items

2017/18
£m
2.0
5.7

2018/19
£m
0.4
4.7

(0.1)
0.9
0.4
0.3
9.2

5.1

The balance of £3.1m and £1.5m in 2017/18 and 2018/19 respectively is made up of discretionary
investments in service development, plus adjustment for the current contingency and savings that
are being made in the current year that are currently identified as non-recurrent.
Against the overall 17/18 challenge of £12.3m, £5.3m of CIP items have been identified to date to
bridge the gap. Themes include workforce efficiencies, property disposals, non-pay and
procurement efficiencies.
CIP Scheme

Summary

Workforce Redesign & Productivity
- Operational
Workforce Redesign & Productivity
– Support Services
Estate
Reduction in Non-Pay

Improving productivity across all
operational areas
Improving productivity across all
support services
Sale of property
Reduction in non-pay
expenditure
PICU within Haven ward/ Rehab
redesign

PICU/ Rehab Redesign
Remaining to be identified
Total CIP Target

2017/18
£’m
2.5

2018/19
£’m

0.5
0.6
1.2

0.5

0.4
7.1
12.3
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6.1
6.6

Other schemes being developed to quantify further savings include:
•
•
•
•
•

Service Redesign, including perinatal and dementia services
Management restructure
Directorate operational efficiencies
Business Support Services
Further Estates Schemes

Draft capital planning proposals are as follows:
Capital Category

Description

2017/18
£m

2018/19
£m

Maintenance

Backlog maintenance across all sites

5.6

4.9

Estates

Development of sites Includes low secure unit

6.0

6.0

IT

Including IT infrastructure upgrade, PC
replacement programme and Dorset Shared
Care Record.

1.7

1.5

Equipment

Medical and other

1.2

1.6

14.5

14.0

Total Capital

POINTS FOR CONSIDERATION
The financial planning reflects the Board decision to accept the Control Total and consequently the
STF funding following discussion at the November Board workshop.
The draft Operational Plan 2017/19 narrative has been prepared with regard to clear guidance and
requirements from NHS Improvement, including subject content and length.
Further points for consideration are:•

Contracts with commissioners are yet to be agreed; the deadline for this is aligned to the
final submission on 23 December 2016

•

Funding arrangements with commissioners will particularly affect decisions on investment in
service developments to meet increased demand

•

The CIP and capital programme are subject to further consideration ahead of final
submission

•

With regard to the contingency to be incorporated within the budget it is proposed to
undertake a risk-based assessment to support further discussion and agreement at the
December Board workshop

Board of Directors March 2015
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NEXT STEPS
The Board is asked to note the financial position outlined in the draft Operational Plan 17/19
submission.
The Board is asked to agree to further discussion of the items for consideration at its workshop
on 7 December.
The Board is asked to agree to the delegation of authority to the Chief Executive, in consultation
with the Chair, to sign off the final Operational Plan 17/19 submission and associated
declarations for 23 December.
Those declarations are:
“In signing, the Board is confirming that:
“1. To the best of its knowledge, using its own processes, the financial projections and other
supporting material included in the completed Provider Financial Monitoring System (PFMS)
Template represent a true and fair view, are internally consistent with the operational and, where
relevant, strategic commentaries, and are based on assumptions which the board believes to be
credible. This operating plan submission will be used to measure financial performance in
2017/18 and 2018/19 and will be included in the calculation of the finance and use of resources
metrics assessed under the Single Oversight Framework in 2017/18 and 2018/19.
“2. The Board is satisfied that adequate governance measures are in place to ensure the
accuracy of data entered in this planning template.
“3. By signing below you are agreeing to use all reasonable endeavours to achieve in full the
Operational Standards and National Quality Requirements (where applicable) on an ongoing
basis during 2017/18 and 2018/19.”
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CQC QUALITY IMPROVEMENT ACTION PLAN
Part 1 Board Meeting, 30 November 2016
Author
Sponsoring Board
Member
Purpose of Report

Hazel McAtackney, Head of Regulation and Compliance
Fiona Haughey, Director of Nursing and Quality
The purpose of this report is to update the Trust Board on progress with the actions
arising from the CQC comprehensive inspection undertaken in June 2015, and from
the re-inspection of seven core services in March 2016.
The CQC Action Plan has been revised this month against the 7 new plans arising
from the March 2016 re-inspection and progress reporting has commenced. The
related old action plans have been closed and any open actions highlighted to the
relevant Lead Director to request local monitoring
Of the 40 ‘must do’ recommendations:
• 25 (63%) are rated green or complete
• 13 (31%) are rated amber/green (coded blue)
• 1 (2%) is rated amber. This relates to Community Health Services for Children,
Young People and Families. Details are included in Appendix 1.
• 1 (2%) is rated red. These relate to Community Health Inpatient Services.
Details are included in Appendix 1.
Of the 64 ‘should do’ recommendations:
•
40 (63%) are rated green or complete
•
22 (34%) are rated amber/green (coded blue)
•
2 (3%) are rated red. These relate to CHS for Children, Young People and
Families (1 action) and End of Life Care Services (1 action).

Recommendation

This report also provides an overview of progress with the actions arising from the
Mental Health Act monitoring visits undertaken by CQC to those locations where
patients are detained.
The Trust Board is asked to note:
• The red actions detailed in Appendix 1 and the actions taken
• The concerns identified for CHS children, young people and families in regards
to staffing and recruitment issues within school nursing and how the service is
mitigating the risk.
• Geographical spread of service providing end of life care, assurance visits will
continue to a sample of teams in the East to gain assurance that the
recommendations have been met.

Engagement and
Locality Directors
Involvement
Previous
Board/Committee
Monthly to Trust Board
Dates
Monitoring and Assurance Summary
This report links to the Strategic Goals

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

To provide high quality care; first time, every time.
Any action required?
Yes
Yes
No
Detail in report
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Freedom of Information



1.

INTRODUCTION

1.1

The purpose of this report is to update the Trust Board on progress with the actions arising from
the CQC comprehensive inspection undertaken in June 2015, from the re-inspection in March
2016 and the programme of Mental Health Act (MHA) monitoring visits to those locations where
patients are detained under the MHA.

1.2

The rating system used is:
C

Action completed – Action has been reported as green for
three consecutive PMO updates.

