Board Meeting
A virtual meeting will be held Wednesday, 6 October 2021 commencing at 1:00pm
If you are unable to attend please notify Fran Bramley on francesca.bramley@nhs.net.
Yours sincerely,
Andy Willis
Chairman
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Agenda Item 3

Patient Story
Part 1 Board Meeting 6 October 2021
Author

Rachael Pankhurst, Patient Experience Facilitator

Purpose of Report

To consider the experience of a patient and alternate approaches to
care in mental health services.

Executive Summary

The report is being submitted to the Board for consideration, reflection and to highlight the positive
experience of care received from START (Support, Transition and Recovery Team) – Dorchester
and how the overall care received had a positive impact for the patient.

Recommendation

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

The service user was assisted in providing the story by Rachael Pankhurst, Patient Experience
Facilitator.
The story of Issy McGowan highlights her personal experience and recovery due to the involvement
of START. START works alongside community mental health teams, offering person centred,
focussed and time-limited interventions. These are embedded within their ten principles of
recovery.
The ten principles
1. Recovery and social inclusion
2. Strengths and personal aspirations for recovery
3. Accessing the local community
4. Promoting the value of daily structure
5. Validation of personal experiences
6. Exploring and learning about mental health
7. Promoting the value of paid work
8. Promoting the value of social networks
9. Linking with local communities
10. Working with not doing for
Issy was initially under the care of her local CMHT team. She was later sectioned to inpatient
services when her mental health reached its lowest point. When START became involved in Issy’s
care, her mental health started to improve. It was their informal approach that enabled Issy to build
confidence and be discharged from CMHT after the progress she made. The team delivered high
quality personalised care in her local familiar community surroundings. Issy received valuable
support and she felt the team communicated with her well.
The START team promote patients to be more active, access community activities, have fun and
make friends. They support patients to find voluntary and paid work and help access further
education and training. They support patients to work towards personal goals and aspirations. The
team’s approach and models of care and the impact it has on the patients are described in the
story.
Issy shares she experienced both inpatient and community mental health services. However, Issy
is clear that it was the approach of START she credits with her recovery. Under the CMHT Issy
believed any progress she made would ultimately lead to being discharged without any ongoing
support. In her own words Issy now realises she sabotaged her discharge to avoid having no
support.
Issy came forward with her story to highlight her experience. Recounting her journey Issy greatly
thanks and appreciates the help she received. With encouragement she grew in confidence, and
ultimately felt supported throughout her journey. Issy credits the START team for saving her life.
A video has been recorded and has been made into an illustrated video for the Trust Board.

Feedback from Hannah Saunders, Support Time and Recovery Worker, Dorset HealthCare
When I first met Issy to assess her she would hardly look me in the eyes. Her anxiety was evident
in her behaviour and her posture. She had closed herself off to the outside world. I began going on
walks with Issy, knowing that nature has a calming effect on people, and work on building up a
therapeutic relationship. We would talk about everyday topics, purposefully drawing her mind away
from her issues and stresses, and slowly Issy began to build trust in me. She would tell me about
her life, her family, past jobs, and relationships. Issy would tell me about her worries and her hopes
for the future. When Issy began forward thinking and not feeling stuck in the moment I knew she
was ready for more.

Issy began attending START's coffee group in Dorchester town. She had assisted me and another
client in finding a suitable environment. This responsibility had given her a meaningful task and was
a good distraction from her mental health concerns. Over time Issy began to really relax into the
group. I would introduce her to other clients and Issy became almost like a befriender, her own
experience had given her that empathy and understanding. I saw her anxiety lessen, she relaxed
and smiled, and really began to show the benefit of talking to like-minded people.
Then I organised the art and photography groups. Issy was a keen attendee to this. She was
always willing to share her photography knowledge with the rest of the group and go out of her way
to make new people feel welcome. Issy even made birthday cakes and arranged presents to show
her much she valued other clients. She was the bubbly, kind, always smiling one of the group, and I
saw how this affected other people in such a positive way.
We entered photography and art exhibitions and the encouragement received from this enabled
Issy to have the self-belief to enter local competitions in which she did really well. She set up an
Instagram account for her photography and art which reinforced her self-belief through the many
likes her posts received from other accounts.
At this stage, and knowing how confident and capable Issy was, I encouraged her to look for
voluntary work. That’s where Issy’s amazing journey with the Dorchester Volunteer Centre began
and where she remains now as an integral part of the team. I have taken new clients to see Issy
and witnessed how she works, and I could not be prouder of how much she has achieved.
I have worked for the NHS for 21 years now and I am happy to say that working with Issy has been
my greatest pleasure as well as my biggest achievement to date.
Feedback from Rachel Smith, Service Manager, Dorset HealthCare
START was created in early 2016, it was created as a 2-year pilot project within the Dorset Central
Locality by my manager Gary Cure. START are a secondary care mental health service who aim to
bridge the gap between primary and secondary mental health services.
Drawing on the support and expertise of the people who access our services, as well as our
community partners, to provide sustainable recovery and wellbeing opportunities for clients in their
own communities. Building resilience, self-reliance and ultimately moving away from mental health
services.
Research has shown that people recover better and sustain recovery for longer when they are well
supported in their communities. We do this by offering a range of group and 1:1 interventions,
including paid employment and volunteering, to social inclusion and sports in mental health
recovery.
START attempt to support clinical treatment services by offering an alternative and creative
approach to recovery and supporting clients in their own communities.
START was recently benchmarked by the Mental Health Integrated Community Care (MHICC)
review as an example of national best practice.

START (Support, Transition and Recovery Team) - Feedback
Department/Ward/Unit: START (Support, Transition and Recovery Team)
Triangulation data: 01/08/2020 – 31/07/2021
Friends &
Family Test

100% would recommend the service, this is based on one FFT response given.

Complaints

Nil.

Compliments
& categories

The
most
frequent
category
of
compliment was Good care provided to
the patient (general, medical, nursing).
*compliments can cover more than one
category.
Survey
Comments
Sentiment
Analysis

Examples of comments

No negative comments were
received in this period.

Service
Developments
and
improvement
due to patient
feedback.
(YSWD)

No service developments have been recorded during 2020/21.

NHS Choices
Reviews/
Online
Comments

Nil.
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Minutes of a virtual meeting of the Board of Directors held at 1pm on Wednesday,
4 August 2021
Present
Andy Willis
Eugine Yafele
Heather Baily
Andreas Haimbock-Tichy
Sir David Haslam
Steve Peacock
Tristan Phillips
Des Pullen
Dawn Dawson
Kris Dominy
Matthew Metcalfe
Nicola Plumb

Chairman
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Nursing, Therapies and Quality
Chief Operating Officer and Deputy Chief Executive
Director of Finance, IM&T and Estates
Director of People and Culture

In attendance
Fran Bramley
Andy Dean
Keith Eales
Jacqueline Stratford

Business Manager to the Chief Executive
Deputy Medical Director
Trust Secretary
PA to the Chairman

Apologies
Faisil Sethi

Medical Director

Governor Observers
Becky Aldridge
Colin Mitchell
Stephen Churchill
Hattie Taylor

Partner Governor, Dorset Mental Health Forum
Public Governor, Poole
Staff Governor
Staff Governor

60/21 Welcome and Apologies
The Chairman welcomed Board members and reported the apology received.
61/21 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.

62/21 Patient Story
The Board heard the story highlighting the experience of patients receiving the
COVID-19 vaccine at the Bournemouth International Centre.
Board members considered that the story highlighted the overwhelmingly positive
experience of patients. The negative feedback received had been acted upon. It was
noted that there had been no negative feedback in respect of staff attitude.
Board members highlighted the success of devoting significant resources to address
a particularly challenging issue in a short timescale. Replicating this approach could
be an option for other particularly challenging issues. The Chief Executive
commented that feedback from patients had highlighted their expectations about
service delivery and, whilst resources could be a restraint, adopting a similar
approach could be a possibility.
The Board noted the story.
63/21 Minutes: 19 May 2021
The Board approved as a correct record the minutes of the meeting held on 19 May
2021.
64/21 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings. It
was noted that all actions had been completed.
The Board noted the report.
65/21 Chairman’s Report
The Chairman updated the Board on his recent areas of work, including:


The Council of Governors development day which had focused on a number
of key areas, including how the Council could engage with the integrated care
system, how it could develop links with other Councils of Governors in Dorset
and how it could enhance its outward focus; and



The proposed timetable for replacing David Brook as a Non-Executive
Director, commencing in late September/early October.

The Board noted the report from the Chairman.
66/21 Functions, Governance and Accountability Framework for the Integrated Care
System Board
The Chief Executive submitted a report setting out the draft principles which would
underpin the Dorset Integrated Care System (ICS) functions and the design for the
Dorset ICS Board.
The Chief Executive advised that, following the publication of the Health and Social
Care Bill, the Dorset partners had been developing the functions, governance and
accountability framework for the new ICS and its Board.
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The Chief Executive gave an overview of:









The purpose of the Dorset ICS;
The values upon which the Dorset ICS was founded;
The current position in respect of Dorset’s strategic objectives;
The principles on which the governance of the ICS Board should be built;
The principles on which the accountability arrangements should be built;
The principal role, responsibilities and accountabilities of the Board;
The Dorset ICS NHS Board’s levels of authority and influence; and
The potential structure and membership of the Board and its sub-committees.

In supporting the broad approach to the development of the functions, governance
and accountability framework Board members commented:


Further discussion would be required with regard to risk within the framework,
which continued to remain with the providers in the ICS;



There was merit in keeping the ICS Board small and to delegate functions
wherever possible, on the basis of the principle of subsidiarity, to partner
organisations



The conflict resolution arrangements and process were not clear within the
framework;



The expectations in respect of collective responsibility for decisions by the
ICS Board should be emphasised within the framework;



The framework would benefit from an explanation of the impact on
accountability of existing provider trusts in the new ICS structure; and



It would be important to ensure that the two local authorities in Dorset had
appropriate representation on the ICS Board and in the framework.

The Board:
(a) Noted the report;
(b) Confirmed its support for the ‘direction of travel’ as to how the Dorset ICS
would be set up; and
(c) Agreed to support the views expressed at the meeting in respect of areas
requiring further clarification and development in the Dorset ICS
framework.
67/21 Chief Executive’s Report
The Chief Executive gave a verbal report to the Board on key issues. The briefing
included:


The position in respect of COVID-19 in Dorset, where the number of
infections was falling. The number of hospitalisations remained small but was
increasing;



Over one million COVID-19 vaccinations had been given in Dorset. Guidance
was awaited on the next age group to be offered vaccinations;
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The Trust had paused, along with other NHS organisations, lifting the
infection prevention and control guidance introduced in response to COVID19 pending the impact of the national lifting of restrictions;



The pandemic was continuing to impact on staff, with a number isolating, and
services;



The opening of the minor injuries units, which had closed during the
pandemic, operating through a booking system;



The considerable pressures within the Dorset system as demand for services
continued to increase;



The continuing discussions in respect of the Dorset ICS framework, with an
anticipated commencement date of Spring 2022 for the new Board; and



The continuing work on the eating disorders provider collaborative, which
would be reported to the Board for consideration and possible approval in
September.

The Board noted the report
68/21 Board Integrated Corporate Dashboard June 2021
The Chief Operating Officer and Deputy Chief Executive submitted the dashboard,
drawing on data for June. Executive Directors highlighted key aspects of the
dashboard.
Executive Directors drew attention to:



Technical issues with the Ulysses system which was impacting on the
reporting of metrics;



One NHS England/NHS Improvement patient safety alert which was
outstanding, which had been delayed due to the impact of COVID-19;



All risk assessment metrics achieving the 95% completion threshold in June;



Three episodes of under-18 restrictive interventions in June all involving the
same patient;



8.6% of clients being in employment in June, which reflected the national
average;



The significant increase in the Family and Friends Test response rate, with
93.8% of respondents likely to recommend the Trust as a place of treatment;



56 occupied bed days in respect of out of area placements in the month,
attributable to three patients;



The metric in respect of Steps to Wellbeing clients completing treatment and
moving to recovery which, at 49.3%, was just below the 50% threshold in
June;
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The metric for the maximum six-week wait for diagnostic procedures which, at
98.8%, which just below the 99% threshold in the month;



The completeness of patient ethnicity data metric where the Trust position
was 91.8% against a 100% threshold;



The data quality maturity index where the Trust score, at 88.2% was below
the threshold (95%) but above the national average; and



The reduction in the data quality rating for staff turnover to medium.

The Director of People and Culture gave an overview of the staffing data in respect of
turnover, reasons for staff leaving, recruitment, vacancy rates and sickness absence.
It was noted that there were pressures on services, and consequently staffing, across
many areas of the Trust with a number of ‘hot spots’ of staff shortages. Alongside
this, there were a number of roles into which it was hard to recruit staff, reflecting
national shortages.
Board members discussed the increasing staffing pressures highlighted in the
dashboard and the reports on the staff survey and the Board Assurance Framework.
A number of observations were made:


It would be important to identify those services most at risk from a workforce
sustainability perspective;



Alongside this, consideration should be given to those services which could
be scaled back in response to the workforce challenges;



The impact of workforce pressures on service quality would need to be
recognised;



The data presented to the Board should be reviewed to ensure that it
accurately reflected the staffing pressures and particular ‘hot spots’ in terms
of recruitment and retention;



managers were under particular pressure in ensuring service sustainability in
a number of areas and it would be important to identify the ways in which they
could be supported in their role;



retention would require as much attention as recruitment and might require
the identification and adoption of novel solutions;



given the national workforce shortages, options for delivering aspects of
services through a digital offer, to reduce the workforce requirement, merited
significant investigation; and



it would be important to ‘future-proof’ the workforce solutions.

It was considered that a Board sub-group should be established to develop proposals
for wider Board consideration.
The Board:
(a) Noted the dashboard for June; and
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(b) Agreed that the Chairman and Chief Executive would discuss further the
establishment of a Board sub-group to consider options for addressing the
workforce challenges discussed at the meeting.
69/21 Trust Finance Report for June 2021
The Director of Finance, IM&T and Estates presented the Finance Report for June
2021.
The Board noted that, at the end of the month, the Trust had achieved a surplus of
£0.8m, which was £0.9m behind budget.
Agency expenditure had decreased in the month, to £497,000, but remained high.
The Board noted the processes introduced by the Executive to provided additional
assurance that expenditure would reduce to planned levels.
The Board noted that £188,000 cost improvement programme savings had been
banked in the month, which was in line with plan. The overall target was £1.1m for
the half-year.
The Board noted that capital expenditure was £400,000 year to date against a plan of
£1.6m.
The Director of Finance, IM&T and Estates advised that national guidance on
financial planning for the second half of the financial year was not anticipated before
September 2021. It was likely to be a continuation of the arrangements in place for
the first half of the year but with a higher cost improvement requirement.
Clarification was sought on the reasons for the adverse budgetary position in respect
of consultancy fees. The Director of Finance, IM&T and Estates advised that this
represented expenditure to bring in essential expertise to the Trust. It was likely to be
a temporary adverse budgetary position.
The Board noted the Finance Report for June 2021.
70/21 2020 Staff Survey Results and Actions
The Director of People and Culture submitted a report on actions being taken in
response to the findings of the 2020 staff survey.
The Director of People and Culture gave an overview of:


The Trust approach to using the NHS annual staff survey results;



Corporate initiatives being developed and implemented which were informed
by staff survey findings;



The methodology adopted for gathering feedback from teams about how they
were using the results; and



Examples of the activity and initiatives being introduced at a local level.

Board members welcomed the range of actions and initiatives being introduced to
address the findings. Further clarity was sought on the timescales and target dates
for the implementation of these actions and initiatives. The Director of People and
Culture undertook to distribute this to Board members outside the meeting.
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Board members sought clarification on the approach being taken by the Executive to
ensure that implementing the agreed actions remained a high priority for staff.
Clarification was also sought on the action being taken in respect of those service
areas that had not engaged with developing local action plans in response to the
survey results. The Director of People and Culture undertook to discuss this further
with the Executive and advise Board members accordingly.
The Board:
(a) Noted the report; and
(b) Agreed that the Director of People and Culture would provide further
information to Board members on:


timescales and target dates for the implementation of actions and
initiatives in response to the 2020 results;



the approach being taken by the Executive to ensure that
implementing the agreed actions remained a high priority for staff;
and



the action being taken in respect of those service areas that had not
engaged with developing local action plans in response to the
survey results.

71/21 Board Assurance Framework Quarter One 2021/22
The Trust Secretary submitted the outcome of the quarter one review of the Board
Assurance Framework for 2021/22.
The lead Director for each risk had provided a summary position statement in each
risk, which formed part of the report to the Board.
The Trust Secretary advised that the Executive, in reviewing the quarter one position,
had highlighted the continuing considerable uncertainty surrounding the strategic
risks. This had led to an increase in the scoring on the risks in respect of
sustainability and workforce. The lead Directors for these risks provided further
information in respect of the areas of concern.
The Board discussed whether or not the increased risk scores should be accepted.
The Chairman commented that the increasing risk in respect of sustainability and, in
particular, workforce reflected the discussions that had taken place earlier in the
meeting. The absence of clear mitigating actions to manage the increasing risk was
reflected in the decision to establish a Board group to address a number of concerns
in respect of workforce. The outcome of this further work was intended to identify
mitigating actions to control the increased risk.
Board members commented that a potential area of significant risk for the Trust
would result from more than one of the strategic risks occurring in a similar time
period. It was considered that the potential for this would merit discussion at the
strategic scenario planning session to be held on 1 September.
The Board noted the outcome of the quarter one review of the BAF.
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72/21 Freedom to Speak Up (FTSU) Annual Report 2020/21
The Director of Nursing, Therapies and Quality introduced the 2020/21 Freedom to
Speak Up Annual Report on behalf of the FTSU Guardian.
The Director of Nursing, Therapies and Quality gave an overview of the report and
explained that over the year 101 staff had raised concerns, an increase on five from
the previous year.
The Board noted the main themes arising from the cases, key activities undertaken
during the year, the experiences of BAME staff, raising the profile of FTSU and
learning from activities and cases in the year.
The Chair of the Audit Committee advised that, when the Annual Report had been
discussed at its recent meeting, the FTSU Guardian had highlighted the support of
the Executive in her work.
The Deputy Chair advised that the six-monthly FTSU meeting had been held earlier
in the day and considerable assurance had been taken by those Board members
present from the arrangements in place and the work of the Guardian.
The Board noted the FTSU Annual Report 2020/21.
73/21 External Governance Review: Partnerships and Public Engagement
The Director of People and Culture submitted a report setting out proposals in
response to the external governance review recommendations covering strategic
partnerships and external engagement.
The Director of People and Culture reminded the Board that the external governance
review had concluded that:


The Trust could develop a clearer picture of the impact of the various
partnerships in which it was engaged. It was hard to form an impression that
this oversight was taking place at Board level, and it appeared to be held
instead by the Executive team; and



There was a carefully planned and fully devolved public and patient
engagement and communication process across all of the Trust’s teams,
backed up by a new strategy. These needed to be brought together to align
key messages and to allow the Board to oversee them, and to facilitate
aggregated feedback from this granular approach.

The Director of People and Culture advised that it was proposed to address the
conclusion in respect of strategic partnerships as an explicit part of the annual review
of progress against the Trust strategy. It was recognised that it would be important,
as part of this work, to identify the Trust strategic partners. It was confirmed that the
annual review would encompass the provider collaboratives that the Trust was
engaged with.
With regard to external engagement, it was proposed to submit to the Board a biannual public engagement report which would include a forward look and key
messaging.
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The Board agreed:
(a) That an annual review of the impact of strategic partnerships be completed
as an explicit part of the annual review of progress against the Trust
strategy; and
(b) That a bi-annual public engagement report, to include a forward look and
key messaging, be submitted to the Board.
74/21 Medical Revalidation
The Board received a report setting out the arrangements in place for the appraisal
and revalidation of all medical staff for which the Trust was the Designated Body.
The Board noted:


The number of doctors with a prescribed connection to the Trust;



The number of doctors having an appraisal in the 2020/2021 appraisal year;



The number of doctors who had revalidated in 2020/2021 and the number of
doctors who were deferred;



The governance arrangements in place;



The overall systems in place to support the appraisal and revalidation process
and provide quality assurance.

It was noted that, whilst clinical supervision was a separate activity, the dashboard
had highlighted concerns in respect of maintaining this at an appropriate level. It was
recognised that medical supervision represented one element of the overall clinical
supervision activity.
The Board noted the report.
75/21 Reports from Committee Chairs
Transformation and Investment Committee: 17 June 2021
The Chair reported that the Committee had focused on the first two years of the
transformation programme, the investment programme to support this, the
development of provider collaboratives as engines for improvement and the quarter
four position in respect of the sustainability strategic risk.
The Chair of the Committee highlighted the discussion at the meeting as to whether
or not the Trust was being sufficiently ambitious in removing costs through the digital
and smarter working programmes as a way of making available resources to support
other aspects of the transformation programme. This would be discussed further at
the next meeting.
Mental Health Legislation Assurance Committee: 7 July 2021
The Chair of the Committee highlighted the discussions at the meeting in respect of
the progress with the Committee’s work programme and the three specific themes
that had been identified for investigation, the mental health legislation dashboard, the
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Care Quality Commission inspections assurance report, the outcome of a deep dive
into the reasons for the increase in the number of Mental Health Act assessments
and progress with the Section 12 task and finish group.
Audit Committee 19 May and 14 July 2021
The Chair of the Committee advised that the meeting on 19 May had reviewed the
Annual Report and Accounts 2020/21 and associated reports from internal and
external audit. The Committee had also reviewed its terms of reference, which were
submitted to the Board for approval.
The meeting on 14 July had reviewed the draft risk management strategy and
identified areas for further development before its submission to the Board. It had
also been briefed on the enhanced arrangements in place for the review of nonclinical risks.
The Committee had received the regular reports from internal audit and had
expressed concern at the continued changes made by the Trust to the timescales for
the implementation of recommendations. The Director of Finance, IM&T and Estates
would be discussing this with the Executive.
The Committee had also recommended minor changes to Standing Financial
Instructions.
Quality Governance Committee: 21 July 2021
The Chair of the Committee reported on the discussions in respect of matters
discussed at the Clinical Governance Group, the significant incident report, the
review of patient safety incidents resulting in harm, the learning from deaths
(mortality) report, the regular quality assurance report, the clinical risks exceeding the
risk appetite thresholds, a report on the Board Assurance Framework risks overseen
by the Committee and progress on the fit for the future programme.
Appointments and Remuneration Committee: 19 May, 23 June and 2 July 2021
The Chair of the Committee advised that, over the three meetings, the Committee
had discussed:


The outcome of the annual appraisal of the Chief Executive and Executive
Directors and objectives for 2021/22;



Employment tribunal matters;



New roles for the Trust-Chief Information Officer and Transformation and
Programmes Director; and



Organisational restructuring proposals.

The Board:
(a) Noted the reports from Committee Chairs;
(b) Agreed the revised terms of reference of the Audit Committee; and
(c) Agreed the amendments to Standing Financial Instructions.
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76/21 Questions from Governors and Members of the Public
There were no questions asked.
77/21 Review of the Meeting
Board members commented that the adoption of the circle of contributions at the
start of the meeting had assisted in focusing attention on areas of particular
importance. The two items on the agenda where the circle had been used had also
enhanced the quality of the overall discussion.
Board members commented that it would be important to return to at least some
face-to-face meetings as soon as possible.
78/21 Next Meeting
The next scheduled meeting of the Board would be on Wednesday, 6 October 2021
at 1.00pm.

Signed:

Date:

Andy Willis, Chairman
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Agenda Item 6

Matters Arising
Part 1 Board Meeting 6 October 2021

Minute
45/21

52/21

Topic
Matters
Arising

EDI
Priorities

Action
The Board

Lead
NP

(a) Agreed that the following actions would be
addressed in the proposed quarterly people
matters report:


Agreed that an assessment of the numbers of
staff departing and anticipated recruitment, with a
sensitivity analysis in respect of the key
assumptions, would be reported to the October
Board meeting;



A report on developing and delivering the
strategic approach to wellbeing, including the
discharge of the nine board principles.

Agreed that the Medical Director would confirm the
timescale for a report being submitted to the Board on
the outcome of the health inequality analysis being
undertaken.

1

Deadline Response
October
2021

Workforce report on the
agenda.

Wellbeing strategic approach
on the agenda.
FS

October
2021

The resourcing of health
inequality work and the
timescales for taking this
forward are under review. An
update is on the October
Board agenda to provide
further clarity on timescales.

Agenda Item 6

68/21

Integrated
Dashboard

Agreed that the Chairman and Chief Executive would
discuss further the establishment of a Board sub-group
to consider options for addressing the workforce
challenges discussed at the meeting.

EY/
AW

August
2021

Workforce metrics and
associated narrative to be
reviewed at October Board
meeting to inform decision as
to whether further action is
required with respect to a
Board discussion.

70/21

Staff Survey

Agreed that the Director of People and Culture would
provide further information to Board members on:

NP

August
2021

Briefing note circulated to
Board members on 27/09/21.



timescales and target dates for the
implementation of actions and initiatives in
response to the 2020 results;



the approach being taken by the Executive to
ensure that implementing the agreed actions
remained a high priority for staff; and



the action being taken in respect of those service
areas that had not engaged with developing local
action plans in response to the survey results.

Fran Bramley, October 2021
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Agenda Item 8

STRATEGIC APPROACH TO WELLBEING
Part 1 Board Meeting 6 October 2021
Author

Nicola Plumb, Director of People & Culture

Purpose of Report

To present the Health and Wellbeing (HWB) framework to the
Executive Committee for discussion and prior to submitting to the
Board

Executive Summary
This report presents our strategic approach to promoting and protecting the health and wellbeing
of our workforce.
In September 2020 the Trust Board agreed its strategic framework for the next five years,
including its overarching strategy and seven enabling strategies, one of which is the Workforce
and Organisational Development Strategy. Rather than maintain a separate strategy for health
and wellbeing, it is proposed that this framework sit alongside the existing Workforce strategy.
With a renewed focus on building the resilience of our staff in a very challenging year, we have
learned a huge amount about what works and what is needed. The framework is aligned to the
national NHS frameworks for People and wellbeing and has six key themes:







Self-compassion and responsibility
Compassion towards other and being inclusive
Openness and honesty about wellbeing and listening to others
The places we work are safe and healthy
We work flexibly
We all play our part in wellbeing

Appendix 1 of this report sets out how we are meeting the nine Board principles of wellbeing,
which is also aligned to the work of the Board Wellbeing Guardian role.
Recommendation

The Board is asked to note the strategic approach.
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1. Introduction
1.1

One of the four strategic ambitions in our strategy is to make Dorset HealthCare the
best place to work. The Workforce strategy sets out how we will do this through:





More staff and teams being empowered in a compassionate, inclusive and open
culture
Improved equality, diversity, inclusion and wellbeing for all
Increased workforce sustainability through transformation and modernisation
Improved workforce supply

1.2

Looking after our staff has always been important and never more so as we move
through the Covid pandemic and do not fully know the enduring impact on our
colleagues. In the NHS looking after our staff has evolved over time from providing
occupational health services that treat the symptoms of poor health, to a positive and
proactive commitment to protecting staff wellbeing, recognising that supporting
everyone to stay well is an essential component of a sustainable workforce.

1.3

Looking after our people, both their physical and psychological wellbeing, is
paramount in ensuring we can deliver safe, high quality
care. Our people have a
direct impact on clinical outcomes and the experience of our patients. We are clear
that when our people are well and happy, the experience and outcomes for our
patients improve.

1.4

Our strategic framework for wellbeing acknowledges the connection between work,
health and wellbeing, and commits to nurturing a culture where proactively looking
after ourselves and others is a central plank of the way we operate. It is also a key
part of achieving our strategic workforce aims.

