Dorset HealthCare University NHS Foundation Trust
Part 1 Board Meeting
Part 1 of the Dorset HealthCare University NHS Foundation Trust meeting will be
held on 29 July 2015 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset,
BH17 0RB commencing at 1:00pm
If you are unable to attend please notify Keith Eales, Trust Secretary on 01202
277008.
Yours Sincerely,
Ann Abraham
Chair

Initials

Paper

Time
1:00

1.

Welcome, Apologies and Previous
Meetings

1.1

Apologies

AA

1.2

Patient Story

PR

App A

1.3

Quorum

AA

Verbal

To approve the Part 1 minutes of the
meeting held on 24 June 2015

AA

App B

1:15

Matters arising from Part 1 minutes of
previous meetings.

AA

App C

1:20

To confirm that the meeting is quorate.
1.4

Declarations of interests in relation to
agenda items

1.5

Minutes

1.6

To consider progress on matters arising
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1.7

To receive the update of the Chair

2.

Strategy Implementation:
Current Affairs and Operational
Performance

2.1

Chief Executive’s Report

AA

Verbal

1:25

RS

App D

1:35

NK

App E

1:50

JC

App F

2:15

CLH

App G

2:30

DB

App H

2:40

To note the report
2.2

Integrated Corporate Dashboard for June
2015
To review the dashboard for June

2.3

Finance report
To consider the report for June

2.4

People Management and Organisation
Development
To consider the monthly report

2.5

To consider the minutes of the Quality
Governance Committee held on 20 May
2015

3.

Strategy Development:
Policy Formulation and Decision Making

3.1

Strategies for Approval

2:45

To approve the following strategies


3.2

Nursing Strategy
Quality Strategy

Council of Governors Policy for Engaging
with the Board

FH
FH

App I
App J

KE

App K

3:10

To comment on, at the request of the
Council, the draft policy
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4.

Regulatory and Compliance Matters

4.1

Quarter 1 2015/16 Return to Monitor

JC

App L

3:15

To agree the quarterly return to Monitor
4.2

Annual Reports

FH

3:25

To consider the following annual reports



4.3

App M
App N

Annual Complaints Report 2014/15
Annual Patient Experience Report
2014/15

Board Assurance Framework 2015/16

KE

App O

3:50

JC

App P

3:55

KE

App Q

4:00

To consider the quarterly review of the BAF
4.4

Standing Financial Instructions (SFI’s)
To approve revised SFI’s

4.5

Board Cycle of Business
To note the Board Cycle of Business

5.

Other Matters

5.1

Any Other Business

6.

Date and Time of Next Meeting
Wednesday 30 September 2015 at Sentinel
House (Training Rooms 1&2) 4-6 Nuffield
Road, Poole, Dorset, BH17 0RB
commencing at 1:00pm

7.

Exclusion of the Public
To resolve that representatives of the Press
and other members of the public, be
excluded from the remainder of this
meeting having regard to the confidential
nature of the business to be transacted,
publicity of which would be prejudicial to the
public interest.
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Patient Story
Part 1 Board Meeting 29 July 2015

Author

Mr John Grisley, assisted by Sarah Cake (Ward ManagerHanham Ward, Victoria Hospital)

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the user’s experiences.

Recommendation

The Board is asked to discuss and consider the narrative

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

Monitoring and Assurance Summary
This report links to
the Strategic Goals




To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working with
Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research and
evidence based practice;
 To have a skilled, diverse and caring workforce who are proud to
work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an efficient
and sustainable way;
 To raise awareness within the Trust and externally of the impact
that our work has on people and our environment, and take steps
to reduce any negative effects.
Any action required?
I confirm that I have considered each of the
Yes
implications of this report, on each of the
Yes
No
Detail in report
matters below, as indicated:


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information

BACKGROUND

Victoria Community Hospital is one of the twelve Trust Community Hospitals. There are
several services provided by the Hospital:Minor operations, General Surgery, Day Surgery (endoscopy)
Minor Injury Unit
Other Services include
Outpatient Services, Palliative Care. Audiology, Blood Clinic, Cardiology, Dermatology,
Dietician, Ear Nose and Throat (ENT), Elderly Care, Endoscopy, Flexible Sigmoid,
Gastroenterology, Gastroscopy, General Surgery, Gynaecology, Haematology, Health
Visitor, Minor Operations, Occupational Health, Ophthalmology, Oral Surgery, Orthopaedics,
Orthoptict, Pain Relief, Podiatry, Respiratory Clinic, Rheumatology, SC Dentals, School
Health, Stoma Nurse, Urology Occupational Therapy, Physiotherapy Services, X-ray Service
Friends of Victoria Hospital
The Friends support patients and staff at the hospital by raising funds for equipment and
resources.
There is a Friends’ charity shop in Wimborne High Street which is a vital fundraising
resource. This support, as well as legacies, donations and sponsorship, has enabled the
Friends to donate over £4 million to the Hospital services in the past 15 years.
In 2001 a new and expanded outpatients department was funded by the Friends, along with
a clinical investigation unit, which has made it possible for a patient to be seen, diagnosed
and treated as an outpatient.
Victoria Hospital is much loved by residents and is at the heart of the community. The work
carried out by the staff is highly regarded and the Friends feel privileged to be involved with
Dorset HealthCare Trust.

Hanham Ward is in Victoria Hospital. This ward provides Elderly Care Rehabilitation and
medical care.
The admissions to the Ward are either GP medical or direct.
This is a record of some of Mr Grisley’s experience during his stay on Hanham Ward.

June 2015
.

Narrative Discussion with John George Grisley
Assisted by Sarah Cake
Ward Manager – Hanham Ward Victoria Hospital

I was admitted to Royal Bournemouth Hospital on 16 April after falling at Christchurch Quay,
when I was out with my cousin enjoying a day trip. I fractured my pubic rami and fractured
some ribs. I was discharged on 27 April 2015.
I live in Broadstone. I was asked which rehabilitation hospital I would like to be admitted to,
and I requested Victoria Hospital because I have my blood tests done there.
After therapy at Victoria Hospital, I progressed to the point that I could self-shower, walk
independently with a Zimmer frame and felt well enough to return home. I needed some
assistance at home which the staff at Victoria Hospital were going to organise with the
intermediate care team.
I had a successful home visit and presumed I would be home soon after that.
My understanding is that the original team informed the team at Victoria Hospital that I was
not eligible as I had already received rehabilitation care, and they refused to help as their
service is for only two weeks. I was then informed that the staff would refer me to Social
Services for care.
Social Services apparently also stated I was not eligible for their care. The staff told me that
they had queried this and had requested further assistance in ensuring I had care at home.
They spoke again to both teams involved and eventually I was told that Social Services
would assist. However they did not have a date when the care could commence and every
day I asked ‘when can I go home’?. The staff on the ward have chased daily on my behalf.
I believe that the Social Services still cannot give a date.
This has obviously caused me some frustration as I have been away from my home for over
seven weeks and want to return to my normal life. I have felt ready to go for several weeks
as I can carry out my normal daily activities independently, but just need some assistance
due to having a Zimmer frame, a very large house and a prolonged time in hospital.
It seems that all the sections are over stretched, they appear to have too `much on their
plate `and can`t give people like me the care I need so that I can be discharged from
hospital. I have been treated very well at Victoria Hospital and can’t fault the care. I
contribute yearly to the Friends of Victoria, and I understand that the ward cannot influence
social care to allow me to go home.
I am 91years old, and I have a fear of losing my balance so I know I need the care. The
therapy staff have been very cautious and told me that I need to try having a small amount of

care initially. On a final note last time I saw my garden the blossom was just coming out and
by the time I return the apples will be there instead. I have missed my garden.

John George Grisley.

Delayed Discharge June 2015.

Part 1 Matters Arising
Board Meeting 29 July 2015
Matters Arising From previous Meetings
Trust Board Meeting 29 April
Minute
326/15

Topic
Quality Strategy

Action
Narrative statements to be
developed for each of the
quality objectives for review
by the Board.

Lead
FH

Deadline Response
July
Item on the agenda
meeting

Trust Board Meeting 27 May
Minute
349/50

Topic
Draft Estates
Strategy

Action
Strategy to be resubmitted
to the Board for approval

Lead
SH

Deadline Response
ASAP
Update to be
provided

Trust Board Meeting 24 June
Minute
370/15

Topic
People
Management and
Organisation
Development

Action
Target timescale for
recruiting staff to be
confirmed

Lead
CH

377/15

Questions from
Governors

The Director of Human
Resources would
investigate with partners
the potential for making the
GERT suit more widely
available

CH

Deadline Response
ASAP
A target has been
set to improve from
current nine weeks
and six days to less
than nine weeks by
the end of the
calendar year. A
further assessment
on target setting for
this area is taking
place.
ASAP
A communication
has been sent to
Local Authority
partners giving the
opportunity to use
the suit.
Exploration of
extending this
further is also
taking place

Keith Eales, July 2015
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Chief Executive’s Report
Part 1 Board Meeting 29 July 2015

Author

Ron Shields

Sponsoring Board
Member

Ron Shields

Purpose of Report

To give an overview of the current priorities and key work
areas of the Chief Executive and other significant issues in the
Trust.

Recommendation

The Board is asked to note the report

Engagement and
Involvement

-

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









To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
To be a national leader in the delivery of integrated care;
To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
Any action required?

I confirm that I have considered each of
the implications of this report, on each Yes
of the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Yes
Detail in report











No











1.

Introduction

1.1

My monthly report to the Board highlights
•

Significant priorities or other matters that the Board should be aware of which are
not covered elsewhere on the agenda

•

External developments to bring to the attention of the Board

•

Consultations or other documents that will form future reports to the Board.

2.

Current Priorities

2.1

There are a number of matters that I would like to update the Board on this month:CQC Preparations

2.2

The CQC inspection has been completed. The first week of the inspection, which started
on 22 June, was followed by further information requests and culminated in a number of
unannounced inspections to Trust sites.

2.3

No major issues were brought to the attention of the Trust over the course of the
inspection. A number of minor issues were raised which were addressed within the week.

2.4

The main theme of the feedback was praise for the enthusiasm of staff and their
willingness to talk about their work and services.

2.5

We understand that the report on the Trust will be subject to a validation process during the
second week of August. The report could be issued to the Trust, in draft, during the third
week of the month. However, we are aware that there have been delays in issuing the
reports. Some Trusts inspected before the DHC inspection are still awaiting their inspection
report.
CSR

2.6

Dorset Clinical Commissioning Group has announced that the public consultation on the
CSR has been deferred to enable more work to be undertaken on the options. Public
consultation is now unlikely to commence before quarter 1 of 2016.

2.7

The Trust should welcome the opportunity, provided by the delay in the public consultation,
to enable more work to be undertaken on the out of hospital model of care and the role of
the community hospitals.
Memorandum of Understanding with Bournemouth University

2.8

Many Board members attended the celebratory event to mark the signing of the
Memorandum of Understanding with Bournemouth University. The Memorandum, which I
and the Vice Chancellor signed, provides the basis on which the University and Trust will
explore potential future collaboration.
Dudsbury Ward Refurbishment

2.9

Work has commenced on the refurbishment of Dudsbury ward. Patients and staff were
successfully decanted into Merley ward in the week before the CQC inspection.
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2.10 An asbestos survey was carried out in the empty ward which proved negative. The
electrical wiring inspection was subsequently carried out to confirm that we could re-use
the existing wiring. The wiring failed the compliance test so a reworking of the design
project plan has had to be undertaken. Works will still start on 3 August and are now
estimated to be completed in mid-December.
3.

Recommendation

3.1

The Board is asked to note my report.

Ron Shields
Chief Executive
July 2015
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Trust Board Integrated Corporate Dashboard June 2015
Part 1 Board Meeting 29th July 2015
Author

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

Sponsoring Board
Member

Dr Nick Kosky, Medical Director

Purpose of Report

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

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

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

Previous
Board/Committee Dates

Executive Performance and Corporate Risk Group

Monitoring and Assurance Summary
This report links to
the Strategic Goals









To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working with
Patients, Communities and organisations;
To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research and
evidence based practice;
To have a skilled, diverse and caring workforce who are proud to
work for Dorset HealthCare;
To be a national leader in the delivery of integrated care;
To ensure that all of the Trust’s resources are used in an efficient and
sustainable way;
To raise awareness within the Trust and externally of the impact that
our work has on people and our environment, and take steps to
reduce any negative effects.

1

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

Any action required?
Yes










All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management & Technology
Equality Impact Assessment
Freedom of Information

Board of Directors June 2015
2

Yes
Detail in report








No




Trust Board Integrated
Corporate Dashboard
Month 3 – June 2015

3

Contents
1.0 Executive Summary & Performance Synopsis

Pages 5-6

2.0 Board Dashboard – Quality Metrics

Page 7

2.1 Exception Reports - Are we Safe?

Pages 8-13

2.2 Exception Reports - Are we Effective?

Pages 14-18

2.3 Exception Reports - Are we Caring?

N/A

2.4 Exception Reports - Are we Well Led?

Page 19

2.5 Exception Reports - Are we Responsive?

Pages 20-22

3.0 Areas of good practice

Page 23

4.0 Areas of concern or risk

Page 24

5.0 National Reporting Frameworks
5.1 Board Dashboard – Monitor Indicators

Page 25

5.2 CQUINS (Quarterly)

Pages 26-27

5.3 External Benchmarking (as appropriate)

N/A

5.4 Nationally reportable concerns (CQC)

Page 28

5.5 Research and Development Metrics (Quarterly)

Page 29

5.6 Mental Health Act Metrics (Quarterly)

Pages 30-31

6.0 Annual Plan Progress

Pages 32-34

7.0 Indicator Overviews
7.1 Indicator Overview – Quality Metrics

Pages 35-36

7.2 Indicator Overview – Monitor RAF

Page 37

4

1.0

Executive Summary & Performance Synopsis
•
•
•

•
Are we Safe?

•
•
•
•
•
•

Are we
Effective?

•
•
•
•

Are we
Caring?

•
•

Are we Well
Led?

•

•
Are we
Responsive?

•
•
•

Monitor
Indicators

•

Overall we are within threshold for the number of patient safety incidents with the
exception of falls and CDiff infections.
Falls continue to be a concern and work is ongoing to investigate each individual
incident to put additional processes in place to minimise the number of falls.
CDiff infections have breached for the first time since June 2014. There have been
3 infections in month, 5 year to date, with a maximum of 12 permitted in the fiscal
year. The concern for this indicator is that there is a financial penalty to pay to
Dorset CCG under contract if we exceed 12 in the year.
Performance against the threshold of less than 6 for avoidable pressure ulcers
continues to be within target.
The number of patients on a section of the MHA absconding from the ward is now
below the threshold; however work will continue to ensure this indicator does not
breach in the future.
There are still data quality issues around the indicator asking patients if they feel
safe on our mental health inpatient wards. Work continues to remedy this.
Mandatory training and sickness rate thresholds are still breaching, though the
Training figures are continuing on an upward trajectory.
Mandatory Training is at 88.17% and is receiving attention in those Directorate
areas below the 95% target.
Safe and therapeutic staffing levels on all Trust inpatient wards is still under target
but continues to improve and is now close to the threshold. It is anticipated that this
indicator will be within acceptable levels later in the year.
Work to improve the delayed transfer of care for physical health units continues
whilst the performance improves again this month, now at 6.4% against 3.5%
threshold.
Patients with up to date care plans remains below threshold but has improved from
last month (77.5% to 81.3%) and work is ongoing to improve this further.
Risk assessment data continues to improve from 78% to 83% this month.
There is a focus on the low data quality issues for both risk assessments and clinical
supervision.
There continues to be data quality issues with the friends and family test response
rate from hospitals, this is being addressed
The overall number of patients who would recommend their care to family and
friends and patients reported being involved in their care continues to perform well.
The financial performance at the end of June was a cumulative deficit of £1.4m.
This is £1m worse than the plan to date.
The main areas showing adverse performance, are:
- Recruitment and retention issues with the Prisons, coupled with sickness has
resulted in high agency staff usage;
- Out of area placements continue to experience and increase in admissions.
Further detail is available in the separate Finance Report.
The Trust is not meeting the agreed access targets for community mental health
teams or IAPT service.
The IAPT service has been actively recruiting to fill vacancies, and this is expected
to improve the performance in the coming months.
A data quality review is underway to ensure there is consistent and accurate
reporting in respect of waiting times.
The referral to treatment targets for both hospital and out of hospital care are within
threshold.
All monitor indicators are reported green for three months in a row
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CQUINs
National
reportable
concerns
(CQC)
Research and
Development
Metrics

A quarterly report for CQUINs is included in the report.
• Of the 25 CQUINS, 10 are rated green, 14 are amber and one is red.
• The red CQUIN relates to the Child Health Information Service – Interoperability.
A briefing following our planned CQC visit in June is included within this report.

Quality metrics for the Trust’s Research & Development activities have been developed.
There are 6 indicators of which one is currently showing as red, relating to the
recruitment of the first participant to the study. The report provides further detail.
Quality Metrics for the Mental Health Act have been developed. There are 10 indicators
of which 6 are green and 4 are red. The red indicators relate to:
- Number of Lapsed Sections
Mental Health
- Number of Unlawful Detentions
Act Metrics
- Number of detained patients discharged from section without 132 rights being
attempted
- Capacity to consent to treatment at first administration of medication recorded
The report provides further detail.
A quarterly report for the Annual Plan deliverables is included in the report.
• Of the 60 annual plan deliverables, 46 are green, 13 are amber and 1 is red.
Annual Plan
• The one red item is as follows:
Progress
- Key Delivery Theme Two : Integration, to Explore Mental Health payment
systems with commissioners that will support service integration
Summary Recommendations/comments
The Board is asked to:
•

Note the contents of this report and actions planned

6

2.0

Board Dashboard – Quality Metrics
Month 3 - June 2015
Are We Effective?

Are We Safe?

Metric

YTD

In Month

Threshold

Current
Status

Trend
over last
6 mnths

>=90%

R

↓

Forecast
next month

Data
Quality

Patient experience
Whether patients feel safe in our
mental health inpatient wards

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

Violent Incidents - Patient on Staff

Falls resulting in injury on inpatient
wards

Number of Patients Absconding

Prone Restraint

75%

83%

R

M

↔

G

M

% of Bed days with delayed transfer from
mental health unit

<30

↑

G

M

% patients with delayed transfer from
Physical health unit

<45

↑

G

7.85%

7.11%

<8.08%

14

43

43

96

39

104

<=30

5

19

<=6

11

28

TBA

3

14

3

5

G

G

R

G

↑
↑

-

M

Threshold

Current
Status

Trend
Forecast next
over last 6
month
mnths

Data
Quality

-

-

↓

-

M

8.8%

7.6%

<9%

G

↑

G

H

(Staff Vision Test) - place of work
Quarterly

G

↑

M

Staff engagement
(coming soon)

5.23%

-

<7.5%

6.4%

-

<3.5%

G

↑

Operational Efficiency

Capital Expenditure

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

CIP Performance

81.3%

↔

>=95%

-

L

YTD (Surplus)/Deficit

↑

-

>=95%

97.4%

96.9%

>=95%

G

↔

L

Monitor Continuity of Services
Risk Rating

G

H

Monitor Governance Rating

M

↑

-

M

CPA 7 Day Follow Up

<=3

G

↑

G

M

Falls Assessment within 48 hours

97.2%

98%

>=95%

G

↑

G

<=1 per
month

R

↓

G

H

Venous Thromboembolism (VTE) risk
assessment

96.9%

96%

>=95%

G

↓

G

>=95%

G

↑

G

↔

G

H

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

3

7

<=6

G

↓

G

M

Workforce

89.17%

89%

>95%

8.38%

-

-

-

4.64%

<4.5%
>95%

R

↔

R

H

97.2%

97%

M

↑

R

R

↑

R

Achieving against Trustwide threshold this month

R
A

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

Completed Appraisals last year

94.1%

-

>=95%

R

Clinical supervision occurring according to
Trust standard

80.1%

-

>95%

R

↑

R

M

↑

R

L

Q4 80%

-

>=66%

-

-

-

L

Q4 62%

-

>=55%

-

-

-

L

£000

-

H

£000

£000

28,105

-

-

365

1,205

1,251

G

1,030

1,976

1,242

G

649

1,539

540

R

4

4

3

G

Green

Green

Green

M

Are We Caring?
L

In Month

YTD

Threshold

Current
Status

Trend
Forecast next
over last 6
month
mnths

↓

G

H

G

H

R

H

G

H

↔

H

Current
Status

Trend
Forecast
over last
next month
6 mnths

YTD

Threshold

Patients have appointments &
treatments within agreed limits CMHTs

87.1%

89%

>=98%

↑

M

Patients have appointments &
treatments within agreed limits IAPT

83.2%

81%

>=95%

↓

H

Data
Quality

Referral to treatment waiting
times within 18 wks - admitted

99.1%

95%

>90%

G

↑

G

M

100.0%

100%

>95%

G

↑

G

H

36

96

-

-

-

Data
Quality
Referral to treatment waiting
times within 18 wks non-admitted

Performance improving

Patient Satisfaction

↓

Performance worsening

Friends & Family Test - Response Rate
(hospitals)

7%

-

-

-

-

-

L

Patient experience

Performance the same

Friends & Family Test - % Recommended
(total responses)

(285)
96.3%

-

>=95%

G

↑

G

M

Number of complaints

Patients involved in their care?

95.0%

-

>=95%

G

↑

G

M

Number of compliments

607

1473

-

Q1
(12)
67%

67%

>73%

2

8

-

H

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

M

Moderate. Potential issues that could affect assurance of figures

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

L

Low. Data is reported with no easily discernible audit trail available or has data issues identified, data quality is
unknown or individual numbers are small.

Duty of Candour
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↔
↔
↑
↓

In Month

↑

Data Quality

-

Patient access

Trend over last 6 months

↔

Data
Quality

Are We Responsive?

Metric

Legend / Key

G

Current
Status

Workforce

Metric

Current status / Forecast

Threshold

M

L

R

YTD

M

Assessments

83.0%

G

92%

9.20%

Risk Assessments updated in previous 12
months (mental health)

0 per
month

94%

10.34%

Cash Balance

Pressure ulcer risk assessments
Braden (Walsall coming soon)

Trend
Forecast
over last
next month
6 mnths

In Month

Organisational Development

M

0

Metric

(Staff Vision Test) - place of
treatment Quarterly

-

0

All Trust inpatient units to have
safe and therapeutic staffing levels

YTD

M

Healthcare associated infections –
MRSA bacteraemia

Sickness rates

Readmission within 28 days to Community
Hospitals
Readmission within 28 days to Mental
Health Wards

Healthcare associated infections –
C.diff

Vacancy numbers (further
development underway)

In Month

Patient Experience

Seclusion

Mandatory training completed

Metric

Are We Well Led?

-

-

-

-

M

M

-

↓

-

M

-

-

M

2.1.1

Exception Report - Are we Safe?
Do you feel safe question (mental health inpatients)

In
month

YTD

2015/16 Threshold

Number of patients responding yes to the 'Do you feel safe?' question

75%

83%

>=90%

What is causing the underperformance?

Current
status

Trend

Forecast next month

Data
Quality

↓

What actions have been taken to improve performance?

The process for collecting this data is via a handheld device whereby all mental health
inpatients should be asked the question on discharge.

