Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held 25 July 2018 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,

Andy Willis
Chair
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Agenda Item 3

Patient Story
Part 1 Board Meeting 25 July 2018
Author

Dawn Dawson, Director of Nursing, Therapies and Quality

Purpose of Report

To consider the patient experience of our service

Executive Summary
The report is being submitted to the Board for consideration, reflection and to highlight the experience of
a gentleman who has made significant changes to his life following his diagnosis of diabetes.

Recommendation

The Board is asked to consider and discuss the report and agree any
follow up actions as required.

DS - A Patient’s Story
The patient was assisted in providing the story by Julia Yeates, Patient Experience Co-ordinator.
DS is an 38 year old man who lives in Bournemouth. In 2015 DS had an operation on his Achilles
tendon. Unfortunately this was not successful and he was left in a cast and then a boot. He had a
second operation, where bone was removed from his hip and used to help the bone to form in his foot.
His foot was also pinned. The wounds healed but, unfortunately, there were further complications which
meant a third operation. Prior to his operations DS played football and was not overweight.
After his operations DS weighed 122kgs, over 19 stones. Unfortunately, due to his long period of illness
his position at work became under threat as he was not able to carry out his role. Luckily, he was
offered voluntary redundancy from his well-paid job in retail. DS visited the doctor for thrush and had a
diabetes test. His BMI was 34.96 and he had a very high HBA1c level. The doctor prescribed three
separate medications and statins. He was also referred to the Diabetes Education Programme.
He was also seeing the physiotherapists at Royal Bournemouth Hospital for his foot and began to visit
their gym regularly. He said their help and support was magnificent. He explained that going to the gym
for physio really was a springboard for him. He explained that he had never been in a gym before. He
explained that the physiotherapists at Royal Bournemouth now refer to him as their pinup!
DS visited the Diabetes Education Programme and undertook the three sessions. He found the
information useful despite having a fairly good knowledge of the disease because his mother is diabetic.
He says that he realised he was going to have to make a significant change in his lifestyle. He knew his
mother and her friends did not seem to try and manage the disease as well as he thought they could.
He decided he would be different and to really engage with the advice he was receiving.
One of his motivations to change was to be there for his children’s children. So he began an exercise
and healthy eating programme. With his food, he used the information he had learnt from his courses at
the Diabetes Education Programme and made better choices. He then reduced the amount of food he
was eating by only using tea plates.
In regards to his exercise he initially tried to find something he
really enjoyed and began with table tennis, playing in Boscombe Gardens. He then had to walk back up
the hill to get home. He explained that without his experience under the care of the physiotherapists at
Royal Bournemouth, he really would never have considered going to Littledown to use the gym. He
feels that safe introduction to a gym environment took away the anxiety and fear of walking in to a public
gym.
He has now lost 44 kgs (nearly 7 stone) and is pre-diabetic. He takes no medication for his diabetes
which is now completely controlled through his lifestyle. He looks back at his diet when he was going
through the issues with his foot and admits his diet was bad, he ate comfort food and ice cream and was
constantly thirsty. He now enjoys healthy food but still has a Chinese meal once a week. To control his
alcohol calories, when meeting up with his male friends he now arrives a couple of hours after everyone
else and leaves a little early. This way he does not get caught in the cycle of buying rounds and feeling
he cannot leave.
DS says he feels younger. He incorporates walking into his day whenever possible and goes to the gym
almost daily. He now helps other friends who are diagnosed with diabetes and a friend recently has lost
six stone.
He was very happy with the information on the courses from the Diabetes Education Programme but is
concerned that some attendees really did not grasp how serious diabetes could be. He felt some were
of the opinion that the tablets would do it all and they did not need to change. He wonders if a little more
information with a shock factor i.e. how many diabetics lose a limb or their eyesight, could help people
who do not have a strong will. He now does voluntary work for Victim Support and is currently looking
for a new role, perhaps within the NHS.

Service Feedback:
We are delighted that DS was able to use the information provided on the Diabetes Education
Programme to make lifestyle changes that resulted in him controlling his diabetes with lifestyle alone.
The Diabetes Education Programme aims to empower and motivate people newly diagnosed with type 2
diabetes
Individuals approach a diagnosis of diabetes in different ways. Whilst people like DS use the diagnosis
as a motivator for change, for others it takes a while for the seriousness of the condition to register. The
programme is structured to include information about diabetes complications, what they are and actions
to reduce the likelihood of complications.
People attending the programme don’t remain under the care of the service but rather go on to be
looked after by GP surgeries. Whilst the programme educators have long term outcome data and
patient feedback to evaluate the programme, it is good to hear about the impact on an individual.

Department/Ward/Unit:

Diabetes Education Service

Locality:

Integrated Community Services, Specialist Services

Triangulation data:

01/04/2018 to 30/06/2018

Compliments

1 April 2018 – 30 June 2018

Friends & Family
Test

Number of responses:
Likely to Recommend and
higher:

Nil
100%
78 Responses April to June
Complaints

Nil.

Service Specific
Survey

NHS Choices
Reviews/
Online
Comments

No reviews or online comments.

Service
Feedback
(a selection of
comments)

I found this process very informative identifying what Diabetes is and how best to
manage the process to improve my health.

Diabetes Education
Questionnaire available. No
responses since 1/4/2018.
Hard copies available, moved
to Gather July 2018

Very helpful and educational, clear parts and made it so much easier to understand
Diabetes.
Clearly explains diabetes, what you can and can’t do/ should be doing. Good
explanations re-diet and changes needed. Encourages you to take appropriate action.
Lots of help and advice given in a friendly way - not preaching!! lovely staff.

Agenda Item 4

Minutes of the Board of Directors Meeting held at 1pm on Wednesday, 23 May 2018
at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Andy Willis
Ron Shields
Heather Baily
David Brook
John McBride
Sarah Murray
Belinda Phipps
Nick Yeo
Dawn Dawson
Matthew Metcalfe
Nicola Plumb
Colette Priscott
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Nursing, Therapies and Quality
Director of Finance and Strategic Development
Director of Organisational Development and Participation
Director of Human Resources
Chief Operating Officer

In Attendance:
Keith Eales
Kate Hardy
Chris Hearn
Sasha Lewis
Steve Tomkins

Trust Secretary
Improvement and Experience Manager (for minute 63/18)
Deputy Director of Finance (minutes 50/18-62/18)
Director, PricewaterhouseCoopers LLP
Medical Director Designate

Apologies:
John Carvel
Nick Kosky

Non-Executive Director
Medical Director

Governor Observers:
Jan Owens
Scottie Gregory
Sue Howshall
Terry Purnell
Becky Aldridge
Bill Batty Smith
Stephen Churchill
Pat Cooper
Karen Loftus
Phil Redford

Lead Governor, Public Governor, Dorset RoEW
Public Governor, Dorset RoEW
Public Governor, Dorset RoEW
Public Governor, Bournemouth
Partner Governor, Service Users
Partner Governor, Dorset District Councils
Staff Governor
Staff Governor
Staff Governor
Staff Governor

50/18 Welcome and Apologies
The Chair welcomed Board members and Governors to the meeting and reported the
apologies received.
He welcomed, in particular, the Director of Nursing, Therapies and Quality (DNQ)
and the Medical Director (MD) who were attending their first formal meeting of the
Board.
51/18 Patient Story
The meeting commenced with a mother of a five month old baby talking about her
experience of the Trust Health Visiting service.
The patient explained that her baby would cry and scream after being fed. After
initially being seen by a midwife, the mother had been visited by a Health Visitor. The
Health Visitor was particularly sympathetic, caring and supportive and had advised
that the mother visit the GP.
The Health Visitor had continued to be supportive, discussing the situation with the
mother and her husband. After the position improved, she had provided her phone
number for further advice if it was required.
The mother concluded by commenting that she had felt more listened to by the
Health Visitor than any other service she had encountered to discuss her son’s
weight and feeding difficulties.
Clarification was sought as to whether the good practice highlighted and the
provision of the Health Visiting service in general would be embedded in the hubs.
The Chief Operating Officer (COO) advised that this would be the case. He
highlighted that the commissioning approach to health visiting would be changing in
the near future, with responsibility passing to local authorities.
Board members considered that the story highlighted the importance of effectively
managing transitions in care between services and organisations.
The Board thanked the patient and noted her story.
52/18 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
53/18 Minutes: 31 January and 7 March 2018
The Board approved as a correct record the minutes of the meeting held on 28
March 2018. The summary of the private meeting held on 2 May 2018 was noted.
Clarification was sought on the reasons for the full minute of the meeting held on 2
May not being submitted for approval.
The Chair explained that a Part 2 item would be required to approve the minutes. He
had undertaken, at the Council of Governors meeting on 9 May, to have a further
discussion with Governors about attendance for Part 2 items. It was considered
appropriate to complete these further discussions before holding a Part 2 meeting.
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This was due to be discussed at the Council of Governors development day on 21
June.
It was emphasised that the item had been discussed in Part 2 on 2 May for reasons
of commercial confidentiality.
54/18 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
The actions completed and the target dates for submission of items to the Board
were noted.
The Trust Secretary drew attention to those matters for which revised submission
dates were proposed.
With regard to the implementation of the Clinical Services Review (CSR)
recommendations for integrated community services, the Director of Finance and
Strategic Development (DoF) advised that it was proposed to defer the item to align
its submission with the preparation of the Dorset estates plan.
The Board:
(a) noted the report; and
(b) agreed that the following items would be deferred to the July meeting of the
Board:
•

866/17; an update on the implementation of the annual strategic
staffing review recommendations;

•

867/17: proposals for implementing the Clinical Services Review
recommendations for integrated community services; and

•

873/17; a presentation on the sustainable development management
plan.

55/18 Chair’s Report
The Chair reported on his continuing programme of visits to Trust sites.
56/18 ISA 260 Annual External Audit Report
The Director, PricewaterhouseCoopers LLP (PwC) introduced the ISA (UK) 260
report, which had previously been reviewed by the Audit Committee on 16 May 2018.
The Director, PwC advised that the audit was substantially complete and it was
anticipated that the Annual Report and Accounts 2017/18 would be signed off for
submission on Friday. The deadline for submission of the document to NHS
Improvement was Tuesday 29 May 2018.
The Director, PwC drew particular attention to:
•

The anticipated unqualified opinion on the financial statements;
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•

The anticipated unqualified opinion on the use of resources, which was an
improved position on the previous two years; and

•

The unqualified opinion in respect of the Quality Report.

The Chair of the Audit Committee advised that the ISA (UK) 260 report, and the
judgements that had been made in the preparation of the accounts, had been
reviewed in detail by the Audit Committee. The Committee had highlighted that the
surplus for the year, after the removal of one-off items was £65,000. This compared
with the surplus in the financial statements of £6M.
The Committee noted the ISA (UK) 260 report.
57/18 Letters of Representation
The Director of Finance and Strategic Development (DoF) submitted the Letter of
Representation to PwC and the mirror letter prepared by the Chief Executive
providing assurances in respect of the representations made.
The Board noted that the Letter of Representation in respect of the Quality Report
had been tabled.
The Board authorised the Chair and the Trust Secretary to sign the Letters of
Representation and agreed that more accessible public summaries would be
produced of the Annual Report and Quality Report.
58/18 Approval of Annual Report and Accounts 2017/18
The Board received the draft:
•
•
•

Financial Statements
Annual Report
Quality Account

The Chair of the Audit Committee advised that the draft documents had been
reviewed by the Audit Committee on 16 May 2018. It was noted that there had been
no material change to the content of the documents since that meeting.
The Chair of the Audit Committee advised that the Committee had emphasised the
importance of more accessible, public summaries being prepared of the documents.
The Board endorsed this view.
The Board agreed the Financial Statements, Annual Report and Quality
Account for submission.
59/18 Board Briefing
The Trust Secretary submitted the Board briefing for May.
The briefing included information on the new National Network for Community
Services, the Kings Fund Publication ‘Transformational change in health and care:
Reports from the field, the decision of NHS Improvement (NHSI) to move the Trust to
segment 1 under the Single Oversight Framework, recent publications on mental
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health and learning disability services and the outcome of the first meeting of the
Board Task and Finish Group on finance.
The DNQ reported on the Trust involvement in the national Transforming Perceptions
of Nursing and Midwifery Virtual Hackathon held on 15 May 2018. The Trust entry
had been awarded second place.
The Board noted that over 200 staff had participated in the recent Learning at Work
Week.
The Board noted the Briefing for May.
60/18 Chief Executive’s Report
The Chief Executive (CEO) gave a verbal report to the Board on key issues.
The CEO drew attention to:
•

The agreement reached in respect of the transfer of the remaining ward at St
Leonard’s Hospital to The Royal Bournemouth & Christchurch Hospitals NHS
Foundation Trust site. The CEO advised that the Trust was continuing to
provide support to staff affected by the change;

•

The development of the consortium to bid for the tender for urgent care
services in the County;

•

The pending announcement that Dorset would be selected as an integrated
care system;

•

Local government restructuring in the County and the progression of the
necessary legislative arrangements in Parliament. It was understood that
shadow councils were expected to be in place by 10 June; and

•

The continued development of the Dorset Estates Strategy and the list of
priority schemes required to deliver the CSR recommendations. The CEO
confirmed that the anticipated total cost of the community schemes required
would be confirmed in June.

The Board noted the report.
61/18 Board Integrated Corporate Dashboard
The MD introduced the dashboard for April.
The dashboard highlighted, in particular:

•

The replacement of internally set thresholds with statistical process control
(SPC) charts;

•

An increase in the number of violent incidents towards staff, which was the
highest number experienced in the last two years;

•

The number of delayed transfers of care from community hospitals which was
above the threshold for the month;
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•

A significant improvement in the Friends and Family Test response rate for
hospitals; and

•

A significant reduction in avoidable pressure ulcers, particularly those
acquired in the community.

The COO drew attention to Haven ward and the impact of the increased acuity of the
patients being cared for by the team, for example in respect of the number of violent
incidents towards staff. Additional staff had been placed on the ward to ensure the
continued provision of a safe level of care.
Clarification was sought with regard to the benefits of adopting SPC reporting,
particularly with regard to identifying areas requiring Executive focus. The COO
commented that the Executive was continuing to develop the use of, and gain the
benefits from, SPC reporting.
Clarification was sought with regard to the additional actions required in respect of
delayed transfers of care. The COO advised that delayed transfers and the additional
action required would be discussed by the Executive the following day.
The Board noted the dashboard for April.
62/18 Trust Finance Report for April 2018
The Deputy Director of Finance (DDoF) presented the Finance Report for April 2018.
The Board noted that at the end of April the Trust surplus of £684,000 was £151,000
ahead of the budget. It was anticipated that the quarter one control total would be
met.
Agency expenditure was £342,000 in April, which was within the NHSI ceiling and the
Trust internally set target.
The Board noted that £2.2m of the cost improvement programme (CIP) had been
banked in April, against the annual target of £8.7m. It was highlighted that the
savings achieved to date were significantly lower than those achieved at the same
point in the previous year.
Capital expenditure was £0.1m for the month.
The Use of Resources Rating within the Single Oversight Framework was 1, which
was in accordance with the plan for the year.
Board members commented that, as the quarter progressed, additional analysis
would be required in respect of the CIP for the year and the actions being taken in
respect of each of the projects. It was noted that this information was reviewed by the
Executive Performance & Corporate Risk Group.
The COO commented that the increasing level of agency expenditure in mental
health services was a reflection of the acuity of the patients being cared for. It would
be important for the oversight of agency expenditure to be maintained despite these
challenges.
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The Board noted the Finance Report for April 2018.
63/18 Staff Survey 2017
The Director of Organisational Development and Participation (DODP) submitted a
report setting out the results for the Trust of the NHS Staff Survey for 2017.
The Improvement and Experience Manager gave a presentation highlighting key
aspects of the results. The presentation identified areas where the Trust had
performed well, areas for improvement and benchmarking information in respect of
similar Trusts.
Clarification was sought as to whether or not detailed information on the survey
results was available to teams. The Improvement and Experience Manager advised
that this was the case. The detailed information was used as a basis for action
planning.
Clarification was sought as to whether or not key actions had been identified which
would have a material impact on the Survey results. The DODP advised that
improving the staff experience was key. A number of actions had been identified in
conjunction with Staff Governors.
Clarification was sought as to whether action plans were produced in response to the
Survey results. The DODP advised that key actions were identified. The intention
was, wherever possible, for these to be integrated into existing action plans.
The Chair asked that a progress report on emerging themes from the action plans be
submitted to the next meeting of the Board.
The Board:
(a) Noted the report; and
(b) Agreed that a progress report on emerging themes would be submitted to
the July meeting of the Board.
64/18 Year-End Review 2017/18 and Stages of Excellence
The DODP submitted a report setting out progress made in respect of the strategic
priorities for 2017/18. The report also set out progress in implementing the strategic
goals, using the Stages of Excellence methodology.
The DODP gave an overview of the progress made over the year in respect of the
themes of quality, service transformation, partnership and integration, workforce,
finance and organisational development.
The DODP commented that, on the basis of the evaluation, 2017/18 had been a
positive year of improvement and progress against key priorities. In undertaking the
assessment, a variety of independent and external sources had been used to reflect
on progress. These included the Care Quality Commission inspection and the results
of the NHS Staff Survey.
The DODP outlined the progress made in implementing the strategic goals, as
evidenced through the Stages of Excellence methodology. The Board noted that the
recommendation of the Executive was that, given the inflexibility of the model and the
development of the Better Every Day programme, the use of Stages of Excellence be
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discontinued in the Trust. Instead, the annual assessment of progress against the
Better Every Day programme would incorporate a reflection of progress against
strategic goals.
The Board:
(a) Noted the report;
(b) Agreed that the use of Stages of Excellence model be discontinued in the
Trust; and
(c) Agreed that the annual assessment of progress against the Better Every
Day programme incorporates a reflection of progress against strategic
goals.
65/18 Mental Health Strategy Implementation
The COO submitted an outline business case for the mental health strategic outline
programme.
The COO gave an overview of the scope and structure of the business case, and the
strategic, economic, commercial, financial and management assessment that had
been carried out.
The COO advised that four options had been assessed. The option in respect of an
approach of maximum consolidation (option 2) had emerged as the overall
preference. The scope and preferred schemes within this option were noted.
The COO commented that the business case had been discussed with the clinical
leadership within mental health services. It also supported the delivery of the Five
Year Forward View for Mental Health and underpinned the mental health services
elements of the Better Every Day programme.
The Board noted that the cost of the preferred option was £56m, which exceeded the
Trust’s available capital resources. If approved, delivery of the preferred option would
necessitate identifying external sources of funding. A priority programme would be
developed within the preferred option to address specific service pressures.
In discussing the business case, Board members made a number of observations:
•

There was merit in undertaking a further review of the risk assessment within
the business case. The COO undertook to review this;

•

A travel and parking strategy would be required should there be further
development on the St Ann’s Hospital site in Poole. The COO advised that a
consultant would be engaged to provide advice on this;

•

It was noted that administrative services would move from clinical areas and
sites. The COO advised that administrative functions that were integral to
clinical services would continue to be located on the same site;

•

The COO confirmed that the development of a retreat in Dorchester was
consistent with the adoption of option 2;
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•

The COO undertook to review the objectives for the investment to ensure that
they supported a robust post-project evaluation; and

•

Clarification was sought that there would continue to be a focus on providing
community-based solutions; the COO advised that there would continue to be
an extensive community provision. However, the focus of the business case
was on ensuring that the Trust continued to have sufficient support for
patients requiring acute inpatient care.

The Board:
(a) Noted the scale and ambition of the business case for the mental health
strategic outline programme;
(b) Approved the business case and the selection of option 2 (maximum
consolidation) subject to:
•

A further review of the risk assessment that had been completed;
and

•

A review the objectives for the investment to ensure that they
provided a basis for a robust post-project evaluation.

(c) Agreed the priority investment list and the development of the schemes in
Option 2 to full business case in 2018/19; and
(d) Agreed that the Executive identify external sources of funding to support
the implementation of the business case.
66/18 Annual Report of the Audit Committee Chair 2017/18
The Chair of the Audit Committee submitted his annual report to the Board.
The Chair of the Committee gave an overview of the assurance arrangements in
place, the membership of the Committee and attendance during the year, the
effectiveness of the Committee and the oversight and testing of governance, risk
management and internal control processes during the year.
The Board noted the report.
67/18 Reports from Committee Chairs
Audit Committee: 18 April 2018
The Board received a report from the Chair of the Committee on matters discussed
at the meeting held on 18 April 2018. These included a discussion on the future
approach to fundraising, the annual report to the Corporate Trustee and spending
plans for 2018.
Mental Health Legislation Assurance Committee: 30 April 2018
The Board received a report from the Chair of the Committee on matters discussed
at the meeting held on 30 April 2018. These included consideration of the assurance
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dashboard, a report on inspections and the annual report of the Committee for the
year.
The Chair of the Committee advised that eight Mental Health Act Panel Members
required reappointment. The Board considered that the reappointment of these Panel
Members should be delegated to the DNQ in liaison with the Chair of the Mental
Health Legislation Assurance Committee.
Audit Committee: 16 May 2018
The Board received a report from the Chair of the Committee on matters discussed
at the meeting held on 16 May 2018. The Board noted that matters discussed
included the year-end reporting to 2017/18, an update on property maintenance and
the quarter four review of the Board Assurance Framework.
Charitable Funds Committee: 16 May 2018
The Board received a report from the Chair of the Committee on matters discussed
at the meeting held on 16 May 2018. Topics considered included the latest income
and expenditure report, spending plans for 2018, spending ideas generated by Kings
Park Hospital during rapid improvement week, updated Charities Commission
guidance and the need to review how the Committee would operate in future. It was
noted that the last item would be discussed further at the next meeting.
Quality Governance Committee: 16 May 2018
The Board received a report from the Chair of the Committee on matters discussed
at the meeting on 16 May 2018. Key items discussed included the draft Quality
Report for 2017/18, the six monthly review of serious incidents requiring
investigation, the hearing screening incident report, improving Section 136 processes
and a number of annual reports.
In response to a question, the Chair of the Committee was reviewing its method of
working with the aim of streamlining reporting to meetings to enable a focus on key
topics.
The Board:
(a) noted the reports from Committee Chairs; and
(b) agreed that the reappointment of the eight Mental Health Act Panel
Members would be delegated to the DNQ in liaison with the Chair of the
Mental Health Legislation Assurance Committee.
68/18 Care Quality Commission (CQC) Items
CQC Assurance Report
The DNQ introduced the monthly update on progress in implementing the Quality
Improvement Plan following the June 2015 Care Quality Commission (CQC)
inspection and the re-inspection of seven core services in March 2016.
The Board noted that, in overall terms, actions in respect of 40 ‘must do’
recommendations had been completed or were in progress. All 68 ‘should do’
recommendations had now been completed.
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The DNQ advised that assurance visits had taken place to a number of other service
areas which historically had not been inspected by the CQC. The Board noted the
outcome of these inspections.
The Board noted the report.
2017 Inspection Report
The DNQ submitted a report setting out the outcome of the 2017 CQC inspection of
the Trust.
The DNQ gave an overview of the inspection findings, the areas for improvement that
had been identified and areas of good practice seen by the inspection team.
The Board noted that six core services had improved their overall ratings and twoChild and Adolescent Mental Health wards and Forensic Community Services-being
rated as outstanding overall.
The DNQ advised that there were nine ‘must do’ and a further 36 ‘should do’ actions
following the inspection.
The Board noted the report.
69/18 Board Assurance Framework (BAF) 2017/18
The Trust Secretary submitted the quarter four review of the BAF.
The Trust Secretary advised that progress had continued to be made in the
implementation of controls and mitigating actions in respect of each of the risks. The
year-end position had been achieved for all but one of the risks-securing the medium
term financial sustainability of the Trust.
Chair of the Audit Committee advised that the quarter four review had been
considered at the meeting on 16 May. The Committee had concluded that the yearend positions as set out were deemed appropriate.
The Chair of the Committee advised that the importance of addressing the medium
term financial stability of the Trust had been emphasised. The role of the Task and
Finish Group alongside scenario planning by the Board in the Autumn would be
important in this process.
The Chair of the Quality Governance Committee advised that the year-end position
had been reviewed at the meeting on 16 May. It was considered to be reflective of
the progress made over the year.
The Trust Secretary advised that, given the current review of the strategic objectives,
it was proposed to roll-forward the 2017/18 strategic risks to 2018/19. New strategic
risks would be set once the Board had agreed revised strategic objectives. This was
agreed by the Board.
The Board:
(a) Noted the year-end assessment in respect of each of the BAF risks for
2017/18; and
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(b) Agreed that the BAF risks be carried forward to 2018/19 pending
agreement of revised strategic objectives.
70/18 NHS Improvement Self-Certification Statements
The Trust Secretary submitted a report setting out the requirement for the Board to
self-certify in respect of compliance statements issued by NHSI.
The Trust Secretary advised that the Board was required to self-certify, having had
regard to the views of Governors, the position of the Trust in respect of three
statements relating to compliance with the provider licence and aspects of NHS
related legislation.
Details of the three statements and relevant assurance information were set out in
the report. The Trust Secretary advised that the statements and assurance
information had been considered by the Audit Committee on 16 May 2018. The
Committee had recommended that the Board certify compliance with the statements.
The Council of Governors had reviewed the statements and assurance information
on 9 May 2018 and had recommended that the Board certify compliance with the
statements.
The Board agreed to certify compliance with the following statements:
•

That all precautions necessary have been taken to comply with the
Trust Licence, NHS Acts and the NHS Constitution (condition G6(3));

•

That the required governance arrangements have been complied with
(Condition FT4(8)); and

•

That the Trust has a reasonable expectation that required resources will
be available to deliver commissioner requested services (Condition
CoS7(3)).

71/18 Quarterly Freedom to Speak Up Report
The Director of HR (DHR) submitted the quarterly freedom to speak up report.
The DHR drew attention to the new cases raised internally, the work of the Freedom
to Speak Up Guardian and a compliance review of Freedom to Speak Up. The Board
noted that, in the light of this review, future reporting would be enhanced with
overarching figures and an analysis of any issues and emerging themes.
The Board noted the report.
72/18 Review of the Meeting
The Chair invited comments on the meeting and matters discussed.
Board members commented that the agenda for the meeting had been particularly
lengthy. This reflected the fact that the various elements of the Annual Report and
Accounts 2017/18 had been submitted for approval. The Board requested that
consideration be given to other approaches for the distribution of these documents in
future years.
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73/18 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:
•

There was a need to further improve the communication to staff of the
outcome of the CQC inspection. The DNQ undertook to consider this;

•

There was scope for the Trust mental health strategy to be more aspirational,
particularly with regard to the vision for the future. The DODP advised that a
Mental Health Conference was being arranged for the Autumn. One outcome
of this could be the Trust vision for the future of mental health services. It was
considered that the business case discussed earlier in the meeting would be
benefit from the Trust vision being articulated in the document;

•

The Board was congratulated for the Trust being moved, by NHSI, to
segment 1 under the Single Oversight Framework. This segment was for the
highest performing trusts;

74/18 Next Meeting
The next scheduled meeting of the Board would be on Wednesday, 25 July 2018 at
1.00pm at Sentinel House, Poole.

Signed:

Date:

Andy Willis, Chair
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Agenda Item 5

Matters Arising
Part 1 Board Meeting 25 July 2018

1. All items are either on the agenda for this meeting or have a planned submission date.
2. Approval is sought to reschedule two items planned for this meeting to September 2018:
867/17

Clinical Services Review
The Board agreed that re implementing the integrated community services decisions, a more detailed implementation plan be
submitted to the March 2018 Board meeting.
The Board will be aware from workshop discussions about the emerging priorities for implementation. This will feature as part of
a report to the September Board on the Trust capital programme.

873/17

Sustainable Development Management Plan
The Board agreed that the Director of Finance and Strategic Development would report to the Executive Performance and
Corporate Risk Group on the delivery of the Sustainable Development Management Plan and associated risks and update the
Board in due course.
The Executive has reviewed the current plan and considers that there is merit in broadening its scope. This is being taking
forward with a view to a further report being made to the Board in September.
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Minute
856/17

Topic
Patient Story
(Audiology)

Action
The Medical Director would report to the Board on the
outcome of the pathway review.

Lead
NK

Deadline Response
March
An update is provided
2018
in the July Board
Briefing.

866/17

Annual
Strategic
Staffing
Review

The Director of Nursing and Quality would report to the Board
in May 2018 on progress with the actions identified.

DNQ

July
2018
agreed

A report was
submitted to the
Quality Governance
Committee on 11 July
and is referred to in
the Chair’s report.

867/17

Clinical
Services
Review

MM

July
2018
agreed

Deferral requested
until September.

873/17

Board
Assurance
Framework

The Board agreed that re implementing the integrated
community services decisions, a more detailed
implementation plan be submitted to the March 2018 Board
meeting.
The Board agreed that the Director of Finance and Strategic
Development would report to the Executive Performance and
Corporate Risk Group on the delivery of the Sustainable
Development Management Plan and associated risks and
update the Board in due course.

MM

July
2018
agreed

Recommended that
the item is
rescheduled for the
September meeting.

11/18

Integrated
Corporate
Dashboard

The Board agreed that a presentation on psychological
therapies would be made to a future meeting.

EY

July
2018

Item on the agenda.
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32/18

Board Briefing

It was agreed that a report would be made to the May Board
meeting on the action to be taken in response to the outcome
of the gender pay gap information on the Trust.

CP

July
2018
agreed

Update provided in
the Board Briefing.

34/18

Integrated
Corporate
Dashboard

It was agreed that a report would be submitted to the Quality
Governance Committee on the support available in respect of
violence against staff.

CP

July
2018

Completed.

63/18

Staff Survey

The Board agreed that a progress report on emerging themes
would be submitted to the July meeting of the Board.

NP

July
2018

An update is provided
in the Board Briefing.

65/18

Mental Health
Services
Business Case

(a) The Board approved the business case subject to:

EY

July
2018

Completed.

• A further review of the risk assessment that had been
completed; and
• A review the objectives for the investment to ensure
that they provided a basis for a robust post-project
evaluation.
(b) Agreed the priority investment list and the development
of the schemes in Option 2 to full business case in
2018/19; and

Planned for Q4

(c) Agreed that the Executive identify external sources of
funding to support the implementation of the business
case.

To be included in the
item above.
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73/18

Governor
Questions

There was a need to further improve the communication to
staff of the outcome of the CQC inspection. The DNQ
undertook to consider this

4

July
2018

DD

Options are under
review and an update
will be provided at the
Board meeting on 25
July 2018

Agenda Item 8

Board Briefing
Part 1 Board Meeting 25 July 2018
Author

Keith Eales, Trust Secretary

Purpose of Report

To brief the Board on national and local matters of interest.

Executive Summary
This briefing provides Directors with information on a number of national and local topics
that will be of interest to Board members. It is intended to supplement the verbal report from
the Chief Executive.
The Board may wish to note, in particular:
•

The Health and Social Care Select Committee report on its inquiry into the
development of new integrated ways of planning and delivering integrated health
and care services;

•

The annual review of the partnership with Bournemouth University;

•

The recent awards for Trust services;

•

Recent activities of the Council of Governors including a membership engagement
event in Blandford; and

•

Updates on previous Board decisions.

This briefing has not been submitted to any Board Committee.
Recommendation

The Board is asked to note the report.

1

1.

Background

1.1

This report sets out briefing information for Board members on national and local
topics of interest.

2

National Topics of Interest
Health and Social Care Select Committee report-Integrated care: organisations,
partnerships and systems

2.1

The Health and Social Care Select Committee published a report in June following its
inquiry into the development of new integrated ways of planning and delivering
integrated health and care services.
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/650/65002.htm

2.2

The key recommendations from the report were:
•

The Government and the NHS must improve how they communicate NHS
reforms to the public, making the case for change in the health service, clearly
and persuasively;

•

The Department of Health and Social Care (DHSC) and national bodies should
adopt an evolutionary, transparent and consultative approach to determining
the future shape of health and care. The law would need to change to enable
the structural integration of health and care;

•

The national bodies should clearly define the outcomes they are seeking to
achieve for patients by promoting more integrated care, and the criteria they
will use to measure this.

•

DHSC, NHS England (NHSE), NHS Improvement (NHSI), Health Education
England (HEE), Public Health England (PHE) and Care Quality Commission
(CQC), should develop a joint national transformation strategy setting out how
they will support STPs and ICSs.

•

STPs should be encouraged to adopt the principle of subsidiarity so that
decisions are made at the most appropriate local level;

•

ACOs should be introduced in primary legislation as NHS bodies, if a decision
is taken, careful evaluation of pilots, to extend their use. The national bodies
must take proactive steps to dispel misleading assertions about the
privatisation and Americanisation of the NHS including the publication of an
annual assessment of private sector involvement in NHS care; and

•

The greatest risks to accelerating progress are the lack of funding and
workforce capacity to design and implement change. The Government must
recognise the importance of adequate transformation and capital funding in
enabling service change. The long-term funding settlement should include
dedicated, ring-fenced funding for service transformation and prevention.

2

NHS Confederation Mental Health Network Briefing- Independent review of the
Mental Health Act: A summary of the interim report
2.3

This report was published in June 2018.
https://www.nhsconfed.org/resources/2018/06/independent-review-of-the-mentalhealth-act

2.4

The briefing sets out the review's work to date and outlines emerging priority areas.
These areas will be the subject of further focus over the next phase of the review, with
a final report due to be published towards the end of 2018. The briefing also covers the
background, drivers and goals of the review. It also explores each of the 18 areas that
the team will focus on during the next stage
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Local Topics of Interest
Annual Review of the Partnership with Bournemouth University

3.1

The Memorandum of Understanding with Bournemouth University requires an update
to the Board of each organisation on progress with the development of the partnership.

