Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 26 September 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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Patient Story
Part 1 Board Meeting 26 September 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
received from the Health Visiting Service, and how this has positively impacted both the parent and
patient.

Recommendation

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

Mr X - A Patient and Carer’s Story
The patient and carer was assisted in providing the story by Julia Yeates, Patient Experience Coordinator.
X is a 23 year old young man who three years ago was studying mental health nursing at Bangor
University. He was diagnosed six months after beginning University with bipolar disorder. For two years
he was unstable with frequent medication changes and eventually had to move back home to
Sturminster to live with his mother. He was taking mood stabilisers and an antipsychotic when he
returned. In line with guidelines for bipolar disorder, the CMHT team stopped prescribing his
antipsychotic as they felt he no longer needed it, and the mood stabiliser on its own would be enough to
keep him stable.

On Thursday 25 January, after withdrawal of the antipsychotic, X began to feel unwell quite quickly. The
patient’s mother quickly contacted the CMHT team on Friday 26 January. However his condition
deteriorated rapidly over the weekend.

On Monday 29 January the CMHT arranged for an assessment and a psychiatrist assessed that X was
psychotic. The psychiatrist said she would speak to the bed manager and send the Crisis Team. X
agreed to go to St. Ann’s as a voluntary inpatient. The Crisis Team attended at 5pm on Monday 29
January and said that if he had not agreed to go in on a voluntary basis they would have sectioned him
as he was very unwell by this stage. However, X began to feel that the team were very unhelpful as they
told him “if you don’t take your medication you will be taken away and injected”.

Later that evening, they were advised by the Crisis Team that there were no beds available at St. Ann’s
Hospital and that someone would come out again the following day.

Due to X’s psychosis he began to

think that he would be kidnapped and injected. His mother and his girlfriend were trying to keep him
calm. X’s mother pointed out that her son is a tall, well-built, fit young man who could easily have
physically moved her and his girlfriend out of the way if he wanted to get out of the house.

The following day, Tuesday 30 January, the Crisis Team arrived in the afternoon. By now X was under
the impression he was on a secret mission and had to get to Wolverhampton. “Nick from the Crisis
Team who attended was great with X, he really managed to calm him down” said X’s mother. Nick said
that X needed to be in hospital and he would ring later. At 6pm they were advised that there were no
beds. However, in a bid to find a way to get X admitted, the team suggested that they section him, and
the assessment wouldn't take place until the following day, despite the fact that X was still willing to be
voluntarily admitted to St. Ann’s.

X’s mother and girlfriend had an even more difficult night as he wanted to leave the house as he
believed there were people in the woods and he began barricading the house. X’s mother did not sleep
at all that night.

In sheer frustration X’s mother drove to Wimborne CMHT and door-stepped the psychiatrist. She was
extremely shocked that X was not an inpatient. In relief that she had found someone who realised the
seriousness of the situation X’s mother burst into tears and then explained that X was going to be
sectioned as a means to get a bed. The psychiatrist from Wimborne CMHT wrote a letter strongly
disagreeing with the section. X and his mother were very happy with the treatment and support received
from Wimborne CMHT. The team performed as was expected and they have no concerns about their
actions.

X’s mother then rang the Crisis Team to ensure that it was on record that she did not agree with the
section. She was told the section was going to happen anyway and the team would be round at some
point. Another phone call was received later on that day explaining that the psychiatrist from the Crisis
Team was going to carry out an assessment. After assessment, the psychiatrist agreed that a section
was not necessary but X did need a bed at St. Ann’s.

That evening a bed was found on AAU – Seaview in St. Ann’s. The following day X’s mother received a
phone call from a bed manager who explained that they had not been made aware of the case and
apologised for what had happened. X’s mother explained that this phone call from the bed manager is
the only reason she had not made a formal complaint.

In total X waited 4 days for a bed whilst suffering a psychotic episode. In addition, X’s mother is
concerned what could have happened if X had been alone and not had her there to fight his corner. He
was willing to go to hospital but would have been sectioned against his wishes.

X and his mother would like the following points to be noted and/or actioned by the Board.
•

X and his mother feel that everything seemed to go wrong when the Crisis Team came into the
picture and noticed that:

-

They appeared to put more obstacles in the way of the required admission.

-

It appeared there was reticence to attend and assess the patient.

-

There were different staff at each Crisis Team visit which added to X’s paranoia.

-

The Crisis Team appeared to have no compassion.

•

Why when there appeared to be no beds at St. Ann’s was no further action taken to find X a bed?

•

A significant risk had been taken leaving X with his mum alone over the weekend.

•

X is now very angry that his mum and girlfriend were left to deal with him. His girlfriend had
never seen him in this state before which was a shock for her.

•

Finally, why was the word of X’s psychiatrist not good enough to be sent directly to St. Ann’s for a
bed?

Community Mental Health Service Feedback:
Department/Ward/Unit:

Crisis Team East

Triangulation data:

01/04/2018 – 31/08/2018

Compliments

0 recorded

Friends & Family
Test

0 responses

Complaints

4 complaints recorded, the
following themes were included
in the complaints:

Service Specific
Survey

0 responses

• 1 x Staff attitude
• 1 x Values and behaviours
• 2 x access to treatment
• 2 x access to services
• 1 x access to clinical
treatment
• 1 x clinical treatment
NHS Choices
Reviews/
Online
Comments
Service
Feedback

0 recorded

The Community Mental Health Services Manager, Crisis Team and Bed Manager
have reviewed the story of this gentleman and his mother, and are really grateful
they spent the time providing their feedback. All services involved absolutely agree
that to wait four days for an inpatient bed whilst experiencing a psychotic episode is
a highly distressing situation to be in for the person and their family.
The Community Mental Health Services Manager and Inpatient Services Manager
contacted Mr X and arranged to meet with him and his mother to discuss what
happened.
From this feedback the team are able to improve the experience of people needing
to access crisis care and to help avoid the situation that Mr X and his mother found
themselves in earlier this year.
The actions that were taken from the feedback and meeting are as follows:
•

We are currently planning the detailed implementation of the Acute Care
Pathway Review, which was a public review of mental health services led by
Dorset Clinical Commissioning Group. The review will see some significant
changes to the current structure of the Crisis and Home Treatment Team.

•

The current East and West teams will be devolved into locality teams that
‘wrap around’ local community mental health teams (CMHT’s). We feel this
will positively impact joint working between the Crisis Team and CMHT’s, as
decisions about who needs to access crisis support and inpatient care will be
made jointly by the CMHT and local arm of the crisis team. The crisis workers
will be able to be co-located in many cases with local CMHT’s and attend
their team meetings to discuss people jointly. This will improve joint working
and enable CMHT’s to be more involved in gatekeeping decisions. In
addition, as staff will be allocated to a locality, the Crisis staff will get to know

local people using services better and there will be more consistency in the
Crisis staff seeing a person at home. From our discussions it sounds like this
change would have been of real benefit to the situation you experienced. The
intention is for this change to be effected from April 2019.
•

Currently, we use some manual methods in bed management which leads to
the risk of human error. We are implementing an improved electronic system
which will ensure the Crisis Team and bed managers have up to the minute,
consistent information about bed states and potential admissions, so as to
manage this as smoothly as possible.

•

We are undertaking a staff development programme with the Crisis Team
over the next year with our Organisational Development Team. The purpose
of this is to look at how to support the team with upcoming changes, and how
to manage working in an acute setting and the impact this can have on staff
behaviours and therefore patient care. The aim is for this to be a restorative
process that supports staff and improves care as a result.

•

We have undertaken a reflective feedback session during a Crisis Team
meeting about your experience, which we do for all feedback received. Some
particular staff were referenced in the concerns and we have therefore also
addressed in one to one supervision the feedback about tone and style, both
positive and negative, and the impact this had on the experience.
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Minutes of the Board of Directors Meeting held at 1pm on Wednesday, 25 July 2018
at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Andy Willis
Heather Baily
David Brook
John Carvel
John McBride
Sarah Murray
Belinda Phipps
Nick Yeo
Dawn Dawson
Nicola Plumb
Colette Priscott
Steve Tomkins

Chair
Non-Executive Director
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 Organisational Development and Participation
Director of Human Resources
Medical Director

In Attendance:
Keith Eales
Chris Hearn
Colin Hicks

Trust Secretary
Deputy Director of Finance
Service Director-Mental Health and Learning Disabilities

Apologies:
Ron Shields
Matthew Metcalfe
Eugine Yafele

Chief Executive
Director of Finance and Strategic Development
Chief Operating Officer

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

75/18 Welcome and Apologies
The Chair welcomed Board members and Governors to the meeting and reported the
apologies received.
76/18 Patient Story
The meeting commenced with the story of about the experience of a patient who had
been supported by the Diabetes Education Service.
The patient had suffered complications following an operation on his Achilles tendon.
His weight had increased significantly and he had been referred to the Diabetes
Education Service.
The patient undertook three sessions with the Service, whilst also attending gym
sessions at the Royal Bournemouth Hospital, and commenced an exercise and
health eating programme. As a result of this the patient had lost seven stones.
Board members considered that, whilst the service provided had been beneficial to
the patient, it was disappointing that his weight had increased significantly during the
initial period of care following the unsuccessful operation. There was considerable
scope for the NHS to consider the total health and wellbeing of a patient during their
care.
It was recognised that the story highlighted the benefit of a patient taking control of
and managing their condition.
The Board noted the story.
77/18 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
It was noted that Belinda Phipps had been appointed as interim Chief Executive of
the British Medical Association.
78/18 Minutes: 31 January and 7 March 2018
The Board approved as a correct record the minutes of the meeting held on 23 May
subject to the insertion of ‘the substantive appointment’ in place of ‘that the
reappointment’ in resolution (b) of minute 67/18.
The revised resolution was agreed as:
‘b) agreed the substantive appointment 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’.
79/18 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.
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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 Trust Secretary advised
that proposed priorities would be included in the report on the Trust capital
programme, to be submitted to the September meeting. The Board emphasised the
importance of the item not being delayed any further.
With regard to the Sustainable Development Management Plan, the Trust Secretary
advised that the Executive had given initial consideration to the proposed
presentation to the Board. Further work was being undertaken prior to a presentation
at the September Board workshop.
The Board:
(a) noted the report; and
(b) agreed that the following items would be deferred to the September
meeting of the Board and the September workshop respectively:
•

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.

80/18 Chair’s Report
The Chair reported on the outcome of a recent meeting with the Chair and Chief
Executive of Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust.
It had been agreed to hold a joint Board workshop to consider financial sustainability
and the use of community beds.
81/18 Psychological Therapies in the Trust
The Service Director-Mental Health and Learning Disabilities gave a presentation on
psychology and psychological therapies in the Trust.
The presentation covered:
•
•
•
•
•
•
•
•
•
•
•
•

An overview of psychology;
The role of a psychologist
An overview of the provision in the Trust;
The psychology leadership structure;
The adult psychology service;
Referrals to the adult psychology service;
Waiting list compliance in the service;
The community adult Asperger’s service;
Steps to Wellbeing;
Integration;
Workforce developments; and
Challenges.
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Clarification was sought with regard to the availability of the services outlined across
Dorset. The Service Director commented that access was variable across the County
and there was scope to improve commissioning arrangements.
Clarification was sought with regard to the impact of the services provided. The
Service Director commented that some outcomes were specified nationally. It was
agreed that information on outcomes should be included in the Board dashboard.
The Board:
(a) Thanked the Service Director for the presentation;
(b) Agreed that additional information on the outcomes achieved by the
services covered in the presentation would be included in the dashboard
submitted to future meetings.
82/18 Board Briefing
The Trust Secretary submitted the Board briefing for July.
The briefing included information on the Health and Social Care Select Committee
report following its inquiry into the development of new integrated ways of planning
and delivering integrated health services, the annual review of the partnership with
Bournemouth University, awards for Trust services, recent activities of the Council of
Governors and updates on previous Board decisions.
With regard to gender pay gap reporting, the Director of HR (DHR) advised that the
publication of national benchmarking data was awaited. Pending this, the Trust would
be implementing its action plan. A report would be submitted to the Board once
national benchmarking data was available.
The Board noted that between 21 and 25 May 2018, Ofsted, the Care Quality
Commission, HMI Constabulary and Fire & Rescue Services and HMI Probation had
undertaken a joint 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. The report following the inspection
had now been published. In response to a question, the Director of Nursing, Quality
and Therapies (DNQ) advised that the report had included a number of actions for
the Trust to take, primarily in respect of the sexual health and CAMHS services. It
was agreed that further information on the action required would be submitted to the
September Board meeting.
The Board congratulated staff in the Armed Forces Community Health and Wellbeing
Team and the Criminal Justice Liaison and Diversion Service following their recent
national awards.
The Chair congratulated the Council of Governors following the successful
membership engagement event held in Blandford on 20 June.
The Board:
(a) Noted the Briefing for July;
(b) Agreed that further information would be submitted to the September
meeting on the action required by the Trust following the publication of the
4

report on the joint 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.
83/18 Chief Executive’s Report
The Medical Director (MD) gave a verbal report to the Board, on behalf of the Chief
Executive, on key issues.
The MD drew attention to:
•

The judicial review in respect of the Clinical Services Review, the outcome of
which was anticipated in September;

•

The tender for urgent care services in Dorset, for which the Trust was lead
provider;

•

The closure of beds at Portland Community Hospital and the opening of beds
in Weymouth. No further inpatients would be admitted to Portland Hospital.
Engagement would be taking place with the community about the future
provision of services at Portland Community Hospital.

•

The preparation of tenders for the school nursing, health visiting and criminal
justice liaison services;

•

The memorandum of understanding for the integrated care system, which
was still in preparation but would be submitted to the Board for consideration;
and

•

The pay award for staff on Agenda for Change pay bands.

The Director of Organisational Development and Participation (DODP) advised that,
with regard to Portland, a group of local residents, organisations and representatives
was being formed to advise the Trust on the approach to take to the wider community
engagement. This followed the successful approach taken in North Dorset.
The Board noted the report.
84/18 Board Integrated Corporate Dashboard
The MD introduced the dashboard for June.
The dashboard highlighted, in particular:

•

The confirmed case of Clostridium difficile; on review it was noted that the
patient had not been isolated in a timely manner and there had been a delay
in obtaining a sample;

•

Lower than usual bed occupancy rates on specialist and non-acute mental
health wards, but high acute mental health occupancy rates;

•

Nine patients being sent out of area in the month; and
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•

The scope to improve the number of routine physical health checks of mental
health service users.

Board members expressed concern at the number of supine and prone restraints in
the month. The MD commented that the key test was whether or not each case was
an appropriate intervention rather than the numbers themselves. Each case was
reviewed to provide the necessary assurance.
Directors commented that it was clear from service visits that the Trust IT systems
were posing a challenge in supporting front-line staff. It was suggested that it would
be timely to review whether or not all the data being requested from front-line staff
was required.
The Chair commented that the Executive had been asked to consider opportunities
for de-layering systems and processes in the Trust. Clarification was sought with
regard to the timing of an update to the Board. The MD advised that an update would
be provided at the September Board meeting.
With regard to the IT strategy and systems, the Chair asked that the Executive
submit a proposition to a future Board workshop.
It was noted that use of quality improvement methodology continued to be developed
in the Trust. The Chair asked that the Executive consider progress with the adoption
of QI methodology in advance of a report to the November Board meeting.
Clarification was sought with regard to the number of patients being placed out of
area, the reasons for this and the locations where patients were placed. The Service
Director-Mental Health and Learning Disabilities commented that the placement of
patients out of area reflected capacity challenges in the Trust and the specialist
needs of the patients. The national shortage of beds, and the specialist needs of
patients, accounted for placements which were, on occasions, not always close to
the place of residence of the patient. Board members sought clarification on the
action being taken to meet the demand. The Service Director commented that the
development of the CAMHS PICU would make a significant contribution to meeting
the demand.
Clarification was sought with regard to the number of pressure ulcers. The MD
undertook to confirm the figures in the report.
The Chair sought clarification on the timeframe for the next stage in the development
of the dashboard. The MD undertook to confirm this.
The Board:
(a) Noted the dashboard for June;
(b) Agreed that the Executive would provide an update to the September
meeting of the Board with regard to the delayering of systems, processes
and structures;
(c) Agreed that the Executive would report to a Board workshop on the IT
proposition for the Trust;
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(d) Agreed that a report on the quality improvement programme in the Trust
would be submitted to the November Board meeting, following initial
consideration of progress by the Executive;
(e) Agreed that the MD would confirm the data in respect of pressure ulcers;
and
(f) Agreed that the MD would confirm the timeframe for the next stage in the
development of the dashboard.
85/18 Trust Finance Report for June 2018
The Deputy Director of Finance (DDoF) presented the Finance Report for June 2018.
The Board noted that at the end of June the Trust surplus was £1.4m which was in
line with budget and £0.6m favourable to the control total for quarter one. The initial
forecast for the year was that the Trust would meet its control total.
Pay expenditure was £141,000 overspent year to date. It was noted that mental
health and learning disability services were overspent by £354,000 although this was
offset by underspending in other services.
Agency expenditure was £1,039m year to date, which was within the NHSI ceiling
and the Trust internally set target.
The Board noted that £3.8m of the cost improvement programme (CIP) had been
banked, against the annual target of £8.7m. There remained a risk of £0.5m to
achievement of the full year plan.
Capital expenditure was £0.9m year to date, with the full year forecast being in line
with plan. There remained significant risks with larger projects.
The Trust cash position was £29.4m at the end of June, which was £1.4m below
plan. Cash was forecast to be £0.3m higher than plan at year end.
The Use of Resources Rating within the Single Oversight Framework was 1, which
was in accordance with the plan for the year.
The Board noted the summary financial position of partners in the local health
economy. Reference was made to the significant risk of non-achievement of the
control totals in the system. The Board requested that additional narrative and risk
analysis on the system position be included in future reports.
Board members expressed concern about the risks identified to delivery of the capital
programme, particularly with regard to the larger projects which would require
planning permission. It was noted that the under-delivery of the programme in quarter
one in 2018/19, and the challenges in respect of obtaining planning permissions,
were a continuation of the trend in recent years. Board members agreed that it would
be important for the Trust to receive a briefing on the approach to planning the capital
programme and an update on the delivery of the 2018/19 projects at the next
meeting.
Board members made reference to the continuing overspends in mental health and
learning disability services, which had been a recurring feature of the budgetary
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position in recent years. The Board agreed that this should be addressed in the
preparation of the 2019/20 budget.
Clarification was sought with regard to the offset arrangement agreed with Dorset
County Hospital NHS Foundation Trust at the end of the 2017/18 financial year. The
DDoF advised that this was being discussed by the Directors of Finance of the two
Trusts. The Board agreed that this needed to be resolved by the September meeting
and the Chair emphasised the importance of resolving this issue given that a similar
offset arrangement was intended to operate in 2018/19.
The Board:
(a) Noted the Finance Report for June 2018;
(b) Agreed that a report would be made to the next meeting on the approach to
planning the capital programme and an update on the delivery of the
2018/19 projects;
(c) Agreed that additional narrative and risk analysis on the system position
would be included in future finance reports;
(d) Agreed that the recurring overspend in mental health and learning
disabilities services would be addressed in the preparation of the 2019/20
budget; and
(e) Agreed that the Director of Finance would report to the next meeting on the
position in respect of the offset arrangement made with Dorset County
Hospital NHS Foundation Trust at the end of the 2017/18 financial year.
86/18 Quarterly Themed Review of Better Every Day Deliverables-Mental Health
The DODP submitted a report setting out progress made in quarter one in respect of
the mental health service deliverables in the Better Every Day programme.
The DODP reminded the Board that it had been agreed to submit a quarterly
thematic review on progress with Better Every Day programme deliverables. Mental
health services had been agreed as the subject for the thematic review in quarter
one.
The DODP gave an overview of progress in respect of:
•
•
•
•
•
•

Implementation of the Mental Health Acute Care Pathway review;
Expansion of Steps to Wellbeing;
Child and Adolescent Mental Health services (CAMHS) expansion;
Transforming the mental health estate;
Dementia services review; and
Learning disabilities estate.

The Board noted that all the milestones had been met.
Board members requested that future thematic reports set out the indicators that had
been agreed for delivery in the quarter.
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Clarification was sought with regard to whether or not a clear assessment had now
been made of the appropriate scale, and resourcing, of the leadership development
ambitions to be delivered through the programme. The DOPD advised that this was
not yet the case. The scoping and resourcing of an appropriate programme was
underway with a view to a proposition to be submitted as part of the Board workshop
discussion in September on talent management.
The Board:
(a) Noted the report;
(b) Agreed that the indicators set for delivery would be included in future
thematic reports; and
(c) A proposition in respect of leadership development and talent management
would be submitted to the September Board workshop.
87/18 Care Quality Commission Assurance Report
The DNQ submitted a report setting out themes arising from internal assurance visits
undertaken by Trust staff.
The Board noted the areas where improvement was required and also the examples
of good practice that had been identified. It was noted that the report prepared after
each visit had been shared with the relevant service area.
The Board:
(a) Noted the report;
(b) Agreed that future CQC assurance reports would be submitted to the
Quality Governance Committee;
(c) Agreed that the Quality Governance Committee would either highlight
matters on an exception basis or confirm to the Board that there were no
matters to bring to its attention.
88/18 Care Quality Commission Improvement Plan
The DNQ submitted a report setting out the actions to be taken following the CQC
inspection of the Trust in November and December 2017.
The Board noted that there were nine ‘must do’ and 37 ‘should do’ actions. A number
of actions were already in progress or complete.
Clarification was sought with regard to those actions for which the completion date
had passed. The DNQ advised that these actions had been reported as complete.
However, the position had yet to be validated by the assurance team.
The Board agreed:
(a) The CQC Quality Improvement Plan to address the findings from the 2017
inspections;
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(b) That progress in implementing the action plan would be submitted to the
Quality Governance Committee; and
(c) That details of any actions missing their deadline date, as well as
assurance in respect of overall progress in implementing the plan, would
be reported to the Board in the Committee Chairs report.
89/18 Medical Staff Revalidation Update
The MD submitted a report on the arrangements in place in the Trust for the
revalidation of medical staff.
The MD gave an overview of the background to revalidation, the governance
arrangements in place, the medical appraisal process, cases where revalidation
recommendations had been made, recruitment and engagement background checks
and cases of investigation of medical staff.
The Board noted the report and agreed that further updates would be
submitted to the Quality Governance Committee.
90/18 Annual Report Summaries
The Director of HR (DHR) submitted summaries of three annual reports:
•
•
•

The Equality and Diversity Annual Report 2017/18;
The Staff Health and Wellbeing Annual Report 2017/18; and
The Health and Safety/Fire Safety Annual Report 2017/18.