1. The Trust's system technicians are liaising with the provider of the handheld devices to resolve the
issues of the two systems not synching.

12 patients completed the survey during the period, three of which said they did not feel
safe. The three no responses were from the kiosk at Forston Clinic, Waterston AAU, and
Nightingale House.

2. Work is underway across Mental Health Inpatient Services to ensure service users are routinely
offered the opportunity to complete a survey on discharge. This will be included as part of the
discharge process and a process will be set up to monitor the number of surveys completed against
the number of discharges. The project will include alternative ways to capture feedback for those who
do not wish to use the hand held device to ensure everyone has an opportunity to provide feedback.

The survey is anonymous it is not possible to follow-up specific reasons with individuals.
Previous work in this area highlighted service users not feeling safe could also be due to
psychological as well as physical reasons.
As the number of patients asked is so small, the percentage is therefore low and
breaching the 90% threshold.
There have been a number of issues with the handheld devices such as:
- not synching correctly with the Trust's systems
- equipment breaking and taking time to have repaired
- Older service users having difficulty in using the hand held devices

Year to Date Trend Analysis

Forecast

Do you feel safe?

Month Performance
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Expected date to be within threshold

30/09/2015

Revised date to be within threshold

Review
Lead Director

EY

2.1.2

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

In
month

YTD

2015/16 Threshold

Number of falls resulting in injury on inpatient wards

39

104

<=30

What is causing the underperformance?

Current
status

Trend

Forecast next month

Data
Quality

↑

-

M

What actions have been taken to improve performance?

The threshold has been calculated based on a 20% reduction on the number of falls
from 2013/14.
31 patients had falls resulting in injury in June - with 39 falls occurring. One patient
sustained a fracture as a result of their fall on Willows Ward, all other patient injuries
were minor. These falls occurred across 18 wards. The wards with the highest number
of patient injuries as a result of falls in the month were:
- St Brelade's Ward, Alderney Hospital (8 falls with injuries, 5 patients involved). All
patients had a falls assessment completed on admission to hospital.
- Langdon Ward, Bridport Hospital (4 falls with injuries, 3 patients involved). The ward
has a particularly high number of patients on the ward with dementia and this is a
known risk factor for falls.
- The following four wards each reported three falls resulting in injury
- Castletown Ward, Portland Hospital (2 patients)
- Saxon Ward, Wareham Hospital (2 patients)
- Tarrant Ward, Blandford Hospital (3 patients)
- Willows Ward, Yeatman Hospital (2 patients. One patient sustained a fractured hip
as a result of the fall).

1. The Trust's Falls Lead continues to review falls incidents on a weekly basis to identify any
trends in particular areas or to identify serious incidents, such as patients sustaining a fracture
following a fall. Where appropriate, one of the patient safety team leading on falls will visit wards.
Visits had occurred to Fayrewood ward, St Leonards to provide falls awareness training, to
Willows ward, Yeatman Hospital to assist with a root cause analysis, to Saxon ward, Wareham to
provide support and advice and to Alderney Hospital.
2. The flooring on St Brelade's Ward is being replaced. The flooring was faulty and uneven. The
material is also being changed as the existing natural wood effect of the laminate flooring was
contributing to patient falls, because patients might perceive the knots in the design to be items
on the floor and reach down to try and pick them up.
3. During June the falls lead has been to Willows Ward to assist staff in the completion of the root
cause analysis review of the incident leading to a fracture. The outcome of the review was that all
appropriate assessments and actions had been taken by the ward and that the patient's clinical
condition had been a factor in the fall.
4. The Trust's falls lead has met with colleagues from across Dorset including from Poole Council
and the acute hospitals to look at service provision across the county in relation to falls prevention
programmes.
5. The Trust's annual work programme for falls prevention has been finalised.

Year to Date Trend Analysis

Forecast
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Expected date to be within threshold

-

Revised date to be within threshold

Review
Lead Director

Data from 2014 used to set threshold, therefore not RAG rated.

FH

2.1.3

Exception Report - Are we Safe?
Clostridium difficile

In
month

YTD

2015/16 Threshold

Current
status

Trend

Forecast next month

Number of patients identified as having a Clostridium difficile infection (CDI)

3

5

<=1 per month

R

↓

G

What is causing the underperformance?

Data
Quality

What actions have been taken to improve performance?

Clostridium difficile infection (CDI) is an unpleasant, and potentially severe or fatal
infection that occurs mainly in elderly and other vulnerable patient groups especially
those who have been exposed to antibiotic treatment.

1. Patients with diagnosed infection were isolated and contact precautions put in place.

Each financial year, objectives are agreed for NHS organisations in relation to CDI. For
2015/16 the Trust's commissioners have set the objective of having no more than 12
CDIs. This equates to an average of one per month, which has been set as the monthly
threshold for this metric.

3. Root cause analysis undertaken by the Infection Prevention Team to identify if any lapses of care
occurred within Dorset HealthCare.

In June 2015, there were three cases identified, which is an unusually high number for
the Trust. There was one patient on Fayrewood Ward, St Leonard's Hospital and two
patients on Tarrant Ward, Blandford Hospital diagnosed with the infection.

2. Appropriate treatment prescribed and administered for CDI as per policy

4. Findings from root cause analysis fed back to the ward staff, Infection Prevention and Control
Group and Post infection Review meeting to ensure lessons learnt are highlighted and disseminated
appropriately.

One of these patients (from Tarrant Ward) was a previous known case diagnosed at a
local acute hospital in May and is a relapse of the condition. The other two were new
cases and had been treated with antibiotics for underlying medical conditions in local
acute hospitals. The patients were transferred to Fayrewood Ward and Tarrant Ward
and became symptomatic after admission.
For awareness our annual threshold is 12 occurrences. Should we exceed this (currently
5 in 3 months) Dorset Clinical Commissioning Group would impose a financial penalty.
This needs further work to calculate, but could potentially be in the region of £50k per
case over the threshold
Year to Date Trend Analysis

Forecast
Month Performance
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Expected date to be within threshold

31/10/2015

Revised date to be within threshold

Review
Lead Director
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2.1.4

Exception Report - Are we Safe?
Mandatory Training Completed

In
month

YTD

2015/16 Threshold

Mandatory Training Completed

89.17%

89%

>95%

What is causing the underperformance?

Current
status

Trend

Data
Quality

Forecast next month

↔

H

What actions have been taken to improve performance?

This indicator shows the aggregated percentage of staff who have completed all core
mandatory training subjects relevant to their role and within the Trust stated frequency of
update.
The percentage of staff completing all relevant core mandatory training continues to
remain stable in the range of 89-90%.

1. Mandatory training is monitored by localities monthly as part of the Workforce Performance report
which feeds into the Trust’s monthly Executive Performance and Corporate Risk Group.
2. More flexible methods of delivering training are being well received, with a new Information
Governance video, e-assessments, new workbooks and team based training.
3. Take up of team based training that is offered by the Learning and Development (L&D) Service is
starting to increase and has received positive feedback. Increased communication of this opportunity has
commenced.
4. The L&D Service has been proactively contacting teams which have a greater number of staff
requiring mandatory training to identify what additional support can be given to enable them to meet their
mandatory training requirements.
5. The fortnightly reporting system for mandatory training that is emailed to managers identifies
a) staff who are currently outstanding for prioritisation, and
b) staff due - the date range is defaulted to a 3 month future period. Managers can, however,
change the date range to identify all staff due in the team until the end March 2016.

The teams with the most staff with outstanding mandatory training are:
District nursing - Weymouth and Portland 31
District nursing - Christchurch 30
District nursing East Dorset 26
Radipole ward, Westhaven Hospital 21
AAU Seaview 21

6. Attention will be given by those teams and Directorates below the 95% target level to improve this.

Whilst these mandatory training levels are high relative to other NHS organisations,
Directorates continuing below the 95% targets are still aiming to improve performance
within their areas.

Year to Date Trend Analysis
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Expected date to be within threshold

31/12/2015

Revised date to be within threshold

Review
Lead Director
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2.1.5

Exception Report - Are we Safe?
Sickness rates

In
month

Rolling
12
month

2015/16 Threshold
Rolling 12 months

Sickness rates

-

4.64%

<4.5%

What is causing the underperformance?

Current
status

Trend

Forecast next month

↑

Data
Quality
M

What actions have been taken to improve performance?

Performance continues to improve with the Trust rolling 12 month position at 4.64% for
June 2015 against a threshold of <4.5%.

1. The Human Resource Coordinators are a dedicated resource to support managers in robustly
managing sickness absence across all localities and corporate services.

Following a review of the threshold, it has been agreed to remain at <4.5% for the rolling
12 month position. This rolling position only, will be included in reports as it provides a
more accurate reflection than the monthly sickness absence.

2. The coordinators attend, for example, heads of service meetings to provide local training in
managing sickness absence.

56 teams have a sickness absence of over 4.5%, however as some teams have
relatively low numbers of staff within them, the rate can show as high. The rates by
superlocality are similar with the position being over 4.5% for all. The teams with the
highest sickness absence levels are shown below

3. The Trust is developing a Health and Wellbeing Strategy, led by the Occupational Health
Department, to help promote healthy lifestyles. This will also address keeping people at work and
reducing sickness absence.

Psychosexual Therapy 29.68% (Poole and East Dorset)
HMP Devon Prison Pharmacy 23.26% (Dorset)
Community Matrons - Bournemouth East 17.72% (Bournemouth and Christchurch)

Year to Date Trend Analysis

Forecast
Month
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Expected date to be within threshold

30/06/2016

Revised date to be within threshold

31/01/2016

Review
Lead Director
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2.1.6

Exception Report - Are we Safe?
All trust inpatient units to have safe and therapeutic staffing levels

In
month

YTD

2015/16 Threshold

Current
status

Trend

Forecast next month

Percentage of shifts staffed to agreed levels

94%

92%

>95%

R

↑

R

What is causing the underperformance?
The threshold for this indicator is 95%. In June the percentage of shifts staffed to agreed
levels has moved closer to this threshold at 94%. A shift does not meet the agreed levels
if it doesn't have the right skill mix of staff; has insufficient numbers of staff; over 50%
agency staff on duty; or an agency nurse in charge of the ward who is unfamilar with the
ward.
The wards showing as having the worst performance with this metric are:
Twynham Ward 74% (a reduction compared to 85% in May due to sickness absence)
Nightingale House 82% (a slight reduction compared to 89% in May)
Linden 83% (an increase compared to 65% in May)

Data
Quality

What actions have been taken to improve performance?
1. Detailed analysis of staffing levels on each ward is documented within the Staffing report which
is scrutinised by the Executive Quality and Clinical Risk Group.
2. The Trust continues to implement its recruitment strategies and successful recruitment has
increased the percentage of shifts staffed to expected levels on Linden Unit in June compared to
May.
3. Work continues to be able to produce the required staffing reports from the e-roster system, thus
improving data quality for this metric. The Nursing and Quality Directorate are currently working to
implement this from September 2015.

There was one night shift in June where additional cover was required at short notice on
Twynham Ward. This was due to short term sickness. The night practitioner at the
hospital held keys and took responsibility for taking charge of the unit, although was not
on the ward all night.

Ni

Year to Date Trend Analysis

Forecast

Percentage of Inpatient Wards with Safe and Therapeutic
Staffing Levels
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Expected date to be within threshold

31/12/2015

Revised date to be within threshold

Review
Lead Director
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2.2.1

Exception Report - Are we Effective?
Delayed transfer from physical health unit

In
month

YTD

2015/16 Threshold

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

6.4%

-

<3.5%

What is causing the underperformance?
The Trust's commissioners have set the target of 3.5%.The percentage of delayed
discharges at the June snapshot is showing an improvement to the position reported in
April and May.
There are 19 patient delays reported in June compared to 21 patient delays in May and
29 patient delays in April. The main challenges to prompt discharge for medically fit
patients remain in:
- Patient and family choice
- Speed and availability of placements in care homes and packages of care to support
patients in their own homes, particularly those patients who have complex needs and
require multiple visits per day.
- Funding decisions

Current
status

Trend

↑

M

1. The daily monitoring and improved liaison with social care that was introduced in the winter
continues.
2. In addition, a systematic review of the discharge planning processes in community hospitals has
taken the learning from the processes implemented in the mental health inpatient units and in the
acute hospitals to draft a detailed process map to apply consistency of approach across the
community inpatient wards. This includes RAG rating patients from admission through to
discharge, standardised supporting documentation and trigger points for appropriate and timely
actions and escalation.
3. The review has also looked at the engagement and application of resources across the
community inpatient wards and in Social Care through each stage of the discharge process,
including the impacts of staff absence and will calibrate the findings of the overall review into a
report with supporting recommendations.

Forecast

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

Month Performance
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What actions have been taken to improve performance?

Year to Date Trend Analysis

Jun-14

Forecast next month
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Expected date to be within threshold

31/03/2016

Revised date to be within threshold

Review
Lead Director
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2.2.2

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

In
month

YTD

2015/16 Threshold

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

81.3%

-

>=95%

What is causing the underperformance?

Current
status

Trend

Forecast next month

Data
Quality

↔

What actions have been taken to improve performance?

The Trust is only able to count care plans in the care plan section of the clinical record
system (RiO). Only patients under the Care Programme Approach (CPA) are required to
have care plans in this section. Patients on standard care should have a care plan in the
form of a letter.

1. Performance figures continue to be investigated to ensure that they are reflective of actual
practice.

The methodology for this metric continues to be reviewed and data quality has been
amended to low whilst this work is ongoing.

3. Service Managers have been asked to remind staff to close care plans on discharge from
inpatient services and care coordinators have been asked to ensure all care plans are reviewed
and/or closed not only those they are responsible for.

On review of the exceptions, it appears that a significant proportion of care plans that
haven't been reviewed are from episodes of inpatient admission and the inpatient care
plan hasn't been closed on discharge and the care of the patient is no longer the
responsibility of the staff member who wrote the care plan as care has transferred to
another team.

2. Exceptions are sent out to all teams to review and action.

4. Further work needs to be done to capture care plans in physical health.

With this metric it is not possible to forecast a date by when it will become compliant
until the data quality issues have been worked through. The Trust will then be able to
identify where any changes in practice are needed and how long this will take.

Year to Date Trend Analysis
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2.2.3

Exception Report - Are we Effective?
Risk assessments updated in previous 12 months

In
month

YTD

2015/16 Threshold

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

83%

-

>=95%

What is causing the underperformance?

Current
status

Trend

Forecast next month

Data
Quality

↑

L

What actions have been taken to improve performance?

As previously reported data quality for this indicator remains low due to it being a newly
reported metric. Further investigation is ongoing as to the reasons why such significant
underperformance is being reported and compliance is improving month on month with
this work.

1. Standards have been set for completing and reviewing risk assessments.

The reporting methodology continiues to be revised to ensure the numerator and
denominator used are accurate (latest risk assessment included in both the numerator &
denominator) and this has significantly improved the reported performance. However,
performance still remains below the current target.

3. Risk assessments are highlighted in the lessons learnt training carried out.

Note all mental health teams are included in this indicator and reporting is based on all
clients with an open referral.
With this metric it is not possible to forecast a date by when it will become compliant until
the data quality issues have been worked through. The Trust will then be able to identify
where any changes in practice are needed and how long this will take.

2. From March 2015, team leaders are being sent data for their teams to enable them to take
action where assessments require updating.

4. A data quality audit will be carried out and action taken as required following the audit.
5. Further work to identify and improve any additional reporting issues (e.g. problems recording
risk assessments) is planned. This is referred to in the Data Quality Assurance Activity Summary
in Appendix A where this indicator is forecast to improve to moderate in July 2015 and high in
September 2015.
6. A study of underperforming teams has been carried out and targeted monitoring applied via
team, locality managers and super-localities. This is being monitored via directorate management
meetings.
7. New exception monitoring report developed to enable teams to access their data more
effectively.

Year to Date Trend Analysis
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Expected date to be within threshold

-

Revised date to be within threshold

Review
Lead Director
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2.2.4

Exception Report - Are we Effective?
Completed appraisals last year

In
month

YTD

2015/16 Threshold

Percentage of completed appraisals

94.1%

-

>=95%

What is causing the underperformance?

Current
status

Trend

Data
Quality

Forecast next month

↑

What actions have been taken to improve performance?

There has been a slight decline in compliance in June however overall this remains on
an improving trajectory.
Feedback from staff suggests that at times other priorities, including prioritising patient
care, may take precedent over appraisals being completed. This is evident from low
compliance within mental health inpatient services and correlates with the staffing levels.
There are 136 teams with one or more members of staff with outstanding appraisals, 73
of these with only one member of staff. The teams with the most number of staff with
outstanding appraisals are:
- Radipole Ward, Westhaven Hospital - 8
- HMP Exeter - 7
- Harbour Ward, St Ann's Hospital - 6

1. The Learning and Development Department are supporting staff by providing training for
appraisees and appraisers to help understand the process of appraisal and to help staff to
understand the value and benefits of the appraisal process.
2. System improvements have also been made in addition to the work above.
3. There is an active communications programme in progress promoting the importance of
appraisals and responding to training and development requests.
4. Changes to the incremental pay progression framework now means that an individual must have
received an annual appraisal, completed 100% of statutory and mandatory training and have
continuous professional body registration (where applicable).

The split by staff group is shown below:

Year to Date Trend Analysis
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Expected date to be within threshold

01/10/2015

Revised date to be within threshold

Review
Lead Director
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2.2.5

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

In
month

YTD

2015/16 Threshold

Clinical supervision occurring according to Trust standard

80.1%

-

>95%

What is causing the underperformance?
It is noted that the data quality for this indicator remains low. The Trust’s means of
collecting information centrally, which was through the appraisal record, did not allow for
timely accurate reporting on supervision. This is because the appraisal record is usually
completed on an annual basis.
The new supervision system has been implemented, however it has been
acknowledged that it will take time for the information to be populated as supervision
occurs and staff become familiar with it.
The staff exceptions reported are widely spread across over 100 teams in the Trust, with
generally small numbers per team. The three teams showing the most exceptions (with
13 or 14 staff outstanding) are:
- District Nursing Christchurch
- Crisis Service East
- HMP Exeter

Current
status

Trend

Forecast next month

↑

1. The new policy for clinical supervision has been approved and added to the Trust intranet.
2. The new eSupervision module within the Ulysses system will improve the recording of
supervision notes through a secure Trustwide electronic system and allow real time reporting of
compliance with supervision. This is being led by the Learning and Development Service.
3. Data quality continues to be an issue but is being addressed by the new eSupervision module
so is expected to improve to moderate in July 2015 and high in September 2015.
4. Exception reports are included on the learning and development web-based reporting system
which is updated fortnightly and available to all managers to identify who has not recorded clinical
supervision in the past quarter.
5. Since the formal Trustwide launch of the eSupervision module in April 2015, the Learning and
Development Service continues to provide onsite support to teams on how to use the eSupervision
module, along with the eAppraisal module.

Forecast
Month Performance
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What actions have been taken to improve performance?

Year to Date Trend Analysis
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Revised date to be within threshold
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Lead Director
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2.4.1

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

Overspend against budget (EXCLUDING PLANNED DEFICIT)

In
month
£000

YTD
£000

2015/16 Threshold
£000

469

999

540

What is causing the underperformance?
There has been a continued overspend against the Trust's financial budget in June of
£649k giving a YTD deficit of £1,359k.
However, £540k of this relates to the planned deficit YTD. The key unplanned operational
adverse variances within the remaining £999k are as follows:
1. Prison Services Pay - £542k
There is an ongoing issue within Offender Health Services due to long term sickness and
recruitment and retention problems, resulting in high agency usage. There are currently 22
nursing vacancies in Dorset and 18 in Devon. Additionally, we are short 2 WTE doctors in
Dorset and approximately the same in Devon.
2. Out of Area Placements - £392k
Acute Mental Health Inpatient Services continue to experience an increase in admissions and an
increase in the number of patients being admitted under section 136 of the MHA. The service
continues to run in excess of 95% bed occupancy.

Current
status

Trend

Forecast next month

Data
Quality

↓

H

What actions have been taken to improve performance?
1. Prison healthcare has an extensive workforce development strategy which has been supported with
project management resource to try to tackle the recruitment and retention issues we are facing. Task and
Finish groups are in place in Dorset and Devon to focus on recruiting and retaining staff. This covers both
medical and nursing staff.
2. Agreement has been reached with other providers for a shared care model for all out of area patients to
reduce length of stay.
3. Weekly review of all inpatients including out of area placements to ensure that all agreed actions to
expedite safe discharge are completed.
4. Joint working between the home treatment team and locality community mental health teams to ensure
better throughput of patients across the acute inpatient service.
5. Targeted work to avoid and address in a timely way any delayed transfers of care to maintain bed
capacity.

The graph below reflects the unplanned adverse variance position, net of the planned deficit.

Year to Date Trend Analysis

Forecast

Overspend against budget (excluding planned deficit)

Month

Performance
£000
357
Apr-15
172
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£ 000s
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Expected date to be within threshold

31/03/2016

Revised date to meet target

Review
Lead Director

JC/EY/SO

2.5.1

Exception Report - Are we Responsive?

Patients have appointments & treatments within agreed time limits- CMHTs

In
month

YTD

2015/16 Threshold

Current
status

Trend

Forecast next month

Patients with appointments & treatments within agreed time limits - CMHTs

87.1%

89%

>=98%

R

↑

R

What is causing the underperformance?

Data
Quality

What actions have been taken to improve performance?

It is noted that the threshold for this metric has been changed from 100% to 98% (the
contractual target set by Dorset Clinical Commissioning Group).

1. Streamlining of referral procedures and processes to ensure consistency of recording and
reporting. Work continues on addressing historical breaches.,

Compliance continues to be updated as validation takes place which improves the
position. Currently at 88.7% against the 98% threshold but anticipated to further
improve.

2. Detailed guidance has been developed in conjunction with staff to standardise and agree
consistent practice. This includes, identifying how and where to record information within the clinical
record to improve data quality.

The lack of a robust waiting list management module is contributing to the Data
quality/Data validation issues experienced within the teams. Data validation continues
but is a manual process.

3. In the process of exploring using the waiting list module in RiO to improve processes for teams
and provide robust waiting time management module.

Data cleansing is ongoing. Staff within community mental health teams are updating the
electronic reporting system to ensure that the data is validated.

4. Team managers have been instructed to look at local solutions to ensure that this target is
delivered. Outpatients have been reminded to escalate potential breaches to Service Managers
before the event to see if they can be avoided.
5. Work has commenced to agree a consistent Trust wide approach to waiting list management.

Year to Date Trend Analysis

Forecast

Patients receiving appointments and treatments
within agreed time limits - CMHTs

Month Performance
Jun-14
87%
Jul-14
88%
Aug-14
86%
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86%
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86%
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85%
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Expected date to be within threshold

31/08/2015

Revised date to be within threshold

Review
Lead Director

EY

2.5.2

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

In
month

YTD

2015/16 Threshold

Current
status

Trend

Patients with appointments & treatments within agreed time limits- IAPT

83.2%

81%

>=95%

R

↓

What is causing the underperformance?

The under performance is due to a temporary reduction in capacity within the service
coupled with quarter four of 14/15 having the highest referral rate of the year. The
reduction in potential capacity is multi factorial and includes attrition (8WTE leavers
during Q3-4), a higher than expected number of trainees instead of qualified practitioners
in the service (one trainee staff member results in a loss of 924 clinical contacts per year
compared to a qualified staff member) and pockets of long-term sickness in the West.