3.2

The Trust continues to work with Bournemouth University. The overall nature of the
relationship between the Trust and the University is set out in a Memorandum of
Understanding, dating originally from 2010 and refreshed in 2015, and were explored
in detail in a paper to the Board in September 2016.

3.3

Areas of collaboration include clinical research work, input into the Pan Dorset Health
and Social Care Academy, training and development for Trust staff across a range of
areas of professional practice, being fellow members of the Primary Care Workforce
Centre Board helping to support workforce recruitment, retention and training in the
community, specific project work commissioned from the University by the Trust, and
the input to training programmes at the University by Trust staff.

3.4

The relationship between the Trust and the University is overseen by a project board,
chaired by the Medical Director, and attended by the Director of Nursing and Quality,
the head of Learning

3.5

The close relationship with Bournemouth University, does not preclude the Trust from
being able to develop joint project working relationships with other educational
providers if the need arises.
Joint targeted area inspection of the multi-agency response to child sexual
exploitation, children associated with gangs and at risk of exploitation and children
missing from home, care or education in Dorset

3.6

Between 21 and 25 May 2018, Ofsted, the Care Quality Commission, HMI
Constabulary and Fire & Rescue Services and HMI Probation undertook a joint
inspection of the multi-agency response to these related areas in Dorset.1 This
inspection included a ‘deep dive’ focus on the response to children experiencing these
vulnerabilities. The report following the inspection was published in July 2018 and an
update can be provided at the Board meeting.
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NHS70
3.7

Earlier this month the NHS celebrated tits 70th birthday. These celebrations will
continue throughout the year. Garden parties, tea parties, cake sales, fetes and other
public celebration events took place at many Trust locations with carers, volunteers
and visitors joining in the fun in some places. There are still more events planned
throughout the summer and our Annual Members’ Meeting in September will continue
the NHS70 theme.

3.8

The Trust has taken part in a number of national initiatives for NHS70. The Armed
Forces Community Health and Wellbeing Team won the national NHS70
Parliamentary Award for mental health care (see below), having been nominated by
two of our local MPs and winning the regional award. The Trust was also one of only
ten NHS organisations in England chosen by the Royal Mint to distribute 2,000 NHSdesign 10p coins as part of its Great British Coin Hunt A to Z.

3.9

NHS70 has been celebrated on the Trust website and in the media. Dedicated pages
include: images of how Trust sites have changed since the 1970s; a batch of images
taken at Sherborne’s Yeatman Hospital during the 1950s, and a photo gallery of staff
celebrating the anniversary on 5 July. A number of short videos have been made,
including a specially-commissioned film about the Victoria Hospital in Wimborne, which
tells the story of the changing face of our community hospitals. A further clip, focusing
on our mental health services and focusing on the launch of The Retreat in
Bournemouth, is currently in production and will be added to the site shortly.

3.10 The Trust has also supplied the Daily Echo, Bournemouth, with a full-page feature
about the Victoria Hospital in Wimborne for its on-going series of NHS70 features (a
further one about The Retreat will follow shortly) and, on the day of the anniversary,
Breastfeeding Advisory Lead Liz Stacey was interviewed about her work live on BBC
Radio Solent as part of an NHS70 special broadcast. In addition, the Trust has
launched a nursing blog showcasing the story of a different Dorset HealthCare nurse
each day throughout July, which is linked to our NHS70 webpage.
Awards for Trust Services
3.11 Recent awards for Trust services include:
•

the Armed Forces Community Health and Wellbeing Team was recognised for
its work in mental health at the NHS70 Parliamentary Awards on 4 July;

•

the Criminal Justice Liaison and Diversion Service won a national award for
patient safety at the Health Service Journal Patient Safety Awards on 9 July.

NHS Providers Governance Conference: 18 July 2018
3.12 John Carvel was asked to join a panel of Non-Executive Directors for a breakout
session at the conference on:
How can we ensure that work in sustainability and transformation partnerships and
integrated care systems is subject to the same rigorous challenge as is commonplace
in NHS boardrooms? Given the strategic insights and independent perspective NEDs
provide, building in appropriate opportunities for challenging the board is essential. In
this session a panel of NEDs discuss their experiences of doing this and the
approaches they have developed with their trusts.
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Council of Governors Engagement Event: 20 June 2018
3.13 The Council of Governors held its first membership engagement event on 20 July in
Blandford.
3.14 Over 120 public and staff members attended to hear a presentation on chronic pain,
given by the Trust Pain Service, led by Meherzin Das, the Trust Lead for Psychology.
3.15 The event was very well received by those attending and featured a lively question and
answer session.
3.16 The Council’s Membership Committee will be considering the development of a
programme of engagement events.
Council of Governors Development Day 21 June 2018
3.17 The Council held a development day on 21 June.
3.18 There were three main topics during the day:
•
•
•

Are We Being Effective as Governors and as a Council?
Engaging with Our Staff; and
Engaging with the Board.

3.19 The Council has agreed an action plan following the day.
Council of Governors Meeting 11 July 2018
3.20 The Council last met on 11 July 2018.
3.21 The main items discussed at the meeting were:
•

A presentation on meeting the psychological needs of people with long term
health Conditions- Steps to Wellbeing Body and Mind;

•

Action planning following the development day (referred to above);

•

Receiving the Annual Report and Accounts 2017/18; and

•

Reviewing the regulatory dashboard.

Clinical Excellence Awards
3.22 The Clinical Excellence Awards Committee met on 31 May 2018 (chaired by the Chief
Executive with the Senior Independent Director also being a member of the
Committee).
3.23 The Committee made a total of 14 awards (from the 18 available).
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4

Updates on Previous Board Decisions

4.1

This section of the Briefing updates Board members on progress with topics included
in the matters arising report (see item 5 on the agenda).
Audiology Pathway Review

4.2

The Medical Director was asked to report to the Board on the outcome of the
audiology pathway review.

4.3

The Patient Story shared at the Board in November 2017, was the catalyst for a review
of the audiology clinical pathway. The case centred around getting an Epley Maneuver
to help with benign paroxysmal positional vertigo. Epley maneuvers are known to be
very good but far from always helpful. Some people will get a partial response and
require the procedure repeated, or get no benefit initially but a significant improvement
subsequently. This clinical outcome is seen when the same clinician repeats to
procedure suggesting that the outcomes are influenced by other factors in addition to
clinician technical skills.

4.4

On discussing the audiology pathway it is felt that Epley Maneuvers are suitable
procedure to be carried out by various members of the primary care, intermediate and
specialist teams - as such it is considered not appropriate to change the pathway given
that the majority of Epley's are successfully delivered in primary care.

4.5

This will be kept under review and if evidence develops suggesting a pathway change
is required this will be addressed.
Gender Pay Gap (GPG) Actions

4.6

From 31 March 2017, all public sector organisation in England employing 250 or more
staff are required to publish gender pay gap information annually, both on their website
and on the designated government website at www.gov.uk/genderpaygap
This summary report updates the actions agreed by Dorset HealthCare following the
publication of the report.

4.7

This is a summary of the actions and progress to date:

Action Point
1. Look closely at the way Clinical
Excellence Awards are awarded
to see if there are any gender
biases and look to address these.

2. Check for any gender bias in our
recruitment information and
appointment processes. Where
any are identified we will look to
remedy this as relevant to
promote a workforce of the
population we serve.

Progress
This scoping work will be undertaken later in the
year due to changes in the way Clinical
Excellence Awards are awarded. The new
qualifying criteria will be reviewed to see if there is
any disproportionate way that they are applied
that impacts on women more than men.
However, the Trust will also ensure any current
application methods and panel reviews are
appropriately representative.
This is part of the unconscious bias training in the
Trust and will be continued to be monitored.
A wider review will be undertaken as part of the
Better Every Day plan on values based
recruitment.
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3. Check for any gender bias in the
uptake of its training offers and
other development processes
and look to remedy this as
relevant.

This is part of the analysis of training in the Trust
and will be continued to be monitored. Any
themes or positive action will be discussed at the
Equality and Diversity Group as and when
identified.

4. Monitor the application of other
policies and procedures, such as
flexible working, maternity leave
and Health and Wellbeing that
could impact on female staff
disproportionately.
5. Check for any indicators from
staff surveys and or exit
interviews that might increase
the understanding of situations.
6. Work with National guidelines
that support ways of reducing a
gender pay gap.

This is ongoing as part of the workforce analysis.
Current task and finish groups are underway

This is ongoing as part of the workforce analysis.

As yet there have been no updates on a National
level of what actions organisations should be
taking to reduce their GPG. However emerging
research from key national organisations has now
been published.

**NB Dorset HealthCare will be concentrating on three key areas (on the basis that they had
the largest differential GPG in favour of men) for better clarification following discussions at
the Trade Union Partnership.
•
•
•

Adhoc employees (GPG 66%);
Medical and Dental (GPG 10.5%); and
Very Senior Managers (GPG) 24.5%

4.8

A fuller and more detailed breakdown of the report data covering all staff bandings will
be reviewed by the Trust Executive team as well as the Equality and Diversity group.
This will be in addition to the actions listed above to ensure a full and detailed action
plan is produced to address some key issues. This will also be discussed as part of the
wider Dorset wide HR work programme.

4.9

The table below shows comparative data for NHS organisations in Dorset:
Organisation
1

Royal Bournemouth and Christchurch

Mean
GPG
23.17%

Median
GPG
4.2%

2

Dorset HealthCare

19.07%

6.56%

3

Dorset County Hospital

31.52%

8.05%

4

Poole Hospital

9.4%

12.41%

5

Dorset CCG

22.02%

16.24%

4.10 The Plan remains to run an additional report in late September/October of this year
and make comparisons to the 2016-17 report to identify any emerging trends. Pending
this, some national research has been undertaken which will guide planning by the
Trust:
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https://www.nuffieldtrust.org.uk/news-item/the-gender-pay-gap-in-the-english-nhs-howdoes-it-vary-by-ethnicity
https://www.fawcettsociety.org.uk/Handlers/Download.ashx?IDMF=f31d6adc-9e0e4bfe-a3df-3e85605ee4a9
4.11 In addition, research suggests that, in the NHS, women’s basic median pay (per fulltime equivalent) was 8.6% lower than men’s. The pay gap varies by occupation, pay
band and age.
Emerging Themes from Staff Survey Action Plans
4.12 Four task and finish groups were established following consideration of the 2017 NHS
Staff Survey results. These were to identify and oversee actions to be taken on crosscutting Trust-wide themes: addressing bullying in the workplace; staff experiencing
violence in the workplace and encouraging reporting; encouraging reporting of
bullying, violence, errors and incidents; reducing work-related stress. Each group has
a named lead and a cohort of members drawn from clinical and non-clinical roles and
services.
4.13 In some instances, the task and finish groups have brought in to one place and
reviewed a range of initiatives already underway. Each group has a detailed action
plan and membership ensures that the task and finish group is connected through to
existing work streams already in place. For example, in the case of reducing workrelated stress, the task and finish group was connected to the launch of the new health
and wellbeing service earlier this month.
4.14 Common to all groups has been the need or desire to go back to our staff to find out
more about their experiences and really understand the issues and barriers. There is
also a common action to strengthen communications and engagement about these
key areas, including reaching out to staff during induction and through learning and
development initiatives. The role of policies has also featured and several policy
reviews are underway to ensure they are concise, clear and supportive.
5

Recommendation

5.1

The Board is recommended to note the report.

Keith Eales
Trust Secretary
July 2018
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Integrated Corporate Dashboard

Part 1 Board Meeting 25 July 2018
Author

Steve Tomkins, Medical Director
Esther Provins, Associate Director of Business & Performance

Purpose of Report

To provide the Board with insight and foresight concerning
Trust performance.
To support effective decision making, highlighting key areas of
exception and good practice.

Executive Summary
The overall position this month under the Are We Safe line of enquiry remains stable
however we have one confirmed case of Clostridium-difficile on Ryeberry Ward due to a
failure to isolate a patient in a timely manner and delays obtaining a sample. Lessons
learned will be reviewed after the investigation has been completed.
Bed occupancy rates, on specialist and non-acute inpatient mental health wards have been
lower in the past eight months whilst Acute Mental Health bed occupancy remains high.
This highlights the fixed nature of our current bed provision, and is set in a context of 9
patients this month being sent out of area due to capacity issues which is a real concern.
We anticipate that the work currently underway to review our estates plan, and to improve
patient flow across our services, will improve this situation. However, we are mindful of the
potential impact of the latter which may result in a higher number of patients being
readmitted within 28 days. We will monitor this and evaluate the impact across our services.
One area that clearly needs to be improved is routine physical health checks of mental
health service users. Targets in this respect are set under the NHS Improvement Single
Oversight Framework as well as an NHS England CQUIN, and our inpatient units in
particular are finding this challenging, largely due to constraints of current systems and
processes – illustrating the impact that historic systems and processes have on
improvement and transformation. The medical director is dedicating time to train and
support these areas to improve, and we will continue to evaluate progress in this respect.

Recommendation

The Board is asked to note the report.
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43-54
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Timetable of Reporting
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Integrated Corporate Dashboard Analysis – June 2018
This paper summarises key messages from workforce, finance, quality and performance
domains, set out by key lines of enquiry.
In this report Statistical Process Control (SPC) analysis has replaced all internally set
thresholds and RAG ratings within the dashboard. An explanation of the methodology used
can be found in section 5.0- Indicator Overview.

Are We Safe
By safe, we mean people are protected from abuse and harm. This covers medicines
management, enough staff of the necessary skill mix to provide good care and infection
control management and practise.

All indicators within the ‘Are We Safe’ key line of enquiry, with internally set
targets/thresholds were within natural variation this month.
Patients not feeing safe and Patient safety incidents (excluding falls/pressure ulcers &
all no/low harm) were within natural variation. Additional work is ongoing to cross
reference this data with a more qualitative and subjective understanding. See Progress
Sheets 2.1.1 and 2.1.2 for additional information on these metrics.
There was one Clostridium difficile case reported on Ryeberry Ward in June. There was
a failure to isolate the patient in a timely way and also a delay in obtaining a sample. The Root
Cause Analysis is currently being completed and is due to be reviewed at the Infection Control
Panel in August. Quarter 4 hand hygiene technique scores were 100% on Ryeberry.
Trust wide there were 34 medication incidents reporting 38 individual errors in June. All
incidents were low or no harm. SPC analysis shows special cause variation for Trustwide
Medication Incidents between October 2017 and May 2018 as the number of incidents
reported for that period was above average (48). Investigations are ongoing into the period of
above average number of medication incidents by the Medication Safety Officer.

1

The highest reporters in June were Shaston (four) and three incidents each on Melstock
House, Waterston and Eating Disorders. SPC analysis for medication incidents on all four
wards show special cause variation on Shaston and Melstock.

On Shaston two of the incidents related to incorrect dose, one to administration of drug and
one to delay/difficulty in obtaining medication. All incidents were no harm incidents.

On Melstock Ward two incidents related to dose; one wrong frequency and one wrong/unclear
dose or strength. The third incident related to a mismatched drug between patient and
medicine. All incidents were no harm. There were no common themes identified and all
incidents have been discussed at the ward team meeting. It was agreed that all staff would
2

benefit from a medication management refresher and medication management will be
addressed in individuals’ management supervision.
Bed occupancy rates for mental health wards have been lower than the long term
average for 8 months. This is due to lower occupancy rates for specialist and non-acute
inpatient beds on Pebble Lodge and the Perinatal Unit. These beds are used for a specific
functionality and cannot be used to admit acutely unwell patients which impacts on the
overarching occupancy rate excluding leave. The Trust’s Mental Health overall bed
occupancy including and excluding leave is consistently over the Royal College of
Psychiatrists threshold of 85% with Acute Mental Health inpatient beds running above 97%.
This is having an effect on the Trust’s Out Of Area Placements. See ‘Out of Area Placement’
narrative in the ‘Are We Responsive’ section of this report. Herm ward also has lower than
average bed occupancy due to beds not being used as building works were taking place.

Good Practice – CAMHS Psychiatry – ensuring multiagency working.
Due to more comprehensive assessments being undertaken within the acute trusts and closer
workings with partner agencies, CAMHS Liaison Psychiatry have been able to highlight
safeguarding needs or social factors which are contributing to unstable mental health in
children and parents alike. By doing so, interventions have been provided by social care and
CAMHS collaboratively which has enhanced the patient experience and outcomes for young
people.
Good Practice - Pressure Ulcers.
There has been greater engagement at the RCA panel from frontline staff at all levels. A
revised Root Cause Analysis RCA process for community-acquired grade 3 pressure ulcers
has been developed. This has been achieved using a collaborative approach with the district
nurses and has empowered them to identify their own learning needs. The new process was
initially driven by the desire of frontline staff to maximise their time caring for patients rather
than completing lengthy RCA paperwork. This was supported by data which showed a low
proportion of pressure ulcers deemed avoidable compared to the number of completed RCA’s.
Increased local ownership has allowed senior staff to be more closely involved in the process
and identify their own trends and themes.
See Progress Sheets 3.1 and 3.2 for more information on both of the above good practice
examples.
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There are 16 live risks scored 9 and above associated with the ‘Are We Safe?’ key line
of enquiry open currently. There are two new risks scoring nine and above reported in June
One risk is a Trustwide risk highlighting possible delays to treatment or reduction in time
available for community visits due to lack of availability of suitably trained staff in community
nursing. Work is being undertaken in several localities to improve capacity and productivity.
Skill mix is also being reviewed and recruitment is also taking place. The Associate Director of
Nursing and Quality is providing assistance to localities that are under the most pressure.
The other risk relates to the treatment room on Saxon ward consistently being above 25
degrees which is the maximum temperature for safe storage of medication. Various actions
have been taken which have reduced the temperature and the locality pharmacist will review
medication and adjust expiry dates accordingly.

Are We Effective?
By effective, we mean that people’s care, treatment and support achieves good outcomes,
promotes a good quality of life and is based on the best available evidence. This enquiry line
includes patient choice, appraisals, training, ongoing referrals, consent to care and treat,
restraints, nutrition and tissue viability.

Two indicators are breaching their threshold in June. This is an improvement from May
when 3 indicators were breaching thresholds. Both indicators that breached threshold
in June were within natural variation. Supine restraint which has been added to the
dashboard this month is showing special cause variation.
Percentage bed days with delayed transfer from Physical Health did not achieve the
contractual CCG threshold of 7.5% during June at 8.9%.
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A new shift pattern was introduced in September 2017 and this improved the average DToC
performance. However, SPC analysis shows that as the mean is 12.4% and the data is
predicted to vary between 5.1% and 19.8% the Trust is unlikely to consistently achieve the
threshold. Progress sheet 2.2.2 details improvement actions being taken.
Percentage Bed days with delayed transfers for mental health Mental (DTOC) was
within natural vatriation and within threshold in June. See Progress Sheet 2.2.1 for
additional information on this metric.
Seclusion (Adult) and Rapid Tranquilisation (Adult) - there were 14 incidents in each
category during June. Despite being within normal variation these incidents continue to be
closely monitored.
As of this month supine restraint incidents are now included in the dashboard. Supine restraint
is a physical intervention where a patient is held on their back and can be used as a safer
alternative to prone restraint.
SPC analysis for Supine restraint is showing as special cause variation as the number
of incidents has been above the mean of 11 since October 2017. There has been an
increase in the use of supine restraints since October 2017. The ‘Promoting Positive and
Proactive Practice to Reduce Restrictive Intervention work stream’ has supported teams to
reduce prone restraint and have advocated the use of supine restraint as a safer alternative to
prone restraint. The emphasis on using supine in the 3rd quarter of last year coincides with an
increase in supine restraint incidents.

5

Unconfirmed Percentage of patients with CPA 12 month review was below threshold
(95%) in June at 91.72%. Staff focus groups have been set up to understand the barriers and
problems in order to improve practice in terms of compliance. Following which there has been
an upturn in compliance in June which is expected to continue. See Progress Sheet 2.2.3 for
additional information.

Falls, VTE, MUST and Purpose T risk assessments are all above set thresholds and
SPC analysis shows all were within natural variation in June. See Progress Sheet 2.2.4
for additional information on VTE Risk assessments.
All workforce results were within natural variation in June. See Progress Sheet 2.5.1 for
additional information on the Workforce metrics.
Cardio- Metabolic assessment for people with psychosis audit -The results from an
internal audit indicate inpatient services scored 5% below the National average, Community
2% below and the Early Intervention Service 5% above. The number of cases used to
calculate the audit score was particularly low for inpatients, therefore the overall inpatient
value could vary. A National report was published on July 12. The Royal College of
Psychiatrists are holding workshops to share learning and support Trust’s in the development
of local quality improvement action plans. Five key leads responsible for promoting and
supporting the implementation of physical care within our Trust are booked to attend a
workshop in September.
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Several changes have been made to the patient electronic system RiO over the last 12
months including improvements to recording interventions, 2018/19 CQUIN audit should
provide evidence of the benefits of these changes. To meet the CQUIN the results need to be
manually input into Rio from EPR and then the need for intervention documented. If any one
check or intervention is not documented in the right place the CQUIN is failed for that patient.
Inevitably with different grades and disciplines undertaking an assortment of tests and actions,
information is sometimes evidenced in an alternative section of RiO, e.g within a letter to the
G.P. In the future it is hoped the Dorset Care Record will help resolve some of these issues as
access to laboratory results and GP information will be shared across systems.
There is one live risk scored 9 and above associated with the ‘Are We Effective’ key line
of inquiry. There were no new risks reported in June. There is an ongoing risk initially
reported in November 2017. This relates to dependence on one individual for providing
management, supervision and leadership in forensic psychology services. Funds have been
obtained from NHSE for additional senior psychology resource and negotiations are ongoing
to work out the most efficient way to allocate the funds.

Are We Caring?
By caring, we mean that staff involve and treat people with compassion, kindness, dignity and
respect.

The percentage of patients who would recommend their care and the number of
patients who feel involved in their care are both within natural variation. This is an
improvement from last month when the number of patients who felt involved in their
care was outside the lower control limit.
Friends and Family Test (FFT) Response Rate- hospitals- During June 74.2% of inpatients
responded to the Friends and Family test. This is the 6th month in a row that the response
rate has been above average since the Gather system was introduced. Since December the
Patient Experience team have been promoting the Friends and Family Test by making visits to
the wards. This has led to an improvement in the response rate from Jan onwards and the
team will continue to do this on a regular basis.
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Trust wide there were 268 compliments received in June. The top three teams/sites
receiving compliments in June were Guernsey Ward (26), District Nursing - Mid Dorset (13)
and Bournemouth North & West Older Peoples Community Mental Health Team (12).
Compliments for Guernsey predominantly related to the level of care provided by the staff.

Are We Responsive?
By responsive, we mean that services are organised so that they meet people’s needs.

One metrics within the ‘Are we responsive?’ key line of enquiry was above threshold
with one complaint referred to Ombudsman in the month.
Out of Area Placements (OAP): There were nine Out of Area Placements in June. NHS
England and the 5YFV have committed to eradicate inappropriate acute our of area
placements by 2020/21. To support this providers have set trajectories to monitor the
reduction of OAP occupied bed days. The first reporting period is at the end of quarter 1
2018/19.
The Trust is monitoring OAPs closely against the agreed trajectories. Occupancy rates in June
continue to run significantly hot for admission to acute Mental Health services (98% daily)
excluding people on leave. Acuity of patients increased the Length of Stay in May and June
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which impacts on the flow of patients through the system and an increased demand for beds.
In turn this led to a rise in the number of people sent out of area (9) for admission which is
directly related to bed availability. This trend is continuing through July.
Duty of Candour - there were two avoidable pressure ulcer incidents, one community and
one hospital acquired, identified for duty of candour in June.
Complaints – as at 6 July there were 33 complaints reported in June relating to 28 different
departments. Four teams had more than one complaint with one community mental health
team reporting three complaints. The top category of complaint was access to services with
five related complaints.
Complaints referred to Ombudsman – there are currently four ongoing cases which
includes one new referral in June for Bournemouth Central District Nursing Team. This
complaint related to access to treatment.
There is one live risk scoring 9 and above relating to the ‘Are We Responsive?’ key line
of enquiry currently open. Although there were no new risks reported in June, there is one
ongoing risk for the Dorset MSK. MSK triage risk 870 has been on the risk register since
October 2017 when the triage was first established. The risk rating had reduced once the
service bedded in, but has now increased again to reflect a 20% increase in referrals resulting
in a decline in the number of patients being triaged within 48 hours. A recovery plan has been
agreed with partners (DCHFT/PHFT/RBCHFT) and has resulted in a slow improvement in
performance. Funding streams between Dorset CCG and the partner trusts, to pay for
dedicated time for the clinician and admin staff for triage have now been agreed which will
enable recruitment to substantive roles and the establishment of consistent cover.

Are We Well-Led?
By well-led, we mean that the leadership, management and governance of the organisation
assure the delivery of high-quality, person-centred care, supports learning and innovation, and
promotes an open and fair culture.

Our budgetary position is £19k behind plan and the Trust met the Q1 control total.
Forecast indicates breakeven against both budget and control total.
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We have achieved £3.8m (43%) of our annual CIP target (£8.7m). Full year forecast shows
£0.5m under achievement.
Capital expenditure was £0.9m to June, with an annual plan of £21.5m.
Agency expenditure was £1.0m. This is below both our NHSI cap (£1.6m) and internal
threshold (£1.2m). Our highest spending agency usage areas are community hospitals
nursing, adult MH inpatient nursing and medical staffing
Staff Friends and Family Test. Seventy nine percent of responders were extremely likely or
likely to recommend Dorset HealthCare as a place to receive care or treatment. Sixty eight
percent of responders were extremely likely or likely to recommend Dorset HealthCare as a
place to work. Quarter 1 national results are not yet available. SPC analysis shows special
cause variation with the previous six quarters being above average. We have continued with
our staff engagement work and are routinely identifying activities that continue to improve
engagement. See progress Sheet 2.5.2 for more information on this metric.

The total number of risks scoring 9 and above was 12 at the end of June. There were
two new risks reported in June. One risk concerns the use of an unsupported clinical system
to access historical records. IM&T are at the early stages of investigating the options available
to preserve the data on the unsupported system and then retire the unsupported system. The
second risk relates to the potential for patients to have additional doses of Hepatitis B
medication due to the clinical system call/recall process. Clinical systems are working to
resolve the issues.
NHSI Single Oversight Framework- Segmentation - Dorset HealthCare have improved
from Segment 2- Providers offered targeted support to Segment 1- Providers with maximum
autonomy. This is the lowest level of oversight and no potential support needs have been
identified. Further segmentation decisions will be taken quarterly or if there is a significant
deterioration in performance.
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Additional Sections:
Research and Development paper- An overview of the Research and Development metrics
is included in section 4.4.
Mental Health Legislation Dashboard (MHLAC) is included in section 4.5.
Data Quality update is included in section 4.7.
Learning from Death - a dashboard that was approved at the Trusts Executive Quality and
Clinical Risk group meeting is included in section 4.8. It is a national requirement for the Trust
Board to be informed on Learning from deaths of people in their care. The number of
expected deaths of inpatients shown in this report is 74 patients for the quarter. This is line
with the average quarterly figures for the last 12 months (73.5 average), as the majority of
patients are recognised as being admitted in their last few weeks of life. The Structured
Judgement Tool shows that there was one death in the last month that was probably
avoidable but not very likely. All cases are reviewed by the MDT to ensure any lessons learnt
are identified and followed up. Please note that the report is section 4.8 is up to quarter 4
2017/18.

11

2.1.1 Metric Progress Report Sheet: Patients not feeling safe in our inpatient wards
The measure

Background and context
This metric reports the number people who have responded 'no' to the
'question do you feel safe?' based on all MH wards completing the Mental
Health Safety Thermometer whilst in hospital and includes community
hospitals and mental health wards completing the Friends & Family Test
during their stay or on discharge.
During April – June the number of people on MH Wards reporting they do not
feel safe via the Safety Thermometer is 26. Each month this has been within
standard variation and no special causes for concern. The Wards with the
highest reported incidents are Chine, Haven and Harbour which are acute
wards:

There were 526 discharges & transfers in the same period eligible for
inclusion in the data of which less than 5% reported not feeling safe.
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Contributory factors
High levels of patient activity on a ward is the most commonly cited reason
why patients report they do not feel safe.
Wards where acuity tends to be higher most frequently feature in breach
reporting for this metric. Where a ward has high levels of acuity other patients
are more likely to observe other patients behaving in ways that upset and/or
frighten them.
All wards proactively manage the emotional climate on the ward by holding
regular community meetings to encourage patients to talk to one another
about the impact that individual patients behaviour has on the experience of
being in hospital.
Most data is collected via the Safety Thermometer Audit and there are
occasions where there has been an incident on the ward just prior to the
survey which will sometimes influence how a patient responds to the
question. In its current form the question does not distinguish between
patients who are feeling unsafe in themselves or perceive they at risk from
others including patients and staff.
The bed stock on Waterston has increased by 4 beds (in line with the ACP).
An increase in demand for beds across the county means Waterston take
patients with a higher level of acuity. The pace of the ward has increased and
it is taking time for the patients and staff to adjust to the bed increase. There
continues to be ongoing work to deal with snagging issues which increases
the sense of feeling busy.

Quality improvement actions
All teams have processes in place to regularly ask patients about how safe
they feel on the ward in relation to their individual mental state and also their
interactions with other members of the ward community. This enables the
staff to take prompt remedial actions if there are issues on the ward impacting
on patient experience.
Managers across inpatient mental health utilise community meetings as the
principle forum to gain feedback from service users about issues that impact
on feeling unsafe. Gaining more timely feedback about this enables the
teams to address any important issues before the patient is discharged. The
inpatient Psychology Team are continuing to look at this area in more detail
(in conjunction with the patient experience team) to establish if the question
can be asked in other ways to illicit more helpful data that can assist teams to
improve patient experience.
All ward managers have the opportunity to share learning and themes with
other inpatient teams at the monthly inpatient managers forum.
Nursing staffing has been increased on Waterston to take into account the
increased beds and a further review of the resources for the ward is planned
to consider administrative and medical staffing alongside basic requirements
such as additional meals and laundry facilities. A debrief will be conducted
once all work is complete to understand how we can learn from this project.

Approved By: Colin Hicks
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2.1.2 Metric Progress Report Sheet: Patient Safety Incidents - excludes falls/pressure ulcers & all no/low harm
The measure

Background and context
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.
The most current NRLS report published in April 2018 reporting on 1st April
2017 - 30th September 2017 and the Trust was the 5th highest reporter of
incidents in the cluster per 1,000 bed days (53 organisations in the cluster).
The Trust reported lower % of death and severe harm than the cluster but had
a higher % of moderate harm and low harm. These incidents are largely
related to pressure ulcers and other Trusts in our cluster do not all provide
community health services.
The breakdown by type of incident shown on the left demonstrates that
deterioration of an inpatient, patient deaths account for the largest categories
of incident type. Between April and June there were 14 'Death of a Patient'
category reported and on the whole these relate to the unexpected deaths of
community mental health patients.
The 30 from April to June 2018 occurred across 25 teams with 5 teams
reporting 2 incidents of moderate or above harm (Bournemouth West Adult
CMHT, Dorchester Adult CMHT, Purbeck Adult CMHT, Radipole Ward and
Ryeberry Ward).
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Contributory factors
The issues highlighted in the Serious Incident reviews are shared with the
following Sign Up To Safety Work streams:
• Care planning
• Suicide Prevention
• Pressure Ulcer Reduction and Management
• Falls Prevention and Management

The care and service delivery problems identified are not necessarily directly
linked to the untoward outcome but are areas that the review identified as
areas where care needed to be improved.

Quality improvement actions
Serious incidents are reviewed in line with the Trust Incident Reporting Policy
to ensure that immediate learning occurs and recommendations are made to
try and reduce wherever possible incidents occurring again.
Recommendations are shared across the organisation through a variety of
means such as the monthly locality reports, Trust intranet and training events.
There is increased scrutiny of those patients who deteriorate in care and the
after death analysis process is being reviewed. Any reviews that highlight
gaps in care are reported as a Patient Safety Incident and uploaded to the
NRLS.
Incidents are reviewed in a thematic way within the Sign up to Safety work
streams and action taken to reduce harm to patients.
The annual mortality report is being reported to the July Quality Governance
Committee.

Approved By: Michelle Hopkins
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2.2.1 Metric Progress Report Sheet: % of Bed days with delayed transfers mental health
The measure

Background and context
This metric reports of those occupied bed days in mental health units, how
many were occupied by a patient whose transfer was delayed.
At the end of June there were 466 delay days from 6425 occupied bed days
(OBDs) This equates to 7.25% for the month and a quarter end position of
7.21%. This figure is un-validated.
DToC has returned to within standard variation as predicted following the
winter pressure period and is expected to continue within threshold. Delays
will not be completely eliminated due to ongoing pressures with
accommodation and packages of care/specialist placements.
Wards with the highest number of delayed clients are Linden Unit, Herm and
St Brelade’s.
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Contributory factors
Winter Pressures; an increase in demand for the service across all Acutes
and Social Services during the colder months there is more challenge to aid
in the safe transfer of care.
Sourcing Accommodation; the Trust continues to experience difficulties with
social services sourcing supportive accommodation due to the limited
resource within Dorset.
Court of Protection; this is a time consuming process which contributes to
long delays, time delays are usually due to waiting for applications to be sent
to the Court, meeting date confirmation, reviewing of applications and
agreement of where a person will reside following discharge.
Adult Mental Health Specialist Placements; there is a limited supply of
providers for specialist placements in the area and often decline provision of
the service due to high risks assessed.
Older People Mental Health Specialist Residential and Nursing placements;
Limited providers are available in Dorset that are able to provide safe hand
holds. There has also been a significant number of homes across Dorset
which have closed, reducing bed availability for the area.
Difficulties have been encountered when discharge planning for patients with
no access to public funding due to immigration status.