G

Action on target or met

A/G

Work in progress, expected to meet deadline

A

Action in progress but at risk of not achieving the deadline

R

Action not progressing and will not/has not met the deadline

1.3

The CQC Action Plan has been revised this month against the 7 new plans arising from the
March 2016 re-inspection and progress reporting has commenced. The related old action plans
have been closed and any open actions highlighted to the relevant Lead Director to request
local monitoring.

2.

SUMMARY OF PROGRESS

2.1

Core Service Leads confirmed their status for all 16 core service areas as at 25 October 2016.
The number of “Must Do” and “Should Do” actions achieved to date has been impacted by the
replacement and adoption of new plans against the 7 core service areas. Completed “Must Do”
actions now stand at 25 (63%) and “Should Do” actions at 40 (63%). The breakdown of the
actions is shown below:

2.2

Of the 40 ‘must do’ recommendations:
•
•
•
•

2.3

25 (63%) are rated green or complete
13 (31%) are rated amber/green (coded blue)
1 (2%) is rated amber. This relates to Community Health Services for Children, Young
People and Families. Details are included in Appendix 1.
1 (2%) is rated red. These relate to Community Health Inpatient Services. Details are
included in Appendix 1.

Of the 64 ‘should do’ recommendations:
• 40 (63%) are rated green or complete
• 22 (34%) are rated amber/green (coded blue)
• 2 (3%) are rated red. These relate to CHS for Children, Young People and Families (1
action) and End of Life Care Services (1 action).

Page 2 of 10

Agenda Item 13

2.4

Progress improvement has been recorded in the period against 2 core service areas. Both have
confirmed all improvement actions are now complete; these for are:
•

Acute Wards for Adults and Psychiatric Intensive Care Units (PICU) and

•

Community Health Services for Adults.

3.

INTERNAL QUALITY ASSURANCE VISITS

3.1

In line with the Quality Assurance schedule of visits, the following core services received
assurance visits:
•
•

CHS for Children, Young People and Families, rated by CQC as ‘Requires
Improvement’, June 2015 inspection.
End of Life Care delivered in Community Hospitals and Community Services, rated by
CQC as ‘Requires Improvement’, June 2015 inspection.

Core Service

Assurance
rating

Assurance update

Must do action:
Recommendation was to ‘provide
robust governance arrangements,
including management of the risk
register to assess, monitor and
improve the quality and safety of
the services provided and to
assess, monitor and mitigate the
risks relating to the health, safety
and welfare of service users and
others who may be at risk.’

Assurance Findings

Assurance visits have
determined that the
understanding of the risk
register and reporting risk is
variable across the teams.
Staff within the teams visited
report that Team Leaders (Band
7’s) take responsibility to enter
risks onto the risk register. Staff
within the teams were unaware
of items that were on the risk
register.
This has been escalated to
Team Leads and will be added
to the Locality meeting agenda
to discuss risks pertinent to the
service delivery including
independent and Trust wide
risks.

CHS children,
young people
and families

Must do action:
Recommendation was to ‘manage
medicines consistently and safely’.
Sub actions of this
recommendation include:
• Health Visitors to be monitored
on their maintenance and
understanding of their NMP
prescribing responsibilities
• All Health Visitors and School
Page 3 of 10

The Clinical Risk Manager is
visiting the teams identified from
assurance visits to deliver
support and/or training.
Whilst all of the teams visited
were aware of the relevant
policies, the Health Visiting
teams reported being unable to
access update courses for
prescribing. This issue has
been raised with the Service
Lead and the Locality Lead.
None of the teams visited were
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Core Service

Assurance
rating

Assurance update

Assurance Findings

Nurses must be reminded of
the relevant medicines
management policies and the
role/link with the Pharmacy
Advisor

aware of who their central
Pharmacy Link was; this has
been escalated to the Chief
Pharmacist to provide
assurance that this link for staff
is in place to support them in
their roles particularly due to
increased risks as staff are not
regularly prescribing. Teams
also report that they are able to
seek advice from local
pharmacies; the majority of
teams are based at a GP
surgery with access to an onsite pharmacy.
Recruitment across the teams
in the West visited is proving
difficult, especially to Band 6
posts.

Must do action:
Recommendation was to ‘provide
enough staff in school nursing to
deliver the health and wellbeing
programmes for children, young
people and families’.

Must do action: An end of life
strategy
to
be
developed,
consulted upon and communicated
effectively to staff, patients,
relatives and the wider community.

End of Life
Care
(inpatients &
community
services)

In order to achieve this action, the
following actions were put in place:
• Identify Operational and
Director lead.
• NED lead to be identified
• Minutes of End of Life Group to
be reported to Executive
Quality and Clinical Risk Group
(EQCR)
• Quarterly reports to EQCRG on
End of Life (EOL) strategy
progress with escalation to the
Quality Governance Committee
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The Locality Lead has advised
that due to failed attempts at
recruiting to Band 6 School
Nurse posts, they are over
recruiting to Band 5 to support
the team infrastructures. The
service is also providing
significantly more administrative
hours in the interim to support
the teams function. Individual
team reports have been
provided to the Service Leads
and Locality Leads to address
the issues raised.
Preliminary assurance visits
have ascertained that
community staff are not all
aware of the strategic vision
that was agreed in July 2016 at
the QGC.
Wider publicity around the
strategic vision is required. The
October 2016 Quality Matters
was dedicated to the End of life
care visions and values.
Assurance visit are reinforcing
that staff need to be aware that
there is a document in place
and understand how this
applies to their service and their
roles.
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Core Service

Assurance
rating

Assurance update

Assurance Findings

as required
One of the improvement actions
to meet this requirement was to
identify a NED lead. This action
was marked as completed on
22 April 2016, because an open
invitation has been forwarded to
NEDs to join the EOL
operational group. The EOL
minutes and a quarterly
progress report on the work
plan goes to EQCR group. The
minutes capture progress on
the strategic vision work plan for
End of Life care and the
discussion that occurs at these
meetings.
Should do action:
All staff are to be trained in the
Mental Capacity Act 2005 and in
the documentation of all decision
making processes in relation to the
Act.

4

4.1

Teams have been advised to
liaise with Learning and
Development if local records
conflict with central records
As at 3.11.16, Community
Hospitals were at 39.31%
compliance Community Nursing
were at 31.74% compliance.

CORE SERVICES OF POTENTIAL CONCERN AND ACTION BEING TAKEN
End of Life Care
A sample of assurance visits has determined that the staff within Community Hospitals and
Community Nursing were not aware of the action plan in place to address the CQC
recommendations. Whilst the majority of the actions identified are strategic, services need to be
aware of the actions that need to be achieved and how these are applied locally.