2. The team leads are regularly reviewing waiting lists and ensuring that those service users who
have the longest waits are being prioritised. In addition an increase in group provision is being
considered to further increase capacity; the West Dorset service is currently working on the roll
out of an additional 5 groups in Weymouth to meet the demand from that area and the
Bournemouth and Christchurch service has started a new group which will run on an ongoing
basis.
3. Improvements in waiting times have already been made in two out of the three services as
new starters have joined the service to alleviate the pressure on waiting lists. Initially when the
problems were first experienced in March, all three services were struggling to hit the target,
however the Poole, Purbeck and East Dorset service has now recovered and the West service
is improving. All current vacancies in Bournemouth and Christchurch are being recruited to and
the staffing levels will be at full establishment with waiting times moving back within target in the
coming months.

Forecast

Patients receiving appointments and treatment within
agreed time limits IAPT

Month Performance
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98.3%
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98.4%
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99.2%
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H

1. The services are actively recruiting to the vacancies and where possible bank, overtime and
agency are being used to increase capacity.

Year to Date Trend Analysis

Aug-14

R

Data
Quality

What actions have been taken to improve performance?

The Steps to Wellbeing Service is a high volume service with challenging access time
frames. The percentage of patients seen within target for the Poole, Purbeck and East
Dorset service has improved by over 10% this month and is now well above the 95%
target (98.7%). The West Dorset service has also seen an improvement, which has left
the percentage of patients seen within target at 87.8%. There are still significant
problems in the Bournemouth and Christchurch service, which is dragging the overall
percentage down. This is due to the difficulties that the Bournemouth and Christchurch
service was experiencing around staff attrition at this time. This has been addressed by
the introduction of agency staff, however the benefits of this will not show until July. Of
the patients that breached the 28 day target, 77.3% were seen in 29-35 days and 98.7%
were seen within 42 days. All patients were seen within 49 days.

Jul-14

Forecast next
month

Apr-15

May-15

Jun-15
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Expected date to be within threshold

30/09/2015

Revised date to be within threshold

Review
Lead Director

LB

2.5.3

Exception Report - Are we Responsive?
Rating of Handling of complaints

Q1

YTD

2015/16 Threshold

Current
status

Trend

Forecast next
month

Rating of handling of complaints (Quarter 1 2015/16)

67%

67%

>73%

R

↓

-

What is causing the underperformance?

Data Quality

What actions have been taken to improve performance?

The survey results are collated quarterly and the results for the period April to June 2015
are included. The Trust contacted 46 people to ask for their feedback.

From 12 responses, eight people (67%) rated the handling of their complaint as either
very good, good or satifactory. The number of responses in Quarter 1 was less than the
18 received in the last quarter of 2014/15.
There does not appear to be any trends in the reasons for rating satisfaction as poor this
quarter. Examples of reasons given for rating, one complainant mentioned the length of
the complaints process being a problem, another stated “following up by the local teams
after a complaint has closed would have been appreciated.”

The following actions are being taken:
1. To ensure timely responses to complaints:
- the patient experience team confirm the date the initial draft response is due with the
investigating officer and manager of the service;
- the progress of each complaint is regularly monitored and automated reported are
sent weekly detailing all open complaints and deadlines to relevant locality manager
and directors;
- where necessary details of outstanding responses are escalated to associate
directors / directors;
- additional staff in the Poole locality have been trained in updating the electronic
complaints reporting system as they are proactively monitoring complaints. If successful,
this will be rolled out to other localities.
2. To ensure that improvements are made as a result of complaints:
- a complaints review group meets to review quarterly complaints reports and a selection
of closed complaints to identify trends and ways in which services can be improved;
- lessons learnt are shared in monthly reports to localities;
3. To ensure staff understand their duties in relation to the new complaints process:
- A video training resource will be produced and uploaded on the Trust intranet for staff to
view.

Year to Date Trend Analysis

Rating of Handling of Complaints
100%
90%

Forecast
Month

Performance
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Expected date to be within threshold
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Revised date to be within threshold
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Review
Lead Director

FH

3.0

Areas of Good Practice: Are we effective?
Does people's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence?
Poole Adult Community Mental Health Team (CMHT) - perparation for and management of patients in a crisis
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

One of the Consultant Psychiatrists in Poole Adult CMHT, undertook a snapshot review
of the quality and quantity of crisis plans in the team and presented the results to the
team in June 2015 with a member of the Intensive Pschological Therapy Service. The
snapshot sample demonstrated 100% of service users on the care programme approach
(CPA) had a crisis plan, and 70% of service users on standard care also had a recorded
crisis plan in the care plan section of the electronic record system (RiO). This is not a
mandatory requirement as this information is usually contained in correspondence to
service users and their GPs.

Implementing actions after carrying out an audit
The team was involved in carrying out a clinical audit and identifying areas for improvement.
Whilst the records of every service user audited had a crisis plan, they developed a prompt
sheet to enhance service user involvement in crisis planning, hence improving their quality.
Planning
The team has recognised the importance of good planning, especially in terms of helping
service users to recognise symptoms of relapse, think about action they can take and to ensure
that service users' wishes are met should they be in need of urgent care in the event of a crisis.

A training session was then delivered about areas to consider including when developing
a crisis plan. The team agreed to develop a prompt sheet to accompany the RiO form to
help service users consider with staff what they might like to include or try within their
crisis plan.

Learning Lessons from incidents
The team recognised that learning from reviews of serious incidents had identified an area for
improvement and acted upon it.

The team has also decided to nominate a member of the team as a Crisis Service link
worker. This is following a review of some common themes arising in serious incidents.

Team working
The team recognised that enhanced communication between teams through which service
users are transferred could help to improve the safety of patients.

A high risk time for service users is during transfer between services, in particular from
Crisis Service to CMHT. All staff in the team felt that there was room for improvement in
the transfer of care, with discharge and follow up care plans developed between
services.
The link worker will ensure that the CMHT and Crisis Service remain up to date with each
other's team developments, that the CMHT follow the referral process to the Crisis Team,
and that working relationships and communication between the two teams are further
developed and improved.
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4.1

Area of Concern - Are we Safe? / Are we Responsive?
Contractual Requirements

In
month

What is causing the underperformance?

YTD

2015/16 Target

Current
status

Trend

Forecast next month

Data
Quality

What actions have been taken to improve performance?

This section details key areas of concern relating to the Trust's contractual reporting
requirements to commissioners.

Non-elective screening for MRSA
1. The published national guidance on MRSA screening may have led Community Hospital
staff to believe that screening was no longer required for some patient groups. The Senior
Nurse for infection Control has met with Community Matrons to discuss and to confirm that the
Trust’s policy still states that all adult emergency service users who are admitted to our
Community Hospitals should be screened for MRSA. A poster was also supplied at the same
time to remind staff of this policy.

Non-elective screening for MRSA
The Trust reports to commissioners on the number and percentage of patients screened
for MRSA for elective (planned) and non-elective (unplanned) admissions to its
community hospitals. The number of non-elective patient admissions (via GP or from
A&E) each month per hospital is very low, however the Trust is not screening all
patients. This has been an issue since reporting began in April 2014, although there has
been a recent upward trend. The figures for January to June 2015 are shown below.

2. The Trust monitors screening compliance monthly and the Infection Control Team continues
to work with our Community Hospital Teams to re-enforce the importance of this screening and
the importance of documenting completion.
Memory Assessment Service - Assessment and Treatment times
3. The Trust submitted a detailed capacity plan to the commissioners which includes a
trajectory for improvement in respect of waiting times. Performance in June has improved for
the 4 week wait however significant performance improvement is not expected until July. As
part of the improvement plan submitted, the Trust has recruited additional staff on a temporary
basis, which started in post mid-June. New starters have undergone induction during June
(including RiO training and identification of clinic space for each worker) and will start to see
clients in July. The improvement plan also includes an improvement trajectory for the 6 week
wait in addition to that set for the 4 week wait. The service is working closely with
commissioners and partnership agencies to reduce the number of inappropriate referrals
made to the service via the introduction of a new triage system, which in turn will impact
waiting times.

Memory Assessment Service - Assessment and Treatment times
The percentage of initial assessments and treatments completed within 4 weeks of
referral - 75% target.
70.9% of initial assessments and treatments completed within 4 weeks of referral in
June (37.2% in May)
Percentage of initial assessments and treatment completed within 6 weeks of referral 95% target.
55.4% were completed in June (39.4% in May). This is a different cohort of people than
were waiting for 4 weeks.
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5.1

Board Dashboard Monitor Indicators
Month 3 - June 2015
Current
reporting
month

TRUST POSITION
Indicat
or No. Indicator Name
Clostridium Difficile - meeting the Clostridium Difficile objective

1

MRSA - meeting the MRSA objective

2

Referral to treatment waiting times within 18 weeks - admitted

3

Referral to treatment waiting times within 18 weeks - non admitted

4

Referral to treatment waiting times within 18 weeks - Incomplete Pathway

5

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

6

Individuals on enhanced CPA receiving follow up within 7 days

7

Individuals on enhanced CPA having formal review within 12 months

8

Delayed discharges per annum

9
10
11
12
13
14

Inpatient access to crisis resolution home treatment services
New psychosis cases seen (taken on) by early intervention teams
Data completeness: identifiers
Access to healthcare for people with a learning disability
Data completeness: outcomes

Weighting
1.0
1.0
1.0
1.0
1.0
1.0
1.0

1.0
1.0
1.0
1.0
1.0
1.0

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

April - June
2015

0 (above contract)

2

1

1

0

0

0

0

1

0

0

1

1

3

5

0 (above contract)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

> 90%

95.74%

96.43%

99.12%

98.02%

96.32%

93.91%

96.23%

98.47%

92.39%

91.89%

90.91%

93.10%

99.11%

94.77%

> 95%

99.42%

98.06%

100.00%

99.13%

98.02%

99.17%

98.92%

98.22%

98.98%

99.47%

98.79%

99.38%

100.00%

99.63%

> 92%

97.77%

98.76%

98.72%

98.73%

98.68%

99.22%

98.86%

98.14%

98.12%

98.03%

98.13%

99.63%

97.59%

98.45%

> 95%

99.93%

100.00%

99.95%

99.85%

99.94%

99.93%

99.93%

99.94%

100.00%

100.00%

100.00%

99.92%

99.98%

99.97%

> 95%

94.39%

98.21%

96.36%

95.87%

98.25%

96.70%

98.95%

95.65%

98.06%

97.25%

95.58%

96.23%

95.82%

95.82%

> 95%

96.6%

95.1%

95.6%

96.4%

96.0%

96.0%

95.9%

95.7%

97.3%

97.3%

97.9%

95.2%

95.7%

95.7%

< 7.5%

11.6%

9.7%

14.0%

12.18%

13.80%

13.03%

9.22%

9.26%

8.86%

8.17%

5.01%

5.55%

5.23%

5.27%

> 95%

86.4%

95.3%

98.86%

97.85%

100.00%

100.00%

96.39%

98.67%

98.73%

100.00%

96.15%

97.26%

97.18%

96.85%

> 95%

95.2%

78.8%

87.5%

95.7%

100.0%

94.2%

102.63%

105.00%

96.77%

103.00%

275.00%

136.36%

100.00%

100.0%

> 97%

98.1%

99.6%

99.6%

99.6%

99.6%

99.6%

99.6%

99.6%

99.6%

99.7%

99.7%

99.7%

99.7%

99.7%

6

6

6

6

6

6

6

6

6

6

6

6

6

6

64.8%

66.0%

64.7%

51.1%

51.0%

51.2%

52.3%

54.3%

53.9%

54.8%

54.0%

54.1%

54.8%

54.3%

91%

85%

92%

93%

92.87%

91.89%

91.80%

91.58%

92.10%

92.19%

92.78%

92.31%

92.04%

92.04%

87%

98%

98%

95%

95.05%

91.45%

92.03%

95.89%

94.38%

93.97%

94.69%

96.06%

94.56%

94.56%

76%

91%

91%

89%

87.91%

85.01%

85.63%

89.10%

86.05%

86.35%

85.47%

89.85%

87.29%

87.29%

Target

Compliance against 6
criteria
> 50%

Data completeness: Community Services - RTT Information
15

Data completeness: Community Services - Referral Information

1.0

> 50%

Data completeness: Community Services - Treatment Activity Information
16

*

17

Early intervention in Psychosis - care package within two weeks of referral
IAPT - common mental health problems treated within 6 weeks of referral
IAPT - common mental health problems treated within 18 weeks of referral

1.0
1.0
1.0

Latest
Quarter

> 50%

88.88%

>75%

93.3%

92.9%

91.9%

>95%

99.9%

100%

99.9%

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

CQUINS

Value
£k

Deliverable
3a Dementia and Delirium - Find, Assess, Investigate, Refer and Inform (FAIRI)
90% or more from the start of Q3
90% or more from the start of Q3
90% or more for the whole of Q4
3b Dementia and Delirium – Staff Training
90% of staff have received training by March 2016
3c Dementia and Delirium – Supporting carers
Carry out survey of carers of people with dementia and delirium and report to
Board bi-annually
4a Cardio Metabolic Assessment and Treatment for Patients with Psychoses
90% (inpatients) and 80% (EIS) compliance in national audit of schizophrenia in
Q2/Q3
4b Communication with General Practitioners
90% compliance in audit in Q2
8b Reduction in A&E MH re-attendances
Number of times a re-attendance occurred within 7 days following attendance
with diagnosis of mental health. Baseline to be agreed.

Lead
Director

On Track

3.715

SO’D

A
A
G

45

FH

G

136

FH

G

362

EY

G

91

EY

G

453

EY

A

9a Cardio metabolic assessment - patients on CPA with a diagnosis of schizophrenia or psychotic disorder
including Bi-Polar or identified within the psychotic super cluster
Number of cohort who have received cardiometabolic assessment and pulse
check. Number who are identified at risk who have received life-style advice.
451
EY
G
Baseline Q1 and trajectory to be set.
9b Learning Disability and Autism reasonable adjustments
Assessment of patients with LD and/or autism and where necessary care plan
within 24hrs of admission to mental health inpatient ward (48hrs if out of hrs
admission)

453

EY

10 Admission avoidance – early diagnosis and intervention in people with atrial fibrillation
Set up systems in Q1 to report on over 65s who have a pulse check and if
453
SO’D
required ECG. Reporting for rest of year tba
11a Reduction in the number of late discharges and transfers
Reduction in the number of late discharges and transfers
11b Increase Weekend discharges
Physical Health services to review discharges with packages of care to
determine if facilitated support would increase weekend discharges:

RAG
Status

G
A
R

A

302

EY

G

302

LB/EY

G

On track
Reduced confidence in delivery
Off track
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G

Deliverable

Value
£k

Lead
Director

0

EY/SO’D

A

302

EY/SO’D
/LB

A

453

EY/SO’D
/LB

A

453

EY/SO’D
/LB

A

SO’D

A

SO’D

A

EY

A

SO’D/EY

A

LB

A

LB

A

SO’D/EY

G

LB

R

11c Improve the timeliness of discharge summaries quarter on quarter
Number of all discharge summaries sent within 24 hours

On Track

11d Improve the quality of discharge summaries
Quarterly audit 50 discharge summaries and action plan
13a Acute Kidney Injury
Agree during Q1
14a Reducing the proportion of avoidable emergency admissions to hospital
TBA
MH1 Secure Service Users Active Engagement Programme
MH2 Supporting Service Users in Secure Services to Stop Smoking

MH6 Perinatal Specific Involvement and Support for partners

MH8 Mental Health Carer Involvement Strategies

MH9 Assuring the Appropriateness of unplanned CAMHS admissions
60% improvement in number of reviews held within 5 working days of
unplanned admission
MH10 Adult Eating Disorders Outcome Measures year 2
MH11 Improving Physical Healthcare to Reduce Premature Mortality in People with MH
90% (inpatients), 80.0% (EIP)
PH1 Child Health Information Service – Interoperability
2.5% of the total contract value, including all Public Health Services within the
contract
PH3 Local Dental network
N/A

RAG
Status

G
A
R

On track
Reduced confidence in delivery
Off track
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5.4

National reportable concerns (CQC)

The Care Quality Commission (CQC) undertook an announced inspection of the Trust between 22nd and 26th June 2015. This was followed
by a two-week period (Monday 29 June – Friday 10 July 2015) for unannounced visits.
Approximately 140 inspectors visited a wide range of the Trust’s community and hospital-based teams across the county. This included
physical health and mental health services. Inspections of prison healthcare follow a different process in conjunction with Her Majesty’s
Inspectorate of Prisons and hence were not included within the scope of this visit.
As part of the inspection process the CQC reviewed information about the Trust, observed care, reviewed records, talked to patients, service
users, carers, staff and local stakeholders. The Trust has been continuing to provide information to the CQC following the inspection week
and further visits from inspectors may take place.
The CQC has assessed services against five key questions:
•
•
•
•
•

Are
Are
Are
Are
Are

they safe?
they effective?
they caring?
they responsive to people’s needs
they well-led?

Feedback from Trust staff has been positive as staff welcomed the inspection process and the opportunity to showcase their work.
Draft reports for each of the core services and a Trustwide report are expected at the end of August 2015 for the Trust to review for factual
accuracy. The CQC will then host a Quality Summit locally for the Trust, its commissioners, regulators and other key stakeholders to provide
feedback on the inspection and to discuss actions required. The final reports will be published after this summit.
The CQC will rate Trust services based on a four point scale (inadequate, requires improvement, good or outstanding). The ratings will be
displayed in public areas across the Trust once published. Each core service must display its’ own rating as well as the Trust overall rating.
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5.5

Research and Development Metrics Quarter 1

Quality Metrics for the Trust’s Research and Development (R&D) activities have been developed.
Metric

In Quarter

Time taken to issue
NHS permissions
Recruitment to target

Current
Status

100%

All studies received permission within 15 day timescale with a range of 8-11 days.

Ahead of target

Recruitment of first
participant to the study

Recruitment is ahead of target in Q1.

67%

Number of incidents
(target < 2)
Number of studies in
progress

2 out of 3 studies met the target of 70 days from NHS R&D permission to first participant.
The exception is the FOCUS study which was collaboration with another Trust into adding
cognitive behavioural therapy to Clozapine treatment. The small number of patients eligible
for the study and difficulties in communication between the two trusts lead to the delay in
recruiting first participant being 91 days.
There were no incidents in Q1.

0

Number of studies in
set-up

43

-

5

-

R&D Metrics Status per Quarter
4
3
2

Red

1

Green

0

Q1

Q2

Q3

Q4

Additional details

21 open to recruitment (some of these studies are national studies)
17 closed to recruitment and in follow up
(Full list available on request from R&D team)
5 studies currently in set up.

Summary of research involvement
The following areas/specialities involved in research:
• Speech & Language
• Perinatal, Dementia
• Chronic Fatigue
• Podiatry
• Eating Disorders
• Physiotherapy
• Mental Health
The Trust is currently reviewing its capacity to participate in commercial studies working
closely with the Wessex Clinical Research Network.
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5.6

Mental Health Act Metrics (Quarterly)

Quality Metrics for the Mental Health Act have been developed based on the information from the dashboard presented to the Mental Health
Legislation Assurance Committee. This is the first time information this information has been presented to the Board in this format and will be further
aligned to the requirements of the revised code of practice.
Metric

Num ber of Lapsed
Sections

Num ber of Unlaw ful
Detentions
Num ber of detained
patients discharged
from section w ithout 132
rights being attem pted
Com pliance w ith Code
of Practice
Capacity to consent to
treatm ent at first
adm inistration of
m edication recorded
Capacity to consent to
treatm ent recorded at 3
m onth stage of
continued detention
Second statutory
consultee recorded
conversation w ith SOAD

In
Quarter

3

1

Threshold

↔

0

100%

March 15

Threshold

100%

Trend over
6 m onths

↓

0

87%
(26 of 30)
(April
2015)

95%

Current
Status

↓

Current
Status

Additional details
Reasons given for these w ere: Responsible Clinician (RC) w as aw ay on annual leave, patient transferred
to the General Hospital and the RC w as unable to see the patient before expiry of section and MHA
assessment called, how ever AMHP did not agree that patient met criteria for s3 and therefore the s2
lapsed.
Action: An incident form w as completed in each case and issue escalated to lead consultant to raise w ith
the consultant concerned.
There w as one unlaw ful detention for the period; this involved a patient w ho transferred into the Trust
from an acute hospital detained under s2 of the Act. Section papers w ere never received by the nurse in
charge at the time of transfer and subsequently could not be found. Detention deemed unlaw ful as no
evidence could be found as to the patient being on section.
Of the 30 patients audited in April, 4 had received no attempts at information being given to them in
relation to 132 rights. In 3 of the 4 cases patients w ere transferred to another provider or the general
hospital w ithin 24 hours of detention. The remaining patient w as detained for a period of 12 hours before
discharge.

Trend over
6 m onths

↓

This quarter’s data returned a 95% compliance rate. This is the first time in four quarters that the
compliance rate has fallen below 100%. The Medical Director is notified of any incidences of noncompliance of those doctors failing to record an entry in the progress notes at first administration of
medication.
For the fourth consecutive quarter, compliance rates regarding capacity and consent to treatment being
recorded at the 3 month stage is at 100%.

100%

100%

↔

For the second consecutive quarter, recording of the second professional’s conversation w ith the SOAD
follow ing the issuing of a form T3 or T6 is at 100%.
100%

100%

↔
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Com pliance w ith Code
of Practice
Nursing statutory
consultee recorded
conversation w ith
Second Opinion
Approved Doctor
(SOAD)
RC recorded feeding
back SOAD decision to
patient
MHA Treatm ent forms
available on prescription
card
Medication for m ental
disorder on MHA
treatm ent form m atches
that authorised on
prescription card

RC
SOAD
MHA

March 15

Threshold

100%

100%

100%

100%

100%

Current
Status

100%

Trend over
6 m onths

↔

↑

↔

Compliance rate for this quarter w ith regard to Nursing consultees making an entry w ithin the notes of
their conversation w ith the SOAD, follow ing the issuing of a form T3 or T6 are 100%. This is the third
consecutive quarter that compliance has remained at 100%

Of the 12 eligible patients, the RC provided feedback to the patient, follow ing discussion w ith the SOAD in
all 12 cases. This is the first time in six quarters that 100% compliance has been achieved.
For the seventh successive audit, the relevant MHA Treatment forms have been found on prescription
cards w here appropriate.