2. Approach
2.1

The framework is aligned with the national NHS People Plan, the NHS Workforce
HWB framework and the People’s Promise. Together, these documents set out the
actions and standards NHS organisations need to implement to support staff feeling
well, healthy and happy at work.
The key elements are:
 We show self-compassion and take responsibility for our own health and
wellbeing (we are compassionate and inclusive)
 We are compassionate to and include others (we are compassionate and
inclusive)
 We are open and honest about our health and wellbeing and listen to others’
concerns (we each have a voice that counts)
 The places we work are safe and healthy (we are safe and healthy)
 We work flexibly (we work flexibly)
 We all play our part to improve health and wellbeing for everyone (we are always
learning and we are a team)

2.2

Our approach is to encourage both collective and individual responsibility for the
health and wellbeing of our people. The framework also focuses on prevention and
staying healthy, as well as ensuring a wide range of support is available when
needed.
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3. Health and Wellbeing framework
The six key areas of our framework are set out below.
3.1

We show self-compassion and take responsibility for our own health and
wellbeing

We will reinforce the importance of self- compassion and help staff to see that their own
health and wellbeing is just as important as that of their patients and colleagues. By caring
for ourselves we can offer high quality, consistent and compassionate care to our patients
and be there to support our colleagues.
Addressing the pressures of workload and introducing new ways of working will present
opportunities to shift the balance and cultivate a caring culture.
Our five priorities in self-compassion and taking responsibility for our own health and
wellbeing are:






Continuing to develop and grow our health and wellbeing information hub, providing
signposting to a range of information and resources
Improving access to health and wellbeing services for staff that support both mental and
physical health (e.g. physiotherapy, counselling, healthy lifestyles, nutrition, smoke free etc. )
though the Dorset Enhanced Wellbeing Hub – Here For You
Expanding the cohort of health and wellbeing champions and supporting them to grow their
remit in proactively encouraging people to care for themselves
Supporting people with caring responsibilities through the Carers’ Passport
Running focussed campaigns to encourage people to stay well, including flu and coronavirus
vaccination
3.2

We are compassionate towards others and include others

We know that compassion in the workplace makes a real difference and is a key component
to staff experience and wellbeing.
Being compassionate and inclusive means creating a workplace that brings the very best out
in all our people. It also means ensuring that every member of our team experiences a
sense of belonging and trust. We must understand, encourage and learn from colleagues
who have a diverse range of backgrounds and lived experiences
Discrimination, violence and bullying have no place in Dorset HealthCare and we will
continue to ensure people have a voice, feel listened to and help one another through
challenges and take action that makes a difference. This, in turn, will have a positive impact
on the health and wellbeing of these colleagues.
Our 5 priorities in compassion to and including others are:





3.3

Pursuing a robust and proactive programme of activity supporting equality, diversity and
inclusion (set out in our EDI priorities and actions).
Promoting and embedding our Freedom to Speak Up Guardian offer as a route to
support
Continuing to tackle and reduce incidences of bullying and harassment
Providing a reverse mentoring programme with a strong focus on health and wellbeing
Running a ‘look after each other’ campaign
We are open and honest about our health and wellbeing and listen to others’
concerns
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Prioritising the development and support of our managers in building more compassionate,
inclusive and open cultures in their teams will improve staff satisfaction and, in turn, patient
experience. We will ensure that our managers have the key skills, knowledge and ability to
support their teams to improve their health and wellbeing.
Alongside this we must introduce and embed prevention and an early intervention approach
to wellbeing and normalise health and wellbeing conversations in our day to day interactions,
clinical supervision, 1-2-1s and appraisals. This will ensure our people have a voice that is
listened to and acted upon and together we create a positive culture where concerns can be
raised openly and with confidence.
Our six priorities in being open and honest about our health and wellbeing and listening to
others’ concerns are:






3.4

Creating a personal wellbeing plan with every member of staff
Upskilling managers through the manager’s pathway work to have constructive and
productive health and wellbeing conversations with staff
Reviewing our approach to sickness and absence management to ensure we deal with it
with compassion, understanding and a constructive mindset
Valuing people’s lived experiences of mental wellbeing through the staff network like
Open Minds
Continuing our development as an organisation that listens and learns from the
experience and views of our staff
Running a “talk about it” campaign encouraging open conversations about health and
wellbeing
The places we work are safe and healthy

The safety and health of our people is paramount. We must ensure that our people feel safe
in their workplace and have the right spaces and opportunities to look after their own and
others’ wellbeing.
We will continue to risk assess our workplaces to ensure they are safe; this will be carried
out via workplace risk assessments undertaken by mangers and staff, guided by the
Workplace Assessment of Safety & Health (WASH) policy. We will make better use of space
and, wherever possible, provide places where staff can take breaks and time out including
wellbeing rooms, staff rooms and quiet areas.
Our four priorities in safe and healthy places to work are:





3.5

Through the Smarter Working initiative and other estates projects, we will develop
appropriate facilities and spaces to support staff health and wellbeing in our workplaces
We will continue to ensure safe workplaces through our Health and Safety activity
programme. This is captured within an annual work plan and measured against the NHS
Occupational Health & Safety Standards and reported annually to the Board.
We will continue to address instances of violence and aggression and support staff who
have been victims of this
We will continue to develop a suite of guidance around safe and healthy working

We work flexibly

To become the best place to work we must continue to build on our offer of flexible working
(when, where and how we work) from the moment a member of staff joins us and throughout
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their time with us. Getting this right for staff will mean managers and leaders working to
understand what each person needs through compassionate conversations and through role
modelling.
We recognise that 1 in 7 of our staff have caring responsibilities and that this can have a
significant impact on their work and their own health and wellbeing. We will do more for our
working carers, empowering them to have conversations about the support they need.
We will continue to establish need and opportunities for flexible/agile spaces (both team and
open zones) linking this to our Estates Strategy.
Our five priorities for working flexibly are:





3.6

Continuing to develop and deliver our Smarter Working programme, creating agile
workplaces and enabling flexible wherever possible considering business needs
Developing a flexible by default approach to recruitment
Promoting and embedding the Carers’ Passport across the organisation
Providing comprehensive guidance on new ways of working and promoting widely,
building on lessons learned during the COVID-19 pandemic
Encouraging conversations about flexible and smarter working, including in induction, 12-1s and appraisals
We all play our part to improve health and wellbeing for everyone

It is everyone’s responsibility to work collectively to improve our own and the organisation’s
health and wellbeing. We must all nurture a compassionate and inclusive culture that is
flexible and adaptable.
Our five priorities for all playing our part to improve health and wellbeing for everyone are:







Clear leadership on health and wellbeing from the Trust Board, including fulfilling the
Health and Wellbeing Guardian role to champion this framework and achieving the nine
principles as set out in the NHS HWB framework. Our progress against the nine
principles is set out at Annex A
Developing the role of the Health and Wellbeing Steering Group to ensure clinical and
non-clinical leadership and buy-in
Supporting and promoting national, system and local initiatives which help to address
health and wellbeing issues and concerns
Developing an ongoing staying well campaign, focussing on a range of themes as
appropriate throughout the year
Developing a range of support for staff with Long Covid

4. Delivery and evaluation of this framework
4.1

This framework aims to improve and maintain the health and wellbeing of all our
people. It is important to recognise that while there are some aspects of improved
health and wellbeing that can be measured in the short term, of greater importance is
consistent and constant improvement, which is measured through metrics such as
staff engagement, the NHS Staff Survey, and our workforce retention.

4.2

The actions associated with this framework sit across a number of work streams and
programmes. Progress against action plans will be monitored within projects and
programmes and an assessment of our impact and outcomes will form part of an
annual review of progress, not least through the feedback in the NHS Staff Survey.
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5.

Conclusion
We will continue to engage our workforce and seek their views on what matters most
and what would improve their experience of working for Dorset HealthCare. Listening
and learning from colleagues, and adapting our plans as needed, will continue to be at
the heart of our health and wellbeing approach so that we can be Better Every Day.
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Appendix 1, update on progress against the Nine Board Principles
Wellbeing principle

Current Assessment

Actions

The health and wellbeing of NHS
people and those working in the
NHS should not be compromised by
the work they do for the NHS











Where an individual or team is
exposed to a particularly distressing
clinical event, board time should be
made available to assure the board
and wellbeing guardian that the
wellbeing impact on those NHS staff
and learners has been checked



Regular assurance will be provided
to the wellbeing guardian to ensure
that wellness inductions are being
provided to all new NHS people on
appointment and to all learners on
placement in the NHS






116 health and wellbeing champions established;
proactively and regularly promoting wellbeing
activities in team meetings
Health and wellbeing conversation a component of
induction and will be checked at appraisal
Substantial wellbeing offer – including informal and
psychosocial activities - available and promoted
through all trust communications channels, HR and
occupational health
Staff have additional access to pan-Dorset wellbeing
service run by Dorset HealthCare, providing physical
and emotional support
Proactive programme to promote suicide awareness
and address the impact of suicide launched Q1 21/22
Health and wellbeing forms a key component of our
workforce strategy
Immediate access to support - including debrief following distressing events is provided via the
internal TEAR service
Short and medium-term psychological support
provided to teams and individuals via the Trust Head
of Psychology
Identifying the impact on individual wellbeing is a
component of the Serious Incident process; summary
reporting of Sis is locked in to the Trust quality
governance arrangements
Broader wellbeing conversations trialled early 2021
and will be rolled out to all staff from October 2021










Broader wellbeing
conversations trialled early
2021 and will be rolled out to all
staff from October 2021
Finalise and agree the pathway
for staff experiencing a mental
health crisis, October 2021
Strengthen the role and
influence of the trust-wide
health and wellbeing group,
ongoing

Review the TEAR service to
ensure sufficient capacity and
reduce reliance on one or two
key individuals
Include an anonymised
summary of any such events /
access to the TEAR service in
the quarterly people report
Monitor uptake via exception
reporting in the People Report
to the Board
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The wellbeing guardian will receive
assurance that all our NHS people
and those learning in the NHS have
ready access to a self-referral,
proactive and confidential
occupational health service that
promotes and protects wellbeing





The death by suicide of any member
of our NHS people or a learner
working in an NHS organisation will
be independently examined and the
findings reported through the board
to the wellbeing guardian






The NHS will ensure that all our
NHS people and learners have an
environment that is both safe and
supportive of their mental and
psychological wellbeing, as well as
their physical wellbeing





An in-house occupational health service is available
to all staff and an independent, anonymous, 24/7
Employee Assistance Service is available
The use and performance of the Occupational Health
service is monitored at the Health and Safety
Committee with any concerns escalated to the
executive Clinical Governance Group, which also
receives the minutes of the Health and Safety
Committee
Any further concerns would be escalated to the
Quality Governance Committee
Independent review is undertaken as part of the

Serious Incident process when appropriate
The Head of Psychology, in conjunction with the
executive team, will undertake a review of any death
by suicide by a staff member or learner and share the
findings with the executive and senior leaders
A suicide awareness and prevention programme has 
been developed in conjunction with a global expert on
suicide who is based at Bournemouth University. This
work will produce a learning and evaluation report in
Q4 21/22


A wide range of formal and informal, preventative and
treatment offers and services are in place for staff
and learner wellbeing
A strong network of health and wellbeing champions
is established; proactively and regularly promoting
wellbeing activities in team meetings
The work of the Health and Safety Team is reviewed
by the Health and Safety Committee and staff safety
is also reviewed via the Security Advisory Group





We commit to ensuring the
independent review of any
death by suicide of a staff
member and will formalise and
set out the process for this by
November 2021
The quarterly People Report
will include an anonymised
report of the outcomes of any
such review
The highlights of the suicide
awareness and prevention
report will be shared with the
Board via the quarterly People
Report
A Wellbeing framework has
been presented to the Board in
October 2021 detailing the
Trust’s approach to supporting
staff wellbeing
3 wellbeing rooms funded by
charitable funds, 1 open, 1
nearly complete, work will start
on the third site next month.
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The NHS will ensure that the cultural
and spiritual needs of our NHS
people and those learning in the
NHS are protected, and equitable
and appropriate wellbeing support
for overseas NHS people and
learners working in the NHS

The NHS will ensure the wellbeing
and make the necessary
adjustments for the nine groups
protected under the Equality Act
2010 (including consideration for
how intersectionality may impact
wellbeing)
The Wellbeing Guardian will provide
suitable challenge to the board to be
assured that the organisation is
working with system leaders and
regulators, to ensure that wellbeing
is given the same weight as other
aspects in organisational
performance assessment











Staff are encouraged to speak up through the
Freedom to Speak Up Guardian and Associates
A range of work is underway under the banner of ‘just
culture’ to improve management practice and ensure
people have fair experiences in our organisation
A spiritual staff network is chaired and led by
Chaplain Mike Oates, offering regular Teams drop ins
and other support
We regularly promote awareness and celebration of
religious and other cultural festivals
A total of 9 staff networks exist, each now with an
executive sponsor, to promote and further support
their activities
Chaplaincy services are available to staff
We give specific attention to our commitments under
the Equality Act 2010 through our dedicated Equality
and Diversity lead working with colleagues across the
organisation
9 staff networks exist and we remain open to any
staff member organising a network or community of
interest.
At its March 2021 meeting the Board resolved to
jointly fulfil the role of wellbeing guardian, recognising
the regular reporting of wellbeing-related data to the
Board, and recognising the importance of all
members taking responsibility for staff and learner
wellbeing









Updates on our wellbeing
activities will be included in the
quarterly People Report
Our first cohort of recent
international recruits arrived in
August 21 and we will work with
them and other overseas
colleagues about specific
support available to them
Evolution of the staff networks
will encourage consideration of
intersectionality
Each network has an executive
Sponsor to ensure staff
experiences inform decision
making at the highest level
Further updates on wellbeing
initiatives and their impact will
be reported through the
quarterly People Report
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Agenda Item 9

Organisational Approach to Data Management
Part 1 Board Meeting 6 October 2021
Author

David Markwick

Purpose of Report

To outline the approach to use of data within the Trust.

Executive Summary
The purpose of this paper is to provide an overview of the use of data and analytics within
the Trust. The paper outlines how the data warehouse is being developed, along with the
future ambitions of the use of that data throughout the Trust, with the goal of enabling a
data driven organisation.

Recommendation

1

The Board is asked to note the report.

1.

Data Warehouse and Business Intelligence

1.1

The development of the data warehouse and associated reporting will deliver a series
of linked datasets across the Trust, taking feeds of data from all electronic patient
record (EPR) systems, alongside corporate electronic systems (e.g. ESR, Ulysses,
eFIN).

1.2

The ultimate aim of the data warehouse is to make reporting available to all colleagues
within the Trust at a level and in a format that is most useful to the individual, providing
people with intelligence that supports data-led decision making, planning, service
improvement and transformation.

1.3

The data warehouse will enable the analytical function of the Trust to respond to more
bespoke requests for intelligence in a more agile fashion, ensuring that there is a
single version of the truth that can be presented throughout the organisation.

1.4

Since July 2020 a more structured approach to the development of the data
warehouse has been adopted to build on the foundations already in place and a
revised deployment plan has been approved by the BI Reporting Steering Group. The
group includes representation from across the organisation, helping better order the
priorities of the data warehouse and ensuring that there is communication out to all
areas of the Trust. The project has been broken down into seven stages, with each
stage relating to an organisational system / area of intelligence, namely:

1.5 Good progress has been made against the current Operational Systems Stage, which is
anticipated to complete by Q1 22/23. Beginning to run alongside the Operational
Systems Stage, Workforce data requirements are being specified ahead of incorporation
of this data into the data warehouse from Q4 21/22. This will be followed by Nursing &
Quality, Finance, Estates, Pharmacy and IT phases. The anticipated date of completion
of all data areas is Q4 23/24. Whilst the data warehouse will continue to evolve
indefinitely, the critical mass of reporting requirements will be served by this initial
development and reporting iteratively released throughout the next two years.
1.6 Alongside the development of the data warehouse, the Business and Performance team
are developing a suite of Power BI dashboards which have begun to replace the existing
reporting offer that has been in place across the Trust for a number of years. The
dashboards support colleagues to more easily self-serve and interact with the data,
which has not been so readily accessible previously. As additional data is published
within the data warehouse, accompanying Power BI content is released to make full use
of the wealth of data, ensuring that colleagues have access to the intelligence needed.
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1.7 It is crucial that colleagues are supported in understanding how they can make best use
of the new intelligence available to them. The intention of the project is to begin to enable
a cultural shift within the Trust to empower all colleagues to feel confident in the use of
data and intelligence. The Learning and Development team have been working with
Business and Performance to help develop a training offer to staff, including introductory
videos, face to face training sessions and the development of a leadership course on
how to use, interpret and analyse data. Alongside the training offer available, a Power BI
Champions group has been founded, with representation from 50+ staff from across all
areas of the organisation, as well as the more senior level representation at the BI
Reporting Steering Group.
1.8 There has been an investment in the Information Analysts within Business and
Performance to ensure that they have the skills and knowledge to make full use of Power
BI. There is a need to support the continued development of these colleagues and
training has been made available to the analysts within the Trust and as part of the
Wessex BI Centre of Excellence. The Centre of Excellence (CoE) has been established
to link business intelligence professionals across the wider region to share skills, best
practice in both tools and techniques, establish networks to address problem solving and
introduce a consistency of approach.
2. Population Health Management
2.1 Population Health Management (PHM) is defined as:
“PHM improves population health by data driven planning and delivery of proactive care to
achieve maximum impact. It includes segmentation, stratification and Impactability modelling to
identify local ‘at risk’ cohorts and in turn designing and targeting interventions to prevent ill health
and to improve care and support for people with ongoing health conditions and reducing
unwarranted variations in outcomes – Factors much wider than health and care services alone
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impact on health outcomes. These wider determinants must be taken into account in Population
Health Management”

2.2 The PHM approach will allow the Trust to make use of the data available to help better
understand the communities that Dorset HealthCare support. The current use of
intelligence within the Trust focuses on those people who are already known to our
services and how well they are treated. PHM will support the Trust in understanding
whether services are provided equitably across the whole population, including those
communities that do not currently receive appropriate or proportionate care, in terms of
access to services, as well as outcomes and experience of those services.
2.3 Dorset HealthCare are a key contributor towards the continued development of the ICS
PHM solution, the Dorset Intelligence Insight Service (DiiS). The DiiS links data from
across health and social care throughout Dorset, allowing all partner organisations
access to a suite of reports that support a population health management approach.

2.4 As well as regularly flowing data to the DiiS, the Trust takes feeds of data from the DiiS
to help supplement Trust reporting. The Business and Performance Team are currently
working with the DiiS, using population health data, alongside data from RiO and
SystmOne to provide a dashboard that will support the health inequalities programme
and aid health equity audits within the Trust as part of one of the key transformation
objectives this year. This is expected to be available by mid-October (prototype of
dashboard for Mental Health services is included as Appendix A).
2.5 As the data warehouse matures and more data is shared between the DiiS and the
Trust’s data warehouse, population health data will begin to be included within Trust
reporting, with the DiiS being the comprehensive PHM solution for the ICS, using data
provided by Dorset HealthCare and other partner organisations.

3. Predictive analytics
3.1 Alongside the development of the data warehouse, continued support of the ICS
population health management approach and integration of DiiS / PHM data with existing
Trust data, there is an ambition to make greater use of predictive analytics and
associated technologies.
3.2 The use of predictive analytics and data science will support the Trust in predicting the
impact of current models of care along with the effect of any potential service and Trust
transformational change. Current use of intelligence within the Trust focuses on a
retrospective view and explains what has happened. The use of predictive analytics will
enable the Trust to use the data available to prospectively forecast what is likely to
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happen and to be able to tweak the forecast model for different scenarios and
interventions allowing the organisation to make decisions with evidence to support, or
challenge, the hypothesis.
3.3 In order to deliver this there is a need to have a solid platform from which to work (the
data warehouse) and the resource and skills within the Trust.
3.4 The development of the data warehouse will satisfy the first requirement, but investment
(in terms of training and / or people) is needed if we are to move from an organisation
that uses data to retrospectively review data and performance, to one that uses data to
model and predict.
3.5 Whilst there are a small number of people within Business and Performance who have
an interest in this field, current resource and priorities do not allow for these skills to be
developed further.
3.6 The current solution for any predictive modelling work is to bring in external contractors.
This is a challenge felt across the ICS and the NHS more generally and conversations
with ICS BI Leads are exploring the possibility of forming an ICS data scientist pool, with
individual roles funded by each contributing organisation. The CCG have recently
employed a BI Modelling & Analytics Lead (Band 8a) to protect some dedicated resource
to lead on this area of work and Public Health Dorset employ graduate data scientists on
a rotational basis.

Contact for further information:
David Markwick
Head of Business and Performance
07468 701639
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Appendix A: Prototype Health Inequalities Dashboard
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Agenda Item 10

The Community Mental
Health Framework
October 2021

The Framework
•

A commissioning framework published in September 2019 building upon the
Community Mental Health (CMH) elements of the Long Term Plan.

•

The NHS Long Term Plan describes a: “new community-based offer [that] will
include access to Nice recommended psychological therapies, improved
physical health care, employment support, personalised and trauma-informed
care, medicines management and support for self harm and coexisting
substance use… and proactive work to address racial disparities.”

•

Local areas will be: “supported to redesign and reorganise core community
mental health teams to move towards a new place-based, multidisciplinary
service across health and social care aligned with primary care networks.”

•

Focuses on people with serious mental illness (SMI) as well as a new focus on
people whose needs are deemed too severe for Improving Access to
Psychological Therapies (IAPT) services, but not severe enough to meet
secondary care thresholds, including, for example, eating disorders and
complex mental health difficulties associated with a diagnosis of personality
disorder.

The Framework (2)
•

Implementation requires systems to break down any current barriers between:
(1) mental health and physical health, (2) health, social care, voluntary,
community and social enterprise (VCSE) organisations and local communities,
and (3) primary and secondary care, to deliver integrated, personalised, placebased and well coordinated care.

•

Proposes a new core model of CMH care, with dedicated services or functions
that will ‘plug into’ the core model through agreed in-reach or liaison
arrangements and shared care, providing rapid, evidence-based clinical input
when appropriate and specialist clinical expertise when needed.

•

Sets out a proposal for replacing the Care Programme Approach (CPA)
framework.

•

Significant emphasis on the VCSE sector as a provider.

Core Model and Meeting
Complex Needs
•

The framework proposes a core community mental health service, which will
bring together what is currently provided in primary care for people with less
complex as well as complex needs with that provided by secondary care
CMHT’s.

•

Aims to enable more and higher-quality care to be provided at a local
community level (of 30,000 and 50,000 people, e.g. a PCN footprint) by
ensuring that care takes place in the context of people’s lives, and supports
them to live better within and as part of their communities.

•

More targeted, intensive and longer-term input for people with more complex
needs will be provided at the wider community or “place” level (of around
250,000–500,000 people). These services will be part of the same system of
care and have close links with local communities, plugging in and providing
consultation and advice to the new “core” model, but will have the expertise and
capacity to deliver care to people with more complex needs.

Potential Impact for Dorset
• Transformation of unsustainable models e.g. the current CMHT model with
unmanageable caseload sizes and significant recruitment difficulties. More
people being able to access a service early on, in a timely manner, receive
support that is effective, and move on from services.
• Organising the core offer around PCN’s – this has implications for current team
structures and the GP surgeries they serve.
• Moving away from CPA where being on CPA = having a band 6 care coordinator
and being on standard care = 6 monthly review with a medic. Opportunity to use
our registered and medical workforce differently.
• Closer working with primary care - development of roles beyond IAPT.

• Fewer referrals between teams, e.g. expertise from tertiary services plugs into
the core, rather than refer/discharge. Tertiary services as a place model.
• Increased provision from the VCSE sector via a range of organisations, subject
to funding. A need to determine our intentions / role around
leading/contracting/commissioning a multi provider landscape in CMH.

Local Challenges
• The NHSE Long Term Plan Analytical tool suggests £1.5m in 21/22, £3.7m in
22/23 and 4.6m (cumulative) transformation funds for the CMH programme.
• However - pressure on the Mental Health Investment Standard has resulted in no
additional recurrent funding or transformation funding for this programme in
Dorset for 21/22 and 22/23. This is to ensure other transformation programmes
previously implemented can be funded recurrently from this year. In addition,
some MHIS has been invested into other system pressures in 21/22 (primary
care prescribing, CHC, Section 117).
• There remains a clear need to progress a transformation programme within CMH
to meet the needs of our population, and address the workforce gaps.
• The CMH transformation work will therefore come into the Trust’s transformation
programme. We remain ambitious to reshape services within existing resources –
by mapping out clear, evidence based care pathways for CMHT’s, and testing a
new model of working in Bournemouth West and Weymouth CMHT with partners.
• The CCG programme team will also lead on piloting some new ways of working
with the VCSE sector in Boscombe via non recurrent funds this year.

Next Steps
•

The Mental Health Integrated Community Care project (MHICC) is Dorset’s
transformation programme to implement the framework via the DHC
transformation programme.

•

August – November 21 – coproduced care pathway groups developing new
pathways for core conditions and need. Test of concept with VCSE sector in
Boscombe on a new model.

•

December 21 – March 22 – building the operational framework to deliver the
new care pathways.

•

Start to implement from April 2022 – however the scale of transformation makes
this a multi year programme.

Agenda Item 12

Integrated Corporate Dashboard
October 2021
(Based on August 2021 data)
Author

Kristin Dominy, Chief Operating Officer
Kyoko Monk, Business & Performance Corporate Business Partner

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
Patients not feeling safe – No Community Hospital patients reported feeling unsafe. Two Mental
Health Inpatients reported feeling unsafe. Where patients report feeling unsafe, they are given the
opportunity to discuss concerns with staff.
Clostridium Difficile Infection (CDI) – There was one new CDI in August. Root cause analysis is
underway.
NHS England/NHS Improvement Patient Safety Alerts Outstanding – A patient safety alert
relating to Foreign Body Aspiration is outstanding. Work on this was delayed due to Covid, and the
last of four actions is now being progressed.
Percentage of beds with Delayed Transfer (mental health) – This metric was above threshold in
August, however it has consistently tracked below threshold since April 2020 and remains within
standard variation with no special cause for concern.
Under 18 Restrictive Interventions – One under 18-year-old was placed in seclusion during
August to ensure patient and staff safety.
Percentage of Clients in Employment – At 7.8% in August, this metric was lower than predicted
and below the 8% national average. Improvement work has been carried out and it is anticipated
that this indicator will recover by December.
Out of Area Placements – There was one Child and Adolescent Mental Health out of area
placement in August (21 occupied bed days). This was due to Dorset not having any commissioned
beds for Children and Young Peoples Eating Disorders.
Steps to Wellbeing Proportion of People Completing Treatment Who Move to Recovery – This
metric was below the 50% threshold in August at 47.9%. The service is working on improving the
recovery rates.
Recommendation

To note the report
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Integrated Corporate Dashboard Analysis –
October 2021 (based on August 2021 data)
This paper summarises key messages from workforce, finance, quality and performance
domains, set out by key lines of enquiry.