The DHR gave an overview of the content of each report.
The Board:
(a) Noted the Equality and Diversity Annual Report 2017/18 and the Staff Health
and Wellbeing Annual Report 2017/18; and
(b) Received the Health and Safety/Fire Safety Annual Report 2017/18 and the
assurances contained therein.
91/18 Reports from Committee Chairs
The Board received reports from the Chairs of the following meetings:
Appointments & Remuneration Committee: 23 May and 27 June
The Chair of the Committee advised that the meeting on 23 May had agreed
remuneration principles for Executive Directors and discussed the Chief Executive’s
review of the year.
The meeting on 27 June had focussed on the outcome of the appraisal of the Chief
Executive and Executive Directors and objectives for 2018/19.
It was noted that The Committee had confirmed the appointment of Eugine Yafele to
the new role of Deputy Chief Executive.
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Mental Health Legislation Assurance Committee: 11 July 2018
The Chair of the Committee drew attention to key areas of the dashboard that had
been reviewed by the Committee, including patients discharged without being read
their Section 132 rights, performance in respect of renewing detentions before the
expiry of the current period of detention and the paper only pilot of Community
Treatment Order hearings. The Chair confirmed that these matters were being
pursued by the Committee.
Quality Governance Committee: 11 July 2018
The Senior Independent Director advised that he had chaired the meeting on behalf
of the Committee Chair.
The meeting had discussed support available in respect of violence against staff, the
review undertaken to assess staffing needs on wards, a framework for escalating
concerns about the slow progress of any CQC actions, the quarterly review of the
Board Assurance Framework and the risk appetite/tolerances for clinical risks. The
Committee had also recommended changes to its terms of reference.
Audit Committee: 18 July 2018
The Chair of the Committee advised that progress with internal audit and counterfraud recommendations, the Annual Report summary and the quarterly review of the
Board Assurance Framework had been reviewed in detail at the meeting.
Charitable Funds Committee: 18 July 2018
The Chair of the Committee advised that a key focus at the meeting had been a
discussion about its continuing role. It had been agreed that a proposal would be
brought to the next meeting on 17 October, covering the rationale for new
arrangements, the process for handling charitable funds efficiently, transparently and
appropriately, and the future governance and scrutiny of this role if not carried out by
a Committee.
The Committee had noted that at 30 June 2018 the closing balance on the Fund was
£454k. Total income for the period was £71k with a total expenditure of £41k.
The Board noted the reports from Committee Chairs and agreed the revised
terms of reference for the Audit Committee and the Quality Governance
Committee.
92/18 Review of the Meeting
The Chair invited comments on the meeting and matters discussed.
Board members commented on the improving quality of reports submitted for
consideration and the value of presentations from services. These presentations
would be particularly beneficial if related to substantial decision items on the agenda.
93/18 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:

11

•

The availability of hydrotherapy pools to support the rehabilitation of patients
following surgery;

•

The processes in place for following up patients who did not attend
appointments with the Improving Access to Psychological Therapies service;
and

•

The action taken in respect of medical staff who did not complete the medical
revalidation process.

94/18 Next Meeting
The next scheduled meeting of the Board would be on Wednesday, 26 September
2018 at 1.00pm at Sentinel House, Poole.
95/18 Exclusion of Governors, Press and Public
The Board agreed that Governors, the press and public be excluded from the
remainder of the meeting because of the confidential nature of the business to be
transacted, publicity of which would be prejudicial to the public interest.
96/18 Confidential Board Minutes; 2 May 2018
[Exemption under Section 43 of the FoI Act-release of information is likely to be
prejudicial to the commercial interests of the Trust]
The Board agreed as a correct record the confidential minute of the meeting
held on 2 May 2018.
The MD updated the Board on the position in respect of the tender for urgent care
services in the County.
The MD advised that the Trust was awaiting formal notification of the outcome of the
tendering process.
The Board agreed that, should the Trust led submission be successful, a
detailed review of the position would be undertaken at the September 2018
Board workshop.
Signed:

Date:

Andy Willis, Chair
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Agenda Item 5

Matters Arising
Part 1 Board Meeting 26 September 2018

1. All items are either on the agenda for this meeting or have a planned submission date.
2. Approval is sought to reschedule the following items planned for this meeting to the November 2018 workshop:
873/17

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.

Minute
867/17

Topic
Clinical
Services
Review

873/17

Sustainability

Action
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.

1

Lead
MM

Deadline Response
Sept
Item on the agenda.
2018

MM

Deferral
agreed
until Sept
2018

The Executive
Performance and
Corporate Risk Group
has reviewed the
current Trust policy
and approach. Further
work has been

Agenda Item 5

commissioned to
broaden the current
approach and a
deferral is required
until the November
workshop to allow for
this to be completed.
65/18

Mental Health
Services
Business Case

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

EY

(b) Agreed the priority investment list and the development
of the schemes in Option 2 to full business case in
2018/19; and

Q4 18/19

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

Planned for Q4

To be included in the
item above.

81/18

Psychological
Therapies in
the Trust

Information on the outcomes achieved by the services
covered in the presentation would be included in the
dashboard submitted to future meetings.

EY

Sept
2018
onwards

In the dashboard.

82/18

Board Briefing

Action required by the Trust following the publication of the
report on the joint 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 to be submitted to the September
meeting

DD

Sept
2018

On the agenda.
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84/18

85/18

Dashboard

Finance
Report

Agreed that the Executive would provide an update to the
September meeting of the Board with regard to the delayering
of systems, processes and structures;

EY

Sept
2018

Section in the Board
Briefing

Agreed that the Executive would report to a Board workshop
on the IT proposition for the Trust;

MM

February
2019

Planned for February
2019.

Agreed that a report on the quality improvement programme
in the Trust would be submitted to the November Board
meeting, following initial consideration of progress by the
Executive;

DD

Nov
2018

Agreed that the MD would confirm the data in respect of
pressure ulcers; and

ST

Agreed that the MD would confirm the timeframe for the next
stage in the development of the dashboard.

ST

August
2018

Agreed that a report would be made to the next meeting on
the approach to planning the capital programme and an
update on the delivery of the 2018/19 projects.

MM

Sept
2018

Agreed that the recurring overspend in mental health and
learning disabilities services would be addressed in the

MM/
EY

March
2019

3

July
2018

Progress considered
at Clinical Executive
meeting 14 August.
Report planned for
November board.
Confirmed post the
July meeting.
Completed,
dashboard under
review with Board
members in advance
of November meeting.
Item on the agenda.

To be addressed in
the budget.
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preparation of the 2019/20 budget.
Agreed that the Director of Finance would report to the next
meeting on the position in respect of the offset arrangement
made with Dorset County Hospital NHS Foundation Trust at
the end of the 2017/18 financial year.

MM

Sept
2018

Included in the
Finance report.

86/18

Better Every
Day
Deliverables

A proposition in respect of leadership development and talent
management would be submitted to the September Board
workshop

NP/
CP

Sept
2018

Completed.

96/18

Urgent Care
Tender

The Board agreed that, should the Trust led submission be
successful, a detailed review of the position would be
undertaken at the September 2018 Board workshop.

MM

Sept
2018

Completed in part and
a further meeting to
be arranged.
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Agenda Item 7

Delivering the Clinical Services Review Integrated Community Services Decisions: the
Trust Capital Investment Strategy
Part 1 Board Meeting 26 September 2018
Author

Matthew Metcalfe, Director of Finance and Strategic
Development

Purpose of Report

The purpose of the report is to review capital priorities within
community services

Executive Summary
Having previously considered the prioritisation of capital investment within Mental Health,
the Board is now to consider prioritisation of our investment requirements to support the
Clinical Services Review. Given our Mental Health commitments, and limited capital
resources, the Trust’s first call on its existing capital should be in the agreed Mental Health
investments.
Our priorities within community facilities are as follows: (i) Boscombe hub (non-bedded), (ii)
Portland hub (non-bedded), (iii) Wareham hub (non-bedded), (iv) Yeatman hospital
(bedded), and (v) Blandford hospital (bedded).
Our commitments to Mental Health investment are estimated at £56.0m. A portion of this is
presently in our plans, which leaves a priority requirement within Mental Health of
£42.4m. Over the course of the next three years we might accumulate £32m for the
purposes of investment. This leaves no existing funding available for investing in the
estimated £42.0m required for priority community schemes.
We are investigating alternative sources of capital to invest in community schemes.
National constraints on capital and on the means of raising alternative capital make this
much harder than in the past. We will proceed with priority scheme projects only where we
can realistically fund them and the revenue consequences are affordable.
The CSR has a vision for primary and community services of more integrated working, and
care for patients closer to home. With only limited investment in Community Services, we
can still continue to successfully deliver on the vision of the Clinical Services Review.

Recommendation

The Board is asked to agree the investment priorities within the
report.

Estates Investments – Our priorities
1.

Introduction

1.1

At the Board meeting on 23 May 2018, the Board considered the business case
for the Mental Health strategic outline programme. This elaborated on the
estates strategy for Mental Health agreed by the Board on 27 January 2016.
The Board is now to consider prioritisation and programming of our investment
requirements to support the Clinical Services Review. Given limited capital
resources, Mental Health and Community Services need to be considered sideby-side.

2.

Establishing our Mental Health priorities for investment

2.1

This Board’s agreed priority investment list for Mental Health agreed in 2016
were all considered to be unavoidable commitments.
These were: (i)
Psychiatric Intensive Care Unit (“PICU”) for women, (ii) developing a
sustainable solution for the Trust’s older people’s services (i.e. Alumhurst), (iii)
addressing acute mental health inpatient services in the west of the County (i.e.
Linden unit), (iv) the expansion of acute beds (as part of the Acute Care
Pathway review) and, (v) resolving the issue of shared bedrooms for women at
St Ann’s (i.e. Chine ward). In order that Dorset patients can be treated closer to
home, we have also agreed the necessity of investing in specialist services,
including Perinatal, CAMHs PICU, and low secure services.

2.2

The Trust has invested £20m in Mental Health facilities over the last five years,
including addressing the issue of Dudsbury ward, and the women’s PICU at St
Ann’s. The aggregate cost of the preferred options for meeting our remaining
needs in Mental Health, as noted by the board in May 2018, is estimated at
£56m.

2.3

The Board noted that £56m exceeded the Trust’s available capital resources. A
priority programme is in development within the preferred option to address
specific service pressures. The priority plans are summarised in Appendix 1.

2.4

If approved, delivery of the preferred option would necessitate identifying
external sources of funding, and leave none of the Trust’s own capital for
investment in Community Services.

3.

Establishing our CSR priorities for investment

3.1

The Clinical Services Review set out a vision for primary and community
services to facilitate integrated working, and care closer to home. Many of the
benefits of integrated working can be achieved without substantial changes to
the estate, and the requirement to invest capital is less critical than in Mental
Health. Whilst acknowledging this, priorities exist within community facilities as
follows:
1.
2.
3.
4.

Boscombe hub (non-bedded)
Portland hub (non-bedded)
Wareham hub (non-bedded)
Yeatman hospital (bedded)
1

5. Blandford hospital (bedded)
3.2

Other than maintenance and small scale changes, we are proposing to leave
the following sites as they are: Bridport, Shaftesbury, Weymouth, Swanage,
and Wimborne. Plans to exit the site at St Leonard’s are already underway.

3.3

We have considered the prioritisation of our CSR related investment needs on
the basis of the following criteria: (i) the prospective clinical risk to patients, and
patients’ experience, (iii) our ability to integrate with primary and social care, (iv)
the status of our plans, and the buy-in of partner organisations, each affecting
the pace at which any development can be delivered, and (v) the scale of
investment required and our ability to fund the development using external
sources.

3.4

For each development, we have completed a Strategic Outline Case, and for
some cases, including all priority cases, gone on to develop an Outline
Business Case. Each case has had the involvement of relevant stakeholders in
evaluating individual options for development, as well as professional expertise
in evaluating the feasibility and consequent cost of development.

3.5

A summary of the schemes for the priority sites is attached in Appendix 2. The
total capital requirement for priority schemes is estimated at £41.6m. We
propose to proceed with projects only where it is evident that the capital funding
of these schemes is realistically achievable, and the revenue consequences
affordable.

4.

The funding position

4.1

The surplus cash we have presently available is say £10.0m1. On top of this,
we might save an additional £5.0m surplus for investment each year, provided
that we can continue to deliver an overall Trust surplus of c£2.0m. If we
dispose of St Leonard’s, King’s Park Hospital, and Portland Hospital, this could
raise an additional £7.0m. Together, this would provide £32.0m capital for
investment over the three years ending March 2022, against a remaining
priority requirement within Mental Health of £42.4m2.

4.2

To complete the priorities for investment we presently have in Mental Health will
require external funding, as the board has previously noted. To achieve any of
the priorities for investment within community services will require further
alternative sources of funding.

4.3

Because departmental expenditure limits for capital (“CDEL”) within the health
service are so constrained, national guidance requires compliance with new
and prescriptive rules. Compliance with these rules is now the only route to
raising capital. The rules are that only capital which comes directly from the
DH’s limited capital funds as Public Dividend Capital (“PDC”), or sources that
are “off balance sheet” are permissible.

1

This represents that portion of our existing cash balance of £32m, less commitments within the current
capital plan, less a further £10m of working capital.
2
This represents £56.0m capital required for Mental Health within the SOP, less £13.7m already in the
2018/19 capital plan
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4.4

We have applied for PDC (STP “Wave 4”) to support developments at
Sherborne and Blandford. We believe we will find out whether we have been
successful in November. The £147 million already offered to RBCH and PGH
to fund their acute reconfiguration (STP “Wave 1”) is one of the biggest
schemes nationally. This means we would be very lucky to receive any further
funding.

4.5

To achieve the alternative off-balance sheet funding method, the DH has
proposed setting up a new form of public private partnership (Regional Health
Infrastructure Companies (“RHIC”)). This will involve DH partnering with
outside investors and developers similar to earlier PFI arrangements. It is clear
that this funding mechanism will be confined to only those premises that are
new-build, so will not support present plans at Sherborne or Blandford.

4.6

The Treasury are yet to approve the mechanism, and full details are still under
development. The determination of what is off-balance sheet is made more
complex by the introduction of a new accounting standard (IFRS 16, Leases)
from April 2019, for which Treasury guidance is yet to be provided.

4.7

As the favoured plan for Wareham is a new-build, we have made a preliminary
application for RHIC funding. Assuming that the RHIC funding route is
approved in November, a development programme for Wareham could be
proposed in March 2019.

4.8

We have been considering a lease arrangement with the landlord at the
Sovereign Centre in Boscombe for the Boscombe hub. It remains to be seen if
the Off-balance sheet affects the funding of this project, as the new accounting
rules may require capitalisation. We continue to negotiate a non-binding MoU
for the Boscombe hub with the landlord at the Sovereign Centre. Pending
agreement of the MoU, it is proposed to put forward a development programme
for the hub in December 2018.

4.9

The system also needs vitally to find a means of funding the revenue
consequences of these investments. The revenue consequences of our
investments in Mental Health are presently estimated at £5.8m per year. The
revenue consequences our investments in Community Services are estimated
to add a further £4.5m.

5.

Conclusions

5.1

We propose to proceed with our plans only where it is evident that the capital
funding of schemes are achievable, and the revenue consequences affordable.
The priority for investment of our existing capital is in our Mental Health
programme, and we will need external funding even to meet our needs in this
service. RHIC funding is being explored for developments that are new builds.

5.2

With only limited investment in Community Services, we can still continue to
successfully deliver on the vision of the Clinical Services Review. We will
prioritise for investment Boscombe, Portland, Wareham, Sherborne and
Blandford before other community hubs. Funding the Boscombe and Wareham
plans using off-balance sheet financing is potentially possible using the RHIC
vehicle.
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Appendix 1 - Proposed Mental Health investments

Project/Location

Priority

Capital
Cost

Critical

Est
Revenue
Impact
£0.9M

Proposed
Capital
Funding
Self Funded

Business Case
Status

Notes

£7.6M

Est
Delivery
Date
2020

CAMHS PICU

SOC complete

£0.4M

£4.3M

2020

Self Funded

SOC complete

Critical

£0.2M

£1.8M

2019

Self Funded

SOC complete

Critical

£0.6M

£5.9M

2020

SOC complete

Critical

£0.4M

£4.1M

2021

RHIC/Self
Funded
Self Funded

Critical

£1.9M

£19.0M

2022

SOP complete

Critical

£0.3M

£2.5M

2022

RHIC/Self
Funded
Self Funded

Critical

£1.1M

£10.9M

2023+

RHIC

SOP complete

Alumhurst Road site. Currently in planning.
Challenges with constraints on site.
St Ann’s site. Currently in planning. Challenges with
constraints on site.
Re-develop sites to create space to allow Eating
Disorders into Alumhurst Road
Prospective new development of OPMH ward at
Alderney to replace Alumhurst ward at St Ann’s
Prospective re-development of existing Alumhurst
ward to replace Chine
Move EDU to Alumhurst Road and build new 35 bed
unit, including 20 low secure beds, and 15 AMH beds
Prospective re-development of existing Twynham ward
to replace Linden
Development of new ward, or possible re-location of
all Forston facilities to DCH site

Perinatal Unit

Critical

Douglas House &
Pebble Lodge
Alderney ACP
Re-configuration
St Ann’s ACP Reconfig. (Phase 1)
St Ann’s – ACP/Low
secure (Phase 2)
St Ann’s ACP Reconfig. (Phase 3)
Forston Clinic

Total in SOP
Total excl. already in Trust Plan

£5.8M
£4.3M

£56.1M
£42.4M

Already in the Trust plan
To be agreed once individual business cases are finalised

4

SOC complete

SOC complete

Appendix 2 - Priority Community Investments
Project/Location

Priority

Capital
Cost

High

Est
Revenue
Impact
£1.5M

Boscombe

N/A

Portland

High

£0.1M

Wareham

High

Sherborne
Blandford

Business Case
Status

Notes

2020

Proposed
Capital
Funding
Landlord

OBC complete

Phased development of a Boscombe hub, with exit of KPH
and Shelley Road. Negotiating MoU with Landlord.

£1.0M

2020

Self-Funded

OBC complete

Re-location of services to the Health Centre and Gatehouse
surgery. Pending further local consultation.

£0.9M

£18.2M

2022

RHIC/DCC

OBC complete

High

£1.6M

£18.2M

2022

PDC (STP
Wave 4)

OBC complete

Re-location of services to former middle school site,
alongside care village and other public services. Pending
realistic and affordable funding.
Co-location of merged GP practices above Willows ward and
MIU. Pending realistic and affordable funding.

Low

£0.4M

£4.2M

2023

PDC (STP
Wave 4)

SOC complete

Est
Delivery
Date
2023

Proposed
Funding
Route
RHIC?

Business Case
Status

Total

£4.5M

£41.6M
Capital
Cost

Est
Delivery

Project/
Location

Priority

Shaftesbury

Low

Est
Revenue
Impact
£1.5M

Weymouth

Low

£TBC

£TBC

2023

TBD

SOC complete

Wimborne

Low

£0.3M

£3.0M

2020

Self-Funded

OBC complete

£15.0M

SOC complete
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Co-location of merged GP practices on site, and release of
Blandford clinic. Pending realistic funding.

All plans suspended pending local agreement of
alternatives following resistance to recommendations of
clinical services review
Plans suspended. Current provision adequate until larger
plan to exit Weymouth hospital could be realistically funded.
Plans closed. Current provision adequate. Any further
development pending funding from League of Friends.
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Leadership development and Talent Management
Part 1 Board Meeting 26 September 2018
Author

Nicola Plumb

Purpose of Report

The purpose of the report is to set out the next set of proposals
to evolve our Leadership Development and Talent
Management approach
The purpose of this report is to set out proposed developments to evolve and continue to
strengthen our leadership development and talent management approach. This follows
consideration at a Board workshop in September 2018.
There have been a number of improvements to the existing arrangements throughout
2017/18 and the proposals in this paper continue that development with:
•
•
•
•

Further evolution of the existing leadership development offer to become a wider
development offer
Development of targeted clinical and non-clinical leadership development
interventions for specific cohorts of staff
Building our Trust framework for Talent Management
Further evolving the most senior development offer

The paper sets out priorities and milestones with indicative timescales for delivery of the
proposals.