Quality improvement actions
Monthly multi-agency DTOC Meetings are being held to reduce delays and to
free up additional bed capacity. Meetings take place with the Local
Authorities, Housing and Community Services and the CCG to identify
barriers in placing delayed Clients and discuss complex cases and escalating
accordingly. In addition the Mental Health Community Services Manager
meets the Delayed Transfers Coordinator weekly to review stuck cases.
The Trust has joined a Court Users group direct with the COP judges as of
January 2018 to better engage with COP processes and identify how delays
can be minimised. Work is being undertaken by Dorset County Council in
minimising length of stays for those patients in hospital waiting for Court of
Protection decisions. This work is mainly focused in acute physical health
hospitals at this time however a meeting has been arranged with DCC looking
to expand this across mental health and community hospitals.
There is representation at the Mental health Link forum, whereby patients at
risk of being evicted from supported accommodation and those on the waiting
list are discussed and prioritised accordingly. Processes around recognising
patients at risk of long stays in hospital due to being of NFA have improved
and a referral has been developed jointly with housing and community
services to ensure that work is started at the earliest point of a patient’s
admission.
Work is being undertaken in developing a pathway for discharge with
partnership from service partners and the voluntary/third sector for those
patients who have no recourse to public funds.
Adult Mental Health Inpatient service continues to proactively manage bed
capacity and utilise the YMCA short term accommodation where possible.
This has positively reduced number of bed days blocked by those patients
waiting for accommodation. The Trust is also exploring the use of a 72 hour
admission facility for people with personality disorders to prevent people
becoming stuck in the acute hospital system inappropriately.
Local Authorities continue to oversee all DTOCs reported on a weekly basis,
they are also focusing on reducing delays attributable to their authority as well
as supporting with NHS delays that can be reduced with their support.
Approved By: Colin Hicks
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2.2.2 Metric Progress Report Sheet: % of Bed days with delayed transfers physical health
The measure

Background and context
This metric reports on the number of bed days occupied by patients
experiencing a delayed discharge during the month as a percentage of all the
occupied bed days in the month. It is more representative of the DTOC
performance of Community Hospitals than the previous snapshot metric,
which has been discontinued by NHS England and Dorset CCG.
This metric is formally reported to NHS England (combined with mental health
inpatient delays) and Dorset CCG in exactly the way it is now reported here.
Due to the national timescales for DTOC reporting and the requirement for
formal agreement of all delay days, the latest month’s performance shown on
this report is a provisional, un-validated figure.
For community hospitals the target of no more than 7.5% of available bed
days being occupied by patients who are awaiting discharge amounts to
about 20 patients being delayed each day during the month. The number of
delayed patients and the days lost has reduced over the past twelve months
with considerable effort being placed in this by Community Hospital and
Social care staff. In most Community Hospitals the number of delayed
patients has dropped to quite low levels.
Successful, timely discharge relies on good partnership working between
health care staff and social care staff. There has been considerable effort
made by health and social care staff from front-line right up to Director level to
develop, agree and promote sound joint processes to enable discharges to
be effectively planned and expedited. The introduction of link social care staff
by Dorset CC has improved partnership working in some areas, but a further
re-organisation is now underway and the recent absence of their DTOC Coordinator also inhibited the rate of progress.
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Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or
hinders?
Main barriers to discharge of patients from community hospitals in Dorset are:
- condition of patient - frailty, medical instability, mental capacity
- patient and family circumstances and choices, sometimes resulting in legal
issues
- availability of local residential nursing or care home provision or domiciliary
social care packages
- forward planning and communication between partner organisations, with
agreed escalation procedures
- ineffective links to Housing Associations and escalation processes,
particularly in West Dorset
Effective discharge processes are usually facilitated by:
- good discharge planning from admission
- multi-disciplinary team meetings attended by all parties involved in patient
discharge with agreed actions
- pro-active engagement with patients and families using the Leaving Hospital
Policy from admission
- robust and effective communication channels between health and social
care staff
- agreed escalation processes to unblock barriers to discharge
Since September the numbers of delays for patients awaiting residential care
home placements or social care packages of care in their own homes has
reduced most sharply. This is likely to be due to the increased funding for
social care which has enabled more capacity to be created. Patient choice
now accounts for a higher proportion of delays than previously, but this can
mask the underlying cause of the delay, which is often aligned to
procurement of social care.

Quality improvement actions
Actions being taken and target dates.
The releasing of funds to create additional social care capacity has reduced
DTOC for patients requiring placements or packages of care. The assertive
targeting of Local Authorities to reduce delays formally attributed to them has
also focussed attention, but has resulted in some delays merely transferring
from LA to NHS attribution as some social care managers use every
opportunity to deny attribution of delayed days.
Good practice sessions have been held at all Community Hospitals, these
being jointly led by DHC and DCC managers with staff from both
organisations attending. They have resulted in a better understanding of the
roles and responsibilities of both organisations and improved partnership
working with stronger emphasis on the key purpose of the MDT to organise
prompt discharge of patients when they are medically fit.
Weekly conference calls are continuing between Dorset HealthCare and
Dorset CC staff to discuss the situation of all delayed patients in that LA area.
Dorset HealthCare is continuing to work with partners to improve integrated
working between hospital and social care staff to expedite discharges.
Weekly DTOC meetings also continue to take place at Alderney with
representatives of ward and social care staff, and these have recently been
joined by the manager of the Integrated Discharge Bureau from Poole
General Hospital who also support discharges from Alderney.
An action plan for the improvement of flow in Community Services has been
developed based on good practice guidance issued by NHSI. A new element
for DHC inpatient units is the recording and analysis of 'Red2Green' days.
Pilots have commenced in two Mental Health inpatient wards and two
Community Hospitals with daily recording of 'Red2Green' for each patient.
Early analysis of the first Community Hospital pilot has shown that causes of
‘Red’ days can change because of both internal and external factors and that
some of these factors should be foreseeable and preventable. After learning
from the pilots the process will be refined and rolled out so that data is
collected by all inpatient units for ongoing analysis of the prevalence of 'Red'
days and the reasons for them. Improvement actions can then be identified to
reduce 'Red' days with potential benefits on length of stay and DTOC.
Approved By: Jane Elson
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2.2.3 Metric Progress Report Sheet: Percentage of patients with CPA 12 month review
The measure

Background and context
The metric reports on whether care plans have been updated within the past
12 months for all patients on the Care Programme Approach (CPA), in line
with the Department of Health (DH) Refocussing CPA in 2008. CPA 12
Month Review was a Single Oversight Framework (SOF) indicator until
recently which had a threshold set as 95% of people aged 18-65 having a
CPA review. In April 2018 it was agreed to change the methodology to reflect
operational practice and not exclude patients on CPA because of their age,
this coincides with the decline in compliance as the number of people in
scope has increased who were not previously being monitored in particular
within CAMHS.

Contributory factors
Correct recording and validation of CPA 12 month reviews within RiO

Quality improvement actions
The CPA Review screen in RiO was amended to record the outcome of CPA
Reviews as a mandatory data item.

Care plans not being updated in the Care Plan section in RiO as the
information has been outcomed in the CPA review screen instead. There is
no functionality within the Care Plan Screens in RiO formally update care
plans.
Reviews not being completed as required and/or not validated within the
clinical record
Service Users not engaging with review process

A senior staff member was seconded to focus on the quality element of Care
Plans. A set of fundamental standards was introduced and rolled out to all
teams. All care plans were reviewed in 2017 and compliance with care plans
significantly improved.
Work is underway to introduce the My Wellbeing Plan, which will replace the
current care plan function. The My Wellbeing Plan has been co-produced
with Dorset Mental Health Forum and is to be piloted across 10 teams from
April 18. This will streamline the Care Plan process and improve data quality.
Compliance is being closely monitored by the DMG and a meeting was held
10th April to urgently review with all managers why compliance dipped. Staff
focus groups have been set up to understand barriers and problems in order
to improve practice in terms of compliance but also patient experience.
Following which there has been an upturn in compliance in June which is
expected to continue.
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2.2.4 Metric Progress Report Sheet: Venous Thromboembolism (VTE) risk assessment
The measure

Background and context
This metric reports on the 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.

Contributory factors

Quality improvement actions

A range of assessments must be completed on admission and this target
applies for all patients aged over 65. In a number of MH ward areas monthly
admissions of over 65 years patients are low (i.e. a low denominator)therefore failure to complete the assessment for even a single patient within
the 4 hour window results in a compliance breach.

The completion of VTE assessments in Mental Health within the target of 4
hours continues to be a priority and its completion is prompted as part of the
admission checklist.

There were 2 breaches in May for VTE risk assessment within 24 hours both
on Radipole Ward, one of which was excluded, so one formal breach.

Whilst there was a noted improvement in Aprils compliance, performance
dropped in May across several ward areas. The clinical presentation of the
patient at the point of admission has been cited for the failure to complete the
assessment.
A review of the assessment tools by the Nurse consultant has highlighted
gaps in staffs understanding of how to complete the assessment and it has
been agreed that the Nurse Consultant will continue to support staff to
understand and utilise the assessment tool. Compliance in June was noted to
have improved following this intervention and the wards all achieved 100%.

Approved By: Jane Elson & Colin Hicks
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2.4.1 Metric Progress Report Sheet: Workforce metrics - Trust wide overview
The measures

Trust wide Workforce Metrics
100%
90%

Quality improvement actions
Sickness Management of sickness is a key focus within service directorates and will continued to be supported
by the HR Business Partners and from 2 full-time HR Co-ordinators whose roles are dedicated to supporting
attendance management. Monthly absence levels throughout Quarter 1 remain below thresholds. Cumulative
absence is in excess of threshold at 4.32%. The Trusts hosted a Wellbeing at Work Forum during Wellbeing at
Work Week in July
Vacancies In January 2018 the Trust formally changed the methodology for calculating the vacancy rate to
ensure consistency in reporting. Vacancy reporting now excludes establishment for cover/headroom e.g. bank
and agency. The Trust wide vacancy rate is currently 5.44 % with focused activity on hard to recruit to posts
and workforce planning. The overall registered nurse vacancy for June 2018 is 6.1%. Nursing vacancies
within community inpatient wards remain the hardest to recruit, the wards with the highest percentage
vacancies rates are: Portland Hospital 39.2 %, Swanage Hospital 29.9% and Wimborne Hospital 24.4%
f
Training and Development Mandatory training is again over the 95% compliance target at 95.72% which is a
positive demonstration of the commitment of staff in keeping up to date with their core mandatory skills.
Learning & Development (L&D) has been providing adhoc sessions to teams on site as well as additional
sessions across sites accessible to all staff via the online booking system. L&D has been providing positive,
immediate support to staff where required to enable them to complete their updates online. A targeted
monthly email for Information Governance and Safeguarding Children Level 3 training has been sent to staff
either outstanding or due these subjects by year end.

80%
70%
60%
50%
40%
30%

Following the success of the NHS Careers evening in November 2017, the Trust is hosting a second event on
18 April 2018 on behalf of Dorset’s NHS. Open to students and members of the community, the NHS Careers
evening provides people with the opportunity to speak with around 40 health professionals working in clinical
and non-clinical roles, to get a real insight into the breadth of careers available to them in the NHS. Visitors will
also have the opportunity to learn more about apprenticeships, work experience and volunteering schemes.

20%
10%
0%

Mandatory training completed [threshold >=95%]
Completed Appraisals last year [threshold >=95%]
Vacancy rate [threshold 0-10%]
Sickness rates [threshold <=4%]
Sickness rates (12 month rolling average) [threshold <=4%]

Appraisals remain a key focus within the L&D work programme. For June 2018 Trust compliance is below the
target of 95% at 93.65%. Development and explorative work continues in supporting staff to have quality
conversations, as well as improving the Appraisal recording system for staff, the Appraisal framework and the
preparation materials. This will continue to be a priority throughout 2018/19.
Our Staff Engagement scores from the 2017 NHS annual staff survey (conducted during September to
December 2017) is 3.91 compared to 3.88 in 2016. This is a statistically significant improvement and the third
year in a row that we have sustained a statistically significant positive trend. By contrast, the national average
staff engagement score for all mental health, learning disability and community Trusts has dipped slightly to
3.79 from 3.80 in 2016. Dorset HealthCare has moved against the national downward trend and has a higher
than average score. There is still room for improvement as the highest staff engagement score for like Trusts
in 2017 was 3.93.

Approved by:
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2.4.1a Metric Progress Report Sheet: Workforce metrics - Mental health overview
The measures

Mental Health Workforce Metrics
100%

80%

60%

Vacancies
Within Mental Health high nursing vacancy rates are being reported in Linden, St Brelades and Herm Units. The
guaranteed job scheme will enable Haven and Waterston to be fully recruited to with recruits and student nurses
commencing in September 2018.   Attraction, recruitment and retention initiatives are being reviewed for Linden
where difficulties in recruitment and retention are being exacerbated by the prospective closure of the Unit,
although this is not expected in the near future. Within the over 65s organic service a number of attraction,
recruitment and retention initiatives are being considered. A further recruitment event have been arranged in
conjunction with Bournemouth University. PMVA requirements are being reviewed with a view to developing
bespoke training that it is hoped with attract and retain a wider range of staff to the services.

Sickness Absence
There is now a full time HR Coordinator dedicated to this directorate to ensure that management are receiving
appropriate support, advice and guidance. Additionally there are comprehensive guidance documents, tool kits,
training and ad-hoc training all of which it is believed provide managers with tools that would have a positive
impact.

40%

Services are also offered immediate support where absence cases and spikes are identified and ad-hoc training
and management one to ones are provided at the time to ensure consistency and ensure that absence is being
managed appropriately. The absence percentage for the directorate remains static but slightly above threshold at
4.43%.

20%

0%
Jul-17

Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18

Feb-18 Mar-18 Apr-18 May-18 Jun-18

Training and Development
Please see the Trustwide summary, which details the actions being taken across all service areas. Mandatory
training is again over the 95% compliance target at 96.17% which is a positive demonstration of the commitment
of staff in keeping up to date with their core mandatory skills.

-20%
Mandatory training completed [threshold >=95%]
Completed Appraisals last year [threshold >=95%]
Vacancy rate [threshold 0-10%]
Sickness rates [threshold <=4%]

Staff Engagement/Satisfaction
The 2017 Annual Staff Survey shows an overall staff engagement score for mental health services of 3.93, which
is higher than the Trust average of 3.91. 45% of the workforce responded. 20 out of the 32 key findings show
scores higher than our overall Trust results. Results have been examined at Directorate level and are now being
disseminated to service level and locally owned action plans being developed for each area.

Sickness rates (12 month rolling average) [threshold <=4%]
Approved by:
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2.4.1b Metric Progress Report Sheet: Workforce metrics - Integrated community services overview
The measures

Integrated Community Services Workforce Metrics
100%
90%
80%

Vacancies
• Integrated Community Services continues to show the highest number of vacancies across the Trust, which can be
attributable to the hard to recruit to registered vacancies within Community Hospitals.
• The
five areas with the highest percentage vacancies are all within wards of Community Hospitals which maintain the
struggle to recruit into all areas of clinical staffing - Portland and Purbeck Hospitals are areas of considerable concern
at present.
• It is anticipated that the introduction of the new Nursing Associate grade will assist with filling some of the hard to fill
Nursing gaps.
• Recruitment to vacancies in Wareham and Swanage Hospital is undertaken on a rolling basis. The ward staff are
engaged in the plans for future developments and opportunities for attraction and retention.
Recruitment at Portland Hospital continues to be difficult due to the indicated planned closure of the hospital. Staff
from Westhaven are being deployed across both sites to ensure minimum staffing levels.

70%
60%
50%
Sickness Absence
There is now a full time HR Coordinator dedicated to this directorate to ensure that management are receiving
appropriate support, advice and guidance. There are comprehensive guidance documents, tool kits, training and adhoc training all of which it is believed provide managers with tools that would have a positive impact.
Within integrated community services absence levels remain static and slightly above thresholds at 4.45%. The HR
Coordinator is ensuring that support is being provided to management to guide on short and long term absence within
the localities. Localities requiring main focus are Bournemouth and Christchurch, East Dorset, North Dorset and
Weymouth and Portland. A particular focus within these areas are the District Nursing teams.

40%
30%
20%
10%
0%
Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18
Mandatory training completed [threshold >=95%]
Completed Appraisals last year [threshold >=95%]
Vacancy rate [threshold 0-10%]
Sickness rates [threshold <=4%]
Sickness rates (12 month rolling average) [threshold <=4%]

Training and Development
Please see the Trustwide summary, which details the actions being taken across all service areas. Mandatory training
is again over the 95% compliance target at 95.07% which is a positive demonstration of the commitment of staff in
keeping up to date with their core mandatory skills. For March 2018 the directorate compliance target for appraisal was
94.90%.
Staff Engagement/Satisfaction
The 2017 Annual Staff Survey shows an overall staff engagement score for community health services of 3.92, which is
slightly higher than the Trust average of 3.91. 47% of the workforce responded. 16 out of the 32 key findings show
scores higher than our overall Trust results. Results have been examined at Directorate level and are now being
disseminated to service/locality level and locally owned action plans being developed for each area.
Approved by:

24

2.4.1c Metric Progress Report Sheet: Workforce metrics - Children and young people overview
The measures

Children and Young People Workforce Metrics
100%
90%

Vacancies
The vacancy position remains on an increasing trajectory since February 2018. The directorate vacancy levels are
currently 8.29 % with Health Visiting, School Nursing and Sexual Health reporting challenges with recruiting to
registered posts. In Health Visiting, the shortage of band 6 qualified HVs is being addressed by the recruitment of
appropriately skilled band 5 nurses. Sexual Health has been undergoing a period of instability due to proposed
changes in the model; this should settle in the coming months.

80%
70%
Sickness Absence
Sickness absence is currently above threshold at 4.53 %. The main area of focus being Health Visiting. The HR
Coordinator is providing advice and guidance to hot spot areas within the directorate and has set up frequent HR
Clinics for HV Leads to ensure consist HR support to assist in reducing absence figures further.

60%
50%
40%
30%
20%

Training and Development
Please see the Trustwide summary, which details the actions being taken across all service areas. Mandatory
training is again over the 95% compliance target at 95.61% which is a positive demonstration of the commitment
of staff in keeping up to date with their core mandatory skills. For March 2018 the directorate compliance target for
appraisal of 95% has been surpassed currently at 95.40%.

10%
0%
Jul-17

Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18

Feb-18 Mar-18 Apr-18 May-18 Jun-18

Mandatory training completed [threshold >=95%]
Completed Appraisals last year [threshold >=95%]
Vacancy rate [threshold 0-10%]
Sickness rates [threshold <=4%]
Sickness rates (12 month rolling average) [threshold <=4%]

Staff Engagement/Satisfaction
The 2017 Annual Staff Survey shows an overall staff engagement score for children and young people's services
of 3.85, which is lower than the Trust average of 3.91. 46% of the workforce responded. 10 out of the 32 key
findings show scores higher than our overall Trust results. Results have been examined at Directorate level and
are now being disseminated to service/locality level and locally owned action plans being developed for each area.
Approved by:
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2.4.2 Metric Progress Report Sheet: Staff Friends and Family Test
Summary: Results show steady 3 year improvements in scores and response rates.
The measures

In Q1 of 2018/19 a randomly selected third of staff were surveyed. The results are:
79% of responders were extremely likely or likely to recommend Dorset HealthCare as a place to receive care or treatment.
68% of responders were extremely likely or likely to recommend Dorset HealthCare as a place to work.
Note: Q1 national results not currently available

All staff are surveyed twice a year, once as part of the NHS Annual Staff survey and the second time through the Friends and
Family Test.
Response rates are always higher in the annual staff survey as the survey is promoted to all staff. The quarter 1 response
rates are thought to be due to improved response methodology and enhanced invitation text. The response rate has
increased to 27% from 16% in the previous quarter.

Background and context
Description of indicator and context. What does ‘good’ look like?
Our agreed minimum thresholds are:
>=79% of responders are extremely likely or likely to recommend Dorset HealthCare as a place to receive care or treatment.
>=67% of responders are extremely likely or likely to recommend Dorset HealthCare as a place to work.
Quarter 1 results show that we achieved a higher level of satisfaction than our agreed threshold.
Dorset HealthCare staff show a consistently higher than average level of satisfaction with the organisation as a place to
receive care and a place to work when compared to all other Trusts across the country. The trend for Dorset HealthCare
demonstrates an overall positive move over the last three years.
The 2018/19 surveying method is a random selection of a third of all staff for each applicable quarter excluding staff who have
responded in a previous quarter. Quarter three results are an extract from the NHS Annual Staff survey.
Data is submitted to NHS England in quarters 1, 2, and 4. Quarter 3 is reported as part of the national NHS staff survey.

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
The measure can be affected by two main criteria:
Access to means of responding: Staff are now able to respond through internal systems and by Survey Monkey.
Distributing the survey by post did not result in an improved response rate so this method is not being used from quarter 1
onwards.
Engagement levels: No formal survey promotion has taken place to date. Staff are being given feedback (where requested)
and results being published on Doris are thought to have contributed to the gradual increase in response rates. The invitation
to take part in the survey is now being sent in Director of Organisational Development, Participation and Communication's
name.
The last three years data shows that where the response rates increase significantly (quarter three) the percentage scores
decrease. The increase in response rate is due to data being collected as part the of the NHS Annual Staff survey. This
appears to indicate that the staff that complete the survey in quarters one, two and four are the more engaged team
members who are happier at work.

Quality improvement actions
Actions being taken:
• Personalised feedback where anonymity has been waived.
• Triangulation with organisational barometer to inform the Better Every Day programme.
• Development of survey methodology to improve response rates. The survey will be run via Doris from April 2018 as all staff are able to access Doris on multiple types of IT hardware.
• Additional questions to reflect the annual staff survey 'staff engagement' key finding will be included from April 2018 to enable mapping of staff engagement levels across the year, not just annually.
• Actively promote quarter test to increase response rates.
Approved by: Nicola Plumb
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3.1 Areas of Good Practice – Are We Safe?
CAMHS Liaison Psychiatry, ensuring multiagency working.
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

This success is being driven by comprehensive assessments within the
acute trust to include risks of vulnerability. This has been enhanced by
close workings with partner agencies, including the acute trust staff who
have implemented assessment tools (SERAF) onto CAMHS forms to
ensure this information is obtained for each young person presenting with
mental health difficulties.

Working closely with partner agencies and sharing concerns around young
people’s mental health / attendances at the acute hospital with appropriate
services should be a priority. This allows statutory services to have a
complete picture of a young person’s contacts with the acute trust,
combined with their own information / resources, this increases the
probability of safeguarding young people at earlier opportunities.

Close working with safeguarding nurses within the acute trusts have been
made and have ensured streamlined practices when formulating plans
and liaising with social care colleagues and / or police.

CAMHS Liaison Psychiatry produce Vignettes which evidence good
practice which gets feedback to the acute trusts and CAMHS colleagues
alike.

As a result of this, CAMHS Liaison Psychiatry have been able to highlight
safeguarding needs or social factors which are contributing to unstable
mental health in children and parents alike. By doing so, interventions
have been provided by social care and CAMHS collaboratively which has
enhanced the patient experience and outcomes for young people.

Poole Hospital and CAMHS are working towards completing joint audits of
the young people attending the acute trusts and how this information is
shared with appropriate agencies. This will highlight any missed
opportunities which can be learned from.
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3.2 Areas of Good Practice – Are we safe?
Pressure Ulcers
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

The Pressure Ulcer Steering Group now meets on a monthly basis and
has a robust action plan that is monitored and updated at every meeting.
There is good engagement from the District Nurse Team Leads which has
facilitated local ownership and created a culture where pressure ulcers are
everybody’s business.

Collaborative working with teams, listening to their concerns and coproducing plans has greatly improved relationships and engagement.
District Nurses in Weymouth are working on a project to work
collaboratively with care homes, this work links with the NHSI Pressure
Ulcer Collaborative which this team is engaged in.

All services have committed to identifying and supporting the link nurse
role. Link nurses have a contract which ensures protected time for them to
attend meetings and disseminate learning and best practice within their
clinical areas.

The RCA panel is working to strengthen relations with specialist teams,
encouraging them to attend panel with district nurse colleagues when
incidents occur across services.
The link nurse model has been adopted within the Falls Work Stream

Improved RCA process and panel.
There has been greater engagement at the RCA panel from frontline staff
at all levels. A revised RCA process for community-acquired grade 3
pressure ulcers has been developed. This has been achieved using a
collaborative approach with the district nurses and has empowered them
to identify their own learning needs. The new process was initially driven
by the desire of frontline staff to maximise their time caring for patients
rather than completing lengthy RCA paperwork. This was supported by
data which showed a low proportion of pressure ulcers deemed avoidable
compared to the number of completed RCA’s. Increased local ownership
has allowed senior staff to be more closely involved in the process and
identify their own trends and themes.

Sharing of best practice between community hospitals and teams is being
disseminated at Matrons, Sisters and District Nursing team lead meetings.

A support programme for community hospitals has been established
which provides Tissue Viability and Patient Safety support following an
avoidable pressure ulcer. Each hospital develops an action plan that is
individually tailored to address their specific needs. Providing support and
training has improved relationships between teams.
The data below demonstrates the district nurse teams who have seen a
reduction in the number of avoidable pressure ulcers reported in 2017/18
compared to the previous year.
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TEAM
District Nursing - Bridport
District Nursing - Christchurch
District Nursing - Dorchester
District Nursing - East Dorset
DN - Weymouth + Portland
DN – Wool/ Bere Regis
DN - St Albans / Woodlea/
Strouden Medical Centre
DN - Talbot MC And The
Village
DN - Westbourne Medical
Centre / Poole Road
ICRT- St Leonard's
Intermediate Care - Poole
Total

2016-17
4
7
2
12
2
1

2017-18
3
4
0
3
1
0

POSITION
DECREASE
DECREASE
DECREASE
DECREASE
DECREASE
DECREASE

2

0

DECREASE

1

0

DECREASE

5

2

DECREASE

2
2
45

1
0
32

DECREASE
DECREASE
DECREASE

Within Community Hospitals:
Wimborne Hospital - None since 2015
Blandford and Sherborne Hospital - None for 2 years
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4.4 Research and Development Metrics Q1
The following provides details of the Quality Metrics for the Trust’s Research and Development (R&D) activities.
Metric
Time taken to issue
confirmation of capacity and
capability
Recruitment to target

Recruitment of first
participant to the study

Number of incidents
(target < 2)

In Quarter
No
exceptions

89

Current
Status
G

All studies received confirmation of capacity and
capability within the agreed timeline of 40 days from
site selected date for Q1.

G

Recruitment is in line with target in Q1 with a total of
89 against a target of 708 for the year.

All studies recruited to time for Q1; one participant
was consented by the Trust R&D team in time to
meet the deadline, however, the Sponsor
organisation did not randomise until two days
after this date which led to the participant being
recorded as one day over the deadline.

Amber

0

Additional details

G

There were no incidents in Q1.

Number of studies in progress

29

-

Currently active in 29 studies:
20 open to recruitment (some of these studies are
national studies)
9 closed to recruitment and in follow-up

Number of studies in set-up

2

-

2 studies currently in set-up

Areas/specialities involved in research
•
•
•
•
•

Perinatal
Dementia
Eating Disorder
Physiotherapy
Psychosis pathway

•
•
•

Autism
Cancer
Surgery

Other: The Trust has secured research capacity funding (RCF) which is awarded by the Department of Health to NHS Trusts that recruit over 500
participants to National Institute for Health Research (NIHR) portfolio studies between 1/10/16-30/09/17. The award is for £20,000 towards the
development of our capacity to host and run NIHR portfolio research studies and the DoH set guidelines and requests a report from recipient Trusts as
to how the award has been used to achieve this goal.
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4.5 Mental Health Legislation Dashboard – Period 4

1 January 2018 – 31 March 2018

CQC Reportables

Apr – May
2018

Jan – Mar
2017

Deaths of detained
patients

0

1

Admissions of under
18’s to Adult wards

0

0

0

Sustained

There were no episodes of an under 18 being admitted to an Adult ward during the period.

AWOL patients
(Twynham)

3

6

0

Increased
compliance

There were 3 episodes of AWOL from Twynham ward during the quarter.

Threshold

Current
Status

Trend over
6 months

Additional details
There were no instances of a death of a detained patient occurring during the period.

Patient A – section 3 - AWOL between 22/05 at 15:15pm and 31/05 at 17:00pm. Patient absented himself during escorted leave.
Patient returned voluntarily.
Patient A – section 3 - AWOL between 14/04 at 20:30pm and 16/04 at 06:30am. Patient failed to return from authorised leave.
Patient returned by the Police.
Patient B – section 3 - AWOL between 09/04 at 16:30pm and 10/04 at 00:15am. Patient failed to return from authorised leave.
Patient returned voluntarily.
2 episodes of AWOL within the period were for the same patient.

Notification of
outcome of
DoLS authorisation
requests

40/40
100%

97/97
100%

100%

Sustained

In all cases, the CQC received notifications of outcomes from Urgent DOLs authorisations and/or DOLS assessments undertaken
by the Supervisory Bodies. The reduction in numbers is due in part to the reduction in period reviewed from three to two months
and also an increase in the number of DOLs assessments still required at 31 May 2018. Forms are not completed until an outcome
of the urgent authorisation is received from the Deprivation of Liberty Team at the local authority.

Compliance with Code of Practice
Lapsed detentions
Number of detentions
which lapsed in the
quarter

Apr – May
2018

Jan – Mar
2018

Threshold

1

3

0

Current
Status

Trend
over 6
months
Increased
compliance

Patient was subject to section 2 of the MHA, this expired on the 16th April 2018. The Patient was reviewed by the Responsible
Clinician on the 12th April 2018 and stated that they planned to make a medical recommendation for section 3 to continue the
detention period, failed to do this due to other clinical commitments. As a result the section lapsed on the 16th April 2018. Patient is
currently detained under section 3 of the MHA, which was implemented on the 17th April 2018.
Doctor and ward/CMHT in charge of treatment at time of lapse: Dr Renu Gupta / Harbour ward

Compliance with Code of Practice

31

Unlawful detentions
Number of detentions
under the Act that
were deemed unlawful
in the quarter
Notifying CTO patients
Number of cases
where the MHA Office
has not notified the
patient in writing of the
commencement and
conditions of their
CTO.
Section 132 rights
Number of patients
discharged with no
attempts made to read
them their 132 rights.

Apr – May
2018
0

Jan – Mar
2018
0

Apr - May
2018

Jan – Mar
2018

0

0

Threshold
0

Threshold

Current
Status

Trend over
6 months
Sustained

Current
Status

Trend
over 6
months
Increased
compliance

0

Did the RC record their
discussion and
patient’s capacity to
consent when
completing consent
documents?

There was one instance where a patient had not been written to following the commencement of their CTO, it was unclear whether
a copy of the letter had not been uploaded to RiO or in fact the patient had not been written to. On detection of no letter upon RiO,
a new letter was sent to the patient confirming the commencement of their CTO and the conditions attached to it.
MHL Administrators prompted to ensure checklists were being used to ensure all parts of administrative task, related to process
were undertaken.

Apr - May
2018
7

Jan – Mar
2018
Jan 18 to
Mar 18 - 5

Threshold

Current
Status

0

Trend
over 6
months
Reduced
Compliance

Sept 17 to
Dec 17 - 2
Jun 17 to
Sep 17 - 6

Consent to Treatment

There were no unlawful detentions within the period.

Apr – Jun
2018
34/40
(85%)

Apr – Jun
2017
34/40
(85%)

Threshold
100%

Current
Status

Trend over 6
months
Maintained

7 patients did not receive s.132 rights during a period of detention this period. The breakdown is as follows:
Chine ward – s5(2) which lasted 25 hours 25 mins
Chine ward – s5(2) which lasted 47hours 10mins (progress note but no monitoring form)
Florence ward – s3 which lasted 19 hours 45 mins before patient was transferred to another provider
Harbour ward – s3 which lasted 10 days before patient was discharged from section
Harbour ward & Bournemouth West CMHT – s3 which lasted 14 days before patient was discharged from hospital into the
community, whilst in the community no attempts were made.
Haven ward – s2 which lasted 2 days 6 hours before patient was transferred to another provider (progress note but no monitoring
form)
Pebble Lodge – s3 which lasted 13 days before patient transferred to another provider

After three months on section, or whenever ECT is being administered under the MHA, the RC has a duty to meet with the patient,
discuss the treatment plan and assess the patient’s capacity to consent to the treatment plan. The outcome of the discussion
should be recorded in the progress notes the patient’s records, along with the relevant MHA consent to treatment form being
completed.
In 15% of cases the RCs did not record their assessment of capacity at the time they held the consultation with the patient. The
breakdown of omissions is as follows:
Dr Rodi Karadimova – 1 case
Dr Nicus Kotze – 1 case
Dr Rosie Allen – 1 case
Dr John Stephens – 3 cases
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All cases were brought to the attention of the medical director for escalation. All doctors were required to make a retrospective
entry and the MHL Office staff have confirmed that these entries have been completed.

Have the Statutory
consultees (where
applicable) made a
record of their
discussion with the
SOAD
Did the RC record their
discussion with the
patient feeding back
the SOAD decision?

24/24
(100%)

29/40
(72.5%)

100%

Improved
Compliance

Statutory consultees are only required for cases where a Second Opinion Appointed Doctor from the CQC is required to give
treatment authorisation due to the patient lacking capacity to consent or refusing to accept the treatment plan.
There were twelve authorisations completed in the period reviewed which required the input of two statutory consultees for each
authorisation. All of the statutory consultees made records in the progress notes to reflect the discussions they had with the SOAD.

6/8
(75%

18/20
(90%)

100%

Reduced
Compliance

There were twelve authorisations completed in the period which came under the eligibility to feedback the decision of the SOAD to
the patient. In four cases, the SOAD advised it would be harmful to feedback the decision and rationale to the patient. These cases
have not been included in the numbers reviewed. Of the remaining eight, six had entries made by the RC demonstrating that
feedback had been provided.
In two cases feedback was not provided to the patients. Both patients were under the care of Dr Doherty. There was a delay of ten
days between the SOAD visit to the two patients and the SOAD authorisation being received and sent to the RC. The RC had not
given the feedback by the time the patients were discharged from section four days later.