For the seventh successive audit, the treatment authorised on the relevant MHA Treatment form have
been found to match the medication for the mental disorder recorded on the prescription cards.
100%

100%

↔

Responsible Clinician
Second opinion appointed doctors
Mental Health Act
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ANNUAL PLAN Report for June
Deliverable
Key Delivery Theme One : Quality Strategy – Delivery of Quality Priorities
Experience - lessons learned from the findings from local investigations and
reviews will be shared beyond the team involved to improve the experience of
our patients
Safety - to promote safe and therapeutic staffing levels within community
mental health teams (including home treatment) and district nursing teams
Clinical effectiveness - support staff to implement the NICE quality standards
through policy and guideline update, local clinical audit and action plan delivery
Delivery of 2015/16 Action Plan
Delivery of 2015/16 CQUINS
Key Delivery Theme Two : Integration
Explore Mental Health payment systems with commissioners that will support
service integration
Complete review of adult community mental health services to ensure that
they are managed effectively within integrated teams within localities
Scope work programme to progress integrated working with GPs across Dorset
Implement work programme for progression integrated working with GPs
across Dorset – ongoing programme
Deliver 2015/16 Better Together Work Programme
Key Delivery Theme Three: Mental Health
Reduce the number of patients who have to be placed out of area
Review impact of Action Plan to improve service quality of the crisis response
service and develop further actions
Delivery of Action Plan to improve service quality - services provided within
Dudsbury Ward
Implement recommendations of review of adult community mental health
services relating to 2015/16
Review Mental Health Acute Care Pathway with Dorset CCG and implement
changes
Complete review of Children’s Emotional Health and Wellbeing across
Bournemouth, Poole and Dorset, and implement resulting service
improvement transformation programme
Develop an Action Plan and deliver to ensure that older people’s community
mental health services are managed effectively and equitably across Dorset
Delivery of Action Plan for delivery of local psychiatric intensive care services
for women
Key Delivery Theme Four: Community Services
Continue the transformation of health visiting and school nursing workforce
across Bournemouth, Poole and Dorset
Deliver the recommendations from the productivity and efficiency reviews in
Intermediate Care services aligned to individual action plans, re-profiling as
necessary
RAG
Status
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Lead
Director

RAG
status

FH

G

FH

A

FH

A

FH
FH

A
A

EY

R

EY

G

SH
SH

G
G

SO’D

G

EY/NK
EY

A
G

EY

G

LB/So'D
/EY
EY

A
G

LB/So'D
/EY

G

LB

G

SH

G

LB

A

LB/So'D
/EY

A

On track
Reduced confidence in delivery
Off track

ANNUAL PLAN Report for June
Deliverable
Develop Action Plan to exploit the excellent work being done to address the
health needs of people within the criminal justice system
Key Delivery Theme Five: Workforce and workforce development
Delivery of Recruitment, Retention and Retention Work Plan
Develop and deliver an Attraction, Recruitment and Retention Strategy through
Recruitment, Retention and Retention Work Plan
Improvement in options and availability of a range of temporary staff
Develop and deliver goals to improve the Trust’s Equality performance and
outcomes and implementation of BME Workforce Equality Standard
Development new pathways/programmes with educational partners to address
gaps identified as a result of new models of working
Further embed coaching and broaden provision
Redesign of the corporate induction, workplace induction and preceptorship to
embed the Trust’s new Vision, Values and Behaviour framework
Develop and embed a diverse portfolio of flexible learning opportunities
Continuation and further development of Board and leadership development
programmes to meet evolving needs and support culture change
Introduce programmes to enhance the knowledge, skills, behaviours and
confidence to deliver Better Every Day
Key Delivery Theme Six: Bournemouth University
Develop a think tank with Bournemouth University which meets at least
quarterly where proposals and projects can be presented regarding how the
two organisations can share expertise and work more closely together
Key Delivery Theme Seven: Organisational Development
Launch and embed staff recognition scheme and annual awards
Develop deliver and embed the Behaviours Framework
Deliver Vison and Values Development Plan to include:
publication and delivery of external engagement programme
•
redesign of Induction and implementation of an ongoing refresher
•
programme for existing staff
Develop a cultural barometer and report quarterly within the Corporate
Dashboard
Delivery of external website rated good or very good by 95% users
Redevelopment of Trust intranet into an internal website rated helpful or very
helpful by 95% users
Development and launch of a participation toolkit, with case studies, best
practice and guidance documents
Develop and launch a Carer's Strategy to include carers' passports

RAG
Status
33

Lead
Director
SO’D

RAG
status
A

CH
CH

A
A

CH
CH

A
G

CH

G

CH
CH

G
G

CH
CH

G
G

CH

G

SH

G

NP

G

NP
NP
NP
NP

G
G
G
G

NP

G

NP
NP

G
G

NP

G

NP

G

On track
Reduced confidence in delivery
Off track

ANNUAL PLAN Report for June
Deliverable
Key Delivery Theme Eight: Information Management &Technology
Implement IMT Work Programme as detailed within IMT Strategy
Key Delivery Theme Nine: Estates
Project Work undertaken Results presented to the Board:
13 Locality Estates Plans
•
PICU OBC
•
Chalbury OBC
•
St Ann`s FBC
•
Forston Clinic
•
Shelley Road/Kings Park Hospital
•
Enhance the care environment for Mental Health service users
Key Delivery Theme Ten: Financial Plans 2016/17
Deliver Financial Plan 2015/16
Delivery of Capital Programme
Clinical Services Review
Respond to the public consultation on the recommendations of the Clinical
Services Review
Define the function and purpose of each community hospital in relation to
Acute services and in their localities, consistent with the Clinical Services
Review
Capacity and Resilience
Produce productivity report for mental health services to gain a better
understanding of the capacity of Dorset HealthCare.
Development and implementation of 7-day working proposals
Develop capability to flex services at short notice, and / or with longer-range
warning, with the production of refreshed Business Continuity template, and
delivery of training
Produce productivity report for intermediate care services to gain a better
understanding of the capacity of this provision across the teams in Dorset
HealthCare
Ensure Winter Plan and bank holiday preparation reflects lessons identified
from pressures during Winter 2014/15 and Easter 2015
Participate in the CCG task and finish group planning for expected pressures,
working to improve the use of MIUs instead of A&E where possible

RAG
Status
34

Lead
Director

RAG
status

JC

G

SH
SH
SH
SH
SH
SH
SH

G
G
G
G
G
G
G

JC
JC/SH

G
G

SH

G

SH

G

EY

A

EY/SO’D
SO’D

G
G

SO’D

G

SO’D

G

SO’D

G

On track
Reduced confidence in delivery
Off track

7.1

Indicator Overview- Quality Metrics

KLoE

Indicator
Whether patients feel safe in our
mental health inpatient wards

Patient Safety Incidents

Violent incidents patient on patient

Violent incidents patient on staff

Falls on inpatient wards

Number of Patients Absconding

Are We Safe?

Prone Restraint

Seclusion

Why we are using this metric

Description

Feeling safe is essential for recovery and therapeutic
interventions.

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

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

Number of seclusion incidents. The threshold is
based on a 20% reduction on 2014 incidents.
Number of Clostridium difficile cases identified on a
hospital ward in the month. This includes those
which are found not to be due to a lapse in care.
The threshold is based on an annual maximum of
12 as set by Dorset CCG for 2015/16.
MRSA bacteraemia can be life threatening in the elderly Number of MRSA bacteraemia cases identified on a
or in otherwise vulnerable patients. Good infection
hospital ward in the month. This includes those
control measures on inpatient units should prevent/limit which are found not to be due to a lapse in care.
the numbers of patients infected.
The threshold is based on a national zero tolerance.

Avoidable pressure ulcers acquired in Good nursing care should prevent pressure ulcers from Number of avoidable grade 3 and above (including
care (Grade 3 and above)
being acquired in care.
unstageable) pressure ulcers acquired in care
provided by the Trust. This is recorded after a root
cause analysis review which will be completed up to
45 days after the event. Threshold based on a 20%
reduction on 2014 incidents.
Mandatory training completed

Vacancies

Sickness rates

All trust inpatient units to have safe
and therapeutic staffing levels

Re-admission within 28 days to
Community Hospitals

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

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

There is a recognised link between sickness rates,
particularly short-term sickness rates and staff morale.
Good HR measures to support staff are also
recognised to reduce sickness rates.
Nurse staffing levels make a difference to patient
outcomes (mortality and adverse events), patient
experience, quality of care and the efficiency of care
delivery.
Early readmission may be an indicator that discharge
planning was inappropriate.

Are We Effective

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

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

Up to date care plans are in place for
all patients
Risk Assessments updated in
previous 12 months

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

Delayed discharges are a significant factor with
negative consequences for the effectiveness and
quality of care received and also contribute to
significant additional costs.
Delayed discharges are a significant factor with
negative consequences for the effectiveness and
quality of care received and also contribute to
significant additional costs.
A care plan is an essential component for the delivery
of evidence based patient centred care.
An up to date risk assessment is required to ensure
that the care plan includes measures to reduce risks if
possible. Also the risk assessment will be used by
clinicians in an emergency to review an up to date
summary of risk concerns
Evidence shows that mental health patients are at
highest risk of suicide in the first two weeks after
leaving hospital.
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Percentage of staff at month end having completed
the required core mandatory training as per Trust
stated update frequencies. Threshold has been
locally set.
The full time equivalent active vacancies at month
end from the Electronic Staff Record (ESR) and
expressing them as a percentage of budgeted
establishment. Threshold has been locally set.

Threshold
>=90% green
<90% red

< 8.08% green
>=8.08% red

<30 green
>=30 red

<45 green
>=45 red

<=30 green
>30 red

<=6 green
>6 red

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

0 = green
>=1 red

<=6 = green
>6 = red

>95% green
<=95% red

<10% green
>=10% red

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

<4% green
>=4% red

Shifts staffed to expected levels as a percentage of
all shifts in the month. Threshold has been locally
set.

>95% green
<=95% red

Of those patients discharged from a community
hospital, how many were then admitted to any DHC
community hospital as an emergency within 28
days.
Of those clients discharged from a psychiatric
inpatient setting, how many were then admitted to
any inpatient psychiatric setting as an emergency
within 28 days. National benchmarking threshold.
Of those occupied bed days in mental health units,
how many were delayed. Monitor target.

Of those occupied bed days in physical health
wards, how many were delayed. Contractual target.

Up to date care plans are in place for all patients on
the care programme approach. Threshold has been
locally set.
Percentage of clients with an open referral and a
Risk Summary completed on RiO (clinical records)
where it has been updated in the previous 12
months. Threshold has been locally set.
The number of people under adult mental illness
specialties who were followed up either face to face
or by phone with 7 days of discharge from
psychiatric inpatient care. Monitor target.

TBA

9%

< 7.5% green
>= 7.5% red

< 3.5% green
>=3.5% red
>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

7.1

Indicator Overview- Quality Metrics

KLoE

Indicator

Are We Caring

Are We Effective

Falls assessments within 48 hours

Why we are using this metric
Falls assessments should be carried out in order for
interventions to be implemented to avoid falls.

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

Are We Well Led

Threshold
>= 95% green
<95% red

Percentage of applicable patients who receive a
venous thromboembolism risk assessment within
24hours of admission to hospital. Contractual target.

>= 95% green
<95% red

Pressure ulcer risk assessments should be carried out
in order for interventions to be implemented to avoid
pressure ulcers developing.
Walsall
TBA
Completed Appraisals in the last year Appraisal is an important opportunity for staff to discuss
with their manager concerns about performance,
practice and working environment. Objectives to be set
which both improve individual practice and the care
provided to patients.
Clinical supervision occurring
Clinical supervision should be in place to ensure that
according to Trust standard
registered staff are supported in meeting the Trust and
professional requirements for delivering safe, high
quality care.
Friends & Family Test - Response
The family and friends test is a nationally used measure
Rate
to record the satisfaction of patients. The more people
we ask, the more meaningful the results.

Percentage of applicable patients who receive a
pressure ulcer risk assessment within 4hours of
admission to hospital. Contractual target.
TBA
Percentage of staff having an appraisal within a
rolling 12 month period. Threshold has been locally
set.

Friends & Family Test - %
Recommended

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

Patients involved in their care

We want local people to use our services. It helps to
identify where we are getting care right and when we
might need to take action to improve patient
experience.
It is important that patients are involved in planning and
making decisions about their care and treatment.

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

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

New measure of staff engagement
Cash balance
Capital Expenditure

CIP Performance

TBA

Monitor Continuity of Services Risk
Rating
Monitor Governance Rating

Patients have appointments and
treatments within agreed limits
- CMHT
Patients have appointments and
treatments within agreed limits
- IAPT

Complaints

Compliments

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

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

Percentage of respondents answering 'yes definitely'
to whether they were involved in their care. This is
taken from questionnaires on the Trust’s handheld
device. The threshold is based on a 10%
improvement on the 2013/14 position as included in
the 2014/15 Quality Priorities.
Percentage of staff responding 'extremely likely' or
'likely' to the question "How likely are you to
recommend Dorset HealthCare to friends and family
is they needed care or treatment?" The survey is
carried out three times in the year and all staff have
at least one opportunity to respond. Threshold
based on 10% improvement for the Trust based on
the comparable question in the 2014 annual staff
survey. (Mean for all trusts was 54% in 2014)
Percentage of staff responding 'extremely likely' or
'likely' to the question "How likely are you to
recommend Dorset HealthCare to friends and family
as a place to work? The survey is carried out three
times in the year and all staff have at least one
opportunity to respond. Threshold based on 10%
improvement for the Trust based on the comparable
question in the 2014 annual staff survey. (Mean for
all trusts was 59% in 2014)

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

This provides an indication of the Trust's financial
position and any risks to the Trust being able to carry
on as a going concern.
This provides an indication of how well the Trust is
being run.
Patients have the right to timely assessment and
treatment.

The rating for the Trust based on quarterly returns
to Monitor. Possible ratings from 1 (lowest) to 4
(highest).
The rating for the Trust based on quarterly returns
to Monitor which is either red, under review, or
green
Percentage of clients being seen within 4 weeks of
referral to a CMHTs. Contractual target.

>= 95% green
<95% red
TBA
>= 95% green
<95% red

>95% green
<=95% red

TBA

95%

95%

>=55%

>=66%

TBA
no threshold
Within 15% of
planned green
>15% or < 15%
red
Within planned
amount green
< plan red
Surplus green
Deficit red
4

Green

98%

Patients have the right to timely assessment and
treatment.

Percentage of clients being seen in 4 weeks of
referral to assessment within Steps to Wellbeing
services. Contractual target is 100%, however in
line with our agreement with Dorset CCG 95% to
100% is rated green.
Patients' experience of not being satisfied with their
Number of complaints received, both written and
care and treatment provides an opportunity for learning. verbal.

no threshold

Patients' experience of being satisfied with their care
and treatment provides an opportunity for learning.

no threshold

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

Duty of Candour

Percentage of registered staff receiving a minimum
of quarterly clinical supervision. Threshold has been
locally set.

TBA
Figure taken from the accounts ledger.
Figure taken from the accounts ledger.

YTD Surplus / Deficit

Are We Responsive

Description
Percentage of applicable patients who receive a
falls risk assessment within 48hours of admission to
hospital. Contractual target.

Number of compliments received.

Percentage of complainants who rated the handling of
their complaints as 'very good', 'good' or 'satisfactory' in
the quarterly complainant satisfaction survey. The
threshold is based on improving on the 2013/14 position
as included in the 2014/15 Quality Priorities.

Ensuring openness and transparency with patients and Number of times a duty of candour disclosure was
their representatives in relation to care and treatment. made following incidents resulting in moderate,
Duty of candour includes informing people about
major or catastrophic harm.
incidents, providing reasonable support, providing
truthful information and an apology when things go
wrong.
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>=95%

>73% green
<=73% red

no threshold

7.2
Area

Indicator Overview- Monitor Risk Assessment Framework
Name
Referral to treatment waiting times within 18
weeks - admitted
Referral to treatment waiting times within 18
weeks - non-admitted
Referral to treatment waiting times within 18
weeks - incomplete pathways

Access

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

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

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

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

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

Outcomes

Description / Notes

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

Target

Monitoring
period

> 90%

Quarterly

> 95%

Quarterly

> 92%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

Delayed discharges per annum

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

< 7.5%

Quarterly

Meeting the Clostridium. difficile objective

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

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

Quarterly

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

Quarterly

> 97%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

> 75%

Quarterly

> 95%

Quarterly

Access to health for people with a learning
disability

Data completeness - identifiers

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

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

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

People with common mental health conditions referred to
the IAPT programme will be treated within 6 weeks of
referral
People with common mental health conditions referred to
the IAPT programme will be treated within 18 weeks of
referral

New

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

People experiencing a first episode of psychosis treated with
a NICE approved care package within two weeks of referral.
This waiting time measure does not consider DNAs &
Cancellations as re-starting the clock. The measure also
requires any assessment to be in concordance with NICE
guidelines. This can only be assured retrospectively by
clinical audit and therefore, is currently not a part of the
methodology. There are known issues with late recording for
the service involved and the use of 'urgent' referrals.
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FINANCE REPORT FOR MONTH 3, JUNE 2015
1.

Executive Summary

1.1

Financial performance at June was a cumulative deficit of £1.5m (2.5%). This is £1.0m
worse than plan to date against the planned deficit. The full year planned deficit is
£2.2m, which reflects the importance the Trust places on investment in services.

1.2

The financial position at Month 3 is of concern. However, at this early stage in the
financial year, given the actions planned and already taken, it is likely that the adverse
position will be recovered and the plan delivered.

1.3

As planned and previously notified, the first full year end forecast position for all areas
will be available from Month 4.

1.4

The key areas of the report are summarised as follows:
Metric

YTD
Position

Summary

↑ = Improved
Performance

Budgetary
Performance

↓

Summary position on budgetary performance:
The key unplanned operational adverse variances
which are driving performance at Month 3 are:
1. Prison Services Pay - £542k
Long term sickness and recruitment & retention
problems, resulting in high agency usage.
The
workforce review is due to be completed in Devon by
August, with Dorset’s to follow.
Performance is
expected to be brought in line with budget during Q2,
however overspends incurred in advance of this point
are not expected to be recovered. There are targeted
actions to address agency expenditure across the Trust
(see section 5.3). It is anticipated that this will reduce
future pay costs but it is too early to quantify the likely
financial impact of these actions. The Dorset Locality,
underspends within cost centres are being frozen and
centralised to mitigate the overspend within Prisons.
See also other mitigations below.
2. Out of Area Placements - £392k
The cost of MH Out of Area Placements remains high,
though there has been a net decrease of 6 patients in
June. Actions are being taken to repatriate patients and
reduce expenditure (see section 4.5). It is anticipated
that these actions will reduce future costs to the Trust
but it is difficult at this stage to quantify the financial
impact. The overspend incurred to date is possibly not
recoverable within the service budget. See other
mitigations below.
3. Flaghead - £195k
A change in Commissioning arrangements for the
Flaghead Inpatient Detox Unit, where income funding
changed from a block basis to cost per case, has
resulted in the unit being financially unsustainable. As a
result the unit was closed. The forecast full year
financial impact, combining the lost income contribution
to overheads and the residual cost of maintaining empty
premises, is £398k.
1

This overspend is contained but unlikely to be remedied
within the Locality budgets. See other mitigations
below.
Other Mitigations
• The non-pay inflation review and allocation will
improve the financial position. This will take
place as soon as the pay budget alignment
exercise is completed in July 2015.
• Review all areas to assess where expenditure
can be further reduced to enable financial
balance to be achieved.
• There is also the potential to freeze and secure
underspends year to date across all budgets.
At this stage, the above mitigations together with
operational service actions are deemed sufficient to
recover the financial position. The position will be
closely monitored.
Impairment,
Contingency
& Severance

CIP

↔
↓

Not allocated to date (Contingency funding £1.3m,
Severance funding £0.5m).

Summary
position
Programme (CIP):

on

Cost

Improvement

The Trust has delivered £2.0m towards the £6.1m
target for 2015/16. Whilst YTD CIP achievement at
Month 3 is ahead of planned profile, there are concerns
with meeting the full year target. The current CIP
forecast is an adverse year end position of £840k,
arising from the workforce management agency
scheme.
Although yet to complete, the vacancy and pay
alignment scheme looks likely to deliver ahead of target
and could significantly mitigate this shortfall. The
position will be clearer once the exercise is completed
in Month 4. In the meantime, other pipeline schemes
are being considered for commencement.
Investments

Capital

Cash

↔

Summary position on Investments:

↔

Summary position on Capital Programme:

↓

Of the £4.5m allocated investment funding, £1.0m has
been utilised YTD (see Appendix 2 for detail). There are
additional schemes emerging that will be reported from
Month 4. Expenditure is slightly ahead of the planned
profile (planned YTD £0.7m) and is currently forecast to
deliver the target.
At the end of June the total expenditure was £1.2m
against the annual plan of £10.2m. The Quarter 1
expenditure was within the Monitor threshold of +/- 15%
of the planned target.
Cash holdings remain strong at £28.1m at the end of
Month 3.
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2.

Income & Expenditure Positon

2.1

The performance for the month of June was a deficit against budget of £649k (£352k in
May) delivering a cumulative deficit of £1,539k (2.5%) year to date (YTD). This is £999k
worse than the planned £540k deficit to date (3/12th of £2.2m).

2.2

The year to date deficits are occurring within income £179k and non-pay £1,376k, of
which central budgets are £540k. Pay budgets are breaking even at the end of June.

2.3

The Income and Expenditure monthly variance is analysed by income, pay, non-pay and
central budgets in the graph below. The largest movement is within non-pay and this is
mainly due to Out of Area Placements (£109k), Healthcare Services purchased within
the Pain Service and Prison Services (£106k and £49k respectively), Clinical Supplies
(£79k), Office related expenses (£56k) and Engineering costs (£32k).

2.4

Now that the pay budget realignment is largely complete, the focus is transferring to nonpay budgets. A review of contracted expenditure has commenced to establish the level
of the centrally held non pay inflation funding required within operational budgets. It is
anticipated that this will be completed by the end of August and will inform the future
forecast position.

2.5

Variances by Directorate, excluding the planned deficit, are demonstrated in the graph
below. Further details of key financial issues are provided within section 3.
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3.

Directorate Performance

3.1

Bournemouth & Christchurch Locality (£778k Overspent YTD)
• Out of Area Placement of mental health patients remains high, although June has
seen a net reduction of 6 patients. Further detail is provided in section 4 below.
• There has been high bank expenditure on mental health inpatient wards,
predominantly Waterston, Seaview and Dudsbury where sickness levels range from
5.8% to 8.2%. Also, the pay budget realignment exercise that has been undertaken
has impacted on ward budgets as a result of adjusting cover levels to 23% in line with
the agreed budget policy.

3.2

Dorset Locality (£572k Overspent YTD)
• Pay budgets within Offender Health Services are further overspent by £196k in M3
(£542k YTD) due to ongoing sickness levels and recruitment and retention problems,
leading to continued high agency usage. The workforce review is due to be
completed in Devon by August, with Dorset’s to follow.
• The full year cost for the closed Flaghead Inpatient Detox Unit remains in line with the
previously forecast overspend of £398k (£195k YTD).
• The Weymouth and Portland MIU has YTD overspend of £57k due to recruitment
problems resulting in high agency usage.
• Other areas within the Locality have high vacancy levels which are contributing to a
net pay underspend of £343k YTD.

3.3

Poole Locality (£255k Underspent YTD)
• The locality still has a significant number of vacancies, which have been partly filled
by bank and agency. There has been an increase in patient numbers within Older
People Mental Health, but without the need for agency usage which has contributed
to the underspend. However, there is an overspend on medical staffing due to
continued agency cover for vacancies.
• The Eating Disorders service has received extra funding within the agreed 2015/16
NHS England SLA for the inpatient unit, resulting in a favourable position at Month 3
(£50k YTD).
• There is an overspend within the Pain Service non-pay expenditure due to the cost of
a third party provider to the service, which is partially offset by income received (£80k
net YTD). There is also an increasing overspend in Orthotics service due to the cost
of patient appliances (£43k YTD).