Recommendation

The Board is recommended to approve the Leadership
Development and Talent Management developments and
priorities.

1

LEADERSHIP DEVELOPMENT AND TALENT MANAGEMENT
1.

Background

1.1

Leadership development and talent management are essential to ensuring the
capability and capacity of our workforce and the long-term sustainability of our
services.

1.2

The organisational development programme within our Better Every Day
transformation programme seeks to nurture the culture and conditions for all staff to
feel empowered and able to continuously improve with and for the people we serve.
Substantial arrangements for leadership development and talent management are an
essential aspect of this.

1.3

The Board reset the strategic approach to leadership development and talent
management at its September 2017 meeting. The Board further considered the
arrangements and requirements at the September 2018 Board workshop, which has
shaped the proposals in this paper.

2.

Vision, ambition and objectives

2.1

Our vision is for our leaders to be highly competent, empowered, compassionate and
inclusive. They must promote learning, innovation and continuous quality
improvement with the vision and inspiration to lead transformational service change.
They will model our behaviours and lead by example.

2.2

Our ambition is to be a clinically-driven Trust with empowered clinicians supported to
lead autonomous clinical teams. Alongside this we are committed to giving every
member of staff the support and opportunity to develop and learn, maximising their
potential and becoming the best that they can be.

2.3

Our objectives:
•
•
•
•
•
•

Developing leadership capacity and capability to deliver systematic quality
improvement
Developing leaders who are empowering, compassionate and inclusive
Building collective leadership capability at Dorset HealthCare
Equipping our leaders to operate effectively and influence across the wider
Dorset Accountable Care System
Providing a clear leadership development pathway and access to learning
opportunities for individual leaders in all parts of the organisation
Maximising the potential of our workforce through effective and inclusive
talent management arrangements

3.

An overview of developments since September 2017

3.1

We continue to offer a well-established in-house leadership development programme
with access and support to further external learning and development opportunities.
Evolution in 2017/18 has included:
•
•
•
•

Review and refresh of our in-house programme to align to the competencies
we need to deliver Better Every Day and systematic quality improvement
Introduction of senior leadership development workshops
Introduction of training for an ‘outward mindset’
Introduction of the Affina OD ‘Team journey’ development tool to support
enhanced team development
2

•
•
•
•
•

Enhanced access to leadership development for people in more junior roles
through creation of the Aspiring Leaders programme
Establishment of clinical career pathways to support more clinicians in to
leadership roles
Newly-accredited programmes with Bournemouth University
Engagement to shape our Talent Management approach
Integrating our offer in to the Dorset Integrated Care System offer and
shaping the Dorset Talent Management programme

4.

Proposed evolution in 2018/19 and 2019/20

4.1

Our existing arrangements have an excellent reputation and very positive feedback,
which is a strong foundation for further improvement. We propose to:
•
•
•
•

Further evolve the existing leadership development offer to become a wider
development offer
Develop targeted clinical and non-clinical leadership development
interventions for specific cohorts of staff
Build our Trust framework for Talent Management
Further evolve the most senior development offer

4.2

Further detail on each of these is below and the executive team has committed to
identifying any additional funding that would be required for each initiative.

5.

Evolution of the leadership development offer

5.1

Our existing leadership development offer is very popular and positively reviewed by
those who participate and line managers who nominate them. The existing focus is
on leading self, leading others and leading in the wider organisation.

5.2

We will evolve the content to provider further development on competencies, skills
and knowledge, such as: using data to drive quality improvement; listening and
action on patient feedback; using digital to enhance patient experience and
outcomes. This will be aligned to talent conversations and alongside this wider talent
development programme we will move to offer targeted leadership development
initiatives.

5.3

We will introduce place-based learning through learning hubs that allow cohorts of
staff to form networks in the area they work, building relationships through
development that then support ongoing integration of service delivery.

5.4

We will expand our coaching and mentoring network and availability, recognising that
the awareness and self-led discovery encouraged through coaching will positively
impact our culture of autonomous, accountable practice.

5.5

We will further expand the training available for courageous conversations, conflict
resolution and relationship-building within teams.

6.

Targeted leadership development initiatives

6.1

We will identify specific cohorts of clinical and non-clinical staff and increasingly
provide tailored interventions that flexibly respond to development needs. The
emphasis will be on experience-based learning, rather than classroom-based
learning.
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7.

Building our framework for talent management
Talent conversations

7.1

We will better equip line managers to take forward talent conversations with their
staff, aligned to appraisal discussions and focused on future potential and plans.
This will include piloting an approach to ‘mapping talent’ as many organisations do.

7.2

Alongside this and closely connected to line management arrangements we will
strengthen our central overview/map of workforce potential and ambition, allowing us
to better direct our resources to support development and aiding our workforce
planning. This may include executive directors and senior operational leaders
forming a six-monthly talent board.
Building experiences

7.3

We will create a project/development bank that will facilitate far more internal
coaching, shadowing, work experience, secondments and project work opportunities.
The intention is to better support staff to build their skills in new areas and to create
flexibility for our workforce. The bank will match people to projects and align to the
Better Every Day programme.
Strengthening the gateway to external development

7.4

We must ensure our development resources are invested to support delivery of our
strategic goals and our priority of excellent quality care, first time, every time. We will
strengthen the prioritisation for investment by identifying the external courses that
meet our development needs and creating a central process for all staff to apply for
funding. This will not replace arrangements within services and teams, and will
provide an additional route through which staff can apply.
Providing more opportunities for our Top Leaders

7.5

Drawing from across the organisation we will explore the benefits of establishing a
‘top leaders’ talent pool. This will not be limited to senior roles and need to connect
to our in-house development offer and the Dorset Integrated Care System
development offer. Members of the ‘top leaders’ pool will have access to additional
opportunities such as representing the organisation at professional conferences and
events.
Evolving our most senior leadership development offer

7.6

Introduction of senior development workshops this year has been successful and we
will build on this to continue our most senior leaders’ collective development. This
may include masterclasses, action-learning sets and competency-specific
interventions, such as skills for delivering transformational change.

4

Priorities
Priority and milestones
Evolve the leadership programme to become a development
programme ‘for all’
Targeted leadership development interventions:
- Identify and prioritise cohorts of clinicians
- Pilot ward managers’ development programme
- Develop modular clinical leadership offers
- Roll out management development passport
Work through senior leaders to identify other cohorts of staff for
specific development initiatives
Introducing talent conversations:
- Engage senior staff in development
- Explore Talent Board arrangements
Building experiences:
- Implement project bank

Indicative
timescales
Q1 onwards 19/20

Q3/4 18/19
Q1 19/20
Q1 19/20
Q1 19/20
Q3/4 18/19 onwards

By end Q4 18/19
19/20

Q1 19/20

Strengthening the gateway to external development:
- Refresh learning needs analysis process
- Identify external courses that nurture skills and competencies
to achieve Trust goals
- Implement updated approach
Talent Pool/Top Leaders:
- Explore how a Top Leaders / Talent Pool might work in DHC,
connected to succession planning
- Identify additional opportunities that might be available to the
Talent Pool
- Explore introduction of the Shadow Board programme
Senior leadership development
- Identify collective development needs and establish forward
plan for 19/20

Q4 18/19
Q4 18/19
Q1 19/20

Starts Q1 19/20

Q4 18/19

7.7

Oversight of delivery will be through the Better Every Day programme with progress
reports provided through existing arrangements.

7.8

This paper has not reflected the breadth of the learning and development and
engagement opportunities already available and has sought to stay focused on
setting out proposed next steps in the strengthening of our offers to staff.

8.

Recommendation

8.1

The Board is recommended to approve the Leadership Development and Talent
Management developments and priorities.
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Board Briefing
Part 1 Board Meeting 26 September 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 publication by NHS Improvement of the quarter 1 review of the performance of
the provider sector;

•

The recommendations in the NHS Resolution report: ‘Learning from suicide-related
claims’;

•

The development of a new long-term plan for the NHS;

•

Mental health spending in Dorset;

•

News from the Council of Governors; and

•

An update on the previous Board decision in respect of delayering.

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.
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National Topics of Interest
Quarterly Review of the NHS Provider Sector: Q1 2018/19

2.1

The Q1 review was published by NHS Improvement earlier this month.

2.2

The key conclusions in the report were:
•

Despite intense operational pressure, NHS staff saw more people in under four
hours than in the same period last year;

•

Freeing bed capacity will improve providers’ ability to perform elective work and
prepare for winter;

•

Results are mixed on performance standards for planned care;

•

Operational pressures continue to have a material impact on NHS finances;

•

Agency spend remains under control, but there are high levels of vacancies
that are difficult to fill;

•

Providers are achieving significant savings but below ambitious cost
improvement targets, and their continued focus on productivity is critical;

•

Despite constrained capital funds, major improvements in patient facilities were
given the go-ahead; and

•

Staff vacancies are increasing and are forecast to rise more throughout the
year.

NHS Resolution Report: ‘Learning from suicide-related claims: a thematic review of
NHS Resolution data’
2.3

This report, published earlier this month, provides an in-depth examination of the
causes of 101 deaths that occurred between 2010 and 2017 and the investigations
that followed them. In all cases the trusts involved were supported by NHS
Resolution's inquest scheme.

2.4

The study found that:
•

Risk assessments were often inaccurate, poorly documented and not updated
regularly enough. There was little account taken of historical risk;

•

Observation processes were inconsistent;

•

Communication with families was poor;
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2.5

•

Support offered to families and staff following a serious incident (SI) was
variable;

•

There was evidence of poor quality SI investigations at a local level with the
family only being involved on 20% of cases: only 2% of investigations had an
external reviewer and 32% of incidents were investigated by a single
investigator; and the recommendations were unlikely to stop similar events
happening in the future; and

•

those with an active diagnosis of substance misuse were engaged with
specialist services less than 10% of the time.

The report makes a number of recommendations, including the following;
•

A referral to specialist substance misuse services should be considered for all
individuals presenting to either mental health or acute services with an active
diagnosis of substance misuse. If referral is decided against, reasons for this
should be documented clearly;

•

There needs to be a systemic and systematic approach to communication,
which ensures that important information regarding an individual is shared with
appropriate parties, in order to best support that individual. Trust boards should
consider how communication is best enabled within their existing systems and
prepare to adapt to new models of care, which should include working models
to facilitate communication across services;

•

Risk assessment should not occur in isolation – it should always occur as part
of a wider needs assessment of individual wellbeing. Risk assessment training
should enable high quality clinical assessments, which include input from the
individual being assessed, the wider multi-disciplinary team and any involved
families or carers. While acknowledging that risk can be considered as ‘high’,
trusts should move away from stratifying risk assessments into crude ‘cut offs’
of risk, and encourage more descriptive formulations of risk. In order to ensure
that professionals are performing to a high level, this training should be
repeated every three years and risk assessment should be reviewed regularly
during clinical supervision;

•

The head of nursing in every mental health trust should ensure that all staff
including:
-

mental health nursing staff (including bank staff and student nurses
who may be attached to the ward);

-

health care assistants who may be required to complete observations;

-

medical staff who may ‘prescribe’ observation levels.

undergo specific training in therapeutic observation when they are inducted into
a trust or changing wards. Staff should not be assigned the job of conducting
observations on a ward or as an escort until they have been assessed on that
ward as being competent in this skill. Agency staff should not be expected to
complete observations unless they have completed this training;
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•

The Department of Health and Social Care should discuss work with the
Healthcare Safety Investigation Branch, NHS Improvement, Health Education
England and others to consider creating a standardised and accredited training
programme for all staff conducting SI investigations. This should focus on
improving the competency of investigators and reduce variation in how
investigations are conducted;

•

Commissioners should take responsibility for ensuring that this is
included in all SI investigations by not ‘closing’ any SI investigations unless the
family or carers have been actively involved throughout the investigation
process;

•

Trust boards should ensure that those involved in arranging inquests for staff
have an awareness of the impact inquests and investigations can have on
individuals and teams. Every trust should provide written information to staff at
the outset of an investigation following a death, including information about the
inquest process:
- The SI investigator should keep staff members up to date with the SI
process, and the trust legal team should inform them of whether they
will be called to coroner’s court as soon as this information is known.

2.6

-

There should be formal follow-up points to ‘check in’ with staff that
have been involved in an SI.

-

Introduce a system for monitoring and alerting managers when staff
have been involved in more than one SI in close succession in order
to highlight the potential need for additional pastoral support.

A review of this document and learning is already underway. A gap analysis is being
undertaken to identify areas requiring development within the Trust. The outcome will
be reported to the Mortality Governance Group..
New UK Code of Governance

2.7

The Financial Reporting Council has published the new UK Corporate Governance
Code which comes into force from 1 January 2019. The Code of Governance for NHS
Foundation Trusts has historically been updated in line with the Code.

2.8

There are four main areas of change in the new Code:
• Workforce and stakeholders; There is a new provision to promote greater board
engagement with the workforce to understand their views. The code asks
boards to describe how they have considered the interests of stakeholders
when performing their duty to promote the success of the organisation;
• Culture; The new code places far greater emphasis on the need for boards to
create a culture which aligns the organisation’s values with strategy.
Importantly the code asks boards to assess how the board leads in generating
and preserving value over the long-term, a significant move from achieving
short term gain;
• Succession and diversity; The code emphasises the need for boards to have
the right mix of skills and experience to ensure constructive challenge and to
4

promote diversity. It stresses the need to refresh boards and for robust
succession planning. It also asks that meaningful consideration is given to the
length of term that chairs remain in post, so that a clear division of power exists
between chair and chief executive;
The new code also strengthens the role of the nomination committee in
succession planning and ensuring a diverse board. It stresses the importance
of external board evaluation including reports to the nomination committee on
details of the contact the external board evaluator has had with the board and
individual directors.
• Remuneration; The new code emphasises that remuneration committees
should take into account workforce remuneration and related policies when
setting director remuneration. It also warns that formulaic calculations of
performance related pay should be rejected in favour of the application of
discretion when deciding pay awards.
Developing the Long-Term Plan for the NHS
2.9

On 18th June the Prime Minister set out a funding settlement for the NHS in England
for the next five years. In return, the NHS has been asked to set out a long term plan
for the future of the NHS by autumn, setting out the ambitions for improvement over
the next decade, and the plans to meet them over the five years of the funding
settlement.

2.10 The development of the long term plan for the NHS will be based on the advice and
experience of clinical experts, staff and other stakeholders, including representatives
of patients and the public.
2.11 As part of this process a discussion guide has been prepared for staff, clinicians,
patients and the public to contribute to the plan. This sets out the topics on which
views are being sought. The Director of Participation and Organisational Development
is coordinating the Trust response.
3

Local Topics of Interest
Mental Health Spending

3.1

The Health Service Journal reported, on 14 September 2018, that one in 10 clinical
commissioning groups (CCG’s) cut mental health spending from 2016-17 to 2017-18
according to NHS England’s latest mental health dashboard.

3.2

The list of CCG’s included NHS Dorset, with a reported reduction in mental health
spending of £2.7m (1.67%) between 2016/17 and 2017/18 (from £162.1m to
£159.4m).

3.3

The detail of the reported reduction is under review by the Executive.
Engagement of the Voluntary Sector in Dorset

3.4

The Care Provider Alliance (CPA) has been asked to develop options and
recommendations as to how strategic engagement with the independent and voluntary
adult social care sector could be developed across Dorset, Poole and Bournemouth.
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3.5

The project, which is scheduled for completion by mid-October 2018, is intended to:
• Provide an analysis and description of the current arrangements across all
adult social care providers.
• Develop models for arrangements going forward, taking in to account models in
use in other areas.
• Develop recommendations to the market and local authorities including a
preferred option and high-level implementation plan.

3.6

The Director of Participation and Organisational Development is coordinating the Trust
involvement in the project.
Council of Governors Elections

3.7

Three new Governors have been elected to the Council-Anne Hiscock and Helen
Lawes as Staff Governors and Dr David Dickson (representing the Dorset and Rest of
England and Wales Constituency).

3.8

Two existing Governors were returned in the elections-Scottie Gregory in the Dorset
and Rest of England and Wales Constituency and Celia Millar representing Poole.
There is a vacancy for a Governor in Bournemouth

3.9

Jan Owens and Alison Fisher have been re-elected by the Council as Lead Governor
and Deputy Lead Governor respectively.
Council of Governors Events

3.10 The mandatory induction day for new Governors will be held on 20 September 2018
and the next meeting of the Council of Governors is on 16 October 2018. A Governor
development day will be held on 15 November 2018.
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).
Delayering

4.2

At the last meeting the Board agreed that the Executive would provide an update to
the September meeting of the Board with regard to the delayering of systems,
processes and structures.

4.3

The Executive has made progress with a number of delayering initiatives across the
Trust.

4.4

The main areas of focus are Trust structures, processes, practice and enablers. An
example of note is “what matters most” which has proven to be successful pilot to
reduce the burden of documentation across community nursing services. Staff
feedback has been positive with increased staff satisfaction as colleagues report that
they feel they are trusted to make decisions in the best interests of patients rather than
filling endless boxes and forms and that they have more time to attend to patient
needs. Learning from the pilot will enable the revised documentation standards to be
6

adopted across children, young people and families and mental health and learning
disability services. Progress on the initiatives will be monitored through the Better
Every Day Programme Board with highlight reports to the Trust Board.
5

Recommendation

5.1

The Board is recommended to note the report.

Keith Eales
Trust Secretary
September 2018
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Integrated Corporate Dashboard
Part 1 Board Meeting 26th September 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
During August we experienced two out breaks of viral gastroenteritis. Our teams did a
sterling job in managing this difficult situation and should be commended, however, it
highlights the limited resilience we have with some inpatient services. Viral gastroenteritis is
almost impossible to totally avoid and we need to be aware that an infection on a key ward
at a busy time can increase pressure on the system.
Potentially avoidable deaths are now included in the summary dashboard under the Are We
Safe key line of enquiry, although this month the full report is also included in the appendix.
Delayed transfer of care from community hospitals remains a concern. All partners in Dorset
ICS are aware of this challenge and working together to find solutions, and we are doing our
part to support this work. As a result overall we are seeing a long term downward trend, with
the position during August being considerably better than that during August last year.
However the position needs continued attention as over the last three months we have seen
performance deteriorating.
August saw the commencement of our 'What Matters Most Pilot'. This pilot is evaluating the
impact of introducing a different approach to assessments, relying on clinical judgement
rather than a mandated list. The pilot is due to run until the end of September, and
preliminary reports are very positive from staff without any clinical untoward incidents. One
district nurse has written to me thanking this project team "I feel like a nurse again". I look
forward to the full results of the pilot. Pilot areas have been removed from the Purpose T
assessment calculation so compliance reported excludes these areas.
The vacancy rate, although only a small deterioration, reinforces the serious challenge we
have around workforce and adds weight to the additional time and work that we are doing to
try and resolve a challenge that is not unique to us, but is affecting every section of the care
sector. Three executives are now sitting on the remodelled Dorset Workforce Action Board,
and our HR Director is chairing the Integrated Community and Primary Care Workforce
Delivery Group.
Recommendation

The Board is asked to note the report.
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Integrated Corporate Dashboard Analysis – August 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.
Patient on patient and patient on staff violence figures for August were within expected
parameters. See Progress Sheet 2.1.1 for an update on violence and aggression
The number and rate of inpatient falls for August were within expected parameters. See
Progress Sheet 2.1.2 for an update on this metric.
Clostridium difficile (C difficile) – there was one C difficile case reported on Tarrant Ward in
August. This case is currently under review with a Root Cause Analysis taking place. Results
for hand hygiene technique and observation audit scores in July and August were 100% for
Tarrant.
Other health care associated infections - there were two outbreaks of viral gastroenteritis
reported in August; one on Waterston Ward and the other on St Brelades Ward. On Waterston
Ward four patients and five staff were affected. The ward was closed for 11 days but no bed
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days were lost as there were no patients suitable for discharge during that time. On St
Brelades Ward 11 patients and three staff were affected which resulted in seven bed days lost
and the ward being closed or restricted for 20 days.
Medication incidents – trust wide there were 56 medication incidents reporting 65 individual
errors. All incidents were low or no harm.
Bed Occupancy Rates for community hospital wards was within expected parameters
in August. See Progress Sheet 2.1.3 for an update on this metric.
Bed Occupancy Rates for the acute adult mental health wards remain above average
with a corresponding increase in out of area placements. Demand relates to an increase
in acuity with corresponding increased length of stay, which creates pressure in the system
and delayed discharges for patients awaiting packages of care and suitable accommodation.
As previously reported there have been lower occupancy rates for specialist and non-acute
inpatient beds on Pebble Lode 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 overall
occupancy rate excluding leave.

Potentially avoidable deaths – this is a new indicator that has been added to the ‘Are We
Safe’ metrics. Twenty six deaths (includes 24 expected and 2 unexpected deaths) were
reviewed in August. None were found to be avoidable. Year to date (financial), one death
reviewed showed strong evidence of avoidability as staff failed to ascertain whether the
patient had the means to take his own life at the time when he was visited; the patient had the
equipment in situ to do so. Lessons learnt include the importance of having conversations
around the exploration of means to take one’s life. These must be undertaken by staff from the
Crisis Home Treatment Team and followed up with visual inspections where possible. These
conversations should be documented in the patient’s electronic record, along with the
rationale for clinical judgements and decisions made.
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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.