S17 leave over 7
nights
Instances where the
RC has not
documented why SCT
is not deemed
appropriate where
leave is authorised for
more than 7 days.
Section 136

Number of MHA
assessments under
section 136 which did
not conclude within
the Code of Practice
timescale of 3 hours

Jan – Mar
2018
0

Jan – Mar
2018
0

Threshold
0

Current
Status

Trend over
6 months
Sustained

The paper section 17 leave form has been replaced by an electronic section 17 leave form for all wards/CMHTs with the exception
of Twynham Ward (a separate form is currently being developed to allow inclusion of ground leave).
If a doctor is authorising overnight leave of more than 7 nights, there is a mandatory field that requires completion by the doctor
around documenting why a CTO is not appropriate thus ensuring compliance in this area. A section 17 leave audit will be
completed on a monthly basis, once the reporting mechanisms within RiO have been finalised.

60/124

Previous
quarters
Oct – Dec
2017
83/182

(48%)

(46%)

Apr – May
2018

Threshold
10%

Current
Status

Trend over
6 months
Reduced
compliance

Of the 124 s.136s received at St. Ann’s, 60 MHA assessments did not conclude within 3 hours (46%). The information below
relates to data collected in April and May 2018.
64 assessments concluded within the three hour period recommended in the MHA Code of Practice.
19 assessments concluded between three and four hours
10 assessments concluded between four and six hours
31 assessments did not conclude until more than six hours after arriving at the placed of safety.
The longest assessment period within April lasted 33 hours 25 mins, this person was detained under s136 at Police Custody and
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arrived at the place of safety (St Ann’s) at 23:05pm on the 25/04/2018. The AMHP was contacted at 23:30pm and arrived at
01:00am. The Police had found the person naked in a house in Bournemouth, acting bizarrely and had taken him to Bournemouth
Police Station. A MHA assessment had been called and a decision made to detain the person under s.2, two medical
recommendations were completed, however no bed was available. After arriving at St Ann’s the person was placed into seclusion
after assaulting a member of staff. There is an entry by a doctor within the progress notes, stating that they are extending the
detention period under s.136, due to a lack of a bed. The extension to s.136 form was not completed. A bed for the person was
found and the person transferred out at 08:00am on the 27/04/2018. It is noted that the criteria for extension to s.136 was not met,
and this was an unlawful extension to the s.136 period.
The longest assessment period within May lasted 14 hours 40 minutes, this person was detained under s136 and arrived at the
place of safety at 22:40pm on 08/05/2018. The AMHP was contacted at 22:55pm, and arrived at 12:15pm on 09/05/2018. The
person was clearly under the influence of alcohol and deemed unfit for interview. Due to intoxication, interview arranged for the
next day.
Reasons for delay in assessment are noted below, please note in some cases more than one reason was documented:
•
Being under the influence of Alcohol was a factor in 17 assessments within the period
•
Waiting for the AMHP to arrive was a factor in 32 assessments within the period.
•
Waiting for a Doctor to arrive was a factor in 13 assessments within the period.
•
Other reasons was a factor in 5 assessments within the period, these include being taken to the General Hospital before
being transferred to St Ann’s x 4, and disagreement by examining professionals with regard to the outcome of the
assessment.
•
The patient’s presentation was a factor in 3 assessments within the period.
•
Being under the influence of Drugs was a factor in 4 assessments within the period
•
Violent or Aggressive behaviour was a factor in 4 assessments within the period.
•
Multiple s.136’s being on site was a factor in 2 assessments within the period.
A full report of delays goes on a bi-monthly basis to the Strategic Mental Health Act Multi-Agency Group. The last meeting was
held on the 22 May 2018. Numerous pieces of work remain ongoing with regard to s.136, these include the creation of retreats –
as an alternative to s.136, changes in legislation brought about by the Police and Crime Act – which comes into force in December
and the AIM project.
Renewals of Section

Number of MHA Panel
Meetings to review
renewals of detention
which took place
before the current
period of detention
expired?

8/15

Previous
quarters
Jan - Mar
2018
20/37

53%

54%

Apr – May
2018

Threshold
100%

Current
Status

Trend over
6 months
Decreased
compliance

The MHL Administrators who clerk hearings are currently offering hearing dates to RCs several weeks in advance of the expiry of
section date to improve compliance. In 8 cases panel meetings were convened before the current period of detention was due to
expire.
Of the 7 that did not go ahead prior to the renewal of section, delays were as follows:
2 case was outside of renewal by less than one week
1 cases were outside by 8 days – 30 days
0 cases was outside by 1-2 months
2 cases were outside by 3-4 months
0 cases were outside by 4-6 months
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1 previously adjourned hearing
The longest delays were due to:
•
Administrator Error
•
Hearing previously postponed due to adverse weather
•
Doctor availability
MHA Panel Meetings

Number of Panel
Meetings cancelled on
the day
MHA Panel Meetings

Number of Panel
Meetings held in the
quarter

Apr – May
2018
1

Apr – May
2018
19

Previous
quarters
Jan - Mar
2018
4

Previous
quarters
Jan - Mar
2018
35

Threshold

Current
Status

1

Threshold

Trend over
6 months
Improved
compliance

Current
Status

Causes of Cancellations:
One case was cancelled after one of the professionals failed to attend

Trend over
6 months
Totals denoted in brackets are the previous quarter’s numbers
Number of renewals:
16 (26)
Number of applications:
2 (8)
Number of Managers requests:
0 (0)
Number of Nearest Relative Applications:
0 (0)
Number of re-convened hearings:
1 (1)
Number of adjournments:
0 (0)
0 patients was discharged from section by the Panel Members.
There were a total of 19 other cases scheduled during the period where the patients were either placed on a CTO or discharged
from section prior to the renewal hearing taking place. This included 2 cases which were not scheduled as the patient had applied
to the Tribunal and Hospital Managers in respect of their detention under s2.

Number of panel
meetings for CTO
renewals where patient
attended

Number of Mental
Health Tribunal
applications/referrals
made

3/6
(50%)

5/22
(23%)

62

108

In 3 out of 6 panel hearing reviews of CTO, patients attended their CTO hearing. It should be noted that patients are encouraged
by the MHL Offices in writing and by CCO’s and RCs to attend but have the right to choose not to attend. The MHL Offices are
ensuring patients are aware that hearings can be held at CMHTs and other Trust locations in close proximity to the patient’s home
in an attempt to further encourage attendance.

Totals denoted in brackets are the previous period’s numbers
Number of applications: 49 (76)

Number of referrals:

13 (24)

There is no established cause for the fall in applications to the tribunal. Applications to the tribunal are patient choice and cannot
be instigated on their behalf.
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Number of Mental
Health Tribunals held

41

31

Totals denoted in brackets are the previous quarter’s numbers:
Number of applications held:
18
(19)
Number of referrals held:
23
(12)
Number of adjournments held:
0
(0)
Number of Nearest Relative Applications held: 0 (0)
Number of applications/referrals withdrawn before the hearing: 22
(22)
Number of applications/referrals where section was discharged before the hearing: 18
Number of applications/referrals where the patient was transferred to another Trust: 1
Number of invalid applications/referrals: 0 (2)

(29)
(1)

Of the 41 applications/referrals/adjournments held, the Tribunal discharged 5 patients from section. This is a discharge percentage
of 12%. At the end of the period there were 16 applications/referrals pending to be heard
Deprivation of Liberty Safeguards
Numbers of patients
still awaiting
assessment for a
standard DoL at the
end of the period.

50

47

45
40
35
30

38
34

Dec-Mar 17
Mar-Jun 17

26

26

25

Jun-Sep 17

20

Sep-Dec 17

15

14

Jan-Mar 18

10
3

5

5

1 2 1 1

0
Dorset CC

Poole BC

4 4
0

7
1

3

B'mth BC

Apr-May 18

When completing the urgent and standard request DoLS paperwork, the patient is then subject to an urgent
authorisation for the next 7 days. In this time the person should be assessed for a standard authorisation. Urgent
authorisations can be extended for another 7 days, to allow further time for the assessment to take place should it not
have concluded. Assessments should take place before the end of the 14 day urgent authorisation period. Where
assessments for a standard authorisation are not undertaken within 14 days, there is no authority to extend the urgent
authorisation further. The patient remains deprived of their liberty, but without a legal authority to do so. In these
instances nursing staff should be phoning the relevant local authority for an update on a weekly basis and recording
this within the clinical notes.
On 31 May 2018, there were nine urgent authorisations which were still within the legal time frame of seven or 14
days. There was only one standard DOLs authorisation in place.
There were a further 34 patients who had been subject to an urgent authorisation which had expired due to the
Supervisory Bodies not completing their assessments to consider implementing a standard DoLS authorisation. The
split of cases by the Supervisory Bodies is:
•
76% of these sit with Dorset County Council to process (26);
•
3% sit with Borough of Poole (1); and
•
21% sit with Bournemouth Borough Council (7).
Of the 34 outstanding assessments
•
44% (15) relate to Urgent DOLs implemented or Standard requests made within the last month (from 39%
in the previous quarter),
•
35% (12) relate to those who have been awaiting assessment between one and three months (from 56% in
the previous quarter),
•
21% (7) relate to those who have been waiting assessment longer than three months (from 5% in the
previous quarter).
The number of patients waiting beyond the 14 day urgent authorisation period has risen by 89% from 18 at the 31
March 2018 to 34 at the 31 May 2018.
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4.6 Inpatient Nursing Staffing – National Return for June 2018
Hospital Site Details
Site code

RDYEY
RDYEH
RDYFG
RDY22
RDYFE
RDY22
RDYEJ
RDYEG
RDYEJ
RDYFD
RDYFF
RDYER
RDYFC
RDY10
RDY10
RDY10
RDYFX
RDYFT
RDY10
RDY10
RDY22
RDY32
RDYEG
RDYEW
RDYFX
RDYFX
RDYMR
RDY22
RDY10
RDYEW

Hospital Site name

WESTMINSTER MEMORIAL HOSPITAL
PORTLAND HOSPITAL
ST LEONARDS COMMUNITY HOSPITAL
ALDERNEY HOSPITAL
VICTORIA HOSPITAL W'BORNE
ALDERNEY HOSPITAL
BRIDPORT COMMUNITY HOSPITAL
WESTHAVEN HOSPITAL
BRIDPORT COMMUNITY HOSPITAL
WAREHAM COMMUNITY HOSPITAL
SWANAGE COMMUNTIY HOSPITAL
BLANDFORD COMMUNITY HOSPITAL
YEATMAN HOSPITAL
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
NIGHTINGALE HOUSE
MAIDEN CASTLE HOUSE
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
ALDERNEY HOSPITAL
KIMMERIDGE COURT
WESTHAVEN HOSPITAL
FORSTON CLINIC
NIGHTINGALE HOUSE
NIGHTINGALE HOUSE
PEBBLE LODGE
ALDERNEY HOSPITAL
ST ANN'S HOSPITAL
FORSTON CLINIC

Ward Name

Specialty 1

Ashmore/Shaston Ward
Castletown Ward
Fayrewood Ward
Guernsey Ward
Hanham Ward
Jersey Ward
Langdon Ward
Radipole Ward
Ryeberry Ward
Saxon Ward
Stanley Purser Ward
Tarrant Ward
Willows Unit
AAU Seaview
Alumhurst Ward
Chine Ward
Florence House
Glendinning Unit
Harbour Ward
Haven Ward
Herm Ward
Kimmeridge Court
Linden Unit
Melstock House
Nightingale Court
Nightingale House
Pebble Lodge
St Brelades Ward
Twynham Ward
Waterston AAU

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

Day
Night
Average fill rate Average fill rate Average fill rate Average fill rate registered
registered
care staff (%)
care staff (%)
nurses/midwives
nurses/midwives
(%)
(%)

87.5%
95.9%
98.3%
99.2%
99.7%
73.0%
61.1%
83.4%
105.3%
87.5%
88.0%
93.0%
89.8%
85.9%
95.2%
74.8%
102.8%
104.3%
93.4%
87.7%
90.5%
105.7%
100.6%
91.9%
132.3%
89.6%
96.5%
91.0%
78.6%
102.4%

97.7%
91.8%
90.7%
95.7%
91.2%
110.1%
108.3%
95.1%
129.1%
96.5%
88.9%
95.7%
90.7%
118.4%
119.1%
131.0%
220.4%
101.9%
122.3%
118.5%
115.8%
140.4%
132.4%
119.9%
105.3%
80.6%
79.8%
108.1%
88.1%
126.4%

53.8%
58.6%
100.3%
98.3%
100.0%
98.3%
85.0%
99.1%
110.0%
87.6%
96.7%
98.5%
93.3%
51.7%
50.4%
106.5%
103.7%
106.3%
100.0%
100.0%
77.4%
103.4%
86.7%
100.0%
97.2%
100.6%
100.1%
58.1%
100.0%
74.3%

203.1%
174.4%
96.8%
120.0%
100.0%
200.0%
233.0%
141.9%
137.8%
126.8%
106.7%
101.7%
107.3%
153.8%
295.6%
153.9%
113.4%
106.5%
110.4%
118.4%
110.9%
100.0%
127.5%
103.4%
106.9%
103.4%
99.0%
106.2%
96.9%
143.7%

The above report shows average fill rates for registered nurses and non-registered care staff by ward in the day and at night for the month. The average fill
rates are the total hours worked as a percentage of the hours expected to be worked on the ward from the roster.
If an average fill rate is below 100%, the number of hours worked by that particular staff group has been below expected levels during the month and if over
100% then more hours than expected have been worked. Staffing levels may be over 100% because additional support staff have been brought in to work a
shift if the number of registered nurses available is lower than planned; or additional staff are required when patients require higher levels of support. 37

4.7. Data Quality Assurance Programme

1
1.1

2

Introduction
This paper gives an overview of the current position of Dorset HealthCare within the
Data Quality Maturity Index and also provides an update of the 2017/18 and 2018/19
Data Quality Priority Plans.

Data Quality Maturity Index (DQMI)-

2.1

The latest Data Quality Maturity Index was published in May 2018 and covers data
submitted by Dorset HealthCare up to December 2017. The DQMI gives an overall
percentage score for the valid and complete rate of a selection of data from 6 datasets
that cover services that Dorset HealthCare provides.

2.2

Dorset HealthCare’s overall performance remains within the top 20% of Trusts
nationally at 98.8%. This was the first DQMI that included an assessment into the data
quality of the Community Services Dataset (CSDS). This dataset supersedes the
Children’s and Young person’s dataset. The same data is collected for the CSDS as
the CYPHS but for all patients, not just patients 18 years and under. The size of the
CSDS is roughly double to the CYPHS. The valid and complete rate for Dorset
HealthCare’s CSDS was 97%, this was within the top 25% of Trusts nationwide.

2.3

Within the DQMI the valid and completion rates of Primary Diagnosis codes and also
consultant codes has increased recently within the DQMI. The DQMI takes roughly 6
months to be released after the data is submitted. This means data quality
improvements made in the summer are only beginning to be seen in DQMI releases
form May.

2.4

The DQMI covering Q4 2017/18 is due to be released in August.

38

4.7. Data Quality Assurance Programme
3

Priority Plan

3.1

The 2017/18 data quality Priority plan is nearing completion. Of the 7 metrics that had
their data quality reviewed , the data quality rating has been improved to green for 4 of
the metrics. The review into restrictive interventions is due to be presented to the Data
Quality Steering Group at the end of July. The current process for reporting restrictive
intervention incidents is lengthy and results in the potential for incorrect reporting. A
streamlined process for reporting restrictive interventions is being planned, but is not
yet in place.

3.2

The data quality for the % clients in settled accommodation remains amber and this is
due to ongoing difficulties in precisely replicating NHS Digital values for this metric
internally. Potential under-reporting of patient safety incidents was in the original
priority plan but was removed from the Single Oversight Framework in November and
no longer applies to Dorset HealthCare.

Ref

1

2
3
4
5
6
7

3.3

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

SOF- Occurrence of any Never Event
SOF- % clients in settled accommodation
SOF- % clients in employment
SOF- Potential under-reporting of patients
safety incidents
SOF- Incident indicators in the Quality
Metrics

Pre review Data
Quality rating
Amber

Amber

Post review Data
Quality rating
Replaced with
MHSDS DQMI score
(green DQ rating)

Amber
Amber
Amber

Green
Amber
Green

Amber

Removed from SOF

Amber

Amber
(Proposed)

A draft 2018/19 priority plan has been presented to the Data Quality Steering Group.
The plan aims to assess the data quality of a set of metrics through to the end of
2018/19. Previously the Priority Plan has only assessed metrics used in the Board
Report. This year’s plan, in addition to board report metrics also includes an
assessment of workforce data that is used in NHS Digitals Model Hospital dashboards.
Also items that are referred to in the Board report, but are not Board level metrics
themselves are also included. The 2018/19 plan is included as appendix A.
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4.7. Data Quality Assurance Programme
Appendix A

Proposed 2018/19 Data Quality Priority Plan
Ref

Date added
to plan

Board
/SOF
metric

Item

1

May 18

Board

Compliments

2

May 18

Board

Total No. of Incidents
Deaths under
investigation
No. of medication errors
No of risks in month
Patients feeling safe in
our inpatient wards
Mixed sex
accommodation
breaches
Patients involved in
their care
SOF metric- Maximum
time of 18 weeks from
point of referral to
treatment (RTT) in
aggregate – patients on
an incomplete pathway

3

May 18

Board

4
5

May 18
May 18

Board
Board

6

May 18

Board

7

May 18

Board

8

May 18

Board

9

May 18

SOF

10

May 18

N/A

Workforce data in the
Model Hospital

Comments
Amber DQ rating in Board report- Currently data quality concerns
around the assurance and validation processes used for this metric
These 4 items are referred to in the Board report although they are
not Board metrics. Currently the data quality of these items has not
been reviewed.
Amber DQ rating in Board report- Currently data quality concerns
around the assurance and validation processes used for this metric
New KPI in Board report metric

Current data
quality rating

Review
period
August

N/A

September

N/A

September

N/A
N/A

September
September
October

TBC

November

Amber DQ rating in Board report- Currently data quality concerns
around the validation process used for this metric

December

Amber DQ rating in Board report- data is currently not collected via
a single electronic source

January

The Model Hospital reports on range of workforce metrics using ESR
data submitted by Dorset HealthCare. Royal Bournemouth Hospital
have had issues around data fields not being populated correctly. A
data quality review would provide assurance that DHUFT workforce
data will be reported correctly by the model hospital project.

N/A

February
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4.8 Learning From Deaths Dashboard
Dorset HealthCare NHS Foundation Trust: Learning from Deaths Dashboard - March 2017-18
Description:
The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care.

Summary of total number of deaths and total number of cases reviewed under the Structured Judgement Review Methodology
Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified
learning disabilities)
Total Number of Deaths in Scope

Total Number of deaths considered to have
been potentially avoidable
(RCP<=3)

Total Deaths Reviewed

This Month
36

Last Month
30

This Month
28

Last Month
27

This Month
0

Last Month
0

This Quarter (QTD)
96

Last Quarter
115

This Quarter (QTD)
76

Last Quarter
105

This Quarter (QTD)
0

Last Quarter
1

This Year (YTD)
399

Last Year
0

This Year (YTD)
334

Last Year
0

This Year (YTD)
2

Last Year
0

Time Series:

Start date

2017-18

End date

Q1

2018-19

Q1

Mortality over time, total deaths reviewed and deaths considered to have been potentially avoidable
(Note: Changes in recording or review practice may make comparison over time invalid)

Total deaths

140
120

Deaths
reviewed

100
80
60

Deaths
considered
likely to
have been
avoidable

40
20
0

Q1 2017-18

Q2

Q3

Q4

Q1 2018-19

Total Deaths Reviewed by RCP Methodology Score
Score 1
Definitely avoidable

Score 2
Strong evidence of avoidability

Score 3
Probably avoidable (more than 50:50)

Score 4
Probably avoidable but not very likely

Score 6
Definitely not avoidable

Score 5
Slight evidence of avoidability

This Month

0

0.0%

This Month

0

0.0%

This Month

0

0.0%

This Month

1

3.6%

This Month

0

0.0%

This Month

27

96.4%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

2

2.6%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

74

97.4%

This Year (YTD)

0

0.0%

This Year (YTD)

0

0.0%

This Year (YTD)

2

0.6%

This Year (YTD)

3

0.9%

This Year (YTD)

0

0.0%

This Year (YTD)

329

98.5%

Start date

2017-18

2018-19

Q1

Summary of total number of learning disability deaths and total number reviewed under the LeDeR methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable for patients with identified learning
disabilities
Total Deaths Reviewed Through the LeDeR
Methodology (or equivalent)

Total Number of Deaths in scope
This Month

Last Month

This Month

Last Month

Total Number of deaths considered to have
been potentially avoidable
This Month

Last Month

2

1

0

0

0

0

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

4

8

0

2

0

0

This Year (YTD)

Last Year

This Year (YTD)

Last Year

This Year (YTD)

Last Year

23

0

3

0

0

0

Time Series:

End date

Q1

Mortality over time, total deaths reviewed and deaths considered to have been potentially avoidable
(Note: Changes in recording or review practice may make comparison over time invalid)
9
8
7
6
5
4
3
2
1
0

Total deaths

Deaths
reviewed

Q1 2017-18

Q2

Q3

Q4

Q1 2018-19

Deaths
considered
likely to have
been
avoidable
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All natural cause inpatient deaths are reviewed using an After Death Analysis (ADA) tool and the majority are assessed as being expected deaths.
Some of the main themes coming out of the ADA review process are generally very positive around the patient and family feeling well supported and
communication with patients and their loved ones is good or above what is expected.
The identification of learning and trends which have arisen from the after death analysis reviews and the actions taken are captured in quarterly
reports and shared via the service director structures.
There is a seven month delay in external review process of deaths of people with a learning disability.
All incidents meeting the SIRI framework criteria have been reported and reviewed, in line with policy requirements, and trends are reported in the six
monthly SIRI incident report to the Quality Governance Committee.
From April 2017 the Trust has been using the six categories of avoidability in all After Death Analysis MDT reviews suggested by the national
guidance to identify whether the death was possibly avoidable.
Progress against the action plan developed following the publication of the National Guidance on Learning from Deaths, A Frame work for NHS Trusts
and NHS Foundation Trusts on Identifying, Reporting, Investigating and Learning From Deaths In Care, (National Quality Board) will be reported to
the Quality Governance Committee quarterly.
A weekly report of all deaths is reviewed by the Patient Safety Team, Director of Nursing and Quality, Deputy Director of Nursing, Therapies and
Quality and the Medical Director to ensure that the investigation approach identified is appropriate to the nature of the incident.
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Statistical Process Control (SPC) ChartsSPC analysis uses control charts to determine whether processes are stable and predictable by looking at
variation. ‘Natural variation’ is regular or ordinary predictable variation and ‘Special cause variation’ is
unexpected or abnormal variation which warrants further investigation. The Integrated Corporate Dashboard
looks at data covering 24 months. If a special cause variation is evident during the 24 month period this is noted
in the KPI table, and if a new special cause variation is identified further narrative will be in the Integrated
Corporate Dashboard Analysis. Special cause variation is shown by coloured dots and orange dots show areas
of potential concern. For metrics with very low numbers of incidents, such as under 18 seclusion incidents,
current SPC charts are not suitable for highlighting areas of special cause variation. Business and Performance
are looking into more suitable types of charts to monitor these metrics.

Indicator

System

Patients not feeling safe in
our inpatient wards

Gather /
Mental
Health
Patient
Safety
Therm.

PSIs Excludes
falls/pressure ulcers & all
no/low harm

Ulysses

Violent incidents - Patient
on Patient in hospital

Ulysses

Violent Incidents - Patient
on Staff all settings

Ulysses

Why we are using this
metric?
Are We Safe?

Description

The number of patients
responding 'no' to the 'Do
you feel safe?' question in
community and mental
Feeling safe is essential for
health hospitals. This
recovery and therapeutic
includes responses in the
interventions.
mental health patient
safety thermometer
monthly snapshot and
discharge surveys.
Number of patient safety
A good safety culture is
incidents reported on
shown by high reporting of Ulysses which have actual
patient safety incidents
impact moderate, major or
with low or avoided harm catastrophic (excluding
and a low reporting of
pressure ulcers and slips,
moderate impact or above trips and falls which are
incidents.
reported under separate
metrics).
Patients expect to be
Number of physical assault
treated in a safe and
therapeutic environment. or sexual assault incidents
(patient on patient)
Violent incidents are no
reported on Ulysses for
more acceptable on
inpatient units than in the inpatient areas.
community.
Staff expect to work in a
Number of physical assault
safe and therapeutic
or sexual assault incidents
environment. Violent
(patient on staff) reported
incidents are no more
on Ulysses for all areas
acceptable in inpatient
(inpatient and
units than in the
community).
community.

Threshold

No
threshold

No
threshold

No
threshold

No
threshold
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

Falls on inpatient wards per
1,000 OBD

System

Ulysses,
SystmOne
and RiO
and
SystmOne

C difficile cases

Manual

C difficile cases with
lapses in care identified

Manual

Other Significant HCAI –
number of patients
affected

Manual

Other Significant HCAI –
number of bed days lost

Manual

% Bed occupancy rate
community hospital wards

SystmOne

Why we are using this
metric?

Description

The rate is calculated from
the number of incidents of
falls reported on Ulysses
All falls put patients at risk
in the month in hospitals
of more serious injury e.g.
as a proportion of
fracture.
occupied bed days
(multiplied by 1,000) in the
month.
Number of Clostridium
Clostridium difficile can be difficile cases identified on
life threatening in the
a hospital ward in the
elderly or otherwise
month. This includes those
vulnerable patients. Good which are found not to be
infection control measures due to a lapse in care. The
on inpatient units should
threshold is based on an
prevent/limit the numbers annual maximum of 12 as
of patients infected.
set by Dorset CCG for
2017/18.
Number of Clostridium
Clostridium difficile can be
difficile cases identified on
life threatening in the
a hospital ward, where
elderly or otherwise
lapses in care were
vulnerable patients. Good
identified following review.
infection control measures
The threshold is based on
on inpatient units should
an annual maximum of 12
prevent/limit the numbers
as set by Dorset CCG for
of patients infected.
2017/18.
Healthcare associated
Number of patients
infections pose a serious
affected by significant
risk to patients, staff and
healthcare associated
visitors. Good infection
infections (excluding C
control measures on
difficile). This is provided
inpatient units should
by the Infection Prevention
prevent/limit the numbers
and Control Team.
of patients infected.
Healthcare associated
Number of bed days lost
infections pose a serious
as a result of significant
risk to patients, staff and
healthcare associated
visitors. Good infection
infections (excluding C
control measures on
difficile). This is provided
inpatient units should
by the Infection Prevention
prevent/limit the numbers
and Control Team.
of patients infected.
Occupancy rate refers to
High bed occupancy rates
the ratio of used beds
can affect the quality of
compared to the total
care provided to patients
amount of available beds.
and have an impact on
This is displayed as a
timely access to hospital
percentage of the total
beds.
occupied bed days.

Threshold

No
threshold

<=1 green

<=1 green

No
threshold

No
threshold

No
threshold
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

% Bed occupancy rate
mental health wards

SOF: Occurrence of any
Never Event
SOF: NHS England/NHS
Improvement Patient
Safety Alerts Outstanding
SOF: Admissions to adult
facilities of patients who
are under 16 years old
SOF: CPA follow up proportion of discharges
from hospital followed up
within 7 days

Why we are using this
metric?

Description

High bed occupancy rates
can affect the quality of
care provided to patients
and have an impact on
timely access to hospital
beds.

Occupancy rate refers to
the ratio of used beds
compared to the total
amount of available beds.
This is displayed as a
percentage of the total
occupied bed days.

No
threshold

Count of Never Events in
rolling six- month period

No
threshold

Ulysses

Number of NHS England
or NHS Improvement
patient safety alerts
outstanding in most recent
monthly snapshot

No
threshold

RiO

Number of children and
young persons under 16
who are admitted to adult
wards

No
threshold

RiO

Proportion of discharges
from hospital followed up
within 7 days

No
threshold

System

RiO

STEIS and
Ulysses

Are We Effective?

Readmission within 28
days to mental health
wards

RiO

% of Bed days with
delayed transfers mental
health

RiO

% bed days with delayed
transfers physical health

Threshold

Of those patients admitted
as an emergency how
Early readmission may be
many had been previously
an indicator that discharge
discharged within 28 days.
planning was inappropriate.
National benchmarking
threshold.
Of those occupied bed
days in mental health units,
how many were delayed.
As of August 2017 The
Forensic service have
Delayed discharges are a
started to capture DToC
significant factor with
information within RiO.
negative consequences for
From a Trust perspective
the effectiveness and
these clients are reportable
quality of care received and
within the indicator for the
also contribute to
Board, however this figure
significant additional costs.
will differ from what is
reported within the CCG
scorecards due to the
Forensic service being on a
separate contract.

Delayed discharges are a
Percentage of total
significant factor with
delayed days as a
negative consequences for
proportion of the
SystmOne the effectiveness and
community hospital
quality of care received and
occupied bed days (entire
also contribute to
month) – target 7.5%
significant additional costs.

<=8.6%
green

<=7.5%
green

<=7.5%
green
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Indicator

Prone Restraint
(Adult)

Prone Restraint
(<18 y.o.)

Supine restraint
(Adult)

Supine restraint
(<18 y.o.)

Seclusion
(Adult)

Seclusion
(<18 y.o.)

System

Ulysses

Ulysses

Why we are using this
metric?
People must not be
deliberately restrained in a
way that impacts on their
airway, breathing or
circulation such as prone
restraint (Department of
Health April 2014).
People must not be
deliberately restrained in a
way that impacts on their
airway, breathing or
circulation such as prone
restraint (Department of
Health April 2014).

Description
Number of prone restraint
incidents reported on
Ulysses for adult patients.
Threshold based on
2016/17 data.

<=17

Number of prone restraint
incidents reported on
Ulysses for patients under
the age of 18 years.
Threshold based on
2016/17 data.

<=2

Ulysses

Supine restraint is the
preferred method of
restraint as opposed to
prone restraint.

Number of supine restraint
incidents reported on
Ulysses for adult patients

Ulysses

Supine restraint is the
preferred method of
restraint as opposed to
prone restraint.

Number of supine restraint
incidents reported on
Ulysses for patients under
the age of 18

Ulysses

Seclusion should not be
included in a care plan and
only used as a last resort.

Ulysses

Seclusion should not be
included in a care plan and
only used as a last resort.

Rapid Tranquilisation
(Adult)

Ulysses

Rapid Tranquilisation
(<18 y.o.)

Ulysses

Rapid tranquillisation
should only be used when
other approaches have
failed to de-escalate
acutely disturbed
behaviour.
Rapid tranquillisation
should only be used when
other approaches have
failed to de-escalate
acutely disturbed
behaviour.

Threshold

Number of seclusion
incidents reported on
Ulysses for adult patients.
Threshold based on
2016/17 data (refreshed
Aug17).
Number of seclusion
incidents reported on
Ulysses for patients under
the age of 18 years.
Threshold based on
2016/17 data.
Number of rapid
tranquilisation incidents
reported on Ulysses for
adult patients. Threshold
based on 2016/17 data
(refreshed Aug17).
Number of rapid
tranquilisation incidents
reported on Ulysses for
patients under the age of
18 years. Threshold
based on 2016/17 data.

<=8

0

<=18

<=2
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Indicator

System

Why we are using this
metric?

Description

Threshold

Number of avoidable
grade 3 and above
(including unstageable)
<= 36 per
pressure ulcers acquired
year for
in care provided by the
community
Trust reported to
acquired
commissioners. These are
pressure
Good nursing care should identified after review
ulcers &
Avoidable pressure ulcers
prevent pressure ulcers
which may take up to 60
Ulysses
(Grade 3 and above)
from being acquired in
days. The new thresholds
<=8 per
care.
are for a 20% reduction of
year for
community avoidable
inpatient
grade 3 pressure ulcers
acquired
from 2016/17 and a 50%
pressure
reduction on the number
ulcers
of inpatient avoidable
grade 3 pressure ulcers
from 2016/17.
CPA Review is the
overarching framework that
Percentage of clients with
brings together all
an open referral and a
elements of a patients'
completed CPA Review
care. An up to date CPA
validated in RiO (clinical
Review includes a review
% of patients with CPA 12
>= 95%
records) where it has been
RiO
month review
of risk which is used by
green
updated in the previous 12
clinicians to assess risk
months. Threshold was set
concerns and to ensure
by NHS Improvement as
that the care plan includes
previously SOF indicator.
measures to reduce risks if
possible
Percentage of applicable
patients who receive a falls
risk assessment within
Falls assessments should
24hours of admission to
Falls assessments within 24 SystmOne be carried out in order for
>= 95%
hospital.
hours
and RiO interventions to be
green
Community hospital
implemented to avoid falls.
patients and mental health
patients >=65 years old.
Contractual target.
Percentage of applicable
patients who receive a
venous thromboembolism
Venous thromboembolism
risk assessment within
(VTE) is a life threatening
Venous Thromboembolism SystmOnea
24hours of admission to
>= 95%
condition causing
(VTE) risk assessment
nd RiO
hospital. Community
green
thousands of preventable
hospital patients and
hospital deaths each year.
mental health patients
>=65 years old.
Contractual target.
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Indicator

Pressure ulcer risk
assessments (Purpose T)

Malnutrition Universal
Screening Tool (MUST)
risk assessment

Completed Appraisals last
year

Mandatory training
completed

Clinical supervision
according to Trust policy

SOF: % clients in settled
accommodation

System

Why we are using this
metric?