4.2

The CQC action plan will be a set item on the End of Life Group Operational Group, for
disseminating information wider, and gaining support from Locality Managers and members of
the group to achieve this.

4.3

The October Quality Matters bulletin launched the vision and will be followed up in January 2017
at the Quality Matters Conference. A leaflet describing the Vision will be distributed to all
relevant staff groups.

5.

MENTAL HEALTH ACT INSPECTIONS

5.1

Since the report to the Board in October 2016, CQC Mental Health Act inspection visits have
been undertaken at:
•
•

Harbour Ward (visit 1 November 2016 – report to be received)
Linden Unit (visit on 11 November 2016 – report to be received)
Page 5 of 10
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5.2

Initial verbal feedback from the MHA Commissioner who visited Linden Unit was very positive
and confirmed that staff had not only sustained progress previously made, but improved upon
this resulting in the unit displaying a positive atmosphere and happy patients. Some minor
issues with regard to the MHA compliance will be detailed in the report however, no issues were
found with regard to Section 132 rights, the giving of this information to detained patients, and
evidence of this information being revisited at a later date.

5.3

The MHA reports have now been received for:
•
•

Nightingale Court (visits on 17 August and 3 September 2016 (action plan to be
submitted to be CQC on 6 December 2016)
Glendinning (visit on 6 September 2016 – report received 24 October 2016 and action
plan was submitted by 14 November 2016)

5.4

The report for Haven Ward (PICU) who received a visit on 10 October 2016 remains
outstanding.

5.5

Common themes and issues emerging from these visits include care planning, Section 132
rights, and conditions attached to section 17 leave authorisations. Action is being taken to
address these areas as follows:
•

•

•

Patient involvement in care planning. A further learning set is being arranged for later
this year in conjunction with Dorset Wellbeing and Recovery Partnership, with local and
national speakers to continue developing co-produced safety planning and the recovery
and inclusion agenda. ‘My crisis plans’ format has also been revised in Rio to make it a
more service user friendly document reflecting their goals, aspirations and preferences.
Training to support roll out will be co-produced and co delivered by peer specialists.
Section 132 rights. There were deficits in recording of rights under Section 132 and
deficits in revisiting rights with patients after they have initially understood their rights. A
breakdown of MHA incidents is forwarded to each Service Lead on a monthly basis to
identify where improvements are needed and to cascade this to the team. Where
services have made improvements (for example Linden Unit) this learning needs to be
shared across the wards.
Section 17 leave forms. Clinicians are being urged to include where geographically the
patient can go during leave, places that they should not go, the mode of transport
allowed and if they should abstain from alcohol and/or illicit substances for example
(whilst ensuring least restrictive options). An accompanied leave form has been devised
to support recoding of who copies of the Section 17 leave forms have been given to. A
pilot of using RiO for recording Section 17 Leave is being undertaken with a view to
rolling out across the mental health services by the end of the year.

5.6

The MH Legislation Assurance Committee receives quarterly reports which detail progress with
the action plans and how we are addressing the common themes.

6.

RECOMMENDATION

6.1

The Trust Board is asked to note:
•
•
•

The red actions detailed in Appendix 1 and the actions taken
The concerns identified for CHS children, young people and families in regards to staffing
and recruitment issues within school nursing and how the service is mitigating the risk.
Geographical spread of service providing end of life care, assurance visits will continue to a
sample of teams in the East to gain assurance that the recommendations have been met. A
further update will be provided in the next report.
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Core Service

Acute wards for adults of
working age and
psychiatric intensive care
units
Child and adolescent
mental health wards

Community forensic mental
health team

CQC
Rating

Must do
actions

Should
do
actions

PMO Rag
Rating

0

6

G

0

6

C

0

2

C

Community health inpatient
services
9

Community health services
for adults

Community health services
for children, young people
and families

Community mental health
services for people with
learning disabilities or
autism

3

6

2

A

G

6

3

A

0

4

C
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Assurance
Rating *

Gaps in assurance

Lead Director
& Core Service
Lead

All actions now reported as complete.
MHA Code of Practice action is now met
on the grounds that the L&D information
indicates that 96% compliance achieved.
All actions now reported as complete.

EY
Acute Services
Manager

Quality assurance visits undertaken in
August 2016 confirm actions are met.

EY
Acute Services
Manager

Assurance visits undertaken in July found
that actions were not consistently being
met across the core service. Core service
is due to receive assurance visits during
December.
A sample of teams were visited during
October and November confirmed that
actions are being met.

S O’D
Locality Manager
Purbeck

A sample of teams in the West were visited
throughout October and November.
Issues remain with staffing within the
school nursing service, although the
service are taking actions to mitigate the
risk.
Assurance visits during September have
confirmed that actions are being met.

LB
CAMHS and
Rehabilitation
Services Lead

S O’D
Locality Manager
Weymouth and
Portland
LB
Locality Manager
Mid Dorset

EY
Specialist Service
Manager,
Children’s and

Agenda Item 13

Core Service

Community-based mental
health services for adults of
working age

CQC
Rating

Must do
actions

Should
do
actions

PMO Rag
Rating

5

3

A/G

2

3

A/G

3

6

C

2

3

A/G

5

7

A/G

1

2

A/G

0

5

A/G

Wards for older people with
mental health problems

1

1

A/G

End of life care

3

5

A

Community-based mental
health services for older
people
Forensic inpatient/secure
wards
Long stay/rehabilitation
mental health wards for
working age adults
Mental health crisis
services and health-based
places of safety
Specialist community
mental health services for
children and young people
Urgent care services

Assurance
Rating *

Gaps in assurance

New CQC Action Plan adopted.
Assurance visits are due to be undertaken
during December.
New CQC Action Plan adopted. Plans in
place against all actions and steady
progress reported.
Quality assurance visits undertaken in
September 2016 confirm actions are met.
New CQC Action Plan adopted.
Assurance visits are due to take place in
February 2017.
New CQC Action Plan adopted.
Assurance visits are due to take place late
November, early December
New CQC Action Plan adopted.
Assurance visits are due to take place
March 2017
New CQC Action Plan adopted.
Assurance visits are due to take place
January 2017
New CQC Action Plan adopted.
Assurance visits are due to take place
February 2017
Visits to the East are planned for early
December.