Three metrics breached their threshold in August. This is a slight deterioration on
July’s performance where two metrics breached. All three were within natural variation.
The Readmission within 28 days to mental health wards metric was within expected
parameters in August. Please see Progress Sheet 2.2.1 for an update on the metric.
There was one under 18 prone restraint reported in August which was used in an
attempt to prevent serious injury. Prone restraint was utilised for the shortest necessary
time period and debrief was offered to all involved. All other restraints were within expected
parameters. Please see Progress Sheet 2.2.2 for an update on this metric.
The current position for Delayed Transfers of Care (DToC) from community hospitals in
August suggests that this metric is below threshold. There remain a number of patient
delays in August to be agreed with the Local Authority partners and thus full analysis of the
reasons for delay cannot yet be undertaken. However, the delays in July were fully analysed
and the short term trend is forecasted to continue through August. The main delays have
been:
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‘Awaiting Care Package in own Home’ - ability to procure sufficient packages of care remains
a significant cause of delays. Capacity still does not always meet demand, particularly in some
areas of Dorset CC and some parts of Bournemouth. The change to a new framework for
commissioning of domiciliary care has helped and delays continue to be escalated through all
ICS partners. Procurement of new packages of care is most difficult during the main holiday
periods, and this has again been evident in July and August this year.
‘Patient or Family Choice’ is often triggered by the offering of an interim placement. At that
point the delay becomes formally attributable to NHS rather than the Local Authority. Meetings
have been held with managers from Borough of Poole to ensure interim beds are only offered
appropriately to patients who are waiting for placement, but there remain instances where
patients are offered interim beds while awaiting procurement of domiciliary care to enable
them to return home. Offering of interim beds has recently become much more prevalent in
Dorset County Council area and discussions are ongoing as to how to manage this.
‘Awaiting Completion of Assessment’ – this reason has been more prevalent in recent months
with Social Care capacity to undertake assessments limited. This has remained the case
during August.
‘Awaiting Residential Care Home Placement’ – procurement of placements has improved
significantly in the past few months, leading to reductions in delays. However, as with
domiciliary care there remain some areas with local capacity constraints.
Although the number of delays has increased over the past three months the long-term trend
remains downwards and the August 2018 un-validated figure of 13.6% compares favourably
with the August 2017 figure of 23.2%. The SPC chart below illustrates the points made above:

Percentage of patients with CPA 12 month review – although this metric continues to be
below the 95% Single Oversight Framework threshold, the latest data (94.7%) shows that this
continues on an improving trajectory as indicated in last month’s report. All services continue
to show an improvement since the previous month. There are timing issues between
exceptions being rectified in RiO and the monthly reported position which is affecting
compliance, work is ongoing to improve this. We expect the position to improve next month.
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Falls Risk Assessments was above the 95% contractual target and within SPC expected
parameters in August. Please see Progress Sheet 2.2.3 for an update on this metric.
Pressure ulcer risk assessment – trust wide compliance was below the Clinical
Commissioning Group’s 95% target at 90.9%. Two mental health and four community hospital
wards were low in compliance for this assessment within the set 4hr timeframe. The main
reasons for low compliance include patients’ presentation at the time of admission and refusal
by patient to have the assessment done. Where possible the assessments are completed at a
later date.
SPC analysis for completion of Mandatory Training show special cause variation as
March to August’s figures were above the long term average of 95.38%. The main driver
is the consistent monitoring of team and individual compliance by the mandatory
administration team and line managers via the Web Reporting system. The increased use of
eHub to complete training and book courses has also supported the position.

Both percentage of clients in settled accommodation and the number of clients in
employment show special cause variation.
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The percentage of clients in settled accommodation has been below average for the last six
months. As reported in last month’s report the Trust continues to work closely with Dorset
County Council on the accommodation strategy by providing the council with detailed
information on the type of accommodation required for the clients on discharge.

The percentage of clients in employment has been above average for the last nine months. As
mentioned in July’s report one of the factors contributing to this increase has been the rollout
of the Individual Placement Support (IPS) model within the CMHT. This is an evidenced based
model of supporting a person with a mental health condition into paid work rapidly.

Good Practice – Memory Assessment Service (MAS)
The MAS service organised and held a successful two hour roadshow where service providers
who offer various support for people living with Dementia and memory difficulties could
interact with patients and carers to talk about the different local services available. Thirteen
service providers attended the event and facilitated stalls. Having organised the event the
MAS service has forged closer working relationships with many of the stall holders and have
been approached by other local services to get involved in future events. The event garnered
very good feedback with attendees asking for this to be held more frequently in their local
areas. Please see Section 5 for more information on this event.
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Are We Caring?
By caring, we mean that staff involve and treat people with compassion, kindness, dignity and
respect.

Overall the position for the ‘Are We Caring’ key line of enquiry is the same as last
month.
Friends and Family Test (FFT) Number of responses (community) continues to show
above average figures for the seventh consecutive month. The Patient Experience Team
is putting a lot of work into supporting the services in collecting feedback using different
formats, including text messages.

Compliments – trust wide there were 432 compliments, the majority of which were general
praise. The top three reporting teams were the Wheelchair Service (58), Wimborne Minor
Injuries Unit (41) and Yeatman Hospital –Hotel services/Facilities/Administration (34).
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Are We Responsive?
By responsive, we mean that services are organised so that they meet people’s needs.

The position regarding responsiveness has improved since last month; all set
targets/thresholds have been met.
Adult Out of Area Placements (OOA) – there were 12 capacity based out of area
placements in August bringing the financial year to date total to 34. Trusts report to NHS
England on the number of Occupied Beds Days for OOA Placements in line with the Five Year
Forward View (5YFV) which states the elimination of inappropriate non-specialist adult acute
OOA Placements 'OAPs' will be achieved by 2020/21. Trusts have submitted trajectories on
how they intend to reduce their OOA placement Bed Days and/or maintain zero OOA
placements occupied bed days. Please see Progress Sheet 2.4.1 for an update on this
metric.
Duty of Candour – there were two incidents identified for duty of candour in August. One was
acquired in community care and the other was acquired in hospital care.
Complaints – in August the trust received 30 complaints involving 26 different departments.
The majority of complaints related to Access to Services (8) and Staff Attitude (5).
Bournemouth West Adult Mental Health Team, Christchurch/Southbourne Adult Mental Health
Team, Weymouth/Portland Minor Injuries Unit and the Community Pain Service all received
two complaints each.
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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.

SPC analysis for Vacancy Rate is showing as special cause variation as the vacancy rate
has been higher than the long term average since April 2018.

Trust wide vacancy levels have increased this month to 303.56 WTE (6.2%) from 294.9 WTE
(6.0%) vacancies in July. Currently there are 103 active adverts and 184 candidates going
through the recruitment process. The recruitment team has supported six recruitment events
since the start of the financial year and is planning to attend a further three events by
November.
In the Mental Health Services key hot spots include Alumhurst Ward, Seaview Ward and the
Crisis Service. Two staff members have been recruited for Alumhurst Ward and one for
Seaview Ward which is expected to improve the vacancy position. Crisis Services continue to
have hard to recruit to roles.

9

A number of health visiting teams are experiencing significant levels of vacancy, in places this
is further compounded with high absence rates. Additional support is being provided to teams
to enable them to maintain essential service functions and sustained quality of care, with
Human Resources and management support for staff in their return to work. Additional staff
are now joining DHC as part of the introduction of skill mix within teams and recruitment of the
cohort of health visiting students training with the organisation. There are early indications of
an improving local picture and posts and the additional resource will continue to bring support
over the coming couple of months. Positively, school nursing has now permanently recruited
to Band 6 posts, addressing long standing vacancies by creating new senior posts that are
based on extensive experience and skills in line with the DHC clinical career framework.
In the Integrated Community Services there has been a review of beds on Portland and the
subsequent move of beds from Castletown Ward to Radipole will rectify the nursing shortfalls
on both inpatient wards. A planned review of staffing across Swanage and Wareham Hospital
is currently underway. Vacancies at Wimborne and Alderney Hospitals are being recruited to
and staff will shortly be in place.
Our budgetary position is £0.4m behind plan and £0.6m ahead of control total. Forecast
indicates breakeven against both budget and control total.
We have achieved £4.8m (55%) of our annual CIP target (£8.7m). Full year forecast shows
£0.9m under achievement.
Capital expenditure was £2.2m to August, with an annual plan of £21.5m.
Agency expenditure was £1.9m. This is below both our NHSI cap (£2.7m) but above our
internal threshold (£1.8m). Our highest spending agency usage areas are medical staffing,
community hospitals nursing and adult MH inpatient nursing.
Additional reports:
Learning from Death – quarter 1 2018/19 dashboard which was approved at the Trust’s
Executive Quality and Clinical Risk Group meeting is included in section 4.8.
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2.1.1 Metric Progress Report Sheet: Violence and Aggression
The measures

Background and context
In terms of the wards with the highest number of incidents, St. Brelade’s had 46, Herm had 32 and Haven 14. St Brelade’s & Herm wards are the Trust
organic wards in Alderney Hospital with patients who are usually admitted predominately due to severe physical aggression in their home/care home
environment. Patient’s levels of aggression are usually high due to the diagnosis of dementia and the lack of insight of their own needs and mental health.
Staffing levels for the ward continue to be reviewed regularly to meet the needs of the service users. Recruitment remains ongoing to fill the high number of
vacancies. All staff receive training in De-escalation Techniques and Prevention & Management of Violence and Aggression Training (PMVA). Within the
older people dementia wards staff focus on activities (such as distraction and meaningful occupation). There are continual high observation levels due to the
severity of challenging behaviour that patient’s exhibit. Patients have personalised care plans and daily reviews take place.
Haven is the Trust’s Psychiatric Intensive Care Unit (PICU), comprising of 7 male beds, and 5 female beds. The unit is designed to look after patients who
require rapid assessment and stabilisation of mental state in an intensive treatment environment which reduces risk, disturbance and vulnerability. Patients
requiring admission to Haven are likely to display acute behavioural disturbance that seriously compromises their physical and/or psychological wellbeing,
posing a significant risk to themselves and/or others. Currently there is also a patient with learning disabilities who has been on the unit whilst awaiting a
specialist LD placement.
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Details on incidents during June – August
Violent incidents patient on patient

Violent incidents patient on staff

There were 113 incidents of patient on patient violence during June – August
2018 broken down as below:

There were 203 incidents of patient on staff during June – August 2018
broken down as below :

Physical - Abuse (No Injury) Pt On Pt
Physical - Abuse (Injury) Pt On Pt
Sexual - Abuse Pt On Pt
Total

June
21
4
0
25

July August Total
43
31
15
5
6
95
1
2
3
49
39
113

Physical Abuse No Injury
Physical Abuse Injury
Sexual Abuse Pt on St
Total
-

The wards with the highest number of incidents were the same as previously
reported: St Brelade’s, Herm and Haven.
-

St Brelade’s, 46 (within standard variation)
Haven, 14 (within standard variation)
Herm, 32 (12 months of sustained improvement)

-

June
29
29
3
53

July
49
29
0
78

August
37
32
3
102

Total
115
82
6
233

St Brelade’s had the highest number of incidents – 65 (7 months of
sustained improvement and remains within standard variation).
Haven had 22 incidents (10 months of sustained improvement and
remains within standard variation except April) the spike in April was
partially due to a very unwell patient, management plan implemented
Herm ward had 56 incidents (8 months of sustained improvement)

Contributory factors
Patient's mental illness and their lack of insight is the most challenging inhibitor. Most patients who are admitted to Haven are the most unwell within our acute
inpatient setting.
Acuity has been particularly high with patients being nursed on level 3, 2:1 on wards including Haven, Harbour & Chine. Patients who would typically be
admitted to a PICU have been nursed on Harbour at a higher observation level due to the lack of beds in PICU exacerbated by a national shortage of PICU
beds.
Similarly, the diagnosis and lack of insight of patients on St Brelade’s make this challenging. Most patients on St Brelade’s have organic conditions, which
means they often lack insight into their behaviour. The Trust’s Intermediate Care Services for Dementia works across the county and provides community
support for patients with dementia and they help people remain at home wherever possible. Patients who are admitted to hospital are those with the most
challenging behaviour.
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Quality improvement actions
In organic services the wards continue to embed therapeutic activity and engagement to work alongside pharmacological treatments to reduce violent
incidents. Examples of this over the last year have been the introduction of Tovertafel, which is a digital reminiscence therapy touch screen system and tablet.
Close working with Occupational Therapists and Recreational Coordinator and modification of two rooms to make the environment more conducive to
supporting reminiscence and engagement has taken place. Herm ward has also introduced pets into the ward environment as a means of relaxation and
encouraging engagement and interaction away from agitation. Clinical Team Leaders have undertaken teaching sessions with staff on the causes of
aggression in the older person to student nurses and to all new staff.
Haven Ward has one of the highest number of incidents of violence and aggression and associated restrictive interventions. To manage this, the Ward has
been undertaking weekly risk huddles to review incidents and look at trends, themes and learning to support the team to proactively manage the care
planning and risk assessment process. Since the introduction of this approach;
- Total violent incidents have steadily reduced
- Total use of prone restraint has reduced significantly, with greater use of standing, sitting and supine restraints noted
- Total use of rapid tranquilisation has reduced
- The use of any form of restrictive intervention to manage violent incidents has reduced
The agreed process for admitting prisoners has assisted with bed management and also contributes to a potential reduction in incidents as the prisoners who
have been assessed as not requiring an inpatient admission have generally been those displaying violence and aggression in prison segregation units without
any psychotic features. Learning from incidents continues to be shared across inpatient services via the inpatient managers monthly meeting.
Approved by: Colin Hicks
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2.1.2 Falls on inpatient wards per 1,000 Occupied Bed Days (OBD)
The measures

Background and context
Description of indicator and context. What does ‘good’ look like?
The rate of patient falls in hospital is reported per 1,000 occupied bed days. The threshold is based on the National Audit of Falls 2015. The graph on the left
above shows the number of falls per 1000 OBD (for all falls) and the graph top right shows number of falls resulting in a more serious injury i.e. fracture.
The Falls steering group in 2018 have set the target for this year as a further reduction of 10% from 2017/18 baseline data following a 44% reduction from the
2016/17 baseline data. Against a threshold of 13 falls for 2018/19 we are currently reporting a total of 8.
All patient falls that result in a fracture are reviewed and an RCA is completed, learning identified and shared through the monthly Falls update. RCAs
highlight that there are still areas which require improvement and areas for action have been incorporated into the Falls Quality Improvement plan.
The Trust completed the national Falls Audit, as part of the Falls and Fragility Fracture Audit program, focused on community hospitals. Local results
published Sept 2017 identified 13 elements that achieved over 90% and 9 elements that required improvement and have been incorporated into the Quality
improvement plan for the falls work stream. The national report was published in Nov 2017. In 13 elements where we achieved above 90% this was above the
national average and in the 9 areas where we required improvement we scored lower than the national average and have an improvement plan in place.
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Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
The Multifactorial Falls Assessment (MFFA) document is currently available to community teams. The assessment has been developed by SystmOne and
has been trialled by two community teams. Following feedback, adjustments are being made prior to launching to all community teams. An inpatient version
has been discussed and a pilot will follow later this year.
An e-learning package for the prevention and management of falls has been reviewed with the Falls Champions and amendments identified. A revised
package is expected to be available in Q3.
A new campaign is being developed to deliver falls training. Training will be delivered locally across community hospitals and hubs commencing September
2018
The Quality Improvement Data Analyst has worked with front line teams to develop team level dashboards which include type of injury, location and time of
fall to enable a better understanding of local trends. This has been well received by teams.

Quality improvement actions
Actions being taken and target dates.
Three RCAs were completed in Q2 and presented at panel. Though all were deemed to be predictable none were thought to be preventable. One RCA to be
completed and due for Panel in September.
Actions completed:
Introduction of National Inpatient Falls leaflet now available on all wards for patients and relatives/carers. Lying and standing blood pressure guidance
document has been revised. A visual assessment tool and guidance has been developed and launched at the Falls Champions meeting in June 2017. Raizer
chairs have been in use from 1/5/17 and to date used over 111 times both on inpatient wards and within community settings. A Raizer Chair report has been
completed and recommendations made that all inpatient areas and community teams have a Raizer chair as part of their moving and handling equipment.
Falls policy reviewed and revised.
Work in progress: Falls assessment on SystmOne for community services was planned for launch in July. This has been delayed due to the pilot being
extended to a further team, final amendments are currently being made. Falls audit for mental health planned for 2018 and will be followed with the roll out of
a revised falls assessment on RIO. Training schedule is currently being developed to deliver falls training to clinical staff. The aim will be to deliver two training
sessions per month trust wide, attendance at training will be uploaded onto staff training records. Trends analysis relating to patients sustaining a head injury
post fall is in progress and will be reported on in the next quarter.

Approved By: Dawn Dawson
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2.1.3 Metric Progress Report Sheet: % Bed occupancy rate community hospital wards
The measure

Background and context
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 available bed
days.
Trusts report bed occupancy rates to NHS England. This is not target specific
although routinely measured in health care to 85%, deemed as a level to
measure the ability of a hospital, albeit in the main an acute hospital, to
function safely and effectively. The measures within community hospitals
follow those of the acute providers as they are part of the whole system
demand flow for hospital beds.
The National Audit Office in 2013 noted that hospitals with average bedoccupancy levels above 85% can expect to have regular bed shortages,
periodic bed crises and increased numbers of health care-acquired infections.
High occupancy rates across the whole system leave little or no spare
capacity to deal with a spike in demand for critical care, leaving the most
seriously ill patients at risk. (High occupancy rates could be a measure of
efficiency if wards are functioning safely and staffed to the bed numbers, if
bed numbers support the whole system demand flow and if the whole system
can facilitate timely, safe, supported discharge at the point of need)
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Contributory factors
Winter pressures, including any blockages to patient flow such as Delayed
Transfers of Care, have a much greater impact as the system has less
flexibility to cope with demand.
Fluctuations in bed occupancy are mostly caused by changes in demand for
step down beds from the acute hospitals and by the speed of discharge
from Community Hospitals. As average length of stay this year is slightly
shorter, and levels of DTOC are much reduced, bed occupancy has
remained more stable during the pressures of the past winter in spite of the
high demand for step down beds.
As can be seen from the chart, Trust-wide bed occupancy has remained
consistently close to the 85% good practice mark since March 2017, with
slightly lower occupancy in Summer compared to Winter. This is exactly the
profile to be expected.

Quality improvement actions
The monthly Community Hospital dashboard profiles bed occupancy as
part of a suite of information for each individual community hospital and
as a Trust-wide profile. The dashboards are reviewed as part of the
Integrated Community Services Directorate Management Group.
Total bed occupancy and patient flow between the three acute hospitals
and the DHC Community Hospitals and through Community Services and
Social Care are constantly monitored by providers and commissioners
through daily sit-rep reports supplemented by conference calls at times of
pressure. Appropriate actions are agreed by health and social care
providers to relieve blockages to flow when they occur.
An action plan for the improvement of flow in Community Services has
been developed based on good practice guidance issued by NHSI. This
includes fortnightly stranded patient reports and the roll out of
'Red2Green' days recording and analysis from September.
Staffing fill rates are reviewed daily and as part of the monthly staffing
report, alongside bed occupancy. The Deputy Director of Nursing and
Quality regularly discusses with the Matron and Ward Manager staffing,
occupancy and acuity for each ward and as a result of these discussions
staff may be moved to support wards to meet staffing requirements.

Approved By: Jane Elson
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2.1.4 Metric Progress Report Sheet: % Bed occupancy rate mental health wards
The measure

Background and context
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.
The Royal College of Psychiatrists recommend bed occupancy rates of
85%. This was based on a statistical model which showed that if the
average is above 85% because of natural variation it will lead to bed crises
and an inability to admit people in a timely fashion to a local bed. It is
important people are able to retain links with their social support network
and allow them to take leave without the risk of losing a place in the same
ward should that be needed.

All bed types – Excluding Leave:
Ward Type
Adult Acute
PICU Male
PICU Female
MH Rehab
OPMH Functional

Occ. % Excl.
Leave
98.5%
99.5%
99.4%
94.7%
99.8%

Ward Type
OPMH Organic
Eating Disorders
Perinatal
CAMHS
Forensic Low Sec.

Occ.%
Excl. Leave
79.4%
79.6%
59.4%
56.5%
91.7%

DHC's Mental Health overall bed occupancy including and excluding leave is
consistently over the Royal College of Psychiatrists threshold of 85% with Acute MH
inpatient beds running consistently above 98%.

SPC analysis shows that there was a run of 10 months where the overall
MH bed occupancy was below the mean of 95.97%. This is due to lower
occupancy rates for specialist and non-acute inpatient beds. These are
beds which are used for a specific functionality and cannot be used to
admit acutely unwell patients, which impacts on the overarching
Occupancy Rate excluding leave.
NHS England Specialist Commissioned Bed occupancy rates are
calculated to include Leave as per specialised contracting:
Ward Type
Eating Disorders
Perinatal
CAMHS
Forensic Low Sec.