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

Description

Threshold

Percentage of applicable
patients who receive a
pressure ulcer risk
assessment within 4hours
of admission to hospital.
Community hospital
patients and mental health
patients
>=65 years old. Contractual
target.

Patients should be
Percentage of applicable
screened to identify those
patients who are screened
at risk of malnutrition or
using the MUST within
who are obese. This helps
24hours of admission to
SystmOne ensure that people receive
hospital.
and RiO the appropriate nutritional
Community hospital
advice and if necessary
patients and mental health
support. Malnutrition can
patients >=65 years old.
impact on a patient's length
Contractual target.
of stay in hospital.
Appraisal is an important
opportunity for staff to
discuss with their manager
Percentage of staff having
concerns about
an appraisal within a
performance, practice and
Ulysses
rolling 13 month period.
working environment.
Threshold has been locally
Objectives are set which
set.
both improve individual
practice and the care
provided to patients.
Percentage of staff at
Staff must have had
month end having
mandatory training for their completed the required
core mandatory training
Ulysses own safety and the
provision of safe care for as per Trust stated update
patients.
frequencies. Threshold
has been locally set.
Reported 6 monthly. The
percentage of registered
clinical staff (excluding
Clinical supervision should
medical staff) receiving a
be in place to ensure that
minimum of two clinical
registered staff are
supervision sessions
Ulysses supported in meeting the
during April – September
Trust and professional
and two sessions during
requirements for delivering
October – March. The
safe, high quality care.
measure excludes bank
staff, new starters and staff
on long-term leave.
Percentage of people aged
18 to 69 in contact with
RiO
mental health services in
settled accommodation

>= 95%
green

>= 95%
green

>= 95%
green

>=95%
green

>=95%
green

No
threshold
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Indicator

System

SOF: % clients in
employment

RiO

SOF: Staff turnover

ESR

SOF: Ensure that cardiometabolic assessment and
treatment for people with
psychosis is delivered
routinely in the following
service areas:
a) inpatient wards

RiO

b) early intervention in
psychosis services
c) Community mental health
services (people on Care
Programme Approach)

FFT - Response Rate
(hospitals)

Gather

FFT - Number of Responses
(community)

Gather

FFT - % Recommended

Gather

Why we are using this
metric?

Description
Percentage of people
aged 18 to 69 period in
contact with mental
health services in
employment
Number of Staff leavers
reported within the
period/Average of number
of Total Employees at end
of the month and Total
Employees at end of the
month for previous 12
month period

Threshold

No
threshold

No
threshold

The number of patients in
the defined audit sample
who have both:
• A completed assessment
for each of the cardiometabolic parameters with
results documented in the
patient’s electronic care
record held by the
secondary care provider
• A record of interventions
offered where indicated,
for patients who are
identified as at risk
Are We Caring?
The family and friends test
Family and Friends Tests
is a nationally used
completed by patients on
measure to record the
the handheld devices and
satisfaction of patients. The
paper surveys in hospital
more people we ask, the
as a percentage of
more meaningful the
discharges in the month.
results.
The family and friends test
is a nationally used
The number of Friends
measure to record the
and Family Tests
satisfaction of patients. The completed by patients
more people we ask, the
seen by community
more meaningful the
services.
results.
We want local people to
Those responding
use our services. It helps to 'extremely likely' plus
identify where we are
those responding 'likely' as
getting care right and when a percentage of all
we might need to take
responses in the month.
action to improve patient
Threshold has been locally
experience.
set.

>=90%
>=90%

>=65%

No
threshold

No
threshold

>=95%
green
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Indicator

System

Patients involved in their
care

Gather

Compliments

Manual

SOF: Community scores
from FFT - % positive

Gather

SOF: Mental health scores
from FFT - % positive

Gather

SOF: Mixed Sex
Accommodation Breaches

Ulysses

SOF: Written Complaints rate

Ulysses
/KO41a

Why we are using this
metric?

Description

Percentage of respondents
answering 'yes definitely'
It is important that patients
and 'yes to some extent' to
are involved in planning
whether they were
and making decisions
involved in their care. This
about their care and
is taken from patient
treatment.
questionnaires. Threshold
has been locally set.
Patients' experience of
being satisfied with their
Number of compliments
care and treatment
received.
provides an opportunity for
learning.
Count of those
categorised as extremely
likely or likely to
recommend/Count all
responders
Count of those
categorised as extremely
likely or likely to
recommend/Count all
responders
Count of the number of
occasions sexes were
mixed on same-sex wards
Count of written
complaints/count of whole
time equivalent staff

Threshold

>=95%
green

No
threshold

No
threshold

No
threshold

No
threshold
No
threshold

Are We Responsive?

Out of area placements adults

RiO

An Out of Area Placement
occurs when a person
Patients admitted to an
with acute mental health
inpatient unit out of county needs requires adult
means the person cannot mental health acute
be visited regularly by
inpatient care and is
family, friends or local
admitted to a unit out of
community health team.
county that does not form
This may impact on
part of their usual local
continuity of care and
network of services.
effective discharge
Figures are number of new
planning.
OOA placements and total
number of OOA
placements.

No
threshold
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Indicator

Out of area placements children

Duty of Candour

Complaints

Number of complaints with
Ombudsman involvement

SOF: CQC
inpatient/mental health and
community survey
(Annually)

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

System

Why we are using this
metric?

Description

An Out of Area Placement
occurs when a young
Patients admitted to an
person with acute mental
inpatient unit out of county
health needs requires
means the person cannot
mental health acute
be visited regularly by
inpatient care and is
family, friends or local
admitted to a unit out of
RiO
community health team.
county that does not form
This may impact on
part of their usual local
continuity of care and
network of services.
effective discharge
Figures are number of new
planning.
OOA placements and total
number of OOA
placements.
Ensuring openness and
transparency with patients
and their representatives in Number of times duty of
relation to care and
candour disclosure was
treatment. Duty of candour identified as appropriate
Ulysses includes informing people following incidents
about incidents, providing resulting in moderate,
reasonable support,
major or catastrophic
providing truthful
harm.
information and an apology
when things go wrong.
Patients' experience of not
Number of complaints
being satisfied with their
received, both written and
Ulysses care and treatment
provides an opportunity for verbal.
learning.
A person's experience of The number of complaints
feeling that an issue they that, the Parliamentary
have made a complaint
and Health Service
Ombudsman has notified
Ulysses about has not been
satisfactorily resolved
the Trust, have been
provides an opportunity for referred to the
reflection and learning.
Ombudsman.
Findings from the CQC
survey looking at the
experiences of people
receiving inpatient
Not
applicable
services from NHS
hospitals and from people
who received community
mental health services
This applies to consultantled incomplete pathways.
The measures apply to
SystmOne
acute patients whether in
an acute or community
setting. (Monthly).

Threshold

No
threshold

No
threshold

No
threshold

0 green

No
threshold

>= 92%

51

5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

System

Why we are using this
metric?

of people
completing treatment
who move to
recovery

RiO

time to begin
treatment
 - within 6 weeks

>= 99%

>= 50%

Data from IAPT minimum
data set.

 Proportion

 Waiting

Threshold

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

SOF: Maximum 6-week wait
SystmOne
for diagnostic procedures

SOF: Early intervention in
psychosis (EIP): people
experiencing a first episode
of psychosis treated with a
NICE-approved care
package within two weeks
of referral
Improving Access to
Psychological Therapies
(IAPT) / Talking
Therapies

Description

IAPTUS

Increased health and
wellbeing, with at least
50% of those completing
treatment moving to
recovery

>= 50%

Timely access, with at least
75% of

>= 75%

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

 Waiting

time to begin
treatment
- within 18 weeks

>= 95%

Are We Well Led?

Ledger

The number of vacancies
has a direct link to the
ability to staff wards and
teams.

The full time equivalent
active vacancies at month
end from the ledger and
expressing them as a
percentage of budgeted
establishment. Threshold
has been locally set.

Sickness rates (monthly
and 12 month rolling
average)

ESR

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.

Full Time Equivalent hours
expressed as a
percentage of Available
Full Time Equivalent hours <=4% green
per month and 12 month
rolling average. Threshold
has been locally set.

Executive team turnover

ESR

Vacancy rate

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

No threshold
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Indicator

(Staff FFT) place of
treatment

(Staff FFT) place of work

System

Why we are using this
metric?

Internal
system

Percentage of staff
responding 'extremely
likely' or 'likely' to the
question "How likely are
you to recommend Dorset
HealthCare to friends and
This is a nationally reported family is they needed care
measure and allows for
or treatment?" The survey
Trust benchmarking. It is a is carried out four times in
proxy indicator as to staff the year and all staff have
engagement and morale. at least one opportunity to
respond. Threshold based
on 10% improvement for
the Trust based on the
comparable question in
the 2016 annual staff
survey.

Internal
system

Cash balance

CIP Performance

Figure taken from the
financial ledger.

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

YTD Variance (Fav)/Adv
NHS Improvement (NHSI)
Single Oversight
Framework - Segment
SOF: NHS Staff Survey
(Annually)

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?
This is a nationally reported
The survey is carried out
measure and allows for
four times in the year and
Trust benchmarking.
all staff have at least one
opportunity to respond.
Threshold based on 10%
improvement for the Trust
based on the comparable
question in the 2016
annual staff survey.
Figure taken from the
financial ledger.
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.

Capital Expenditure

Description

Not
applicable

Segmentation sets out the
level of support NHS
Figure provided by NHSI.
Improvement provides to
trusts.

Threshold

>=79%

>=67%

no threshold
Within 15%
of planned
green
>15% or
<15% red
Within
planned
amount
green
< plan red
Favourable
green
No
threshold
No
threshold
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Indicator

SOF: Proportion of
temporary staff
Data Quality Maturity
Index (DQMI) - MHSDS
dataset score

System

Ledger

NHS Digital

Why we are using this
metric?

Description
Agency staff costs as a
proportion of total staff
costs. Calculated by
dividing total agency
spend over total bill
MHSDS quarterly score in
DQMI

Threshold

No
threshold
>= 95%
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6.0 Timetable of reporting
This table shows the schedule of reporting for each metric progress sheet.
Metrics will only be reported on in the month they are scheduled.



This month’s report
Reporting period

Are We Safe?
Patient Experience
Patients not feeling safe in our inpatient wards
Incidents (number of)
PSIs Excludes falls/pressure ulcers & all no/low harm
Violent incidents - Patient on Patient in hospital
Violent Incidents - Patient on Staff all settings
Falls on inpatient wards per 1,000 OBD
C difficile cases
C difficile cases with lapses in care identified
Other Significant HCAI – number of patients affected
Other Significant HCAI – number of bed days lost
% Bed occupancy rate community hospital wards
% Bed occupancy rate mental health wards
Are We Effective?
Patient Experience
Readmission within 28 days to mental health wards
% of Bed days with delayed transfers mental health
% patients with delayed transfers physical health
Incidents
Prone Restraint (Adult)
Prone Restraint (<18 y.o.)
Seclusion (Adult)
Seclusion (<18 y.o.)
Rapid Tranquilisation (Adult)
Rapid Tranquilisation (<18 y.o.)
Avoidable pressure ulcers (Grade 3 and above)
Assessments
% of patients with CPA 12 month review
Falls Assessment within 24 hours
Venous Thromboembolism (VTE) risk assessment
Pressure ulcer risk assessments (Braden/Purpose T)
MUST risk assessment
Workforce
Completed Appraisals last year
Mandatory training completed
Clinical supervision occurring according to Trust
policy
Are We Caring?
Patient Satisfaction
Friends & Family Test - Response Rate (hospitals)
Friends & Family Test - Number of Responses
(community)
Friends & Family Test - % Recommended (total
responses)
Patients involved in their care?
Patient Experience
Number of compliments

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar
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This month’s report
Reporting period

Are We Responsive?
Patient Access
Out of area placements - adults
Out of area placements - children
Patient Experience
Duty of Candour
Number of complaints
Number of complaints with Ombudsman
involvement
Are We Well Led?
Workforce
Vacancy rate
Sickness rates
Organisational Development
(Staff Friends & Family Test) place of treatment
(Staff Friends & Family Test) place of work
National Reporting Frameworks
CQUINS
External Benchmarking
Nationally reportable concerns (CQC)
NRLS
Research and Development Metrics
Mental Health Act Metrics
Inpatient Nursing Staffing
Learning From Deaths Dashboard
Additional Reports
Data Quality Assurance Activity Summary
Good practice examples
Ad hoc reports
Accreditations
National Community MH Survey
Key:
 Indicates months that metric due to be reported

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb
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Indicates months that metric is not due to be reported
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Agenda Item 10

Trust Finance Report for Month 3, June 2018
Part 1 Board Meeting 25 July 2018
Author

Matthew Metcalfe, Director of Finance and Strategic Development
and Head of Management Accounts

Purpose of Report

Financial results June 2018 (Month 3)

Executive Summary
Headline results for June 2018 (Month 3) are as follows:


The Trust surplus of £1.4m was in line with budget and £0.6m favourable to
control total for Q1.



Pay expenditure was £141k overspent YTD. £354k of overspend relates to Mental
Health & LD services, offset by underspends in other services.



The initial forecast for 2018/19 indicates that we will meet our control total. The
Trust is holding £1.85m contingency on behalf of the system, although at
present there are no material calls against this.



Agency expenditure was £1,039k YTD. This is within both our internal target
and the NHSI cap YTD.

 £3.8m CIP has been banked, achieving 43% of the £8.7m annual target. There is
a risk of £0.5m to achievement of the full year CIP plan.
 Capital Expenditure was £0.9m YTD, with full year forecast expenditure in line
with plan, although some significant risks exist against larger projects.
 The Trust cash position was £29.4m at M3, which is £1.4m below plan. Cash is
forecast to be £0.3m higher than plan at year end, assuming achievement of the
capital forecast.
 The Use of Resource Rating within the Single Oversight Framework is 1 which is
in line with plan.

Previously submitted to Executive Performance and Corporate Risk Group 17 July 2018
Recommendation

The Board is asked to note the report.

Trust financial performance
Budget and Control Total

G

Forecast

G

Trust level
Income
YTD

Pay
YTD

£M

£M

£M

Budget

(62.2)

46.5

14.3

(1.4)

(2.0)

(2.3)

Actual

(62.3)

46.7

14.2

(1.4)

(2.0)

(2.3)

(0.1)

0.1

(0.0)

0.0

(0.0)

(0.0)

Variance

Non-Pay
Deficit/
YTD
(Surplus)YTD
£M

Full Year
Forecast

Control Total
Forecast

£M

£M

Trust surplus YTD of £1.4m was in line with budget. (In line with budget
at M2). YTD £0.6m favourable to control total.
Service level

Mental Health has a YTD net overspend against budget, which is offset by
underspends in other areas. Further detail provided later in this report,
and in Appendix 1.

Full year forecast is a £2.0m surplus (subject to holding the £1.85m
contingency), which is in line with budget. Control total is also forecast
to be in line with NHSI plan. This is the first forecast of the financial
year. Key drivers as follows:
- Income - £221k adverse forecast. Due to under performance within
Occupation Health and anticipated under achievement of non
contracted activity target within Mental Health.
- Pay - £801k favourable forecast. Due to high vacancy levels within
Children’s Services and Steps to Wellbeing, partially offset by
anticipated overspends within Adult Mental Health. The
incremental effect of the pay award is expected to have a nil impact
on the Trust, with additional funding anticipated from NHSI/E.
- Non-pay - £537k adverse forecast. Due to forecast under
achievement of CIP within Mental Health and Estates, and
overspend on Engineering expenditure.

1

Service level performance
Community Services

Budget
Actual
Variance

G

Mental Health Services

R

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

(2.1)
(2.2)
(0.1)

15.5
15.4
(0.0)

(2.1)
(2.1)
0.0

16.5
16.8
0.4

5.1
5.1
0.0

18.4
18.4
(0.1)

73.6
73.4
(0.2)

Budget
Actual
Variance

2.6
2.8
0.1

17.1
17.6
0.5

68.4
69.3
0.9

Community Services £0.1m of ahead of budget at month 3:
- Income £0.1m favourable, across most areas, notably Weymouth
Urgent Care Centre NCA income.
- Pay in line, with underspend in Weymouth & Portland due to reduced
bed numbers with respect to CSR plans (£93k) offset by vacancy CIP
slippage elsewhere.
- Non-pay in line, with minor offsetting variances across all areas.

Mental Health Services £0.5m behind budget at month 3:
- Income in line, with slight underperformance against MH Rehab non
contracted activity income target.
- Pay £0.4m overspent due to temporary staffing in Mental Health
Inpatients (£202k) and vacancy CIP slippage.
- Non-pay £0.1m overspent due to Out of Area placement costs (£53k),
with an average of 3.9 patients in M3. Also one off cost of new
defibrillators for inpatient units (£29k).

Forecast

Forecast

Forecast £0.2m underspend to budget full year.

Forecast £0.9m overspend to budget full year.
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Service level performance
Children and Young Persons

Budget
Actual
Variance

G

Corporate Services

G

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

(0.3)
(0.3)
(0.0)

3.5
3.4
(0.1)

0.9
0.9
(0.0)

(1.4)
(1.4)
(0.0)

11.0
10.9
(0.1)

4.6
4.5
(0.2)

4.2
4.0
(0.1)

17.5
16.8
(0.7)

Budget
Actual
Variance

14.3
14.0
(0.3)

58.4
58.1
(0.2)

Children and Young Persons £0.1m ahead of budget at month 3:
- Income in line, with small offsetting variances across most areas.
- Pay £0.1m underspent due to vacancies in Health Visiting (£77k), and
School Nursing (£19k).
- Non-pay in line with slight underspends in most areas.

Corporate Services £0.3m ahead of budget at month 3:
- Income in line with budget. Occupational Health under achieved
(£51k) offset by favourability in other areas.
- Pay £0.1m underspent due to vacancies not backfilled across most
areas, mainly within the Nurse Executive Directorate (£33k) and
Finance & Information teams (95k).
- Non-pay £0.2m underspent against all areas, with the largest
contribution from Facilities (£93k).

Forecast

Forecast

Forecast £0.7m underspend to budget full year.

Forecast £0.2m underspend to budget full year.

3

Key Performance Indicators
Temporary staffing

Temporary staffing spend was £1,320k in M3 (£4,283k YTD), of which
£300k related to agency (£1,039k YTD), £931k bank (£2,949k YTD) and
£89k substantive overtime (£296k YTD).
Agency expenditure YTD is within both the NHSI ceiling (by £587k) and
the agreed internal agency cap (by £154k).
Agency trends by staff group

G

A

Cost Improvement Programme

At month 3, £3.8m (43%) of the £8.7m full year CIP target has been
banked.
Performance YTD is £885k behind budget (£108k at M2). Forecast shows
an adverse full year variance of £510k.
This is detailed further in Appendix 2.
CIP schemes with a full year variance to plan
2018/19 CIP Scheme

Exec
Sponsor

2018/19
CIP Plan

2018/19
CIP
Forecast

(Risk)/
opportunity
against CIP plan

£'000

£'000

£'000

Operational Efficiencies
Mental Health & LD

EY

2,452

2,099

(353)

Estates & Facilities

MM

425

263

(162)

Nursing & Exec Quality

DD

250

251

1

Human Resources

CP

207

208

1

Children, Young People & Families

EY

422

425

3

4

Key Performance Indicators
Capital
R

M3 YTD - £0.9m capital expenditure, which is £1.0m below phased NHSI
Plan. Full year forecast is in line with the year end plan of £21.5m. Risks
to achievement of plan mainly relate to planning applications for
Alumhurst Road and St Ann’s.

Cash

Local Health Economy
Finance – month 2 FY18/19 position

The Dorset NHS system has a £0.3m favourable variance to control total
at month 2 YTD, with Dorset HealthCare showing the largest favourable
variance of £0.4m.
The NHS system is forecasting to be in line with control total for 18/19.
Cost Improvement Programme – month 9 position

A

M3 YTD - £29.4m, £2.0m higher than M2 but £1.4m below plan.
Cash is forecast to be £0.3m higher than plan full year, reflecting forecast
achievement of capital plan, and additional PDC expected to be received.
Future cash will be affected by any reduction in capital expenditure.

The system unidentified CIP gap stands at £7.1m as at month 2.
NHS providers have a further £6.2m of plans currently in progress to
close the CIP gap.
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Appendix 1 – Financial performance
INCOME & EXPENDITURE SUMMARY

Month 3 2018/19
June

CURRENT ANNUAL BUDGET

YEAR TO DATE
Budget

Pay

Non-Pay

Total
Inc & Exp

Pay

£'000

£'000

£'000

£'000

Non-Pay Inc & Exp
£'000

FORECAST VARIANCE @ M3

Actual
£'000

Variance (Fav)/Adv

Pay

Non-Pay

Inc & Exp

Pay

£'000

£'000

£'000

£'000

Non-Pay Inc & Exp
£'000

%

£'000

Pay

Non-Pay

Income

£'000

£'000

£'000

INCOME
Baseline Income

(226,947)

(56,322)

(56,322)

(0)

(0%) G

0

Integrated Community Services

(8,165)

(2,075)

(2,152)

(77)

(4%) G

(19)

Mental Health & LD Services

(8,403)

(2,084)

(2,050)

34

2% R

161

Childrens' Sevices

(1,323)

(279)

(288)

(10)

(4%) G

(7)

Corporate Services

(5,274)

(1,414)

(1,416)

(2)

(0%) G

119

(250,112)

(62,173)

(62,229)

(55)

(0%) G

254

Total Trust Income

EXPENDITURE
Integrated Community Services

61,632

20,499

82,131

15,452

5,052

20,504

15,439

5,079

20,518

(13)

27

14

0% R

(115)

(44)

Mental Health & LD Services

66,621

10,184

76,805

16,493

2,650

19,143

16,848

2,754

19,602

354

104

459

2% R

395

380

Childrens' Sevices

14,085

4,551

18,636

3,541

901

4,442

3,440

873

4,313

(101)

(28)

(129)

(3%) G

(715)

14

43,605

19,813

63,418

11,046

4,632

15,678

10,947

4,481

15,428

(99)

(152)

(251)

(2%) G

(367)

2

185,942

55,047

240,989

46,532

13,235

59,767

46,674

13,187

59,860

141

(48)

93

0% R

(801)

352

(2,368)

141

(48)

38

(801)

352

(16)

0

14

14

(47%) R

(47)

0

0

(33)

231% G

1,079

0

0

0

0% G

Corporate Services
Total Trust Expenditure

NET INCOME & EXPENDITURE
Central Budgets

(9,122)
0

2,843

Interest Received
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT
EBITDA

0

(30)

(57)
4,315

TRUST (SURPLUS)/DEFICIT
Impairments

2,843

(2,406)

4,105

4,315

(30)

0

(16)

(14)
1,079

1,079

1,079

(2,021)

(1,372)

(1,353)

141

(34)

19

4,105

0

0

0

0

0

0% G

2,084

(1,372)

(1,353)

141

(34)

19

R

254

184
(33)
0
(801)

537

221

0

(43)

4.8%

5.0%
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Appendix 2 – Cost Improvement Programme
2018/19 Cost Improvement Programme (CIP)
2018/19 Monthly Profiling
Actual
CIP Ref

18-CIP-1.1
18-CIP-1.2
18-CIP-1.3
18-CIP-1.4
18-CIP-2.1
18-CIP-2.2
18-CIP-2.3
18-CIP-2.4
18-CIP-2.5
18-CIP-2.6
18-CIP-3.2
16-CIP-4.6
18-CIP-3.1
17-CIP-5.2
18-CIP-0.0

2018/19 CIP Scheme

Operational Efficiencies
Community Efficiencies
Children, Young People & Families
Mental Health
Medical Staffing
Support Services Efficiencies
Finance & Strategic Development
Nursing & Exec Quality
Human Resources
Estates & Facilities
Org Devt & Participation
Corporate
Central Schemes
Transformational
Tax Efficiencies
Financial Transaction Review & Rebates
Site Disposals
Committed CIP (unplanned)

Recurrent
('R), Non
Recurrent
(N)

R
R
R
R
R
R
R
R
R
R
R
N
N
N

Forecast

April

May

June

July

August

September

October

£'000

£'000

£'000

£'000

£'000

£'000

£'000

599
422
367
75

281

524
43
0
75
32
17

50
153

0
-5
8
0
0

258

37

77
15

November December
£'000

£'000

January

February

March

Actual
Outturn
Total

£'000

£'000

£'000

£'000

48
3
296
100

66
0
282
0

51
0
251
0

128
0
65
0

147
0
43
0

34
0
43
0

38
0
43
0

59
0
43
0

37
0
43
0

88
0
363
0

1,576

56
1
144
-41
0
20

37
34
18
74
0
0

0
0
0
16
0
0

0
0
46
6
0
0

0
20
0
29
0
0

0
0
0
0
0
0

0
0
0
34
0
0

0
0
0
20
0
0

0
0
0
0
0
0

0
0
0
13
0
0

667

0
17
17
0
0

0
17
0
0
0

730
17
396
0
0

0
17
0
0
0

0
17
0
0
0

0
17
0
0
0

0
17
62
0
0

0
17
62
0
0

0
17
62
390
421

730

36
77

Total CIP savings achieved/to be achieved:

2,158

871

740

544

334

1,389

256

94

131

201

159

1,353

Actual 2018/19 Cumulative CIP savings profile:

2,158

3,029

3,769

4,313

4,647

6,036

6,293

6,387

6,518

6,720

6,879

8,232

Planned 2018/19 Cumulative CIP profile:
Monthly cumulative CIP variance: Fav / (Adv):

2,158
-

3,137
(108)

4,654
(885)

5,060
(747)

5,191
(543)

6,086
(50)

6,260
33

6,489
(102)

6,813
(294)

6,956
(237)

7,090
(211)

8,742
(510)

425
2,099
175

251
208
263
32
37

258
700
390
421

8,232
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Agenda Item 11

Quarterly themed review of Better Every Day deliverables: mental health
Part 1 Board Meeting 25 July 2018
Author

Nicola Plumb

Purpose of Report

The purpose of this report is to provide a review of the mental health
Better Every Day programme in line with the agreed programme
oversight arrangements.

Executive Summary
This paper provides the first thematic review of the Better Every Day programme as previously agreed
by the Trust Board.
The Better Every Day programme board last met in June 2018 and selected ‘mental health’ for
thematic review. No other matters were identified to be escalated to the Trust Board.
The paper provides an overview of progress made in Quarter One on:
• Implementation of the Mental Health Acute Care Pathway review
• Expansion of Steps to Wellbeing
• Child and Adolescent Mental Health services (CAMHS) expansion
• Transforming mental health estate
• Dementia services review
• Learning disabilities estate
All projects are on track.
Other initiatives underway to meet the commitments of the national Mental Health Five Year Forward
View include:
•
•
•

Review of psychiatric liaison services
Reduction in adult out of area placements for non-specialist acute mental health care
Implementation of an Individual Placement Support service to support people with serious
mental illness back into meaningful activity/employment.

Recommendation

The Board is asked to note the review.

1.0

Background

1.1

In March 2018 the Board agreed that it would receive a quarterly update on one of the key
themes from the Better Every Day programme with exception reporting across the wider
programme provided as necessary.

1.2

The programme board last met in June 2018 and agreed that the mental health transformation
programme would come forward for thematic review, given the scale and pace of
developments. No other matters were identified to be escalated to the Board. The programme
board will review the overall Q1 position at its meeting in August 2018.

1.3

There are a number mental health transformation programmes within the Better Every Day
Programme and this report provides a brief update against the key deliverables of each
programme as reported to the Better Every Day Programme Board in June.

2.0

Mental health transformation Programmes

2.1

Mental Health Acute Care Pathway Review (MH-ACP)
•

•
•
•
2.2

The Retreat – the Bournemouth Retreat has been operational since 23rd April 2018. To date
the service has received more than 1,000 visits and the feedback from staff and people visiting
the service has been very positive. A mid-year review of the Retreat will be undertaken to
inform the development of the Retreat in Dorchester, scheduled to open April 2019.
Waterston additional beds – the four additional beds were opened on the Waterston Ward
(Forston Clinic, Dorchester) throughout April. Staffing is now established and other than
snagging, the extended ward is now fully operational.
Community Front Rooms & Recovery Beds – a procurement process is underway for the
provision of three Community Front Rooms and the seven recovery beds. Implementation is
due to be from April 2019.
This programme is currently on track.
Expansion of Steps to Wellbeing into long-term health conditions

•
•
•
•
•
2.3

The service received additional funding from both Dorset and Southampton Clinical
Commissioning Groups to develop the long-term health conditions service (called Steps to
Wellbeing Body and Mind).
In Dorset Q1 access trajectory was achieved with recruitment ongoing to ensure the
achievement of the year end expansion trajectory of 19% prevalence.
In Southampton the service is on a slower trajectory but recruitment is also ongoing and end
position is still anticipated to be reached.
The expanded service includes support for people with diabetes, chronic pain, respiratory
disorders and medically unexplained symptoms (with a focus on people who repeatedly attend
the emergency departments).
This programme is currently on track.
Child and Adolescent Mental Health Service (CAMHS) expansion

•
•
•

Within the Five Year Forward View there is an intended expansion of access to CAMHS
services. The target is for 32% of people with this ‘need’ to be able to access the services. In
Q1 the service achieved this target (trajectory 1730, actual 1837 (+107)).
To achieve this, the service has recruited additional Wellbeing Practitioners. This is a new post
within CAMHS and is focusing on providing a service to young people with lower levels of need
who still require a specialist intervention.
This programme is currently on track.

2.4

Transforming mental health estate
•

•
2.5

A business case has been developed and presented to the Board and Council of Governors
regarding the wider mental health estate ambitions. Planning permission is being sought for
the CAMHS Psychiatric Intensive Care Unit (PICU) and perinatal developments at Alumhurst
Road and St Ann’s sites respectively.
This programme is currently on track.
Dementia Services Review

•

•
•
2.6

This is being taken forward in partnership with Dorset CCG and others. The view seeking and
needs analysis for the dementia review have been completed and the working group is
currently looking at modelling options in preparation for the completion of the Strategic Outline
Case in September 2018.
Preliminary feedback suggests no changes to the current bed status and focuses heavily on the
provision of post-diagnostic support for individuals and also looks at the needs of their families
and carers.
This programme is currently on track.
Learning Disabilities estate

•

•

Work is ongoing with Dorset CCG to consider the local need for a learning disability
assessment and treatment unit. The demand profile is suggesting an 8-10 bed unit is needed
within Dorset. Business cases are being produced to go to the Integrated Community and
Primary Care Services Board (part of the Integrated Care System) and Trust Board to further
advance options.
This is a Q3 deliverable and is currently on track.

3.0

Additional work programmes

3.1

In addition to the major transformation schemes for mental health services within the Better
Every Day Programme there are a number of other programmes of work underway to deliver
the ambitions of the Five Year Forward View for Mental Health and local ambitions around
service reconfiguration.

3.2

These include:
•
•
•

4.0

Review of psychiatric liaison services to achieve the objective of having an all age 24/7
provision in place by 2020/21
Reducing adult out of area placements for non-specialist acute mental health care, working
towards eliminating this practice by 2021
Implement an Individual Placement Support service to support people with serious mental
illness back into meaningful activity/employment.
Recommendation
The Board is asked to note the progress made against the key mental health transformation
programmes.

C. Hicks
Service Director – Mental Health & Learning Disabilities
July 2018

Agenda Item 12a

CQC Assurance Report
Part 1 Board Meeting 25 July 2018
Author

Dawn Dawson, Director of Nursing, Therapies and Quality

Purpose of Report

To inform the Trust Board of progress with quality assurance
across core services.

Executive Summary
Following the CQC inspection in November and December 2017, action plans to address the
‘must do’ requirements and ‘should do’ recommendations are complete and are being
presented to the Board for ratification (item 12b). The action plans will be shared with the CQC
and progress monitored at quarterly engagement meetings between the CQC and Dorset
HealthCare.
Internal monitoring of action plans will be managed by the Programme Management Office
(PMO) with oversight and support from the quality assurance team.
Assurance visits take place to review compliance with a sample of fundamental standards and
where applicable the Mental Health Act Code of Practice requirements. Individual core service
reports have been shared with the services and the following provides a summary of areas of
improvement and areas of good practice identified.
The Board is asked to:
(a) Note this report;
Recommendation

(b) Agree that future CQC assurance reports will be reported
to the Quality Governance Committee in future; and
(c) That the Quality Governance Committee report to the
Board on an exception basis.

1

1.

PROGRESS AGAINST CQC REQUIREMENTS AND RECOMMENDATIONS

1.1

Following the CQC inspection in November and December 2017, action plans to
address the ‘must do’ requirements and ‘should do’ recommendations are complete
and are being presented to the Board for ratification. The action plans will be shared
with the CQC and progress monitored at quarterly engagement meetings between the
CQC and Dorset HealthCare.

1.2

Internal monitoring of action plans will be managed by the Programme Management
Office (PMO) with oversight and support from the quality assurance team. Quality
assurance visits provide corroboration in ensuring there is sufficient evidence of
compliance by agreed deadlines. Progress will be reported to the Executive Quality
and Clinical Risk Group monthly and to the Quality Governance Committee. The
Committee will bring any matters to the attention of the Board, on an exception basis,
through the Chairs report..

2.

INTERNAL ASSURANCE VISITS

2.1

Assurance visits review evidence that fundamental standards of quality and safety and
where applicable the Mental Health Act Code of Practice are being met and plans are
in place to address inspection findings. Individual reports have been shared with
services and the following provides a summary of good practice and areas for
improvement identified.