3.4

Central Support Services (£97k Underspent YTD)
• The favourable position within Support Services is driven by pay underspends due to
vacancies, predominantly within IM&T and Estates.
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3.5

Centrally Held Funds & Interest (£569k Overspent YTD)
• The adverse position within centrally held funds is being driven by 3/12th of the £2.2m
planned annual deficit (£540k), and in-year adjustments to provisions (£29k).

4.

Out of Area Placements

4.1

There has been an overall reduction of 6 patients in June, with 9 new admissions and 15
discharges during the month. The net result was 12 patients being placed out of area at
the end of the month, of which 8 were female PICU.

4.2

Expenditure for the month is £269k (£871k YTD), causing an adverse variance of £109k
(£392k YTD). There was a £0.8m budget increase in 2015/16 giving a total annual
budget of £1.9m. As a comparison, expenditure in 2014/15 totalled £2.6m, generating an
overspend of £1.5m.

4.3

The position is further compounded by patients awaiting an NHS England secure or
specialist placement in a PICU bed as the Trust is liable for the cost of out of area care.
The Trust is exploring the possibility of a risk share agreement with commissioners or for
the time taken to place patients to be significantly reduced. £139k YTD is attributable to
this patient group and this action is being escalated to enable a faster resolution.

4.4

Patients that have been decanted from Haven Ward whilst the refurbishment works are
underway are excluded from the reported patient numbers and costs as they are funded
from budget set aside during the annual planning process.

4.5

Various actions have been put in place to try to mitigate costs to the Trust. These
include:
• Agreement has been reached with other providers for a shared care model for all out
of area patients to reduce length of stay.
• Weekly review of all inpatients including out of area placements to ensure that all
agreed actions to expedite safe discharge are completed.
• Joint working between the home treatment team and locality community mental
health teams to ensure better throughput of patients across the acute inpatient
service.
• Targeted work to avoid and address in a timely way any delayed transfers of care to
maintain bed capacity.

4.6

Activity is difficult to predict and subject to significant fluctuation making it very difficult to
forecast the expected cost accurately. The inflow and outflow of patient numbers over
the past 12 months are demonstrated within the graph below.

5

5.

Bank & Agency Expenditure

5.1

Agency expenditure in June is £1.1m (£3.4m YTD). Expenditure is £1.2m higher YTD
compared to the M3 position last year. Bank expenditure is £0.8m (£2.5m YTD) which
remains in line with expenditure to June 2014/15.

5.2

The highest agency expenditure can be seen in:
• £927k Offender Services – both nursing and medical staff
• £592k Medical Staffing - locums
• £573k Community Hospitals – nursing staff (including £161k for the temporarily
funded Canford Ward)
• £405k Finance & Information – mainly IT investment programme & vacancies
• £287k Mental Health Inpatient wards – nursing staff

5.3

Actions are being introduced to reduce the agency expenditure cost pressure:
• A workforce development strategy has been implemented within Offender Health
Services, with Task & Finish groups in place to focus on recruitment and retention.
• Responsibility for the Medical Staffing budget will transfer to the Medical Director and
various actions are being taken to improve the medical recruitment process and
alternative skill mix approaches are being considered.
• An agency tracker is completed monthly identifying key pressure areas for review and
challenge and development of policy and process for the engagement of Agency staff
is underway.

5.4

It is currently too early to quantify the likely financial impact of these actions.

5.5

In 2014/15 the total expenditure on Agency and Bank was £11.4m and £9.8m
respectively. The graph below demonstrates the expenditure pattern YTD compared to
that seen in 2014/15 for both Bank and Agency costs.
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5.6

The Trust historic trend of substantive vacancies over the last 12 months is shown in the
table below.
WTE
Actual
Budget
Variance

Jul-14

4,339
4,785
(446)

Aug-14 Sep-14

4,362
4,785
(423)

4,360
4,772
(412)

Oct-14

Nov-14 Dec-14 Jan-15 Feb-15

4,391
4,796
(405)

4,397
4,791
(393)

4,377
4,820
(443)

4,397
4,862
(465)

Mar-15

4,425
4,873
(448)

4,492
4,892
(400)

Apr-15

4,407
4,881
(474)

May-15 Jun-15

4,410
4,883
(472)

4,441
4,865
(423)

5.7

The HR Strategy and initiatives to address recruitment and retention to mitigate the need
for agency continues. Progress is reported separately under the People Management
and Organisation Development Report.

6.

Investments and Contingency

6.1

The month 3 position with respect to the Trust’s planned 2015/16 investments is
summarised in the table below with further detail in Appendix 2.
Annual
Budget

YTD
Plan

YTD
Expenditure

Balance
Remaining

£m

£m

£m

£m

Investments

4.5

0.7

1.0

3.5

Contingency

1.3

0.0

0.0

1.3

6.2

No commitments have been made against the centrally held Contingency Fund. A
detailed summary showing YTD actual and forecast Investment expenditure, where
currently identified, is attached at Appendix 2.

6.3

Discussions are currently underway regarding potential schemes to be funded from the
£0.5m set aside for pump prime investments and it is anticipated that the forecast
against this budget will be complete for Month 4 reporting.
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7.

CIP

7.1

CIP totalling £1,017k was identified during Month 3 (£1,976k YTD). The annual target is
£6.1m. A summary of actual and forecast performance against CIP schemes in 2015/16
is set out at Appendix 3.

7.2

The majority of Pay budgets have now been realigned in line with the agreed Trust
budget policy, resulting in £1m being released as CIP. A period of validation and review
is now underway and it is anticipated that the full realignment will be completed ahead of
the original September deadline.

7.3

Whilst YTD CIP achievement is ahead of the planned profile to Month 3, there are
concerns with regard to meeting the full year target of £6.1m. The current CIP forecast
is an adverse year end position of £840k, due to anticipated under-achievement within
the Workforce Management Agency scheme.

8.

Risk

8.1

Within Offender Health Services there is a worsening Pay overspend of £542k as at
June. Whilst actions are being taken, the position is only expected to be back within
budget in Quarter 2. There remains the potential for significant cost pressure in this
area.

8.2

Out of Area Placements relating to mental health patients has been an ongoing cost
pressure for the past two years. The overspend to Month 3, despite a significant budget
increase of £0.8m in 2015/16, is a cause for concern. This remains a significant financial
risk to the Trust due to the unpredictable and volatile nature of the service demand.

8.3

Although ahead of plan as at Month 3, the Cost Improvement Programme (CIP) target of
£6.1m for 2015/16 continues to be highlighted as a risk due to the size and number of
schemes and the current adverse CIP forecast of £840k. Progress is monitored via the
Project Management Office and a detailed monthly report is provided to Directors
separately.

9.

Capital

9.1

The St Ann’s facilities upgrade of Twynham, Dudsbury and Haven wards continues.
Haven ward works are now in progress, however, additional unplanned works have been
identified. These works may delay the project by a week which has a financial impact as
the Trust is paying to place patients out of area but the contractors are working to make
back the time. Although anticipated costs for 2015/16 currently appear to be on track to
remain at £3m, the percentage of VAT we are able to recover will have a large impact on
this. The Trust has estimated a 60% VAT recovery rate, but this will not be known until
costs are finalised.

9.2

Total capital expenditure totalled £1.2m at the end of Quarter 1, which was 96.3% of the
target and within the +/- 15% Monitor threshold. Total spend in Quarter 2 is planned to
be £4m, this is 40% of the total 2015/16 expected spend.

9.3

A property transferred to the Trust by the demised PCT, Whitfield Rural Centre, was
vacated by the Trust in 2012 due to the value of health and safety works required to
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make it useable. As this property is no longer being used for a health service the
Secretary of State is requiring that the property be transferred to NHS Property Services
for nil consideration. The discussions are currently ongoing.

10.

Balance Sheet

10.1

The Trust’s cash balance was £28.1m at the end of June. This is a decrease of £2.0m
from the end of May.

10.2

Sales ledger debt continues to be closely controlled with an increase of £54k to £3m in
total. The largest movements are within the 30 day (increase by £330k) and 60 day
(decrease by £298k) categories.

10.3

There is still a large amount of NCA debt outstanding which continues to be pursued and
investigated. It is anticipated that the £340k in the over 90 day category will reduce by
the end of July.

10.4

A detailed statement of the Trust’s financial position at 30th June 2015 is attached at
Appendix 4.

11.

CoSRR

11.1

The Continuity of Services Risk Rating (CoSRR) is comprised of 2 metrics, which are
equally weighted. The 2 metrics are Capital Service Cover Rating and Liquidity Rating.

11.2

Quarterly CoSRR ratings of 4 are expected in each quarter in 2015/16 as presented in
the Trust’s 2015/16 Annual Plan.

11.3

The Quarter 1 COSRR is 4, as planned.
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APPENDIX 1
INCOME & EXPENDITURE SUMMARY

Month 3 2015/16 (June)
CURRENT ANNUAL BUDGET
L5 CC
Lookup

YEAR TO DATE

Pay

Non-Pay

Total
Inc & Exp

£000

£000

£000

Budget

Actual

Variance Over/(Under)

Pay

Non-Pay

Inc & Exp

Pay

Non-Pay

Inc & Exp

Pay

Non-Pay

Inc & Exp

£000

£000

£000

£000

£000

£000

£000

£000

£000

%

INCOME
Baseline Income

(226,684)

(56,662)

(56,662)

(0)

(0%)

G

Dorset Locality

(6,918)

(2,098)

(1,816)

282

13%

R

Poole & East Dorset Locality

(5,269)

(1,067)

(1,183)

(116)

(11%)

G

Bournemouth & Christchurch Locality

(6,691)

(1,759)

(1,740)

20

1%

R

Other Income

(3,329)

(852)

(859)

(7)

(1%)

G

(248,891)

(62,439)

(62,260)

179

0%

R

Total Trust Income

EXPENDITURE
Dorset Locality

51,499

18,789

70,287

12,904

4,695

17,599

13,160

4,729

17,889

256

34

290

2%

R

Poole & East Dorset Locality

49,981

16,456

66,438

12,749

4,008

16,757

12,372

4,246

16,618

(377)

238

(139)

(1%)

G

Bournemouth & Christchurch Locality

53,027

10,842

63,870

13,250

2,688

15,938

13,541

3,156

16,697

290

469

759

5%

R

Nurse Executive & Quality

NSQUAL

3,935

883

4,818

1,001

220

1,221

979

239

1,218

(22)

19

(3)

(0%)

G

Finance & IT

FINFOD

9,219

5,117

14,336

2,131

1,492

3,624

2,075

1,499

3,574

(57)

7

(50)

(1%)

G

Human Resources

PERSON

4,783

1,265

6,048

1,138

241

1,379

1,155

235

1,390

17

(6)

11

1%

R

Strategy & Estates

STRDEV

6,473

6,525

12,998

1,560

1,649

3,209

1,443

1,619

3,062

(117)

(29)

(147)

(5%)

G

Corporate Services

SUPSUB

2,059

890

2,948

461

243

704

472

319

791

11

76

87

12%

R

Central Budgets

DFTRES

0

2,554

2,554

0

(540)

(540)

0

29

29

0

569

569

(105%)

R

180,976

63,321

244,296

45,195

14,696

59,892

45,196

16,073

61,268

0

1,376

1,377

2%

R

Total Trust Expenditure

NET INCOME & EXPENDITURE
Interest Received *

HQINT

Public Dividend Capital Dividend

95020

RETAINED (SURPLUS)/DEFICIT

4,660

(4,595)

(2,547)

(992)

0

1,376

1,555

(66)

(16)

(33)

0

0

(16)

100%

G

1,165

0

0

0

0%

G

140

0

1,376

1,539

4,660

1,165

0

1,165

1,165

(1,398)

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

R

4.3%

£000
248,891
248,891
66
248,957

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

10

(2,394)

140

Segmental Performance

Bournemouth & Christchurch Locality
Dorset Locality
Poole & East Dorset Locality
Total

YTD
£000
917
724
(102)
1,539

APPENDIX 2

£4.5m Investments 2015/16 - Plan vs Forecast

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

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

April
£'000
17
45
40
7
0
0
0
0

May
£'000
17
84
115
4
0
0
0
0

June
£'000
17
-42
115
237
0
333
0
0

July
£'000
20
49
386
324
33
0
24
12

Aug
£'000
20
49
60
88
33
0
39
12

Sept
£'000
20
42
60
39
33
0
39
19

Oct
£'000
28
50
60
57
33
0
39
25

Nov
£'000
28
50
60
31
33
0
39
25

Dec
£'000
28
50
60
31
33
0
39
25

Jan
£'000
28
50
52
31
33
0
39
25

Feb
£'000
28
50
52
31
21
0
39
25

March
£'000
28
50
52
31
0
0
39
25

Total
£'000
277
524
1109
912
254
333
339
191

Plan
Actual / Forecast

15
13

15
21

15
23

15
22

15
18

15
9

15
0

15
0

15
0

15
0

15
0

15
0

180
106

Plan
Actual / Forecast
Plan
Actual / Forecast

0
0
0
0

0
0
21
0

25
0
22
26

12
14
22
23

12
14
22
23

12
14
22
23

23
14
22
51

23
14
22
51

23
14
22
51

23
14
22
51

23
14
22
51

23
14
22
51

201
130
242
401

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

8
22
0
0
4
9
84
94

8
50
0
0
4
9
180
169

8
1
0
0
50
28
252
606

8
22
0
0
12
46
533
512

8
22
0
0
29
32
239
257

8
22
0
0
29
28
239
196

8
0
0
0
16
19
245
216

8
0
0
0
16
16
245
187

8
0
0
0
16
16
245
187

8
0
0
0
12
15
233
186

8
0
0
0
12
15
220
186

8
0
78
0
21
15
287
186

100
139
78
0
221
247
3002
2982

April
£'000
9
0
0
0
2
0
26
9
30
21
67

May
£'000
9
10
0
0
2
2
26
17
30
18
67

June
£'000
9
10
0
0
2
2
26
9
30
44
67

July
£'000
9
10
0
0
2
2
26
72
30
14
67

Aug
£'000
9
10
0
0
2
2
26
14
30
28
67

Sept
£'000
9
10
29
29
2
2
26
19
30
33
95

Oct
£'000
9
10
29
29
2
2
26
31
30
20
95

Nov
£'000
9
10
29
29
2
2
26
30
30
20
95

Dec
£'000
9
10
29
29
2
2
26
27
30
20
95

Jan
£'000
9
10
29
29
2
2
26
27
30
23
95

Feb
£'000
9
10
29
29
2
2
26
27
30
23
95

March
£'000
9
10
29
29
2
2
26
27
30
23
95

Total
£'000
110
110
200
203
18
18
313
311
359
287
1000

Total Plan - IT
Total Actual / Forecast - IT

Organisational Development
Communications
Governance
Human Resources Initiatives
E - Roster Phase 2

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

Total Plan - Investments
Total Actual / Forecast - Investments

30

47

65

98

53

93

92

91

88

91

91

91

929

May
£'000
0
0

June
£'000
0
0

July
£'000
56
0

Aug
£'000
56
0

Sept
£'000
56
0

Oct
£'000
56
0

Nov
£'000
56
0

Dec
£'000
56
0

Jan
£'000
56
0

Feb
£'000
56
0

March
£'000
56
0

Total
£'000
500
0

247
215
397
339

318
670
716
1010

655
610
1371
1619

361
310
1732
1929

390
289
2122
2218

396
308
2518
2527

396
278
2913
2805

396
275
3309
3080

384
277
3693
3357

371
277
4064
3634

438
277
4502
3911

4502
3911

Pump Prime Investment

Plan
Actual / Forecast

April
£'000
0
0

Total Investments by Month

Plan
Actual / Forecast
Plan
Actual / Forecast

151
124
151
124

Total Investments YTD
Colour Key:
Actual Expenditure
Planned expenditure

Current Forecast
Forecast to be completed

Note:
YTD Expenditure is matched with budget each month, as a result any variance against plan will impact the overall Trust budgetary performance at Month 12 only
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APPENDIX 3
Dorset HealthCare University NHS Foundation Trust
2015/16 Cost Improvement Programme (CIP)

CIP Ref

2015/16 CIP
Plan

2015/16 CIP
Current
Forecast

2015/16 CIP
Forecast Full
Year Effect

£000

£000

£000

Psychiatric on-call rota

22

34

50

Estates Strategy Project

463

463

0

Prescribing

23

28

23

E-travel

90

90

90

Tax Efficiences

64

181

189

Other 14/15 Schemes

0

77

35

2015/16 CIP Scheme

Executive Sponsor

14.15 Schemes bfwd -

15/16 Schemes 1.1

Vacancy Review and Adjustment

Colin Hague

2,000

2,000

2,000

2.1

Workforce Management - Agency

Sally O'Donnell

1,450

450

450

2.2

Team Productivity - Community Health Services

Linda Boland

250

250

1,250

2.3

Team Producivity - CMHT

Eugine Yafele

250

250

1,250

2.4

Agency Procurement Project

Colin Hague

550

500

550

3.1

Procurement Plan

Jackie Chai

300

300

300

4.1(1)

Soft FM reorganisation efficiencies

Steve Hubbard

500

500

500

4.1 (2)

Tenancy Agreement Disposal

Steve Hubbard

100

100

100

6,062

5,222

6,787

Total 2015/16 CIP savings to be achieved

1,565

Full Year Effect towards 2016/17 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

(840)
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APPENDIX 3

Dorset HealthCare University NHS Foundation Trust
2015/16 Cost Improvement Programme (CIP) - Profiling Detail
2015/16 Monthly Profiling
Actual
2014/15 CIP Scheme

CIP Ref

Psychiatric on-call rota
Estates Strategy Project

Recurrent
('R), Non
Recurrent
(NR)

Forecast

April

May

June

July

August

September

October

£000

£000

£000

£000

£000

£000

£000

2

R
-

NR
12

Prescribing

R

E-travel

R

Tax Efficiences

R

19

R/NR

77

6
20

7

743

1,017

2
-

1

2
-

1

November December
£000

2
-

1

£000

2
-

1

January

February

March

Forecast
Outturn
Total

£000

£000

£000

£000

2
463

1

7
-

1

7
-

1

7
-

1

34
463

2

28

-

-

30

-

-

30

-

-

30

90

15

15

15

15

15

15

15

15

15

181

-

-

-

-

-

-

-

-

-

-

100

20

20

20

20

20

20

20

2,000

R

50

50

50

50

50

50

50

50

50

450

R

-

-

-

-

50

50

50

50

50

250

Team Producivity - CMHT

R

-

-

-

-

-

-

50

100

100

250

2.4

Agency Procurement Project

R

-

-

50

50

80

80

80

80

80

500

3.1

Other 14/15 Schemes
1.1

Vacancy Review and Adjustment

R

2.1

Workforce Management - Agency

2.2

Team Productivity - Community Health Services

2.3

Procurement Plan

R

4.1(1)

Soft FM reorganisation efficiencies

R

4.1 (2)

Tenancy Agreement Disposal

R

7
20

55

8

85

-

-

100

-

-

100

300

106

-

106

-

-

106

-

-

107

500

11

11

11

11

11

11

11

11

12

100
5,222

Total CIP savings to be achieved/to be achieved:

127

818

1,030

192

187

370

149

229

928

284

334

573

Actual 2015/16 Cumulative CIP savings profile £'000

127

945

1,976

2,168

2,355

2,725

2,875

3,104

4,033

4,316

4,650

5,222

Planned 2015/16 Cumulative CIP profile £'000

32

865

1,242

1,568

1,953

2,474

2,870

3,366

4,449

4,945

5,441

6,062

95

81

734

600

402

251

5

(261)

(417)

(629)

(791)

(839)

Monthly cumulative CIP variance: Fav / (Adv) £

13
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APPENDIX 4
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 30th June 2015

NON-CURRENT ASSETS

£000's

£000's

£000's

31st March
2015

31st May
2015

30th June
2015

£000's
Movement
(Month on
Month)

Intangible assets
Property, plant and equipment

107
151,933

100
151,458

97
151,142

(3)
(316)

TOTAL NON-CURRENT ASSETS

152,040

151,558

151,239

(319)

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

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

754
2,334
2,065
(44)
0
1,553
4,548
1,511
1,490
0
30,067

740
2,334
1,758
(46)
0
1,918
5,154
1,499
1,620
0
28,105

(14)
0
(307)
(2)
0
365
606
(12)
130
0
(1,962)

40,649

44,278

43,082

(1,196)

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

(1,512)
(8)
(10,153)
(702)
(649)
(11)
(8,184)
0
(1,202)

(1,918)
(8)
(10,063)
(1,090)
(446)
(6)
(6,768)
0
(1,075)

(406)
0
90
(388)
203
5
1,416
0
127

TOTAL CURRENT LIABILITIES

(19,627)

(22,421)

(21,374)

1,048

TOTAL ASSETS LESS CURRENT LIABILITIES

173,062

173,415

172,947

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

(469)

NON-CURRENT LIABILITIES
Borrowings
Provisions

(1)
(2,494)

TOTAL ASSETS EMPLOYED

(1)
(2,501)

(1)
(2,519)

0
(18)

170,567

170,913

170,427

(486)

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

(31,080)
(88,789)
(51,044)

(31,080)
(88,303)
(51,044)

0
486
0

(170,567)

(170,913)

(170,427)

486

FINANCED BY (TAXPAYERS' EQUITY)
Public Dividend Capital
Income and expenditure reserve *
Revaluation reserve
TOTAL TAXPAYERS' EQUITY

* This is the equivalent of Retained Earnings for a Limited Company. The working capital is:
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£21,708

APPENDIX 4

NOTES

1.

000's

000's

000's

31st March
2015

31st May
2015

30th June
2015

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

Total Trade Debtors

000's
Movement
(Month on
Month)

£2,338
£717
£173
£620

£1,334
£303
£529
£770

£1,335
£632
£230
£791

£2
£330
(£298)
£21

£3,849

£2,935

£2,989

£54

2. The interest rate as at 30th June 2015 for our Government Bankings Service Account and our
Lloyds TSB Account was 0.25%
3. Not included in the above balance sheet, the Trust has the following amount in NHS bank
accounts in respect of patients' investments £33k.
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Author

People Management and Organisation Development
Part 1 Board Meeting 29 July 2015
Colin Hague

Sponsoring Board
Member
Purpose of Report

Colin Hague, Director of HR
To give a monthly update on people management and
organisation development.

Recommendations
Engagement and
Involvement

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

Previous
This follows a monthly Part 1 Board reporting on People
Board/Committee Dates Management and Organisation Development in June 2015.
Monitoring and Assurance Summary
This report links to the
Strategic Goals









To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
To be a national leader in the delivery of integrated care;
To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
Any action required?

I confirm that I have considered each of
the implications of this report, on each Yes
of the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Yes
Detail in report










No











1.

Summary
Positive steps have been taken to improve attraction including:
•
•
•
•
•

Attendance at the RCN Congress exhibition in Bournemouth
Attendance at the RCN Jobs Fairs in Birmingham
Overseas recruitment in Italy
Coordinated recruitment and rolling advertisements
Recruitment open day to be held at Westhaven Hospital

Retentions action include:
•
•
•

Fifteen offers of employment made for the September cohort of pre-registration
training
Introduction of the Skills for Health Bridging Programme
Development of proposals to introduce a Flexible Professional Nursing Support
Team

In connection with recruitment:
•
•
•
•

Time to hire has reduced from an average of 11 weeks and 6 days at the end of May
2014, to 9 weeks and 6 days at the end of May/June 2015. A target of less than 9
weeks has been set for this calendar year.
Three short surveys have been set up for candidates and managers to rate their
recruitment experience.
A programme of work is taking place with Prison Healthcare to consider ways to
streamline the recruitment process to improve time to hire timeframes.
A new system for tracking applications to further improve the recruitment process is
being pursued.