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 metrics within the ‘Are We Safe’ Key Line of Enquiry were either above threshold or
within natural levels of variation.
Patients not feeling safe – No patients reporting feeling unsafe from the 37 Community
Hospitals Friends and Family Test survey. Two patients out of 55 responses, reported feeling
unsafe from the Mental Health Inpatient Safety Questionnaire.
Patients who report feeling unsafe via the Mental Health Inpatient Safety Questionnaire, are
given the opportunity to discuss their concerns with staff.
Clostridium Difficile Infection (CDI) – One patient on Beech Ward (The Willows), tested
positive for Clostridium difficile. The patient has been isolated and treatment commenced. A
Root Cause Analysis is underway.
NHS England/NHS Improvement Patient Safety Alerts Outstanding – There is one Patient
Safety Alert outstanding. This is regarding aspiration of foreign objects during intubation and
advanced airway management. The Trust has completed all but one action on the alert which
is to update/develop an advanced airway management policy or procedure. General
Anaesthetic Service (GAS) LLP are contracted to provide cover for our anaesthetic services
within our theatres and as part of that contract they support with the writing of Standard
Operating Procedures (SOPs) etc. The Trust is currently waiting for a SOP to be provided by
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GAS to comply with the alert. The completion date for the alert was 1 June 2021 and delays in
obtaining the SOP have been compounded by Covid and absences within the GAS team. The
matter has been escalated through relevant locality management and directors. A timescale
for completion is not currently available.

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.

Within the ‘Are We Effective’ Key Line of Enquiry, percentage of beds with delayed
transfer (mental health) did not meet its threshold. One young person was placed in
seclusion and percentage of clients in employment is showing special cause variation.
Percentage of bed days with delayed transfers

The Trust reported 8.6% in August against a threshold of 7.5%. The metric experienced a
spike in August however has consistently tracked below threshold since April 2020 and
remains within standard variation with no special cause for concern.
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Twenty-four patients were delayed totalling 530 Delayed Transfer of Care Days.
There is a large waiting list for supported accommodation across Bournemouth, Christchurch,
Poole local authority which is significantly impacting on a number of patient's discharge plans
within Adult Acute wards. Challenges to timely discharges continue with lack of resource in
provision for specialist placements in Dorset and patients with a dual diagnosis who are
homeless on admission awaiting housing to be identified.
Under 18 restrictive interventions – The young person was admitted to the Health Based
Place of Safety (HBPoS) detained under Section 136 and placed in seclusion to ensure
patient and staff safety due to their high levels of aggression. Whilst in HBPoS seclusion the
young person inflicted significant damage to property and their surroundings, it was deemed
unsafe for them to remain in this location. The young person was moved to Twynham Ward
Low Secure Unit where the seclusion continued whilst waiting for a Mental Health Act
assessment. However, the young person initially became agitated attempting to leave the
room, staff utilised lower arm holds (the least restrictive intervention) to de-escalate the
situation, the young person responded.
The Mental Health Act Assessment was completed with a Child and Adolescent Mental Health
(CAMHS) doctor as per protocol. The young person was subsequently discharged from the
Section 136 returning home with CAMHS community support in place. Following the incident
staff de-briefs were completed.
Percentage of clients in employment

The percentage of clients in employment reported 7.8% in August, which is below the National
average of 8%. This is a qualitative indicator monitored via the NHS England Standard
Framework and has no associated target. The indicator has largely remained within standard
variation in the last 24 months but has tracked below the mean since May 2021 and now
showing one month of special cause for concern.
The Business & Performance team have completed a review of data quality and are providing
support to teams with accurate recording against the indicator as part of the annual patient
review process. It is anticipated the indicator will recover by December and continue to track
the national average.
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Are We Caring?
By caring, we mean that staff involve and treat people with compassion, kindness, dignity and
respect.

None of the metrics within the ‘Are We Caring’ Key Line of Enquiry show special cause
variation.

Are We Responsive?

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

Within the ‘Are We Responsive’ key line of enquiry, proportion of people completing
treatment who move to recovery and the completeness of patient ethnicity data did not
meet their respective thresholds.
Out of Area Placements – There were no Adult Acute and one Child and Adolescent Mental
Health out of area placements in August, totalling 21 occupied bed days.
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The young person required an inpatient admission for an eating disorder. They were admitted
to Leigh House, Winchester due to no Children and Young Peoples Eating Disorder
commissioned beds in Dorset.
Maximum 6-week wait for diagnostic procedures

Diagnostics was compliant at 99.1% to target 99%, with eight out of 880 waiting longer than
six weeks, the longest wait being less than nine weeks.
Ultrasound had 7/33 breaches. A combination of continued reduced capacity due to Infection
Prevention Control measures and vacancies are contributing to the decline in performance for
ultrasound. Recruitment has taken place with an estimated start date of October 2021
however compliance is likely to remain low until late 2021.
Audiology was compliant at 99.9%, with 1/771 breaches.
Referral rates are continuing to increase rapidly on a monthly basis with 688 referrals in July
compared to 871 in August which is above the pre-Covid average monthly referral rates for
2019-20 of 845.
Service capacity has been impacted by non-Covid sickness. Covid related absences both
within the clinical and admin support teams and annual leave during August has meant that by
the end of August there were higher numbers of patients waiting in the region of 5-6 weeks
and one patient breached in August at 7-8 weeks.
System wide recovery is impacting on the Audiology service with the level of support required
for Ears Nose and Throat Services increasing.
As reported last month to manage this position the service are planning to run some clinics on
Saturdays in late August/September and additional staffing options are being pursued
however workforce supply is limited.
It is anticipated that in September the Service will record further breaches of the six week
waiting time due to staff vacancies and recruitment lag.
Steps To Wellbeing / Talking Therapies – Whilst the overall service recovery has remained
above 50% to date. The proportion of people recovering has oscillated in recent months, the
service is making efforts to improve the recovery rate through the services being delivered and
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ensuring that timely discharges in addition to other options for psychological interventions
occur to support likelihood of recovery.
Completeness of Patient Ethnicity data – The NHSE/I letter outlining phase 3 of the NHS
response to the pandemic acknowledged that COVID-19 has further exposed some of the
health inequalities that persist in our society. An ambition was set by NHSE/I to ensure that all
NHS organisations proactively review and ensure the completeness of patient ethnicity data
by no later than 31 December 2020. The Trust continues to work hard to improve the ability to
report against this core data item and has improved the reported position from 70% in October
to 90.1% as at the end of August. Data continues to be sourced from within the Trust and
across primary care records to ensure that the Trust is able to continue to improve the position
over the forthcoming months, with the review of data completeness embedded into Directorate
Management Group review meetings.

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.

Finance update – The capital expenditure target for 2021/22 is £20,973k (previously
£20,473k), this increase relates to additional works required to support Covid vaccinations.
Capital expenditure was 24% of target in month. Total capital commitments outstanding at the
end of M5 are £4,135k.
The cash balance at M5 is £50,508k, this is an increase in month of £2,913k. This is as a
result of a reduction in trade receivables (where money owed to the Trust has been received),
and an increase in trade payables (where money is owed by the Trust). Such fluctuations
occur throughout the year.
Savings of £188k were banked in August in line with budget with a total of £941K YTD.
Agency cost as a percentage of gross payroll cost is 2.98%.
Additional Papers:
Learning from Deaths Quarter One 2021/2022 report has been included in Section 2.5
The Inpatient Nursing Staffing report has been included in Section 2.6.
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2.5 Learning From Deaths

Learning from Deaths (Mortality) Report
Quarter One 2021/2022 Board Report (Public)

Author

Head of Nursing, Therapies and Quality ICS

Board Sponsor

Medical Director

Purpose of Report

To provide assurance of Trust processes in line with national
requirements for learning from deaths.

Executive Summary
This report is produced as a direct requirement from the National Quality Board framework (2017) where
Trusts were mandated to consider reviewing all deaths but in particular certain deaths as ‘priority’ and be
subject to an in-depth review.
These priorities were those relating to the death of an individual with a learning disability, severe mental
illness, a child death, a stillbirth or a maternal death. Additionally complaints or concerns expressed by
families involving the death of a patient are considered priority and are subject to a detailed review.
The report provides information on the quality of care provided to patients who have died whilst in receipt
of care in the Trust.
During quarter one the quality of care provided to those patients where a second review was made was
judged to be above average, no review showed poor or very poor care provided. The quality of record
keeping provided to those patients where a second review was made was judged to be good or excellent.
During quarter one of 2021-2022 there was one death of a baby which was referred to Child Death
Overview Panel (CDOP). The deaths of patients receiving community care and with a diagnosis of severe
mental illness have been included in the serious incident reviews. Five patients in Trust care with a
learning disability died within this quarter. These patients deaths were all reviewed under the LeDeR
process.
At present only some patient deaths are scrutinised by a Medical Examiner as the Trust is gradually
implementing the national medical examiner system for non-coronial deaths. This is due to be fully
implemented by March 2022, the date set by NHS England and NHS Improvement. For those patient
deaths which have been reviewed no concerns have been raised to the Trust.
Recommendation

To note Trust overview and learning
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2.5 Learning From Deaths

1.0

INTRODUCTION

1.1

This report is produced as a direct requirement from the National Quality Board framework
(2017) where Trusts were mandated to consider reviewing all deaths but in particular certain
deaths as ‘priority’ and be subject to an in-depth review.

1.2

These priorities were those relating to the death of an individual with a learning disability,
severe mental illness, a child death, a stillbirth or a maternal death. Additionally complaints
or concerns expressed by families involving the death of a patient are considered priority
and are subject to a detailed review.

1.3

The report provides information on the quality of care provided to patients who have died
whilst in receipt of care in the Trust

2.0

SUMMARY TRUST REVIEW PROCESS

2.1

Patient deaths that are within scope and the process undertaken:








2.2

All inpatient deaths within a community hospital
o SJR - A first review to identify if a priority review needed
o After death analysis (ADA) – for all expected deaths
o Unexpected deaths may require a serious incident review
All deaths of mental health inpatients
o SJR - A first review to identify if a priority review needed
o After death analysis (ADA) – for all expected deaths on wards using GSF
o Unexpected deaths may require a serious incident review
All mental health community patients (within 6 months of last contact)
o Unexpected deaths use case review tool and may require a serious incident
review
All deaths of patients with a learning disability
o Referred to Learning Disabilities Mortality Review (LeDeR) programme
Child deaths
o All deaths are referred to Child Death Overview Panel (CDOP) and considered
where there is Trust involvement

Care rating criteria
Following the first review of a patient’s death a second priority review may be necessary. In
this process the quality of care provided by the Trust is indicated through the application of
a care rating once the reviewer has fully considered the care leading up to the death of the
patient. The quality of record keeping is also reviewed using a rating scale of one to five.

5
4
3
2
1

2.3

Quality of care
Excellent care
Good care
Adequate care
Poor care
Very poor care

5
4
3
2
1

Record keeping
Excellent
Good
Satisfactory
Poor
Very poor

During the review it may be identified that the death may have resulted from a problem in
care. This process is intended to produce a valuable source of learning by enabling
recognition of examples of good quality care and areas for improvement.
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2.5 Learning From Deaths

3.0

TRUST OVERVIEW OF DEATHS REPORTED
2021/22

3.1
Q1
Total number of deaths in quarter1

80

Deaths in scope for review

45

Structured Judgement
Review

3.2

First review

32

Priority review

4

Patient safety (serious incident)
investigation completed

1

LeDeR review

5

Total reviews completed

38

Q2

Q3

Q4

YTD

Deaths of patients receiving inpatient care are represented below:
2021-22
Q1
Inpatient

Expected death

40

Community Hospitals

Unexpected death

1

Inpatient

Expected death

0

Mental Health Wards

Unexpected death

0

Q2

Q3

Q4

The chart below provides the overall numbers of deaths during 2020 and to end of June
2021.

1

Data based on date death occurred and excludes those deaths reported as non-trust incidents
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3.3

Unexpected death of a patient within Trust care – includes patients receiving community
care

During May 2021 there were less reported unexpected deaths of Trust patients; there has
been no identifiable reason for this.
4.0

QUALITY OF CARE PROVIDED AND RECORD KEEPING STANDARDS

4.1

During quarter one the quality of care provided to those patients where a second review
was made was judged to be above average, no review showed poor or very poor care
provided.

4.2

During quarter one the quality of record keeping provided to those patients where a second
review was made was judged to be good or excellent.

4.3

No review identified problems in care requiring a subsequent review.

5.0

ANALYSIS OF DEATHS

5.1

Child Deaths
During quarter one of 2021-2022 there was one death of a baby which was referred to Child
Death Overview Panel (CDOP).

5.2

Death of Patients Suffering From Severe Mental Illness
There have been no reported deaths of patients with a severe mental illness as an inpatient.
The deaths of patients receiving community care and with a diagnosis of severe mental
illness have been included in the serious incident reviews.

5.3

Deaths of Patients with a Learning Disability
Under the LeDeR review process the following outcome ratings are used:
1.
2.
3.
4.
5.

Excellent Care – exceeded current good practice
Good care – met current good practice in all areas
Satisfactory care – fell short of good practice in minor areas – no further review
Care fell short of best practice – significant areas but no adverse impact – no review
Care fell short of best practice – significant areas – learning could result from
further review
6. Care fell short of best practice – significant areas –resulting in potential/adverse
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impact
Five patients with a learning disability died within this quarter. These patients deaths were
all reviewed under the LeDeR process.
Two of the patient reviews have been returned to the Trust so far with overall learning:




The recognition of all services for the high level of care, was identified as good
practice.
Good escalation from community health to GP and emergency services when
needed, was identified as good practice
The annual health check had been incorrectly coded.

These reviews did not receive an outcome score.
5.4

Deaths where Concerns were raised by the Family
No deaths in this quarter were reviewed as a consequence of a concern raised by a family.

5.5

Deaths where Concerns were raised by the Medical Examiner
At present only some patient deaths are scrutinised by a Medical Examiner as the Trust is
gradually implementing the national medical examiner system for non-coronial deaths. This
is due to be fully implemented by March 2022, the date set by NHS England and NHS
Improvement.
For those patient deaths which have been reviewed no concerns have been raised to the
Trust

6.0

DEATHS SUBJECT TO PATIENT SAFETY INVESTIGATION (SERIOUS INCIDENT
REVIEW)

6.1

All unexpected deaths are reported through the incident management system and reviewed
to ascertain if the death is due to natural causes or not. Where the death is not attributable
to natural causes a review using root cause analysis methodology is considered and the
death is subject to national reporting procedures and scrutiny under the NHS England
Serious Incident Framework.

6.2

In addition, if the after death analysis review that occurs in the community hospitals
presents a concern, in relation to care provided, these deaths may also be reviewed as a
serious incident and subsequent investigation.

6.3

There have been no deaths that have been identified from concerns through the after death
analysis or structured judgement reviews resulting in escalating as a patient safety
investigation.

7.0

LEARNING FROM HM CORONERS INQUESTS

7.1

The Trust has not received a Regulation 28 Prevention of Future Deaths report from HM
Coroner in the quarter.

8.0

END OF LIFE CARE

8.1

Learning from the after death analysis of inpatient deaths as part of the Gold Standards
Framework for end of life care:
Overall excellent care is provided to patients at the end of life, with family feedback
supporting this.
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Opportunity to improve





The documentation of discussions held between healthcare clinicians and families
The documentation of decisions made and care planning.
The review of ‘just in case’ medicines to enable timely response to pain and symptom
control
Delays in accessing care for patients wishing and able to be cared for at home

9.0

PAN DORSET MORTALITY GROUP

9.1

The Trust fully participates in this Group in order to contribute to, and learn from, the work of
other providers.
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2.6 Inpatient Nursing Staffing – National Return for August 2021

Specialty 1

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
996 - PSYCHIATRIC INTENSIVE CARE UNIT
715 - OLD AGE PSYCHIATRY
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

Average fill rate registered
nurses/midwives
(%)

99%
88%
84%
77%
78%
93%
81%
88%
66%
99%
78%
93%
67%
84%
93%
76%
72%
76%
87%
66%
54%
74%
83%
92%

Day
Average fill rate Average fill rate Average fill rate non-registered
registered
care staff (%)
nursing associates nursing associates
(%)
(%)

82%
91%
89%
92%
83%
91%
88%
104%
120%
93%
95%
70%
115%
98%
139%
105%
96%
132%
106%
80%
100%
97%
87%
52%

N/A
N/A
N/A
N/A
N/A
-

N/A
N/A
N/A
N/A
N/A
-

Average fill rate registered
nurses/midwives
(%)

86%
102%
104%
86%
80%
90%
99%
89%
50%
73%
53%
103%
103%
69%
94%
101%
55%
106%
100%
100%
71%
51%
100%
81%

Night
Average fill rate Average fill rate Average fill rate registered
non-registered
care staff (%)
nursing associates nursing associates
(%)
(%)

121%
80%
94%
99%
109%
115%
90%
120%
151%
123%
139%
50%
110%
161%
249%
109%
118%
178%
101%
110%
108%
95%
105%
185%

N/A
-

N/A
-

Student Nurses (ST/N) and Nurse Associates (NA) hours are not usually included within the overall fill rate submission; however, are reported separately in the
organisation’s monthly staffing report. Aspirant Nurses are included in the unregistered fill rates.
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2.6 Inpatient Nursing Staffing – National Return for August 2021
CHPPD
Ward Name

Ashmore/Shaston Ward
Colmers Ward
Hanham Ward
Jersey/Guernsey Ward
Radipole Ward
Stanley Purser Ward
Tarrant Ward
Willows Unit
AAU Seaview
Alumhurst Ward
Chine Ward
Florence House
Glendinning Unit
Harbour Ward
Haven Ward Female
Haven Ward Male
Herm Ward
Kimmeridge Court
Melstock House
Nightingale House
Pebble Lodge
St Brelades Ward
Twynham Ward
Waterston AAU

Specialty 1

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
996 - PSYCHIATRIC INTENSIVE CARE UNIT
715 - OLD AGE PSYCHIATRY
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

Registered
nurses/midwives

Care Staff

3.5
2.8
2.8
2.8
2.6
3.0
2.3
4.1
3.6
2.7
3.4
9.0
4.6
2.9
7.2
4.5
2.3
10.6
3.0
2.9
5.8
3.3
3.7
3.0

3.2
3.6
3.2
3.4
3.8
3.0
2.9
4.5
5.6
5.0
6.4
7.8
5.5
4.0
21.3
13.1
9.7
11.7
4.4
6.3
15.3
11.8
9.8
4.0

Registered nursing
Non-registered
associates
nursing associates

0.4
0.0
0.2
0.0
0.1
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

0.0
0.0
0.0
0.1
0.0
0.1
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.1
0.0
0.0
0.0
0.0
0.0
0.0
0.0

Overall

7.0
6.4
6.3
6.3
6.6
6.1
5.2
8.6
9.2
7.8
9.8
16.8
10.1
6.9
28.6
17.6
12.1
22.2
7.5
9.2
21.0
15.1
13.5
7.0

The above table show care hours per patient day (CHPPD). This is calculated by dividing actual staff hours by number of patients on the ward at 23.59.
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Children, Young People & Families – Operational Performance Board Summary
August 2021 (M5)
CYP&F Services Activity

Workforce
The vacancy rate for CYP&F Services is 5.05% 4.94% (21.33 WTE) a slight increase since last
month. The Directorate continues to have a very small number of vacancies spread across
different teams. There are 6.06 WTE Admin & Clerical vacancies & 9.92 WTE in CYP Public
Health 0-19 Services (Health Visitors) which is a decrease of 1.53 WTE since last month.

COVID Vaccination Programme (BIC Mass Vaccination Site)
• The caseload growth is 2.06% higher than M5 20/21 (+4,933). The increase is predominately influenced by School Aged Imms 5.6%
(+4,661) & Paediatric Speech & Language Therapy Service 5.91% (+364) and Sexual Health Services 28.49% (+1082) which is an
expected increase due to the new contract from October 2020.
• M5 in month activity continues to recover above pre-COVID and 19/20 levels, YTD 79.65% (+53,497) compared to the same period
M5 20/21. Activity slowed during Jul/Aug which is likely to be a factor of the school holiday period.

CYP Public Health Service 0-19

As at M5, a total of 124,034
vaccinations have been
given. Of which, 55.8% are
1st dose & 44.2% 2nd dose.

School Aged Immunisation Programme
• 4/5 of the universal key performance indicators are on a
declining trend over the past few months with the
exception of New Born Visits which has remained
consistently above the required threshold
• This is an expected decrease in compliance as Business
Continuity Plans have been enacted in Poole and
Bournemouth due to staffing capacity
• This trend is anticipated to continue for the next few
months
• Children are being prioritised based on need

Finance: Month 5: (Brackets) = favourable variance

New-born Hearing Screening (NHSP)
72% (47,585) vac’s given across all SAI programmes.
Total cohort to be vaccinated: 66,083

21/22 YTD 2,060 babies have been screened
within the required time frame (≥98% target).
Jul data is the latest position 99.1%%

Service Director Commentary

Paed SaLT Waiting Times
91% of children (192) were assessed within 18 weeks RTT in August, this has
declined since July (CCG indicator excludes ASD). 85% of children were seen
within 26 weeks. 731 children are waiting for a first assessment (110 waiting
over 26 weeks) 353 are waiting for an ASD assessment. The service
continues to utilise Attend Anywhere alongside face to face and telephone
contact. The type of appointment decision is made following in-service
guidelines and where PPE is a barrier to effective intervention. Also
dependant on access to schools, Early Years Services and clinic premises.
Roll out commenced for changes to assessment methods used for ASD
multi-agency pathway as agreed by the Star Chamber and CCG. Following a
successful pilot, the development history provided by parents, can now be
submitted electronically prior to the appointment enable a 15 minute saving
on time required for Initial Assessment appointments and a 30 minute
saving on time for ASD Multiagency assessments.

Activity in the Directorate remains high. Whilst the level of vacancies remain low, some smaller teams continue to
experience business continuity pressures with high demand and local pressures on capacity and continue to prioritise
support for vulnerable families and children. Services also continue to experience pressures related to complexity
(including for CYP PH service and Children in Care). Recovery within the CYP PH service and School Aged Immunisations
Team continues from previous month, with catch up from previous phases of COVID. Recovery continues to be a challenge
in Paediatric SALT Services due to limited capacity and lead in time for recruitment of additional capacity.
Sexual Health Services have significantly increased scale with the mainstreaming of digital testing services and continue to
experience increased demand for long acting reversible contraception (LARC) related to changes in access to other
providers in the system. PSALT waiting times remain a significant challenge due to the size of waiting lists; increased
recruitment and service model changes are being implemented to improve access. The Newborn Hearing Screening service
continues to deliver well following last year’s service improvement and effective COVID catch up.

Integrated Community Services– Operational Performance Board Summary – August 21
Integrated Community Services – Community Nursing and Intermediate Care

Area of Good Practice
Urgent Community Response (UCR)
The NHS Long Term plan committed to increased investment in primary
and community services including the development of urgent community
response and recovery services to improve the response for people in
crisis within 2 hours and to be able to receive re-ablement within 2 day where
needed to avoid unnecessary hospital admissions.
As such, from 1st April 2022, Urgent Community Response (UCR) is nationally
mandated with an initial focus on 2-hour crisis response linking closely with
111/999.
A ‘proof-of-concept’ to test an urgent response model started late June 2021 in
the Bournemouth and Christchurch. It provides a rapid 2 hour response via a
vehicle staffed by a B7 Advanced Care Practitioner and B6 OT/Physio or B4
therapy assistant and builds on the current Bournemouth and Christchurch
Intermediate Care teams, for assessment, treatment, provision of equipment
and therapy involvement at the initial assessment. The services works in
conjunction with other community teams such as community nursing teams if
the patient is known to them, and the urgent response relates to symptom
management or catheter care, or if following assessment there are nursing
needs but no need for a multi-professional approach from IC/ICRT. Social care
colleagues also support if carer breakdown could result in the cared for person
being admitted to hospital. Initial data indicates
54 individuals seen of which
• 37 referrals via GP
• 8 via SPOA/111
• 9 via other community team
• main presenting issues are Falls (1/3rd), respiratory, UTI, Delirium, AF, EoL
and carer breakdown.
• 41 admissions avoided (76%)
The next stage of proof of concept is to increase the referrals from SPoA/111
via a community clinician being alongside colleagues within IUC to proactively
pull cases from the CAS queue to divert to UCR. A business case is being
developed in conjunction with the CCG for recurrent monies from the ‘Aging
Well Programme’ to develop a pan Dorset UCR from April 2022.

Community Hospital Inpatients

Workforce

There is a national mandate for community providers to submit the total
number of UCR’s via the community services dataset by Sept 2021. However,
the Trust has been able to do this ahead of the national
deadline capturing both UCRs within all intermediate care/ rehab teams as
well as the ‘proof of concept’. The table below shows the numbers that were
submitted through the CSDS for the following months:

Financial Summary £m
Annual
YTD
YTD
Budget
Budget
Actual
90.3

37.2

37.5

Service Director commentary
YTD
Variance
0.2

FOT
Variance
0.3

May
50

June
96

July
59

YTD
205

System pressures continue with rising onward referral from primary care, an increase in non elective admissions/ discharges, increased elective care and
staffing challenges.
The SPA continues to respond to the number of discharges, which has put pressure on both community health and social care resources to support
discharges, including challenges in sourcing domiciliary care packages impacting on length of stay. Hospital discharge monies have been confirmed for
winter and proposal have been developed to continue to provide the enhanced level of domiciliary care to support discharges.

Mental Health & LD Services – Operational Performance Board Summary August 2021 (M5)
Community MH Services: 21/22

Workforce

There were 6,846 calls to the
Connection in August 21. The call
answer rate was 78% (22%
terminated the call before it was
answered). 10% of the calls
answered were via NHS111.

• M5 Referrals 21/22 are 11% (+557) compared to M5 20/21. Service Level at M5: MH&LD 0.1% (+3), S2W 21% (+554)
• M5 Contacts 21/22 are 1% (+173) compared to M5 20/21. Service Level at M5: MH&LD -9% (-1,619), S2W 13% (+1,792)
• Caseload remains above the upper process limit exceeding pre-COVID levels with 6 months significant cause for concern.

Inpatients
• Admissions are -20% (-28) on M5
20/21. Discharges are -18% (-25)
compared to M5 20/21
• MH LoS remains within standard
variation and has reduced below
the mean of 75.9 days
• Adult acute av. LoS increased in
month to 43 days (median 13 days)
• 27 beds remain out of use across MH Inpatient Services to facilitate
infection Prevention Control (IPC)
• Mental Health bed occupancy has increased for the 3rd month and
is above the 85% RCPsych recommended threshold at 85.5%
• Adult Acute bed Occ. Rate has further increased to 97.1% and has 7
months of significant cause for concern
• There were zero adult acute OAP due to a lack of beds/capacity in
August
• DToC was 8.6% in August (threshold 7.5%) Whilst this has been
tracking below threshold and no special cause for concern it is on
an increasing trajectory as we head into the winter period. 24
people were delayed for 530 occupied bed days.

Finance: Month 5 (Brackets) = favourable variance

The Mental Health vacancy rate is 6.73% (140.14 WTE) this is slight
increase since last month). The following Services are influencing
the vacancies:
• 9.75 WTE vacancies in AMH CMHTs (7.72 in Bmth West)
• 3.68 WTE vacancies OPMH CMHTs
• 11.55 WTE in CAMHS (increase of 2.98 WTE)
• 5.89 WTE in Community Learning Disability Teams
• 3.79 WTE in Home Treatment
• 15.43 WTE vacancies in the Connection
• 4.54 WTE vacancies in the East & West Retreats
• 38.62 WTE across IAPT Services

Service Director commentary
•
•
•

•
•

•

Workforce pressures across the directorate remain a priority
concern. BWCMHT and community CAMHS are areas of specific
concern and monitored via the safer staffing taskforce groups.
The NDAC recovery trajectory is off track and is undergoing further
recovery modelling, anticipated 12 months recovery.
Eating Disorders recovery plan awaits an updated trajectory to
confirm when the service can expect to meet waiting times again –
this remains an area of concern with NHSEI currently. Referrals into
the ED service are elevated 131% year on year comparison.
The MAS waiting times have recovered however the backlog of
waiters has increased – an urgent recovery plan is being overseen
by the Head of Service to address this monitored via the DMG.
COVID disruption summary – all services have resumed BAU. Male
and Female PICU, Waterston Unit and Community ED day service
experienced service disruption. LD service had staff to patient
transmission, no significant impact to service experienced.
Referrals to community services trends are increasing month on
month. Year on year comparators are suggestive of a trend of high
demand in community services.
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Trust Finance Report for Month 5, August 2021
Part 1 Board Meeting 6 October 2021
Author

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

Purpose of Report

Financial results August 2021 (Month 5)

Executive Summary

Headline results for the five months ended August 2021 are as follows:

•

The Trust delivered a surplus of £1.6m, before impairments, which was in
line with budget.