2.2

2.3

2.4

Acute wards and PICU – Seaview AAU
Areas of good practice
• Risk assessments were up to date and care plans were in place to mitigate risks
• Information was available for patients about appeals and the Independent Mental
Health Advocacy (IMHA) service
• Records demonstrated evidence of patients’ capacity to consent to admission
and treatment.
Areas for improvement
• There were some outstanding concerns related to the safety of the ward
environment. These are being reviewed by the ward manager with the support of
the health and safety team.
• The white board in the ward office contained patient names and could be
observed from the corridor when open presenting a potential breach of patient
confidentiality.
Forensic inpatient wards – Twynham ward
Areas of good practice
• Work is in progress to identify vocational opportunities for patients to support their
rehabilitation in the community
• Redecoration of the ward is in progress following success in obtaining capital
funding
• Support was available for staff including a recent away day, debriefs and a new
management supervision process. It was acknowledged that this process needed
to be embedded to ensure the minimum frequency of quarterly supervision is
met.

2

2.5

2.6

2.7

2.8

2.9

2.10
2.11

Areas for improvement
• There was no evidence in patient records to show that two requests to access an
IMHA had been followed up
• Section 17 leave forms were not always specific in their wording about where
people can have their leave
• Review of the ward’s ligature management plan / summary is required to ensure
information about the external courtyard accurately reflects current practice in
relation to locked doors and 1:1 supervision for patients.
Long stay rehabilitation – Nightingale House
Areas of good practice
•
Introduction of residents meetings and timely ‘you said, we did’ feedback
•
Records in relation to section 132 rights and referrals to IMHA had been
completed within the last three months
•
Statements of preferences and wishes were included in patients’ records.
Areas for improvement
•
There was inconsistent recording of capacity and consent to treatment
•
Care plans needed further development to ensure they were personalised.
CAMHS wards – Pebble Lodge
Areas of good practice:
•
Plans in place to develop a children’s psychiatric intensive care unit (PICU) on
site and recruit two transition and family workers to improve the interface
between community and inpatient services
•
Positive comments from staff about the supportive and caring nature of the team
•
Positive engagement observed between staff and patients
Areas for improvement:
•
For responsible clinicians to review who they authorise to support young people
on accompanied leave
•
To review information relating to the Mental Health Act displayed on the ward. Up
to date information has been shared with the ward manager.
Older people mental health wards
The following themes were identified on assurance visits to Herm, St Brelade’s and
Melstock House:
Areas of good practice
Consent to treatment documentation was in place with consistent documentation
in relation to authorised treatments
•
There was evidence in patients’ records of referrals being made for IMHAs and
IMHA involvement at ward rounds and in discharge planning meetings.

•

2.12

Herm and St Brelade’s wards have engaged in the Gold Standard Framework (GSF)
and are awaiting the outcome of their assessment. They are the first older people
mental health wards in the country to take part in this accreditation.

2.13

Areas for improvement
•
Care plans were not always up-to-date and did not always reflect the views of
patients and their carers.

3

2.14

Accessible Information Standard
Improvements are needed across all services to ensure compliance with guidance on
the accessible information standard. Guidance is being shared with services at
assurance visits. The communication team has been informed and asked to consider
a relaunch of the campaign to raise awareness.

3.

RECOMMENDATIONS

3.1

The Board is asked to:
(a) Note this report;
(b) Agree that future CQC assurance reports will be reported to the Quality
Governance Committee in future; and
(c) Agree that the Quality Governance Committee report to the Board on an
exception basis.
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Agenda Item 12b

Care Quality Commission Improvement Plan
Part 1 Board Meeting 25 July 2018
Author

Dawn Dawson, Director of Nursing, Therapies and Quality

Purpose of Report

To present the improvement plans to and gain agreement of the
Trust Board.

Executive Summary
Between 13 and 17 November 2017, the CQC carried out planned inspections of 8 core
service areas and a well led inspection between 4 and 8 December 2017. The final report was
published on 13 April 2018.
The CQC found that there are breaches of three regulations in four core services resulting in
nine actions that we must take, and there are 37 should do actions. The ‘should do’ actions
are areas for improvement but do not represent a breach in regulations.
The core service areas with identified ‘must do’ and ‘should do’ actions have developed and
are implementing action plans to address the shortfalls. These action plans will be shared with
CQC and progress will be monitored at the quarterly engagement meetings. Internally,
progress with the action plans will be monitored by the Trust Board and Trust Board monthly.
The monitoring and tracking of the action plans will be managed by the Programme
Management Office (PMO). This process will be overseen by the Nursing and Quality
Directorate. Quality assurance visits are undertaken by the Quality Assurance Team to ensure
that the evidence is in place once an action has been completed. The internal quality
assurance visits constitute the second line of defence.
The Board is asked to:

Recommendation

(a) approve the CQC Quality Improvement plans to address
the findings from the 2017 inspection; and
(b) agree that progress in implementing the action plans will
be reported to the Quality Governance Committee and to
the Board, via the Chairs report, on an exception basis.

1.

BACKGROUND

1.1

Between 13 and 17 November 2017, the CQC carried out planned inspections of 8 core
service areas:
•
•
•
•
•
•
•
•

Acute wards for adults of working age and Psychiatric Intensive Care Unit
(PICU)
Crisis and health based place of safety (HBPoS)
Learning disability services
Community-based mental health services for adults of working age (Adult
CMHT)
Community-based mental health services for older people (CMHT OP)
Community health inpatient services
Community health services for children, young people and families
End of life care services

1.2

The inspection of core services was followed by the well-led inspection which took place
from 4 to 8 December 2017.

1.3

The final report was published on 13 April 2018. The structure of the reports has
changed to be more succinct and we now receive one report which includes an
overarching summary and then detail about each core service and the well led domain.

1.4

The CQC report noted that the senior team had led a very effective programme of
improvement which had resulted in the majority of issues previously found being
addressed. Communication across the Trust had improved with the Board and senior
managers being more visible to staff. There was noticeable improvement in the culture
across the Trust with increased openness and transparency and a clear desire in staff at
all levels to learn and improve.

1.5

The CQC report states that the Trust’s senior leadership team have the skills,
knowledge, experience and integrity necessary for successfully overseeing a large,
complex organisation. They saw evidence of excellent leadership at all levels across the
Trust with many dedicated, compassionate staff who strive to deliver the very best care
for patients.

1.6

The inspectors saw a clear focus on supporting both the physical and mental health of
patients, regardless of whether they service they were accessing was primarily for their
physical or mental health needs. Staff found innovative ways to enable people to
manage their own health and care.

1.7

The safe domain remains rated as ‘requires improvement’ because;
•
•
•

There were concerns about the use of the World Health Organisations’ checklist
before surgery at some community hospitals.
The environment on some mental health wards remained a concern.
Staffing vacancies in some services were believed to have contributed to higher
caseloads.

2

CQC FINDINGS

2.1

The Trusts’ overall rating has improved from ‘requires improvement’ to ‘good’ and ratings
for each domain are shown below.
1

Domain

Rating

Change

Safe

Requires improvement

Same

Effective

Good

Improved

Caring

Good

Same

Responsive

Good

Improved

Well-led

Good

Improved

Over all rating

Good

Improved

2.2

The CQC found that there are breaches of three regulations in four core services
resulting in nine actions that we must take, and there are 37 should do actions. The
‘should do’ actions are areas for improvement but do not represent a breach in
regulations.

2.3

The three regulations we are found to be breaching and the core services they relate to
are shown in the table below.

REGULATION
ISSUES FOUND
Regulation 12 HSCA • The provider must ensure
(RA)
Regulations
theatre staff comply with the
2014:
World Health Organisation “Five
Safe care and
Steps to Safer Surgery”
treatment
checklist.
•

The provider must ensure
anesthetic staff comply with the
“stop before you block”
requirement before inserting the
anesthetic block needle.

•

The provider must ensure that
the risks to the health and safety
of patients detained under
section 136 are adequately
assessed and mitigated.
The provider must take steps to
ensure that risks with the
environment, including ligature
risks, are effectively mitigated.

Regulation 15 HSCA •
2008
(Regulated
Activities)
Regulations 2014:
Premises and
equipment
•

The provider must address the
safety issues presented with
sharing bedrooms.

•

Regulation 18 HSCA

The provider must ensure that the
premises used for people
detained under section 136 are fit
for the purpose and used in a
safe way.
• The provider must ensure staff
2

SERVICES BREACHING
• Community health inpatient
services
•

Mental
health
crisis
services and health based
places of safety

•

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

•

Mental health crisis services
and health based places of
safety

REGULATION
ISSUES FOUND
2008
(Regulated
receive regular clinical
Activities)
supervision, appropriate to their
Regulations 2014:
role.
Staffing
• The provider must ensure that
they provide sufficient numbers
of suitably qualified, competent,
skilled and experienced staff to
meet the needs of the people
requiring and using the service
at all times.

SERVICES BREACHING
• Community health inpatient
services
•

Specialist community based
mental health services for
children and young people

• The provider must ensure that
staff maintain accurate, complete
and detailed records of crisis
plans and care plans for each
child or young person using the
service that documentation is
stored consistently in the
electronic notes system

2.4

The concerns did not result in enforcement action being taken against the Trust.

2.5

The core service areas with identified ‘must do’ and ‘should do’ actions have developed
and are implementing action plans to address the shortfalls. These action plans will be
shared with CQC and progress will be monitored at the quarterly engagement meetings.
Internally, progress with the action plans will be monitored by the Executive Quality and
Clinical Risk Group and by the Quality Governance Committee. Matters requiring Board
consideration will be escalated through the Committee Chair’s report.

2.6

The monitoring and tracking of the action plans will be managed by the Programme
Management Office (PMO). This process will be overseen by the Nursing and Quality
Directorate. Quality assurance visits are undertaken by the Quality Assurance Team to
ensure that the evidence is in place once an action has been completed. The internal
quality assurance visits constitute the second line of defence.

2.7

The action plans can be found at appendix 1

3

RECOMMEMNDATIONS

3.1

The Board is asked to:
(a)

approve the CQC Quality Improvement plans to address the findings from the
2017 inspection; and

(b)

agree that progress in implementing the action plans will be reported to the
Quality Governance Committee and to the Board, via the Chairs report, on an
exception basis.

3

APPENDIX 1

CQC ACTION PLAN
TRUST WIDE ACTIONS

COMPLIANCE ACTION

The provider should ensure there is more
robust leadership and oversight of the
county-wide health-based place of safety
(HBPoS) service.

Must do
(M)
Should
do (S)

S

IMPROVEMENT ACTION
(SMART OBJECTIVE)

The Strategic Mental Health Multi-Agency Group
will review all incidents relating to s136 to identify
and address any emerging trends. The review will
consider police data concerning use of mechanical
restraint and delays involving the police remaining
with patients. The minutes from this meeting will be
submitted to the Mental Health Legislation
Assurance Committee.

Use of the revised report template and inclusion of
the structured judgement tool for deaths meeting the
SIRI criteria.
The provider should take appropriate
steps to ensure there is greater
consistency in its investigation of and
learning from serious incidents.

S

Regular staff carrying out investigations to ensure
consistent standards and recruitment to second
investigator post.
Programme of learning events devised for 18/19 and
continuation of Suicide Prevention work stream

4

LEAD

DEADLINE
(Where a date that
has passed is
shown completion
of the action has
not yet been
verified).

Head of Mental
Health

August 2018

Serious
Incident
Manager
Serious Incident
Manager

Director of
Nursing/Deputy
Director of
Safety,
Improvement
and
Effectiveness

Completed March
2018
Completed June
2018
September 2018

CORE SERVICE ACTIONS

Core Service

CQC COMPLIANCE ACTION

CH Inpatient
Services

The provider must ensure theatre staff
comply with the World Health
Organisation “Five Steps to Safer
Surgery” checklist.

CH inpatient
Services

The provider must ensure anaesthetic
staff comply with the “stop before you
block” requirement before inserting the
anaesthetic block needle.

CH inpatient
Services

The provider must ensure staff receive
regular clinical supervision, appropriate
to their role

Must do
(M)
Should
do (S)

M

M

M

IMPROVEMENT ACTION
(SMART OBJECTIVE)

To embed the 5 steps for the team to undertake for each
procedure briefing, sign-in, timeout, sign-out and debriefing

WHO checklist condensed specifically for use in ‘pain lists’,
with highlighted section for ‘stop before you block’
Anaesthetist and anaesthetic assistant to verbally double
check the surgical site marking and the site of the block
before inserting the anaesthetic block needle.
Line managers to create opportunities for individual and
group supervision in line with clinical supervision policy

LEAD

DEADLINE

Matron/
Theatre
lead

Oct-18

Matron/
Theatre
lead

Oct-18

Matron/
Theatre
lead

Oct-18

Matron/
Theatre
lead

May-18

Each case has its own allocated clinical waste bag, which is
removed from theatre after the case has finished.
CH inpatient
Services

The provider should ensure operating
theatres do not use clinical waste bags
for more than one patient.

S

It must be labelled with an indelible black marker pen;
1. Name of Hospital
2. Date
3. Case Number
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Core Service

CQC COMPLIANCE ACTION

CH inpatient
Services

The provider should ensure medicine
trolleys are always locked when the
person in charge of the trolley is away
from it.

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

If drug trollies used, to be wheeled to bedside.
S
Medication to be dispensed as close to patient as possible.

LEAD

DEADLINE

Hospital
Matrons

Dec-18

Theatre
Leads

Dec-18

To prepare patients for consent they will be given patient
information leaflets in OPDs or by post, prior to surgery,

CH inpatient
Services

The provider should ensure consent
for surgery is obtained in line with the
guidelines of the Association of
Anaesthetists of Great Britain and
Ireland (AAGBI).

Patients will be given a copy of the consent form in OPDs
or by post, to read prior to attending for surgery.
S

Whenever appropriate patients are consented in OPDs
prior to surgery. Confirmation of consent undertaken on day
of procedure.
One stop service with same day consent provided where
appropriate.
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Core Service

Community
Health
Services
Children
Young People
& Families

Community
Health
Services
Children
Young People
& Families

CQC COMPLIANCE ACTION

The provider should ensure that
medicines are managed and stored
safely in all services.

The provider should ensure the
provision of a safe environment for
children seen in the speech and
language therapies waiting areas

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

S

Sexual Health Trinity Street site:
• New code protected key box ordered to replace the 2
previous key boxes so that no cupboard is left unsecured.
Junction site:
• Lockable medicine boxes ordered for the Junction to
decant medicines from the central drug cupboard for
storage of drugs in other consultation rooms during clinic
time

Sexual
Health
Service
Manager

May-18

S

Paediatric Speech and Language Therapy - audit of all
clinic location waiting areas to be undertaken to understand
what other service may be sharing waiting room space.
Seek ways of reducing risk of children being exposed to
challenging behaviour/bad language with those responsible
for management of waiting areas.

Service
Manager
Paediatric
Speech
and
Language
Therapy
Service

Sep-18
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Core Service

Community
Health
Services
Children
Young People
& Families

Community
Health
Services
Children
Young People
& Families

CQC COMPLIANCE ACTION

Must do
(M)
Should
do (S)

The provider should ensure the Royal
College of Obstetricians and
Gynaecologists’ target of two weeks
for coil fitting appointments is met.
S
The Faculty of Sexual and
Reproductive Healthcare (FSRH) two
weeks target of two weeks for coil
fitting appointments is met.

The provider should ensure infection
control guidelines are followed within
school nursing and speech and
language teams

S

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Sexual Health • To reduce the waiting time for patients requesting coils
from first contact with the service to first appointment for
coil consultation.
• To reduce the waiting time for patients requesting a coil
until coil fitted.
• Data collection of demand for coils and present waiting list
• Data collection of working patterns of clinical staff to
ensure maximum use of skills to provide the optimum
service with existing staff
• Train more nurses to fit coils
• Recruit new staff to meet demand
Paediatric Speech and Language Therapy - Infection
Control presentation has taken place at whole service Away
Day on 3rd May 2018 to remind staff of the IC policies and
recording for audit procedures. A portable IPC pack is
being piloted and will be rolled out across the service if
found to be useful for SLTs working in non-clinic locations
(i.e. school, EYS and home visits)
School Nursing - Leads have worked with nurses who
immunise to ensure that they are reminded of bare below
the elbow and the use of hand gel.
School Nursing - Immunisation SOP being reviewed.
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LEAD

DEADLINE

Sexual
Health
Service
Manager

Sep-19

ALL

Sep-18

Core Service

Community
Health
Services
Children
Young People
& Families

CQC COMPLIANCE ACTION

The provider should ensure guidance
on how to make a complaint should be
available for all service users within
individual services.

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

ALL

Jul-18

Sexual Health • Service risks reviewed every month at Sexual Health
Leads’ meeting
• Following on from this risks are cascaded to the staff
through team meetings

Sexual
Health
Service
Manager

Complete

Estates work to be undertaken to improve soundproofing

Sexual
Health
Service
Manager

Complete

Sexual Health • Aim to Implement training for all staff on the complaints
process
• Source information on DORIS and from PALS on correct
complaint procedure
• Arrange training for staff
S

School Nursing - available on SN webpage and Service
leaflet
Paediatric Speech and Language Therapy - PALS Have
Your Say poster to be displayed in all clinic rooms used by
the service. Also considering including PALs Have Your
Say leaflet with First Appointment Letter.

Community
Health
Services
Children
Young People
& Families
Community
Health
Services
Children
Young People
& Families

The provider should ensure sexual
health have robust processes for
identifying and monitoring risks.

The provider should ensure the privacy
and confidentiality of patients is
sustained at all times within the sexual
health clinic at the Junction.

S

S
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Core Service

End of life
care

CQC COMPLIANCE ACTION

The provider should ensure all staff
complete mandatory training.

Must do
(M)
Should
do (S)

S

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

Learning
and
Developm
ent and
Locality
Managers

Mar-19

Community nursing to be reviewed to ensure skill mix
meets demand and capacity and they have the right skills to
deliver high quality end of life care

Deputy
Director
Nursing
Therapies
and
Quality

Apr-19

Re-training is to be added to the policy.

Advance
Nurse
Practition
er End of
Life Care

Sep-18

Nurse
Led
Services/
Communit
y
Neurologi
cal
Manager

Sep-18

All Team leaders proactively ensure staff have completed
mandatory training for level of post in accordance with trust
policies to achieve the trust target.
In addition to ensure they are competent in practice and
undertake essential skills training as required

End of life
care

The provider should ensure that
community and district nursing
services have enough staff with the
right qualifications, skills, training and
experience to deliver high quality end
of life care.

End of life
care

The provider should ensure there is
consistency in the understanding of the
re-training period of staff using syringe
driver.

End of life
care

The provider should ensure there is an
equitable provision of chaplaincy
service to meet the needs of all
patients at the end of their life who
require chaplaincy service.

S

S

Community Hospitals all have access to chaplaincy
services in line with the Chaplaincy in community care
guidance contained within NHS Chaplaincy Guidance 2015.
S

A mapping of access and support has been undertaken and
will be displayed to raise awareness within community
hospitals.
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Core Service

CQC COMPLIANCE ACTION

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

A review of the 136 facilities has been undertaken including
the ligature assessment and ligature management plans
which are in place for the suite and ancillary rooms.

MH Crisis &
HBoS

The provider must ensure that the
premises used for people detained
under section 136 are fit for the
purpose and used in a safe way.

Staff supporting the 136 service will be orientated to the
plans and mitigation actions for risk in the 136 environment.
M
An estates request has been made for a fob operated door
for egress from the 136 suite
A works request for a secure TV has been made for the
136 suite to ensure patients have access to distraction
activity while waiting for an assessment to be completed..
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Inpatient
Services
Manger

Sep-18

Core Service

CQC COMPLIANCE ACTION

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

Senior nurses who manage the reception of 136 detainees
have all been notified via email from the Head of Inpatient
Services of the expectations in respect of the risk
assessment process and a template has been developed to
record progress notes in Rio in accordance with the 136
policy.

MH Crisis &
HBoS

The provider must ensure that the risks
to the health and safety of patients
detained under section 136 are
adequately assessed and mitigated.

A risk assessment takes place on a patient’s arrival and this
is documented as part of the assessment process.
M

When a patient is considered a higher risk, appropriate
measures are taken by bed managers to ensure patient
safety.
-This may include
-locking shutters in the room to prevent access to the hot
water boiler.
- providing extra staffing for the supervision including,
gender specific staff if required due to patient’s risk.

Inpatient
Services
Manger

Sep-18

Inpatient
Services
Manger

Sep-18

Details of actions taken to manage patient safety (in the
suite) will be added to the S136 policy.

MH Crisis &
HBoS

The provider should ensure that they
adhere to the multi-agency section 136
policy when negotiating with police
officers to remain with patients.

S

The S136 policy will be updated to reflect the process by
which negotiation takes place between the police and
healthcare staff to ensure patient safety and security whilst
using the S136 suite. This agreement is to be clearly
recorded on RiO in progress notes.
The Multiagency meeting will be used to discuss any
practice issues arising from the negotiation process
between staff from Healthcare and the police.
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Core Service

CQC COMPLIANCE ACTION

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

Floating staffing are available to support the S136 process
available and bleep holders able to book additional staff via
staff bank when required.

MH Crisis &
HBoS

The provider should ensure there are
sufficient staff to respond to multiple
people detained on the hospital site on
section 136.

S

Senior Nurses may deploy staff from across hospital
services as required to provide appropriate staffing for the
S136.

Inpatient
Services
Manger

Sep-18

Inpatient
Services
Manger

Sep-18

Negotiations between police and Senior Nurse will take into
account the pressures faced by staffing across both the
police and hospital services. This will be reflected in the
S136 Policy
TV works orders made to provide distraction and additional
activity in the 136 suite and ancillary rooms.
Clock in place in rooms used.
MH Crisis &
HBoS

The provider should ensure that
patient’s comfort, privacy and dignity
are maintained whilst in the HBPoS.

S

Temporary bed available to support good sleep hygiene
when/where required.
Toilet and tea/coffee facilities made available for individuals
using S136 facilities.
Access to bathing facilities made available on Seaview
Ward where required.
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Core Service

MH Crisis &
HBoS

CQC COMPLIANCE ACTION

The provider should ensure that
sufficient staff are up-to-date with
training in level 3 safeguarding in the
crisis teams

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

All staff currently overdue training or who are due training in
the next three months are to complete the training by
02.07.18 to meet the trust target. If there are insufficient
training courses available then the Crisis Service Manager
will arrange and fund an additional training session for staff
via an external provider.
S
Training records will be downloaded monthly by Crisis
Service Manager and staff who are due training to be
booked in advance of their due date. This will remain an
ongoing action to ensure compliance.

LEAD

DEADLINE

Crisis
Service
Manager

Crisis
Service
Manager

Jul-18

Training records via online training system.

C &YP
Specialist
Community
MH

The provider must ensure that they
provide sufficient numbers of suitably
qualified, competent, skilled and
experienced staff to meet the needs of
the people requiring and using the
service at all times.

M

• Demand and capacity piece of work to be completed to
look at capacity. Any issues identified to form business
case for additional resource

CAMHS
Service
Manager.

• Recruit additional Wellbeing Practitioner to increase
access in line with 5YFV

CAMHS
Service
Manager.

• To develop CAMHS core competencies and ensure all
new staff have completed as part of their induction.
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Clinical
Service
Managers
.

Sep-18

Core Service

CQC COMPLIANCE ACTION

C &YP
Specialist
Community
MH

The provider must ensure that staff
maintain accurate, complete and
detailed records of crisis plans and
care plans for each child or young
person using the service that
documentation is stored consistently in
the electronic notes system.

C &YP
Specialist
Community
MH

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

M

All YP will have a care plan recorded on the care plan
section of RiO that outlines all identified areas of need and
treatment. To include My Crisis Plan. Reviewed as
minimum every 12 months.

CAMHS
Service
Manager..

Sep-18

The provider should ensure
appropriate alarm systems are in place
and used appropriately to ensure staff,
children, and young people’s safety.

S

All staff will have access to suitable security systems both
when in clinic sites and lone working.

CAMHS
Service
Manager..

Sep-18

C &YP
Specialist
Community
MH

The provider should ensure that the
waiting room area at North Dorset is
monitored and access to closed areas
of the service is restricted.

S

CCTV will be installed to monitor the waiting area

CAMHS
Service
Manager.

Sep-18

C &YP
Specialist
Community
MH

The provider should ensure that care
plans reflect that children and young
people have been involved in planning
their care and are written in a personcentred, age appropriate manner.

S

All YP will have a care plan on RiO that outlines all
identified areas of need and treatment plans. Care Plans
contain evidence of being personalised and co-produced

CAMHS
Service
Manager..

Sep-18

C &YP
Specialist
Community
MH

The provider should ensure that all
carers are offered individual support or
signposted to other support services
external to the Trust.

CAMHS
Service
Manager..

Sep-18

S

As part of the initial assessment all parent/carers will be
provided individual support or signposted to support
services outside of CAMHS
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Core Service

CQC COMPLIANCE ACTION

C &YP
Specialist
Community
MH

The provider should ensure all staff
complete mandatory training and have
access to regular supervision.

Acute wards
adults workage &
PICU

The provider must take steps to ensure
that risks with the environment,
including ligature risks, are effectively
mitigated.

Must do
(M)
Should
do (S)

S

M

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Team leads to use reports to ensure staff training and
supervision meet trust targets
Ligature management plans are in place for all acute wards.
In addition each acute ward uses a ‘Health and Safety
Manual’ which is used to induct team members to both the
risks in a ward environment but also the safe systems of
work that are required to mitigate those risks. Each member
of staff is inducted to the manual and signs a register to say
they understand and will apply the safe systems of work.
The manual is updated minimum annually or as required.

LEAD

DEADLINE

CAMHS
Service
Manager..

Sep-18

Acute
Inpatient
Matron

Sep-18

Acute
Inpatient
Matron

In Place

Acute
Inpatient
Matron

Sep-18

Each ward completes minimum hourly patient and
environmental checks and any risks identified are
addressed (would include fixed and non-fixed ligature
issues)

Acute wards
adults workage &
PICU

The provider must address the safety
issues presented with sharing
bedrooms.

M

A risk assessment is now in place for all patients
transferring to a ward with shared accommodation (Chine
only). This is within the operational policy for the acute
wards. This includes consideration of the risks that a
patients possessions and belongings may pose to a person
with whom they are sharing a room. The transfer checklist
in Rio references the completion of the room sharing risk
assessment.

Acute wards
adults workage &
PICU

The provider should ensure that care
records, risk assessments, incident
records and prescription charts all
correlate to one another.

S

Each Acute Ward will structure MDT reviews to ensure that
Care Plans, Risk assessment and Prescription records are
up to date and correlate with one another.
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Core Service

CQC COMPLIANCE ACTION

Acute wards
adults workage &
PICU

The provider should ensure that staff
have full line of sight of areas of the
ward, and that blind spots are
effectively mitigated.

Acute wards
adults workage &
PICU

The provider should review the
provision of psychology across the
acute services.

Acute wards
adults workage &
PICU

The provider should review the use of
shared bedrooms on Chine Ward and
make any changes necessary, within a
reasonable and practicable timescale,
to ensure all bedrooms maintain
patients’ privacy and dignity.

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

LEAD

DEADLINE

S

All wards will complete a review of ‘blind spots’ and will
organise placement of additional mirrors where required.

Acute
Inpatient
Matron

Sep-18

S

A full review of psychology review has been undertaken
and recommendations made to the Trusts Exec for
additional provision.

Psycholo
gy Lead /
Director
of Mental
Health

In Place

S

The Trust intends to move Chine Ward to an alternative
venue which will provide single rooms for all service users
by 2020. Work has begun on developing plans to facilitate
this in line with the recommendations of the Acute Care
Pathway (ACP) Review

Director
of Mental
Health

May-20
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Core Service

CMHT Adults

CQC COMPLIANCE ACTION

The provider should ensure that all
medication and medical devices are
safe for use and checks to ensure this
are carried out.

Must do
(M)
Should
do (S)

S

IMPROVEMENT ACTION
(SMART OBJECTIVE)

For teams that store medication, a standardised medication
folder will be introduced for all community teams that
includes the following:
• Returns form for returns or destruction.
• Stock drug list record for recording medications received
and taken out for administration. This will need to be a
sheet for each drug that will need to be completed each
time.
• A separate form within the cupboard where the nursing
staff record monthly date checks.
• Destruction of patients own drugs as per TW12
• Prompt statement to ensure Sharps bins have been
disposed of in line with SOP TW12.
A standardised form for medical devices shall be introduced
into all community teams with a named lead in the team
responsible for overseeing medical devices. The form will
include;
• Make and Model / Serial / asset number / Date the device
was first in use / Date of monthly check and confirmation
that device is in good working order - N.B. devices should
also be checked prior to each use / Date the device
requires recalibration or servicing (if applicable) (check
device is labelled with this information and device is in date)
/ Date device requires replacement / Note signs of wear
and tear / Note whether consumables are required,
available and in date / Note actions taken to remedy any
problems found / Note whether the device is clean and dust
free / Is the storage appropriate i.e. clean, dry, light items
stored on higher shelving, heavy items on lower / Dirty
items are not kept with clean items, but are cleaned prior to
storage / Device users have all been trained.
Teams will ensure the form is kept in a medical devices
folder 18
on the premises and that monthly checks are
undertaken of all devices and consumables. Spare
decontamination certificates and instructions for use will
also be available in the folder where applicable. Forms will
be subject to annual audit by service managers.

LEAD

Mental
Health
Community
Services
Manager /
CMHT
Service
Managers
Pharmacy
lead

DEADLINE

Aug-18

Core Service

CMHT Adults

CQC COMPLIANCE ACTION

The provider should ensure that all
premises are clean and fit for purpose.

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Service managers for all community teams will undertake a
review of the current cleaning schedule of the premises that
they are responsible for and ensure that the schedule is
sufficient to ensure that premises are clean.
S
Service managers will undertake the WASH audit for all
premises they are responsible for and identify any
equipment or furniture that requires replacement in order to
ensure premises are fit for purpose.
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LEAD

DEADLINE

CMHT
Service
Managers
/
Specialist
Community
Mental
Health
Team
Managers

Sep-18

Core Service

CQC COMPLIANCE ACTION

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Remind all staff of the standard to document a review of
care plans and risk assessments at the point of discharge
from hospital / as part of discharge planning.

CMHT Adults

The provider should ensure that staff
update care plans and risk
assessments at discharge from
hospital.

S

Include on list of current inpatients on team meeting
agendas a box to document the date the care plan and risk
assessment has been updated as part of the discharge
from hospital.
Introduce an automated exception report that teams can
download that identifies whether a care plan has been
updated on RiO at the point of discharge (or in the
preceding five working days of discharge) from hospital.
Service Managers to ensure report is downloaded as part of
routine exception reporting and circulated to staff to monitor
this area.
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LEAD

Mental
Health
Community
Services
Manager
Team
Leaders
Business
and
Performance
Business
Partner

DEADLINE

31.07.18

31.08.18

31.08.18

Core Service

CQC COMPLIANCE ACTION

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Identify a senior lead within Community Mental Health
Services to lead on the physical health in mental health
agenda.

CMHT Adults

CMHT Adults

The provider should ensure that
physical health care plans are
comprehensive in their approach.

The provider should ensure that staff
records all patients’ involvement in
their care.

S

S

A physical health in mental health working group led by the
Physical Health Lead will be established to develop clear
standards for physical health assessment, monitoring and
support to be offered by all community mental health teams.
This will include compliance with NICE guidelines and
CQUIN physical health standards. The group will also
identify the key mandatory training for staff in community
mental health services to undertake in respect of physical
health

Develop a coproduced wellbeing care plan for
implementation in all community mental health teams. The
wellbeing plan will be written in partnership with the service
user to enable their closer involvement in care planning.
The plan will also document the service user’s involvement
in their care.
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LEAD

Mental
Health
Community
Services
Manager
Lead for
Physical
Health in
Mental
Health for
Community
Mental
Health
Teams

Mental
Health
Community
Services
Manager

DEADLINE

May 18

Dec 18

Nov-18

Core Service

CQC COMPLIANCE ACTION

Must do
(M)
Should
do (S)

IMPROVEMENT ACTION
(SMART OBJECTIVE)

To maintain targets for mandatory training in appropriate
levels of safeguarding.
LD & Autism
Community

The provider should ensure that all
staff complete mandatory training for
safeguarding adults and children to the
appropriate level for their role.

S

To work with Safeguarding Group to agree the right level of
training for each team.
To work with Safeguarding to understand and address and
shortfall in availability of training

LD & Autism
Community

The provider should ensure that
patients and carers are actively
engaged and involved in decision
making about, and within, the
community learning disability service.

1) Overall governance in Bournemouth and Poole include
the LD Partnership Board and Health Action group which
are self-advocacy led.
S

2) To ensure all appointments include a service user in the
appointment panel.
3) To table inclusion of a service user representative at the
B&P Joint Management Board.
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LEAD

DEADLINE

Head of
Children’s
and Adult
Learning
Disability
Services

Dec-18

Head of
Children’s
and Adult
Learning
Disability
Services

Sep-18

Agenda Item 13

Medical Staff Revalidation – Update
Part 1 Board Meeting 25 July 2018
Author

Dr Steve Tomkins

Purpose of Report

To update the Board on the Trust’s arrangements to enable
revalidation of medical staff.

Executive Summary
The report sets out the Medical Appraisal and Revalidation process that the Trust has in
place in line with GMC guidelines. It provides the Board with the following information:
•
•
•
•

The number of doctors with a prescribed connection to the Trust;
The number of doctors who have had an appraisal in the 2017/18 appraisal year;
The number of doctors who have revalidated in 2017/18 and the number of doctors
who were deferred; and
The systems in place to support the appraisal and revalidation process and provide
quality assurance.

At the end of the 2017/18 appraisal year there were 102 doctors with a prescribed
connection to the Trust.
All doctors with a prescribed connection have been allocated a trained appraiser and have
had an appraisal meeting or a valid reason, in line with national guidance, for exception
within the 2017/18 appraisal year.
I would like to comment that since commencing my role as Medical Director, I have been
very impressed with the efficient and well run medical appraisal and revalidation system the
Trust has in place, which is overseen by the Associate Medical Director/Lead for Medical
Appraisal and Revalidation, Denise Cope, and the Medical Appraisal and Revalidation
Facilitator, Annette Sanders.