The report also outlines developments in Equality and Diversity, flu planning arrangements
and Learning and Development work.
2.

Organisational Change
The following Organisational Change programmes are in progress:
Flaghead Unit
Formal consultation has ended and we are currently going through the process of securing
suitable alternative employment for the fifteen staff displaced. It is anticipated that all staff
will be successful in securing suitable roles and no redundancies are anticipated.
Devon Prisons
The formal consultation has been concluded and progress is being made with the
implementation stage of the process. Expressions of interest for posts within the new
structure have been invited and are being considered.
Organisational Development, Participation and Communications Consultation
The development of the Organisational Development, Participation and Communications
directorate has been carried out in the context of recent organisational and leadership
changes and the creation of new management structures, designed to create a closer
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connection between frontline services and the Board. This new directorate has been
designed to deliver added value to the work of clinical teams in the most cost effective
means possible. As a result of this priority a new structure has been proposed and about
which consultation has now been completed. One member of staff has been placed at risk
of redundancy; however support continues to facilitate redeployment to a suitable alternative
role. The new Directorate size involves 15 posts.
On Call for IT and Estates
Consultation for changes to current on-call arrangements for both IT and Estates teams
commenced the week commencing 18 May 2015. On the whole the proposed new rota
arrangements have been well received, however, both IT and Estates have some issues
around the Agenda for Change pay model, which will have a financially negative impact on
the majority of those affected; as such the IT team in Foxbrake have put forward an
alternative proposal, which will be given due consideration. Feedback has also been
received from Estates, which is currently being considered and the Head of Estates is
formulating an alternative proposal to put to Directors.
Further consultation meetings with both IT and Estates took place during the weeks
commencing 8 and 15 June 2015 and consultation concluded at the end of June with regard
to IT. In order to address the issues that have been raised during consultation, the scope of
the on-call pool will be broadened and new proposals developed, on which consultation with
a wider group will commence at the end of July.
The consultation period has been extended to the end of July to allow time for the further
review of the Estates On-call proposal.
Dorset Contraception and Sexual Health Services
Work has been completed to support the bid for an integrated Dorset wide service.
Interviews are scheduled to commence week commencing 27 July 2015 and we should be
informed of a final decision on or around 28 August 2015.
Poole Intermediate Care Service
Consultation has commenced to relocate the Poole Intermediate Care Service (PICS) team
from Poole General Hospital to Alderney Hospital. The process has not identified any
fundamental issues so far and it is planned that the move will be completed by the end of
July 2015, subject to the completion of work at Alderney to provide the office space
required.
Secure - Counter Fraud and Security Management Hosting
A transfer of undertakings (TUPE) of the Secure Service that provides Counter Fraud and
Security Management Services to NHS organisations in the South West is proposed to a
company called TIAA. TIAA also deliver audit services to Dorset HealthCare. This
proposed transfer is subject to consultation and contract arrangements.
Oncology Team
The Oncology team is currently based at Alderney Hospital and will relocate to Park Place in
Poole, in order to create the space required for the PICS team. Consultation has
commenced and no issues have been identified so far. The move is due to be completed by
the end of July 2015.
3.

Attraction Strategy
A range of activities continue to take place to support recruitment outcomes and
recent/future activities include:
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Recruitment for Jersey and Guernsey Wards, Alderney Hospital
In May 2015, there were 14 Band 5 Staff Nurse posts vacant on Jersey and Guernsey
Wards at Alderney Hospital due to an increase in the establishment by 11 wte.
Consequently, it was recognised that a bespoke recruitment plan would need to be put into
place to fill these vacancies. The Matron and Recruitment and Retention Lead drew up a
plan which involved:
•
•
•
•

A Recruitment Open Day being held at Alderney in June
A Radio Advertising Campaign across Dorset and Hampshire in support of the open day
Promoting vacancies at the RCN Job Fairs in Glasgow and Birmingham and the
Congress in Bournemouth
An overseas recruitment campaign in Italy in July

To date, 5 posts have been offered from the RCN Job Fairs and the Open Day and 10
nurses were offered posts from the overseas recruitment event in Italy. Therefore, 15 offers
of employment have been made and accepted since May 2015, and once progressed this
will mean the Jersey and Guernsey wards will be due to be fully staffed.
Co-ordinated Recruitment and Rolling Adverts
A co-ordinated approach to recruitment has been implemented for generic nursing, district
nursing, health visiting and prison healthcare vacancies and this is working well. The last
two rounds of advertisements have resulted in the successful appointment of:
2 x Band 5 Nurses for Poole
7 x Band 5 Nurses for Bournemouth
1 x Band 5 Nurse for North Dorset
1 x Band 5 Nurse for Weymouth and Portland
1 x Band 6 District Nurse
3 x Band 6 Health Visitors
A further good example of this is the Community Nursing Team in Bournemouth, in
November 2014 there were 27 Band 5 Community Staff Nurse vacancies and now offers of
employment have now been made for all of these posts. A good number of these vacancies
have been filled by graduates from the Adult Nursing Course at Bournemouth University and
they will commence work in September. A further round of rolling adverts is now live on
NHS Jobs.
Student Nurses
A recruitment open day is being organised to take place in the Autumn 2015, to attract
qualifying students from Bournemouth University. The purpose of the day will be to highlight
the roles available as well as the support available throughout their continued learning and
development.
Return to Practice.
An advert to recruit Return to Practice Students for the September 2015 course closed on
25 June 2015 and there were 8 applications received. Interviews are scheduled for 20 July
2015.
RCN Congress and Exhibition – June 2015
The Trust had a stand at the RCN Congress Exhibition in Bournemouth from 21 to 24 June
2015, which had an anticipated attendance of 5,000 and provided a good opportunity to
showcase employment with Dorset HealthCare.
RCN Recruitment Fair in Birmingham – July 2015
The Trust attended this event in Birmingham on 2 and 3 July 2015, which was aimed at
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recruiting registered nurses. Despite attendance figures being less than expected, there
were a number of potential candidates that were keen to relocate and work for Dorset
HealthCare. Follow up contact has been made with all 43 potential candidates to inform
them of the current vacancies and to encourage applications to be made.
Family Beach Festival – 12 July 2015
The Trust had a stand at the Beach Festival event to highlight the wide range of services
and employment opportunities available.
Collaborative Working with local Trusts
The second meeting for this group was held during June 2015 to continue to share
processes and generate ideas, especially with regard to recruitment checks and
streamlining these further. Discussions were also held with regard to an electronic system
for tracking job adverts and successful candidates. Procurement and implementation of a
system in Dorset HealthCare is proposed and planned.
Relocation Support
Benchmarking information has been gathered on the relocation packages being offered by
other NHS Trusts. The 33 Trusts surveyed:
•
•
•
•
•

16 do not offer any financial relocation assistance
3 do not offer any financial assistance but are able to provide free hospital
accommodation of between 3 and 6 months
8 offer between £500 and £5,000
2 offer over £5,000
4 offer a package based on individual assessment

The Dorset HealthCare relocation package is £5,000 with a retention clause. The findings
demonstrate that while a lot of Trusts are not offering any incentive to relocate at the present
time, further conversations with a small number of them has highlighted that it is something
being considered to contribute towards an improvement in attraction rates.
The relocation support currently offered by Dorset HealthCare has been cited an incentive
by prospective candidates, however it is an element that will need to be constantly
benchmarked and reviewed if we are to remain competitive.
Recruitment Literature
All recruitment literature that is presented at recruitment fairs and events has been reviewed
in conjunction with the Communications team and updated in line with the Trust’s branding
and up to date service information. This has been used at all recent events to help build the
Trust’s identity, to promote the Trust and attract people to come and work with Dorset
HealthCare.
Recruitment for Westhaven and Weymouth Community Hospitals
A recruitment open day is being organised at Westhaven Hospital (date to be confirmed)
and the plan is to support the open day with a radio advertising campaign to attract nurses,
minor injuries practitioners, health visitors, physiotherapists and occupational therapists.
Recruitment for vacancies within Dorset and Devon Prisons
A Prison Healthcare Workforce Development Strategy has been developed, which
incorporates actions relating to recruitment and retention. As part of these actions, a
meeting is scheduled for 20 July 2015 with the Project Manager leading this piece of work,
to consider ways to streamline recruitment and operational procedures to allow effective
recruitment timescales for prison vacancies.
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4.

Retention Strategy
A range of activities are taking place to support retention outcomes and recent activities
have included:
Skills for Health Bridging Programmes
The Learning and Development Department will be introducing the Skills for Health Bridging
Programme to support staff who have undertaken vocational training such as
apprenticeships or NVQ/QCF qualification to progress to pre-registration degree courses.
Professional Nursing Support Team
A proposal has been developed to introduce a Flexible Professional Nursing Support Team
– a ‘virtual ward’ - of substantively employed nurses and support staff, which will operate as
part of the Trust Bank arrangements, providing flexible cover as, when and where required.
It is hoped to attract and retain nurses into the ‘virtual ward’ who want more flexible working
arrangements than can be accommodated in ward/service teams and who might otherwise
leave the Trust. Arrangements are being made for the appointment of a Bank Lead Nurse
postholder on a Band 8a.

5.

Time to Hire
Average Time to Hire
Time to hire has reduced from an average of 11 weeks and 6 days at the end of May 2014
to 9 weeks and 6 days for May/June 2015. This measurement is taken from when the
advert paperwork is received in HR Services to when all pre-employment checks have been
completed.
In addition to this substantial reduction, the HR Services team are assessing the
implementation of service targets and will use data from other NHS Trusts to inform an
achievable target for the future.
A target has been set to further improve this to less than 9 weeks by the end of the calendar
year. Further assessments on target setting for this area is taking place.
Recruitment Feedback
Three short surveys have been set up to gather feedback from candidates and managers on
their experience of the recruitment process. The surveys will be promoted at three separate
stages of recruitment:
•
•
•

When a candidate receives their conditional offer of employment
When a candidate receives their unconditional offer and contract of employment
When all pre-employment checks are completed and recruiting managers are asked to
arrange a suitable start date

The surveys aim to gather feedback on the processes being followed and the length of time
it has taken. Updates on the data gathered and impact on processes will be provided in
future reports.
NHS Jobs Feedback
The Trust continues to score significantly above average in the feedback left by applicants
on NHS Jobs after they have been through the application and shortlisting stages. An
example of some of the comments received are as follows:
•
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“The whole experience with the interview and the overall process was an excellent one.”

•
•
•
•
6.

“Dorset has been the only one to acknowledge my application and to keep me informed
of decisions during the entire process. Thank you.”
“The NHS website has been the best one to use so far. It is very easy to navigate and
understand.”
“Excellent support from HR.”
“I found the recruitment process extremely efficient.”

Current Recruitment Position
In connection with recruitment:
• Data confirms that more staff have been recruited that impact and are in post involving
an increase from 4286 fte at the end of June 2014 to 4431 fte at the end of June 2015.
• The increased numbers of staff in post is supported by data extracted from the general
ledger (reflecting the budgeted position) to indicate a reduction in vacancy levels from
9.62% in June 2014 to 8.38% in June 2015
• A number of organisational changes processes have also had an impact on the
establishment position, with 39 staff having transferred under TUPE to new service
providers in the 12-month period ending March 2015.
• Budgeted establishment has increased from 4772 in June 2014 to 4861 in June 2015, an
overall increase of 89 fte where the Board has sought to increase establishments to
support service improvement.
• Vacant budgeted fte (without bank and agency cover) on the general ledger involved a
decrease from 459 to 407 overall between June 2014 and June 2015.
• There are more Nursing vacancies on the budgeted ledger increasing from 131 in June
2014 to 183 in June 2015 and likewise, the budgeted establishment for nurses has
increased by 72 fte from 1610 to 1682.
• Budgeted vacancies in other areas have decreased overall from 328 in June 2014 to 224
in June 2015.
• Nursing vacancies still remain the most difficult staff group to recruit to with Older
Persons Mental Health and Prison Healthcare services being the most difficult areas,
with a vacancy factor of 20.43% and 30.10% respectively.
• Most of the Community Hospitals have significant RGN vacancies at the moment;
however progress is being made with recruitment open days and overseas recruitment
helping to improve this.

7.

Equality, Diversity and Workforce
Equal Pay Audit
Provisional results of an equal pay audit have been shared with the Equality and Diversity
Steering Group, who have requested that the independent assessor attends the next
meeting to provide further information and to explain the detail and discuss the subsequent
action required.
Awareness, Recovery and Hope in Eating Disorders: The Carers' and Lived
Experience Perspective
On 9 June 2015 Dorset HealthCare worked in partnership with Bournemouth University as
part of a launch of two videos to raise awareness, recovery and hope in Eating Disorders:
The Carers and Lived Experience Perspective. Since the launch there have been nearly
4,000 views on YouTube and 8,500 views on the news item.
•
•

Realising I have an eating disorder
Recovering from an eating disorder: hope, strength and life

The response and feedback to the videos has been positive:
7

•

•
•

“I watched the video with a young girl who is just embarking on recovery after a long
period of time with anorexia and a couple of admissions to hospital. She cried at the end
of the recovery video and was particularly affected by the piece where xxx says she
refused to be robbed of her life any more. It had a really big impact on her.”
“One of the best videos I've seen that really helps the understanding of Eating
Disorders.”
“Thanks for sharing these two videos. They are really powerful and I will be passing
them on. Do they exist on YouTube, or a similar link that can be passed on more easily?
Please thank all those who have been involved in producing them: not only for the
message, but also for the examples of accessibility of information: just what I was
needing for a group of disabled XXX university students for a project application that will
be submitted in under 2 hours from now.”

In order to establish impact of the videos, an awareness, recovery and hope in eating
disorders survey has been created (https://www.surveymonkey.com/s/D7D3Q9X), which
aims to look at the experience of people to establish whether watching any of these videos
has started to change or reinforce existing attitudes towards eating disorders.
Costs were shared between Bournemouth University and Equality HR budgets.
Additional media items have also been reported on BBC Radio Solent and BBC Breakfast
News.
HealthWatch Dorset Annual Review
The Loud and Clear: Making Your Voices Heard annual review took place on 9 July 2015 at
Poole Lighthouse. The event was extremely well attended and looked back over the past
years’ projects and achievements. It also looked forward to 2015/16 and highlighted four
areas of work, two of which will be of specific interest to the Trust:
1. Carers: there are about 83,000 carers in Dorset that we know of.
2. Access to Primary Care Services: not just looking at big projects but also to appreciate
the day-to-day dilemmas of access to basic care, from picking up a prescription to
arranging an eye test.
3. Mental Health Crisis Care: mental health is a serious concern on a national scale.
4. Child and Adolescent Mental Health Services: their feedback suggests that there are
long waiting times and as a result, children may be struggling to get the care they need
because their parents are also battling their own depression or anxiety.
More information is available at http://www.healthwatchdorset.co.uk/
Prevent
The Prevent strategy, published by the Government in 2011, is part of our overall counterterrorism strategy, CONTEST. The aim of the Prevent strategy is to reduce the threat to the
UK from terrorism by stopping people becoming terrorists or supporting terrorism.
In the Act this has simply been expressed as the need to “prevent people from being drawn
into terrorism”.
The 2011 Prevent strategy has three specific strategic objectives:
• Respond to the ideological challenge of terrorism and the threat we face from those who
promote it;
• Prevent people from being drawn into terrorism and ensure that they are given
appropriate advice and support; and
• Work with sectors and institutions where there are risks of radicalisation that we need to
address.
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The Prevent Duty applicable to all NHS Trusts and Foundation Trusts became statute on
1 July 2015. Guidance can be found at:
https://www.gov.uk/government/publications/prevent-duty-guidance
Dorset HealthCare has been actively delivering the Workshop to Raise Awareness of
Prevent (WRAP) Training since April 2012.
•

There is further information available on the Trust Intranet in the PREVENT Folder.
https://intranet.dorsethealthcare.nhs.uk/supporting-staff/equality-diversity/prevent.htm
The Duty requires:

1. Staff Training - Organisations must deliver Prevent training in line with the NHS England
Prevent Training and Competency Framework - http://www.england.nhs.uk/wpcontent/uploads/2015/02/train-competnc-frmwrk.pdf.
2. This framework details specific high risk staff groups who should attend a full WRAP
session as a priority.
o Basic Prevent Awareness Training – Level 1 & 2. Delivered through Trust
Induction, Safe Guarding Level 1 & 2
o Prevent Awareness Training – Level 3, 4 & 5. A full WRAP Session and
access to the Channel e-learning package.
eLearning training is available (which takes up to approx. 20 minutes).
The Channel General Awareness e-learning can be accessed
http://course.ncalt.com/Channel_General_Awareness/01/index.html

via

this

link:

Community Events
The Trust was represented at Bourne Free and the Poole Family Festival on 11 and 12 July
2015. Information about the Trust, Health and Wellbeing and Time to Change was
distributed at both events.
Community Development Worker Post Filled
A replacement full time Community Development Worker has been appointed to the Access
and Equalities Development Team subject to the normal employment checks. The new post
holder will have a focus on Dementia, Learning Disabilities and the Gypsy and Traveller
Community and be based at Forston Clinic.
Board reports
Following Equality and Diversity Group consideration the Trust Equality and Diversity Lead
is being sent the Board agenda and reports to assist report authors in assessing and
carrying out equality impact assessments.
8.

Health and Safety
Westminster Hospital, Shaftesbury
The Asbestos Lead is meeting with the independent expert to discuss the findings, the
potential levels of exposure to the Trust staff and to finalise the report.
A list of trust trades staff who were potentially exposed to asbestos (before the incident) has
been passed to Occupational Health, who are writing to the individuals concerned.
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Trauma Response Training
A group of appropriate Dorset HealthCare staff have recently been trained to support trauma
response following incidents. This should provide some capacity to respond to individuals
and support staff when traumatic incidents occur and to provide capacity to support other
public sector organisations who may need assistance when a significant incident occurs.
9.

Occupational Health
Flu Strategy for 2015/2016
Following a reduction in staff flu vaccination uptake during the 2014/2015 winter flu
campaign, the clear need to undertake an enhanced and targeted flu vaccination
programme for the forthcoming season to improve uptake and assist with protecting our
most vulnerable patients is recognised.
A flu steering group has been established to identify and implement initiatives to improve
uptake and following two well attended steering group meetings, and a further meeting with
the communication teams the following strategies have been identified to address this issue.
Identify and address reasons for poor uptake
• Through use of a staff flu survey and directed communications with senior clinical
staff working in key locations
• Identify key messages from staff and ensure barriers to vaccination are addressed in
this year’s campaign
• Attend locality meetings in July to highlight the plans for the flu programme and to
ensure support from locality managers in achieving a significant increase in uptake
• Attend team meetings in areas with poor uptake to ensure key messages are being
delivered to frontline staff and that clinical leads are engaged in the programme and
supporting staff to be vaccinated
Improve access to flu vaccinations
• Introduce flu vouchers for staff who have difficulty in accessing a flu vaccination in
the workplace to enable vaccination at local pharmacies and other providers
• Commence vaccination programmes in mid-September at key events (AMM,
Leadership Forum, Health Visitor conference)
• Recruit and train a team of dedicated roaming vaccinators through the Nurse Bank to
visit clinical locations, training, induction and meetings
• Work with pharmacy to improve logistics for peer vaccinators to order, store and
access vaccines in local areas
• Concentrate vaccination efforts within the first six weeks of the campaign, bringing
the vaccine to staff in their wards and departments
• Create a vaccine hub at Sentinel House to improve access to vaccine supply
Communications
• Develop internal targeted payslip leaflet to a include a return for those to complete
who have been vaccinated outside of work
• Encourage staff to report uptake by email, phone and via line manager if vaccinated
outside of work
• Develop branding for flu programme and enhance visibility of vaccinators and flu
champions in all locations
• Recruit additional administrative support to introduce weekly reporting by locality and
staff group, introducing competition to the programme. Reports to be included in
weekly communication bulletins and on the intranet
• Introduce evolving weekly messages for staff in relation to the flu programme and
ensure use of all communication mediums within the Trust
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•
•
•

Incentives to vaccination including prizes supported by unions
Replicate flu programme information on occupational health pages of Trust internet
for staff without email or intranet access
Use of text messaging to send reminders of flu visits to staff who have work mobiles

A flu project plan has been developed to ensure that the project can be delivered within the
necessary timescales. A further flu steering group meeting is scheduled for early
September.
10.

Learning and Development
Team Development
16 teams engaged in team development during 2014/15 through the central Learning and
Development offer. Quarter one has seen an increase in demand for Team Development,
with 16 teams engaging in development. Team development opportunities are available to
leaders to support teams in developing a better understanding of themselves, in order to
continue to improve team-based practice and the achievement of their objectives. This
does not include team development sessions organised by individual teams unknown to the
L&D Service. Team development will continue to be invested in as an important element of
the Trust’s development offering during 2015/16, with 17 teams having booked/expressed
interest to date.
Below demonstrates from one team the benefits of team development:
•
•
•

the team now has an action plan to develop the 5 service areas
opportunity to bring together 28 members of a team who normally are never in the
same place at the same time. There is a consensus that the team is more unified
and has improved relationships and solidarity.
enhanced relationships and team cohesion will in turn improve the patient
experience.