Occ.%
Including Leave
82.3%
68.4%
80.6%
100.0%

It is important to reflect the difference in how beds are used across mental
health. For services such as Eating Disorders leave is part of treatment to
practice the transfer of behaviours from an inpatient to home environment,
NHS England recognises this in the specialist contracting and as such
leave beds are not reallocated. This means occupancy rates for Specialist
Commissioned Services should not be reviewed alongside CCG
commissioned beds as they are measuring slightly different parameters
which impacts on the overall MH Bed Occupancy Rates.
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Contributory factors
Demand - there is a high demand for admissions to Inpatient units and it is
common for services to have individuals in the community awaiting admission,
or individuals placed out of area (OOA) awaiting repatriation to a local bed. (see
OOA data)
Length of Stay - Some individuals required longer periods of stay due to the
complexity of their illness. Overall LOS has increased across Acute MH
inpatients (NHS Benchmarking).
Delayed Transfers of Care - Individuals that are deemed fit for discharge but are
unable to be discharged from Hospital, or individuals that are delayed in
transferring to another ward type within DHC's bed provision. As an example
Waterston currently have 4 patients.
Available Accommodation - There are a high number of individuals that are
unable to be discharged from our Mental Health Acute wards due to a lack of
accommodation.
Lack of Beds - National benchmarking exercises and local occupancy figures
above the national recommended rate demonstrate DHC has a shortfall of MH
Acute Inpatient Beds.

Quality improvement actions
Instigation of a fortnightly multiagency DTOC meeting is underway in order
to drive down delays and create additional bed capacity.
The Mental Health Lead Discharge Nurse attends monthly link meetings for
housing to provide support with highlighting patients in hospital, waiting for
supportive accommodation and assist with prioritisation.
The Discharge Co-ordinator liaises with other Trusts to look at how they
manage the discharges of individuals that do not have accommodation.
This includes developing strict criteria for B&B utilisation to support the
discharge of patients.
Daily bed management calls to address all bed usage, barriers to
discharge and repatriation.
Pebble Lodge continues to monitor inpatient stays on a regular basis in line
with their reducing length of stay CQUIN.
Twynham continue to monitor inpatient stays on a regular basis in line with
their reducing length of stay CQUIN. 2017/18 Benchmarking data
indicates they have one of the lowest LOS for Low Secure Services
nationally although this has increased since 16/17.

Discharge Planning - Effective communication between the bed management
team / inpatient services, crisis service and the individual's community team
ensures individuals are discharged in a timely and effective manner.

Four additional beds have now opened at Waterston. A further twelve will
be created and opened June 2020.

Perinatal & Pebble Lodge wards (excl. leave) are running at a lower than normal
bed occupancy which is contributing to the decreasing occupancy rates.

Out of Area Placements are being closely monitored and a revised process
implemented against the agreed trajectories to reduce to zero by 2020/21.
Two additional male beds are now available on Alumhurst Ward. The 4
additional female winter pressure beds on Alumhurst ward have now been
closed as planned.
Approved By: Colin Hicks
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2.2.1 Metric Progress Report Sheet: Readmission within 28 days to mental health wards
Current metric status
The threshold for this metric is <=8.6%.
The measure

Background and context
This metric reports the percentage of mental health patients admitted as an
emergency who had been previously discharged within 28 days. National
benchmarking threshold.
Patients are discharged from hospital with a fully supportive package of
follow-up and onward care in place. Some patients will be subject to Crisis
Home Treatment (CRHT) early discharge so will be discharged whilst still
acutely unwell and with some degree of risk still active.
3/72 Readmissions in August: 1 AAU Seaview & 2 Melstock
1/68 Readmissions in July: Waterston
1/49 Readmissions in June: Linden

Contributory factors
Pressures on Mental Health Inpatient Beds remain ongoing for local
admissions to ensure Dorset patients do not require admission to Out of Area
placements.
The Crisis Team facilitate early discharge utilising positive risk strategies into
the community and are maintaining a lower caseload size with an average of
30 patients to allow the service to be more responsive in supporting this
process.
Readmission is more likely if the Crisis Team are unable to provide the
intensity of support an individual requires or the patient's risk and vulnerability
increases further. There is also the risk of readmission when patients do not
receive 7days follow up after discharge.
Patients can be further supported by the 'Stepping down' facility within YMCA
Bournemouth with the focus of a move towards independent living. The
Mental Health Discharge Lead Nurse continues to provide an interface
between inpatient services, crisis services and community teams to ensure
further improvements are made when planning and completing discharges.

Quality improvement actions
Compliance remains within standard variation and well below threshold.
A multi-agency risk management meeting (MARM) pathway has now been
put in place to convene MARM's for all patients who present in a section 136
facility more than once in a 30 day period. This is intended to improve the
crisis and contingency planning arrangements for patients who are actively in
crisis in the community and aim to reduce or avoid readmissions.
The Retreat opened in April which provides an alternative supportive facility
for people who are in Crisis who otherwise may have been readmitted to
hospital.
Data on admission methods were previously extracted to help understand
any factors (other than bed capacity) that may be impacting on compliance
with this indicator. A solution to ensure accurate recording of admission
methods in the clinical record have been implemented which is contributing
towards the improvement.
Approved By: Colin Hicks
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2.2.2 Metric Progress Report Sheet: Reducing Restrictive Interventions
The measures: Prone Restraint

Background and Context
"The specific use of physical restraint in the prone (face down) position is identified as an area for monitoring and improvement due to significant research
that associates this position with an increased risk of death through positional asphyxia. The Trust's Promoting Positive Practice group is tasked to monitor
prone restraint incidents and support staff to eliminate all avoidable incidents.
Where de-escalation fails, physical intervention is generally initiated from the front making a controlled descent to the floor in the prone position a safer option
because the member of staff at the front is best placed to protect the face if the patient moves forwards towards the floor. Promoting Positive Practice forms
part of the Sign up to Safety work streams. Reviews are carried out following prone restraint incidents to identify whether prone restraints were avoidable or
not. A South of England Improving Safety in Mental Health aim is to reduce the use of avoidable prone restraint”.
Details of incidents during June – August 2018
There were a total of 38 prone restraints from June 2018 to August 2018. Out of the 38 incidents, Haven recorded the highest with 19 incidents of Prone, 1 in
Pebble Lodge, 6 on Seaview, 5 on Chine and 2 on Harbour, 4 on Twynham and 1 on AAU Waterston.
Of the 19 incidents on Haven, prone restraint was used for 10 patients. Of the 10 patients;
- 1 was female who had 1 incident
- 9 male patients of which 5 had 1 incident each, 1 had 7 incidents, 2 had 2 incidents and 1 had 3 incidents
Total violent incidents on Haven have steadily come down over the last two months. The total use of prone restraint has reduced, with greater use of
standing, sitting and supine restraints noted. The use of any form of restrictive intervention to manage violent incidents has come down on Haven and Haven
experienced 139 violent incidents over the two months and used seclusion 8 times, prone restraint 16 times and rapid tranquilisation 17 times in total.
Quality improvement work by the Haven team - with weekly risk huddles is supporting the team to utilise less restrictive approaches to manage violence and
aggression.
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The measures: Supine Restraint

Details of incidents during June – August 2018
There were a total of 42 Supine restraints from June 2018 to August 2018. Out of the 42 incidents, St Brelades Ward recorded the highest with 15 incidents. 1
on Pebble Lodge, 8 on Haven, 5 on Chine, 4 on Linden, 4 on Herm. With Seaview, Alumhurst and Waterston all recording 2 incidents.
Of the 15 incidents on St Brelades, supine was accounted for by 5 male patients;
-

Of the 5 male patients 1 had 6 incidents, 1 had 4 incidents, 2 had 2 incidents and 1 had 1 incident

There has been an increase in supine restrain as this has been driven by the Promoting Positive and Proactive Practice as opposed to prone restraint. Supine
restraint is considered to be safer than Prone restraint and in the last quarter this method of restraint has been advocated as opposed to the prone and this is
one of the reasons for the increase in the supine compared to the prone. The overall aim of the work stream is to promote positive proactive in order to reduce
restrictive interventions in the long run. Data on all types of restrictive practice continues to be monitored by the work stream.
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The measures: Rapid tranquilisation

Background and Context
Rapid tranquillisation is when medicines are given to a person who is very agitated or displaying aggressive behaviour to help quickly calm them. This is to
reduce any risk to themselves or others, and allow them to receive the medical care that they need.

Details of incidents during June – August 2018
There were a total of 50 Rapid Tranquilisation incidents that took place between June 2018 and August 2018. Out of the 50 incidents, Haven Ward recorded
the highest with 22 incidents. 9 on Herm, 5 each on AAU Seaview & Linden. With Chine, St Brelades and Waterston all recording 3 incidents each.
Of the 22 incidents on Haven there were 4 female patients and 8 male patients;
-

of the 8 male patients 1 had 5 incidents, 1 had 3 incidents, 21 had 2 incidents and 2 had 1 incident
of the 4 female patients 1 had 3 incidents, 1 had 2 incidents and 2 had 1 incident

Haven has the most challenging and acutely disturbed patients and the use of RT is predominant due to increased difficult behaviours exhibited by these
patients in the phase of their acute presentation.
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The measures: Seclusion

Background and Context
Seclusion refers to the supervised containment and isolation of a patient, away from other patients, in an area from which the patient is prevented from
leaving, where it is of immediate necessity for the purpose of containment of severe behavioural disturbance which is likely to cause harm to others. There
are currently three designated seclusion rooms on the St Ann's site - two based on Haven Ward (both male and female) and one for Twynham Low Secure
Ward. Reducing seclusion incidents forms part of the Trust's wider objective of reducing all restrictive interventions including preventable incidents of rapid
tranquilisation and prone restraint. The recent increase in seclusion incidents has been entered onto the risk register and is regularly reviewed.
Details of incidents during June – August 2018
There were 18 seclusion incidents in the period of June 2018 to August 2018. Haven recorded the highest incidents seclusions with 12.
Of the 12, one female patient had reported 2 seclusions, 1 male patient recorded 2 seclusions all the remaining incidents of seclusion were singular recorded
8 patients.
Promoting Positive Practice to Reduce Restrictive Intervention is a work stream of the Trust’s Sign up to Safety Campaign. Learning and progress is shared
regularly via regular meetings and quarterly reporting. Issues and trends identified from incidents are incorporated and reviewed regularly into the relevant
work stream where possible. Monthly data is monitored and training provided where needed.
Contributory factors
The patient’s mental health and level of insight has been the main contributor to the increase in the figures over the last few months. The ward has had to
increase staffing in order to manage the high levels of acuity and also to monitor risk to other patients. In the last quarter, Haven ward has admitted patients
with Complex needs including patients with learning disability and this has contributed to the level of acuity and increase in violence and aggression on the
wards. This has affected the data for seclusion as in some of these cases, seclusion in the most effective and safest option to protect both staff another
patient from further harm. Seclusion is however monitored regularly and reviewed to ensure this is appropriate at all times.
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Quality improvement actions
Haven PICU:
A representative from Haven, including ward consultant attend work stream meetings regularly. Staffing review has been completed and as a result numbers
have been increased to support the level of acuity.
Training needs for staff have been reviewed and there is currently on going plans to train staff in skills to support them to work with the complex client group
they work with.
Ongoing work continues to support improvement to reduce restrictive intervention.
The reduction in use of restrictive practices has been set as one of the ward's objectives, and the Mental Health Acute Service Manager will be working with
the team on this.
Significant Quality Improvement work is underway on Haven to address issues with staffing, the environment, processes and structure, clinical effectiveness
and patient safety. The quality improvement team are working with ward staff to explore change ideas to improve the ward and clinical outcomes for patients.
Approved by: Colin Hicks
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2.2.3 Metric Progress Report Sheet: Falls Risk Assessments
Current metric status
The threshold for this metric is 95%
The measure

Background and context
The percentage of people with a falls risk assessment completed within 24
hours of admission includes all patients admitted to a community hospital
and all patients aged 65 years and older admitted to a mental health ward.
The threshold of 95% is a DCCG contractual target. A timely falls risk
assessment allows appropriate measures to be put in place to reduce a
person's risk of falling. The timeframe for assessment is currently being
reviewed with the CCG to enable more time for a fuller in-depth assessment
to take place.

Contributory factors

Quality improvement actions

The majority of community hospital wards achieved the target this month with
the exception of 2 breaches each on Fayrewood and Hanham wards.

The CCG target was exceeded this month
Continual monitoring of risk assessments by matron in community services

Fayrewood ward have senior nursing vacancies at band 7 and 6 alongside
other vacancies. The beds are closing at the end of September 2018 , with
staff transferring to RBH under TUPE.

Falls training and ward reviews to identify specific risks and hazards to be
delivered during 2018/19 by trust Falls Lead

Hanham ward have had higher level of bank/ agency staff in August due to sick
leave, vacancies and maternity leave which is a contributory factor.

Ward Managers and Clinical Team Leaders are continuing to monitor, train
and support the staff to achieve 100% compliance rate.

The majority of Older Peoples Mental Health Ward achieved the target this
quarter with exception of 1 breach on Alumhurst, Herm and St Brelades wards
due to patient too unwell to cooperate with assessment within the set period of
time.
Approved By: Jane Elson & Colin Hicks
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2.4.1 Metric Progress Report Sheet: Out of area placements – adults and children
The measure

Background and context
An Out of Area (OOA) Placement occurs when a person requires inpatient
care and is admitted to a unit out of county that does not form part of their
usual local network of services. Funding comes from a number of sources
with a relatively small proportion of patient placements funded by the Trust.
Trusts report to NHSE on the number of Occupied Beds Days for OOA
Placements in line with the 5YFV which states the elimination of inappropriate
non-specialist adult acute OOA Placements 'OAPs' will be achieved by
2020/21. Trusts have submitted trajectories on how they intend to reduce their
OOA placement Bed Days and/or maintain zero OOA placements occupied
bed days. DHC’s trajectory has been calculated from OOA placement bed
day activity taking account of length of stay. The planned reduction in OOA
placement bed days take account of the additional 4 beds opened in April
2018 until June 2020 when a further 12 planned beds should be available. A
sharp reduction in OOA placements should then be seen from September
2020
The table below provides the breakdown of all Dorset patients in OOA
Placements as at the end of each month. The SPC chart indicates the number
of Occupied Bed Days attributed to the patients out of area. The threshold is
112 occupied bed days per month. This was achieved for Q1 however with
the increase in patients in OAP in July and August the Q2 threshold has been
exceeded. It will not be possible to recover this position (currently 389
occupied bed days).
Service
Adult Acute Placements - DHC Funded
Adult MH Specialists - CCG Funded
Learning Disabilities - CCG Funded
Forensic - NHSE Funded
CAMHS - NHSE Funded
Total DHC Patients Out of Area

June

July

Aug

9
12
27
37
15
100

6
12
27
37
15
97

12
12
27
37
15
103
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Contributory factors
Adult Acute Placements
Delayed Transfers of Care, individuals that are fit for discharge but are unable
to be discharged from Hospital and occupy beds that could prevent
individuals being admitted out of area.
Lack of Available Beds, National Benchmarking show DHC has one of the
lowest MH Acute Inpatient bedstocks. Accompanied with very high
occupancy rates and increasing length of stay means there is a significant
pressure for patients to flow though the system.
An additional 2 beds were opened on Alumhurst Ward.
Timeliness of OOA Reviews, the Mental Health Lead Discharge Nurse
ensures individuals placed out of area are reviewed frequently and effective
discharge plans are in place to repatriate to local MH beds or discharged from
hospital as soon as possible. A recent barrier to reducing out of area
numbers is when patients are detained under the MHA or in OOA PICU
wards as detained patients need to be transferred back to a local bed before
discharge can be facilitated by the detaining authority.
The Bed Manager and Discharge Lead prioritise who is most appropriate to
send out of area to mitigate against this.
Recently there has been 9 patient’s OOA in PICU beds who were not suitable
for step-down and no other patients able to move to facilitate repatriation.
Adult MH Specialist:
DHC do not provide locked rehab, neuro-psychology and specialist Psychosis
placements.
Learning Disabilities:
There are no Inpatient Learning Disability beds available in Dorset. One male
PICU bed is currently being used for 1 patient with Learning Disabilities as no
other placement is available.
Forensic/Low Secure:
There are 12 Male Low Secure beds funded by NHS England. All Forensic
female patients and Medium / High Secure Male patients therefore require
Out of Area Placements (funded by NHSE).
CAMHS:
The Bed Manager links in weekly with Wessex units and NHS England to
maintain communication between providers and commissioning.
DHC is involved in the NHSE development as part of the Wessex hub. NHSE
is to review CAMHS units in the Wessex Region for the delivery of Tier 4
services. This is in early stages however it will look at how CYP services in
the Wessex group should be designed and delivered to provide evidence
based treatment pathways and reduce length of stay and young people
placed out of area. Sussex will be the commissioners for the Wessex region
and the Sussex Partnership NHS Trust will be monitoring project progress. As

Quality improvement actions
A monthly Adult Mental Health "stuck" meeting with ward consultants and
ward managers / representatives is in place to discuss and problem solve
individual cases and identify escalation processes, if required. In addition the
Mental Health Lead Discharge Nurse attends monthly link meetings for
housing, providing support with highlighting patients in hospital, waiting for
supportive accommodation and assist with prioritisation.
All staff involved in the bed management process have been advised that
Acute MH Out of Area Placements can only be used as a last resort and must
be authorised by senior staff.
Dorset HealthCare is working with partner trusts on innovative new ways of
working to deliver care closer to home for Forensic Mental Health patients.
This is as part of NHS England’s ‘New Care Model’ pilot where care budgets
are owned and controlled by providers. This means that as part of the
consortium, DHC has the opportunity to redesign care pathways, allocate
funds most efficiently and bring patients closer to home who are currently
being cared for Out of Area. We are also currently exploring the possibility of
being involved in another ‘New Care Model’ pilot for our young people with
our CAMHS services.
A CAMHS bed manager is now in post. The role retains responsibility for all of
Dorset's CAMHS inpatients; both placed locally and out of area, and bridges
both inpatient and community teams. The post holder provides oversight of all
out of area young people and ensures robust communication is in place
between different settings allowing for appropriate repatriation. Pebble Lodge
continues to monitor inpatient stays on a regular basis in line with their
reducing length of stay CQUIN.
Mental Health Discharge Lead Nurse is attending weekly reviews of service
users who are in the out of area hospitals resulting in early
discharge/repatriation back to Dorset and reduced length of stay.
Four additional beds on Waterston opened with a further twelve beds to be
created with an aim to have these opened in June 2020. DHC have set and
agreed trajectories with NHSE/CCG with the aim of zero OAP by April 2021
A fortnightly Multi-Agency DTOC meeting will be re-initiated as the Winter
months approach with the aim to reduce DTOC in light of winter pressures to
free up additional bed capacity.
A twice weekly meeting was set up from February (Monday & Friday 9.00 am)
led by the Head of Mental Health, Ward Managers & inpatient Consultants to
review all OOA placements, patients waiting admission, Crisis Team
caseload, Recovery Beds and patient flow. This has increased to daily whilst
bed pressures are high.
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part of this the following projects have been developed:
- DBT Training. This has commenced on acute inpatient wards
- Wessex Clinical Panel. Using the expertise of clinicians and social care
colleagues we will be using this group to identify potential flow, advise and
plan for discharge and advise to on possible patient moves to create capacity
and enhanced home treatment. Panel members have been identified and the
initial meeting has been arranged.

Approved by: Colin Hicks
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3.1 Areas of Good Practice - Are we effective?
People's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence
Memory Roadshow. Held in May 2018 in Poole by the Memory Assessment service.
What is driving the success? What are the contributory factors?
The NICE Guidelines on Dementia Care recommends that patients and
carers need to be made aware of services which can support them.
The success of the Memory Roadshow was due to staff commitment and
their desire for people to have an increased awareness of available local
services .
The 2 hour event was an interactive experience for attendees to interact
with service providers who provide various support for people living with
Dementia and Memory difficulties.
Service Providers who attended the event and facilitated stalls:
1. John Campaign.
2. Carers Outreach Worker
3. Tricuro Day Services
4. Alzheimer’s Society
5. Pramacare
6. Diverse Abilities
7. Medication Management – DHC
8. Lifeline
9. Hope in the Community
10. Community Dietician
11. Police
12. Ageing & Dementia Research Centre, Bournemouth University
13. Research & Development DHC
Having organised the event, our Memory Assessment Service (MAS) has
forged closer working relationships with many of the stall holders and we
have been approached by other local services to get involved in future
events.