•

The full year forecast indicates achievement of our control total which is a
surplus of £0.4m before impairments.

•

Agency expenditure has increased this month to £598k (M4 £547k).
Registered nurse and medical posts are key challenges. Senior Executives
are meeting regularly in order to address recruitment and retention
challenges.

•

Of the Trust’s half year CIP target of £1.1m, a further £188k was banked in
August in line with budget. The Trust is expecting to achieve the full
savings.

•

YTD capital expenditure was £1.1m vs a plan of £4.5m.

•

The Trust reported YTD revenue expenditure of £3.2m on COVID-19 of
which £2.2m was on testing and the vaccination programme.

Recommendation

The Board is asked to note the report.

Trust financial performance – Month 5 2021/22
Summary

Forecast

Trust level
Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

Budget

(131.5)

98.7

31.2

(1.6)

0.0

Actual

(131.2)

98.8

30.8

(1.6)

(0.4)

0.3

0.1

(0.4)

0.0

(0.4)

Variance

The Trust delivered a surplus of £1.6m, before impairments, which
was in line with budget at month 5.
Service level

Full year forecast is a surplus of £0.4m, before impairments, which
is ahead of budget by £0.4m and meeting control total.
Key drivers as follows:
- Income - £237k adverse to budget forecast. Reduced provider to
provider income and cessation of the bowel screening contract,
together with low restaurant income.

- Pay - £583k favourable to budget forecast. Vacancies across
many services, most notably Mental Health & Children, Young
People and Families, partly offset by IUCS and Home First
developments and medical staffing.
- Non-pay - £5k favourable to budget forecast. IT hardware and
other related costs together with estates contracts, partly offset
by out of area patients, hire of premises and licence costs in
Steps to Wellbeing and an impact on core activity in Community
Services in particular pain subcontracted costs, MSK and
Podiatry and trust wide travel.
- One out of area Mental Health patient is forecast each month at
a cumulative cost of £189k, being £674k favourable to budget.

With the exception of Corporate services, non-pay is underspent. Pay
is overspent in Community and Corporate services and underspent in
Mental Health and Children, Young People and Families. Income has
underachieved in Community and Mental Health services and has
overachieved in Children, Young People and families and Corporate
services.
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Service level performance
Mental Health Services

Community Services
Income
YTD
£M

Budget
Actual
Variance

(3.3)
(3.2)
0.1

Pay
YTD

Non-Pay
YTD

£M

£M

30.4
31.0
0.6

10.2
9.7
(0.5)

Deficit/
(Surplus)

Income
YTD

Full Year
Forecast

£M

£M

37.3
37.5
0.2

89.8
90.1
0.3

£M

Budget
Actual
Variance

(7.1)
(6.7)
0.4

Pay
YTD

Non-Pay
YTD

£M

£M

£M

£M

4.9
4.6
(0.3)

33.8
33.4
(0.4)

81.1
78.1
(3.0)

36.0
35.5
(0.5)

Deficit/
(Surplus)

Full Year
Forecast

Community Services £0.2m behind budget at month 5:

Mental Health Services £0.4m ahead of budget at month 5:

- Income £0.1m adverse, provider to provider contracts with DCH and
Salisbury and cessation of bowel screening activity.

- Income £0.4m adverse, shortfall in Steps to Wellbeing and Child
and Adolescent Mental Health Service block income.
- Pay £0.5m favourable, vacancies within Steps to Wellbeing,
Community services and older peoples inpatients, partly offset by
agency costs for Eating Disorders patients in acute hospitals
charged at a higher rate than expected and high inpatient acuity
on Haven Ward. MHIS funding awaited for Individual Placement
Support & Open Door.
- Non-pay £0.3m favourable, only one out of area patient (£323k
favourable), low licence and hire of premises costs in the Steps to
Wellbeing service and directorate wide travel, partly offset by
Dementia services awaiting funding.

- Pay £0.6m adverse, IUCS and Home First, partly offset by vacancies
mainly in ICRT , Community Matrons and Specialist Services.
- Non-pay £0.5m favourable, main underspends arising from an
impact on core activity, relate to travel, medical supplies, Pain and
MSK service subcontracted costs.

The forecast assumes £0.5m IUCS pre-commitment funding in the
second half of the year, swabbing service continues to Dec, elective
recovery costs of £120k , long COVID costs of £160k and activity levels
will remain broadly in line with the first quarter.

The forecast assumes Linden unit will remain shut, one out of area
patient, the release of deferred income in the second half of the year,
a reduction in Eating Disorder agency spend and bank and agency
across the directorate and increased support in schools and
Southampton IAPT funding.

Forecast £0.3m overspend to budget full year (M4: £0.3m overspend).

Forecast £3.0m underspend to budget full year (M4: £3.4m
underspend).
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Service level performance
Children, Young People & Families

Budget
Actual
Variance

Income
YTD

Pay
YTD

£M

£M

(4.2)
(4.4)
(0.2)

8.0
7.8
(0.2)

G

Non-Pay Deficit/
YTD
(Surplus)

Full Year
Forecast

Income
YTD

Pay
YTD

£M

£M

£M

24.1
24.3
0.2

10.3
11.0
0.7

£M

£M

£M

3.2
2.8
(0.4)

7.0
6.2
(0.8)

16.7
15.1
(1.6)

Children, Young People and Families £0.8m ahead of budget at month
5:

- Income £0.2m favourable, School Aged Immunisation Service
benefitting from block contract compared to cost per case.
- Pay £0.2m favourable, vacancies in the majority of areas.
- Non-pay £0.4m favourable, delayed Public Health Nursing project
spend and travel costs.

The forecast assumes an increase in Sexual Health activity in line with
projections.

Forecast £1.6m underspend to budget full year (M4: £1.4m
underspend).

Corporate Services

Budget
Actual
Variance

(4.0)
(4.0)
0.0

Non-Pay Deficit/
YTD
(Surplus)

Full Year
Forecast

£M

£M

30.4
31.3
0.9

72.5
74.9
2.4

Corporate Services £0.9m behind budget at month 5:
The Emergency Planning and centralised IT cost centres are held within
Corporate Services with YTD expenditure of £206k and £604k
respectively.
- Income in line with budget.
- Pay £0.2m adverse, Medical agency and COVID costs, partly offset
by Facilities and Learning and Development vacancies and
additional HEE funding in Pharmacy.
- Non-pay £0.7m adverse, centralised IT Hardware, IT licences and
COVID-19 costs and a final pay control invoice, partly offset by low
utilities, travel, provisions and cleaning materials.

The forecast assumes £1.3m of IT hardware spend, restaurant and
occupational health income will remain low, COVID-19 and agency
costs associated with office 365 will remain throughout the year,
consultancy costs will be capitalised, Estates expenditure increases in
Q3 & Q4 and £71k on NHSP doctors.
Forecast £2.4m overspend to budget full year (M3: £1.9m overspend).
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Key performance indicators
Temporary staffing

Temporary staffing spend was £11.0m YTD at M5 (£8.6m at M4), of
which £2.9m related to agency, £7.6m bank and £0.5m substantive
overtime. YTD agency and bank spend are £1.3m and £1.6m higher
compared to the same period last year. Agency expenditure increased
from £547k to £598k this month. Full year agency forecast is £6.9m (£5m
2020.21).

The 2021/22 capital programme is £20.9m. Due to the reduction in the
New Hospital Programme forecast capital spend, which is driven by the
Boscombe Community Hub element not being approved, the full year
forecast is £17.5m, which includes £6.5m of externally funded projects.
Spending in month and YTD is minimal and has been affected by Covid.

The cash balance at M5 is £50.5m, an increase in month of £2.9m and is
higher than plan due to delays in capital spend.
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Key performance indicators
COVID-19 Costs
The Trust reported YTD expenditure of £3.2m at M5 of which all
related to revenue costs. Of this, £1.0m is within our baseline
financial envelope with £2.2m additionally funded mainly relating
to the vaccination programme and testing. The revenue costs are
split £2.1m pay and £1.1m non-pay.

Cost Improvement Programme
2021/22 CIP
Month 1-6 Plan YTD Plan

Achieved

£000's

£000's

£000's

1,129

941

941

A further £188k was banked in August in line with budget. The Trust
is forecasting to achieve the full savings.
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Appendix 1 – Financial performance
INCOME & EXPENDITURE SUMMARY

Month 5 2021/22
August

CURRENT ANNUAL BUDGET
Pay

Non Pay

£'000

£'000

YEAR TO DATE
Budget

Total

FORECAST VARIANCE @ M5

Actual

Variance (Favourable)/Adverse

Inc & Exp

Pay

Non Pay

Inc & Exp

Pay

Non Pay

Inc & Exp

Pay

Non Pay

Income

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

Total
£'000

%

Pay

Non Pay

£'000

£'000

Income

Total
£'000

INCOME
Baseline Income
Integrated Community Services
Mental Health Services
Children, Young People and Families
Corporate Services
Total Trust Income

(262,864)

(112,914)

(112,914)

(0)

(0)

(0%)

G

(0)

(0)

(7,774)

(3,311)

(3,169)

143

143

4%

R

322

322

(17,435)

(7,128)

(6,689)

439

439

6%

R

(48)

(48)

(8,168)

(4,248)

(4,443)

(195)

(195)

(5%)

G

(106)

(106)

(9,027)

(3,944)

(4,016)

(72)

(72)

(2%)

G

12

12

(305,268)

(131,545)

(131,230)

315

315

0%

R

180

180

EXPENDITURE
Integrated Community Services

73,655

24,409

98,063

30,365

10,187

40,552

30,961

9,691

40,652

596

(495)

100

0%

R

1,153

(1,139)
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Mental Health Services

86,089

11,834

97,923

36,046

4,910

40,955

35,527

4,553

40,081

(518)

(356)

(875)

(2%)

G

(1,341)

(1,587)

(2,927)

Children, Young People & Families

17,388

7,015

24,403

8,003

3,238

11,241

7,847

2,830

10,677

(156)

(408)

(564)

(5%)

G

(799)

(654)

(1,453)

Medical Staffing

19,071

1,085

20,157

8,117

425

8,542

8,578

385

8,963

461

(40)

421

5%

R

992

(45)

947

7,651

1,552

9,203

3,223

842

4,065

3,031

770

3,801

(192)

(71)

(264)

(6%)

G

(355)

(157)

(512)

Nurse Executive & Quality
Finance & Strategic Development

18,571

18,161

36,732

7,614

7,507

15,121

7,481

8,166

15,647

(133)

660

527

3%

R

(373)

1,778

1,405

People & Culture

7,237

1,948

9,184

3,174

768

3,943

3,124

792

3,916

(50)

24

(27)

(1%)

G

(119)

219

101

Corporate

4,768

1,530

6,298

1,980

755

2,736

2,071

930

3,001

90

175

265

10%

R

258

240

498

234,431

67,534

301,964

98,522

28,631

127,154

98,620

28,119

126,738

97

(512)

(415)

(0%)

G

(583)

(1,345)

(1,929)

(4,492)

97

(512)

(583)

(1,345)

671

0

111

Total Trust Expenditure

NET INCOME & EXPENDITURE
Central Budgets

(3,303)

185

(2,184)

Interest Received
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT
EBITDA

185

375

(57)
5,359

TRUST (SURPLUS)/DEFICIT
Impairments

(1,999)

(4,391)

5,359

0
(0)

185

486

(24)
2,233

(0)
0

560

2,233

(0)
2,233

(1,621)
0

0
(1,621)

24

2,233
(1,587)

512

0
97

512
(1,076)
5.0%

315

(401)

338

512
97

110

(101)

111

20%

R

24

(100%)

R

0

0%

G

0%

R

34
512

338

546

1,340

(1,749)
1,340

57

57

0
(583)

R

180

(5)
512

0
237

(352)
512

160
4.0%
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Charitable Fund Report
Part 1 Board Meeting 6 October 2021
Author

Tyrell Bowcher, Head of Financial Services

Purpose of Report

Provide an update on the current affairs of the Charitable
Fund

Executive Summary
1) Presentation of the Annual Report and Accounts for 2020/21, the Board are asked to:
 Approve the Annual Report and Accounts
 Approve the Letter of Representation
 Note the Management Letter from the auditors
2) Presentation of the biannual report giving an update of the Charitable Funds financial
positions from 1st Feb 21 to 31st August 21. The Board are asked to note the report.
3) Details reflecting the need for a change to the current Charitable Fund bank account.
The Board are asked to:
 Approve the setup of a new bank account
 Confirm acceptance of a new Lloyds bank account
4) Approve the updated Constitution and Income and Expenditure policy.

Recommendation

The Board are asked to make the approvals listed above
and note the biannual report.

1. Background
1.1

The Charitable Fund is set up with one Corporate Trustee, that being Dorset
HealthCare University NHS FT. The Directors of Dorset HealthCare University
NHS FT are not individual trustees under Charity Law but act as agents on behalf
of the Corporate Trustee.

1.2

Updates and approvals required for the Charitable Fund are therefore sought
from the Board. This was previously carried out by the Charitable Fund
Committee, which was disbanded in October 2020, as it was considered an
unnecessary layer of governance.

1.3





2.

This report will cover the following sections:
2. Annual Report and Accounts for 2020/21
3. Biannual report of year to date progress
4. Changes needed to the Charitable Fund bank account.
5. Policy updates

Annual Report and Accounts for 2020/21

2.1

The Annual Report and Accounts (appendix A) are complete and have been
reviewed by the auditors, Filer Knapper LLP. The accounts are now ready for
approval by the Board.

2.2

Filer Knapper recently merged with TC Group and, as of 3 September 2021, are
now known as TC Group.

2.3

TC Group have issued a clear Independent Auditors Examination and the Board
are asked to approve the Annual Report and Accounts.

2.4

In addition TC Group has supplied the letter or representation (appendix B) and
the Board are asked to approve.

2.5

Finally the management letter (appendix C) has been provided for the Trustees
information and includes 6 points to note. A management response has been
provided for each of the points raised. The Board are asked to note the letter.

3.
3.1

Biannual report of year to date Progress
1st February 2021 to 31st August 2021
The Charitable Fund exists to support Dorset HealthCare University NHS
Foundation Trust. The funds can be spent on patient welfare, staff welfare,
buildings and refurbishment, the purchase of new equipment or any other
innovative ideas fund managers can come up with. The main criteria is that the
fund should be spent on items above and beyond usual NHS spend. The next
Charitable Funds year end is 31 January 2022. Therefore this report is prepared
for the first seven months of the year.

3.2

Fund Movement
2021/22
Year to Date
£’000

2020/21
Full Year
£’000

Brought Forward Fund Balance at 1
February

991

837

Total Income

28

235

(143)

(81)

876

991

Total Expenditure
Closing Fund Balance at 31 January

Further details and analysis are available in appendix D.
3.2.1 £350k, received in January 2020, remains in the closing funds for Wimborne
Hospital’s Radiology Department and this will be spent when enabling works
towards this are completed.
3.3

Income

3.3.1 The impact of COVID in 2020 meant that day to day donations reduced
considerably. However these are now beginning to recover.
3.3.2 Legacies and donations, a highlight of funds received:
 The Stour District Nurses received £5.3k in memory of a patient;
 Two donations of £3k were received one for the Oncology Service to facilitate staff
training and a second for the Stroke and Neurology service;
 A further 7 donations were received of values between £1k-£2k for various sites and
services;
 Many smaller donations have been received throughout this period.
3.3.3 We have been notified of a legacy for Wimborne Hospital although the amount is
not known yet.
3.4

Expenditure

3.4.1 Expenditure has increased as the NHS Charities Together funds are being spent
– see appendix E for full spending plans.
3.4.2 Other expenditure is also recovering as there is more scope for us to use the
Funds now Covid restrictions have relaxed. Spend includes but is not limited to:








Further coffee van tours in March 2021 and June 2021 have been funded;
Vaccinator goodie bags were given to staff at the BIC;
The Positive Outdoor Project has re-started which facilitates an approach of
taking patients out to participate in outdoor activities;
Training courses have been purchased for staff;
Personalised uniform hoodies and fleeces were purchased for staff at Bridport
Hospital;
A specialised bespoke patient bath has been installed at Yeatman Hospital;
A gazebo has been purchased for the Yeatman Bereavement Café;



And over 70 other items have been funded in the February to August 2021
period.

3.4.3 The Charitable Fund is short on unrestricted funds so spend was largely on sites
with designated or restricted pots.
3.5

Key Performance Indicators

3.5.1 Number of months to spend fund balance - Charitable Funds should be spent in a
timely manner, rather than accumulating funds without a purpose. This is
monitored via this KPI. As restricted funds have to be retained for the purpose
they were given we monitor unrestricted funds only. Unrestricted balances include
both designated (given freely to a Ward or unit) and wholly unrestricted funds.
We aim to spend funds within 18 months of receipt. The monthly KPI is broken
down to reflect rate of spend in each area:
Spend in
year
£
Unrestricted
Designated

19k
47k

Fund
balance
£
60k
341k

No of months
to spend
balance

No of months to spend
balance in previous
year

21
51

95
144

3.5.2 Expenditure has increased mainly due to spending of NHS Charities Together
monies and this is reflected in the improvement of the KPIs.

4.

Changes needed to the Charitable Fund bank account

4.1

The Charitable Fund bank account is currently held with Barclays Bank. Whilst
this has served us well in the past, Barclays are going to remove the Client
Premium Account that we hold and put us onto a Business Account. Barclays
have advised that this proposed account is not suitable for a Charitable Fund and
suggest setting up a new account.

4.2

Furthermore we have recently encountered day to day banking issues and
inconveniences with Barclays so this would be a good opportunity to setup a new
Charitable Fund bank account with a different bank which is easy to use and
provides the necessary functions.

4.3

A convenient solution would be to open a Charitable Fund account with Lloyds
bank. Lloyds provide the commercial bank account services for the Trust so there
is a good working relationship and processes are simple, reliable and familiar for
current colleagues.

4.4

Lloyds offer the ability to set up a new account for the Charitable Fund with its
own rules and requirements but connects to the Trust’s commercial account for
ease of maintenance and use. Making the facilitation of the accounts simpler to
manage but maintaining the absolute distinction required between the two
accounts. This is allowable because the Trust is the single Corporate Trustee of
the Charitable Fund.

4.5

Benefits would be:
 Reduction in number of logons/ bank cards and setups required.
 Familiarity of systems and processes.
 Reduce administrative duties while maintaining one bank mandate instead
of two.
 Two completely separate accounts including separate bank account
numbers and names.
 Same relationship managers as Trust’s commercial account.
 All current controls around ensuring the charity is separate from the Trust
are maintained.
 A move to Lloyds would simplify the distribution of the up and coming Staff
Benevolent Funds grants, by facilitating easy online bank payments.

4.6

Following review of the Charity Commission guidance a charity must maintain a
separate identity to any associated non-charity organisations. This would be
maintained through setup of an entirely separate bank account titled ‘Dorset
HealthCare Charitable Fund’.

4.7

Internal Audit are also content that there would be no change to the control
environment with bank accounts which were connected.

4.8

Proposal

4.8.1 The Board is asked to approve the setup of a new Charitable Funds bank account
due to the current account no longer being fit for purpose.
4.8.2 The Board is asked to confirm agreement that this new account is a Lloyds bank
account which has some connections to the Trust’s commercial account.
4.9

5.

The Barclays account will eventually be closed once transfer of funds and
functionality has completed.

Policy updates

5.1

The Charitable Fund Constitution and the Income and Expenditure policy are due
for review.

5.2

Minor tweaks have been made to remove reference to the disbanded Charitable
Fund Committee and refer updates and approvals to the Trust Board.

5.3

The Constitution (appendix D) has had further amendments to the narrative and
responsibilities of the Corporate Trustee. This is not a change to the Charitable
Fund, just better wording to accurately represent how the Charitable Fund is
managed. Other wording has been updated but the nature of the constitution
remains the same.

5.4

The Reserves Policy has now been included as an appendix to the Constitution.

5.5

The Income and Expenditure policy (appendix E) has had further wording and
limit updates but the nature of the policy remains the same.

5.6

We previously held an Investment Policy, however commercial investments were
stopped several years ago due to the minimal nature of the investments and the
increased risks due to the political and financial uncertainties which are even
more prevalent today. As a result the Investment policy has been rescinded.

5.7

The Board are asked to approve both the Constitution and Income and
Expenditure policy.

6.

Recommendations

It is recommended that the Board approves the following:
 Annual Report and Accounts for 2020/21 (appendix A)
 Letter of Representation (appendix B)
 The setup of a new Charitable fund bank account
 That this account is a Lloyds account.
 The Charitable Fund Constitution (appendix D)
 The Income and Expenditure policy (appendix E)
The board is also asked to note the following:
 The Management Letter (appendix C) received from the Charitable Fund auditors
 The biannual report of the year to date position of the Charitable Fund figures.
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REFERENCE AND ADMINISTRATIVE DETAILS
Charity registration number:

1056550

Principal & Registered Office of Charity:
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Dorset HealthCare University NHS Foundation Trust (the Foundation Trust) is the Corporate Trustee of the Dorset
HealthCare Charitable Fund governed by the laws applicable to Trusts, principally the Trustee Act 2000 and the
Charities Act 2011. The Foundation Trust Board has delegated responsibility for overseeing the administration of
the charity to the Board acting as the Corporate Trustee. The members of the Foundation Trust Board who served
during the last two financial years were as follows:
Corporate Trustee members:
Andy Willis
Matthew Metcalfe
Heather Baily
Nicola Plumb

Chair
Executive Director of Finance and Strategic Development (from 5 Sept 2016)
Non Executive Director (from 1 Oct 2017)
Executive Director for People and Culture

Trust Board members current:
Andy Willis
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Eugine Yafele
Chief Executive (from 1 Feb 2019)
David Brook
Non Executive Director
Sir David Haslam CBE
Non Executive Director (from 1 Oct 2020)
Andreas Haimboeck-Tichy Non Executive Director (from 1 Oct 2020)
Des Pullen
Non Executive Director (from 1 Nov 2020)
Non Executive Director
Heather Baily
Steven Peacock
Non Executive Director (from 1 Mar 2020)
Tristan Phillips
Non Executive Director (from 1 Jul 2019)
Dawn Dawson
Executive Director of Nursing and Quality (from 1 Apr 2018)
Dr Faisil Sethi
Medical Director (from October 2020)
Nicola Plumb
Executive Director for People and Culture
Kristin Dominy
Chief Operating Officer/Deputy Chief Executive Officer (from 1 Apr 2020)
Matthew Metcalfe
Executive Director of Finance and Strategic Development (from 5 Sept 2016)
Trust Board members past:
Belinda Phipps
John Carvel
Sarah Murray
Steven Tomkins

Non Executive Director and Chair of Charitable Fund Committee (from 1 Oct 2019 to 30
Sept 2020)
Non Executive Director (from October 2017 to October 2020)
Non Executive Director (from August 2014 to October 2020)
Medical Director (from 6 July 2018 - July 2020)
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Trustees' Annual Report
The Corporate Trustee presents the Charitable Funds Annual Report together with the Independently
Examined Financial Statements for the year ended 31 January 2021. The prior year was the year to 31
January 2020. The trustees have adopted the provisions of the Statement of Recommended Practice
(SORP) "Accounting and Reporting by Charities" FRS102 (1a) in preparing the annual report and
financial statements of the charity.
The Charity's Annual Report and Financial Statements for the year ended 31 January 2021 have been
prepared by the Corporate Trustee in accordance with the accounting policies set out in the notes to
the financial statements and comply with the charity's governing document, the Charities Act 2011 and
Accounting and Reporting by Charities: Statement of Recommended Practice applicable to charities
preparing their financial statements in accordance with the Financial Reporting Standard FRS102 (1a).
Trustees of the Charity
The directors of the Foundation Trust are the Charity's trustees for the purpose of charity law. The
trustees who have served during the year and since the year end are noted on page 1.
Objectives
Dorset HealthCare Charitable Fund is an independent registered charity. It exists to raise funds and
receive donations for the benefit of the patients and staff of Dorset HealthCare University NHS
Foundation Trust. We are a trustee body independent from the Foundation Trust but work for the
benefit of the patients, their families and the staff.

The Charity's main objective is to hold the fund upon trust to apply
the income for any charitable purpose or purposes relating to the
provision of health and social care. This includes social care services;
particularly in relation to services provided on or behalf of (but in no
way limited to) Dorset HealthCare NHS Foundation Trust.

The charity secures funding from fundraising, donations and legacies received from patients, their
relatives, the general public and other organisations to be able to enhance and augment the service
provided and environment in which care is provided.
The fund benefits a wide range of patients in hospitals, day centres, clinics and within their own home
including older people, children, those with mental health problems, those recovering from operations,
as well as people with physical and sensory difficulties and those who have learning disabilities.
Staff also benefit from the fund which is used for staff appreciation, team building and the
improvement of staff facilities and well being as well as the education of staff by providing training over
and above normal NHS standards. This enhanced training benefits both staff and patients.
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Trustees' Annual Report continued
Public Benefit
The Charity Trustees have complied with the duty in section 4 of the Charities Act 2011 to have due
regard to public benefit guidance published by the Charities Commission. The Trustees:
• must act reasonably and prudently in all matters relating to the Charity;
• must protect the Charity and act in the best interests of the Charity;
• should fully discuss and agree the annual accounts and annual report;
• ensure the income and property of the Charity is applied for the purposes set out
in the Governing Document;
• ensure that good policies are in place and are followed to ensure that the systems
of control are rigorous and that the systems of control are well monitored;
• annually review policies and investments and method of investment;
• take proper professional advice when necessary;
• must ensure that the way in which the Charity is administered is not open to
abuse by unscrupulous persons.

Structure
Governance
Dorset HealthCare Charitable Fund was established by a Declaration of Trust dated April 1996. The
objects being for any charitable purpose(s) relating to the provision of health and social care in relation to
(although no way limited to) services provided by or on behalf of Dorset HealthCare University NHS
Foundation Trust.
The Board of Directors, on behalf of the Charitable Fund Committee and the Corporate Trustee, review
risk via the results of any audits undertaken by both the Internal Auditors and Independent Reviewers.
The Internal Audit reports are presented to the Trust’s Audit Committee and any significant risks are
entered onto the Corporate and/or Operational Risk Registers. No significant risks were identified during
the year under review. See also the Independent Examiners' Report to the Trustees of Dorset
HealthCare Charitable Fund on page 13. The Trustees are satisfied that there are systems in place to
reduce and mitigate the exposure of the Charity to any significant risks.
The Chair and Non-Executive Directors are appointed by the Board of Governors of the Foundation Trust.
The Board of Governors also approve the appointment of the Chief Executive by the Non-Executive
Directors.
Dorset HealthCare University NHS Foundation Trust fulfils the role of Corporate Trustee. The Corporate
Trustee fulfils its legal duty by ensuring that funds are spent in accordance with the objects of each fund.
The authority to spend funds has been delegated to service managers within limits agreed by the Trust
Board.
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Structure continued
Management
The Corporate Trustee is responsible for overseeing the administration of the charity. The finance
directorate of Dorset HealthCare University NHS Foundation Trust has been given the responsibility for
the administration of the fund accounts and reports to the Board twice a year. The Director of Finance and
Strategy has responsibility for ensuring that full accounting records are maintained and that devolved
decision making or delegated arrangements are in accordance with the policies and procedures
governing the Charity.
The charitable funds available for spending are allocated to service managers, with each allocation
managed by use of a designated fund within the general unrestricted fund. This is intended to ensure
funds are spent in a way which respects the wishes of our generous donors and benefactors. Where
funds are received with specific restriction set by the donor, a new restricted fund is established.
The delegated limits set by the Corporate Trustee for expenditure below £10k requires the approval of the
Fund Manager. Expenditure above £10k and up to £50k requires the approval of the Service Director (or
nominated Deputy). Expenditure of £50k or more requires the approval of the Director of Finance and
Strategic Development and the Service Director (or nominated Deputy). These limits were increased in
October 2020 in order to cut down on bureaucracy, facilitate spending of the funds whilst maintaining a
reasonable control of authorised expenditure.
The trustees consider themselves to be the only key management personnel.
Risk Management
Key risk areas include fraudulent attempts and over commitments of funds. Procedures and policies have
been established to mitigate these risks.
Dorset HealthCare Charitable Fund also engages with an internal auditor to periodically carry out reviews
and report any areas of weakness. Improvements to processes are implemented when any weakness is
highlighted.