*Assurance rating is based on evidence seen at the time of the assurance visit. Actions are either: met
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Lead Director
& Core Service
Lead

partially met/in progress

or

Adult LD
EY
Head of Mental
Health Services
EY
Head of Mental
Health Services
EY
Acute Services
Manager
EY
Head of Mental
Health Services
EY
Acute Services
Manager
LB
CAMHS and
Rehabilitation
Services Lead
S O’D
Clinical Lead MIU
EY
Poole Central
Locality Manager
S O’D
End of Life Care
Facilitator
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APPENDIX 1
MUST DO ACTIONS
Core Service
Red Zone
CHS Inpatients

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Progress to date

Appropriate dates must be placed
on medicines once opened or
stored
at
an
appropriate
temperature

• Staff to record dates on all liquid
medications when opening them
for the first time. This to include:
Eye drops, ear drops, liquid
paracetamol, lactulose and any
other liquids that have a time
limited expiry after opening.

During assurance visits undertaken in July 2016, this was not
happening consistently across the core service. The medications
that need to be labelled have been expanded. Further assurance
visits are due to take place in December 2016.

• Dates of liquid medications in
trolley are checked monthly as part
of Quality Monitoring check.
• All staff are informed at HODS to
check
expiry
dates
of
all
medication
every
time
administered.
• Any performance issue will be
addressed via line manager
supervision
Amber Zone
CHS Young
People and
Families

Provide enough staff in school Locality Managers to work with HR In order to mitigate the risk, the service are over recruiting to Band
nursing to deliver the health and and
communications
on 5 posts to support the team infrastructures. This is because the
wellbeing
programmes
for recruitment programme.
service has been unable to recruit to the Band 6 vacancies,
children, young people and
despite having tried 3 times to recruit. The service is also
families.
providing significantly more administrative hours to support the
Page 9 of 10
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teams function short term.

SHOULD DO ACTIONS
Core Service

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Progress to date

Red Zone
CHS
Young Provide Mental Capacity Act 2005 A series of Mental Capacity Act 08/11 - Stats from L&D:
People
and training to all staff where this is 2005 training dates to be
Families
Health Visiting/School Nursing Total - 92.89%
needed.
organised by L & D
Sexual Health/Family Planning Total - 26.67%
End of Life Care

Consistent record-keeping across Review Personalised EOL care The plan was discussed at the November EOLC Operational Group
services for all aspects of end of plan; Personalised care plan to held on 02.11.16 and is currently being trialled to ensure that it can
life care.
be used across all carers, including the families/carers.
reflect patients individual wishes
Update SystmOne to
EOL in documentation

support Training for staff will also occur as shared care document.

Training of staff in any changes to
care plan
System one to enable Advance
Care Plan (ACP) wishes to be
documented
Data to be collected through
mortality audit and/or discharge
summaries
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Members:

Attending:

Apologies:

QGC
091/16

MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
Thursday 21st July 2016, 2 pm, Meeting Room 3, Sentinel House
Lynne Hunt
Non Executive Director (Chair)
Fiona Haughey
Director of Nursing & Quality
John Hughes
Non Executive Director
Sarah Murray
Non Executive Director
Nick Yeo
Non Executive Director
Linda Boland
Poole and East Dorset Locality Director
Eugine Yafele
Bournemouth/Christchurch Locality Director
Sally O’Donnell
Dorset Locality Director
Ron Shields
Chief Executive
Keith Eales
Trust Secretary
Ian Rodin
Attending for NK
Lesley MacKenzie
Attending for MH
Hazel McAtackney
Head of Compliance and Regulation
Linda Thomas
PA to Director of Nursing and Quality for the minutes
Michelle Hopkins
Head of Patient Safety and Risk
Nick Kosky
Medical Director
David Brook
Non Executive Director
ACTION

Apologies: Apologies as noted above.

092/16

Minutes of the last meeting 19th May 2016
The minutes from the Committee meeting held on the 19th May 2016 were accepted
as an accurate record of the meeting.

093/16

Actions from Previous Meeting
085/16: Standardised Approach to QI – LH to raise under AOB.
087/16: Publication of HASCAS report – LH brought this to the attention of the Board.
089/16: AOB: Crisis Home Treatment – EY reported that he had spoken to
Healthwatch. EY has asked Healthwatch for any comments relevant to the service to
go to him directly. The main response seems to be the Crisis system isn’t responding
as service users would like. LB added that she had attended a complaints panel
recently where the Crisis Team Leader had been present, and although
improvements have been made within the team, they also recognise there is still work
to be done.
The group requested a paper comes back to the October meeting to include what we
have done to get to where we are now and what is still to do.

094/16

EY

Update on Incident
EY updated the committee of an incident that happened over the weekend on Chine
Ward, which is being investigated.
SM asked if the use of plastic linen bags could also be considered within the
investigation/review.
1
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095/16

Minutes of the Executive Quality and Clinical Risk (EQCR) Meetings for June
and July 2016
The minutes were noted by the group.

096/16

Q1 Serious Incidents Requiring Investigation
FH presented the report to the Committee and highlighted the following;
Compared with the same reporting period (based on date reported on STEIS) from
15/16 to 16/17 there has been:
• An increase in the overall number of SIRIs for a quarter from 26 to 36
• The increase is largely due to an increase in falls resulting in fractures from 3 to
11. A deep dive is being carried out to understand the trends and themes and will
be reported in September 2016,
• 26 of the 32 cases reviewed in this quarter were identified as having care or
service delivery problems and required recommendations/actions, and 6 met the
Duty of Candour requirements (5 of these being pressure ulcers and 1 fall),
• The learning identified is being shared within the Sign Up to Safety work streams
and incorporated in work plans and will be reported in the annual report
• There has been a reduction in the number of times care planning and risk
assessments have been identified as an issue for mental health incidents and a
reduction in failure to carry out skin inspections in this quarter.
JH welcomed the deep dive into falls as the data was disappointing as he understood
numbers were decreasing.
SM asked if the age of the patient, what was happening on the ward at the time of the
fall, witnessed or not witnessed could be considered as part of the terms of reference
for the deep dive. LH also asked for any national data to also be included.

MH

FH added that prison deaths now follow the same review process including the 72
hour report.
LH queried resus training and the processes in place in the prison service. FH
confirmed this had been looked at through the SIRI Panel and confirmed that the
resus policy has been reviewed. FH felt that there was a good system in place.
Appendix B, Breakdown in Prison Deaths for Q4 should be total of 9 not 7.