What lessons can be shared and how is this planned?
65 attendees at this 2 hour event in Poole. Attendees included patients,
family members/carers, other professionals
1. A Variety of methods were used to promote the event - Good
communication to public via leaflets, information from clinicians and
letters from MAS. GP surgery, library’s and day centres.
2. The 2 hour timeframe in the afternoon was good for carers and
people who attended with dementia. – Carers could get support if
they were coming alone and felt 2 hours was enough time.
3. Venue was picked due to good bus service and parking facilities. –
Important for people who don’t drive.
4. Disability Access and facilities present at venue
5. There were 13 stands of local service providers . A brief
Introduction to each stand was given by the stall holder and
explanation of what they were offering. – Right number for the time
scale, more stand may have been overwhelming.
6. The Consultant Psychiatrist for MAS gave a short presentation on
Dementia and then was available for informal discussions for the
rest of the event.- This was very well received which gave those
who attended the opportunity to ask more generic medical
questions about Dementia.
7. Memory Nurses were available for any discussions.
8. Benefit to having clinical staff available to discuss concerns, or offer
advice.
9. The evaluation of the event was very positive with attendees asking
for this to be held more frequently and local to their areas.
10. Comments included, “All excellent”, “great event and fantastic that
carers could be given the opportunity to speak to professionals on
an informal basis”
11. Refreshments were provided and those who attended also took
time to offer and participate in peer support.
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3.6 Inpatient Nursing Staffing – National Return for Aug 2018
Hospital Site Details
Site code

RDYEY
RDYFG
RDY22
RDYFE
RDY22
RDYEJ
RDYEG
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
ST LEONARDS COMMUNITY HOSPITAL
ALDERNEY HOSPITAL
VICTORIA HOSPITAL W'BORNE
ALDERNEY HOSPITAL
BRIDPORT COMMUNITY HOSPITAL
WESTHAVEN 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
Fayrewood Ward
Guernsey Ward
Hanham Ward
Jersey Ward
Langdon Ward
Radipole 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
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
(%)
(%)

91.5%
88.2%
71.1%
114.6%
87.8%
78.8%
92.8%
90.1%
86.1%
83.0%
92.0%
96.3%
112.7%
75.1%
115.8%
110.1%
90.4%
110.0%
79.5%
108.6%
125.2%
96.5%
106.3%
92.1%
112.9%
86.7%
86.1%
105.7%

95.9%
90.4%
125.3%
93.2%
131.7%
82.8%
95.8%
93.8%
85.8%
95.5%
87.9%
98.8%
141.5%
120.7%
180.3%
82.9%
125.6%
152.9%
102.7%
203.2%
183.8%
96.5%
95.6%
79.8%
67.3%
111.0%
96.5%
89.1%

64.0%
96.7%
95.0%
100.0%
193.5%
84.8%
101.3%
97.3%
100.6%
100.1%
97.8%
100.0%
66.3%
107.1%
120.9%
107.0%
100.0%
95.3%
69.4%
100.3%
93.5%
103.6%
99.9%
96.4%
110.7%
65.7%
97.1%
83.3%

179.6%
100.0%
132.2%
112.9%
101.6%
95.8%
146.0%
106.5%
100.0%
98.4%
98.4%
165.6%
363.2%
121.1%
90.3%
126.5%
133.0%
172.0%
129.8%
208.2%
167.8%
98.7%
100.0%
103.2%
98.9%
114.8%
93.6%
111.3%

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.
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4.8 Learning From Deaths Dashboard
Dorset HealthCare NHS Foundation Trust: Learning from Deaths Dashboard - June 2018-19
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
26

Last Month
29

This Month
25

Last Month
23

This Month
0

Last Month
0

This Quarter (QTD)
88

Last Quarter
97

This Quarter (QTD)
70

Last Quarter
80

This Quarter (QTD)
0

Last Quarter
0

This Year (YTD)
88

Last Year
399

This Year (YTD)
70

Last Year
338

This Year (YTD)
0

Last Year
2

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

0

0.0%

This Month

0

0.0%

This Month

25

100.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

70

100.0%

This Year (YTD)

0

0.0%

This Year (YTD)

0

0.0%

This Year (YTD)

0

0.0%

This Year (YTD)

0

0.0%

This Year (YTD)

0

0.0%

This Year (YTD)

70

100.0%

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

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)

Total deaths

12

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

10
8

Last Month

6

1

6

0

0

0

0

4

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

2
0

11

4

0

0

0

0

This Year (YTD)

Last Year

This Year (YTD)

Last Year

This Year (YTD)

Last Year

11

26

0

3

0

0

Deaths
reviewed

Q1 2017-18

Q2

Q3

Q4

Deaths
considered
likely to have
been
avoidable

Q1 2018-19
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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. Themes for Q1 have been collated and will shared at the
Mortality Governance Group to be held in September.
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 are shared via the service director structures.
There continues to be delays in external review process of deaths of people with a learning disability this has been discussed at the Pan Dorset
Mortality Group and further people are being trained to undertake these.
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

Patients not feeling safe in
our inpatient wards

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

System

Why we are using this
metric?
Are We Safe?

Description

The number of patients
responding 'no' to the 'Do
Gather /
you feel safe?' question in
Mental
community and mental
Feeling safe is essential for
Health
health hospitals. This
recovery and therapeutic
Patient
includes responses in the
interventions.
Safety
mental health patient
Therm.
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
Ulysses 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)
Ulysses 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
Ulysses incidents are no more
on Ulysses for all areas
acceptable in inpatient
(inpatient and
units than in the
community).
community.
The rate is calculated from
the number of incidents of
Ulysses,
falls reported on Ulysses
SystmOne All falls put patients at risk
in the month in hospitals
and RiO of more serious injury e.g.
as a proportion of
and
fracture.
occupied bed days
SystmOne
(multiplied by 1,000) in the
month.

Threshold

No
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

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

System

Why we are using this
metric?

Description

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
Manual
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.
Manual
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
Manual
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
Manual
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.
SystmOne
and have an impact on
This is displayed as a
timely access to hospital
percentage of the total
beds.
occupied bed days.

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

System

RiO

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
Readmission within 28
days to mental health
wards

Occupancy rate refers to
the ratio of used beds
High bed occupancy rates compared to the total
can affect the quality of
amount of available beds.
care provided to patients This is displayed as a
and have an impact on
percentage of the total
timely access to hospital occupied bed days. Under
beds.
18s and cases under
Court of Protection are
excluded.

Threshold

No
threshold

National requirement
following learning from
deaths publication

No
threshold

National requirement
following learning from
deaths publication

Number of deaths
identified in the month
where potentially
avoidable factors may
have contributed to the
patient’s death

No
threshold

STEIS and
Ulysses

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

Potentially avoidable deaths
Learning Disabilities reviewed in last month

SOF: NHS England/NHS
Improvement Patient
Safety Alerts Outstanding

Description

Number of deaths
identified in the month
where potentially
avoidable factors may
have contributed to the
patient’s death.

Potentially avoidable deaths
(excluding Learning
Disabilities) - reviewed in last
month

SOF: Occurrence of any
Never Event

Why we are using this
metric?

Are We Effective?

RiO

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.

<=8.6%
green
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

% of Bed days with
delayed transfers mental
health

% bed days with delayed
transfers physical health

Prone Restraint
(Adult)

Prone Restraint
(<18 y.o.)

Supine restraint
(Adult)

Supine restraint
(<18 y.o.)

System

RiO

Why we are using this
metric?

Description

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.

<=7.5%
green

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.

Ulysses

Ulysses

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).

<=7.5%
green

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

Indicator

Seclusion
(Adult)

Seclusion
(<18 y.o.)

System

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

Avoidable pressure ulcers
(Grade 3 and above)

Why we are using this
metric?

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.

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

Description
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.
Number of avoidable
grade 3 and above
(including unstageable)
pressure ulcers acquired
in care provided by the
Trust reported to
commissioners. These are
identified after review
which may take up to 60
days. The new thresholds
are for a 20% reduction of
community avoidable
grade 3 pressure ulcers
from 2016/17 and a 50%
reduction on the number
of inpatient avoidable
grade 3 pressure ulcers
from 2016/17.

Threshold

<=8

0

<=18

<=2

<= 36 per
year for
community
acquired
pressure
ulcers &
<=8 per
year for
inpatient
acquired
pressure
ulcers
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Why we are using this
Description
Threshold
metric?
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.
Indicator

System

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.

Pressure ulcer risk
assessments (Purpose T)

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

Malnutrition Universal
Screening Tool (MUST)
risk assessment

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.

>= 95%
green

>= 95%
green
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

Completed Appraisals last
year

System

Ulysses

Mandatory training
completed

Ulysses

Clinical supervision
according to Trust policy

Ulysses

SOF: % clients in settled
accommodation

RiO

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:

RiO

Why we are using this
metric?
Appraisal is an important
opportunity for staff to
discuss with their manager
concerns about
performance, practice and
working environment.
Objectives are set which
both improve individual
practice and the care
provided to patients.

Description

Threshold

Percentage of staff having
an appraisal within a
rolling 13 month period.
Threshold has been locally
set.

>= 95%
green

Percentage of staff at
Staff must have had
month end having
mandatory training for their completed the required
own safety and the
core mandatory training
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
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
mental health services in
settled accommodation
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
The number of patients in
the defined audit sample
who have both:
• A completed assessment
for each of the cardiometabolic parameters with

>=95%
green

>=95%
green

No
threshold

No
threshold

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

Indicator

System

Why we are using this
metric?

Description

Threshold

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

a) inpatient wards
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

Patients involved in their
care

Gather

Compliments

Gather

SOF: Community scores
from FFT - % positive

Gather

SOF: Mental health scores
from FFT - % positive

Gather

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.
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

>=90%
>=90%

>=65%

No
threshold

No
threshold

>=95%
green

>=95%
green

No
threshold

No
threshold

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

Indicator

System

SOF: Mixed Sex
Accommodation Breaches

Ulysses

SOF: Written Complaints rate

Ulysses
/KO41a

Why we are using this
metric?

Description
Count of the number of
occasions sexes were
mixed on same-sex wards
Count of written
complaints/count of whole
time equivalent staff

Threshold
No
threshold
No
threshold

Are We Responsive?

Out of area placements adults

Out of area placements children

RiO

Patients admitted to an
inpatient unit out of county
means the person cannot
be visited regularly by
family, friends or local
community health team.
This may impact on
continuity of care and
effective discharge
planning.

RiO

Patients admitted to an
inpatient unit out of county
means the person cannot
be visited regularly by
family, friends or local
community health team.
This may impact on
continuity of care and
effective discharge
planning.

Duty of Candour

Ulysses

Complaints

Ulysses

Ensuring openness and
transparency with patients
and their representatives in
relation to care and
treatment. Duty of candour
includes informing people
about incidents, providing
reasonable support,
providing truthful
information and an apology
when things go wrong.
Patients' experience of not
being satisfied with their
care and treatment
provides an opportunity for
learning.

An Out of Area Placement
occurs when a person
with acute mental health
needs requires adult
mental health acute
inpatient care and is
admitted to a unit out of
county that does not form
part of their usual local
network of services.
Figures are number of new
OOA placements and total
number of OOA
placements.
An Out of Area Placement
occurs when a young
person with acute mental
health needs requires
mental health acute
inpatient care and is
admitted to a unit out of
county that does not form
part of their usual local
network of services.
Figures are number of new
OOA placements and total
number of OOA
placements.

No
threshold

No
threshold

Number of times duty of
candour disclosure was
identified as appropriate
following incidents
resulting in moderate,
major or catastrophic
harm.

No
threshold

Number of complaints
received, both written and
verbal.

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

Indicator

System

Number of complaints with
Ombudsman involvement

Ulysses

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

Not
applicable

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

SystmOne

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
of people
completing treatment
who move to
recovery

RiO

time to begin
treatment
 - within 6 weeks

Description
The number of complaints
that, the Parliamentary
and Health Service
Ombudsman has notified
the Trust, have been
referred to the
Ombudsman.
Findings from the CQC
survey looking at the
experiences of people
receiving inpatient
services from NHS
hospitals and from people
who received community
mental health services
This applies to consultantled incomplete pathways.
The measures apply to
acute patients whether in
an acute or community
setting. (Monthly).
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).

Threshold

0 green

No
threshold

>= 92%

>= 99%

>= 50%

Data from IAPT minimum
data set.

 Proportion

 Waiting

Why we are using this
metric?
A person's experience of
feeling that an issue they
have made a complaint
about has not been
satisfactorily resolved
provides an opportunity for
reflection and learning.

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%

43

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

Indicator

System

Why we are using this
metric?

Description

Threshold

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

(Staff FFT) place of
treatment

Internal
system

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

No threshold
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.

>=79%
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

(Staff FFT) place of work

System

Internal
system

Cash balance

CIP Performance

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

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

NHS Improvement (NHSI)
Single Oversight
Framework - Segment

Data Quality Maturity
Index (DQMI) - MHSDS
dataset score

Figure taken from the
financial ledger.

Figure taken from the
financial ledger

YTD Variance (Fav)/Adv

SOF: Proportion of
temporary staff

Description

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

SOF: NHS Staff Survey
(Annually)

Why we are using this
metric?

Not
applicable

Ledger

NHS Digital

Threshold

>=67%

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

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

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.)
Supine Restraint (Adult)
Supine 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 (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?

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar
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This month’s report
Reporting period

Patient Experience
Number of compliments
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

























































































Mar























































Indicates months that metric is not due to be reported
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Agenda Item 12

Trust Finance Report for Month 5, August 2018
Part 1 Board Meeting 26 September 2018
Author

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

Purpose of Report

Financial results August 2018 (Month 5)

Executive Summary
Headline results for August 2018 (Month 5) are as follows:


The Trust surplus of £1.4m was £0.4m adverse to budget and £0.6m favourable to
control total YTD.



Pay expenditure was £29k underspent YTD. Mental Health & LD services are
overspent by £410k, offset by underspends in other services.



We are presently forecasting that we will achieve our control total, but action is
required to address downside risks relating to current performance.



Actions include the development of a Mental Health Financial Improvement plan to
address the overspend within the service, along with continuous review of the
Trust’s CIP programme and focus on delivery of further opportunities.



£1.85m contingency is being held on behalf of the system to meet the aggregate
system control total.



Agency expenditure was £1,954k YTD. This is within NHSI cap YTD but above our
internal target, by £107k, for the first time this year.

 £4.8m CIP has been banked, achieving 55% of the £8.7m annual target. There is a
risk of £0.9m to achievement of the full year CIP plan.
 Capital Expenditure was £2.2m YTD, with full year forecast expenditure in line with
plan, although some significant risks exist against larger projects. The capital
forecast is under review with an adjustment anticipated at month 6.
 The Trust cash position was £32.2m at M5, which is £1.4m above 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.
 Arrangements have been made with Dorset County Hospital regarding the recovery
of the £500k debt relating to FY17/18.
Previously submitted to Executive Performance and Corporate Risk Group 18 September 2018
Recommendation

The Board is asked to note the report.

Trust financial performance – Month 5 2018/19
Budget and Control Total

A

Forecast

G

Trust level

Budget
Actual
Variance

Income
YTD

Pay
YTD

£M

£M

£M

79.9
79.8
(0.1)

24.4
25.0
0.6

(106.1)
(106.2)
(0.1)

Non-Pay
Deficit/
YTD
(Surplus)YTD
£M

(1.8)
(1.4)
0.4

Full Year
Forecast

Control Total
Forecast

£M

£M

(2.0)
(2.1)
(0.0)

(2.3)
(2.3)
(0.0)

Trust surplus YTD of £1.4m was £0.4m behind budget (£0.1m adverse at
M4). YTD £0.6m favourable to control total.
Service level

Mental Health has a YTD net overspend against budget, which is
mitigated 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. Key drivers as follows:
- Income - £27k small adverse forecast. Mainly due to under
achievement within Occupation Health and non contracted activity
target within Mental Health offset by other favourable areas.
- Pay - £1,085k favourable forecast. Due to high vacancy levels within
many areas, particularly Children’s Services, Weymouth & Portland
wards and Steps to Wellbeing, partially offset by anticipated
overspends within Adult Mental Health.
- Non-pay - £1,014k adverse forecast. Driven by forecast under
achievement of CIP schemes (Transformational, Mental Health and
Estates) plus overspend against Mental Health Out of Area patient
placements and Estates expenditure (Engineering and Medical
Devices).

1

Service level performance
Community Services

Budget
Actual
Variance

G

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

(3.6)
(3.7)
(0.1)

26.6
26.4
(0.2)

8.7
8.8
0.1

31.7
31.5
(0.2)

75.4
75.3
(0.1)

Mental Health Services

Budget
Actual
Variance

R

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

(3.6)
(3.6)
0.0

28.4
28.8
0.4

4.4
4.9
0.5

29.2
30.1
0.9

70.2
71.8
1.6

Community Services £0.2m of ahead of budget at month 5:
- Income £0.1m favourable, due to overperformance against NCA
income target for Weymouth Urgent Care Centre (£76k).
- Pay £0.2m favourable, with underspend in Weymouth & Portland due
to reduced bed numbers with respect to CSR plans (£146k) and
vacancies within District Nursing (£214k) offset by vacancy CIP
slippage elsewhere.
- Non-pay £0.1m overspent, with the largest overspend within
Dermatology (£35k).

Mental Health Services £0.9m behind budget at month 5:
- Income in line, with underperformance against MH Rehab non
contracted activity YTD (£61k) mitigated by other favourable areas.
- Pay £0.4m overspent due to net overspend in Mental Health
Inpatients (£217k) and vacancy CIP slippage.
- Non-pay £0.5m overspent mainly due to Out of Area placements
(£265k), with an average of 9.9 patients in M5 (7.8 in M4).
Wheelchair Service (£39k) over- spent and one off cost of new
defibrillators for inpatient units (£29k).

Forecast

Forecast

Forecast £0.1m underspend to budget full year (M4: £0.2m underspend)

Forecast £1.6m overspend to budget full year (M4: £1.0m overspend)
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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

(0.5)
(0.5)
(0.0)

6.0
5.8
(0.2)

1.7
1.7
(0.0)

(2.5)
(2.5)
0.0

18.8
18.7
(0.1)

7.3
7.1
(0.2)

17.8
17.4
(0.4)

Budget
Actual
Variance

7.8
7.8
0.0

24.2
24.1
(0.1)

59.2
58.9
(0.2)

Children and Young Persons £0.2m ahead of budget at month 5:
- Income in line, with small offsetting variances across most areas.
- Pay £0.2m underspent due to vacancies in Health Visiting (£149k), and
School Nursing (£38k).
- Non-pay in line with slight underspends in many areas.

Corporate Services £0.1m ahead of budget at month 5:
- Income in line with budget. Occupational Health under achieved (£69k)
offset by favourability in other areas.
- Pay £0.1m underspent due to vacancies not backfilled across most
areas mainly within Finance & Info teams (133k) and Nurse Executive
Directorate (£70k) and offset by Medical staff overspend (£106k).
- Non-pay in line with budget, underspent within most areas with
notable exception being Estates (£141k adverse) due to engineering
and medical devices expenditure.

Forecast

Forecast

Forecast £0.4m underspend to budget full year (M4: £0.6m underspend)

Forecast £0.2m underspend to budget full year (M4: £0.4m underspend)
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Key Performance Indicators
Temporary staffing

A

Temporary staffing spend was £1,805k in M5 (£7,488k YTD), of which
£533k related to agency (£1,954k YTD), £1,189k bank (£5,073k YTD) and
£83k substantive overtime (£460k YTD).
Agency expenditure YTD is within the NHSI ceiling (by £756k) but above
the agreed internal agency cap (by £107k).

A

Cost Improvement Programme

At month 5, £4.8m (55%) of the £8.7m full year CIP target has been
banked.
Performance YTD is £392k behind budget (£800k at M4). Forecast shows
an adverse full year variance of £942k (£936k at M4).
This is detailed further in Appendix 2.

CIP schemes with a full year variance to plan

Agency trends by staff group
2018/19 CIP Scheme

Exec
Sponsor

(Risk) /
Opportunity
2018/19 CIP 2018/19 CIP against CIP
Plan
Forecast
plan
£'000

£'000

£'000

Operational Efficiencies
Mental Health & LD

EY

2,452

2,099

(353)

Estates & Facilities

MM

425

233

(192)

MM/EY

730

317

(413)

Central Schemes
Transformational

4

Key Performance Indicators
Capital
R

M5 YTD - £2.2m capital expenditure, which is £2.3m below phased NHSI
Plan. Full year forecast is being reviewed, with anticipated reforecast in
month 6. Risks to achievement of plan mainly relate to planning
applications for Alumhurst Road and St Ann’s.

Cash
A

M5 YTD - £32.2m, £2.0m lower than M4 and £1.4m above 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.