Reserves Policy
The reserves policy consists of:
• an expectation that income in each individual fund will be spent within 18 months of receipt unless it is
being accumulated for a specific purpose.
• no individual fund should hold a permanent balance of more than £25k during a three month
consecutive period unless, as above, the funds are being accumulated for a specific project.
• funds with more than £50k require expenditure plans to be submitted to the Corporate Trustee.
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Reserves Policy continued
The reserves total £991k. Fund managers are encouraged to spend funds within 18 months. However, in
some cases appropriate expenditure has not yet been identified. This has led to an accumulation of reserves.
These reserves will be spent on future appropriate expenditure as and when it is identified.
There are three funds with a balance over £50k. These are:
Wimborne Hospital X-Ray Department fund:
£339k
Wimborne X-Ray Department received a large legacy of £350k in 2019/20 which is to be used for the
refurbishment of the X-Ray department. Work is being undertaken on the enabling works to commence this
project. This is forecast to complete in 2023/24.
Wimborne Hospital designated fund:
£183k
This is a designated pot to be used for the benefit of Wimborne Hospital. This hospital has a brilliant level of
support from the local community and is regularly in receipt of legacy donations. Consequently a lot of work
has already been carried out at Wimborne funded from the Charitable Fund. The staff at Wimborne use this
fund as and when they identify either a staff, patient or building requirement.
NHS Charities Together

£160k

The Charity joined NHS Charities Together in 2020 and received £176k to support staff and patients during the
COVID-19 crisis. Some spending has commenced in 2020/21 and future plans made to spend on staff and
well being projects in 2021/22.

Treasury Management Policy
The Fund usually invests £100k with H M Treasury Deposit, which previously gave a return of between 0.38%
to 0.39%, resulting in a small balance in previous years. However, due to the COVID crisis H M Treasury has
suspended deposits. The funds are still currently on deposit with the main Trust waiting for the investment
process to resume.
The Charitable Fund spending principle is to spend funds within 18 months therefore investment are only
entered into short term options.
The Treasury Management policy states:
• surplus cash can be invested for a period of up to 95 days.
• potential risks to the reputation of the Trust that may come from an involvement with deposits in the
commercial sector must be minimised.
• cash is only deposited in "safe harbour" deposits. These are low risk and high liquidity investments. They are
deposited with permitted institutions which meet recognised rating agency criteria.
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The impact of COVID-19
The 2020 COVID-19 pandemic has had impacts on the Charity both positive and negative.
Dorset HealthCare NHS Foundation Trust, the NHS as a whole and the Charity had to quickly adapt to
deal with the crisis and the significant numbers of patients who were ill. Wards and services were repurposed and for long periods closed to any but essential staff. This impacted on day to day donations as
visitors could no longer attend sites - reducing donations significantly. Expenditure was also reduced as
staff focused their efforts into treatment and further prevention of the spread of the virus.
However the fundraising efforts of the public in support of the wider NHS, typified in the amazing response
to Captain Sir Tom Moore and others, led to a huge influx of donations for the Health Service via the NHS
Charities Together Charity. The Trust became a member of NHS Charities Together and as a
consequence received a share of these donations (£176k).
Additionally, some members of the public and local companies also supported their local hospitals and
services via crowd funding raising £9k for their chosen sites.
The NHS Charities Together money has been primarily spent on staff welfare and further details of
expenditure are shown under future plans.
Normal expenditure is slowly recovering in 2021/22 as Teams now have time to plan to reward their staff
or create new improvements or facilities for patients and services.
The Charity is incredibly grateful for all the support during this time shown to it and to the wider NHS.
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Review of the Activities, Achievements and Performance of the
Charitable Funds in 2020/21
Activities and Achievements
The Charitable Fund spent £50k on activities and purchases (excluding support costs) to meet
the Charity's objectives in the year. A highlight of these include:

Ongoing development of
more beautiful and
patient/visitor friendly
gardens thanks to the
dedication of a group of
volunteers known as The
Westminster Memorial
Hospital Gardening Group

Patient Welfare
Direct patient welfare expenditure for the period totalled £23k but also includes the purchase of
equipment or refurbishment to Wards and Units to provide a better patient experience (note 5).
Funds are mainly used to provide additional facilities, or extras, to make the patients’ stay more
comfortable such as radios, particularly when patients were unable to have visitors or access
patient lounges due to COVID restrictions. These funds make it possible to purchase certain
special items which otherwise could not be provided from Dorset HealthCare NHS Foundation
Trust’s existing revenue or capital budgets. The largest items of spend by monetary value include
refurbishments and additional equipment purchases, which enhance the quality of care. This
includes an upgrade to a palliative care suite which is above and beyond what is considered
standard NHS interior.
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Review of the Activities, Achievements and Performance of the Charitable Funds
in 2020/21
Activities and Achievements continued

Swanage Hospital End of Life
Suite and Hospital gardens

The living wall at Swanage
Hospital leads into the
patient lounge area which is
used by the Lewis Manning
Hospice, bereavement
volunteers and inpatients at
the Hospital.

A view of the relatives suite which is provided for
relatives of patients who are at the end of their lives.
It enables relatives to take a break or stay overnight to
be close to their loved ones. It is also a disabled
friendly space so inclusive to all.

Original stained glass windows have
been re-framed so that the glass can
feature in the therapeutic garden
used by patients, those with life
limiting illness or at the end of their
lives.
It is also used by staff and visitors.
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Review of the Activities, Achievements and Performance of the Charitable
Funds in 2020/21 continued
Staff Education and Welfare
Staff education and welfare expenditure for the year totalled £27k. These costs were incurred to improve
staff facilities and for staff development and also represent NHS Charities Together monies being spent to
support and thank staff.
Staff were able to attend external training courses which provided an even higher level of teaching for the
benefits of our patients. This included training courses in palliative care and cancer care. Many courses this
year have been virtual or postponed until next year. Other funds were donated towards staff events and
other morale and team building events.
Other Charitable events included:
• Netflix for patients on Twynham Ward to alleviate the impact of staying inside during lock downs;
• gardening therapy items at Alderney Hospital;
• pet therapy guinea pigs and rabbits for patients at Alderney Hospital;
• pizza and ice cream for staff on arduous shifts at Alderney Hospital;
• memorial trees at various hospitals and sites;
• welcome cakes for the 111 service now hosted by Dorset HealthCare University Foundation Trust;
• cotton tote bags for the End of Life services in two hospitals so that relatives can take their loved ones
possessions home in a dignified and environmentally friendly way;
• memory aids such as specialised clocks, key finders and phones for patients attending the Brain Injury
Service;
• allotment rental as part of gardening therapy for people with mental health/anxiety;
• radios for patients to use who were unable to have visitors or to visit the TV room due to COVID
• inpatient Christmas entertainment;
• start up monies for patient run cafes in two mental health sites;
• thank you gifts and hampers for facilities and clinical staff from monies donated by grateful patients and
public;
• fairy lights and ornaments for hospital gardens at Christmas;
• Pilates equipment for staff at Wimborne Hospital;
• art works and planters for a new Sexual Health hub;
• mini toiletry sets for patients in hospital to make their stay more pleasant;
• a music system for chaplaincy services;
• hot food and drinks for people working in the night time economy in areas of deprivation;
• poppies and a cut out metal soldier for Bridport Memorial garden.

A detail from
Swanage Hospital's
living wall.
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Our Future Plans
The Charitable Fund makes plans in line with the direction and strategy of the Foundation Trust to
ensure funds are being spent effectively.
The following provides a summary of the future spending plans for the NHS Charities Together funds:
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Our Future Plans continued
Future plans are financed by either fund reserves or new donations, legacies or grant income.
Future spend will be reflective of the future needs of the services provided or carried out on behalf of
the Foundation Trust and the supporting community.
Spending plans are requested on a regular basis from all service managers who hold funds.
Other spending plans include:
• Mindray monitors for theatre, recovery and day surgery ward at Wimborne Hospital. These provide
ECG monitoring, patient rhythm data and the ability to monitor respiratory rate;
• Digital radios for patient use at West Haven and Bridport Hospitals. During the pandemic patients
were unable to have visitors or access patient lounges so the radios supplied entertainment and
company.

Review of the Finances of the Charitable Funds in 2020/21
Total income decreased by £178k to £235k in year (2019/20 increase of £125k). 2019-20 included a
one off legacy of £350k so legacies were particularly high last year but the effects of the COVID
pandemic were also felt in 2020/21. However, due to grants from NHS Charities Together and
fundraising activities by members of the public which together realised £185k the Charity's funds
remained buoyant. The 4 legacies made throughout the year totalled £19k and additionally over 180
donations were made totalling £30k, resulting in total 2020/21 donation and legacy income of £234k
(2019/20 £411k). Investment income of £1k (2019/20 £2k) was from interest earned on the Fund's
bank account.
Total expenditure decreased by £83k to £81k in year (2019/20 increase of £40k) due again to the
impact of COVID on charitable activities. A total of £80k (2019/20 £133k) was spent directly on
charitable activities, a breakdown of which can been seen in note 5. In order to manage the charity
£31k (2019/20 £31k) was spent on support costs.
Total net profit totalled £154k (2019/20 £249k) and was added to the brought forward net assets of
£837k resulting in total net assets at the end of 2020/21 of £991k.
The charity relies on donations, grants and legacies as its main source of income. While the charity
does not actively seek donations, past years donations have always more than exceed total annual
running costs.
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Statement of Trustees' Responsibilities
The Trustees are responsible for preparing the Trustees' Annual Report and the financial statements in
accordance with applicable law and United Kingdom Accounting Standards (United Kingdom Generally
Accepted Accounting Practice).
The law applicable to charities in England and Wales requires the Trustees to prepare financial statements
for each financial year which give a true and fair view of the state of affairs of the charity and of the
incoming resources of the Charity for that period. In preparing these financial statements, the Trustees are
required to:
▪

select suitable accounting policies and then apply them consistently;

▪

observe the methods and principles in the Charities SORP (FRS102);

▪

make judgements and estimates that are reasonable and prudent;

▪

state whether applicable accounting standards have been followed, subject to any material departures

disclosed and explained in the financial statements;
▪ prepare the financial statements on the going concern basis unless it is inappropriate to presume that the
charity will continue in operation
The Trustees are responsible for keeping proper accounting records that disclose with reasonable accuracy
at any time the financial position of the charity and ensure that the financial statements comply with the
Charities Act 2011, the Charity (Accounts and Reports) Regulations 2008 and the provisions of the trust
deed. They are also responsible for safeguarding the assets of the charity and hence for taking reasonable
steps for the prevention and detection of fraud and other irregularities.
By Order of the Trustee
Signed:

....................................................................

Date....................... 2021

Andy Willis, Chair of the Corporate Trustee
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Independent Examiners' Report to the Trustees of Dorset HealthCare Charitable Fund
I report to the charity trustees on my examination of the accounts of the charity for the year ended 31
January 2021 which are set out on pages 1 to 26.
Responsibilities and basis of report
As the charity's trustees you are responsible for the preparation of the accounts in accordance with the
requirements of the Charities Act 2011 ("the Act").
I report in respect of my examination of the charity's accounts carried out under section 145 of the Act and in
carrying out my examination I have followed all the applicable Directions given by the Charity Commission
under section 145(5)(b) of the Act.
Independent examiner's statement
Since the charity's gross income exceeded £250,000 your examiner must be a member of a body listed in
section 145 of the Act. I confirm that I am qualified to undertake the examination because I am a member of
the Institute of Chartered Accountants in England and Wales, which is one of the listed bodies.
I have completed my examination. I confirm that no material matters have come to my attention in
connection with the examination giving me cause to believe that in any material respect:
1
2
3

accounting records were not kept in respect of the Charity as requested by section 130 of
the Act; or
the accounts do not accord with those records
the accounts do not comply with the applicable requirements concerning the form and
content of accounts set out in the Charities (Accounts and Reports) Regulations 2008 other
than any requirement that the accounts give a "true and fair view" which is not a matter
considered as part of an independent examination.

I have no concerns and have come across no other matters in connection with the examination to which
attention should be drawn in this report in order to enable a proper understanding of the accounts to be
reached.
Signed:
Lucy Filer FCA
For and on behalf of
TC Group
10 Bridge Street
Christchurch
Dorset
BH23 1EF
Date
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Captain Sir Tom Moore completing his 100th lap of his garden raising £33
million for NHS Charities as a result.

A BIG THANK YOU…
On behalf of the patients and staff who have benefited from the donations
and legacies received, the Dorset HealthCare Charitable Fund would like to
thank everyone who has made charitable donations.
In addition a special thanks to those individuals, both staff of Dorset
HealthCare University Foundation Trust and external supporters who have
invested their time to drive forward a charitable scheme.
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Statement of Financial Activities for the year ending 31 January 2021

Note

Unrestricted
funds

Restricted
funds

2020/21
Total funds

2019/20
Total funds

£000

£000

£000

£000

Income from:
Donations and legacies
Grants
Investments
Total income

3
3
4

111
0
1
112

21
102
0
123

132
102
1
235

411
0
2
413

Expenditure from:
Charitable activities
Total expenditure

5

(34)
(34)

(47)
(47)

(81)
(81)

(164)
(164)

78

76

154

249

0

0

0

0

0

0

0

0

Net income/(expenditure)
Transfers between funds

13

Other recognised gains/(losses):
Net movement in funds

13

78

76

154

249

Reconciliation of funds:
Total funds brought forward

13

373

464

837

588

Total funds carried forward

13

451

540

991

837
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Statement of Financial Position for the year ending 31 January 2021
Note

Unrestricted
funds

Restricted
funds

2020/21
Total funds

2019/20
Total funds

£000

£000

£000

£000

10
11

23
436
459

1
545
546

24
981
1,005

23
831
854

12

(8)

(6)

(14)

(17)

Net current assets/(liabilities)

451

540

991

837

Total net assets/(liabilities)

451

540

991

837

Current assets:
Debtors
Cash and cash equivalents
Total current assets
Liabilities:
Creditors: amounts falling due within
one year

The funds of the charity:
Restricted Funds
Unrestricted Funds

13
13

0
451

540
0

540
451

464
373

Total charity funds

13

451

540

991

837

The notes at pages 17 to 26 form part of these accounts.
The financial statements were approved and authorised for issue by the Board on
Signed on behalf of the Board of Trustees

Signed:
Andy Willis, Chair of the Corporate Trustee
Date:

Charity registration number:

1056550
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Notes to the Financial Statements
1 Summary of accounting policies
1.1 General information and basis of preparation
Dorset HealthCare Charitable Fund is a charity in the United Kingdom. The address of the
registered office is given in the charity information on page 1 of these financial statements. The
nature of the charity's operations and principle activities are detailed in the Trustees Annual
Report.
The charity constitutes a public benefit entity as defined by FRS 102. The financial statements
have been prepared in accordance with Accounting and Reporting by Charities: Statement of
Recommended Practice applicable to charities preparing their accounts in accordance with the
Financial Reporting Standard applicable in the UK and Republic of Ireland (FRS 102) issued on
16 July 2014, the Financial Reporting Standard applicable in the United Kingdom and Republic
of Ireland (FRS 102), the Charities Act 2011 and UK Generally Accepted Practice as it applies
from 1 January 2015.
The financial statements are prepared on a going concern basis under the historical cost
convention. The financial statements are prepared in sterling which is the functional currency of
the charity and rounded to the nearest £000.
The significant accounting policies applied in the preparation of these financial statements are
set out below. These policies have been consistently applied to all years presented unless
otherwise stated.
1.2 Statement of Compliance

These financial statements have been prepared in compliance with the provisions of FRS102
section 1a, 'The Financial Reporting Standard applicable in the UK and the Republic of Ireland'.
1.3 Funds
Unrestricted funds are available for use at the discretion of the Trustees in furtherance of the
general objectives of the charity and which have not been designated for other purposes.
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1.3 Funds (continued)
Designated funds comprise unrestricted funds which are either set aside to be used for
specific purposes or which reflect non-binding wishes of donors.
Restricted funds are funds which are to be used in accordance with specific restrictions
imposed by donors or which have been raised by the charity for particular purposes. The cost
of raising and administering such funds are charged against the specific fund.
The major funds held in each of these categories are disclosed in note 13.
1.4 Income recognition

All incoming resources are included in the Statement of Financial Activities (SoFA) when the
charity is legally entitled to the income after any performance conditions have been met, the
amount can be measured reliably and it is probable that the income will be received.
For donations to be recognised the charity will have been notified of the amounts and the
settlement date in writing. If there are conditions attached to the donation and this requires a
level of performance before entitlement can be obtained then income is deferred until those
conditions are fully met or the fulfilment of those conditions is within the control of the charity
and it is probable that they will be fulfilled.
No amount is included in the financial statements for volunteer time in line with the SORP
(FRS 102).
For legacies, entitlement is the earlier of the charity being notified of an impending distribution
or the legacy being received. At this point income is recognised. On occasion legacies will be
notified to the charity, however it is not possible to measure the amount expected to be
distributed. On these occasions, the legacy is treated as a contingent asset and disclosed. If
the details of the amount are confirmed after the reporting period but prior to the accounts
being authorised for issue then the legacy will be treated as an adjusting post reporting date
event and accrued as income.
Investment income is earned through holding assets for investment purposes such as shares
and cash. It includes dividends and interest. Where it is not practicable to identify investment
management costs incurred within a scheme with reasonable accuracy the investment income
is reported net of these costs. It is included when the amount can be measured reliably.
Interest income is recognised using the effective interest method and dividend income is
recognised as the charity’s right to receive payment is established.
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1.5 Expenditure recognition
All expenditure is accounted for on an accruals basis and has been classified under headings
that aggregate all costs related to the category. Expenditure is recognised where there is a legal
or constructive obligation to make payments to third parties, it is probable that the settlement will
be required and the amount of the obligation can be measured reliably. It is categorised under
the following headings:
Expenditure on charitable activities includes costs incurred in relation to the charitable operations
including support and governance costs apportioned to the charitable activities.
1.6 Support costs allocation
Support costs are those that assist the work of the charity but do not directly represent charitable
activities and include office costs and governance costs. They are incurred directly in support of
expenditure on the objects of the charity. Where support costs cannot be directly attributed to
particular headings they have been allocated to the cost of raising funds and expenditure on
charitable activities on a basis consistent with use of the resources. All overheads have been
allocated on an expenditure proportion basis.
Details of these costs is included in note 6.
1.7 Debtors and creditors receivable/payable within one year
Debtors and creditors with no stated interest rate and receivable or payable within one year are
recorded at transaction price. Any losses arising from impairment are recognised in
expenditure.
1.8 Cash and cash equivalents
Cash at bank and in hand is held to meet the day to day running costs of the charity as they fall
due. Cash equivalents are short term, highly liquid investments, held in either an interest
bearing premium account of cash.
1.9 Tax
The charity is an exempt charity within the meaning of schedule 3 of the Charities Act 2011 and
is considered to pass the tests set out in Paragraph 1 Schedule 6 Finance Act 2010 and
therefore it meets the definition of a charitable company for UK corporation tax purposes.
1.10 Going concern
The financial statements have been prepared on a going concern basis as the Trustees believe
that no material uncertainties exist. The Trustees have considered the level of funds held and
the expected level of income and expenditure for 12 months from authorising these financial
statements. The budgeted income and expenditure is sufficient with the level of reserves for the
charity to be able to continue as a going concern.
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2 Prior year comparatives by type of fund
The primary statements provide prior year comparatives in total; this note provides prior period
comparatives for the Statement of Financial Activities and the Statement of Financial Position for the two
types of funds the charity manages.
2.1 Statement of Financial Activities for the year ending 31 January 2020
Unrestricted
funds

Restricted
funds

2019/20
Total funds

£000

£000

£000

35
1
36

376
1
377

411
2
413

(132)
(132)

(32)
(32)

(164)
(164)

Net movement in funds

(96)

345

249

Reconciliation of funds:
Total funds brought forward

472

116

588

Total funds carried forward

376

461

837

Unrestricted
funds

Restricted
funds

2019/20
Total funds

£000

£000

£000

Current Assets:
Debtors
Cash at bank and in hand
Total Current Assets

22
362
384

1
469
470

23
831
854

Liabilities:
Creditors: amounts falling due within one year

(11)

(6)

(17)

Net current assets/(liabilities)

373

464

837

Income from:
Donations and legacies
Investments
Total incoming resources
Expenditure on:
Charitable activities
Total expenditure

2.2 Statement of Financial Position for the year ending 31 January 2020
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3 Income from donations and legacies

Donations
Legacies
Grants

4 Income from investments

Interest - deposits

Unrestricted
funds
£000
93
18
0
111

Restricted
funds 2020/21
£000
£000
20
113
1
19
102
102
123
234

2019/20
£000
40
371
0
411

Unrestricted
funds
£000
1
1

Restricted
funds 2020/21
£000
£000
0
1
0
1

2019/20
£000
2
2

Charitable
activity
£000
9
10
27
4
50

Support
costs 2020/21
£000
£000
4
13
1
11
18
45
8
12
31
81

2019/20
£000
56
26
52
30
164

5 Analysis of charitable expenditure

Purchase of new equipment
Building and refurbishment
Staff education and welfare
Patient welfare

The basis for allocating support costs is by number of transactions processed to more accurately reflect the
support time and resources used.
Of the above support costs £19k were attributable to restricted funds (2019/20 £7k). The increase is due to
the additional administration support needed for the large amounts (£176k) of restricted monies received
from NHS Charities Together.
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6 Allocation of support costs and governance costs
Support costs are allocated between fundraising activities and charitable activities.
Governance costs are those support costs which relate to the strategic and day to day
management of a charity.
The bases of allocation used are as follows:

Internal Audit
External Independent Review
Governance Total

Charitable
activities
£000
1
3
4

Total
2020/21
£000
1
3
4

Total
2019/20
£000
1
3
4

Financial administration
Telephone/postage/stationery
Computer expenses
Total

24
1
2
31

24
1
2
31

24
1
2
31

Restricted
funds
17
17

Total
2020/21
31
31

Total
2019/20
31
31

Support cost

Charitable activities

Unrestricted
funds
14
14

7 Independent examiners remuneration
The independent examiners remuneration of £3k (2019/20 - £3k) relates to the independent
examination of the financial statements by our external reviewers.
8 Trustees' and key management personnel remuneration and expenses
The Trustees and key management personnel neither received nor waived any remuneration
during the year 2020/21 (2019/20 - £nil).
No Trustees are accruing pension arrangements (2019/20 - £nil).
The Trustees did not have any expenses reimbursed during the year (2019/20 - £nil).
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9 Staff cost and employee benefits
For the 2020/21 year the charitable fund did not employ any staff (2019/20 - nil).
Staff are not directly employed by the Charitable Fund. Staff of Dorset HealthCare University NHS Foundation Trust
have responsibility for the day to day running of the Charitable Fund and the time spent on this work is recharged to
the Charity on a monthly basis.

10 Debtors

Other debtors - legacies
Prepayments and accrued income

2020/21
£000
23
1
24

2019/20
£000
22
1
23

2020/21
£000
881
100
981

2019/20
£000
731
100
831

2020/21
£000
14
14

2019/20
£000
17
17

11 Analysis of cash and cash equivalents

Cash in hand
Cash on deposit

12 Creditors: amounts falling due within one year

Accruals
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13 Fund reconciliation
Balance at
01/02/2020

Transfer

£000

£000

£000

£000

£000

194
44
131

0
0
0

2
0
33

(13)
(1)
(17)

183
43
147

0
4
373

0
0
0

74
3
112

(1)
(2)
(34)

73
5
451

Restricted funds:
Buckland Fund
Swanage Hospital
Swanage Hospital Training LoF
Wareham Hospital
Dorset Working Women's Project
Pebble Lodge
Wimborne Bullows A&E Eyes
Kings Park Hospital
Wimborne X-Ray
NHS Charities Together
District Nurses Bournemouth North
Bridport COVID crowd funding
Other immaterial restricted funds (37 funds)
Total Restricted Funds

7
17
10
7
5
5
2
36
350
0
6
0
19
464

0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
102
0
9
12
123

0
(5)
(0)
(5)
(0)
(0)
(0)
(1)
(11)
(15)
(1)
(1)
(8)
(47)

7
12
10
2
5
5
2
35
339
87
5
8
23
540

Total Funds

837

0

235

(81)

991

Unrestricted and designated funds:
Designated funds
Wimborne Hospital fund
New Wave fund
Other immaterial designated funds (42 funds)
Unrestricted funds
NHS Charities Together Initial Funding
General funds
Total unrestricted and designated funds

Balance at
Income Expenditure 31/01/2021

Fund Descriptions

Full details of funds are shown with the Trustee Report.
a) Unrestricted and designated funds
The purpose of the unrestricted funds are to support the charitable purpose as stated in the objects of the Dorset
HealthCare Charitable Fund; particular designated funds have been created to reflect the non binding wishes of
donors.
The Trustees set a closing balance of £50k or above as the threshold for reporting material designated funds. In
the interests of accountability a breakdown of all such funds is available upon written request. There is one
designated fund with a closing balance over £50k which is Wimborne Hospital at £183k.
Wimborne Hospital Material Designated Fund
This is a non binding legacy which was left to Wimborne Hospital in November 2013. Wimborne has also been the
recipient of several further legacies in 2017/18, 2018/19, 2019/20 and in 2020/21.
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Fund Descriptions continued
Funds were received from New Wave Integrated Care Ltd in April 2014 for the benefit of
people in Boscombe and the immediate surrounding areas. This fund is now being used for
projects which were identified in 2019/20 such as lunch clubs for lonely isolated older people.
Again due to COVID restrictions these have been temporarily postponed.
NHS Charities Together - Unrestricted Funds
The Charity joined NHS Charities Together in 2020 and received initial unrestricted funding
of £74k to support staff and patients during the COVID crisis. Some spending has
commenced in 2020/21 and future plans made to spend on staff and well being projects in
2021/22.
b) Restricted funds
Restricted funds over £50k
Wimborne X-Ray Department
A large legacy was received in 2019/20 of £350k which is solely for the benefit of the
Radiology Department at Wimborne Hospital. Plans are being made to use this money on
refurbishing/improving the X-ray department.
NHS Charities Together - Grants
NHS Charities Together invited bids in 2020 and the Charity consequently received £50k to
mentor ethnic minority, disabled and other staff (spent in 2021-2022). A second £50k has
and is currently being spent on staff reward, recognition and recovery. The final £2k was
spent on goodie bags containing healthy snacks and essentials to welcome, sustain and
thank vaccination staff.
Restricted funds under £50k
There is a restricted fund relating to a legacy left by the Reverend Buckland to be used for
any charitable purpose relating to the benefit of Occupational Therapy and the Rehabilitation
Assessment units.
Swanage Hospital has a restricted fund to be used for the care of cancer patients.
Wareham Hospital has a restricted fund for the benefit of the palliative care unit - and
received a legacy of £15k in 2020/21. The Hospital has submitted a plan to refurbish
Kimmeridge Ward which as well hosting general clinical space will also be used for
audiology, coagulation, heart failure, continence and AAA screening clinics in a location easy
and accessible for as many patients as possible.
Wimborne Hospital received a legacy in January 2017 of £8k for use in the Minor Injury Unit
with specific reference to eye care. Items for the ophthalmology department have been
purchased in 2019/20.
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Fund Descriptions continued
Kings Park Hospital received a £40k legacy in July 2018 and ideas were put forward
regarding how to spend this money.
Dorset Working Women's Project received £4k in August 2016 to create a safe space for
working women within the Boscombe/Springbourne areas. They have also received a £2k
donation in September 2018 which is being used for an Outreach project to take health
education and hot food and drinks to workers in the night time economy in deprived areas of
Dorset.
Pebble Lodge, the Trust's Child and Adolescent Mental Health Hospital in Bournemouth,
received a £5k donation in 2019/20 which is to be spent on young people's activities.
Unfortunately due to COVID these had to be postponed but are still planned for when
restrictions ease.