MH

The Committee accepted the report.
097/16

Q1 Progress of Recommendations made following Review of Serious Incident
Requiring Investigation
EY presented the report to the Committee and highlighted the following;
• A total of 38 recommendations were made for 2015, of which 31 have been
completed, 7 not completed. EYadvised the committee that there were practice
issues that need to be embedded before the plans can be finally signed off.
• A total of 5 recommendations have been made for 2016, of which 3 have been
completed, 2 partially completed.
2015/13949 - SM felt that it was unacceptable to have no consultant cover for annual
leave. IR/EY confirmed that cover arrangements are in place but the action is still
showing partial as further cover arrangements are being explored. LH added the
progress column stated there was not enough medical staffing budget to provide the
level of cover required. IR felt the recommendation was made so long ago that things
have moved on considerably and felt there was adequate cover arrangements in
2
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place.

098/16

The Committee accepted the update on the basis that the report comes to the
October meeting and to include an update on the practice being embedded in teams
and consultant cover.

EY

LH also asked for more detail of the 7 that have not been closed in the October
meeting for the Committee to be assured that practice has changed and is being
embedded.

EY

Pressure Ulcer Deep Dive
LMc presented the report to the Committee and highlighted the following;
• A total of 6,602 of pressure ulcers have been reported in the last 3 years
• Table 5 shows the trajectory for a 50% reduction over 3 years
• An audit of pressure ulcer managements has been completed and findings are
shown in 10.1
• Achievements and outcomes are presented in section 12.0
• Appendix 1 includes the definitions of avoidable and unavoidable with photos of
the grading of ulcers.
JH asked if there was any mechanisms that could prevent or reduce ulcers
progressing. LMc confirmed equipment is available i.e. pressure mattresses. LH felt
more detail was required on the clinical work. FH suggested an audit on outcomes
on a small sample of patients for the January 2017 agenda.

099/16

MH

In-Patient Staffing Assurance Report
FH presented the report to the Committee and highlighted the following;
• 7 wards have been classified in the red zone, 3 of which are shown in May.
• Page 6 executive summary is shown from March to May. Some wards continue
to have problems, the Associate AD is working closely with the wards.
• Herm/St Brelades – FH visited the wards on 15th July and staff were coping well.
• New guidance from NCB has been published on safe staffing which we are
reviewing to ensure we remain complaint with reporting of safe staffing.
LB there has been a significant reduction in agency usage which will be discussed
further at the Board meeting next week.
The Committee accepted the report.

100/16

Trust Wide Smoke Free Implementation
EY presented the report to the Committee and highlighted the following;
• The Trust is expected to be smoke free by 2018.
• Two sites will pilot smoke free from 1st October 2016 (Alumhurst Road and
Glendenning)
• Smoke Free Policy is still in draft form and will be a working document through
the pilot
• A robust training pathway has been developed to support staff and patients.
• The Quality Governance Committee are asked to endorse the approach being
proposed to achieve a smoke free Trust status.
The Committee agreed the proposal.
3
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101/16

Independent Investigation into the Care and Treatment of Mr X, Ms Y, Mr Z inc
EH – update on actions
EY presented the update to the Committee and highlighted the following;
• The report is due to be published soon
• The further action column has been updated to show progress made
The Committee accepted the report.

102/16

HMP Dartmoor Homicide
SO’D presented the report to the Committee and highlighted the following;
• Following an incident in November 2015 at HMP Dartmoor, Dr Caroline Bradley
conducted an external review
• 15 recommendations were made for DHC
• An action plan is attached to the report, which is being worked through
JH how the prisoner had got a job working in the prison kitchen with his previous
history. SO’D confirmed the risk factors are considered on arrival but this is being
addressed further.
SM queried the prisoner not taking his medication in 2.6. IR responded that prisoners
do have the right to refuse medication. SO’D also added that systm1 has improved
the process for those who haven’t taken medication.
FH informed the Committee that the prisoner has requested a copy of the
investigation report. LH felt it might be more appropriate to have someone with him
when he reads the report and IR agreed to do this. Post minute: IR has the report
and letter from FH to go through with the prisoner. To receive an update at the
October meeting.

103/16

IR/
NK

Section 136 Briefing Paper
EY presented the briefing paper to the Committee and highlighted the following;
• There has been an increase in Section 136 activity which presents risks to
effective service delivery. Plans are in place to manage the risks
• The availability of rooms that are safe and appropriate to host detainees becomes
more problematic with increasing numbers of simultaneous detentions. This also
creates a pressure on resources (physical and staffing) and has been added to
the risk register.
• St Ann’s cannot meet the demand as only a single suit.
• Work continuing with the police.
The Committee agreed this was a very good report. LH asked for a report to come
back at the end of the financial year (April 2017 meeting) to ascertain progress made.

104/16

EY

Internal Assurance Report
HMc presented the report to the Committee and highlighted the following;
• Summary of findings detailed in section 3
• Urgent Care have resolved the lone working issue with having additional
reception staff hours to cover the MIU opening times.
LH requested more detail of the “must dos” for the next meeting.

HMc

The Committee accepted the report.
4
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105/16

Board Assurance Framework 2016/17
KE presented the report to the Committee. The Committee notes the key risks
identified in section 1.2. KE added that he meets with the Lead Directors regularly.
The Committee accepted the report.

106/16

End of Life Vision
SO’D presented the vision to the Committee and highlighted the following;
• Following the CQC visit one of the recommendations was to have an End of Life
Care Strategy, but the Trust felt a vision was more appropriate.
• The vision includes 6 ambitions and has 8 supporting foundations to support the
development and implementation of the vision.
• The Trust has presented a proposal to Dorset CCG to facilitate the development
and improvement of community palliative care services pan Dorset, implementing
a single model of service in all localities for patients approaching the end of their
lives that will be provided by the District Nursing Service in the community. This
will begin with a consultation.
SM asked for more detail in box 4 on page 4 regarding the 8 ambitions, to include
what really matters to patients and their families.

FH

The Committee agreed the vision.
107/16

Update from MHA Legislation Committee
No update as meeting not quorate and therefore cancelled.

108/16

To Receive Annual Reports 2015/16
Reducing Restrictive Interventions Annual Report
EY presented to the Committee. The report focusses on progress within Adult Mental
Health Services. Progress should be considered as a consequence of combined and
collective efforts to improve safety and patient experience. Overall incidents of prone
restraint have decreased by 23% from 165 in 2014-15 to 127 in 2015-16 (year 2).
The largest improvements for this target have been seen in Linden (89% reduction),
Haven Ward (43% reduction), Waterston (31% reduction) and Melstock (20%
reduction).
The Committee discussed the report being Trust wide i.e. to include Pebble. EY
agreed to bring back an updated report to the October meeting.