1. Empowering Leaders: Empowering Teams Leadership Development Pathway
This pathway continues for multi-professional leaders and Consultants. 135 leaders
have completed it as at 30 June 2015 with a further 58 leaders scheduled to commence
a cohort during 2015/16. A further 83 leaders are to be allocated to a cohort.
This leadership pathway has now also been extended to Band 6 leaders.
2. Coaching Network
During quarter one 2015/16, 18 coaching sessions were delivered to 11 coachees. 10
applications were received from staff wanting to undertake coaching; 5 commenced in
quarter one, and 5 are starting coaching in July.
Health Education Wessex SHINE awards
Health Education Wessex (HEW) has its annual SHINE awards ceremony in October 2015.
The Shine Awards identify outstanding individuals and teams delivering high quality
education and training in any healthcare or public health setting across Hampshire, Isle of
Wight, Dorset and South Wiltshire. There are 6 categories plus a Chair award.
The Learning and Development team members actively promoted the awards when out in
practice and also submitted several entries for consideration, including:
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•
•
•
•
•
•

Outstanding Learner of the Year x 2 nominations
Education and Training Innovation Champion of the Year x 1 nomination
Wonderful Workforce Solution of the Year – x 1 nomination
High Performing Education and Training Team of the Year – x 2 nominations
Inspiring Educator of the Year – x 1 nomination
Hearing the Patient Voice in Education and Training 2015 – x 1 nomination

Fiona Haughey, Director of Nursing and Quality, is a member of the judging panel for the
SHINE awards.
Being a Valued Partner – Better Together
Verve Communications and Channel 3 Group are the facilitation partners that have been
commissioned by the Dorset Better Together Programme to deliver a behavioural change
programme to support the new integrated locality teams to work in a collaborative and
coordinated way. This investment has the potential to support development and retention.
The facilitation partners are attending the Trust’s July Leadership Forum development day
to engage with locality leaders and provide an update on the project to date.
The project is in the design and pilot stage. Pilots are agreed for 14th and 30th July. The
majority of the development support activity will start from 10th September onwards and be
designed around the current progress that each locality has made with their own integrated
care.
Care Certificate
Launch of the Care Certificate at five pilot sites across the Trust commences on the 7th of
September 2015. Yeatman, Bridport, Alderney Hospitals, Nightingale Court and Dorset
Prisons are the five pilot sites taking part, including other services and individuals who have
expressed interest during the engagement events. Focus groups and assessor taster
sessions held across the county have been brilliant in providing regular contact with
colleagues, hearing their stories as to the value of introducing the Care Certificate, and
allaying fears around it potentially being another ‘paper exercise’.
Following wide reaching consultation with a range of staff groups across the Trust, the
Learning and Development Service is planning a comprehensive induction programme for
novice workers and a supportive one within the workplace for those with experience in order
to achieve high standards of learning and practice experience for all concerned.
Over the summer, final preparation and information will be circulated detailing how and who
will be involved in this exciting pilot initiative, including support for managers assisting
assessors in practice. In particular, we are working towards securing venues at which the
induction programme will run whilst ensuring it does not overlap with existing mandatory
learning that is a priority in planning. Two sites will host the three day programme, Bridport
and Sherborne combined and either Sentinel House or Bournemouth and Poole College
clinical skills labs. Content linked to all 15 standards is being developed with input from
specialists in the field and the learning and development team Service.
Consensus remains that this initiative is a really important one in raising the bar for the
universal standards in care delivery and it is brilliant to witness such positive interest in its
introduction in Dorset HealthCare.
Creating a Positive Patient Experience
Two of the Trust’s priorities are ‘to provide high quality care; first time, every time’. We will
achieve this by ‘ensuring that we have a skilled, diverse and caring workforce who are proud
to work for Dorset HealthCare’.
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In support of these priorities, and in recognition that admin staff who work in clinical teams
have a powerful impact on the patient experience, we are launching a new role specific
development opportunity for clinical admin staff entitled: “Creating a Positive Patient
Experience”.
This new programme has been developed in support of the Trust’s new priorities, to
encourage the embedding of our Trust Values which emphasise the importance of providing
care with compassion and kindness, and from recommendations arising from incidents and
complaints. It complements the ‘Delivering Care with Compassion and Kindness’ course
which is available to clinicians.
This new course will resonate with the Trust’s new organising thought to be “Better Every
Day”, and provide clinical admin staff with the time and space to reconnect with their values
and continually enhance the patient and carer experience.
The aim of this course is to enhance the patient’s experience by engaging the values of
compassion, kindness, respect and dignity. Clinical admin staff will develop a personal
action plan to enable them to improve the patient experience.
This interactive course will be delivered in partnership with Jane Carey from the Recovery
Education Centre and will also support clinical admin staff with effectively identifying,
reducing and supporting manager’s in dealing with complaints. Although not mandatory,
we are encouraging managers to support their admin staff working in clinical teams to
attend.
Learning at Work Week – 1st Prize Draw Winner
As advised in the June Board report, as part of the Trust’s Learning at Work Week
promotion, staff were asked to let the Learning and Development Service know what their
personal commitment to learning was. We received 237 excellent responses to this, with a
wide range of learning goals and aspirations being reflected. All entries were entered into a
prize draw to win up to £1000 training investment towards Continuing Professional
Development. Kathy Sayers, Senior Rehabilitation Assistant, Intermediate Care Rehab
Team was the lucky winner of the £1000. Here’s what Kathy has to say:
“I joined Dorset HealthCare University Foundation Trust in March 2014. My previous
role/background was a Macmillan Welfare Benefits Advisor with Sherborne Citizens Advice
Bureau and I had to consider a career change at the age of 43 due to the uncertainty of
continuation of funding from Macmillan etc. I applied for the part time Senior Rehabilitation
Assistant post with the Sherborne Integrated Community Rehabilitation Team in the hope
that I could remain employed in a person centred organisation, assisting people in a positive
way and making a difference to their lives. I was not disappointed, from the start I was able
to help many patients and was encouraged by both my Team leader and colleagues to learn
more skills and develop myself further.
During a regular team meeting it was mentioned that secondments may be available over
the next few years to all staff who felt they wished to develop themselves further and pursue
academic training at University. I immediately thought I would like to do this as I enjoyed my
role and knew in my heart I could train to become an Occupational Therapist (OT) if given
the right encouragement and direction. My heart sank a little when I attended a secondment
workshop at Sentinel House that informed me I will have to acquire an Access Diploma in
Health Professions plus a Maths GCSE (not my best subject at school), to secure the entry
qualifications for Bournemouth University’s pre-registration OT programme.
I had undertaken a few self-directed learning modules through online learning and
development and I talked with my Team Leader and fellow colleagues. It became apparent
that they thought I would make a good Occupational Therapist and they were fully behind
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me. I then committed myself to the Access Diploma and Maths GCSE through the Distance
Learning Centre (online) which was the best option for me as I was a single parent and in a
long distance relationship. It was also a great deal cheaper than attending College full time.
I commenced this in September 2014 and have committed 2-3 days per week to my studies.
The next step was to apply to University and I was fortunate enough to gain a conditional
place, the conditions being that I obtain a Maths GCSE at grade C and 60 credits on the
Access Diploma (24 of which had to be level 3, merit or above). I was also fortunate to
obtain a conditional offer of a secondment from DHUFT so now I had to accelerate my
studying to finish as soon as possible in order to complete the Access Diploma and pass
Maths GCSE.
I took my Maths GCSE exam in early June 2015 and will obtain my results on 20th August
2015. The Access Diploma is almost complete and I am pleased to say that I have currently
exceeded the 24 credit condition set by Bournemouth University. It has been a long nine
months and I have had to work very hard to reach my goals but throughout this journey I
have always believed they were achievable and have been spurred on by my family and
work colleagues. A colleague summed up my feelings at the start of the course by giving
me this analogy: How do you eat an elephant? ……. One bite at a time! This was so true
but when I reflect on my journey I would say I have had a bit of indigestion along the way but
am getting to the end of my elephant and am proud of what I have achieved. I am very
excited at the prospect of University and beyond and would recommend to anyone who is
thinking of taking this pathway to consider it carefully. If you are prepared to work hard, the
results are certainly worth it! The icing on the cake was winning first prize in the Learning
and Development’s ‘Commitment to Learning’ prize draw as part of national Learning at
Work Week. This has been an incredible year for me and I look forward to the next!”
Staff Survey Results - Role Specific Training
In the 2014 Staff Survey, staff feedback that their experience is just below the national
average in terms of receiving job relevant training in the past 12 months.
The investment during 2014/15 in the Trust’s in-house Learning and Development Service
has enabled the development of a new Practice Development Team. This team, which is
nearing full capacity, is now providing more in-house job relevant learning sessions for staff.
This includes practice educators having revised and updated a number of training packages
in line with evidence based practice as well as having increased the number of sessions of
clinical skills training, including: syringe drivers, venepuncture , basic observations, clinical
supervision for supervisors and verification of death, as well as delivering on cannulation for
the first time in two years. We have also arranged for the delivery of Ear Care following staff
feedback and introducing taught sessions on medicines management from October. Further
learning programmes will be developed, including for End of Life.
A number of individuals and teams have benefitted from direct competency assessment in
the work place which will be further promoted. Strengthening of relationships and links with
clinical leads in areas such as tissue viability and continence care has meant that more
options are offered to staff in order for them to meet their competencies.
We have introduced a new mental health foundation learning pathway for new and existing
staff, as well as doubling capacity for support workers to complete the national Mental
Health Diploma delivered through the Trust’s in-house City and Guilds accredited centre.
We have also developed a partnership with Bournemouth and Poole College to provide an
enhanced range of Apprenticeships for staff. We are already seeing an increased number
of staff taking advantage of the range of Apprenticeship programmes available through this
partnership, including: Clinical Healthcare Support, Allied Health Professional and Support
Services (e.g. domestic, administration, corporate and estates).
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Thames Valley & Wessex Leadership Academy Recognition Awards 2015
The NHS Leadership Recognition Awards have now launched. The Awards celebrate all
leaders, at all levels and across all professions.
They provide the opportunity to celebrate people who not only provide exceptional care to
patients, whether directly or indirectly, but who act as role models and inspirational leaders
for the next generation of NHS professionals. The awards will celebrate and reward staff
who have gone above and beyond their role to make a difference. We are looking for
compassionate leaders – leaders who demonstrate kindness, integrity, courage, trust,
empathy and commitment and show emotional intelligence, respect, listen, are positive,
reflective, balanced and non-judgemental.
The nine categories are:
•
•
•
•
•
•
•
•
•

NHS Patient Champion of the year
NHS Leader of Inclusivity of the year
NHS Board / Governing Body of the year – self nominating
NHS Mentor / Coach of the year
NHS Emerging Leader of the year
NHS Development Champion of the year
NHS Leadership Recognition Award for outstanding collaborative leadership
NHS Innovator of the year
NHS Inspirational Leader of the year

Shortlisted candidates in each of the nine categories will be invited to attend the Thames
Valley and Wessex leadership summit and awards ceremony on Thursday 19th November
2015. The regional winner of each award category will then be considered, along with their
peers from around the country for a national award which will be presented at a ceremony in
London in February or March 2016.
Anyone wishing to nominate an inspirational leader or team who deserves to be recognised
can do so by visiting: http://awards.leadershipacademy.nhs.uk. An FAQ is also provided to
support people with writing effective nominations.
Nominations close midnight 7th September 2015.
Jenny.tyrie@tvwleadershipacademy.nhs.uk.

Any questions can be directed to

On call Directors and Legal Considerations – Multi Agency Training
A number of Dorset HealthCare on call Directors and senior managers who participate in on
call rotas attended a Regional Multi-Agency event in Hampshire to support awareness of
legal consequences of actions taken in emergency situations. When a public enquiry or
legal actions follows a major incident, actions taken by Directors and senior staff at the time
can obviously have significant legal implications.

15

MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
Tuesday 20th May 2015, 12.30 pm, Meeting Room 3
Members:

Attending:

Apologies:

David Brook
Fiona Haughey
Ron Shields
Lynne Hunt
Gill Fozard
Nick Yeo
Linda Boland
Jane Elson
Mike Kelly
Michaelene Holder-March
Hazel McAtackney
Katrina Kennedy
Linda Thomas
Sally O’Donnell
Laurence Mynors-Wallis
Eugine Yafele
Sarah Murray
Keith Eales
Michelle Hopkins

Non Executive Director (Chair)
Director of Nursing & Quality
Chief Executive
Non Executive Director
Non Executive Director
Non Executive Director
Poole and East Dorset Locality Director
North Dorset Locality Manager representing SO’D
Head of Mental Health representing EY
Interim Associate Director of Nursing and Quality
Head of Compliance and Regulation
Head of Clinical Effectiveness and Audit
PA to Director of Nursing and Quality for the minutes
Dorset Locality Director
Medical Director
Bournemouth/Christchurch Locality Director
Non Executive Director
Trust Board Secretary
Head of Patient Safety and Risk
ACTION

QGC
072/15

Apologies: Apologies as noted above.

073/15

Minutes of the last meeting 20th April 2015
The minutes from the Committee meeting held on the 20th April 2015 were
accepted as an accurate record of the meeting with one amendment to the
wording on page 3, 5th para to read, “In relation to Pressure Ulcers, MH added
that the National Framework for Serious Incident Framework 2015/16 published
on the 27th March, now states 60 days (previously 45 days) for the completion of
investigation reports”.

074/15

LT

Actions from Previous Meeting
057/15: Matters Arising – Francis Update – NY confirmed that he verbally
updated the Board in April.
060/15: Staffing Report for March 2015 – Haven Ward “decrease of 18% to 45%”
– FH confirmed that Haven staffing ratio is currently being reviewed and will be
considered as part of the draft guidance from NICE on Safe Staffing for Mental
Health Inpatient. We have agreed with NICE to do some fieldwork as part of the
draft consultation and will receive the draft guidance in July 2015 so can review
the suggested guidance from NICE for staffing in secure units
060/15: Staffing Report for March 2015 – high falls figures – FH confirmed that
there was nothing significant to link the falls with the staffing on the ward at the
time with low/minimum harm recorded against these patient falls.
061/15: Q4 Monitor Submission – Changes in relation to CQC Inspections for
Prisons – JE confirmed HMP and CQC will have a combined report. HMc added
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that the CQC report is still awaited but the NHS England report has been
received. The verbal feedback received on the day of the visit didn’t highlight any
issues. Once the report is available, the committee asked for report to be an
agenda item.
064/15: Internal Assurance Report – Safety handover tool to be shared with other
units – JE confirmed this was due to be discussed at the Matrons Meeting on the
27th May and then to be rolled out.
064/15: Internal Assurance Report – Dudsbury Ward having 6 beds instead of 4
beds in a bay. MK confirmed the bay is back to a 4 bedded bay now. FH added
that once the refurbishments have been completed, there will be no room to have
more beds than accommodated for. LH felt the discussions last time indicated
that the beds had been used more recently. RS accurate bed occupancy needs
to be worked on for the right number of beds to be used and suggested having an
update back to the committee in July.
075/15

MK

To Receive Annual Reports
Infection Prevention and Control Annual Report 2014-15
FH presented the report to the committee. The report includes work that has
been completed around the Assurance Framework. MHM added that the
Infection Prevention Team had worked hard to meet the target of zero in relation
to 3.3 MRSA. A joint post infection review took place in Q3 with Dorset CCG
where lessons have been learned and included in the work priorities for 2015/16.
NY also noted the reduced C difficile figures. DB wanted to thank the team for
the work they had done and hoped this would be continued in the coming year.
PLACE Assessments (page 10) – JE confirmed the scores were due to be looked
at this week at the DMG. Regarding timeliness of deep cleaning post infection –
this is being looked into as issues arising due to rural locations.
LH felt there were excellent improvements being made.
Patient Experience Annual Report 2014-15
MHM presented the annual report to the committee and highlighted the following;
• Over the past year the Trust has used a number of different methods to
collect feedback from patients and carers about their experience with the
Trust, such as Handheld Devices, Surveys, Patient Stories, Forums Events
and Focus Groups
• As a NHS England directive the Friends and Family Test for Community and
Mental Health Services has been implemented across the Trust. The
programme was rolled out in 3 phases, starting with the Dorset Locality in
October 2014, followed by Poole and East Dorset Locality and completing
the implementation by the 1st April 2015 with Bournemouth and Christchurch
Locality
• With the support of the Patients Association a programme of Quality
Interaction Schedule (QUIS) was undertaken throughout Mental Health and
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Community Hospital inpatient services across the Trust. Dorset HealthCare
Staff with the participation of volunteers from Dorset Health Watch were
trained in how to use the QUIS tool. Observations were undertaken in ten
wards across the Trust between July 2014 and October 2014.
5.0 Involvement in Interviews – NY asked if 3 service users being involved in the
interview process was a good reflection of involvement. MHM agreed to check
service users are asked on a regular basis.

MHM

LH asked if there was a policy regarding service users on interview panels. The
Recruitment and Selection Policy has a section on this.
GF asked for a breakdown of training numbers to be added to Table 8 on page 8
– MH agreed to include this next time.

MHM

Annual Report agreed by the Committee.
Safeguarding Children Annual Report
FH presented the Annual Report to the Committee. The report highlights the
work and progress that has taken place in the last 12 months and priorities for
2015/16.
NY queried 14.2 the growing number of child sexual exploitation cases and asked
if there were any themes emerging. FH agreed to send NY the Pan Dorset
Report which is a detailed report. FH added that it was a growing area as there is
more awareness and better reporting.
LH asked that the priorities that Liz Balfe presented to the Board Workshop on 6th
May be included in the report. MHM agreed to add.

MHM

FH felt the report reflects good levels of assurance and a strong partnership with
the Safeguarding Board. EY now attends the Bournemouth and Poole
Safeguarding Children Board and SO’D attends the Dorset Safeguarding Children
Board.
The report was noted and agreed by the committee.
076/15

April 2015 Report on Moderate and Above Incidents inc Serious Incidents
Requiring Investigation (SIRI)
FH presented the report to the Committee and highlighted the following key
issues;
• Prison deaths are now included in this process. The committee asked for
the date this was included. MH to confirm.
• Number of Pressure Ulcer root cause analysis outstanding reports now
down to 4 – the Patient Safety Team have been working with the local
teams to reduce the number and ensure a timely review for real time
learning in practice.

MH
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The committee noted the excellent progress made.
077/15

Monthly Staffing Report – April 2015
FH presented the report to the Committee who are requested to review the
information contained within the report, but highlighted the following key issues;
•
•
•
•
•

The low staffing levels on Chalbury Ward and the actions the Trust has
taken to ensure patient safety in 2.8
Chalbury ward consistently lower % of green rated shifts in 2.6, St
Brelades also low.
One black shift at night at Nightingale Court as a result of the registered
nurse being moved to Nightingale House.
Continuing to explore e-rostering, to start using in September to help core
staffing and will work closely with Ward Managers.
Bed occupancy and wte will be added to the next report.

LH queried the lower green shifts for Herm and St Brelades and actions taken
(2.6). FH confirmed that the wards had been looked at and planned staffing
levels are very good. Bed vacancy over the last few months has been lower and
today the bed occupancy is 44% - staffing ratios to be looked at to ensure the
staffing level is appropriate to patient needs
DB commended the amount of work being done to understand the staffing
position on the inpatient wards.
078/15

Regulation 28 Received from the Devon Coroner
JE updated the committee on the above and highlighted the following key issues;
• The deceased was an inmate at HMP Albany in September 2006, known
to have high cholesterol, ischaemic heart disease, episodes of angina, two
previous myocardial infarctions, high blood pressure. Was transferred to
HMP Dartmoor in March 2013, where there was no blood pressure
record. He died on the 6th January 2014 of a ruptured aortic aneurysm in
Dartmoor Prison. There was a delay in calling the emergency services
due HMP Dartmoor not having an emergency protocol.
• An action plan was put in place following the Prisons and Probation
Ombudsman (PPO) report which included audited and re-audited
• The findings of the PPO report and the regulation 28 are the same and
therefore these areas have been addressed.
• The report in relation to the Regulation 28 is due to be returned to the
Coroner by 8th June, which will be agreed at the Executive Quality and
Clinical Risk Meeting on the 2nd June.
• This will be reported to Monitor in the quarterly return

079/15

Update on HASCAS Action Plan (including re-audit)
MK presented the report to the committee and highlighted the following;
• The standards that were audited against as in 2.1
4

•
•
•

The methodology that was used as in 3.1
79 cases were audited
Crisis and contingency planning as in 5.4

MK added that this was a summary high level report and a more detailed report
sits under this. A lot of work has been undertaken by the teams.
LH felt that it would give the committee a better understanding of the cases
audited if the number on CPA per team could be included. LH stated that it would
appear that there are low ratios of patients on CPA and this needs to be further
explored and understood.
DB asked for the detail to be looked into and to come back to the July meeting.
080/15

MK

HASCAS Update on TM/AR
MK advised the committee that a draft report had been received on the 11th May
for factual accuracy. The outcome of the report has indicated that the incident
could not have been predicted or the death prevented. The Chair of HACAS is
aware of the recent organisational changes. The response is due back on the 5th
June. The report cannot be shared at this point in time and will come to the
Committee once it has been validated.
The committee requested the report is an agenda item in July.

081/15

MK

Update on Newborn Hearing Screening Incident Investigation
FH advised the committee that the Trust is continuing to work with NHS England.
A full report is currently being finalised. 12 babies are still awaiting outcomes for
various reasons. The results received for one baby has indicated a mild-high
frequency hearing loss in at least one ear. However the baby has recently had an
ear infection and will be re-screened in June. At this point in time it cannot be
ascertained that the baby has a hearing loss and further tests are required which
are scheduled for June 2015. The parents are aware and are happy with the plan
and are aware that the baby missed the new-born hearing screen. No other
concerns raised. Support has been put in place for the screening programme to
mitigate against any recurrence of missed screens and will be detailed in the
report alongside the progress against the actions arising.

082/15

Inpatient Suicide - Dudsbury
FH advised the committee of a death of an inpatient on Dudsbury Ward, St Ann’s.
Actions were taken at the time with regard to ligature risks and support has been
given to staff. An independent review has been commissioned and Southern
Health will undertake this review. EY has been in touch with the family. There
has also been two community deaths of patients who had been discharged from
Dudsbury ward which will be considered in the review. A ligature group has been
set up under the auspices of the Sing up to Safety work stream of zero tolerance
to suicides. This group will review and consider the ligature audits, actions, follow
ups and escalation processes if actions are not being implemented in a timely
5

manner.
RS added that the external review will establish what has happened and any
learning from these events.
A report will come back to this committee in due course.
083/15

NHSE Quality Assurance Visits Dorset Prisons May 2015
JE presented the briefing paper to the committee on the two quality reviews on
HMP Portland and IRC The Verne together with the recommendations made. JE
confirmed that good progress has been made.
• HMP Portland – generally positive report with no concerns about the
fundamental quality of provision. 12 recommendations have been made
and an action plan put in place.
• IRC The Verne – also reported generally positive report with no concerns
about the fundamental quality of provision. A total of 16 recommendations
have been made with an action plan in place.
• A workforce review is underway to ensure staff have the right skills in the
right place at the right time.
The committee accepted the report and NY comments that areas for
improvements are not always under our control.

084/15

End of Year Clinical Audit Report for 2015-15
KK presented the report to the committee and highlighted the following;
• Clinical Audits Completed
• Team Achievements including Quality Improvement Panel implemented,
Quality Improvement Conference and Awards.
KK agreed to add a summary to the report as it is the first one.

KK

GF felt this was a very positive, good piece of work.
085/15

Update from the MHA Meeting held on the 12th May
GF updated the committee on the issues arising from the meeting. The MHA
meeting was replaced with a business meeting to look at:
• Mental Health Act Scheme of Delegation
• Reporting to the Board from the Committee
• Capacity of the MHA Office
• Panel members roles, responsibilities and administration requirements
• Quality Metrics and how this is fed into the Quality Dashboard
• Review the site at St Ann’s and the configuration of the wards in the light
of the refurbishment and the needs of the patients.
GF felt that there are good plans now in place for the future and the MHA
Assurance Committee which will continue to feed into this committee. The next
meeting is in July.
6

GF highlighted the exceptions for the committee to note;
• 132 rights compliance – 75% should be 100%
• Doctors recommendation reasons for Section 2 – 90%
• Seclusion Policy – being updated by Christian Winter for the EQCR group
• Code of Practice – 6 sessions, 102 staff trained.
• MHA Training – had been suspended and is now re-instated – some
concern noted about the backlog of training and assurance required as to
how this will be effectively managed. This will be addressed in the MHA
Assurance Committee
LH wanted to thank GF for her contribution to the MHA meetings and the Quality
Governance Committee as this was GF’s last meeting.
086/15

Internal Assurance Report
HMc presented the report to the committee and highlighted the following;
• Waterston – care plan training has been completed by 75% of staff with
the expectation of 100% by the end of April. A lead has now been
identified to support staff so now back on track.
• St Brelades – Care plans – all staff have now completed the validation
workbook and this will continue to be monitored.
• Dudsbury – A permanent Ward Manager now in post following the
restructure of the service.
• CQC Compliance draft report received on 11 May for Haven Ward, St
Ann’s Hospital and the standards inspected had been met
• Care plans – overall progress has been made.
The committee accepted the report.