Local Health Economy
Finance – month 4 FY18/19 position

The Dorset NHS system has a £0.5m favourable variance to control total
at month 4 YTD, with Dorset HealthCare and Dorset County showing the
largest favourable variances.
The NHS system is forecasting to be in line with control total for 18/19.
Arrangements have been made with Dorset County regarding the
recovery of the £500k debt relating to FY17/18.
Cost Improvement Programme – month 4 position

The system unidentified CIP gap stands at £6.5m as at month 4 (M3:
£7.2m). NHS providers have a further £5.9m of plans currently in
progress to close the CIP gap (M3: £6.6m).
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Appendix 1 – Financial performance
INCOME & EXPENDITURE SUMMARY

Month 5 2018/19
August

CURRENT ANNUAL BUDGET

YEAR TO DATE

Pay

Non-Pay

Total
Inc & Exp

£'000

£'000

£'000

Budget
Pay
£'000

Non-Pay Inc & Exp
£'000

FORECAST VARIANCE @ M5

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

(227,452)

(94,608)

(94,608)

(0)

(0%) G

0

Integrated Community Services

(8,443)

(3,584)

(3,690)

(106)

(3%) G

(27)

Mental Health & LD Services

(8,663)

(3,642)

(3,616)

26

1% R

24

Childrens' Sevices

(1,323)

(462)

(480)

(17)

(4%) G

(19)

Corporate Services

(8,668)

(3,784)

(3,758)

26

1% R

91

(254,549)

(106,081)

(106,152)

(71)

(0%) G

69

Total Trust Income

EXPENDITURE
Integrated Community Services

63,398

20,784

84,182

26,554

8,693

35,247

26,405

8,803

35,208

(149)

110

(39)

(0%) G

(198)

117

Mental Health & LD Services

68,820

10,096

78,916

28,423

4,386

32,809

28,832

4,915

33,748

410

529

939

3% R

76

1,518

Childrens' Sevices

14,450

4,549

18,999

6,049

1,707

7,756

5,841

1,688

7,530

(208)

(19)

(227)

(3%) G

(532)

106

Medical Staffing

14,885

1,011

15,897

6,147

390

6,537

6,254

361

6,615

106

(29)

78

1% R

211

(57)

Nurse Executive & Quality

5,272

950

6,222

2,191

406

2,597

2,121

373

2,494

(70)

(33)

(103)

(4%) G

(323)

(59)

18,399

15,286

33,686

7,624

6,239

13,864

7,529

6,342

13,871

(95)

103

8

0% R

(443)

599

Human Resources

4,121

1,170

5,292

1,770

383

2,152

1,751

298

2,050

(18)

(84)

(103)

(5%) G

(1)

(182)

Corporate incl. OD

2,626

911

3,537

1,114

431

1,545

1,110

405

1,514

(5)

(26)

(31)

(2%) G

(25)

(23)

191,972

54,758

246,730

79,872

22,636

102,507

79,843

23,187

103,029

(29)

551

522

1% R

(1,234)

2,020

(3,123)

(29)

551

451

(1,234)

2,020

(16)

0

10

10

(38%) R

149

(1,006)

(65)

0

0

(42)

176% G

1,798

0

(0)

(0)

(0%) G

Finance & Strategic Development

Total Trust Expenditure

NET INCOME & EXPENDITURE
Central Budgets

(7,819)
0

1,540

Interest Received
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT
EBITDA

0

(26)

(57)
4,315

TRUST (SURPLUS)/DEFICIT
Impairments

1,540

(3,574)

4,105

4,315

(26)

0

(16)

(24)
1,798

1,798

1,798

(2,021)

(1,825)

(1,406)

(29)

561

419

4,105

0

0

0

0

0

0% G

2,084

(1,825)

(1,406)

(29)

561

419

R

5.1%

69

(42)
(0)
(1,085)

1,014

27

0

(44)
4.9%
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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
18-CIP-3.3
17-CIP-5.2

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
Release of Unused Reserves
Site Disposals

Recurrent
('R), Non
Recurrent
(N)

R
R
R
R
R
R
R
R
R
R
R
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

258

37

48
3
296
100
56
1
144
-41

November December
£'000

£'000

January

February

March

Forecast
Outturn
Total

£'000

£'000

£'000

£'000

84

56

118

150

22

28

59

38

94

1,576

235

177

60

184

56

40

40

41

344

2,099

425
175

37
26
18
12

27

12

8
45
17

694

20

251
207

38

0

34

20

0

29

233
32

20

77
15

36
77

37

36
43

260
35

34

32

34
77

33
77

35
77

34
77

N
N

57
34
77
421
390

Total CIP savings achieved/to be achieved:

2,158

871

740

490

539

282

424

216

212

232

190

1,446

Actual 2018/19 Cumulative CIP savings profile:

2,158

3,029

3,769

4,259

4,799

5,080

5,504

5,720

5,932

6,164

6,354

7,800

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

2,158
-

3,137
(108)

4,654
(885)

5,060
(800)

5,191
(392)

6,086
(1,006)

6,260
(756)

6,489
(769)

6,813
(881)

6,956
(792)

7,090
(736)

8,742
(942)

317
415
529
421
390

7,800

7

Agenda Item 13

CQC Improvement Plan Safety Domain
Internal Assurance Report
Part 1 Board Meeting 26 September 2018

Author

Dawn Dawson, Director of Nursing, Therapies and Quality

Purpose of Report

To report progress towards achieving compliance with regulatory
requirements in the safe domain

Executive Summary
The report provides an update of progress with meeting requirements and recommendations
made by the CQC in relation to the safe domain.
Action plans are in place and are being updated on a monthly basis by the nominated core
service leads. Updates provide a summary of progress made towards achieving requirements
and recommendations.
Of the eight ‘must do’ actions relating to the safe domain, one has been reported as complete.
Of the 15 ‘should do’ actions relating to the safe domain two have been reported as complete.
A revised deadline has been agreed for one action of October 2018. The action is in progress
and the revised deadline will allow for changes to documentation to be tested in practice prior
to implementation across all teams. Overall good progress has been made with this action.
Quality assurance visits will provide evidence to confirm actions have been implemented or will
achieve agreed deadlines. An update will be provided at the Quality Governance Committee in
November 2018.

Recommendations

The Board is asked to note;
• Progress made in meeting ‘must do’ and ‘should do’ actions
in relation to the safe domain following the CQC inspection in
November and December 2017; and
• Actions from the CQC inspection in June 2015 which
complete and action plans closed.

1

1.

INTRODUCTION

1.1

Following the CQC inspection in November and December 2017, action plans to
address the ‘must do’ requirements and ‘should do’ recommendations were agreed by
the Board on 25 July 2018.

1.2

Action plans were shared with the CQC in August 2018 and progress is monitored at
quarterly engagement meetings between the CQC and Dorset HealthCare. Progress
will be reported internally to the Executive Quality and Clinical Risk Group on a
monthly basis and to the Quality Governance Committee bi-monthly.

1.3

Quality assurance visits will confirm that actions have been met or will achieve agreed
deadlines. An update on progress will be provided to the Quality Governance
Committee in November 2018.

2.

SAFE DOMAIN

2.1

The CQC identified 45 actions as a result of their inspection in November 2017. Of the
45 actions, 23 actions related to the safe domain. The table below shows the number
of actions under the safe domain for each core service:
Core service area

Community health
inpatient services
Community health
services for children and
young people
Community end of life
care
Mental health crisis
services and health-based
places of safety
Specialist community
mental health services for
children and young people
Acute wards for adults of
working age and
psychiatric intensive care
units
Community-based mental
health services for adults
of working age
Community mental health
services for people with a
learning disability or
autism
Total

Total number
of actions
under safe
domain
4

Must do
actions under
safe domain

Should do
actions under
safe domain

2

2

3

0

3

2

0

2

4

2

2

3

2

1

4

2

2

2

0

2

1

0

1

23

8

15

2

2.2

Action plans are being updated on a monthly basis by the nominated core service
leads which provide operational assurance that progress is being made towards
achieving CQC requirements and recommendations.

2.3

Of the eight ‘must do’ actions relating to the safe domain, one has been reported as
complete. Of the 15 ‘should do’ actions relating to the safe domain two have been
reported as complete.

2.4

A revision to the deadline for one action has been agreed for October 2018. The
action is in progress and the revised deadline will allow for changes to documentation
to be tested in practice prior to implementation across all teams. Overall good
progress has been made with this action.

2.5

The three other core service areas that were rated as requires improvement for the
safe domain following the comprehensive CQC inspection in June 2015 were:
• Community health services for adults
• Wards for older people with mental health problems
• Long stay or rehabilitation mental health wards for working age adults.

2.6

As reported to the Board in May 2018, actions in relation to the above core services
were deemed as complete and action plans subsequently closed.

3.

RECOMMENDATIONS

3.1

The Board is asked to note:
• Progress made in meeting ‘must do’ and ‘should do’ actions in relation to the safe
domain following the CQC inspection in November and December 2017; and
•

Actions from the CQC inspection in June 2015 which are complete and action
plans closed.

3

Agenda Item 15

Dorset Joint Targeted Area Inspection Report
Child sexual exploitation, children associated with gangs and at risk of exploitation
and children missing from home, care or education
Part 1 Board Meeting 26 September 2018
Author
Purpose of Report

Dawn Dawson, Director of Nursing, Therapies and Quality
To provide the Board with a summary of the inspection findings
and provide assurance regarding delivery of DHC’s contribution
to the multi-agency response.

Executive Summary
Between 21 and 25 May 2018, Ofsted, the Care Quality Commission (CQC), HMI
Constabulary and Fire & Rescue Services (HMICFRS) and HMI Probation (HMIP)
undertook a joint 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.
The inspection was not intended to provide a rating but findings were identified three priority
actions were identified (two specific to Dorset County Council and one for the multi-agency
partnership).
Dorset HealthCare is supporting the multi-agency partnership in development of the written
statement of action and has developed a virtual internal group to coordinate our response.
This report sets out an overview of findings of the inspection, identifying good practice and
areas for improvement within Dorset Healthcare. It further sets out progress of the
development of the statement of action.

Recommendation

The Board is asked to note the report and delegate authority to
the Director of Nursing to sign off the written statement of action
following discussion at the Executive Quality and Clinical Risk
Group on 2 October 2018

1.

Background

1.1

Between 21 and 25 May 2018, Ofsted, the Care Quality Commission (CQC), HMI
Constabulary and Fire & Rescue Services (HMICFRS) and HMI Probation (HMIP)
undertook a joint 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. This included a ‘deep dive’ focus on the response
to children experiencing these vulnerabilities.

1.2

Key partners involved in the inspection scope and response are: Dorset County
Council; Dorset Clinical Commissioning Group; Dorset Police; Dorset Combined Youth
Offending Service; Dorset, Devon and Cornwall Community Rehabilitation
Programme; National Probation Service; Dorset HealthCare; Dorset County Hospital
and drug and alcohol service providers

1.3

Dorset HealthCare services involved in the inspection and response includes: child
and adolescent mental health services (CAMHS); sexual health; Looked after
children’s nursing; school nursing, minor injuries units and the DHC children’s
safeguarding team (including health staff at the multi-agency safeguarding hub)

1.4

This report summarises the inspection findings and DHC’s role in the multi-agency
response.

2

Inspection findings

2.1

The findings of the inspection were published by letter on 9th July 2018 (available in full
at
https://www.gov.uk/government/publications/joint-inspections-of-child-sexualexploitation-and-missing-children)

2.2

Three priority actions were identified (two specific to Dorset County Council and one
for the multi-agency partnership):
-

-

-

2.3

The local authority must ensure that actions and decision-making for the most
vulnerable children are robust and ensure that the response matches the degree
of risk.
As part of this decision-making, the local authority must put in place a mechanism
to ensure that children who are still at risk, or for whom the extent of the risk is
unknown, do not have their involvement with children’s social care prematurely
closed.
The partnership must put in place a mechanism to ensure intelligence in relation
to criminal exploitation and risks associated with ‘county lines’ is collected,
shared, analysed and acted on to provide an effective multi-agency response for
children.

A number of areas of good practice with relevance to Dorset HealthCare were
identified, including
-

Multi-agency working in the multi-agency safeguarding hub (MASH)
Partner agency support for Dorset’s Family Partnership Zones
Attendance at multi-agency meetings to review high risk children and young
people
The innovative looked after children’s nursing team model including specifically
the co-location, enhanced offer, prompt action and positive feedback received.

-

2.4

The specialist support for vulnerable young people including sexual health’s
targeted outreach team and school nursing’s Chat Health service, with effective
identification of sexual exploitation and prompt referral for multi-agency action.

A number of suggested areas for improvement are relevant to Dorset Healthcare
services, including:
-

-

-

Reducing delays in information sharing due to the use of different IT systems
across health agencies
Improving the ability of safeguarding leaders and managers to track the impact of
actions or emerging trends through use of ‘flags’ in patient records for the use of
the shortened sexual exploitation risk assessment tool
Enabling managers to support, challenge and learn from practice to ensure that
services make best use of chronologies, recognise culture and diversity and
escalate promptly issues that require multi-agency action
Involvement of CAMHS in coordinated risk assessment and planning across the
partnership
Ensuring that school nurses receive information on children who may be in need

3

Multi-agency response

3.1

A multi-agency response has been taken, with an Executive Steering Group (attended
by the Service Director for Children Young People and Families) and Operational
Group (with safeguarding and operational attendance as required) to generate a
comprehensive response. This response includes:
-

3.2

3.3

A written statement of action (to be submitted to Ofsted 19th October)
Development of clear vision, values and behaviours to guide the strategic
response and written statement of action
Agreement of a single line of governance and assurance for the implementation
of the written statement of action and related multi-agency activity
A joint communications programme

The timeline for development of the written statement of action is shown below:

DHC has a virtual operational group to develop clear actions for the written statement
of action. Input is being coordinated by the Named Nurse and Service Manager for
Safeguarding Children), with representation from relevant clinical services.

4

Recommendation

4.1 That the Director of Nursing has delegated authority to sign off the written statement of
action, with discussion at the Executive Quality and Clinical Risk group on 2nd October as
required.

Contact for further information:
Kate Harvey
Service Director for Children, Young People and Families
01202 277127

Agenda Item 16

Workforce Race Equality (WRES) Report

Part 1 Board Meeting 26 September 2018
Author

David Corbin, Equality and Diversity Manager

Purpose of Report

This report sets out the Trusts position to meet the mandatory
requirement to publish a WRES report and Action Plan by 28
September 2018.
The data covering 1 April 2017 – 31 March 2018 was
completed with the support of the ESR Manager in line with the
requirement and upload to the Strategic Data Collection
System by 10 August 2018.

Executive Summary
The WRES is intended to support employees from black and minority ethnic backgrounds
having equal access to career opportunities and receiving fair treatment in the workplace.
Providers are expected to report annually on a number of indicators of workforce equality.
This report is being submitted to the Board prior to the Trust position being published.
This is the Third Trust WRES Report and the areas in the Action Plan have been developed
over the previous three years and linked to overall Workforce Projects
The report must be published on the Trust internet and the link sent to the national WRES
Team and Dorset CCG by 28 September 2018
The Equality and Diversity Steering Group have reviewed the findings of the report and
agreed what actions should be taken forward in 2018-19.

The National Annual NHS WRES Report 2016-17 mentions Dorset HealthCare for showing
improvement in three areas mentioned below.
o
o
o

WRES indicator 3 - Relative likelihood of BME staff entering the formal
disciplinary process compared to white staff
WRES indicator 6 - Percentage of staff experiencing harassment, bullying or
abuse from staff in last 12 months (Staff Survey Key Finding 26)
WRES indicator 9 - Percentage difference between the organisations’ board
voting membership and its overall workforce.

Recommendation

The Board is asked to note the attached report and action plan.

1
Trust Board /GPG/Mar18/DDC/Final

1.

Background

1.1

Implementing the Workforce Race Equality Standard is a requirement placed on all
NHS commissioners and providers

1.2

The Standard represents actionto ensure employees from black and minority ethnic
(BME) backgrounds have equal access to career opportunities and receive fair
treatment in the workplace. NHS providers are expected to show progress against a
number of indicators of workforce equality, including a specific indicator to address the
low numbers of BME board members across the organisation. Dorset HealthCare has
met this requirement over the past three years.

1.3

This year’s confirmed data shows improvements on the previous year , which will be
reflected in the National WRES Annual Report for 2017 – 18, which is due out in
December 2018.

1.4

Dorset HealthCare is required to publish the results on our website and a government
website.

2

2017/18 Data for the Trust and Actions Proposed

2.1

Dorset HealthCare overall BME workforce is currently at a 10 year high of 11.46% and
the visible BME workforce has increased by less than .1% to 5.1%.

2.2

The full report and action plan are attached.

2.3

Highlights from the 2017 – 18 data include the following:
• Key Indicator 5 - Percentage of staff experiencing harassment, bullying or
abuse from patients, relatives or the public in last 12 months
3% Improvement for White Staff
11% Improvement for BME Staff
• Key Indicator 6 - Percentage of staff experiencing harassment, bullying or
abuse from staff in last 12 months
2% Improvement for White Staff
2% Improvement for BME Staff
• Key Indicator 7 - Percentage believing that trust provides equal opportunities for
career progression or promotion
2% Improvement for White Staff
3% Decrease for BME Staff
• Key Indicator 8 - In the last 12 months have you personally experienced
discrimination at work from any of the following? Manager/team leader or other
colleagues
.5% Decrease for White Staff
2.5% Increase for BME Staff
• Key Indicator 9 - Percentage difference between the organisations’ Board
voting membership and its overall workforce.
BME representation went up by 2%

2.4

The WRES Action Plan is linked to the Trust ‘Better Every Day’ Strategy and our
Seven Strategic Goals. It will also link into current and any future Workforce
Development Plans.
2

Trust Board /GPG/Mar18/DDC/Final

3

Recommendation

3.1

The Board is asked to note the attached report and action plan.

Contact for further information:
Name: David Corbin
Job Title: Equality and Diversity Manager
Telephone: 07500 225673

3
Trust Board /GPG/Mar18/DDC/Final

Dorset HealthCare

Workplace Race
Equality Standard
First published: 28 September 2018

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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WRES National Key Findings 2017 – 18 https://www.england.nhs.uk/about/gov/equality-hub/equality-standard/
These are the national headlines and key findings for the WRES in 2017 – 2018.
•

White shortlisted job applicants are 1.60 times more likely to be appointed from shortlisting than BME shortlisted applicants, who remain
noticeably absent from senior grades within Agenda for Change (AfC) pay bands.

•

BME staff remain significantly more likely to experience discrimination at work from colleagues and their managers compared to white
staff at, 14% and 6% respectively.

•

An increase in numbers of BME nurses and midwives at AfC Bands 6 to 9 is observed once again in 2017; this pattern has persisted
since 2014.

•

Similar proportions of White (28%) and BME (29%) are likely to experience harassment, bullying or abuse from patients, relatives and
members of the public in the last 12 months.

•

The number of very senior managers (VSMs) from BME backgrounds increased by 18% from 2016 to 2017 – from 212 to 250 in
England. This is 7% of all VSMs, which remains significantly lower than BME representation in the overall NHS workforce (18%) and in
local communities served (12%).

•

The overall percentage of BME experiencing harassment, bullying or abuse from other colleagues in the last 12 months dropped from
27% to 26%. BME staff remain more likely than white staff to experience harassment, bullying or abuse from other colleagues in the last
12 months.

•

BME Staff are 1.7 times more likely to enter the formal disciplinary process in comparison to white staff. This is an improvement on the
2016 figure of 1.56.

•

There is a steady increase in the number of NHS trusts that have more than one BME board member. There are now a total of 25 trusts
with three of more BME members of the board; an increase of 9 trusts since 2016.

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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The Workforce Race Equality Standard (WRES) indicators
Dorset HealthCare 1 April 2017 – 31 March 2018 Published 28 September 2018
Name of provider organisation
Dorset HealthCare University NHS Foundation Trust
Name and title of Board lead for the Workforce Race Equality Standard
Colette Priscotte, HR Director
Name and contact details of lead manager compiling this report
David Corbin, Equality and Diversity Manager. Email: David.Corbin@nhs.net Tel: 07500 225673
Names of commissioners this report has been sent to
Dorset Clinic Commissioning Group
Name and contact details of co-ordinating commissioner this report has been sent to
Kath Florey-Saunders, Head of Review Design and Delivery, Dorset Clinical Commissioning Group (Dorset CCG)
Unique URL link on which this report will be found (to be added after submission)

http://www.dorsethealthcare.nhs.uk/about-us/equality-and-diversity/workplace-race-equality-standard
This report has been signed off by on behalf of the Board on (insert name and date)
Colette Priscotte, HR Director

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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1. Background Narrative
a. Any issues of completeness of data
All the information has been provided through our Electronic Service Records (ESR) for Staff, the 2017-18 Staff Survey results and the HR
Business Partners data on disciplinaries.
b. Any matters relating to reliability of comparisons with previous years
N/A
2. Total Numbers of Staff
a. Employed within this organisation at the date of the report
The total number of staff employed within Dorset HealthCare as at 31 March 2018 is 5713 (Individual head count after removing multiple post
holders)
b. Proportion of BME staff employed within this organisation at the date of the report
The proportion of BME staff employed in Dorset HealthCare is 789 Staff (11.46%) (42 (0.60%) Not Stated and 12 (0.17%) Unknown)
3. Self-reporting
a. The proportion of total staff who have self–reported their ethnicity.
The proportion of total staff who have self–reported their ethnicity is 99.5%.
4. Workforce data
a. What period does the organisation’s workforce data refer to?
The organisation’s workforce data refers to 1 April 2017 - 31 March 2018

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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Indicator

1

Data for
reporting Year
2018

Action taken and planned including e.g. does
the indicator link to EDS2 evidence and/or a
corporate Equality Objective

Workforce indicators
For each of these four workforce indicators, the Standard compares the metrics for White and BME staff.
Percentage of
Although areas are showing small
staff in each of
See Annex A
See Annex A
improvements which are positive. This area needs to be looked at in conjunction
the AfC Bands 1with the:
9 and VSM
Total Staff
Total Staff
Other key findings from the report
(including
5713
5792
show:
HR Workforce Strategy
executive Board
members)
White
White
98% of Staff at Band 8A Clinical
Recruitment and Retention Plan
compared with
94.36
94.4%
are White and only 2% are BME.
the percentage of
Succession Planning
staff in the overall
Visible BME
Visible BME
96% of Staff at Band 7 Clinical are
workforce.
5.1%
5%
White and only 4% are BME
Apprenticeship Programme
Organisations
should undertake
White Clinical
White Clinical
97% of Staff at Band 8A Non
this calculation
67.20%
68.20%
Clinical are White and only 3%
separately for
BME
non-clinical and
BME Clinical
BME Clinical
for clinical staff.
4.24%
4.14%
96% of Staff at Band 7 Non
Clinical are White and only 4%
White Non Clin
White Non Clin BME
28.08%
26.80%
BME No Clin
1.07%

2

Narrative – the implications of
Data for
the data and any additional
Previous Years
background explanatory
2017
narrative

Relative

1.75 - 1

BME Non Clin
0.86%

1.69 - 1

Dorset HealthCare WRES/Sept 2018/updated with Action Plan

Highest % BME Staff in Non- Clinical
and Clinical Employments is Band 4
at 3%

Number of BME Staff entering
Consultant level Trainees has
gone up by 1.
This remains an area for further

Included in the HR Workforce Strategy and the
5|Page

3

likelihood of BME
staff being
appointed from
shortlisting
compared to that
of White staff
being appointed
from shortlisting
across all posts.
Relative
likelihood of BME
staff entering the
formal
disciplinary
process,
compared to that
of White staff
entering the
formal
disciplinary
process, as
measured by
entry into a
formal
disciplinary
investigation

1.51 - 1

1.19 - 1

investigation with the Learning
and Development Directorate and
Recruitment Team

Recruitment and Retention plan

Data used is calendar year
average of 2017 - 18.