EY

Looked After Children Annual Report
FH presented to the Committee. A CQC review of health services for Children
Looked After in Dorset took place in November 2015. This review did not include the
local authority areas of Bournemouth and Poole. Recommendations listed in 2.5.1.
DHC have successfully recruited more Health Visitors.
The Committee accepted the report.
Safeguarding Children’s Annual Report
FH presented to the Committee. There is a requirement for the Trust Board to
receive an annual report on the safeguarding arrangements for all the Trust. The
annual report ensures that there is a clear line of accountability from front line
5
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practitioners to the Board. There is a Named Nurse and Named Doctor for
Safeguarding Children. Recommendations from the Saville investigation have also
been included. An external review of safeguarding is planned for August.
The Committee accepted the report.
Safeguarding Adult’s Annual Report
FH presented to the Committee. The implementation of the Care Act (2104) places a
duty the Trust to work in partnership with other agencies and communities to prevent
harm from occurring to vulnerable adults and to respond appropriately when risk of
harm is identified. DHC staff also have a new responsibility to undertake the
nominated enquirer role to make enquiries into safeguarding concerns regarding the
care provided by DHC service.
The Committee accepted the report.
Infection Control Annual Report
FH presented to the Committee. The report provides assurance to the Board and the
public on compliance with the Health and Social Care Act 2008: Code of Practice on
the prevention and control of infections and related guidance (commonly known as
The Hygiene Code) and also in relation to National Institute for Health and Clinical
Excellence (NICE) guidance. There were 14 cases of Clostridium difficile infection
reported for the year 2015-16 against the target of 12. This was an increase in cases
from 2014-15 when 8 cases were reported.
The Committee accepted the report.
Serious Incidents Requiring Investigation (SIRI) Annual Report
LMc/FH presented to the Committee. It is a national requirement for all Trusts to
carry out comprehensive reviews of serious incidents reported via incident reporting
using the online reporting system to ensure that risks to patient safety are minimised
where possible and lessons are learnt and shared. There were 137 incidents
reported in 2015/16 that met the Serious Incidents Requiring Investigation (SIRI)
criteria. The Mortality Governance process has been reviewed following the
publication of the review into Southern Health Trust. From April 2016 onwards all
inpatient deaths are being recorded within the incident reporting system and mortality
data will be included in the monthly and quarterly moderate harm and above incident
reports to the Executive Quality and Clinical Risk Group.
FH added that the CQC will be visiting DHC on 16th/17th August regarding reviewing
of investigation of deaths and will be interviewing key staff.
The Committee accepted the report.
Patient Experience Annual Report
FH presented to the Committee. Over the past year the Trust has continued to use a
variety of different methods to collect feedback from patients and carers about their
experience with the Trust. These have included the use of Handheld Devices, Local
Surveys, Patient Stories, Focus Groups and Forums/Events. Overall satisfaction with
services provided found that 92% of inpatients rated their overall care as ‘excellent,
very good and good’. Similarly 93% of community patients rated their overall care as
‘excellent, very good and good’.

6
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LH felt this was a very positive report and asked for staff to be thanked.
The Committee accepted the report.

Complaints Annual Report
FH presented to the Committee. Throughout 2015/16 the Trust received 421
complaints. The highest proportion of complaints received being from Dorset Locality
(159) and Poole & East Dorset (154), 172 (41%) of complaints were upheld, 48
complaints were re-opened due to complainants being dissatisfied with incomplete or
factually incorrect responses and 24 complaints were withdrawn by complainants.
The largest increase occurred within the community mental health teams, crisis home
treatment team, podiatry and pain clinic services. The most common themes for
complaints this year were ‘Access to Treatment or Drugs (107) equating to 25% of
the total number of complaints received and clinical treatment (82 – 19%).
7,084 compliments (written and verbal) and 2,276 PALS enquiries were received.
RS felt that the proportion of complaints are now dealt with at source/locally and dealt
with at the time, which has proved beneficial for all involved.
The Committee accepted the report.
Clinical Audit Annual Report
FH presented to the Committee. The report summarises the clinical audit activity for
2015/2016 which can be found at “year at a glance” on page 2.
LH felt that the limited assurance should have a clear action plan and timescale.
The Committee accepted the report.
109/16

Any New Risks or Change to Existing Risks Identified? None identified.

110/16

Agree reports matters; To be escalated to the Trust Board
• Summary of Annual Report 2015/16 already on the Board Agenda.
To be included in the report of the Chair to the May Meeting of the Council of
Governors
• LH/FH to complete following this meeting

111/16

Feedback from meeting/Value of Meeting/Achieving Goals
NY felt that the agenda was very heavy with annual reports and didn’t feel that there
was the usual in-depth discussion that he and the other NEDs could add to. LH/FH
confirmed that the annual reports needed to come to this meeting first before Board
sign off. This has now been added to the 2017 meeting schedule so annual reports
will be seen over a few meetings.

112/16

Any Other Business
Standardised Approaches to QI, Strategic Direction and Planning – LH, NK and FH
will be meeting soon and asked for any further ideas and suggestions of places to
visit to be sent to them.

113/16

Date of Next Meeting:

20th October 2016, 2 pm, MR3

7
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MINUTES OF THE AUDIT COMMITTEE
25 July 2016, 0930, Meeting Room 3, Sentinel House
Members:

John McBride (Chair)
Lynne Hunt
Peter Rawlinson
Nick Yeo

Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

Attending:

Chris Balfe
Angela Bartlett
Jackie Chai
Vicky Davies
Keith Eales
Penny Headlam
Libby Horsfall
Sasha Lewis
Patricia Scott
Karen Travers
Sandra North

Lead Governor
Governor Observer
Director of Finance
Director of Audit TIAA
Trust Board Secretary
Interim Assistant Director of Finance
Data Quality Lead
PricewaterhouseCoopers
Governor Observer
Local Counter Fraud Specialist
Minutes Secretary

Apologies:

Anna Blackman
Fiona Haughey
Mark Stabb

PricewaterhouseCoopers
Director of Nursing and Quality
Director of Audit TIAA

043/16

Apologies: Apologies as noted above.