14 Related party transactions
Information about related party transactions and outstanding balances is outlined below:
Income Expenditure
£000
£000

Debtors Creditors
£000
£000

Dorset HealthCare University NHS
Foundation Trust - Corporate Trustee
To 31 January 2021

0

28

0

0

To 31 January 2020

0

28

0

0

The Trust Board of Dorset HealthCare University NHS Foundation Trust is the sole corporate
trustee of the charitable fund.
Board Members of Dorset HealthCare University NHS Foundation Trust (and other senior
staff) take decisions on Charity matters but endeavour to keep the interests of each discrete
and do not seek to benefit personally from such decisions.
Dorset HealthCare University NHS Foundation Trust on occasion will receive income or make
payments on behalf of Dorset HealthCare Charitable Fund, the charity will then refund the
balance. In addition Dorset HealthCare University NHS Foundation Trust provides
management and accounting support to the Charitable Fund. During the year ended 31
January 2021 £28k (2019/20: £28k) was paid to Dorset HealthCare University NHS
Foundation Trust in respect of this. The figures above include both of these elements.
During the period none of the Trustees or members of the key management staff or parties
related to them has undertaken any material transactions with the Dorset HealthCare
Charitable Fund or received any benefit from the charity through payment or in kind.

15 Contingent Liabilities or Assets
There are no contingent assets or liabilities in 2020/21.
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DORSET HEALTHCARE CHARITABLE FUND
CHARITY NUMBER 1056550

Principal Office:
Sentinel House
Nuffield Industrial Estate
Poole
Dorset
BH17 0RB
TC Group
Accountants
10 Bridge Street
Christchurch
Dorset
BH23 1EF

Dear Accountants
LETTER OF REPRESENTATION FOR THE YEAR ENDED 31 JANUARY 2021
We confirm to the best of our knowledge and belief that we have made appropriate enquiries of management and
staff with relevant knowledge and experience and, where necessary, have inspected supporting documentation
sufficient to satisfy ourselves that we can properly make each of the following representations to you in connection
with your independent examination of the financial statements of Dorset HealthCare Charitable Fund for the year
ended 31 January 2021.
1 Trustees’ Responsibility for the Financial Statements
We have fulfilled our responsibilities as trustees as set out in the terms of your engagement letter and under
the Charities Act 2011 for preparing financial statements in accordance with applicable law and United Kingdom
Accounting Standards (United Kingdom Generally Accepted Accounting Practice), for being satisfied that they
give a true and fair view and for making accurate representations to you. All the accounting records have been
made available to you for the purpose of your independent examination and all the transactions undertaken by
the Charity have been properly reflected and recorded in the accounting records. All other records and related
information, including minutes of management meetings, have been made available to you.
The accounting policies used are detailed in the financial statements and are consistent with those used for the
previous financial statements.
The financial statements are free of material misstatements, including omissions.
2 Internal Control and Fraud
We acknowledge our responsibility for the design, implementation and maintenance of internal control systems
to prevent and detect fraud and error. We have disclosed to you all instances of known or suspected fraud
affecting the entity involving management, employees who have a significant role in internal control or others
that could have a material effect on the financial statements. We have also disclosed to you all information in

relation to allegations of fraud or suspected fraud affecting the entity’s financial statements communicated by
current or former employees, analysis, regulators or others.
Continued…/
-23 Laws and Regulations
We are not aware of any irregularities, including fraud, involving management or employees of the Charity; nor
are we aware of any breaches or possible breaches of statute, regulations, contracts, or agreements or the
Charity's governing documents which might prejudice the Charity's going concern status or that might result in
the Charity suffering significant penalties or other loss. No allegations of such irregularities, including fraud, or
such breaches have come to our notice.
4 Assets and Liabilities
The Charity has a satisfactory title to all assets included in the Statement of Financial Position and no assets
belonging to the Charity have been omitted from the financial statements. There are no mortgages, liens or
encumbrances on the Charity's assets, except for those that are disclosed in the notes to the financial
statements.
We have recorded or disclosed, as appropriate, all liabilities, both actual and contingent, and have disclosed in
the notes to the financial statements all guarantees that we have given to third parties.
We have no plans or intentions that may materially alter the carrying value or classification of assets and
liabilities reflected in the financial statements.
5 Accounting Estimates
Significant assumptions used by us in making accounting estimates, including those measured at fair value, are
reasonable.
6 Provisions for Losses
Provisions have been made in the financial statements for all losses of a material amount which have resulted
from, or may be expected to result from events which had occurred by the year end date.
7 Legal Claims
We have disclosed to you all claims in connection with litigation that have been, or are expected to be, received
and such matters, as appropriate, have been properly accounted for, and disclosed in, the financial statements.
8 Loans to Trustees and Similar Arrangements
The Charity has not had nor entered into at any time during the year, any arrangement, transaction or
agreement to provide credit facilities (including loans, quasi-loans or credit facilities) for trustees nor to
guarantee or provide security for such matters.
9 Transactions with Related Parties
Related party relationships and transactions have been appropriately accounted for and disclosed in the
financial statements. We have disclosed to you all relevant information concerning such relationships and
transactions and are not aware of any other matters which require disclosure in order to comply with the
requirements of the Charities Act 2011 or accounting standards.

We understand that a related party is where one party has direct or indirect control of the other, both parties
are under common control, one party has influence over the financial and operational policies of the other, or
where one party has subordinated its own separate interest.
Continued…/
310 Subsequent Events
There have been no events since the year end date which necessitate revision of the figures included in the
financial statements or inclusion of a note thereto. Should further material events occur, which may necessitate
revision of the figures included in the financial statements or inclusion of a note thereto, we will advise you
accordingly.
11 Going Concern
We believe that the Charity's financial statements should be prepared on a going concern basis on the grounds
that current and future sources of funding or support will be more than adequate for the Charity's needs. We
have considered a period of twelve months from the date of approval of the financial statements. We believe
that no further disclosures relating to the Charity's ability to continue as a going concern need to be made in the
financial statements.
12 Grants, Donations and legacies
All grants, donations and other income, the receipt of which is subject to specific terms or conditions, have
been notified to you. There have been no breaches of terms or conditions in the application of such income. No
notification of legacies has been received since the date of the onsite visit (28/07/21) and the signing date.
13 Restricted Funds
We confirm that all restricted funds are correctly stated in the financial statements and there are no other
transactions that should be recorded as restricted funds.
14 Bank
We confirm that Dorset HealthCare NHS Foundation Trust hold £100,000 in an interest bearing account on
behalf of Dorset HealthCare Charitable Fund. These monies are instantly accessible at Dorset HealthCare
Charitable Fund’s request.
15 Donated goods and services
We confirm the charity does not receive any material donated goods and services that should be recognised in
the financial statements.

Yours faithfully

.....................................................................
Signed on behalf of the Board of Trustees
Dorset Healthcare Charitable Fund
Date: ...........................................................
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Management Letter for the Trustees of
Dorset HealthCare Charitable Fund
Year Ended 31 January 2021

10 Bridge Street, Christchurch, Dorset, BH23 1EF
Tel: 0330 088 7111

www.tc-group.com

Tyrell Bowcher
Sentinel House
Nuffield Industrial Estate
Poole
Dorset
BH17 0RB

Our Ref: DOR004/LF/VJ

15 September 2021

Dear Trustees
Dorset HealthCare Charitable Fund
MANAGEMENT LETTER FOR THE YEAR ENDED 31 JANUARY 2021
I am pleased to advise you that now that our independent examination of the accounts has been completed, we
have prepared the summary of our findings, along with suggestions for possible improvement.
This report has been prepared for the sole use of Dorset HealthCare Charitable Fund and must not be shown to
third parties without our prior consent. No responsibilities are accepted by TC Group towards any party acting or
refraining from action as a result of this report.
SUMMARY OF FINDINGS
The areas we recommend where improvements could be made are summarised below:1)
2)
3)
4)
5)

Utilisation of funds
Accounting treatment of grant income
Allocation of funds
Goods invoiced and not received
Initial recording of donations received

If you have any queries please do not hesitate to contact me.
With kind regards
Yours sincerely

Lucy Filer
TC Group

Utilisation of funds
Observation

Implication

Recommendation

Each year funds continue to increase due to lack
of spending. At 31 January 2021 the charity held
£991,000 in reserves.

If a charity is known to hold large reserves there
is the possibility that donors will be less willing to
give on the basis that the charity does not
require funds.

We strongly recommend that all fund managers
are reminded of the current balance available for
spending. The charity should emphasise to the
fund manager the benefits and importance of
finding appropriate items to purchase in the next
financial year, in order to further meet the
charities objectives.

The charity is holding funds in excess of that
considered to be appropriate by the trustees.

Management Response
Due to Covid, this year was an exceptionally hard year for charitable fund spend. The priority for Dorset HealthCare Uni NHS FT
had to be focused on the pandemic and charitable fund spend was put on the back burner. In addition to this by the year end we
had taken in £174k from NHS Charities Together as a result of the pandemic and plans were being drafted on how to spend these
funds, which are now well on their way.
Furthermore the charity received £350k in January 2020 to redevelop the Radiology department at Wimborne Hospital, there are
a number of enabling works which need to be carried out before we can start on this work, therefore this balance is likely to be
around for a few years. The other large balance worth mentioning is Wimborne Hospitals legacy balance of £183k, Wimborne
Hospital has been fortunate enough to receive a lot of legacies over the last 10 years and as a result a lot of beneficial works have
already been carried out at the Hospital. While the Hospital does have a steady stream of small charitable fund spend there is less
large spends going out at any one time.
Fund managers are regularly reminded about balances and asked for spending plans.

Grants accounted for as donations
Observation

Implication

Recommendation

Included within donations were grants received
from NHS Charities Together Fund.

Grant income is understated and donations are
overstated.

We recommend that a review of all donations
are agreed to the correct reporting requirements
before being allocated to individual fund centres.

The accounting policies notes for recognising
grant income are misleading to the users of the
financial statements.

Management Response
Accounts amended to recognise correct income classification.

Fund allocations
Observation

Implication

Recommendation

Funds received from NHS Charities Together were
allocated to one individual fund centre as
opposed to being allocated across each individual
project.

This could result in expenditure being incurred for
one project that exceeds the grant requirement
for that project.

We recommend separate funds are set up and
sufficient controls in place to ensure expenditure
is in line with grant requirements.

Management Response
There is a detailed spending plan for all the NHS Charities Together funds, both the Communications and Finance department are
familiar with these and are tracking total costs to ensure they remain within funding envelopes.

Goods invoiced and not received
Observation

Implication

Recommendation

Goods were invoiced by the supplier in the year
for flooring, however these were not received
until post year end. No prepayment was
recognised and instead the costs were included
with the expenditure for the year.

The assets of the charity are understated.

We recommend a review of all invoices received
in the year are agreed to the delivery notes to
ensure the correct accounting treatment is
applied.

Management Response
This was the result of a misunderstanding of the nature of the invoice, while we feel this is unlikely to happen again we will keep
vigilant when reviewing all invoices.

Donations form
Observation

Implication

Recommendation

During the year ending 31 January 2018 a new
donations form was implemented for completion
by those receiving donations. A revised copy was
produced and approved by the committee during
the year ending 31 January 2019. Included on
this form is a section which states 'If a donation
is more than needed for a purpose, has the
donor agreed any remainder can be spent on
general ward/service use' with a yes or no tick
box.

The form is there to safeguard the charity from
having funds restricted to areas where they
cannot be spent; allowing full use of all donations.

We recommend the appropriate staff are trained
in completing the form so that they fully
understand the importance of each section.

In line with our findings last year, on review of
income we noticed that this form has not always
been completed and/or included in the
donations folder.

Management Response
Noted.

Invoice addresses
Observation

Implication

Recommendation

6 invoices were invoiced to Dorset Healthcare
University NHS Foundation Trust but were for
works carried out for Dorset Healthcare Charity
fund.

Expenditure may be incurred in the incorrect
charity.

We recommend all expenditure is invoiced to the
charity in their name.

Management Response
Noted.
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DORSET HEALTHCARE CHARITABLE FUNDS

CONSTITUTION
Dorset HealthCare University NHS FT is the Corporate Trustee of the
Charitable Fund. The Directors of Dorset HealthCare University NHS FT are
not individual Trustees under Charity Law but act as agents on behalf of the
Corporate Trust. It is essential that anyone acting as an agent is fully aware
of the responsibilities of the Corporate Trustee and the terms of the Charitable
Fund’s ‘Governing Documents’.

QUORUM
In order for decisions taken by the Committee to be valid, the meeting must
be quorate. This will consist of three members of the Committee being
present at the point when any business is transacted. Attendance by
telephone or audio-visual means will count towards the quorum.

DUTIES
The Corporate Trustee will ensure that:


the agents are fully briefed and well informed of the Corporate Trustees
roles and responsibilities defined in the document The Essential Trustee



there will be bi-annual reports to the Board. These reports will be
discussed at Board meetings of the Corporate Trustee



there are effective Income & Expenditure & Reserves Policies in place



there is effective financial and administrative control
Charitable Funds



there is an assurance that the Funds are satisfactorily invested for both
protection and growth where appropriate



funds held in reserve will be put on deposit with the Treasury which is a
safe investment holding with short term notice to withdraw the funds.

over the

We intend to spend this money rather than invest in line with the 18
month spending guidance


any decision to invest for the longer term and to incur anything more
than the lowest levels of risk would need to be considered by the
Corporate Trustee

FREQUENCY OF MEETINGS
The Board meets six times a year and the Charitable Funds are presented biannually. An ad hoc meeting can be arranged at the request of any agency of
the Corporate Trustee i.e. the Trust Board.
The Deputy Director of Finance and the Head of Financial Services shall
attend meetings when required.
The reserves policy is at Appendix 1.

Appendix 1
RESERVES POLICY
A reserves policy will be determined from time to time. Current policy is as
follows:
1. Charity Commission guidance CC19 (Charity reserves: building
resilience) reaffirms the general duty of the Trustees to apply charity
funds within a reasonable time of receiving them. Although reserves
may be held, it details that the charity needs justification for doing so.
2. There is an expectation that income in each individual fund will be
spent within 18 months of receipt, unless funds are being accumulated
for a specific purpose. If more than £10,000 is required to be saved for
a particular purpose from a general purpose fund or £50,000 from a
special purpose fund, the Corporate Trustee must be notified to
formally agree the project.
3. No individual fund should hold a permanent balance of more than
£25,000 during a three month consecutive period unless, as above, the
funds are being accumulated for a specific project.
4. Expenditure plans of over £50,000 require submission to the Corporate
Trustee for approval. Standing Financial Instructions
5. The Buckland Fund balance is to be retained until suitable proposals
for expenditure have been put forward and agreed by the Charitable
Funds Corporate Trustee.
6. The Wimborne X-Ray Department balance is to be retained until
preliminary works have been completed to allow the refurbishment of
the Wimborne X-ray suite.

Appendix E

INCOME AND EXPENDITURE POLICY
Charitable funds should be used to augment services by the provision of additional items
which are not paid for by the NHS. It is intended that such expenditure will improve the
conditions under which patients are cared for and treated, or the conditions in which staff
work.
It is the role of the Corporate Trustee to monitor by reports and other information, the income
and expenditure of the Charitable Fund.
The Charity Commission and the NHS Executive have given clear guidance that the money
should be spent rather than accumulated.
If a celebrity or public person is to be involved with the Charity, be it for either fund raising or
expenditure purposes, then this should be reviewed by a director prior to any involvement.
This is to ensure that adequate consideration is given to the risk of loss of reputation by
associating the Charity’s name with a public person or celebrity.
1 Income
There are two types of fund.
Restricted: (Special Purpose): The benefactor has stated a specific use for the money.
Unrestricted: (General Purpose): No specific purpose stated for the money.
If there is any doubt whether the proposed expenditure would meet the relevant 'Restricted'
criteria, the matter should be referred to the Corporate Trustee. If the issue is difficult to
resolve, it should be referred to the Charities Commission.
All new funds over £10,000 should be referred to the relevant manager/director prior to
acceptance to provide assurance of the bona fides of the donor.
The Charity Commission has directed that all fees, income and capital growth should be split
fairly between all funds.
The Finance Department will make a quarterly charge for the administrative and accounting
work. This charge will be borne by all funds, in relation to their balance.
2 Expenditure
Available funds should be used appropriately and efficiently. Periodic reviews of funds with
small balances should be carried out and where possible, to save on administration,
amalgamated.
Our policy does not permit the use of charitable funds to supplement the payment of officers.
Normally, the payment of salaries is not permitted. However, in exceptional circumstances

research and similar short term projects may necessitate the employment of staff members.
All such cases will be referred to the Corporate Trustee.
There should be no items of recurring expenditure.
Expenditure is within the control of authorising officers who receive their delegation of
authority as detailed under the Delegated Limits for funds Held on Trust (found in the Trust
SFIs).
Authorising Officers shall satisfy themselves that:





the purposes for which monies are required are consistent with the terms and
conditions of the charitable fund concerned
the sum required is within their delegated authority to authorise
there are sufficient funds available in the charitable fund concerned
correct records kept in line with Internal Audit recommendations

Overdrawing on individual funds is not permitted even though in aggregate a unit’s charitable
fund may be in credit. Nor should any commitments be entered into in advance of an
approval to release money from a charitable fund.
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QUARTERLY WORKFORCE REPORT
Part 1 Board Meeting 6 October 2021
Author

Nicola Plumb

Purpose of Report

To update the Board about overall workforce performance and
specific workforce development initiatives

Executive Summary
This is the first quarterly workforce report, which includes workforce performance data alongside
additional information to provide greater insight in to the workforce-related initiatives underway
across the Trust.
For the first time the Board is being presented with information about our employee relations
activity, as well detailed information about our workforce learning and development work underway.
The Board is asked to consider what it would like from this report moving forward, given the breadth
of activity underway.
Performance in vacancy, sickness, appraisal and mandatory training remain within process control
limits and the turnover data quality remains medium due to changes in reporting.
This quarter the report highlights further insights in the key areas of: recruitment performance;
vaccination workforce; hard to recruit to roles; employee relations; and trends in agency spend.
The section on workforce risk, governance and assurance sets out how we are managing workforce
risk and identifies those services areas that are of particular concern this quarter.
Workforce development and supply provides an update on: training placements; apprenticeships
and development; and international recruitment.
A further section provides additional highlights related to staff engagement, recognition and
belonging, to bring to the Board’s attention.
A final section is added to respond to the Matter Arising regarding workforce starters and leavers
and future forecasting assumptions. In taking this forward the report provides more detailed
information specifically regarding the qualified nursing workforce to illustrate how we are taking
forward our workforce forecasting and planning.

Recommendation

The Board is asked to note the report and to consider what aspects
it would wish to see in future reports, including consideration of the
frequency of reporting.
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QUARTERLY WORKFORCE REPORT OCTOBER 2021
1.

PURPOSE

1.1

The purpose of this report is to:





Provide the Board with data and insight about current workforce performance
Set out for the Board how workforce risk is managed within the organisation in response to
recent conversations at the Board and Board Committees
Provide information about areas of particular concern and operational workforce delivery
Provide workforce forecasting information with a focus on qualified nursing

1.2

This is a long report for the Board and still by necessity omits initiatives or programmes of
work that the Board has already considered this year, including: our Equality and Inclusion
programme, our Just Culture work, and work coming from the NHS Staff Survey.

1.3

This is the first quarterly workforce report and the Board is asked to consider what it would
like from this report moving forward, given the breadth of activity underway.

2.

WORKFORCE PERFORMANCE

2.1

Turnover
The overall figure for the 12 month period to August 2021 is 10.3%. There is significant
variation across directorates and turnover by Service / Directorate for the 12-month period
ending July 2021 is:






Children’s and Young Peoples Services = 9.15% (up from 8.87%)
Integrated Community Services = 11.6% (down from 12.65%)
Medical = 6.49% (down from 13.47%)
Mental Health Services = 9.77% (down from 11.05%)
Support Services = 9.83% (down from 11.81%)

2.2

A change in data processing has produced an anomaly in turnover reporting; next month’s
data will return to the previous method of calculation, allowing us to confidently review the
figures.

2.3

The immediate area of concern is the proportion of people leaving who have less than 24
months’ experience. The overall figure for January 2019 to June 2021 shows that 44.9% of
leavers have less than 24 months’ service. We have to get to the bottom of why this is and
the quality of exit surveys and interviews is already under review.
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2.4

Overall vacancy rates
The overall vacancy factor is 6.71%, which equates to 375.11 WTE. This represents an
increase on the previous month's position of 6.58% (367.65 WTE) and although it is the
fourth consecutive month on an upward trajectory, levels remain within the normal range.
Budgeted establishment has increased from 5584.08 WTE in July 2021 to 5586.31 WTE this
month. Vacancy levels across all clinical directorates have increased in month:






Children & Young Peoples Services = 5.04% / 21.33 WTE (up from 4.93% / 20.86 WTE)
Integrated Community Services = 5.99% / 116.73 WTE (up from 5.58% / 108.75 WTE)
Medical = 12.24% / 17.71 WTE (up from 11.61% / 16.84 WTE)
Mental Health & LD Services = 6.73% / 140.1 WTE (Up from 6.33% / 131.61 WTE)
Support Services = 7.97% / 79 WTE (down from 9.05% / 89.59 WTE)

2.5

The most significant focus is regards qualified nursing workforce and this is discussed
further below in a closer consideration of this cohort.

2.6

Sickness absence
The overall rate is 5.05% and within normal range, although when combined with other
absence (annual leave, maternity, compassionate leave, study leave etc.), where sickness
absence is above average in individual service areas, this combines to create operational
delivery pressures. The rolling 12 month figure to August 2021 is 4.62% with the highest
rates in Integrated Community Services (5.95%) and Children and Young People’s Services
(5.48%). The top reasons for absence are: anxiety/stress/depression/other psychiatric illness
(29.2%); Injury/fracture (11.54%); other MSK problem (8.59%).
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2.7

Basic sickness absence benchmarking provides some context around our own sickness
figures. Whilst in the Dorset system our proportions of sickness absence are greater, when
benchmarked against similar type trusts, our performance is much more positive.
Nonetheless, addressing this is an essential component of how we improve our overall
workforce position as set out further below.
Sickness Benchmarking (April 2020 - March 2021)
% All Staff
4.3
3.5
3.5
4.1
4.5

% Nursing & Health Visitors
4.6
3.2
3.9
3.9
4

Hertfordshire Partnership

4.8

4.9

Northampton Healthcare
North East London

5.9
5.1

7.2
5.4

Dorset Healthcare
DCH
Poole Hospital
Royal Bournemouth
Southern Health

2.8

Appraisal and mandatory training
Performance in both of these areas remains a concern and may be explained by the
decision to stand down non-essential meetings in August due to operational pressures.
Appraisal compliance has dropped again from 90.38% to 88.90% and there has been a
smaller decrease in mandatory training, from 94.33% to 93.89%.

2.9

In and of themselves both appraisal and training are essential components of employee
experience and maintaining safe, effective practice. In addition, they are wider indicators of
management practice and levels of engagement within the workplace. Comprehensive
efforts are made to prompt and reminders sent to individuals and line managers about
performance in these areas; overall directorate performance is circulated to executive
directors and service directors for action and cascade. Not completing appraisals and
mandatory training, when we have previously performed well, is indicative of current
operational pressure.
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2.10

Recruitment
Whilst numbers of applicants for roles remains high and we are able to attract candidates,
the process can be slow and there are some areas where there are significant difficulties in
attracting suitability qualified staff. A task and finish group was set up in summer 2021 to
consider actions to support recruitment activities. Actions include:








Clustering vacancies (as opposed to advertising one vacancy at a time)
Offering alternative roles to appointable candidates who reach the ‘bar’
Refreshing our attraction packages and additional benefits to ensure we are competitive
within the local/regional/sector market
Review of employer branding and recruitment website
Enhanced pastoral support for new starters – one pastoral support worker recruited and
another post is being proposed
Greater collective clarity about hard to recruit to posts
All actions are in delivery and due to be completed before end Q3 2021/22.
As of 15 September 2021 the recruitment pipeline has total activity of 1012 actions:








Vacancies going through authorisation – 31
Live vacancies – 109
Vacancies going through shortlisting – 36
Vacancies going through interviews – 89
Applicants in offer/pre-employment checks stage – 429
Applicants in start date booked stage – 318
5

2.11

Vaccination workforce recruitment
DHC remains the lead employer for the vaccination workforce across Dorset providing
registered and unregistered vaccinators, healthcare support workers and administrators for
phase 3 of the programme. In phase one, more than 600 new staff were on-boarded to the
bank. A new recruitment campaign is being launched to attract more registered vaccinators
for the phase 3 programme. The school-age Covid vaccination programme also requires
additional new staff in order to meet the timeframe and these posts have already been
advertised.

2.12

There is significant demand for vaccination workforce across all the programmes and
workforce remains a significant limiting factor in terms of achieving the challenging targets
and timeframes set. Within HR Services additional resources have been taken on to support
the recruitment campaigns and on-boarding, and ensure the recruitment pipeline is operating
as effectively and efficiently as possible. However, on-boarding a high number of new
vaccination staff (if we can attract the candidates), in addition to the new substantive staff, is
likely to impact negatively on the Trust’s time to recruit KPIs.

2.13

Harder to recruit-to-roles
There is a significant overall challenge in the recruitment of qualified nursing and medical
staff, which is not unique to Dorset HealthCare. Further information is provided below about
the qualified nursing position given the scale of the impact across the Trust. Roles may be
classed as hard to fill if: the job requires skills which are in short supply; the job is based in a
location where there is a shortage of labour and attracting employees to the area is difficult;
the salary we are able to offer is below market average and we are unable to compete with
other organisations.

2.14

According to the recruitment data, the hardest to recruit to roles in 2020/21 were: Senior
Orthotist; Staff Nurse (physical and mental health); Community Support Worker; Clinical
Psychologist; Audiologist; Mental Health Practitioner; Community Staff Nurse; Specialist
Intermediate Care Nurse; and Community Night Nursing Staff Nurse.

2.15

Specific initiatives to recruit to these roles are designed according to the specific
circumstances and include: additional targeted recruitment marketing/advertising;
consideration of additional recruitment and retention payments; additional investment to
develop internal candidates through apprenticeships, advanced practice training or similar.
There are a number of roles where we are reviewing our total reward package to ensure we
are competitive within the wider recruitment market.