Recommendation

To note the report and agree that future updates are submitted
to the Quality Governance Committee.

1

MEDICAL STAFF REVALIDATION – UPDATE
JULY 2018

1

PURPOSE OF REPORT

2.1 This provides assurance that there is a robust system in place that meets GMC
guidelines for the appraisal and revalidation of all medical staff for whom Dorset
HealthCare is their Designated Body.
1.2 Revalidation of doctors is an established national process. The enhanced appraisal to
support the revalidation process, within the Trust, has been in place since 2011 and has
been subject to internal audit review in 2012, 2013 and 2018 and an Independent
Verification visit by NHS England in March 2015.
2

BACKGROUND

3.1 Medical Revalidation was launched in 2012 to strengthen the way that doctors are
regulated, with the aim of improving the quality of care provided to patients, improving
patient safety and increasing public trust and confidence in the medical system.
3.2 Provider organisations have a statutory duty to support their Responsible Officers in
discharging their duties under the Responsible Officer Regulations and it is expected
that provider boards will oversee compliance by:
• Monitoring the frequency and quality of medical appraisals in their organisations;
• Checking there are effective systems in place for monitoring the conduct and
performance of their doctors;
• Confirming that feedback from patients is sought periodically so that their views
can inform the appraisal and revalidation process for their doctors; and
• Ensuring that appropriate pre-employment background checks (including preengagement for Locums) are carried out to ensure that medical practitioners
have qualifications and experience appropriate to the work performed.
4

GOVERNANCE ARRANGEMENTS

4.1 The Trust has in place the following key personnel to support the appraisal and
revalidation process:
• Responsible Officer – Steve Tomkins
• Medical Appraisal and Revalidation Lead – Denise Cope
• Medical Appraisal and Revalidation Facilitator – Annette Sanders
4.2 Progress of the appraisal and revalidation process during 2017/18 is monitored via
regular reporting through quarterly reports to NHS Revalidation England – South and
an Annual Organisational Audit 2017/18 to NHS England.

2

5
5.1

MEDICAL APPRAISAL
Doctors with a prescribed connection

5.1.1 As at 31 March 2018, of the 102 doctors with a prescribed connection to the Trust, 98
have had an appraisal meeting.
Four appraisals are defined as approved missed appraisals, according to national
guidance, due to the following reasons:
•

One doctor had only recently connected to the Trust. An appraiser has been
allocated and an appraisal meeting arranged for early in 2018/19;

•

One doctor had had a break in practice, resuming employment with Dorset
HealthCare in February 2018 with a return to practice plan;

•

One doctor’s retirement was imminent and requested not to participate in a
2017/18 appraisal as the doctor had no plans to return to practice; and

•

One doctor missed the appraisal due to work pressures.

One appraisal was defined as an approved incomplete appraisal, according to national
guidance, due to the appraisal not being signed off within the 28 day timescale as a
result of the appraiser being on sick leave.
5.1.2 All doctors have access to a funded 360˚ appraisal, once within a 5 year revalidation
cycle, unless there is an indication for more frequent, to meet minimum revalidation
requirements.
5.1.3 All doctors are required to submit their appraisal data on the electronic Medical
Appraisal Guide (MAG) form to enable monitoring, audit and quality assurance of
revalidation recommendations.
5.2

Appraisers

5.2.1 The Trust has 24 trained medical appraisers.
5.2.2 Appraisers are supported in their role in 5 ways:
•
•
•
•
5.3

Allocated peer group of appraisers;
Twice yearly Appraisal Training and Support Meetings;
Individual meetings with Appraisal and Revalidation Lead to feedback on
review of appraisal outputs and plan any personal development; and
Twice yearly Appraiser Development Workshops

Quality Assurance

5.3.1 Internal audits of the appraisal and revalidation system were conducted in 2012, 2013
and 2018. The third review of the appraisal process occurred between March and
April 2018 and achieved an overall assurance assessment of ‘Substantial Assurance’.
The overall conclusion is as follows:

3

The Trust has an up to date Medical Staff Appraisal to Support Revalidation policy
which meets statutory requirements of the General Medical Council and NHS England.
The Trust's intranet site provides a range of guidance and supporting documentation
including links to external GMC and NHS England guidance and internal bulletins. In
respect of adherence with policy and associated assurance:
•

Information about doctors' appraisals and the associated documentation is
collated on an internal database which was seen to be well maintained and
comprehensively populated.

•

The Trust has submitted timely quarterly returns to NHS England, and the
annual report to the Trust Board is planned for July 2018, following a
comprehensive report in July 2017.

•

Testing noted good compliance with the stipulated timeframes for the
processes pertaining to doctors' appraisals, and the submission of information
to the revalidation team.

•

A large proportion of doctors for whom this Trust is not the designated body
have failed to return their annual declarations which means the Trust does not
hold written confirmation that doctors' work within this Trust is covered within
appraisals conducted by their own designated bodies.

A plan is in place to ensure all doctors working sessions for the Trust, with a different
Designated Body, return the Trusts annual appraisal declaration form completed and
signed by the doctor’s appraiser.
5.3.2 Under the Framework of Quality Assurance, an Independent Verification Review by
NHS England took place on 5 March 2015. The purpose of the visit was to look at the
Trust’s Appraisal and Revalidation processes and systems.
The review team spent the day meeting with the Responsible Officer, Trust Appraisal
and Revalidation Lead, Medical Appraisal and Revalidation Facilitator, Trust
Appraisers, Associate Human Resource Director, the Trust PPI lead, service user and
carer representative, Becky Aldridge (Chief Executive of Dorset Mental Health Forum)
and a number of medical staff.
The review report gave the Trust an overall rating of 5 placing the Trust in the
excellence range.
5.3.3 Two audits have been carried out by the Trust’s Medical Appraisal and Revalidation
Lead following the 2017/18 appraisal year, as part of the quality assurance process for
appraisal and revalidation. These are:
•

Appraisal Quality Assurance Audit. This demonstrated high levels of
compliance with expected standards and improvement in previous areas of
concern; and

•

Medical Feedback Questionnaire Audit. This demonstrated high levels of
satisfaction with the appraisal process and feedback that doctors believed the
process led to improvements in patient care.
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5.4

Access, Security and Confidentiality

5.4.1 All staff appraisal information and evidence is stored on the Trust’s Revalidation drive.
Access is limited to staff involved in the co-ordination and delivery of the appraisal and
revalidation process.
5.5

Clinical Governance

5.5.1 The following data is provided to doctors and their appraisers to facilitate their
appraisal and revalidation:
•

Individual monthly complaint data is forwarded to all involved doctors;

•

Serious Untoward Incident (SUI) data and reports are forwarded to individual
medical staff for inclusion in their appraisal document; and

•

It is expected that doctors will reflect on the data provided and include this in
their annual appraisal documentation.

5.5.2 Collated information on numbers of complaints and Serious Untoward Incidents for
individual doctors are shared with their appraiser to enable triangulation and ensure
reflection occurs.
6

REVALIDATION RECOMMENDATIONS

6.1

During 2017/18 the Responsible Officer was required to make revalidation
recommendations on 9 doctors. Eight doctors were successfully revalidated. One
doctor had their revalidation deferred as a result of a lack of sufficient information to
support a positive recommendation.
This doctor had a plan in place to support them achieving a positive recommendation
following their deferral, but has since left the Trust.

7

RECRUITMENT AND ENGAGEMENT BACKGROUND CHECKS

7.1

Medical HR has a robust process in place to verify ID and qualifications and obtain
references for all medical staff employed by Dorset HealthCare.

7.2

Locums are recruited using Government Procurement Service agencies. The locum
agency is required to provide the Trust with the following information:
•

GMC confirmation that the doctor has a licence to practice (inclusion on the
Specialist Register for all consultant posts);

•

Name of the doctor’s Responsible Officer;

•

Date of last appraisal (within 12 months);

•

Two references to be provided, which would include 1 from the most recent
assignment;

•

Section 12 approved (Psychiatry only);

•

Enhanced DBS disclosure;
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•

Photographic ID and right to work documentation;

•

Up to date Basic Life Support Certificate;

•

Occupational Health Fitness to Practise Certificate with full immunisation
details;

•

Must be able to drive with own vehicle.

7.3 The Medical HR Department independently checks the doctor’s GMC registration, the
photographic ID is verified on the locum doctor’s initial meeting with Medical HR.
Medical HR also carries out additional ID checks.
7.4 The locum doctor is given a ‘Welcome Pack’ on commencement of employment. The
pack contains the following:
•
•
•
•
•
•

Induction checklist for locum doctors.
Fitness to Practice Form.
Confidentiality declaration.
DBS declaration and a form to be completed by the RO.
Prescription Signature.
Day 1 Agency Worker’s letter.

7.5 At the end of the locum’s assignment an end of assignment form is completed by the
appropriate medical manager.
7.6 There is a Trust policy in place on the Management of Medical Locums which includes
an application checklist.
7.7 A Medical Locum audit was carried out in 2016/17 by the Trust’s Medical Appraisal and
Revalidation Facilitator to ensure the Trust is meeting quality standards for medical
locums.
8

RESPONDING TO CONCERNS AND REMEDIATION

8.1 There were four investigations of medical staff that took place during 2017/18. The
results of these investigations are as follows:
•

One case had no formal hearing, but learning outcomes addressed informally
through line management support;

•

One case is due to be heard at a formal hearing in July 2018;

•

One case is still under investigation;

•

One case was investigated as part of a grievance and was settled via a
settlement agreement.

8.2 The Trust has the following relevant policies in place:
• Disciplinary Procedures and Concerns for Doctors and Dentists
• Doctors Return to Practice Policy
6

• Monitoring of Conditions Imposed by or Agreed with the General Medical Council
9

RISKS AND ISSUES

No risks identified in relation to the appraisal and revalidation process.
Steve Tomkins
Medical Director
July 2018
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Author

Dave Corbin, Equality & Diversity Manager

Purpose of Report

To inform the Board of the Trust’s progress and achievements in Equality and
Diversity for 2017-18.

Executive Summary
This report is submitted to the Board as a summary of the Trust’s progress and position on equality and
diversity. This is a reflection of the continued work the Trust has been engaged in nationally through
the NHS Employers Partnership Programme, as well as locally across Dorset to meet the legislative
requirements of Equality and Diversity, specifically the Public Sector Equality Duty (PSED) in order to
comply with the general equality duty of the Equality Act 2010 and extra specific duties.
The development of the Trust Equality Objectives is currently in the process of being refreshed using the
Equality Delivery System framework (EDS2) which has been provided by the Department of Health). This
is being carried out in conjunction by working with all NHS Service Providers in Dorset and Dorset Clinical
Commissioning Group. This has been the recommended monitoring and reporting tool for the past 6 years
and has provided Equality Objectives in line with the Trust Better Every Day Strategic Goals.
•
•
•
•
•
•

To be a valued partner and expert 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 Trusts 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 and negative effects.

The Trust has a number of key equality and diversity reporting processes and deadlines in line with its
contractual requirements with NHS England and Dorset Clinical Commissioning Group as a health care
provider. Details of how these have been met will be explained in this report.
The Trust knows that many people experience discrimination, social exclusion and harassment because of
their sex, age, sexual orientation, race, religion or belief, disability, marriage or civil partnership, gender
reassignment or due to pregnancy and we recognise our responsibility to achieve the highest standards in
equality and inclusion, and to be a proactive agent for change.
The Trust’s work in Equality and Diversity has been rewarded with being invited to join the NHS Employers
Disability Workforce Equality Standard Super Pilot Group.
Recommendation

The Board is asked to note this report for 2017-18.

1.

Background

1.1

Dorset HealthCare has had in place detailed equality and diversity policies and individual schemes
and strategies since November 2006. During this period, considerable strides have been made in
realising our statutory obligations to pay due regard and to promote equality across the equality
strands, which we have celebrated to a degree and can be encouraged by our successes.

1.2

We must continue to recognise the development of National programmes where we still need to
achieve excellence through the equality agenda. The introduction in 2017-18 of the Gender Pay Gap
reporting, the planned introduction of the mandatory Disability Workforce Equality Standard (DWES)
and the implementation of the changes to services through the Clinical Services Review (CSR), will
bring additional challenges where the Trust will be under the spotlight to bring improvements for Staff,
Patients and Stakeholders. We continue to commit to taking the necessary steps to deliver this beyond
our basic statutory duties.

2.

Equality and Diversity arrangements

2.1.

The Equality and Diversity Manager sits within the Learning Development Department within the
Human Resources Directorate and reports directly to the Assistant Director of Learning and
Development. The post works closely with the HR Business Partners and HR Services on staff
matters. There is also a need for a close working relationship with all Directorates across the Trust and
other services (including external agencies) to promote and support equality and diversity.

2.2

The Director of Human Resources is the nominated Director responsible for equality and diversity
within the Trust providing the direct link to the Board for the Equality and Diversity Steering Group.

2.3

The equality objectives f o r 2 0 1 7 - 1 8 were agreed by the Trust Board following consultation
and discussions to ensure the objectives were not only aligned to the Trust Goals but also
challenging and enable a positive cultural shift for staff, patients and the Board.

2.4

By achieving the equality objectives the Trust will be in a position to demonstrate that it is achieving
its Values, Vison and Strategic Goals from an equality and diversity perspective.

2.5

The Equality and Diversity Manager also works at Equality and Diversity Lead for Dorset Clinical
Commissioning Group one day per week and Dorset County Hospital Equality support one day per
month.

2.6

Our Equality Objectives 2016-19 are:
•

Objective 1 - Better health outcomes
Dorset HealthCare will aim to achieve improvements in patient health, public health and
patient safety for all, based on comprehensive evidence of needs and results

•

Objective 2 - Improved patient access and experience
Dorset HealthCare will aim to improve accessibility and information, and deliver the right
services that are targeted, useful, useable and used in order to improve patient experience.

•

•

Objective 3 - A representative and supported workforce
Dorset HealthCare will aim to increase the diversity and quality of the working lives of the paid
and non-paid workforce, supporting all staff to better respond to patients’ and communities’
needs.
Objective 4 - Inclusive leadership
Dorset HealthCare will aim to ensure that equality is everyone’s business, and everyone is
expected to take an active part, supported by the work of specialist equality leaders and
champions

2.7

A detailed action plan has been agreed that has the priority actions which are reviewed annually by
the Executive Performance and Corporate Risk Group, a copy of which is attached.
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Key Activities and Achievements during 2017/18

3.1

Mentioned for positive results in two areas in the National WRES report 2016/17.

•

KF 26. Percentage of staff experiencing harassment, bullying or abuse from staff in last 12
months.
Q17. In the last 12 months have you personally experienced discrimination at work from any of the
following?
b) Manager/team leader or other colleagues

•
•

3.2

Successful publication of the initial Trust Gender Pay Gap report 2017/18.

3.3

Supporting the delivery of key regional projects and Equality Impact Analysis i.e. CSR, Mental Health
Services Review, Dorset Care Record.

3.4

Partnership work with Bournemouth University, Dorset Mental Health Forum and Dorset Mind to
promote Mental Health Awareness. Demonstrated by the talk by Frank Bruno MBE and the youth
film #lifeunfiltered.

3.5

Staff support has been developed further and this has included a specific BME Staff Network, inclusion
of Equality and Diversity in the Leadership programmes that also looks at unconscious bias and the
launch of the Dorset NHS LGBT Network.

3.6

Policies / Guidance
The following policies and guidance have been updated to reflect changes in processes:
Equality and Diversity Implementation Scheme: this responds to our statutory duties to
promote equality.
Interpretation and Translation Policy: updated, to include the refreshed Accessible Information
Standard (AIS) guidelines and relevant supporting material.
Prevent Policy: this policy refers only to the Prevent element of CONTEST which is the phase
that operates in the pre-criminal space.
Action Counters Terrorism (ACT) page set up on the Trust intranet to increase Staff awareness to
report any suspicious activity.

•
•
•
•

3.7

Existing Training
This table shows the number of staff that have completed equality and diversity level 1, 2 or 3 in the
period 1 April 2017 to 31 March 2018.
Level
Level 1
Level 2
Level 3
Total

3.8

Head Count
1270
57
13
1340

Delivered By
Face to Face or On Line
Face to Face
Face to Face

Prevent – Counter Terrorism
Table 1 shows the number of staff that have completed Prevent awareness and the full workshop to
raise awareness of prevent (WRAP) in the period 1 April 2017 to 31 March 2018.

Table 1

Count of Job Type
Job Type

Quarter 1
Count
%

Quarter 2
Count
%

Quarter 3
Count
%

Quarter 4
Count
%

Add Prof Scientific And Techni

71

9%

73

8%

74

8%

52

7%

Additional Clinical Services

217

26%

257

28%

246

29%

223

29%

Administrative And Clerical

123

15%

127

14%

107

13%

160

21%

Allied Health Professional

101

12%

117

13%

110

13%

57

7%

Estates And Ancillary

9

1%

9

1%

9

1%

41

5%

Medical And Dental

25

3%

29

3%

26

3%

20

3%

Nursing And Midwifery Register

283

34%

302

33%

261

31%

213

28%

3
0

0%

1

0%

1

0%

0

0%

0%

0

0%

12

1%

2

0.3%

Students
(blank)
Grand Total

832

915

846

768

3.9

The quarterly reports are shared with Dorset CCG each quarter in line with the contractual
arrangements set by NHS England and the Joint Safeguarding Group.

3.10

Prevent training is now also available on line through the eLearning hub on the Trust Intranet.

3.11

Dorset HealthCare has made 23 Prevent referrals in total 14 of which were made this year.

4.

Workforce Data (a full report will be presented to the Board in due course)

4.1

Headlines
• Dorset HealthCare staffing is 6966 (down 140) including bank workers
o Full time 2707 (down 157)
o Part Time 4259 (up 17)
• Male – 17%
• Female – 83%
• The BME profile of the Trust has increased by 1% to 11.46%. This is an all-time high.
• The areas of ‘undefined’ or ‘not stated’ continue to fall to a record low. Disability is down to 21.5%.
This bodes well for accurate reporting for the DWES.

5.

Equality and Diversity Priority Actions 2018-2019

5.1

Dorset HealthCare will continue to work in partnership with Public Sector Organisations and Diverse
Community Groups to foster good relationships between communities and remove barriers, perceived
or otherwise, to tackle Health Inequalities and improve access to Health Services in line with the
specific duties in the Equality Act 2010.

5.2

Refresh our Equality Objectives using the Equality Delivery System and engage the Trust Board with
the assessment and analysis process, sharing the results for comment before publishing.

5.3

Continue to be an active partner in support of Dorset Clinical Commissioning Group in the
development of the Equality Impact Analysis on changes to Health Services in Dorset as a result of
the Clinical Services Review through to implementation. This means engaging with Staff, Patients and
Stakeholders ensuring voices are heard from the wider diverse community in Dorset.

5.4

Supporting Dorset County Council with the introduction of the Dorset Care Record (DCR). Ensuring
Dorset HealthCare services are in a position to adopt this new system of sharing patient data
across all services including Public Health.

5.5

Work internally and externally to support the development of programmes of work that aims to provide
our staff with development, training and wellbeing opportunities moving forward. Early indications are
that the Staff Survey results have shown a marked improvement for BME Staff. Work with Staff with
Disabilities is still an area for concern and focus as the WDES implementation in 2019 is imminent.

5.6

Deliver the Level 3 Equality training to the Leadership Courses including Equality Impact Analysis
Training.

5.7

The Trust Workforce Race Equality Standard (WRES) report continues to show an improvement in
comparison to similar organisations. The 2018/19 report will be included in the Equality Objective
setting process and the reduction in any disproportionality remains a focus.

6

Summary

6.1

During the period 2017-18 the Trust’s work in equality and diversity has been focussed on
developing sustainable outcomes by working closely with NHS Employers, Staff, Local
Stakeholders and Patients. The changing face of Health services in Dorset will not be effectively
achieved or implemented without Equality and Inclusion being central at all stages of development.
Dorset HealthCare remains in an excellent position to be a Provider and Employer of choice for key
partners with a reputation for its delivery on the Equality agenda.

David Corbin
Equality and Diversity Manager

Dorset HealthCare Equality Objectives 2016 – 19
Objective 1
Better outcomes for all

Objective 2
Improved patient access and experience

Objective 3
A representative an supportive workforce

Objective 4
Inclusive Leadership

Dorset HealthCare will aim to achieve
improvements in patient health, public health
and patient safety for all, based on
comprehensive evidence of needs and results.

Dorset HealthCare will aim to improve
accessibility and information, and deliver the
right services that are targeted, useful, useable
and used in order to improve patient
experience.

Dorset HealthCare will aim to increase the
diversity and quality of the working lives of
the paid and non-paid workforce, supporting
all staff to better respond to patients’ and
communities’ needs.

Dorset HealthCare will aim to ensure that
equality is everyone’s business, and everyone
is expected to take an active part, supported
by the work of specialist equality leaders and
champions

Outcome 1.4

Outcome 2.4

Outcome 3.4

Outcome 4.3

When people use Dorset HealthCare services
their safety is prioritised and they are free
from mistakes, mistreatment and abuse.

People, carers and communities can readily
access hospital, community health or primary
care services and should not be denied access
on unreasonable grounds.

When at work Dorset HealthCare, staff are
free from abuse, harassment, bullying and
violence from any source.

Dorset HealthCare middle managers and
other line managers support their staff to
work in culturally competent ways within a
work environment free from discrimination.

Patient and Stakeholder Priority Actions
2016-17
• Further development of the PALS system.
• Implement the Accessible Information
Standard.
• Make available Cultural
Specific Information
• Insure easily-accessed translation and
interpreting services
• Facilitate BME Panel visits to services
through linking with the PEG at
Bournemouth University.
• Better supporting Community Groups
• Obtain a profile of Dorset Health Care
Patients and service users by ‘Protected
Characteristic’.

Employee and Leadership Priority Actions
2017-18

• Be an active partner in support of Dorset
Clinical Commissioning Group in the
development of the Equality Impact
Analysis on changes to Health Services in
Dorset as a result of the Clinical Services
Review
• Supporting Dorset County Council with
the introduction of the Dorset Care
Record (DCR). Ensuring Dorset
HealthCare is in position to adopt this
new system of sharing patient data
across all services including Public
Health.
• Dorset HealthCare will continue to work
in partnership with Public Sector
Organisations and Diverse Community
Groups to foster good relationships
between communities and remove
barriers, perceived or otherwise, to
tackle Health Inequalities and improve
access to Health Services in line with the
specific duties in the Equality Act 2010.

2016-17
•

•
•
•

•
•

•

•

Further analysis of the Staff Survey 2016
- 17 to inform actions in the Workplace
Race Equality Standard and the Disability
Workforce Equality Standard
Workforce Data analysis.
Workplace Accessibility Audit.
The Trust is part of the National
Employer Engagement Database
(N.E.E.D) Project which is looking to
support the employment of
individuals with Learning Disabilities.
Gender Equality Pay Audit
Security Advisory Group – Patient
on Staff incidents analysis by
‘Protected Characteristic.’
Executive Committee to receive a
quarterly Equality Report on
progress.
Performance and Corporate Risk
Group who will propose objectives
to improve equalities performance
for 2017/18.

2017-18
• Work internally and externally to
support the development of
programmes of work that aims to
provide our staff with development,
training and wellbeing opportunities
moving forward. Training Workplace
Mediators, Teaching Staff Basic Sign
Language, Compassionate Leadership
Programme with Thames Valley
Leadership Academy (TVWLA) are all in
the process of being implemented. It is
hoped these initiatives will be
reflected in the supporting our staff
comments in the 2017-18 Staff survey.
• Deliver the Level 3 Equality Training to
managers including the EqIA process.
• The Trust Workforce Race Equality
Standard (WRES) report has shown a
slight improvement in comparison to
similar organisations. The low
percentage of BME Staff completing
the Staff survey is a contributing
factor. An additional survey for BME
Staff is planned to identify what can be
done to improve this low return in
2017-18
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Author
Purpose of Report

David R Maslen-Jones, Assistant Director, Health &
Wellbeing/OH
To provide the Board with an update on Health and Wellbeing/
Occupational Health

Executive Summary
The Occupational Health and Wellbeing Service has to date offered a statutory and
traditional OH service to staff. The emphasis over the last few years has been to generate
an income. This has seen an income of over £600,000 in 2017/18 by providing services to
approximately 150 customers in Dorset, Somerset and Hampshire.
This has meant that Trust staff may not have had full access to the range of services in a
timely and preventive way. It is also worth noting both the staff pay and non-pay budget of
this entire service team is reliant on income and should any or all of the contracts cease the
team would be at risk.
There has been a significant drop in income over the last 12 months for the following
reasons:
1. Public Sector organisations forming a large part of our income have, like many of us,
been expected to make savings.
2. The appointment of new staff and a refreshed Better Every Day plan that means our need
should be re-focused on enhancing and building our HWB offer to staff.
With this in mind a new and refreshed Health and Wellbeing Strategy involving our key
internal and external stakeholders has been developed. This will involve the development
of a dedicated confidential Staff Support Service offering staff psychological emotional
counselling as well as health and wellbeing advice and the aim for fast track support for
MSK issues. Additionally a business case has been produced to support the design and
development with, and then the recruitment of, a multi skilled and multidisciplinary support
team. This new team will be at the centre core offer to staff with the OH elements as
another specialist support element.
Leadership of the Trust Health and Wellbeing Strategy Group now sits firmly within health
and wellbeing and has contributed to achievement of CQUIN’s for health and wellbeing.
We must also recognise that with regard to our 70% target in relation to the vaccination of
staff members against flu, the achievement of 61% was double that achieved in the
previous year and the CCG recognised this in its CQUIN award. We must concentrate on a
wider and proactive approach for 18/19.
The introduction of a new cloud-based occupational health software system was completed
and in the next year will need to deliver greater efficiency in terms of online management
systems which will interface with the existing ESR people management systems. The
closer alignment of the HRBP role and OH now needs to ensure managers are supported in
a more pragmatic way when supporting staff during periods of sickness or similar absence.
1

The current list of contracts with value and renewals will all be reviewed to ensure we are
able to maintain the balance of income and offer to our wider Dorset colleagues as well as
developing our ambitious and more robust offer to our staff.
Physician activity has also proved problematic over the last 12 months with leavers and the
need to cover with high cost agency and locum cover. There is now a plan to advertise for
a new physician ideally across a wider footprint. Discussions are underway with our Dorset
partners.

Recommendation

The Board is asked to note the report
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1.

Background

1.1

Health and Wellbeing/OH is concerned with how the work and the environment can affect the
health and wellbeing of staff, and how the health of an individual can affect their ability to
enhance their experience at work. For this reason the service is moving away from reactive
intervention to a preventative service which can treat staff to prevent ill health rather than wait
until they have become ill.

1.2

Staff and services are the Trust’s most important assets and our aims are designed to promote
the Trust’s vision of providing a healthy, safe and vibrant working organisation, which helps to
support the delivery of high quality patient care.

2.

Health and Wellbeing Service

2.1

The Health and Wellbeing Service/OH is part of the Human Resources Directorate, and
delivers a comprehensive occupational health service across Dorset to the Trust and its
employees. The current service is led clinically and strategically by an Assistant Director for
Health and Wellbeing. The service operates from two sites, with the main service delivery at
premises in Dorchester and a smaller unit at Boscombe supporting service delivery in the
Bournemouth area.

2.2

The service also provides services commercially across Dorset and its periphery operating in a
very competitive environment with other services including national providers. This now needs
to be reviewed in line with budget issues that means the team pay and non-pay is wholly reliant
on this income stream. This is not sustainable and will not support the design and
development of the new offer.

2.3

Services and Customers, There are a range of services offered by the current team which
include;
•
•
•
•
•
•
•

pre-employment/placement health assessments;
occupational vaccination programmes;
fitness for work assessments and medicals;
health surveillance programmes (audiometry, spirometry, skin, hand arm vibration);
workplace and ergonomic assessments;
incident management;
policy and procedure development;
training.

3.

Contracts and Income

3.1

The HWB/OH largest customer is the Trust. In addition, the HWB/OH provides services to 150
companies across Dorset, with its two main contracts (accounting for approximately 31% and
22% of income in 2017/2018 respectively) being held with Dorset Police and Dorset County
Hospital. Both contracts are nurse led.

3.2

The 4-year contract with Dorset County Hospital was due to conclude on 31 March 2018;
however the customer sought to continue services in January 2018 to March 2019, perhaps
reflecting current uncertainty regarding the Dorset STP and the contract continued on a fee for
item of service basis, thus increasing the profitability of the contract for the next financial year.
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3.3

The 3-year contract with Dorset Police was renewed following competitive tender for another 3
years in August 2017, thus ensuring continuity of service delivery during the ongoing
implementation of the Strategic Alliance between Dorset Police and Devon and Cornwall Police
Forces.

3.4

The HWB/OH service provides an annual update to all customers and occupational health
costs are reviewed on an annual basis. A review of service charges is ongoing in conjunction
with the finance team.

3.5

The total external generated income of the occupational health service in 2016/17 was
£582,789.40, which was 100k lower than the previous year’s total but can be accounted for by
the fact that Dorset County Hospital moved to a pay as you go service in the year and there
was, due to national shortage, no hepatitis B vaccine available which substantially reduced
clinic appointments for both Trust and external clients. Again indicative of public sector
changes and reviews. There was also a reduction in income from OH Physician appointments
of over £54k reflecting the ongoing issues already identified in respect of Physician recruitment
and retention

3.6

The demand on HWB/OH services by the Trust (outlined in table 1) reduced across most
service activities in this financial year with the exception of flu vaccination which demonstrated
a 25% increase and blood and body fluid exposures which had a slight increase in reporting on
the previous year.
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Table 1 Activities
OH Service Item

Numbers in 2016
to 2017

Numbers in 2017
to 2018

% Variation

Assessment and screening of Health at Work
Questionnaires

1133

911

<20%

Occupational immunisation and screening
appointments

1269

960

<24%

1508

1441

<5%

2176

3449

>59%

190

200

>5%

61

37

<39%

4

11

>64%

0

2

6341

7011

Management referral appointments
Staff Flu Vaccinations
Pre-employment health assessments
Blood borne virus exposure incident
Health surveillance appointments
Workplace assessments

3.7

The adoption of a two part pre-employment questionnaire where individuals without patient
contact can be cleared without a full paper screen and changes to OH processes for immunisation
assessments have ensured that screening is not carried out unnecessarily, particularly where staff
move from one clinical post to another and greater focus has been placed on new employees
providing their previous immunisation history. This has led to a reduction in the number of
immunisation forms received and screened by the clinical team and in the number of immunisation
appointments needed, due to improved quality of information received by the service.

Table 2 – Attendance
Appointment Type

Numbers
booked

% Variation
from
2016/2017

Numbers of
DNA

% DNA

Management referral
appointments

1519

<5%

78

5%

1305

<15%

345

26%

212

>8%

12

6%

3036

<8%

435

14%

Immunisation appointments
Pre-employment health
assessments
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3.8

Changes previously made to the management referral form and guidance have started
to take effect; the triaging process for referrals; and the signposting of managers to the
HWB/OH toolkit. All of which have had a positive effect on the quality and the volume
of OH referrals received, however there remains a high DNA rate despite the Trust
texting employees to remind them of appointments.

3.9

Performance against KPIs has remained consistent with the previous year although not
satisfactory and to address this, the Trust have Introduced a Service Level agreement
with the HWB/OH which will be measured this year on a monthly basis by the
Executive Lead HR Director for the service. A refreshed SLA/Contract for services will
be issued within the year to outline what the new offer is to DHC staff, as well as
reframing the KPI non compliance. However to enable any further development the
budget will need to be aligned and reset to establish a core team not reliant on income.

Table 2 KPI Performance
Appointment Type

% in 2016/17

% in 2017/18

New management referrals offered appointment within 10
working days

48%

33%

Management referral reports issued within 5 working days

85%

73%

Management referral reports issued within 7 working days
(where prior access to report is requested by employee)

93%

56%

Pre-employment health assessment appointment offered
within 5 working days

81%

83%

Current Activity
4.

Electronic Referral and Bi-Directional interface with ESR.

4.1

There is an ongoing project to streamline the pre-employment and management referral
process through the implementation of an electronic portal. This will allow candidates to
complete and submit pre-employment forms electronically and attach immunisation
records; this will be uploaded directly into our patient management system eOPAS.
Managers will also be required to complete management referral forms electronically.

4.2

The software provider has also indicated that they are trialling a bi-directional interface with
ESR at another large NHS Trust and it is expected that this will be available from autumn
this year; this will enable real time transfer of patient/staff data and clearance, thus
simplifying the recruitment process

4.3

It is anticipated that this portal will help to improve the quality of the information submitted
to the Occupational Health Service thereby creating efficiencies for both the administrative
and clinical aspects of processing the information.
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5.

Health and Wellbeing Activity

5.1

The HWB/OH service is integral to protecting and promoting the health and wellbeing of
staff. During 2017/18, we have continued to build on improving and promoting employee
health, which has been reflected again in positive feedback in the latest staff survey results
in relation to staff health and wellbeing at work.

5.2

We have continued to develop resources for staff, which has included adding information
around health matters including the menopause and sleep on Doris.

5.3

We have continued to raise manager/staff awareness of the range of services offered by
Care first, our Employee Assistance Programme (EAP) provider, through regular
submissions to the Weekly Roundup and internal newsletters.

5.4

This EAP service will be reviewed and removed in line with the development of the staff
support offer, The use of this telephone line is decreasing each year and the costs of 26k
will be used to employ staff directly in to the staff support service.

5.5

We continued to help take forward the nine work streams based on staff suggestions
arising from the wellbeing event at the beginning of the year and recently mapped Trust
HWB resources to the ‘Five Domains of Wellbeing Model’ to help us develop our HWB
strategy.