044/16

Minutes of the last meeting held 23 May 2016

ACTION

The minutes from the meeting held on the 23 May 2016 were accepted as an
accurate record.
045/16

Actions from Previous Meeting held on the 23 May 2016
010/16 Review Counter Fraud and Security Progress Reports Quarter 4 Report –
All recommendations are assigned to a Director. Action complete.
016/16 Data Quality Assurance – Discussion held with Director of Nursing &
Quality and JC agreed no extra resourcing is required at this stage. The new style
integrated report will identify issues and actions to inform an improved forecast
date for performance achievement. PR requested for future reference a list of
who is responsible for each of the metrics.
027/16 Network security – JC provided a summary of the findings of the network
penetration exercise and progress against actions and recommendations. VD
commented that the Internal Audit programme includes feedback from a recent
meeting of the Audit Chairs across the region that the issue of cyber security
needs to be given greater priority in the Trust. A wide range of assurances about
the Trusts position were provided. JM requested a review of cyber security later
in the year. MS & JC to provide a further comprehensive report to the Committee
later in the year.
029/16 Budgetary Control, Investment assurance and approval process – The
Trust Chair has been looking at how this can be agreed. KE confirmed it will be

JC

JC & MS
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an agenda item for the Trust Chairs meeting.
046/16

Internal Audit Update inc: Reports & follow ups
The Business Continuity audit received a reasonable assurance assessment.
Actions have been taken to ensure business impact analysis is in place and plans
are being finalised. The Disaster Recovery Plan will be looked at in quarter three.
Audits receiving substantial assurance were Safety Alerts and Freedom of
Information.
Confirmation was received that the internal audit plan will not be affected by
current sickness absence as adequate cover is in place.
NY noted a number of audits were planned for September. VD confirmed the CIP
and Budgetary Control follow up would be ready for the October Committee
meeting.

047/16

048/16

Review and Approve Internal Audit Charter 2016/17 (Terms of Reference)
PR queried the escalation process (noted on page 5 of the report). The Chair of
the Audit Committee will be included where an issue arises that requires urgent
attention.

VD

Review Counter Fraud Quarter 1 Report
KT presented the report. It was noted that the Counter Fraud Assurance Tool
achieved an overall rating of green.
Some areas in Prevent and Deter were rated as amber and KT explained that
standards had changed last year in this area. To achieve a green rating problems
must be identified, rectified and the outcome reported on, hence this will take time
to move the amber ratings to green.
Procurement and invoicing were rated as amber. Following risk assessments and
work already undertaken LCFS did not believe either of these areas pose a
significant risk to the organisation.

049/16

Counter Fraud Annual Report
The report was received and noted.

050/16

Review the Effectiveness of those carrying out Counter Fraud
VD & KT left the room at 10:12 for the duration of this item.
It was noted that as at 1 July 2016, the contract for Counter Fraud service was
novated to TiAA, who also supplies the Trust with internal audit services.
JC provided feedback received from Directors. Discussion took place and it was
noted the service was good and no issues were raised.
JC will provide feedback separately to LCFS with a request that consideration be
given to benchmarking work being undertaken to inform the next audit plan.

051/16

PriceWaterhouse Cooper Report
SL reported that all accounts had been filed on time. An update of the final report
had been distributed to Audit Committee members.
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A meeting with JC, PH and the Interim Chief Financial Accountant has taken place
to discuss lessons learned from this year’s Accounts and Annual Report.
052/16

Review the Effectiveness of External Audit
SL left the room at 10:26 for the duration of this item.
Discussion took place and it was agreed an effective service and good
relationship exists between PwC and the Trust.

053/16

Policy for Supply of Additional Services by the Trust’s Appointed External
Auditor (for recommendation to the Council of Governors)
JC presented the policy which sets the parameters to safeguard Auditor objectivity
should there be occasions where the Trust wishes to buy extra services from PwC
over and above the audit work already provided. This would ensure there is no
conflict of interest.
Discussion took place and the limit was agreed. This can be reviewed at a later
date if necessary.
The Audit Committee is responsible for setting the policy but it was agreed that
the view of the Governors would be sought since it is they who appoint the
external auditors.
ACTION
JM will raise the item at the next Council of Governors meeting.

054/16

JM
Data Quality Assurance
JC presented the paper and reported that Executive Directors have been
reviewing and reflecting on where the Trust is with Data Quality. Discussion took
place on the data quality assurance.
The Committee considered the progress being made with data quality assurance
that there is a programme of work in place and that time is needed to address this.
JC reflected that overall the impression may be overly pessimistic. LH
commented that for some metrics shown as “low” confidence level could be better
described as “unknown”. JC reported that some metrics were being improved to
“moderate”. The Committee were content with this so long as full justification is
provided.
The Committee felt this continues to be an important area requiring improvement
and reaffirmed its satisfaction with the thorough process which is underway to
review data quality.
ACTION
PR requested assurance on why some areas have been improved and what
difficult ones are being focused on now.

055/16

JC

Board Assurance Framework & Risk Register
KE presented the paper and advised a review has been carried out by Lead
Directors. Narrative from each Director details what the focus will be on and the
resulting impact and likelihood of an issue reoccurring.
Discussion took place and the Committee felt there should be a separation of the
short and medium term financial risks. As currently drafted the Committee felt it
could be inferred that the Trusts medium term position had improved when it is the
in-year position that has improved.
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KE agreed that the oversight of the BAF will rest with the Executive Groups and
then the Board with the Audit Committee looking at the overall process and
system risk.
056/16

Feedback from the Regional Audit Chairs meeting
JM provided feedback from the Regional Audit Chairs meeting and said there was
growing concern about where STP’s are going and if governance arrangements
and involvements of Boards have been adequately thought through. KE
commented that this was an increasing concern nationally and had been given
prominence at the recent NHS Providers Governance Conference. It was
recognised that ensuring appropriate governance arrangements were in place for
the Dorset STP would be a matter of concern to the Trust Board.
The issue of Cyber Security was raised as already noted in item 045/16.
JM reported that the following items were discussed:
 concerns about the building financial pressures on the Acute hospitals
 Federations of GP’s bidding for CCG led work
 some FT’s asking if they can run GP practices
 CCG’s involvement in facilitating collaborative working
 Internal Audit opinions on financial systems across the region were felt to
be sound
 Sharing of ideas and best practice where Trusts are with CIP and QUIPP
should be better presented
JC confirmed that conversations regarding the Dorset Care Record, eProcurement and back office services were already taking place with local
organisations.