2.16

Employee relations
The overall numbers of employee relations cases have remained stable and within upper
and lower process limits. Significant work has been underway to improve the consistency of
support and advice to line managers and the recent introduction of a digital employee
relations case management system is expected to further improve the quality and speed of
resolution in this area. This progress makes an important contribution to cultural
improvement, engagement and in turn, retention.

2.17

There has been a much greater effort to resolve concerns and provide advice informally or
through mediation, which has been especially supported by the proactive work of the
Freedom to Speak Up Guardian and Associate Guardians, with closer working with the
People and Culture directorate.
6

Overall employee relations cases

2.18

As at 15 September 2021 the current case load across the organisation is: 14 disciplinary
cases; 41 health and wellbeing cases; 3 grievances; 4 capability (performance); 6 capability
(health); 1 probationary review; and 1 performance (conduct). There are currently three
suspensions and 2 Employment Tribunal cases.

2.19

Mapped on to SPC charts from September 2019, both grievances and disciplinary cases
remain within upper and lower process controls, the graphs omitted from this report due to
the size of the report.

2.20

Of 23 disciplinary cases from April to August 2021, more than half of the cases have arisen
due to poor/unacceptable behaviour in the workplace. Thirteen of the disciplinary cases have
been concluded and of these, 7 progressed to a formal disciplinary hearing whereupon 5
formal sanctions being issued, including a dismissal from employment.

2.21 Our Disciplinary Policy has now been reviewed and ratified. The emphasis now is on the
informal steps to consider what went wrong, rather than who did something wrong. It outlines
how we support employees when things go wrong or when honest mistakes are made, as
they inevitably will do, and crucially, how we learn from these mistakes. The revised policy
therefore, encourages learning from incidents and continuous improvement, rather than a
culture of fear and blame which only encourages employees to stay silent.
2.22 Another key focus in the new policy is ensuring comprehensive welfare support for employees
subject to disciplinary procedures.
2.23 This is a key part of our Just Culture work programme and by the end of November our
Grievance policy, sickness absence management policy, our performance management
policy, and our recruitment policy will have been reviewed and revised as necessary. A
Respect and Resolution Policy is also being drafted.
2.24 Of seven grievances lodged in the same period, all were also related to behaviours in the
workplace: how staff feel that they have been treated by others; feeling that they have been
bullied by their manager and/or wider team; and a patient complaint about the behaviour of a
staff member towards them. Of the four grievances that have been closed, 2 were partially
upheld, 1 was withdrawn and the other was incorporated into the disciplinary process that was
already underway. The remaining three are being progressed to fully understand the
concerns of our staff so that a resolution is able to be provided.
2.25 The Trust has established its first cohort of mediators and a second cohort will be trained
shortly. The mediators are from across the Trust and peer support sessions have been set
up. The aim is to establish mediation as the trust’s core approach to conflict resolution within
the workforce.
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3.

TRUST WIDE AGENCY SPEND

3.1

The organisation has a positive trend in bringing down agency spend, increasing use of bank
staff and recruiting to substantive posts when reviewed in the Dorset system context:

3.2

The graph on the left shows overall workforce change in the Dorset system from 2016/17 to
2019/20 and this is then broken down by organisation in each of the smaller graphs. Dorset
HealthCare has been the only Dorset trust to reduce its agency spend and by some
significant gap.

3.3

However, rising agency use and costs now present a significant challenge that is being
quickly addressed. Agency expenditure to August 2021 was £2,949k, compared to £2,351k
at July 2021 and compared to £1,610k in August 2020/21. Within this, qualified nursing
accounts for 42% of spend and Medical agency accounts for 34% of spend, followed by
‘other professional groups’ accounting for 13% of spend.

3.4

The executive has established an agency review group to look more closely at areas of
particularly high spend and challenge agency use practice, whilst recognising the increasing
qualified nursing vacancy position, outlined elsewhere in this paper.

3.5

Qualified nursing agency spend: Sept 19-Aug 21:

Metric

400000
Upper Process Limit

0

Mean, 154303.9
Lower Process Limit

Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21

200000
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Medical agency spend: Sept 19-Aug 21:

300000

Upper Process Limit

200000

Mean, 172131.3

100000

Metric

Lower Process Limit

Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21

0

4.

WORKFORCE RISK, GOVERNANCE AND ASSURANCE

4.1

Staffing and workforce issues are governed within teams and services through daily
meetings, overnight reporting and escalation for additional support. All staff are encouraged
to report staffing incidents and where they assess care has been compromised. These
reports are reviewed in the monthly safe staffing report and additional support meetings are
held with the safe staffing lead and Deputy Director of Nursing, Therapies and Quality to
address immediate concerns.

4.2

Workforce risks are also managed through the risk register and reviewed at team, service
and Directorate Management Group meetings. All clinical risks scoring 10 or more are
reviewed on a monthly basis at the executive Clinical Governance Group, along with a Safer
Staffing report that aligns a review of staffing pressures alongside quality of care metrics.
Specific workforce concerns are further escalated to the Quality Governance Committee
(QGC) as appropriate.

4.3

The QGC will receive a deep dive review of staffing pressures and specific action plans at its
November 2021 meeting following consideration of concerns at its September 21 meeting.

4.4

A monthly Safer Staffing meeting includes representatives from all directorates. The Safer
Staffing meeting is co-Chaired by the Deputy Director of Nursing and Quality and the Deputy
Director of People and Culture to ensure a joined up approach. This cohort of senior leaders
works as a multidisciplinary team and receives ‘flash reports’ on staffing areas of concern, or
workforce initiatives, collectively problem-solves and monitors the effectiveness of solutions.
Concerns are escalated to the Clinical Governance Group.

4.5

Given the operational pressures in some areas, from October 2021 the Chief Operating
Officer, Medical Director, Director of Nursing and Director for People and Culture are offering
additional support to service leads in those areas to provide focused support and exploration
of the issues to speed up recovery, taking escalated concerns from the Safer Staffing group.

5.

AREAS OF GREATEST CONCERN SEPTEMBER 2021

5.1

There are rarely single cause workforce challenges and growing demand in the context of
reduced or recovering capacity due to Covid is a significant causal factor for teams under
pressure. There is also a significant rise in the acuity and complexity of patients presenting
for our services. This is exacerbated by understandable concerns about the coming Winter
and the increased number of unknowns following the Covid pandemic outbreak.
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5.2

For those teams where we see the greatest challenges there is almost always a combination
of: significantly increasing demand and increasing caseloads; a higher number of
substantive vacancies; higher levels of combined absence; and consequently – particularly
post-Covid and in recovery – lower morale and overall personal resilience. Our staff are
telling us they are tired and tired of working under such considerable pressure.

5.3

The service areas currently of greatest concern scoring 10 or above on the clinical risk
register with significant qualified clinical workforce factors are: complex leg ulcer; community
nursing including District Nursing; some Community Mental Health Teams; Health Visiting
services; inpatient dementia services; the Connection Service; some community Child and
Adolescent Mental Health Services; community and inpatient rehabilitation services in some
parts of the county; paediatric speech and language; Looked After Children; and our
immunisation workforce. The mitigations and controls in place are detailed in the register
and regularly reviewed.

5.4

In addition, there are staffing pressures and work streams being managed and monitored
through the safer staffing group at: a number of community hospital inpatient wards; the
night nursing service; psychiatric liaison; and community rehabilitation; Healthcare Support
Workers; International Recruitment; Community Mental Health Teams; Health Visiting,
School Nursing; and Community Nursing.

6.

IMMEDIATE MITIGATION

6.1

Immediate mitigation of staffing pressures is led by operational services with the support of
the Nursing and Quality and People and Culture directorates with the governance
arrangements outlined above. Immediate mitigations currently in use include:
•
•
•
•
•
•
•

Existing staff working additional shifts / hours, which is not sustainable
Supernumerary staff, such as matrons, work clinical shifts, which is not sustainable
Use of temporary staffing through Trust Bank and agency supply as needed / where
available
Use of enhanced recruitment premiums on a case by case basis
Review of recruitment pipeline and identifying priority recruitment
Remodelling of service: review of workloads and workflow; increased use of digital delivery
Enactment of business continuity plans including temporary reduction of services

6.2

Medium-term workforce development and supply is addressed further down in this paper.

7.

WORKFORCE DEVELOPMENT AND SUPPLY

7.1

In addition to our ongoing recruitment programme, we have a programme of workforce
development, training and supply that supplements our open market attraction. This
comprehensive programme of modernisation and development includes: international
recruitment, education and training placements for undergraduate trainees, a broad
programme of apprenticeships for clinical and non-clinical roles, and encouraging take-up of
return to practice training. Recent highlights are detailed below and work continues to ensure
that these sources of workforce supply are targeted in to the areas of the Trust where they
are most needed.

7.2

Training placements
Undergraduate medical training placements have increased from 18 in 18/19 and in 19/20,
and 23 in 20/21 to this year expecting to take 24.
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7.3

We have 4 colleagues being developed for the non-medical Approved Clinician role; 3 are
due to submit portfolios in the Autumn/Winter, and one has just commenced the programme.

7.4

As part of our ICS work developing Integrated workforce plans and the national 50k nursing
modelling target of additional nurses by 31st March 2024, Dorset is well on track with its
target of 4,648 against projected figures which includes; RNDAs, pre-reg placements,
International recruitment and return to practice. Bournemouth University is increasing
recruitment by 5% each year.

7.5

Apprenticeships and Individual Development

7.6

We currently have 51 Advanced Clinical Practitioners (ACPs) on the MSc apprenticeship
programme, and 28 on the paid MSc ACP programme. In total 79 ACPs are being
developed, who will move into our workforce in the next few years, saving us approximately
£612k by utilising the apprenticeship levy.

7.7

We are welcoming 17 Registered Nurse Degree Apprentices (RNDAs) and 16 Trainee
Nursing Assistant Apprentices (TNAs) this month, which gives us a total of 73 RNDAs and
35 TNAs across the Trust.

7.8

We have our first cohort of 4 Occupational therapy apprentices starting in September with
University of West of England. We are very excited to be supporting this first cohort and we
will be following our OT apprentice’s journey throughout the next 4 years.

7.9

By using salary support monies from Health Education England we are investing £754,210
to support and develop our own people to undertake further professional training contributing
to growing our own workforce, including; 6 District Nurses, 10 health visitors, 2 School
nurses, 2 Occupational health nurses, 2 Child Psychotherapists. Within this quarter a similar
investment from HEE has seen 6 District Nurses, 2 School nurses, 6 Health Visitors
complete the programme and can now integrate into our workforce. We still have 2 Child
Psychotherapists on programme as it’s a 6 year undertaking.

7.10

Our Continuing Professional Development investment plan has been accepted and signed
off by HEE and we will now be receiving the full £778,333. Staff are now already accessing
CPD opportunities. This is supporting around 1,844 nurses and 684 AHPs to access
development opportunities that will enhance clinical service delivery, aligned to our Trust
Strategy ambitions and priorities, and demonstrates our commitment to learning, growing,
retaining and developing our people.

8.

INTERNATIONAL RECRUITMENT

8.1

Phase 1 of our international recruitment programme has been successful and 11 of the 20
nurses have arrived. For phase 2, 16 nurses are being interviewed and there is an
approximate 50% split between community and mental health nurses (however, only 5 are
RMN equivalent qualified). 6 Physiotherapists have also been recruited through this route
and we are optimistic that we will be able to expand our ambitions for international
recruitment, in line with other local organisations.

8.2

Ensuring adequate pastoral support for this cohort is challenging, particularly in the early
days and the pull on resource is more significant than anticipated. A full time pastoral
support officer has been appointed and a second post is being considered. This team will
also provide pastoral support for domestic recruitment.
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9.

WORKFORCE UPDATES AND DEVELOPMENTS THIS QUARTER

9.1

The current operational reality for many of our staff is very, very demanding:






We have significantly rising demand in many services and are heading in to Winter with an
increasing number of unknowns related to seasonal illness and Covid
The rise in acuity and complexity of patient care.
We remain in a post-Covid recovery phase and that challenge is compounded by the
increase in demand
Morale and personal resilience are increasingly challenged, many of our staff are physically
and mentally exhausted
A growing number of teams – circa 15 – have immediate operational challenges related to
this environment and workforce

9.2

In addition, we are well aware of wider workforce market instability due to the impact of both
the Covid pandemic and Brexit. In line with other sectors recruitment remains a challenge
and there is still uncertainty about the impact on the NHS, although as shown below,
attraction has remained high, possibly reflecting the overall UK unemployment figure of 5%
(January 2021), the highest since 2016.

9.3

Covid and influenza vaccination
We achieved a very high level of uptake for phase 1 of the Covid vaccination programme:
94% have received 1st dose and 88% staff have received second dose.

9.4

We are now preparing for the booster programme in accordance with government policy. All
front line staff and those staff over 50 years of age are being encouraged to have the
booster vaccine. A virtual working group is overseeing this activity, reporting to the DHC
vaccination delivery group chaired by the Director of Nursing and the Medical Director.

9.5

In addition to the Covid vaccination programme, the Trust is now preparing for the flu
vaccination programme. Uptake has been increasing year on year and last year we
achieved 65% of all staff vaccinated. The same working group will implement the flu
programme and will report into the vaccination delivery group as above. It is anticipated this
programme will commence in Early October.

9.6

Encouraging uptake of both the Flu and the Covid booster vaccination will be a priority for
the Trust. Co-administration is not a planned part of the programme but we will take an
opportunistic approach where possible. It remains to be seen what level of uptake we can
achieve given the close proximity of the two vaccinations and the potential for an increase in
vaccine hesitancy.

10.

EQUALITY, INCLUSION AND BELONGING

10.1

The Board reviewed the strategic priorities for EDI earlier this year and will receive an
update on progress and outcomes as part of the annual reporting cycle, aligned to the
national publication of benchmarking data from the submissions made through the year.

10.2

Quarterly Pulse Survey

10.3

The National Quarterly Pulse Survey (NQPS), mandated by central government, started on 1
July. The survey comprises the nine staff engagement questions used in the NHS annual
staff survey, ensuring the questions are repeated for each quarter of the year. Each
collection period runs for four weeks. The first quarter (July) received 1,043 staff feedback
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from a cohort of 8,643 people (12.1%); moving forward we will provide headlines to the
Board as part of ongoing quarterly workforce reporting. Unlike the NHS Staff Survey, the
NQPS includes bank workers. The next quarter will start on 1 January because the NHS
Staff Survey will serve as the quarter 3 pulse survey. The feedback can be broken down into
directorate and service and will be shared at DMG level. It will also be used for the cultural
barometer. Further promotion will be ongoing to improve response rates.
10.4

Better Every Day Awards 2021

10.5

173 nominations have been received across the 10 categories, an increase of 33
nominations received in the 2019 awards. (The awards did not take place in 2020. Between
4 and 15 October, filming of shortlisted nominations will take place with the final judging
taking place on 27 October with five judges including the Chair of the board.

10.6

The award ceremony will take place virtually on Thursday 4 November. This event will be a
key platform to express our thanks and recognise the huge effort all staff continue to make.

10.7

Dragons’ Den 2021/22, New Year, New Idea

10.8

Our learning over the pandemic has enabled us to make significant changes to new models
of care and to transform service provision at pace. We want to continue to build on this
opportunity to learn from what has worked well. Dragons’ Den 2022 enables staff to propose
new innovative projects to improve services and care for either staff, patients, carers, your
team, or the Trust.

10.9

Dragons Den 2022 will launch on 4 October with a closing date for nominations on 6
November. Nominations will then be reviewed by an expert panel (08/11), shortlisted (29/11)
with the top 10 innovations filmed (06/12). Staff and members of the public will then have
the opportunity to vote for their most popular innovation (09/01); all finalists will then be
presented at the Dragon’s Den virtual ceremony on 17 February 2022.

10.11 Pension and flexible working roadshow
10.12 A pension and flexible working roadshow has been rolled out across the Trust with an open
invite for all staff who are considering retirement in the next 5 years. The sessions provide
information on pension and financial planning together with flexible working options, in
particular retire and return. The aim of the sessions is to enable staff to make an informed
choice about their retirement, and encourage them to remain in the NHS and in particular at
Dorset Healthcare. The roadshow has attracted attention from the national NHS England
team as an example of innovative practice.
11.

WORKFORCE FORECASTING

11.1

At its meeting in May 2021 the Board requested further information regarding projected
workforce turnover and some of the key assumptions that sit behind that forecasting. In
responding to this request, this paper sets out insights and assumptions and provides
deeper analysis with reference to our qualified nursing workforce.

11.2

We have chosen to focus on the qualified nursing workforce because this presents our
biggest overall workforce challenge due to numbers leaving and immediate recruitment
challenges.

11.3

Starters and leavers
We know from the workforce performance data that turnover remains with the upper and
lower control limits within a Statistical Process Control chart, excepting the change in
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reporting last month. The graph below sets out the figures for starters, leavers and turnover
from mid-2017, showing no discernible trends at the macro organisational level; the data for
the qualified nursing cohort shows a different picture further below.

11.4

Our age profile
The overall age of our workforce – in line with the Dorset population - is increasing and this
raises the risk of increased numbers of people reaching and taking retirement. We are
employing older people and they are retiring younger, two trends that we need to slow and
turnaround where we can.

11.5

The average age of our current workforce is 46 and this is set to increase if we do not
increase our efforts to attract people earlier in the careers. The average age of new recruits
is 40 and the average age for retirement is 62, reducing to 58 for nurses and medics.

Age Trend 2017, 2019 & 2021 (All Staff)
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Staff aged 55+ in post
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11.6

2018

2019

2020

2021

Retirement

Based on the average rate of retirement in the past three years, which has remained stable, we are
able to project forward to see that by 2025 an additional 57.16 WTE are predicted to retire across
our whole workforce.

All Staff - Projected Retiree FTE
200.00
180.00

FTE

160.00
140.00
120.00
100.00
80.00

2021

2022

2023

2024

2025

FTE (same age profile)

123.17

138.86

151.69

166.81

180.33

FTE (younger age profile)

123.17

127.77

140.19

154.19

166.45

However, a sizeable proportion of staff choose to retire and return; the average proportion of people
who have retired and returned between 2017 and 2021 is set out in the table below by directorate
and then further below, by staff group:

15

% Retire & Return - Directorate (2017 - 2021)
Support Services
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% Retire & Return - Staff Group (2017 - 2021)
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Medical and Dental
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11.7

There is clearly scope to increase the numbers who choose to retire and return and our
pension roadshows this year have been well attended and identified as an exemplar
nationally.

11.8

Our qualified nursing workforce challenge and forecast position

11.9

There are currently 122.65 WTE RN and RMN vacancies and we have seen this number
gradually increase since 2017, with the highest peak in qualified nursing vacancies in
February 2021. Focusing our efforts on reducing these vacancies would make the single
most significant positive impact on clinical service delivery and quality of staff experience.

Nursing Vacancy Trend
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0.00
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Qualified nursing age profile and retirement
11.10 The below graph sets out our starters and leavers age profile for qualified nurses, indicating
that many choose to join DHC later in their career; there is opportunity here for us to attract
nursing staff much earlier in their careers.

11.11 On average around 27% of nurse retirees return to DHC on a substantive contract; the
majority of returners come back on a part-time basis with an average reduction of -0.4 WTE
compared to their pre-retirement WTE. Based on our nurse retiree age data from 2017 to
2020, which shows that on average each year, the number of nurses aged 55 and over who
retire is 12%:
Headcount RN

2017

2018

2019

2020

FTE Over 55

361

382

431

480

FTE whom retired

50.06

53.48

41.50

47.81

% over 55 Retire

13.87% 14.00%

9.63%

9.96%

Working with our qualified nursing age profile, assuming the 12% figure, this takes us to the
following numbers each year to 2024, based on our +55 age profile for these staff:
Age Profile (Over 55)

2021

2022

2023

2024

Sum of FTE

355.58

416.31

470.76

518.96

If 12% retiree rate

42.67

49.96

56.49

62.27

11.12 This data suggests we don’t have a significant retirement ‘ticking time bomb’ in this important
cohort of our workforce. What is clear is that we have a rising tide of retirement and we don’t
yet know what the impact of Covid will be – we know that our staff are tired and this may
prompt people to consider earlier retirement.
11.13 As shown below, in 2020, of those nurses who completed an exit survey, only 32% reported
retirement as their reason for leaving and our transformation programme and organisational
development interventions need to address the need to reduce the numbers leaving and
strengthen retention, alongside the modernisation work of the transformation programme.
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11.14 Qualified nursing supply
Our sources of qualified nursing supply are earned through open market recruitment and
owned through investing in workforce development and modernisation.
11.15 In line with the steady growth in qualified nursing vacancies, we have data to demonstrate
that in the past year, our substantive recruitment did not keep up with the rate of qualified
nurses leaving our organisation / the increase in qualified establishment:

11.16 We are proactively adding to the supply of qualified nurses through a number of internal and
Dorset-wide system initiatives that invest in our workforce, as outlined further above:
increasing the numbers coming via Registered Nursing Degree Apprenticeships and Trainee
Nurse Associate Apprenticeships; increasing our numbers of training placements and
converting these to substantive employment; supporting individuals to return to nursing
practice; and increasing our international recruitment numbers.
11.17 Our qualified nursing forecast: closing the gap
Appendix A shows our working assumptions and how we will close the nursing vacancy gap
at a point between May 2023 and November 2024, based on the information above.
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11.18 We know there are not enough registered nurses in the employment market; very few
qualified nurses come from outside of Dorset. Therefore we have to continue to invest in
growing our own nursing workforce and recruiting from overseas; through sustained and
increased investment in these areas, we may have a medium level of confidence about
medium-term workforce stability. This does not undermine the immediate problems being
experienced but sets out a trajectory for improving the position.
11.19 Workforce profiling
The methodology given here for nursing workforce projections will be adapted, and we will
continue to undertake workforce profiling for our other staff groups and service areas,
prioritising those that are currently experiencing the most pressing challenges. This is a
fundamental improvement to our approach to workforce planning in the context of service
transformation and having integrated workforce plans that match supply to projected areas
of greatest need.
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Registered Nurse Vacancy Trajectory (Trust Wide)
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Agenda Item 16

Gender Pay Gap Reporting (GPG) for the year 2019-2020
Part 1 Board Meeting 6 October 2021
Author

Laura Rogers, Equality, Diversity and Inclusion Lead

Purpose of Report

This report sets out the Trust’s position to meet the
requirement by law to carry out Gender Pay Gap Reporting
under the Equality Act 2010 (Gender Pay Gap Information)
Regulations 2017 and associated action plan.

Executive Summary


Dorset HealthCare’s Median Gender Pay gap in 2019-2020 was 7.99%; an increase
from 7.00% in 2018-2019. This means a slight gender pay gap increase in favour of
our male workforce.



In 2019, the median gender pay gap in the UK was 17.4% (office for National
Statistics), which means on average, women were paid approximately 83p for every
£1 men were paid.



Whilst the Trust has a Gender Pay Gap of 7.99%, which is significantly lower than
the National average of 17.4%, it is worth remembering that the gender pay gap is
not the same as unequal pay. This can be simplified by understanding that we have
more men than women in higher paid roles.



The Trust gender pay gap could be explained simply because we have an increase
in the number of females working in the lower quartile; those working in Bands 2-4,
and apprentices are predominantly female.



The Equality and Human Rights Commission (EHRC) has announced that public
sector organisations should still, where possible, submit their gender pay gap
reporting for 2020/21 by the deadline of 4 April 2021. Due to the pandemic,
enforcement action will not start until 5 October 2021. This gives employers an
additional six months to report their data before enforcement begins. The information
should remain on the Trust website for a period of at least three years, beginning
with the date of publication.



At Dorset HealthCare, we will continuously review our systems and processes to
ensure we are reducing our gender pay gap where practically possible.



This is an annual requirement and future reports will also be passed through the
Equality and Diversity Steering Group for comments and development of the action
plan.

Recommendation

The Board is asked to acknowledge and approve the report
and action plan, which will then be published.
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1.

Effect of COVID-19 on Gender Pay Gap Report 2019/2020
GOV.UK:
“Due to the Coronavirus outbreak, the Government Equalities Office (GEO) and the Equality
and Human Rights Commission (EHRC) have today, 24th March, taken the decision to
suspend enforcement of the gender pay gap deadlines for this reporting year (2019/20). The
decision means there will be no expectation on employers to report their data if they have not
already done so.”

2. Reporting Requirement
The gender pay audit obligations are outlined in The Equality Act 2010 (Gender Pay Gap
Information) Regulations 2017. As an organisation that employs more than 250 people and
listed in Schedule 2 to the Equality Act 2010 (Specific Duties and Public Authorities)
Regulations 2017 we must publish and report specific information about our gender pay gap.
The report is always retrospective based on the previous year.
a) The gender pay gap can be defined as the difference between the median hourly
earnings of men and of women. This is distinct from equal pay, which refers to men and
women in the same job earning an equal wage.
b) Median and mean is what we are required to report on. Median is the middle value of the
arranged set of data. Mean is the total of the numbers divided by how many numbers
there are.

3. Our Gender Pay Gap Report in DHC
Our Gender Pay Gap report for 2019/2020 contains a number of elements:

The specific information published on the government website for the snapshot date of
31st March 2020.

A comparison with the 2018/2019 data.

An analysis of the pay gap across specific staff groups within Dorset HealthCare.

Recommendation as to future action to support reducing the Gender Pay Gap where
possible.
4. DHC workforce position - 31st March 2020
The Trust collected data on the 31st March 2020 when the workforce consisted of 5,775
women and 1,250 men.
Figure 1 below shows there has been an increase in the number of staff since 2018/2019:

Figure 1: Male and Female Workforce split at DHC 3 year period
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5. Figure 2: Median and Mean Hourly Rate in DHC
Mandatory Reporting Area
Mean gender pay gay in hourly pay
Median gender pay gap in hourly pay
Mean bonus gender pay gap
Median bonus gender pay gap
Proportion of males and females within the
whole workforce receiving a bonus payment

Data for 2018-19 period
15.51%
7.00%
48.37%
40.00%
Males
Females
12
1.14% 13
0.26%

Data for 2019-20
14.11%
7.99%
42.69%
42.93%
Males
Females
14
1.28% 15
0.29%

Figure 2 above demonstrates that because there are fewer males than females in the overall
workforce, and although more females have received a bonus payment than males, the
percentage of males receiving a bonus out of the overall male workforce is higher in comparison
to females..
Mean gender pay gap in hourly pay is 14.11%, which is a 1.4% decrease from our 2018-19 data,
moving in the right direction. As expected, due to the makeup of the ratio of male to female in the
NHS workforce, nearly all NHS organisations have a positive Gender Pay Gap in favour of men.
Median gender pay gap in hourly pay is 7.99% in favour of men. This is a 0.99% increase from
our 2018-19 data.