5.6

We developed a HWB Champion role description and engaged Live Well Dorset to deliver
3 x 3hr training sessions for the Champions at locations across the Trust.

5.7

We hosted a stand/activities at a number of internal events/conferences to promote the
Trust HWB offer and recruit further Champions.

5.8

We continued to encourage staff involvement in various health awareness campaigns
throughout the year, eg Dry January, Mental Health Awareness Week, Bike Week, Back
Care Awareness Week and purchased 20 pedometers to loan to staff for challenges.

5.9

We arranged for Everyone Active to visit sites offering staff ‘Know Your Numbers’ health
checks (weight, water / muscle mass, internal age, BMI, body fat).

4.10

We continued to support staff initiatives, such as netball, badminton and the DHC entry in
the Poole Lions Swimathon

5.11

We commissioned the design of a HWB logo and invited staff to vote for their preferred
design – to be used on all HWB literature, emails and Doris.

5.12

To complete Quarter one of 18/19 a HWB Forum successfully reframed our offer and staff
at the event will now be key in developing the new look service.

6.

Health and Wellbeing /OH Work Plan 2018/19 next steps

6.1

There are a number of work priorities for the HWB/OH , which include:
•

The Introduction of the Health & Wellbeing Staff Support Service to include
enhanced OH Physiotherapy, OT and mental health and counselling support. This
will also support a bid to the DWP “Improving Lives, the Future of Work, Health and
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Disability, Challenge Fund” as a potential offer for the population of Dorset with GP
referral into the service. However our internal offer will be our priority for year one.
Public Health will be supporting the roll out of Mental Health First Aider training
early in the Autumn of 2018.

6.2

•

Consideration will be given to whether or not we continue working towards national
accreditation through the Royal College of Physicians SEQOHS (Safe, Effective,
and Quality Occupational Health Services) scheme to support the delivery of an
effective occupational health service and to support commercial activity.

•

Introduce the online portal for the delivery of immunisation assessments, preemployment screening and management referrals for the Trust and for external
customers, which will deliver both administrative and clinical efficiencies.

•

Review and act on customer and employer feedback following contact with HWB
occupational health, both informal and formal, via the Survey Monkey satisfaction
survey.

•

Develop and implement employee health and wellbeing activities and initiatives
within the department and through partnership working with HR, the Health and
Wellbeing steering group, the CQUIN working group and the Dorset Health and
Wellbeing Leads Group. We must ensure both our OD Culture and Recruitment
plans include the offer for staff.

•

Continue and work closer with dedicated HR links to assist line managers to support
staff health and wellbeing and effectively manage health related attendance issues
through policy development, training, self-help resources and signposting.

•

Contribute and influence the Dorset STP work on health and wellbeing by
discussing new and wider HWB option for the Dorset footprint this is under
discussion with the current HRDs from each Trust including the CCG.

To enable the realisation and achievement of the above An external audit and review has now been commissioned by the HR Director overseeing
the service to review the key messages and lessons learnt from the last 12 months but
fundamentally to look at how we shape the new service. Outlined below are the baseline
priorities and terms of reference areas being reviewed thus then enabling the feedback and
outcomes to be part of the planning for the new offer.
1. GDPR compliance
2. Productivity
3. Administration
4. Nurse Physiotherapy and Physician input
5. Current Team profile
6. New Team profile
7. Premises
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Health and Safety/Fire Safety Annual Report
Part 1 Board Meeting 25 July 2018
Author

Steve Harper, Head of Health and Safety/Fire Safety

Purpose of Report

To inform the Board of the Trust’s management of Health and Safety /
Fire Safety

Executive Summary
This report is submitted to the Board as a summary of the Trust’s health and safety quality
management processes that aids compliance with Regulation 5 of the Management of Health and
Safety at Work Regulations 1999 (The Health and Safety Management Model).
The health and safety strategy for the Trust continues to support and promote the maintenance and
further development of a ‘Positive H&S Culture’ through the Occupational Health and Safety
Standards provided by the NHS Staff Council. These are the (HSE approved) comprehensive
standards that are documented as a quality management process in line with statutory regulations and
the Trust’s strategic goals. As a direct result, the severity of all staff related incidents for 2017/18 have
remained consistently as either ‘minor’ or ‘no harm’ at 98% with external reporting categories to the
HSE to reducing by 50%.
The priority for 2018/19 is to improve the local fire safety arrangements across all Trust owned
properties along with those that are leased or used by Trust staff. This will primarily focus on the fire
risk assessments for premises and the training for staff to a suitable and sufficient level to manage all
potential fire risks. The identification of on-site local day to day management of premises remains a
key fire safety risk.

Recommendation

The Board is asked to note

1

1.

Background

1.1

The Trust places a great importance on the health and safety of its staff, patients and all visitors.
Alongside our duty of care to protect people from injury, accident and ill-health, we have legal
and statutory obligations under the Health and Safety at Work etc. Act 1974 and other
associated legislative requirements.

1.2

Occupational Health and Safety is concerned with how the work and the environment can affect
the health and well-being of staff, and how the health of an individual can affect their ability to
enhance their experience at work. Staff and services are the Trust’s most important assets and
our aims are designed to promote the Trust’s vision of providing a healthy, safe and vibrant
working organisation, which helps to support the delivery of high quality patient care.

2.

Health and Safety Arrangements

2.1

The Health and Safety Team forms part of the Human Resources Directorate and works closely
with all directorates, services, estates management, safety representatives and other services
(including external agencies) to promote health and safety. The Trust’s fire safety arrangements
are under direct line management of the Head of Health and Safety / Fire Safety.

2.2

The Director of Human Resources is the nominated Director responsible for health and safety
within the Trust providing the direct link to the Board through the Executive Quality and Clinical
Risk Group for the Health and Safety Committee.

3.

Key Activities and Achievements during 2017/18

3.1

Policies / Guidance

3.2

The Health and Safety Team has developed, reviewed and updated 5 policies and created a
new guidance document in consultation with safety representatives to control the purchasing of
fabrics and upholstery items in relation to fire safety.

3.3

Existing Training

3.4

The one day bespoke ‘Managing Health and Safety’ course continues to be provided on a
monthly basis since it was first introduced as a mandatory training requirement for managers.
The course is benchmarked against the ‘IOSH Managing Safely’ course and is adapted to suit
the Trust’s requirements. It is available for all staff and grades.

3.5

Throughout the year, 12 courses were delivered by the Trust Health and Safety Team in
locations across both sides of the county (Dorchester and Poole). A total of 69 staff were trained
with positive feedback being received. The learning outcomes covered the following topics:








3.6

Health & Safety Law
Risk Assessment Theory
Manager Roles & Responsibilities
Stress at Work – Management Standards
Health & Safety Regulations
Workplace Risk Assessments
The Health & Safety Executive

A bespoke ‘Managing Health and Safety Refresher and Update’ course was introduced as a 3yearly repeat for those Band 7/8s that attended the Managing Health and Safety course. This
incorporated elements of the initial course with the addition of table top exercises for Welfare at
Work, Fire Safety and Emergency Planning to support the Emergency Planning Resilience
Officer (EPRO). A total of 19 staff attended.
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3.7

The re-launch and emphasis on Fire Warden and Fire Marshall training to support local site
procedures and ward clinical staff has seen a significant increase with 885 staff being trained
over 125 sessions.

3.8

New Training

3.9

A new digital fire training system has been procured to provide much needed fire extinguisher
training that is essential for key staff groups such as Estates, Kitchen staff and Fire Marshalls.
The digital training system provides a simulated cost-effective and unrestricted method of
delivery without the need to use real extinguishers and unnecessary recharging costs.

3.10 Other Health and Safety related training
3.11 Additional training is provided separately via eHub for which 145 staff completed the health and
safety module and 508 staff completed the fire safety module.
3.12 Contractor health and safety inductions are being delivered as an ongoing legislative
requirement to support the Trust’s capital programme, estates maintenance and IT development
works.
3.13 Organised tool box talks have been facilitated with Estates and IT staff focussing on particular
safety issues and trends in order to further promote the existing safety culture. The following
topics have been covered:






Ligature Management Awareness
Working at Height and Safe use of Ladders
Driving at Work
Noise
First Aid and PPE

4.

Health and Safety Incident Report

4.1

A quarterly health and safety specific incident report is produced, tabled and discussed at the
Health and Safety Committee. This includes data for incidents that directly affect or involve staff,
split by Directorates and Services.

4.2

This forms part of the Trust’s active monitoring of health and safety performance. Data
contained in the health and safety incident report includes:









Fire (including actual and false alarm activation)
Sharps (including needle stick injuries)
Control of Substances Hazardous to Health
Slips, Trips and Falls (non-patient)
Manual Handling
Staff Shortages
Infection Control
RIDDORs

4.3

Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) 2013

4.4

Injuries that lead to a member of staff being incapacitated for more than seven consecutive
days as the result of an occupational accident or injury (not counting the day of the accident but
including weekends and rest days) must be reported to the Health and Safety Executive (HSE)
within 15 days of the accident.

4.5

The reporting data for 2017/18 compared with the last 5 years (for consistency) shows that as a
Trust, we have reduced our reporting to the HSE significantly by almost 50%. This further
demonstrates that whilst the Trust promotes and encourages incident reporting, the level of
severity has reduced. This is a reflection of a developing positive health and safety culture.
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Year
2013/14
2014/15
2015/16
2016/17
2017/18

Total Trust Incidents
12,253
12,410
12,825
13,778
12,962

Total RIDDORS
34
25
24
13
12

4.6

Further incident analysis is provided in the full health and safety report.

5.

Health and Safety Team Site Visits

5.1

Safety site visits were undertaken at a variety of Trust premises during 2017/18 with advice and
guidance being provided to managers and staff.

5.2

As an enhanced arrangement, the team have established closer working links with the Trust’s
health and safety trade union representatives through a recognised Joint Partnership Forum
that cooperates effectively in promoting and developing measures to ensure the health, safety
and welfare of all Trust employees. This has been cemented through co-operative joint
workplace inspections, improved communication and local audits.

6.

Ligature Management

6.1

The Trust has an approved and published Ligature Management policy and has an established
Inpatient Environmental Safety Group that convenes on a quarterly basis to review incident data
concerning ligature events and to consider if further actions could be taken to reduce the
potential of reoccurrence.

6.2

Our approach to ligature management encompasses a collaborative approach with external
agencies such as the CQC and the Design in Mental Health Network forum with their
recommendations to improve inpatient environments. These are further explored and
progressed with service managers across the Trust.

6.3

Environmental ligature anchor point surveys have been undertaken for all inpatient units, with
ligature management summary sheets producing detailed high risk ligature anchor points.
These summaries allow ward managers to evidence local and directorate actions being taken to
remove or mitigate the identified anchor point and to provide evidence of their clinical risk
grading’s. Both are reviewed on an annual basis as a minimum.

6.4

To further enhance the safety of ward environments, the health and safety team undertook
further inspections to identify and address all loose cabling across all inpatient settings (Trust
properties) that had the capacity to be used or removed as a ligature. Subsequent funding was
made available to address all remedial works.

7.

Fire Safety

7.1

Fire risk assessments for all Trusts premises are continually being updated and reviewed on
annual basis for all inpatient sleeping areas. These are all currently under extensive review due
to switching from 3-yearly to annually.

7.2

Fire Marshall and specialist fire training continues to be delivered and is bookable for staff via
learning and development using the on-line booking system. Promotion to gain increased
training attendance across clinical sites remains an ongoing priority. Staff mandatory
attendance is now incorporated into learning and development management reporting.

7.3

The identification of on-site local day to day management of premises remains a key fire safety
risk with some sites requiring further dialogue to appoint dedicated building managers and
subsequent Fire Wardens and Fire Marshalls.
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7.4

An extensive programme of fire compartmentation works are being carried out by contractors
across the Trust. This work is being organised through the Estates Capital Projects Team and
Fire Safety.

7.5

In accordance with national NHS requirements, all Trusts premises were inspected for cladding
and /or unsafe building fabrics as a result of the Grenfell Tower disaster. Collaborative site
inspections were carried out with DWFRS Fire Safety Inspectors to gain assurances. The Trust
did not have any such premises at risk of unsafe cladding.

7.6

A pre-planned joint fire evacuation drill was undertaken at St Ann’s Hospital with Dorset &
Wiltshire Fire and Rescue Services (DWFRS) to witness the existing progressive horizontal
evacuation of Twynham Ward. Firefighting crews and vehicles from Westbourne and
Springbourne fire stations attended and jointly took part in simulated firefighting operations
within Twynham Ward. The ward evacuated successfully within 2 minutes.

8.

Non-Clinical Litigation

8.1

During the period 2017/18 a total of 9 non-clinical litigation claims were received. Two of these
were subsequently withdrawn and the net figure of 7 claims is a slight increase on the number
received during the previous year (total 5).

8.2

The claims have been registered with NHS Resolution who act on behalf of the Trust. Of those
7 claims received, there were no identifiable trends with liability being denied on 5 cases, 1
where liability was admitted and 1 still to be determined.

8.3

The Trust continues to improve on the amount of claims (where we have successfully denied
liability) and this is reflected in the Liabilities to Third Parties Scheme (LTPS) contributions for
2018/19 reducing from £131,161 (2017/18) to £129,312.

9.

Health and Safety Work Plan 2018/2019

9.1

The work plan for 2018/19 has been prepared using the NHS Staff Council document
“Workplace Health and Safety Standards” to identify gaps in areas managed by the Health and
Safety Team. These standards are HSE recognised and conform to the Health and Safety
Guidance model (HSG 65 – Managing Health and Safety)

9.2

Ligature management plans and summary clinical reviews for all inpatient mental health and
dementia units continue to be reviewed on a quarterly basis through the Inpatient Environmental
Safety Group. Local site reviews are undertaken routinely with ward managers on an annual
basis or whenever there are environmental changes or increased reports of incidents.

9.3

Proactive safety campaigns based upon incident trend analysis and/or national themes continue
with the initial importance on manual handling (musculoskeletal) to support the Trust’s current
CQUIN work.

9.4

Enhanced fire risk assessments for inpatient areas will remain a key focus with reviews being
reduced to annually in line with best practice.

10.

Health and Safety Summary

10.1 During 2017/18 the continued strategy to develop a positive health and safety culture has
significantly improved. This has become evident through a reduction of incident risk grading’s
(consistently 98% as either ‘minor’ or ‘no harm’), a reduction in non-clinical litigation claims
made against the Trust and a continual yearly reduction in the number of workplace incidents
reported to the HSE.
Steve Harper
Head of Health & Safety/Fire Safety
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Reports from Board Committee Chairs
Part 1 Board Meeting 25 July 2018
Author

Keith Eales, Trust Secretary

Purpose of Report

To highlight key matters discussed at Committee meetings

Executive Summary
Attached to this covering note are Chairs reports from the Board Committee meetings held
since the May Board. The meetings, and the key topics discussed were:
(a) Appointments & Remuneration Committee: 23 May and 27 June
The meeting on 23 July agreed remuneration principles for Executive Directors, a
revised policy and procedure for the appraisal of the Chief Executive and considered
the Chief Executive’s review of the year.
The meeting on 27 June considered the outcome of the appraisals of the Chief
Executive and Executive Directors for 2017/18 and agreed objectives for 2018/19.
The Committee appointed Eugine Yafele as Deputy Chief Executive.
(b) Mental Health Legislation Assurance Committee: 11 July 2018
The Committee discussed key indicators in the dashboard, including the number of
patients being discharged without being read their Section 132 rights, the
percentage of Mental Health Act assessments under Section 136 which had not
been concluded within the Code of Practice timescale of thee hours and the
relatively low number of Mental Health Act Panel meetings to review renewals of
detention which had taken place before the current period of detention had expired.
The Chair is also raising with the Dorset Health Scrutiny Committee Liaison Member
for the Trust the delays in undertaking Deprivation of Liberty Safeguard
assessments.
(c) Quality Governance Committee: 11 July 2018
The Committee reviewed details of significant events occurring in May and June
2018 and incidents of violence and aggression against staff, and the support
available to victims. The Committee also received an update on progress on actions
from the Annual Staffing Review 2017/18, with a recommendation to the
Board.Summaries of the Annual Reports were reviewed and the full reports are
available on request.

(d) Audit Committee: 18 July 2018-to follow

(e) Charitable Funds Committee: 18 July 2018-to follow

Recommendation

The Board is asked to note the attached reports.
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Report of the Chair of the Appointments & Remuneration Committee
Part 1 Board Meeting 25 July 2018
1.

Background

1.1

This report highlights to the Board the key issues discussed at the two meetings of
the Committee that have been held since the May 2018 Board.

2.

Topics of Discussion
Meeting Held on 23 May 2018

2.1

The following matters were discussed at the meeting:
Executive Director Remuneration Principles
The Committee agreed a number of principles that will guide its approach to
Executive Director remuneration in 2018/19 and future years. The principles are
attached to this report.
Policy and Procedure for the Appraisal of the Chief Executive
The Committee agreed a revised policy for the appraisal for the Chief Executive.
Chief Executive’s Review of the Year
The Committee discussed the Chief Executive’s review of the year and identified a
number of topics that merited further discussion during his appraisal with the Chair.
Meeting Held on 27 June 2018

2.2

The following matters were discussed at the meeting:
Chief Executive’s Appraisal for 2017/18 and Draft Objectives for 2018/19
The Committee discussed a report from the Chair on the performance of the Chief
Executive in 2017/18 and the draft objectives for 2018/19.
The Committee endorsed the draft objectives for the Chief Executive with minor
amendments.
Executive Director Appraisals 2017/18 and Objectives 2018/19
The Committee noted the Chief Executive’s assessments of the performance of the
Executive Directors and Trust Secretary and endorsed their draft objectives subject
to minor amendments.

Appointment of Deputy Chief Executive
The Committee discussed a report from the Chief Executive proposing the
appointment of a Deputy Chief Executive. The Committee confirmed the appointment
of Eugine Yafele to the new role of Deputy Chief Executive.
Next Meeting
The agenda for the next meeting on 26 September will include:
•

an externally commissioned report on Executive Director remuneration;

•

the annual benchmarking review of Executive Director remuneration; and

•

A discussion on Executive Director succession planning.

3.

Assurance Statement

3.1

The Committee confirms to the Board that it is compliant with its Terms of Reference
and that it continues to acquire and scrutinise assurances that the organisation has in
place a robust framework for the appointment, remuneration and appraisal of
Executive Directors and a comprehensive Trust-wide remuneration strategy.

4.

Recommendation

4.1

The Board is asked to note the report.

Nick Yeo
Chair, Appointments & Remuneration Committee
July 2018

Executive Director Remuneration Principles
1. The Trust sets Executive Director remuneration on a spot salary basis. The spot salaries
are based on market testing to identify the market rate; the experience of the candidate
is also taken into account. The principles guiding the approach of the Committee’s
decision making are:
•

The Committee’s approach to remuneration will seek to position the Trust in a way
that it is able to attract, retain and motivate Executive Directors of sufficient calibre to
maintain high quality, patient-centred healthcare and effective management of the
Trust’s resources.

•

The salaries of Executive Directors will be reviewed at least annually to ensure that
they remain broadly competitive and that the salaries offered to incumbents do not
denude over time so that they are out of line with comparable Trusts. The
Committee will avoid paying more than is necessary to recruit, retain and motivate
Executive Directors and will strike an appropriate balance with the duty to ensure the
effective stewardship of public resources.

•

On an annual basis, the Committee will consider the remuneration packages of all
Executive Directors bearing in mind their performance in fulfilling their duties and the
overall performance of the Trust.

•

The Committee will use external comparison data on the pay and conditions of
Executive Directors in comparator Foundation Trusts and other NHS organisations
locally. The Committee will make judgements on where it wants to position its
relative remuneration package for Executive Directors in any one year in relation to
comparison data. At the current time, the policy of the Committee is to adopt the
benchmarked median pay level for Executive Director salaries.

2. The Committee will seek to apply the principles fairly and transparently and
remuneration will reflect the extent of the role and responsibilities of individual posts and
their contribution to the organisation. Remuneration will be based on judgements
relating to:
•
•
•
•
•
•
•
•
•

Market rates for comparable roles in comparable organisations
The size and scope of the role in question
Advice from the Chair of the Trust in relation to the Chief Executive
Advice from the Chief Executive in relation to the Executive Directors
Affordability
Other NHS pay settlements
Wider implications that may arise from setting the remuneration packages of
Executive Directors in relation to pay levels determined through national
agreements within the NHS
Any other factors deemed appropriate
Interpretation of the data from an agreed comparator group

3. The Committee will be transparent in the application of its remuneration principles. It is a
requirement that details of the remuneration package for Executive Directors are
recorded in the Trust’s Annual Report.
4. There may be times when a different approach is required which steps outside the
scope of the principles and in these cases, particular care must be taken and clear
justification must be given and recorded.

5. On an annual basis the Committee will consider whether any issues have emerged
which require consideration of any adjustments to existing remuneration packages such
as:
•

At the beginning of a process to recruit a replacement Executive Director

• When issues concerning inflationary uplifts within the NHS need to be considered
• When changes are made to the size and scope of Executive Director portfolios
6. With regard to the application of these principles in 2018/19, the Committee will apply
these principles on the following basis:
•

Executive Directors are remunerated on the basis of a spot salary, which is
determined by the Committee;

• The median pay level, based on benchmarking in respect of comparator Foundation
Trusts, other NHS organisations locally, NHS Providers data and NHS Improvement
advice, has been adopted by the Committee to determine the spot salary;
• There is no performance related pay element to the remuneration package for
Executive Directors;
• Any adjustment of remuneration on the basis of the benchmarking comparison will
be based on a satisfactory level of performance by the individual Executive Director;
• Consideration will be given to awarding Executive Directors the national pay award
when it is agreed.

May 2018
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Report of the Chair of the Mental Health Legislation Assurance Committee
Part 1 Board Meeting 25 July 2018
1.

Background

1.1

This report highlights to the Board the key issues discussed at the meeting of the
Committee on 11 July.

2.

Topics of Discussion

2.1

The following matters were discussed at the meeting:
Mental Health Dashboard
The Committee has reviewed the latest dashboard, covering the period April-May
2018.
The Committee, whilst welcoming the continuing overall improvement in compliance
with key indicators, has expressed concern in a number of areas:
•

seven patients were discharged in the period with no attempt being made to
read them their Section 132 rights; the Committee has asked for an
explanation of the reasons for this, particularly in those cases where
detentions extended over a number of days;

•

48% of Mental Health Act assessments under Section 136 had not been
concluded within the Code of Practice timescale of three hours; the
Committee has asked for an explanation of the reasons for this and the action
being taken to improve performance;

•

only 53% of Mental Health Act Panel meetings to review renewals of
detention had taken place before the current period of detention had expired.
Two cases were outside of the period by three to four months; the Committee
has asked for a further report on the reasons for this; and

•

there continue to be delays in respect of patients awaiting a standard
Deprivation of Liberty Safeguard (DoLS) assessment. I will be discussing this
with the Dorset Health Scrutiny Committee Liaison Member for the Trust.

Mental Health Act (MHA) Care Quality Commission (CQC) Inspections Assurance
Report
The Committee has reviewed progress in respect of actions being taken in response
to reports issued by the CQC.
The Committee has also noted the general themes arising from CQC inspections
over the last 12 months:

•

Care Plans; limited patient involvement and views being recorded in plans
and plans not always up-to-date;

•

Section 132 rights; gaps in recording of giving rights and being regularly
revisited;

•

Advance Decisions and Statements of Wishes/Preferences; lack of evidence
that patients are being supported to develop these; and

•

Recording of one-to-one interventions.

The Committee has noted and endorsed the action being taken by the Executive to
address these themes.
The Committee has expressed its concern about progress being made in some areas
in completing action plans following CQC inspections. The Committee has concluded
that, on the basis of the number of actions that had passed their deadline, the report
provided only limited assurance in respect of compliance with CQC MHA
recommendations. The Committee has asked that renewed impetus is given to the
timely completion of these actions.
Community Treatment Orders (CTO) Hearings Pilot
The Committee has previously authorised the pilot of a paper-only process for CTO
hearings where the hearing is uncontested and the paperwork is in good order.
Having considered the outcome of the pilot, the Committee has concluded that there
is merit in introducing this approach on a wider basis as long as the criteria used in
the pilot are met.
Letter to the First-Tier Tribunal Responding to the Revised Safety and Security
Document
The Committee has reviewed the new requirements issued in respect of safety and
security for First Tier Tribunals. The Committee has noted that there are some areas
where the Trust may have difficulty in meeting the requirements. However, controls
have been put in place to address these and the Trust has sought confirmation that
these are considered adequate.
3.

Assurance Statement

3.1

The Committee confirms to the Board that it continues to acquire and scrutinise
assurances that the Trust is, and will continue to operate, in accordance with the law
and best practice in relation to the rights of mental health services users.

4.

Recommendation

4.1

The Board is asked to note the report.

Sarah Murray
Chair
July 2018

Agenda Item 15(c)

Report of the Chair of the Quality Governance Committee
Part 1 Board Meeting 25 July 2018
1.

Background
The Quality Governance Committee meets six times a year. This report highlights to
the Board the key issues from the most recent Quality Governance Committee meeting
on 11 July 2018.

2.

Topics of Discussion

2.1

The following matters were discussed at the meeting:
Health Screening service
The Committee received an update regarding the Health Screening service following
concerns at the last meeting that less activity being undertaken could lead to a
deskilling of staff. The Committee requested more information on the number of
screenings that would be required for each staff member to undertake to remain
proficient. The Committee has also requested an update on the patient experience of a
community based model and also an explanation as to why babies could not be
screened before the leaving the hospital.
Significant Incident Report including Safeguarding Adults and Children events.
The Committee received a report providing details of significant events occurring in
May and June 2018 and updates on any key issues relating to ongoing incidents. The
Committee expressed concern at the increasing incidents of system issues related to
information governance.
Support available in respect of violence against staff.
The Committee received a report on violence and aggression against staff and the
support available to victims. It was noted that Trust wide, the number incidents of
violence against staff had reduced, however there was an increase in adult mental
health wards. The Committee has requested an analysis of the trends and clarification
as to whether this was linked to patients who would have previously received care in
prisons now being given care on the mental health wards. The Committee also
requested an analysis of how staff perceived the support available to them.
Annual Staffing Review update
The Committee received an update on progress on actions from the Annual Staffing
Review 2017/18 and a recommendation to increase staffing on the wards.

The Committee noted the pressures being experienced on the wards. It was noted that
a number of proposals for increased staffing had been made. The Committee
considered that whilst these had merit in themselves, the Executive would need to
consider all options for mitigating the risks, including the redirection of existing
resources.
NHS England’s annual organisational audit
The Committee noted a report providing assurance that the doctors working within the
Trust were fit to practise and the arrangements for medical appraisal and responding to
concerns were in place.
CQC actions escalation framework
The Committee approved the process for monitoring Care Quality Commission action
plans and the escalation process if actions were not progressing.
Annual Reports
The Committee received the summaries of the following Annual Reports.
a)
b)
c)
d)
e)
f)

Mental Health Act Annual Report
Infection Control Annual Report
Patient Experience Annual Report
Clinical Litigation Annual Report
Clinical Audit Annual Report
Mortality Annual Report

Copies of the full documents are available on request.
Board Assurance Framework.
The Committee received the outcome of the quarter one review of the Board
Assurance Framework for 2018/19 in respect of the two risks overseen by the
Committee. It was noted that the Board had agreed to roll-over the strategic risks for
2017/18 pending completion of the review of the Trust strategic objectives and it was
anticipated that this would be complete by September 2018.
Risks exceeding the Trust Risk appetite
The Committee received a report on the live risks that exceeded the agreed tolerance
level for clinical risks. The Committee agreed that it would be beneficial to have a
broader discussion at its September meeting on how it will review risks exceeding the
agreed tolerance.
Update from Mental Health Legislation Assurance Committee
The Chair of the Mental Health Legislation Assurance Committee reported that the
following matters had been discussed and actions agreed:
a) seven patients were discharged in the period with no attempt being made to
read them their Section 132 rights; the Committee has asked for an explanation
of the reasons for this, particularly in those cases where detentions extended
over a number of days;

b) 48% of Mental Health Act assessments under Section 136 had not been
concluded within the Code of Practice timescale of three hours; the Committee
has asked for an explanation of the reasons for this and the action being taken
to improve performance;
c) only 53% of Mental Health Act Panel meetings to review renewals of detention
had taken place before the current period of detention had expired. Two cases
were outside of the period by three to four months; the Committee asked for a
further report on the reasons for this; and
d) there continue to be delays in respect of patients awaiting a standard
Deprivation of Liberty Safeguard (DoLS) assessment Discussions will be held
with the Dorset Health Scrutiny Committee Liaison Member for the Trust.
Committee Terms of Reference
The Committee received the recently updated Terms of Reference and noted that no
major changes had been made. The Committee recommended approval by the Board.
3.

Assurance statement
The Quality Governance Committee confirms to the Board that it is compliant with its
Terms of Reference and that it continues to acquire and scrutinise assurances that the
organisation has a combination of structures and processes at and below Board level
that equip it to deliver high-quality services.

4.

Recommendation
The Board is asked to note the report.

Nick Yeo
Acting Chair, Quality Governance Committee
July 2018

TERMS OF REFERENCE:
QUALITY GOVERNANCE COMMITTEE
The Board will establish a Committee of the Board to be known as the Quality Governance
Committee (the Committee). The Committee is a non-executive led Committee of the Board and
has no executive powers, other than those specifically delegated in these Terms of Reference.
1.

Purpose
The purpose of the Committee is to acquire and scrutinise assurances that the organisation
has a combination of structures and processes at and below Board level that equip it to
deliver high-quality services.

2.

Duties

2.1
The Committee will acquire and scrutinise assurances on a rolling programme throughout
the year as to the Trust’s governance arrangements underpinning the planning and delivery of care
according to the Care Quality Commission’s key lines of enquiry inspection regime. This asks of
services:
Are they safe ?
Are they effective ?
Are they caring ?
Are they responsive ?
Are they well-led ?
2.2

The Committee will acquire and scrutinise assurances on a rolling programme throughout the
year as to the Trust’s governance arrangements being compliant with the law; with CQC
registration requirements; with other bodies which have a regulatory role in relation to the
Trust.

2.3

To review assurances on the processes and structures supporting the development and use
of the Quality Account, including the external audit opinion on the Quality Account; external
stakeholder comment on the Quality Account and management action on stakeholder
feedback.

2.4

To review assurances on the processes and structures supporting the development and use
of the significant risk register and Board Assurance Framework.

2.5

The Committee will approve the Clinical Audit Plan and review progress during the year
against the plan and assurances that management actions have been taken in response to
audit findings.

2.7

To approve the annual Clinical Audit Plan and to receive reports from the Clinical Audit Team
as to progress in delivering the Plan; and management response to the findings and
recommendations of Clinical Audit.

2.8

To review the adequacy of the underlying assurance processes that indicate the degree of
achievement of the organisation’s quality objectives, and the effectiveness of the
management of the significant clinical risks scored as greater than 15 as set out in the Board
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Assurance Framework. (The Audit Committee undertakes the same in respect of corporate
risks).
3.

Membership
3.1

The Membership of the Committee will comprise:
 Non-Executive Directors (at least four), one of whom will be appointed Chair of the
Committee by the Trust Chair. One of the Non-Executive Director Members will be
the Chair of the Mental Health Legislation Assurance Committee;
 Medical Director;
 Director of Nursing Therapies and Quality;
 Chief Operating Officer
 Director of Organisational Development & Participation
The Committee may regularly invite executives and other officers to be in attendance.
These may include but not be limited to the following:






4.

Service Directors
Deputy Director of Safety, Improvement and Effectiveness
Deputy Director for Nursing Therapies and Quality;
Head of Regulation and Compliance
Trust Secretary.

Quorum
In order for decisions taken by the Committee to be valid, the meeting must be quorate. This
will consist of three Members, at least two of whom must be Non-Executive Directors being
present at the point when any business is transacted.

5.
5.1

Frequency of Meetings
The Committee will meet at least six times per year.

5.2

Quarterly meetings will be planned to occur prior to the submission of quarterly reports to
NHS Improvement. This will enable the Quality Governance Committee Chair to make a
timely report to the Board on the current assurance position at the meeting at which the
Board signs off the quarterly report.

5.3

There may be occasions where an intractable problem or challenge which has failed to
respond to treatment becomes the topic of a Select Committee meeting. This means that the
Committee would meet ad hoc for a select purpose, being a ‘one item agenda’. The
Executive would engage with the Committee to develop further assurance as to the way a
particular intractable problem is being or could be mitigated.

6.

Relationships with Other Committees
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6.1

The minutes of the Quality Governance Committee will be formally recorded and submitted
to the Trust Board. The Chair of the Committee will draw to the attention of the Board any
issues that require disclosure to the full Board or require executive action.

6.2

The Chair of the Committee will report to the Board at least annually on the completion of its
work in support of the Annual Governance Statement.

6.3

The Chair of the Committee will maintain frequent and open communication with the Chair of
the Trust; the Chairs of the Audit Committee and the Mental Health Legislation Assurance
Committee; and the Chairs of the Executive Quality & Clinical Risk Group and the Executive
Performance & Corporate Risk Group. They will meet together to triangulate information on
corporate and clinical risks and assurance each quarter, supported by the Deputy Trust
Secretary.

7.0

Monitoring effectiveness and Review Date
The Group will, at least once a year, review its own performance and Terms of Reference to
ensure its effectiveness. It will notify the Board of any changes it considers necessary.
The Group will maintain an annual plan for the programme of work for the forthcoming year.
In particular, the annual programme coverage will incorporate all key areas within the
Group’s duties, as set out in section 2 of its Terms of Reference.
Reviewed: July 2018May 2017

8.0

Next review date: July 2018May 2018

Document Owner
Trust Secretary
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