057/16

Minutes of last Quality Governance Committee
The minutes were noted.

058/16

Points to Escalate to the Board




Issue on the BAF short and medium term financial position
STP governance
Council of Governors view to be sought on the Policy for the Supply of
Additional Services by the Trust’s Appointed External Auditor

059/16

Forward Plan
No changes required.

060/16

Any Other Business
None

061/16

Date of Next Meeting
24 October 2016, 0930-1200, Meeting Room 3
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Agenda Item 14iii

Summary Minutes of the Appointments and Remuneration Committee Meeting held
at 5.10pm on Wednesday 28 September 2016 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB
Present:
Peter Rawlinson
Ann Abraham
David Brook
Lynne Hunt
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 (except for part of minute 80/16)
Director of Human Resources (except for part of minute
80/16)

Apologies:
John Hughes
Sarah Murray

Non-Executive Director
Non-Executive Director

76/16 Welcome and Apologies
The Chair welcomed members to the meeting. The apologies received were noted.
77/16 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, the
Director of Human Resources and the Trust Secretary.
78/15 Minutes: 27 July 2016
The minutes of the meeting held on 27 July 2016 were approved as an accurate
record.
79/15 Matters Arising
The Trust Secretary submitted, and the Committee noted, the matters arising report.

80/16 Executive Director Appraisals for 2015/16 and Objectives 2016/17
The Chair of the Committee explained that the terms of reference required it to
receive a report from the Chief Executive on the outcome of the appraisal of
Executive Directors and to agree, with the Chief Executive, their objectives for the
year.
The Chief Executive explained that he had distributed, to Committee members,
information on the appraisal of each Director and their individual objectives for
2016/17.
It was agreed that Committee members would comment on the draft objectives
outside of the meeting. If no material issues were raised the objectives would be
agreed by the Committee electronically.
Committee members discussed the outcome of the appraisals (with the Director of
Human Resources and Trust Secretary leaving the room for the duration of the
discussion).
The Committee
(a) noted the outcome of the appraisal of Executive Directors;
(b) agreed that comments on the objectives for Executive Directors would be
distributed between Committee members outside of the meeting.
81/16 Chief Executive’s Annual Objectives
The Trust Chair submitted a revised Policy and Procedure for the Appraisal of the
Chief Executive and objectives for the Chief Executive for 2016/17.
Consideration was given to Chief Executive appraisal arrangements.
The Committee agreed:(a) The revised Policy and Procedure for the Appraisal of the Chief Executive,
which would be reviewed annually and included in the annual cycle of
business for the Committee;
(b) The objectives for the Chief Executive for 2016/17.
82/16 Executive Structure
The Chief Executive advised that he would be submitting, to the next meeting of the
Committee, a report on the proposed Executive team structure. The Chief Executive
gave an overview of the key options and preferred approach.
The Committee noted the interim report from the Chief Executive.
83/16 Very Senior Management Remuneration
The Associate Director of Human Resources submitted a report on the cost of living
uplift for senior staff in 2016/17.
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The report explained that the Board had agreed that the national 1% pay awarded for
2016/17 would be implemented for all staff on national conditions of service. The
position of Directors would be reviewed by the Committee.
Arrangements were considered for staff who are not Directors and not on national
conditions of service and an uplift of 1% was agreed for one of these post holders
taking account of the particular circumstances
The report also explained that, historically, the baseline salary for Directors had been
consistent with the maximum pay point of Agenda for Change Band 9. Following the
application of the pay award for 2016/17, the baseline salary for Directors was below
the maximum pay point of Agenda for Change Band 9. The Committee noted the
position.
The Committee agreed to note the position in respect of Director pay and the
relationship with Agenda for Change Band 9 and to receive a report at the
October meeting on any matters requiring further consideration.
84/16 Annual Cycle of Business
The Committee noted the work programme.
The Committee agreed that the Trust Secretary would review the programme to
confirm the appropriate timing for the review of Executive Director salary
benchmarking.
85/16 Date of Next Meeting
It was agreed that the Trust Secretary would ascertain availability for a meeting at
either 10.30am on Tuesday, 25 October (in place of the quarterly meeting between
Chairs and Non-Executive Directors) or 10.30am on Wednesday, 26 October 2016.

Signed:

Date:

Peter Rawlinson, Chair
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Agenda Item 15

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
January

February

March

April

May

June

July

September

October

November

NHSI Q3
submission

Safe Staffing
six monthly
Report

Proposed
Quality
Priorities for
17/18

NHSI Q4
submission

Annual SUI
Report

NHSI Q1
submission

Six month
staffing
review

NHSI Q2
submission

Approval of
the two-year
operational
plan

Operational
Plan 2017-19
Final version

Nurse
Revalidation
Update

Final
Operational
Plan 2017/18
and STP
update

Special
Meeting:
Annual
Account and
Accounts/
Quality
Report
Year-end
review of
2016/17
Annual plan
deliverables

Annual Adult
and
Children’s
Safeguarding
Reports

Quarterly
review of Well
Led action
plan

MoU with
Bournemouth
University

Hidden
Talents
update

Stages of
Excellence
update and
Review of
strategy
assessment

Budget
2017/18

Approval of
Trust Annual
Plan 2016/17

Annual
Infection
Prevention &
Control
Report

MoU with
Bournemouth
University

Annual Plan
Delivery
progress
report

Emergency
Planning
Resilience
Statement (in
CEO report)

Agenda Item 15

Equality and
Diversity and
Health and
Wellbeing
Annual
Reports
Quarterly
review of the
Well Led
action plan

models
Draft budget
2017/18

Approval of
corporate
objectives
Equality
Objectives
2017/18

Quarterly
BAF review
Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing report

Going
Concern
Report

Staff Survey
results
Quality
Improvement
Plan monthly
update

Annual
Report of
Audit
Committee
Chair

Annual
Report on
Reducing
Restrictive
Interventions

Monitor selfcertification
statements

Annual
Report on
Complaints

Staff Survey
results

Quality
Improvement
Plan monthly
update

Annual
Report on
Patient
Experience

Quality
Improvement
Plan monthly
update

Quarterly
BAF review
Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing
report

Quality
Improvement
Plan monthly
update

Quarterly
review of BAF
Quality
Improvement
Plan monthly
update

Quality
Improvement
Plan monthly
update

Quarterly
BAF review
Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing
report

Quality
Improvement
Plan monthly
update