6. Figure 3: Gender Pay Gap by Banding in DHC 2019-2020
Female
Grouped
Pay Scale
Ad Hoc*
Apprentice
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
Grand Total

Male

Headcount

%

Headcount

%

31
51
68
668
1372
455
1098
1151
535
192
39
22
7
1
5690

81.58%
76.12%
83.95%
84.24%
81.28%
84.42%
87.56%
84.20%
78.68%
79.34%
61.90%
68.75%
58.33%
100.00%
82.21%

7
16
13
125
316
84
156
216
145
50
24
10
5
0
1167

18.42%
23.88%
16.05%
15.76%
18.72%
15.58%
12.44%
15.80%
21.32%
20.66%
38.10%
31.25%
41.67%
0.00%
17.79%

Total
Median Pay
Headcount
Gap
38
-1.18%
67
16.07%
81
4.79%
793
-0.06%
1688
7.81%
539
-3.05%
1254
-2.86%
1367
0.94%
680
1.47%
242
-3.63%
63
-0.44%
32
3.77%
12
-3.58%
1
2.91%
6857

The table shows we have a gender pay gap in apprentices and band 3 staff. These will be
discussed further in the report.
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7. Internal apprentices in Dorset HealthCare 2019/20

Figure 4: Apprentice Recrutiment by Gender in DHC over
3 Years
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In 2020 there was a significant increase in the number of internal apprentices recruited; 76% of
these were female. During this period apprentices were recruited internally as part of the Trust’s
progression scheme and many of these were not contracted at the first incremental point of the
pay band due to previous experience.
8. Figure 5: Those on Upper Point of Pay Band – Male and Female Comparison 2019/2020

AfC
Grade

Female
headcount
at top of
scale

Total
Female
Headcount

Male
headcount
at top of
scale

Total Male
Headcount

Total
Headcount
at Top of
Scale

Total
Headcount

% Female
headcount
at top of
scale

% Male
headcount
at top of
scale

Band 1

68

68

14

14

82

82

100.00%

100.00%

Band 2

267

711

32

142

299

853

37.55%

22.54%

Band 3

640

1329

112

275

752

1604

48.16%

40.73%

Band 4

186

463

18

83

204

546

40.17%

21.69%

Band 5

555

1091

55

141

610

1232

50.87%

39.01%

Band 6

536

1177

89

207

625

1384

45.54%

43.00%

Band 7
Band
8A
Band
8B
Band
8C
Band
8D

240

524

64

135

304

659

45.80%

47.41%

82

190

23

47

105

237

43.16%

48.94%

18

40

13

24

31

64

45.00%

54.17%

11

19

5

10

16

29

57.89%

50.00%

5

6

3

5

8

11

83.33%

60.00%

Band 9
Grand
Total

1

1

1

1

100.00%

2609

5619

3037

6702

46.43%

428

1083

39.52%
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Figure 5 demonstrates that 46.43 % of females are at the upper point of the pay scale compared
with 39.52 % of males. The lower bandings 2-5 have more females at the upper point than males
with the difference decreasing for females and increasing for males from bands 7-8c. The
majority of women are working in the lower quartile bandings and therefore on lower pay scales.
Although from Band 8c to Band 9, Figure 5 shows that more females are further up the pay band
scale than males for these banding ranges.
Whilst the Trust employs fewer males than females, 56% of males have worked for the Trust for
over 5 years and only 15% of males have less than 1 years’ service, contributing to the increase
of difference between male and female at the top of the pay scales, between bands 7-8c which is
the majority of the upper pay scale in Agenda for change, this contributes to our gender pay gap.

9. Band 3 Staff in Dorset HealthCare 2019/2020
1,604 staff are employed in Band 3 posts and therefore make up 24% of the total workforce.
Figure 6: Breakdown of male and female Band 3 headcount in Dorset HealthCare

Clinical
Non-Clinical
Grand Total

Female
Male
Total
% Female
% Male
%Total
Headcount Headcount Headcount Headcount Headcount Headcount
827
218
1045
62.23%
79.27%
65.15%
502
57
559
37.77%
20.73%
34.85%
1329
275
1604
100.00%
100.00%
100.00%

79.27% of the band 3 workforce for males is clinical. The data shows that clinical band 3 roles
have more males than non-clinical which would be roles such as administrators, which are
predominantly occupied by females.
10. Findings of Learning Report action from 2018/19 GPG action plan
Female representation in training completions compared with representation in the Trust’s
workforce for Clinical courses is greater by 3.81% in 2019-2020, whilst for male staff it is lower
by the same amount. In 2018-2019, this figure for females was 3.95%, and -4.14% for males.
Female representation in training completions compared with representation in the Trust’s
workforce for IT courses is greater by 6.34% in 2019-2020, whilst for male staff it is lower by the
same amount. In 2018-2019, this figure for females was 2.79%, and -4.48% for males.
Female representation in training completions compared with representation in the Trust’s
workforce for Leadership courses is greater by 3.4% in 2019-2020, whilst for male staff it is by
the same amount. In 2018-2019, this figure for females was 0.28%, and -0.28% for males.
Female representation in training completions compared with representation in the Trust’s
workforce for PDR courses is greater by 8.69% in 2019-2020, whilst for male staff it is lower by
the same amount. In 2018-2019, this figure for females was 4.98%, and -4.98% for males.
This conveys a positive picture in terms of females accessing training and development
opportunities, and shows that females are more likely to access development opportunities,
which is likely to support development and career progression.

5
Trust Board /GPG Report 2019/2020

11. Conclusion
Dorset Healthcare University NHS Foundation Trust has seen an increase in the gender pay gap
over the last 3 years from 6.56% to 7.99%.
However, DHC has seen an overall increase in the workforce over the last 3 years. An
observation is that our bands 2-5 roles have generally been occupied by or appointed females
into them.
This can be mainly attributed to the fact that we have more males in higher paid jobs than we do
in lower paid jobs and we have more women in lower paid jobs than in higher paid jobs, and we
have seen an increase over the last 3 years of females being employed as Bands 2-4.
To reduce our gender pay gap we would need to see fewer females in our Bands 2-4 workforce
and an increase in the number of females in our Bands 7-8c.
At present a comparison cannot be made with other Trusts due to the delay in reporting following
the pandemic.
12. What is Dorset HealthCare going to do to further try and close the gender pay gap?
Actions to try and improve the Trust’s gender pay gap align with the Trust’s strategic ambitions
and priorities, in particular making Dorset HealthCare the best place to work. To meet this goal
the Trust has committed to:
 Making staff and teams empowered in a compassionate, inclusive and open culture.
 Improved equality, inclusion and wellbeing for all.
 Improved workforce supply.
The action plan in Appendix A outlines the next steps we will be taking over the next year, these
will be shared with the Trust’s Equality Diversity and Inclusion (EDI) Steering Group.
In line with our Trust EDI priorities set earlier in the year, these gender pay gap actions will form
part of our overall EDI action plan. One of our EDI priorities that align to our gender pay gap
actions to eliminate any potential bias in our gender pay gap is to make substantial
improvements in practice, experience and outcomes in our ‘people practices’. These are also
detailed in the Appendix A action plan.

Contact for further information:
Name: Laura Rogers
Job Title: Equality, Diversity and Inclusion Lead
Telephone: 07500 225673
26 July 2021
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Appendix A. Action Plan
Area identified
People Practices

Action
We will review and define our recruitment and appointment
processes for gender inequalities. Where any inequalities are
identified, action will be taken to promote a workforce that is
representative of the population in Dorset. This is also linked to
work on the Workforce Race Equality Standard (WRES) and the
Workforce Disability Standard (WDES). This already forms our
‘people practices’ key area of our EDI priorities for this year.

Lead
Deputy Director for People & Culture
Equality, Diversity & Inclusion Lead
Head of Recruitment

We will review our on-boarding data ‘shortlisting to interview
to appointment’ and explore any gender inequalities.
This will also include positive action measures where necessary
and appropriate, particularly in senior appointments, to
advance gender equality in senior roles.

Staff Development,
Belonging and Career
Opportunities

Staff Survey Results

Best Practice Advice

We will continue to develop flexible working options and
workforce strategies to improve recruitment and retention of
staff including supporting female staff to return to work
following maternity or adoption leave.
We will monitor the application of other policies and
procedures, such as flexible working, maternity leave and
Health and Wellbeing, and return to work after a long term
absence,
which
could
impact
on
female
staff
disproportionately.
A Learning Report was written in 2020 by the Equality,
Diversity and Inclusion Team reviewing the gender
representation at Trust training courses.
Ongoing review and reporting is required to enable further
action to support career progression, promotion and help
reduce any GPG.
We will promote all opportunities across the workforce, with a
particular focus on the take up of development opportunities
by females, BAME staff and staff with a disclosed disability.
We will utilise the women’s network to promote our coaching
and leadership development offer as well as exploit
developmental opportunities and group mentoring and advice
from women of influence and position as guest speakers.
Continue to support, develop and engage with the Women’s
Staff Network Group including external engagement across a
range of activities.
Results will continue to be monitored of national staff surveys,
workforce indicators, training course feedback and evaluations,
and our exit interviews, to increase understanding of situations
and barriers that can be removed.
We will monitor and review gender pay gaps, National
guidelines and ‘Best Practice’ from working with other NHS
organisations that support and inform ways of reducing a
gender pay gap.

Deputy Director for People & Culture
Equality, Diversity & Inclusion Lead
Head of HR
Head of Education, Learning and
Development
Equality, Diversity & Inclusion Lead

Head of Education, Learning and
Development
Leadership and Personal
Development Lead.
Equality, Diversity & Inclusion Lead
Women’s Network Chair.
Equality, Diversity & Inclusion Lead
Women’s Network Chair
Deputy Director for People & Culture
Head of Learning and Development

Equality, Diversity and Inclusion Lead

Investigation is required why there is a difference between the
mean and median figures and how data is calculated.
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Agenda Item 17

Streamlining Processes and Increasing Clinical Time
Part 1 Board Meeting 6 October 2021
Author

Dawn Dawson, Director of Nursing, Therapies and Quality
Kris Dominy, Chief Operating Officer and Deputy CEO

Purpose of Report

A discussion paper.

Executive Summary
The Board is asked to consider the proposal of using a framework to ensure that the Trust
has the right architecture in place, has a culture and philosophy that empowers leaders to
question and challenge long standing practices and uses bespoke solutions to improve
processes and by doing so releases clinical time.

Recommendation

The Board is asked to note the paper.

1.

Background

1.1

Within healthcare one of the strategic challenges that faces all providers is a high level
of demand for services balanced against an extremely difficult workforce market
particularly for highly skilled clinicians.

1.2

This is a wicked problem that will not be resolved easily. Obvious solutions include
recruiting more staff; retention of the staff already in post; and training increasing
numbers of clinicians. Broadening training pipelines into clinical posts, such as Trainee
Nursing Associates, Registered Nurse Degree Apprenticeships and Physicians
Associate programmes will bring rewards but the lead in time for a newly trained
clinician is measured in years.

1.3

Workstreams to drive forward the obvious solutions are either in place or are being
developed, however, these are unlikely to be sufficient to achieve the changes that are
needed. This paper considers ways in which the Trust can improve processes and
streamline systems to save clinical time being spent in ways that does not improve the
patient outcome. It also considers the way in which the organisation can develop a
framework where clinical time could be used as efficiently and effectively as possible.

1.4

This discussion paper must be aligned with the Trust Transformation Programme as
the two will be closely linked and themes identify will cross cut.

2.

Proposition

2.1

It is proposed that a framework is used to enable clinical changes to be made on an
incremental basis in line with our ‘Better Every Day’ vision. It is recognised that there
will be different levels where clinical change is required, locally within teams or
services, at directorate level and at organisational level.
To enable these
improvements to take place it is proposed that a framework is used to shape the way
forward.

2.2

There are two key principles of the framework which are fundamental. Firstly, the
framework must support the Triple Aim which is sits at the heart of our Trust strategy.
The commitment set out is to optimise health system performance, through a focus on
population health, experience of care and per capita cost.

2.3

The second key principle is that the framework must align with our strategic ambitions.

3.

Framework for Streamlining Processes and Increasing Clinical Time

3.1

There are three elements that sit within the framework that could be used to realise the
ambition to streamline processes and increase clinical time

3.2

Architecture
It is essential to ensure that the right architecture is in place to enable the clinical
changes to happen. This will be achieved by strengthening clinical leadership within
the operational leadership structure.
Firstly, ensuring that there are capable and senior clinicians working alongside senior
operation colleagues will increase the ability to identify and assess the potential for
clinical change. Without understanding the problems there can be no solutions. For
example, feedback indicates that there is significant duplication of effort across the
organisation, there are a number of processes that are inherently complex and time
consuming for clinicians, and there are bottlenecks that reduce the productivity of
teams.
Secondly, it is essential that we have senior clinicians working within the digital space
to enhance the introduction of digital and technological solutions to issues identified.

Thirdly, there is a need to work across operational boundaries and bring teams
together to problem solve together. For example, there is the potential to establish
clinical pathways, refine clinical models and reduce bureaucracy (such as internal
referrals)
3.3

Culture and Philosophy
Changing the architecture alone will not make change happen. The Trust culture and
philosophy must enable our leaders to create and promote ways of working which
allow challenge and promote curiosity about the way things are done, as well as
innovating to find new solutions to entrenched issues.
We will need to support our clinical staff to adapt to this changing world, enabling
them to be part of developing the solutions so they have the confidence that they are
doing the right things for their patients.
We want to encourage dynamic forward-thinking clinicians to come and work in the
Trust and stay with us. We will achieve this by building a reputation as a ambitious,
solution focused organisation where we are happy to look at our challenges and
develop new ways of mitigating risks.

3.4

Bespoke Solutions
The third and final element is to have bespoke solutions which can be used to solve
the problems identified. It is anticipated that there are three main areas where
solutions may fall:
i. Methodology
ii. Digital
iii. Workforce
i.

Methodology

By applying evidence-based methodologies, we will be able to learn from other
healthcare organisations and sectors, to review the way that work is undertaken in
the organisation. There will be a clear focus on operational productivity with a focus
on streamlining processes to increase clinical time. There are a range of
methodologies which are applicable within Dorset Healthcare, including Getting It
Right First Time, Quality Improvement Methodology and Lean Thinking.
Examples


It is fundamental that we reduce errors and spend less time having to repeat work
or spend time putting things right. If we can get things right more frequently, we
can reduce the number of incidents and complaints received and the amount of
time, effort and energy clinicians spend in this area.



Through using Lean methodology, we can ensure that our operational processes
are streamlined and efficient and that clinical time is used as efficiently and
effectively as possible. A district nurse can spend a great deal of time trying to
source a dressing for a patient’s wound whereas if the supply chain was altered
the nurse could be guaranteed that the right dressing would be available as and

when required, saving precious clinical time and also ensuring that the patient
received the right care at the right time.


ii.

We need to be able to reduce future demand on clinical time and through using
Quality Improvement methodology we could develop a range of solutions which
may include self-care solutions such as the development of Apps, closer working
with the voluntary or third sector or perhaps considering or developing digital
solutions for patients.
Digital

It is anticipated that most gains will lie within the digital arena. The Trust already has
a significant strategic ambition to increase the way in which digital technology can be
used to support and enhance clinical care. Bringing clinical leaders together with our
digital team will enable the organisation to identify and shape potential solutions
Examples


There are a number of monotonous day-to-day tasks that are completed by
clinicians that could potentially be completed through Artificial Intelligence
solutions and bots.



Clinicians spend many hours writing up records and digital solutions such as
voice recognition could be employed to free up clinical time for other work



Our electronic patient record is shaped on a traditional paper-based record but on
a digital platform. There are other more intuitive technological solutions that could
pre-populate fields automatically



We could improve the use of the data we already hold through development of
our Business Intelligence analytics, moving from descriptive analytics, to
predictive and prescriptive analytics to aid and support clinical care



Digital solutions could be procured for specific issues such as remote monitoring
of physiological observations

iii.

Workforce

The third area where solutions lie will be through reshaping and developing our
workforce. We know that we have unwarranted variation across teams and services
with different baseline expectations of clinicians.
Examples


Develop innovative new models of care where we have multi-disciplinary teams
where staff are adequately trained and developed to support our senior clinicians
so that this precious resource is used effectively and efficiently



Ensure that all clinicians have job plans which clearly set out the expectations for
individuals.



Workforce development to enable clinicians to use technology to support clinical
practice.



Develop collaborative and mutually beneficial relationships with third sector
organisations allowing clinicians to focus on their specific contribution to health

Conclusion
This paper sets out a potential framework that could be used to enhance operational
efficiencies through streamlining processes and improving the use of clinical time. It is
proposed that the framework supports the ambitions set out in the Clinical, Quality,
Digital, Workforce and OD supporting strategies and sits alongside the Transformation
Programme to ensure there is close alignment between the two.
The Board is asked to use this paper as a basis for a discussion on next steps.
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HEALTH INEQUALITIES UPDATE
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Author

Dr Faisil Sethi – Executive Medical Director

Purpose of
Report

To update the Board on the early stages of the work on Health
Inequalities.

Executive Summary
Dorset HealthCare (DHC) is in a three year transformation programme and has prioritised
a programme of work to embed an effective, organisation-wide approach to the reduction
of health inequalities.
Defined capacity is required, aligned to clinical leadership, to effectively deliver
improvements. Quality Improvement (QI) methodology underpins the programme, and the
major drivers are “our organisational culture”, “our people”, “our community”, “our systems
and processes” and “our information”.
Background:
Dorset HealthCare’s strategy has made a clear commitment to Healthy Lives, including
reducing health inequalities and improving health overall for people in Dorset. This
includes specific priorities to work according to place, moving beyond ‘one size fits all’
services to reflect the specific needs of local communities, eliminating unwarranted
variation and providing data intelligence to aid decision making, inform quality
improvement and transform services.
This strategic commitment is particularly timely as COVID has exposed the stark
inequalities that exist in our society and the impact that this has on our communities and
organisation. Dorset HealthCare has examples of small scale good practice to build on
and the transformation programme mainstreams the approach and activity to deliver
greater benefit.
Dorset HealthCare’s organisational work aligns to and does not duplicate the Integrated
Care System (ICS) Health Inequalities Group (HIG) programme and function. The HIG
membership and programme acts as ambassadors for Health Inequalities, develops ICS
strategy and monitors delivery and impact. The developing programme continues to
require locally determined and led actions at the organisational level. This includes focus
on the NHS Operating Plan guidance five priority areas (restore NHS services inclusively;
mitigate against digital exclusion; ensure datasets are complete and timely; accelerate
prevention programmes that proactively engage those at greatest risk of poor health
outcomes; strengthen leadership and accountability). NHSE/I has introduced requirements

for organisations to take action to reduce health inequalities, initially through the standard
contract with performance management of equity of service access, outcome and
experience being introduced shortly.

The modifiable drivers of health are
multiple and Dorset HealthCare’s influence
extends far beyond the care that we
provide. In line with the international
evidence base, national policy direction
and the local Integrated Care System (ICS)
programme for reducing health
inequalities, Dorset HealthCare’s
transformation will seek to deliver
improvements across social and
environmental determinants of health,
prevention of ill-health and equity of
service access, experience and outcome.
This is related to the equality, diversity and
inclusion agenda but with conceptual
differences.
Activity:
The Dorset HealthCare health inequalities transformation programme responds to the five
main drivers of the organisation’s impact on health inequalities (our organisational culture,
our people, our community, our systems and processes and our information). Actions will
seek to maximise the impact of Dorset HealthCare’s expenditure by addressing multiple
determinants of health inequality in Dorset, taking action on the social and environmental
determinants of health, effective prevention programmes for those at greatest risk of illhealth and service equity of access, experience and outcome.
Example measurable deliverables (aligned to strategic aims) are:
Quality:

Equity audit and impact assessment will be embedded in BAU by April
2022, reported monthly through standard governance.

Delivery:

All audits and impact assessments have mitigation plans in place;
increased scale of DHC’s delivery of preventative programmes that
proactively engage those at greatest risk of poor health outcomes.

Cost:

Increased value of spend (wider impact on outcomes) – measure to be
refined.

People:

Skills and resources to address health inequalities in all Directorates.

Implementation of a strategic, organisational development programme will focus the first
phase of action on engagement, understanding and delivery of quick win improvements in
practice.

Actions currently in progress are summarised below:
•

Development of the driver diagram for the programme.

•

Focus on strategic and clinical engagement.

•

Agreement of resources for clinical leadership capacity and analyst (intelligence)
capacity.

•

Finalise process to embed equity audit and impact assessment within standard
governance.

•

Produce first inequalities dashboard for each directorate.

•

Undertake first equity audits and impact assessments and develop mitigation plan
for each.

•

Build a shared vision & define a 3-5 year Health Inequalities Delivery Plan.

Recommendation

To note the contents of update.
(Further update to the Board in approximately 6 months’ time)
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Summary Report of the Quality Governance Committee
Meeting on 15 September 2021
Part 1 Board Meeting 6 October 2021
Author

Sir David Haslam, Chair of the Committee

Purpose of Report

To highlight key matters discussed at the meeting held on 15
September 2021

Key Decisions and Matters considered by the Committee
Report from the Clinical Governance Group
The Committee has received an update on the topics discussed at the recent meetings of
the Clinical Governance Group, including ongoing operational pressures due to increased
demand and workforce challenges, management of a number of COVID isolation hotspots,
an ongoing assurance process for Nightingale Rehabilitation ward, harm as a result of
escalation in the ambulance service, and the system Quality Surveillance Group decision to
move urgent care services including 111 into enhanced surveillance.
The Committee has requested that a deep dive review into workforce pressures be
submitted to the November Committee meeting.
Internal Quality Assurance Report
The Committee has reviewed the latest assurance report and, in particular, progress in
implementing CQC action plans. The Committee noted that of 19 recommendations
following the CQC inspection in May 2019, 17 actions are reported as complete and two
were in progress with a deadline of December 2022.
The Committee has noted the themes and findings arising from assurance visits, and also
noted that no Mental Health Act (MHA) visits were undertaken in July 2021.
Clinical Risks Exceeding the Risk Appetite Threshold
There are currently 36 risks (a decrease from 37 in July 2021) which breach the maximum
tolerance level.
The Committee was satisfied that these risks were being appropriately managed, but
wished to highlight the risks associated with the Complex Leg Ulcer Service (increased risk
of clinic cancellations) and a number of risks relating to workforce pressures exceeding the
risk appetite threshold.

Significant Incident Report Including Safeguarding Adults and Children Events
The Committee has reviewed the regular report and noted that there were nine serious
incidents requiring investigation reported in the period July 2021 and August 2021.
The Committee has noted that no Regulation 26 Prevention of Future Death Reports were
received from MH Coronor during the reporting period.
Quality Priorities Progress Report Quarter 1 2021/22
The Committee has received a report outlining the quality priorities, indicators and
measurements for 2020-2023. The Committee has noted the priorities and the
measurements which will be used to evaluate progress.
CQC Strategy from 2021
The Committee has received a summary of the new CQC Strategy, aligned to four themes:
people and communities, smarter regulation, safety through learning and accelerating
improvement. The Committee has noted that the CQC will continue to inspect and rate
individual Trusts, but with a focus on partnership working to address issues and drive
improvements.
Children Looked After and Safeguarding (CLAS) Inspection Update August 2021
The Committee has received a report summarising the actions and quality improvement
undertaken by the Trust in line with the CLAS action plan. The Committee has supported
the closure of the action plan, with monitoring of the sole outstanding action relating to the
monitoring of transition meetings between adolescent and adult services to be incorporated
into business as usual.
Infection Prevention and Control Internal Audit Report
The Committee has received a report summarising the findings of an internal infection
prevention and control audit undertaken in July 2021 following a period of significant change
as a result of the COVID-19 pandemic. The Committee has noted that the audit outcome
was a moderate level of assurance, with audit recommendations monitored by the Deputy
Director of Nursing, Therapies & Quality and an action plan was in place for the IPC Board
Assurance Framework (BAF).
Recovery & Restarting of Services
The Committee has received a verbal update on the recovery and restarting of services.
The Committee has noted that recovery from the most recent pandemic wave has been
more challenging than previous waves to date, with a mixed picture of progress across the
Trust. The Committee wished to highlight that recovery has not progressed in line with the
planned recovery trajectory in a number of service areas including paediatric and adult
speech and language therapy, dermatology, long term therapy, ear, nose and throat

services, CAMHS, neurodevelopmental assessment and wheelchairs, largely due to
COVID-19 outbreaks and staffing challenges within the Trust and across the Dorset system.
Annual Reports 2020/21
The Committee has discussed Annual Reports for Dynamic Ligature Management in
Inpatient Mental Health Services (noting the Trust’s approach has been recommended to
other Trusts as exemplary), Complaints and Patient Advice and Liaison Service (PALS) and
Research & Development. The Committee has requested that an approach to periodically
reporting research and development progress to the Board be agreed.
Assurance Statement
The Committee agreed to assure the Board that it continues to acquire and scrutinise
assurances that the organisation had a combination of structures and processes at and
below Board level that equip it to deliver high-quality services.
Recommendation

To note the report.
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Meeting on 16 September 2021
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Author

Tristan Phillips, Chair of the Committee

Purpose of Report

To highlight key matters discussed at the meeting held on 16
September 2021

Key Decisions and Matters considered by the Committee
The Chair explained that a decision had been taken to focus this meeting of the Committee
on the Cost Improvement Programme and as such the following items would be discussed
at a later meeting with focus on the transformation programme:




An Update on the eating disorders and Home First projects;
The Hospital Investment Programme
The Board Assurance Framework risk

The Committee agreed with the proposal to ensure the Committee’s focus was on shaping
the Transformation programme to deliver the agenda.
Cost Improvement Programme
The Committee received a report on emerging thinking in respect of the Cost Improvement
Programme (CIP) and the level that might be required to support investment in the
transformation programme over and above that required to support delivery of the annual
budget.
Key highlights noted by the Committee were:


The CIP has been complicated this year by an unknown income which will not be
known until later in 2022 and is dependent on NHSEI;



There is an overall requirement to find £5.2m savings with pressure for these to be
recurrent which may not be realistic in the current climate. However focus should be
on next year which links with the overall Transformation Programme.

The Committee discussed the CIP at length and summarised:


It was important to be clear that the result of actions in focussing on freeing financial
capacity in the organisation would be the right outcome for the patients of Dorset;
1



In terms of the gap to the CIP target for this year and the governance part of the
session, the Committee had noted there was a £5m gap which we have a line of
sight to be able to close down a significant portion of that figure and whilst noting the
uncertainty of the income spending this would not cause an issued at this stage;



The question for the Committee was how to address the longer term opportunity/risk
around the transformation programme and the financial capacity this might or might
not deliver.

Two-Year Outline Transformation Programme
The Committee received a report to give an update on the programme and considered
whether in the existing strategic environment the transformation programme went far
enough in meeting the challenges faced.
The Key questions discussed were:


What was the confidence in the new Electronic Prescribing and Medicines
Administration (EPMA) roll out dates? It was agreed that the EPMA would go ahead
despite the proposed timing not being achieved;



What is the funding at system level to support the Integrated Urgent Care Services
(IUCS)? It was explained that there was funding available internally to fund the
priority portion of the IUCS over the next couple of years when it was anticipated a
more sustainable arrangement would be in place when the H2 revenue may be
available;



What early signs of impact are there in the work being done in OD and when might
these been seen? It was explained there was confidence in the schemes and signs
of impact would be available but not immediately.



How are we tracking the Home First service? There had been approval of £5.1m
non-recurrent monies for this service for the winter. Home First had engaged a
strategic partner, Empower to gain traction to work through the issues with the
programme and there was a recruitment process in place for an ICS Chair.



Is the Transformation Programme going to deliver against its objectives in the longer
term. It was explained how the Transformation Programme had evolved and the
work that had been done to get it to where it was now.

The Executive Directors considered how to move forward?


It was agreed that the Transformation Programme would be reviewed following the
appointment of a Director of Transformation who would reviewing and reprioritise the
programme.



It was agreed that the challenge around risk should be assessed and there was
value in describing the Executive’s approach to risk and articulating it in the context
of overall risk appetite i.e. ‘Does it meet the test against the workforce and financial
challenge?’
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Next Meeting
The Committee will focus on the updated transformation program and priorities following the
Executive review, based on the challenges raised.
In addition, the following items will be considered for future discussion:
 Eating Disorders and Home First projects;
 The Hospital Investment Programme;
 The outline business case around St Ann’s and PICU; and
 The Board Assurance Framework risk.

Recommendation

To note the report.
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