Linked to EDS2, Objective 3.4
Included in the HR Workforce Strategy

This remains an area for further
investigation with the Learning
and Development Directorate and
Recruitment Team

Note. This
indicator will be
based on data
from a two year
rolling average of
the current year
and the previous
year.
Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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4

5

Relative
likelihood of BME
staff accessing
non mandatory
training and CPD
as compared to
White staff

0.95 - 1

0.99 - 1
This figure still shows BME Staff
are more likely to access CPD

National NHS Staff Survey findings
For each of these four staff survey indicators, the Standard compares the metrics for the
responses for White and BME staff for each survey question
2018
2017
KF 25.
White
White
Key area of focus that needs to be
Percentage of
22.98%
25.65%
responded to.
staff experiencing
harassment,
Visible BME
Visible BME
Work has already begun with the
bullying or abuse
24.14%
35.92%
Security Advisory Group who has
from patients,
a project looking into Patient on
relatives or the
staff episodes reported internally.
public in last 12
months
This area is become a focus for
breaking down the data to identify
which type of Staff member has
been involved in incidents by
‘Protected Characteristic’ so that
more targeted work can be carried
out with staff and patients to
reduces these incidents further.
Systems of recording this
information will be developed
during the coming year.
Dorset HealthCare WRES/Sept 2018/updated with Action Plan

Linked to EDS2, Objective 3.4
Included in the Learning and Development
Strategy

From the vision and purpose, Dorset HealthCare
follows a set of principles that might be
considered unwritten rules or norms of our
organisation. This includes Being Responsible
and accountable for our actions and Being Kind
to Each Other.
Linked to EDS2, Objective 3.4
Included in the HR Workforce Strategy
The Quality Strategy
The Security Advisory Group
Staff Well Being Project
Staff Mediation or Facilitated Meetings
‘Prejudice Free’ Dorset Hate Crime multiagency
Group
Additional Staff Support processes i.e. Care
First
7|Page

6

KF 26.
Percentage of
staff experiencing
harassment,
bullying or abuse
from staff in last
12 months

White
17.35%

White
19.40%

Key area of focus that needs to be
responded to.

Visible BME
19.13%

Visible BME
21.36%

We are keen to understand where
the Trust sits in line with National
Benchmarking.
An additional BME Staff Survey
has been circulated to see what
barriers to engagement BME Staff
are experiencing and to
encourage more BME Staff to
complete the Annual Staff Survey.
3% in 2016-17 which will be a
contributing factor in the % for the
WRES

7

KF 21.
Percentage
believing that
trust provides
equal
opportunities for
career
progression or
promotion

White
92.08%

White
90.99%

Visible BME
79.78%

Visible BME
82.35%

From the vision and purpose, Dorset HealthCare
follows a set of principles that might be
considered unwritten rules or norms of our
organisation. This includes Being Responsible
and accountable for our actions and Being Kind
to Each Other.
Linked to EDS2, Objective 3.4
Included in the HR Workforce Strategy
The Quality Strategy
The Security Advisory Group
‘Prejudice Free’ Dorset Hate Crime multiagency
Group

This area will be monitored
Linked to EDS2, Objective 3.4
annually to ensure there is no
Included in the Learning and Development
increase in the gap between Staff Strategy
Groups and to increase staff
confidence and perception that the
Trust does provide equal
opportunities for career
progression or promotion.
An additional BME Staff Survey
has been circulated to see what
barriers to engagement BME Staff
are experiencing and to
encourage more BME Staff to
complete the Annual Staff Survey.
3% in 2016-17 which will be a
contributing factor in the % for the
WRES

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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8

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

White
4.54

White
4.87%

Visible BME
11.40%

Visible BME
9.71%

Results for individual questions
are not split demographically. 5%
of all staff answered yes to this
question. Figures provided are for
“KF28. % experiencing
discrimination at work in last 12
months”

Linked to EDS2, Objective 3.4
Included in the HR Workforce Strategy
The Quality Strategy
The Security Advisory Group
‘Prejudice Free’ Dorset Hate Crime multiagency
Group

This is an area of concern and
specific actions will be developed
to better understand this and put
steps in place to monitor and
reduce this gap in experience.
An additional BME Staff Survey
has been circulated to see what
barriers to engagement BME Staff
are experiencing and to
encourage more BME Staff to
complete the Annual Staff Survey.
3% in 2016-17 which will be a
contributing factor in the % for the
WRES

9

Board representation indicator
For this indicator, compare the difference for White and BME staff.
Percentage
White
White
This reporting area has been
difference
-8.7%
-17.9%
changed from 2015-16 and both
between the
areas have been updated to
organisations’
Visible BME
Visible BME
reflect the current data collection
Board voting
2%
0.9%
process.
membership and
Dorset HealthCare BME
its overall
Workforce profile is 11.46% and
workforce.
using the criteria set by the WRES
the Workforce profile for Visible
BME Population is 5.1%
Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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Report on the WRES indicators, continued
6. Are there any other factors or data which should be taken into consideration in assessing progress? Please bear in mind any such
information, action taken and planned may be subject to scrutiny by the Co-ordinating Commissioner or by regulators when
inspecting against the “well led domain.”
Any additional factors or data have been added to the table in the comments.
Information on the Trust workforce data sets for April 2015 – March 2018 is available on the Trust intranet and internet as part of the Public
Sector Equality Duty Reporting.
7. If the organisation has a more detailed Plan agreed by its Board for addressing these and related issues you are asked to attach it
or provide a link to it. Such a plan would normally elaborate on the steps summarised in section 5 above setting out the next steps
with milestones for expected progress against the metrics. It may also identify the links with other work streams agreed at Board
level such as EDS2.
A more detailed plan will be developed over the next year and linked to our
Trust Strategies and Annual Plans http://www.dorsethealthcare.nhs.uk/about-us/corporate-documents/strategies-and-plans
Equality and Inclusion Implementation Scheme http://www.dorsethealthcare.nhs.uk/about-us/equality-and-diversity
EDS2 Objectives http://www.dorsethealthcare.nhs.uk/about-us/equality-and-diversity/equality-delivery-system
The Plan will include the following:
•
•

•
•
•

A focus on Engagement for BME Staff including supporting attendance on Leadership and Development Courses run by Thames Valley
Wessex Leadership Academy.
Through the engagement process with BME Staff to promote engagement with local communities and groups, celebration activities and
achievements. 2018 will see the first Dorset Ethnic Minority Awards Event and the Trust is not only actively supporting the event but
also supporting BME Staff to attend this historical event.
Monitor Dorset HealthCare data against the national benchmarking WRES report against similar NHS Trusts.
These results will be presented to the Trust Equality and Diversity Steering groups for comments and actions.
Reflect the findings of the WRES in the annual Equality and Diversity Board report for comments and actions.

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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Highlights from the 2017 – 18 data
•

Key Indicator 5 - Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public in last 12 months
3% Positive reduction for White Staff
11% Positive reduction for BME Staff

•

Key Indicator 6 - Percentage of staff experiencing harassment, bullying or abuse from staff in last 12 months
2% Positive reduction for White Staff
2% Positive reduction for BME Staff

•

Key Indicator 7 - Percentage believing that trust provides equal opportunities for career progression or promotion
2% Positive reduction for White Staff
3% Negative decrease for BME Staff

•

Key Indicator 8 - In the last 12 months have you personally experienced discrimination at work from any of the following? Manager/team leader
or other colleagues
.5% Positive decrease for White Staff
2.5% Negative increase for BME Staff

•

Key Indicator 9 - Percentage difference between the organisations’ Board voting membership and its overall workforce.
BME representation went up a positive increase of 2%

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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Annex A

2017 Working on a total Staff Figure of 5713
2017
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
Band 9
VSM
Consultant
Non-Consultant Career grade
Trainee Grades
M&D - Other
Total

White
Clinical
1
298
755
190
869
1099
466
113
29
11
6
1
2
53
23
14
24
3954

%
0.02%
5.31%
13.45%
3.38%
15.48%
19.57%
8.30%
2.01%
0.52%
0.20%
0.11%
0.02%
0.04%
0.94%
0.41%
0.25%
0.43%
70.42%
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%

White
Non
Clinical

0
22

0.00%
0.39%

81
10
48
29
17
3
2
0
2
0
0
13
7
2
4
240

1.44%
0.18%
0.85%
0.52%
0.30%
0.05%
0.04%
0.00%
0.04%
0.00%
0.00%
0.23%
0.12%
0.04%
0.07%
4.27%

BME
Clinical

%

BME
Non
Clinical

%

185
267

3.29%
4.76%

10
4

0.18%
0.07%

451
258
145
83
71
39
21
15
6
1
6
0
0
0
0
1548

8.03%
4.59%
2.58%
1.48%
1.26%
0.69%
0.37%
0.27%
0.11%
0.02%
0.11%
0.00%
0.00%
0.00%
0.00%
27.57%

15
4
7
3
3
1
1
0
0
1
1
0
0
0
0
50

0.27%
0.07%
0.12%
0.05%
0.05%
0.02%
0.02%
0.00%
0.00%
0.02%
0.02%
0.00%
0.00%
0.00%
0.00%
0.89%

5792

100%
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2018 Working on a total Staff Figure of 5713
2018

White
Clinical

Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
Band 9
VSM
Consultants
Non Consultants Career grade
Trainee Grades
MD + Other
Total

0.00%
0.37%
1.40%
0.19%
0.88%
0.49%
0.33%
0.05%
0.04%
0.00%
0.04%
0.00%
0.00%
0.23%
0.07%
0.09%

White
Non
Clinical
187
259
438
271
139
94
72
32
27
12
4
0
10
1
24
13

5

0.09%

243

4.25%

%

BME
Clinical

%

0
276
722
188
811
1088
466
132
24
15
5
0
1
53
24
13

0.00%
4.83%
12.64%
3.29%
14.20%
19.04%
8.16%
2.31%
0.42%
0.26%
0.09%
0.00%
0.02%
0.93%
0.42%
0.23%

0
21
80
11
50
28
19
3
2
0
2
0
0
13
4
5

21

0.37%

3839

67.20%
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3.27%
4.53%
7.67%
4.74%
2.43%
1.65%
1.26%
0.56%
0.47%
0.21%
0.07%
0.00%
0.18%
0.02%
0.42%
0.23%

BME
Non
Clinical
9
4
12
9
4
4
3
1
1
0
0
0
0
1
1
0

0.16%
0.07%
0.21%
0.16%
0.07%
0.07%
0.05%
0.02%
0.02%
0.00%
0.00%
0.00%
0.00%
0.02%
0.02%
0.00%

21

0.37%

2

0.04%

1604

28.08%

61

1.07%

%

%

5713

100%
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Annex B
WRES Action Plan – September 2018
Action

Outcome

Due By

Progress Review

Adoption of the WRES
Action Plan

To ensure that there is a
consistent approach to working
towards compliance for April
2019 and that the Trust is
aware of this Action Plan and
the requirement for further
reporting.

September 2019

Draft plan to be agreed by the
Equality and Diversity Steering Group
and then sent to the Trust Board for
confirmation.

Ensure the WRES is part of the
Strategic Equality Objectives for
the Trust

Ongoing

Inclusion of the WRES
Action Plan in the
Trust Equality and
Inclusion
Implementation
Scheme

Areas already included are:
• HR Strategy – Workforce
Recruitment and Retention
Plan
• Learning and development
programmes
• Estates - Improvement of
Accessibility
• Public and Patient
Experience Group
• Staff Health and Well Being
Group
• Security Advisory Group
• Continuous Service
development
• Communication –
Accessible Information
Standard
• Translation and
Interpretation Services

Dorset HealthCare WRES/Sept 2018/updated with Action Plan

Once adopted the WRES Action Plan
will be made public and shared on the
Trust Internet and Intranet.
3 year Equality and Diversity
Objectives are currently being
refreshed and will include the WRES
These will be sent to the Trust Board
for sign off before publishing under
the Equality Delivery System.

Lead
HR Director
Communications Director
Equality and Diversity
Manager

HR Director
Communications Director
Locality Directors
Equality and Diversity
Manager

14 | P a g e

Action

Outcome

Make an assessment
of the Trust position in
terms of the WRES by
benchmarking the
results published by
NHS England in
January 2018

To look for ‘Best Practice’ and
share methods of approaching
similar issues.

Further develop
‘Unconscious Bias’
training and
information for Line
Managers and
recruitment staff.

A Cultural Awareness DVD has
been purchased and made
available on the Trust Intranet.
This is being used as part of the
Level 3 Equality and Diversity
Training. Staff are also being
signposted to this resource
through the regular e-bulletin
and HR matters newsletter.
To work towards increasing the
level of satisfaction across this
indicator

BME Staff engagement
continues be a focus.
An email group has
been set up to send
relevant information
direct to BME Staff.
This includes local
events and training
opportunities
internally or externally.
BME Staff have also
featured in a number
of key Trust
promotions and
recruitment activities.
A close monitoring of
the take up of
leadership courses by

BME Staff also feel supported
by the Trust to take positive
steps for career progression
and remove any barriers
perceived or otherwise.

Dorset HealthCare WRES/Sept 2018/updated with Action Plan

Due By

Progress Review

Jan 2019

From the WRES report the Trust is in
line with other similar organisations
that provide community services and
Mental Health.

April 2019

The largest area of concern is in Q17
where the difference between White
and BME Staff is 2-3 times higher.
A closer analysis will be made from
the 2016-17 responses.
Additional awareness has been
incorporated into Staff Recruitment
and Interviewing Training.
Monitor the evaluation of this training
to ensure it meets the expectations of
staff and develop further supporting
tools as required.

April 2019

BME Staff feel supported by the Trust
to take positive steps for career
progression and remove any barriers
perceived or otherwise.
By the analysis of the Staff Survey
results and feedback from
engagement events.

Lead
HR Director
Equality and Diversity
Manager

Equality and Diversity
Manager
Learning and Development
Team

HR Director
Governing body
Equality and Diversity
Manager

Continuous conversations ensuring
relevant opportunities are promoted in
a way that BME Staff feel supported
to achieve.
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Action

Outcome

Due By

Progress Review

Lead

On Going

To sustain the BME representation at
Board Level

Board Recruitment Process
Lead

Establish links with local and national
BME recruitment agencies

HR Services

BME staff is ongoing.
To promote
recruitment links for
any future NED
positions with
organisations that
support diversity

Share recruitment information
through recognised diverse
organisations and recruitment
agencies

Ensure that a list of
vacancies are
periodically forwarded
to organisations the
support diversity

BME organisations are more
aware of local vacancies and
may encourage more
applications from these
communities

On Going

Continue to monitor
visible BME staff
specifically on the
5,6,and 7 indicators of
the WRES

Enable better understanding
around areas to improve.

Dec 2018

Identify any trends in locations
or staff groups
Additional support for all visible
BME staff through a Staff BME
Network.
Analysis of the additional BME
Staff survey.
This will help identify possible
gaps in career progressions.

Retention interview of
BME staff at same
post or level for three
years to evaluate
Highest % BME Staff in Nonreasons why they have Clinical and Clinical
not progressed and
Employments is Band 4 at 3%
appraisal paperwork to
include progression

On Going

To increase the BME representation
at Senior Management Levels in the
Trust

Equality and Diversity
Manager
HR Services
Equality and Diversity
Manager

Close monitoring of the Visible BME
Staff Survey results 2018-19 and
looking to make year on year
improvements.

HR Director

To continue to encourage BME Staff
in particular to complete the Staff
Survey to increase the %
representation in the results.

Equality and Diversity
Manager

This will need to be built in to the
Appraisal Process Guidance for
managers and supporting information
for all Staff.

Learning and Development

Organisational Development
Lead

Locality Managers
Services Managers

Close monitoring of the Staff turnover
data.
Close monitoring of the BME Staff
take up of Career Progression

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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Action

Outcome

Due By

Progress Review

Lead

Courses.
Collation of the WRES
data

Fifth year assessment

Publication of WRES
report

To meet the NHS England
requirements

April 2019

August 2019

Compare results to 2017 & 18

Set further objectives based on the
comparison.

Equality and Diversity
Manager
ESR Systems Advisor
HR Director
Equality and Diversity
Manager

Dorset HealthCare WRES/Sept 2018/updated with Action Plan
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Agenda Item 17

Council of Governors Regulatory Dashboard
Part 1 Board Meeting 26 September 2018
Author

Matthew Metcalfe

Purpose of Report

To present the Council of Governors Regulatory Dashboard to be
presented to the Council of Governors on16 October 2018

Executive Summary
The Trust is achieving the required level of performance in all but one of the indicators in the Single
Oversight Framework. The exception is the Quarterly Data Quality Maturity Index MHSDS dataset
score (and an explanatory narrative is included in the report)
Our budgetary position is £0.4m behind plan and £0.6m ahead of control total. The forecast indicates
breakeven against both budget and control total.
We have achieved £4.8m (55%) of our annual CIP target. Full year forecast shows £0.9m under
achievement .
Capital Expenditure YTD was £2.2m to August and forecast to be on plan at £21.5m. The full year
forecast is being reviewed during September.
Agency expenditure was £1.9m. This is below both our NHSI cap (£2.7m) but above our internal
threshold (£1.8m).
The Trust is achieving a Finance Score of 1 under the Single Oversight Framework (best possible
score).

Recommendation

The Board is asked to approve the dashboard for submission to the
Council of Governors on 16 October 2018.

Council of Governors
Dashboard

Governors’ Dashboard - August
NHS Improvement: Single Oversight Framework position
The Trust is below threshold on one Single Oversight Framework indicator: the Quarterly Data Quality Maturity
Index Mental Health Services dataset (MHSDS) score. Additional narrative regarding the decline in performance is
on page 3.
We expect to be within threshold for all indicators in Quarter 4 however this position may change going forwards.

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Current
reporting
month
Aug-18

98.11%

97.90%

98.31%

98.01%

97.07%

98.27%

96.63%

95.92%

95.00%

95.00%

96.81%

96.80%

95.33%

within target

99.63%

98.68%

99.89%

99.74%

99.53%

99.46%

99.74%

98.49% 100.00% 100.00% 100.00%

99.63%

99.78%

within target

50%

85.00%

80.00%

61.00%

74.00%

57.00%

73.00%

70.00%

86.00%

93.00%

93.00%

76.47%

66.67%

60.00%

within target

50%

54.80%

55.80%

53.30%

53.60%

51.70%

56.30%

51.82%

53.44%

55.00%

55.00%

53.40%

52.00%

52.70%

within target

75%

81.20%

83.67%

84.32%

87.78%

90.76%

90.65%

92.22%

91.79%

93.09%

93.09%

95.13%

95.24%

94.73%

within target

Improving Access to Psychological Therapies
(IAPT) / Talking Therapies - waiting time to
begin treatment within 18 weeks

95%

99.70%

99.89%

99.90%

99.82%

99.78%

99.70%

99.90%

99.91% 100.00% 99.54%

99.91%

99.75%

99.91%

within target

Quarterly Data Quality Maturity Index MHSDS
dataset score

95%

not yet
available

within target

Metric Name
Target
Maximum time of 18 weeks from point of
92%
referral to treatment (RTT) in aggregate –
patients on an incomplete pathway
Maximum 6-week wait for diagnostic procedures 99%
People with a first episode of psychosis begin
treatment with a NICE-recommended package
of care within 2 weeks of referral (UNIFY2 and
MHSDS)
Improving Access to Psychological Therapies
(IAPT) / Talking Therapies - proportion of
people completing treatment who move to
recovery
Improving Access to Psychological Therapies
(IAPT) / Talking Therapies - waiting time to
begin treatment within 6 weeks

99.80%

99.80%

94.30%

Forecast
for Q4

NHS Improvement: Single Oversight Framework - additional narrative
The Trust is currently just below threshold for the Quarterly Data Quality Maturity Index Mental Health Services
(MHSDS) dataset score.
The score for this metric decreased from 99.8% in Quarter 3, to 94.3% during Quarter 4 2017/18; this is below the
Single Oversight Framework threshold of 95%.
The reduction is due to a change in reporting to include the primary reason for referral. This change has impacted
on every trust. Within Dorset HealthCare‘s MHSDS submission, 50% of patients have their primary reason for
referral recorded and this is on an improving trajectory. The reason for referral changed from being process led
which could be recorded by any staff, to a clinical function which can only be completed once the referral has been
appropriately screened. This means that older referrals with administrative reasons are classed as invalid. As these
older referrals close performance will improve. Dorset Healthcare’s primary reason for referral in the DQMI is above
the national Trust average of 41% and the CQC Insight report shows an improving trend to Feb 2018.

Strategic Financial Indicators - August
Aug-18
Indicator
Control Total
CIP
Capital Programme
Agency Expenditure
Finance Score
(formerly Use of
Resources)

Year End
Performance YTD Forecast
£000
£000
Exception Report
1,153
2,296 584k ahead of plan YTD. Forecasting to be on plan at year end
55% of the 18/19 CIP target has been banked at M5. Forecast £0.9m below
4,799
7,800 plan
£2.3m below plan YTD. Forecast on plan for year end. Full year forecast is
2,181
21,453 being reviewed with anticipated reforecast in month 6
YTD and forecast within NHSI ceiling although both above internally set
1,954
4,358 plan.
1

1

This rating is assigned by NHSI and is derived by averaging Trust scores across
all Finance metrics on the Single Oversight Framework.