087/15

Any New Risks or Change to Existing Risks Identified?
•
•

Ligature issues
MHA Training – need a position on progress via MHA Assurance
Committee

088/15

Agree reports to the Trust Board
The following report was agreed for presentation to Trust Board:
• Chairs report to the Board to include Safeguarding Annual Children’s
Report as agreed by Ann Abrahams

089/15

Feedback from meeting/Value of Meeting/Achieving Goals
LH felt the meeting was good and picked up the issues through good
papers/reports.

090/15

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

091/15

Any Other Business
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DB thanked GF for all she has done for this and the MHA committee, that she had
made a big difference.
092/15

Date of Next Meeting
20th July 2015, 2.30 pm
Meeting Room 3, Sentinel House
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Nursing Strategy 2013 - 2015
Part 1 Board Meeting 29th July 2015
Author

Fiona Haughey, Director of Nursing and Quality

Sponsoring Board
Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To present the Nursing Strategy 2015 – 2018 for DHC. The
Strategy has been developed with front line nurses and reflects
our passion and commitment to improve the quality of the
patient experience through excellence in standards of nursing
practice and service innovation. The Strategy is unpinned by
values identified in the Nursing and Midwifery Strategy
launched in 2012 by Jane Cummings (Chief Nurse, NHS
England) known as the 6 ‘C’s’ - care, compassion,
competence, communication, courage and commitment.

Recommendation

The Board is asked to approve the Nursing Strategy

Engagement and
Involvement

DHC nurses via workshops and roadshows, senior nurses as
part of the strategy development group.

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




To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working with
Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research
and evidence based practice;
 To have a skilled, diverse and caring workforce who are proud
to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
I confirm that I have considered each of
Any action required?
the implications of this report, on each of Yes
Yes
No
the matters below, as indicated:
Detail in report


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
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Quality Strategy 2015 – 2018
Part 1 Board Meeting 29 July 2015
Author

Fiona Haughey, Director of Nursing and Quality

Sponsoring Board
Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

The draft Quality Strategy was presented and discussed at
the Board in April 2015. The strategy was agreed in
principle with further work required to demonstrate how the
strategic objectives would be evaluated and evidenced for
progress and improvement.
The strategy has been updated to reflect the outcomes and
to demonstrate how this will be monitored and reported on
going forward.

Recommendation

The Trust Board is asked to consider and agree:
• the outcome measures for monitoring and evaluating
the quality strategic objectives
• once agreed the Quality Strategy will be updated and
shared on the Trust intranet and internet.

Engagement and
Involvement
Previous
April 2015
Board/Committee Dates
Monitoring and Assurance Summary
This report links to
 To provide high quality care; first time, every time;
the Strategic Goals
 To be a valued partner and expert in partnership working with
Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research
and evidence based practice;
 To have a skilled, diverse and caring workforce who are proud
to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
I confirm that I have considered each of
Any action required?
the implications of this report, on each of Yes
Yes
No
the matters below, as indicated:
Detail in report


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information

Quality
Strategy
2015–2018

Better
Every
Day

Excellence

Compassion

Expertise

Quality Strategy 2015–2018
High Quality Care – First time, Every time

Better
Every
Day

Contents






Better
Every
Day

1. Introduction

2. Our Trust Strategic Goals











3. Context for this Strategy
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8. Data Quality Assurance
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to Quality

Better
Every
Day





due to
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11. Communicating the Quality Strategy
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12. Key references and links to other
Trust policies and strategies






NHS Outcomes Framework

Domain 1
Measure

Domain 2
Measures

Domain 3
Reporting
measures
Domain 4
Measures

Domain 5
Measures

Better
Every
Day

Preventing people from dying prematurely
Patient Early Warning System fully operational
Improve mortality rates through implementation of Death of a Service user Policy and
review of deaths.
Enhancing quality of life for people with long-term conditions
People using mental health services who may be at risk of crisis are offered a
crisis plan.
All patients with long term conditions will be offered a personalised care plan
All Service Users who have been in hospital/long- term health care for more than
one year should have a physical health check at least annually

EFFECTIVENESS

Helping people to recover from episodes of ill health or following injury
PROMs for Groin hernia surgery,
Primary Care Psychological Therapies (steps to Wellbeing) of those completing
treatment it is expected that at least 50% will recover.
Ensuring that people have a positive experience of care
Working towards improving End of Life Care through the use of National Quality Standards and End of Life Care Quality Assessment Tool (ELCQA)
Ensure timely transfer of patients to other providers
Percentage of people who are supported to die in their preferred place.
Treating and caring for people in a safe environment and protecting them from
avoidable harm.
Reduction in patients falls in community hospitals and older persons mental health inpatient units
Nutritional screening in community hospitals and older persons mental health inpatient
units.
Reduction in number of hospital acquired pressure ulcers in community hospitals and
older person’s mental health inpatient units.
Staff Levels publicly available
Infection Control Case Report – C. Diff, MRSA, Norovirus
Discharge quality standards

EXPERIENCE

SAFETY

National Guidance and Legislation
Informing the Quality Strategy
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Trust Board Integrated Quality Dashboard
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Trust Governance Structure
TRUST BOARD

Mental Health
Legislation
Assurance
Committee

Quality
Governance
Committee

Select
Committee

Executive
Quality and
Clinical Risk
Group

Audit
Committee

Appointments &
Remuneration
Committee

Executive
Performance and
Corporate Risk

Trust Executive
Group

NOTES

Executive Quality & Clinical Risk Group
Co-Chairs – Director of Nursing /
Medical Director
Purpose





The group is to be responsible for
ensuring that an effective system of
clinical governance is embedded within
the Trust, that it is under constant review
and improvement and that the Trust
meets as a minimum all CQC Fundamental
Standards.
The main objective is to review all
significant quality risks and report to the
Board by exception any failure to mitigate
quality risks
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Trust Executive Group
Chair – Chief Executive

Purpose

To make appropriate



recommendations to the
Trust Board on strategic
issues.
This is achieved by providing
a forum in which Executives
and senior clinicians
consider together those
issues essential for providing
strategic leadership to the
Trust and to deliver
operational performance.

Executive Performance and Corporate
Risk Group
Chair – Chief Executive
Purpose





To lead on and monitor the
mechanisms of corporate
performance reporting to the
Board and other audiences;
To monitor the Trust’s corporate
performance and to improve the
corporate (i.e. non-clinical) risk
practice, culture and exposure of the
Trust, including those risks relating to
its corporate support and technical
resources (finance; quality; strategic
planning; PMO; HR & OD; Estates &
Facilities; informatics).

Board review

Frequency

Attendees

Responsibilities

Monthly

Chair
Chief Executive
Executive & Non-Exec Directors
Trust Board Secretary






Monthly

Exec
Performance

Exec Quality
Chief Executive

Chief Executive

Medical Director

Director of
Finance

Director of Nursing
& Quality

Director of
Human
Resources

Director of HR

Director of
Organisational
Development,
Participation and
Corporate Affairs

Director of Strategy
and Business
Development

Executive
review

Director of
Strategy and
Business
Development
Director of
Nursing and
Quality
Medical Director
Locality Directors
Trust Secretary

Director of Finance

Locality Directors
Director of
Organisational
Development,
Participation and
Corporate Affairs
Trust Secretary
Associate Director
Nursing & Quality
(Patient Experience)
Head of Regulation
& Compliance
Head of Patient
Safety
Head of Clinical
Effectiveness
Clinical Risk
Manager

Locality
review

Adult and Children
Safeguarding Lead
(s)

Team / ward
review
Monthly

Monthly







Locality Director
Performance Business Partner
Finance Business Partner
HR Business Partner
Locality / Specialist service
Managers





Locality or Service Manager, Ward
or Team manager
All service, team or ward staff




Better
Every
Day

Establishing Trust culture
Making strategic choices
Allocate resources via budget
Monitoring performance and holding the
Executives to account for delivery of the strategy and
the annual plan via the performance
management framework

Acquiring assurances from internal and external
sources that systems of control are designed
well and operating effectively via assurance
committees
Exec Performance
Exec Quality
 Monitor & forecast
 Monitors
Trusts corporate
performance against
performance (Monitor,
CQC Fundamental
NHSE, HSCIC, DH,
standards
contractual) including
 Monitors
annual plan and five year
performance against
strategy
indicators included
 Monitor and ensure
within the Trusts
effective integrated
Patient Safety, Clinical
reporting to the Board
Effectiveness,
Patient & Carer
 Monitor Trusts corporate
Experience
risk (non-clinical) profile,
programmes
ensuring corporate
departments apply
 Monitor compliance
appropriate risk
across the Trust with
treatment
national healthcare
guidance, including
 Oversee the practice of
NICE, MHRA
corporate (non-clinical)
 Review external
risk management across
the Trust, the population
reports (e.g. CQC,
and use of the risk
Ofsted) and ensure
register in relation to
action plans are
corporate risks, the risk
devised and
treatment of any
performance
corporate risk scoring
managed
10+
 Oversees the
 Review adequacy and
practice of clinical risk
effectiveness of the
management across
Trusts performance
the Trust/population
reporting infrastructure
and use of the risk
register; the risk
 Review and approve the
treatment of clinical
Risk Management Policy
risk scored 10+
and Health & Safety
policy
 Monitor mandatory
training performance
 To ensure all corporate
risk is adequately
 Data Quality
identified and managed
assurance
so as to provide the CE
with confidence in
signing the Annual
Governance Statement





Monitors & forecasts directorate/service
performance against corporate metrics /
contractual targets
Agrees action plans and monitors actions plans for
breaches & exceptions for reporting at Executive
Performance & Corporate Risk Group
Monitors & forecasts team/ward performance against
corporate metrics & quality standards
including data quality compliance
Undertakes actions as per action plans to improve/
remedy performance

Council of Governors Policy for Engagement with the Board of Directors
Part 1 Board Meeting 29 July 2015

Author

Keith Eales, Trust Secretary

Sponsoring Board
Member

Ann Abraham, Chair

Purpose of Report

The Monitor Code of Governance suggests that the Council of
Governors should have a policy for engagement with the
Board. This sets out how Governors may engage with the
Board when they have concerns about the Board’s
performance, the Trust’s compliance with its licence or the
wellbeing of the Trust.
The Trust does not have a policy at present and has, therefore,
to include a statement in the Annual Report and Accounts for
the Trust explaining the departure from the Code of
Governance.
The attached policy has been developed to comply with the
Code of Governance. It is due to be considered by the Council
of Governors on 22 July 2015.

Recommendation

To review the Council Policy for Engagement

Engagement and
Involvement

-

Previous
Council of Governors 20 and 22 July 2015
Board/Committee Dates
Monitoring and Assurance Summary
This report links to the
Strategic Goals

To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
Any action required?

I confirm that I have considered each of
the implications of this report, on each Yes
of the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Yes
Detail in report











No
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1.

Introduction

1.1

The Code of Governance suggests that each Foundation Trust should have a Policy
for Engagement between the Trust Board and the Council of Governors, which
clearly sets out how Governors may engage with the Board when they have concerns
about the Board’s performance, the Trust’s compliance with its Licence or the
wellbeing of the Trust.

1.2

This Policy for Engagement meets this requirement, explains the respective roles and
responsibilities of the Board and the Council of Governors, and describes the
information flow between the two bodies which aims to build an open and
constructive working relationship.

2.

Purpose

2.1

This policy:
•

outlines the mechanisms by which Governors and Directors will interact and
communicate with each other

•

describes the methods by which Governors may engage with the Board when
they have concerns about the performance of the Board of Directors, compliance
with the Trust’s Licence or the wellbeing of the Trust

•

provides details of the escalation process outside of the Trust to the Panel
established to support Governors of Foundation Trusts to whom they may refer a
matter.

3.

Holding to Account

3.1

It is the duty of the Council of Governors to hold the Non-Executive Directors
individually and collectively to account for the performance of the Board of Directors.
As part of this, Governors should be satisfied that Non-Executive Directors provide
appropriate challenge and bring to bear their specific skills within the decision-making
function of the Board.

3.2

Governors should keep in mind that the Board of Directors manages the Trust and
continues to bear ultimate responsibility for the Trust’s strategic planning and
performance.

3.3

Governors will hold the Chair and other Non-Executive Directors to account through
exercising a number of statutory duties and through processes and systems
established to support the work of the Council:
Statutory Duties
•

appointing and removing the Chair and other Non-Executive Directors;

•

receiving the Annual Report and Accounts and the Quality Report, and using
these as the basis for their questioning of Non-Executive Directors;

•

Directors must take account of Governors’ views when setting the forward plan
for the Trust, giving Governors the opportunity to feed in the views of members
and the public and to question the Non-Executive Directors if these views do not
appear to be reflected in the strategy;
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•

approving any proposal by the Board of Directors to increase non-NHS income
by 5% a year or more. Governors will need to be satisfied with the reasons
behind any such proposals;

•

approving amendments to the Trust's constitution, 'significant transactions' and
mergers, acquisitions, separation or dissolution. Governors will need to be
satisfied with the reasons behind any proposals;

•

requiring one or more Directors to attend a Governors’ meeting for the purpose
of obtaining information about the performance of the Trust or a Director.

Trust Processes and Systems
•

receiving the agenda and minutes of Board meetings;

•

being invited to pose questions to the Board, answers to which are recorded in
Board minutes;

•

attending Part 2 Board meetings;

•

receiving reports from the Chair and Chief Executive at each meeting;

•

receiving Trust internal communications briefings;

•

contributing to and receiving performance appraisal information for the Chair and
other Non-Executive Directors;

•

the attendance of the Chief Executive, other Executives and Non-Executive
Directors at Council of Governors meetings and using these opportunities to ask
them questions;

•

holding constituency time discussions to identify matters of mutual concern on
which to question Board Directors;

•

receiving information on internal consultations, developments and media
releases;

•

the holding of annual development workshops to ensure that Governors are
equipped with the skills and knowledge they require.

4.

Raising Concerns

4.1

Governors, either individually or collectively, may raise concerns.

4.2

A concern, in the meaning of this policy, must be directly related to:

4.3

•

the performance of the Board of Directors

•

compliance with the Trust’s Licence

•

other matters relating to the overall wellbeing of the Foundation Trust.

The policy is not to be invoked for minor issues raised by individual Governors. The
Board of Directors is responsible for running the Trust. Governors should not use the
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powers of the Council, or the provisions of this policy, to impede the Board in fulfilling
its duty.
4.4

Concerns raised must be supported by evidence. The evidence must satisfy the
following criteria:
•

any written statement must be from an identifiable person or persons who must
sign the statement and indicate that they are willing to be interviewed about its
contents;

•

other documentation must originate from a bona fide organisation and the source
must be clearly identifiable.

4.5

The Governor(s) should raise any concerns with the Trust Secretary in the first
instance to see if the matter can be resolved informally.

4.6

If the matter is not resolved, the Governor(s) in question should raise the concern
with the Chair and make a request for the matter to be investigated.

4.7

The Chair will investigate the concerns by whatever means she/he considers
appropriate and, as soon as practicable after the conclusion of the investigation, will
meet with the Governor(s) to discuss the findings. This meeting has three possible
outcomes:
(a)

the Governor(s) are satisfied that their concerns were unjustified and withdraw
them. In this case no further action is required

(b)

the Governor(s) are satisfied that their concerns have been resolved during the
course of the investigation. The Chair will report on the concerns and the action
taken to the Council of Governors. There are two possible outcomes:

(c)

•

If the Council agrees that the matter has been resolved, no further action
is required.

•

Should a majority of the Council disagree, the matter will be considered
for referral in accordance with the escalation process set out below.

the matter is not resolved to the satisfaction of the Governor(s). The Chair will
call a closed extraordinary meeting of the Council of Governors as soon as
possible in accordance with the terms of the Trust Constitution to consider the
matter further. There are two possible outcomes:
•

That meeting may choose either to take no further action or,

•

If a majority of the Governors present agree, to invoke the escalation
process set out below.

5.

Escalating Concerns

5.1

The Council may vote to refer a question for legal review or make a formal
notification to the Panel for Advising Governors of Foundation Trusts.

5.2

A Governor may only refer a question to the Panel if more than half of the members
of the Council of Governors voting approve the referral. The Council of Governors
should only consider referring a question to the Panel in exceptional circumstances,
where there is uncertainty within the Council about whether the Trust may have
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failed, or is failing, to act in accordance with the Trust’s Constitution or with Chapter 5
of the 2006 Act, and this uncertainty cannot be resolved through repeated
discussions with the Chair or another Non-Executive Director.
5.3

The Panel will decide whether to carry out an investigation on a question referred to
it. If an investigation is carried out, the Panel will publish a report on the conclusion.
The Trust will not necessarily be required to adhere to the Panel’s decision.

6.

Roles and Responsibilities under this Policy
Chair

6.1

The Chair:
• acts as the principal link between the Council of Governors and the Board of
Directors. She/he will have the main role in dealing with any issues raised by
Governors, and will involve the Chief Executive and any other Directors as
necessary;
• ensures that the Board of Directors and Council of Governors work together
effectively and enjoy constructive working relationships (including the resolution of
any disagreements);
• ensures good information from and between the Board of Directors, Committees,
Council of Governors and members and between the Senior Management, NonExecutive Directors and Governors;
• ensures that the Council of Governors and Board of Directors receive accurate,
timely and clear information that is appropriate for their respective duties;
• constructs the agendas for both the Board of Directors and Council of Governors
(with the input of others as appropriate).
Chief Executive

6.2

The Chief Executive:
• facilitates and supports the Chair in securing effective joint working and
relationships between the Board of Directors and Council of Governors;
• with the Chair, ensures that the Council of Governors and Board of Directors
receive accurate, timely and clear information that is appropriate for their
respective duties;
• with the Chair, constructs the agenda for the Board of Directors.
Senior Independent Director

6.3

The Senior Independent Director (SID) acts as an alternative source of advice to
Governors. The SID will be available to Governors to deal with concerns which would
be inappropriate to take to the Chair, or where engagement with the Chair has not
resolved the matter.
Directors

6.4

Directors will support the flow of formal and informal communication with Governors
and participate in meetings as required.
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Lead Governor
6.5

The Lead Governor will be available to provide informal advice to any Governor who
may seek it in advance of a concern being raised with the Trust Secretary.
The Lead Governor may communicate directly with Monitor in the event that the
Foundation Trust is at risk of breaching its licence.
Governors

6.6

Governors should raise any concerns in respect of matters covered by this policy and
assure themselves that such issues have been resolved. In addition, the Council of
Governors as a body has a duty to inform Monitor if the Trust is at risk of breaching
the terms of its Licence.
Trust Secretary

6.7

The Trust Secretary will be the first point of contact for any Governor or group of
Governors who wish to raise a concern covered by this policy. The Trust Secretary
will, where possible, seek to resolve matters informally and advise as to whether it is
appropriate for a concern to be taken to the Chair.

7.

Review

7.1

This policy will be reviewed every three years.

July 2015
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Monitor Quarter 1 Return Report
Part 1 Board Meeting 29th July 2015

Author

Associate Director of Finance and Director of Nursing & Quality

Sponsoring Board
Member

Director of Finance

Purpose of Report

The Trust’s Quarter 1 submission and associated declarations
are due to be submitted to Monitor on Friday 31st July.
The proposed Q1 narrative includes exception reporting in
respect of financial elements, compliance, Governors, Board
changes and any other items which Monitor should be advised
of.
Also included are:
• Appendix A – Summary Financials
• Appendix B – Targets and Indicators
• Appendix C – Governance Statements

Recommendation

Governance Statements (Appendix C)
The Board is required to submit an in Year Governance
declaration which requires a response of ‘confirm’ or ‘not
confirm’ to the following statements. The recommended
responses are:
For Finance that:
The Board anticipates that the Trust will continue to
maintain a continuity of service risk rating of at least 3 over
the next 12 months - Confirmed
For Governance, that:
The Board is satisfied that plans in place are sufficient to
ensure: ongoing compliance with all existing targets (after
the application of thresholds) as set out in Appendix A of
the Risk Assessment Framework; and a commitment to
comply with all known targets going forwards – Confirmed
Otherwise:
The Board confirms that there are no matters arising in the
quarter requiring an exception report to Monitor (per the
Risk Assessment Framework Diagram 6) which have not
already been reported – Confirmed
•

The Board is asked to consider and agree the proposed
Quarter 1 submission.

1

Engagement and
Involvement

The Contents of the report are collated from a number of
sources including the Finance Directorate, the Nursing and
Quality Directorate and the Corporate Directorate.

Previous
Executive Performance & Corporate Risk Group 21st July
Board/Committee Dates 2015
Monitoring and Assurance Summary
This report links to
the Strategic Goals






To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working with
Patients, Communities and organisations;
To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
To raise awareness within the Trust and externally of the impact
that our work has on people and our environment, and take
steps to reduce any negative effects.

I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Any action required?
Yes

Yes
Detail in report










No
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Dorset HealthCare University NHS Foundation Trust
Monitor Financial Monitoring Narrative
Quarter 1 2015/16
1.0

Income & Expenditure (I&E) Position

1.1

The Quarter 1 Income & Expenditure position is £140k deficit which is a variance of
£2,535k from our Q1 planned surplus of £2,394k.

1.2

‘NHS Clinical Income’ is just ahead of plan for the quarter by £44k. The main
variations are:
• £50k Eating Disorders contract value increase
• £28k income ahead of plan related to the Pain Service (Cost & Volume)
• (£194k) income behind plan regarding Flaghead inpatient Detox Service where the
unit has closed after becoming financially unsustainable following a change in
commissioning arrangements

1.3

‘Non NHS Clinical Income’ is ahead of plan for the quarter by £234k. The most
significant contributors to the variance are additional income from local authorities
(£119k) and nursing recharge income (£39k) ahead of plan.

1.4

‘Employee Expenses’ are higher than plan for Quarter 1 by £858k, most significantly
for the following reasons:
•
•
•

1.5

(£1,992k) agency costs above that planned, offset by:
£1,385k general operational pay underspends being driven by vacancies
(£251k) continued use of Canford ward, temporarily opened to address winter
pressures – this cost will be offset by additional income to be received from
commissioners

‘Clinical Supplies and Services Expense’ are higher than plan for Quarter 1 by £364k
most significantly for the following reasons:
• £164k medical and surgical expenditure higher than plan, these costs are
expected to come back in line with plan as we move through the year.
• £73k wheelchair expenditure higher than plan
• £56k patient appliances and hearing aids higher than plan

1.6

‘Other Operating Expenses within EBITDA’ are higher than plan at Quarter 1 by
£1,563k most significantly for the following reasons:
•
•
•

£369k of costs associated with placing Mental Health patients out of the area
£294k investments expenditure ahead of planned profile
£271k travel costs ahead of planned profile, expected to come back in line with
plan as we move through the year
• £182k telephone costs ahead of planned profile, expected to come back in line
with plan as we move through the year
• £153k costs of providing the Pain Service via subcontractor ahead of plan. As this
is a cost & volume service, additional income for this service will be received
• £88k continued use of Canford ward temporarily opened to address winter
pressures – this cost will be offset by additional income from commissioners
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1.7

CIP of £1,911k has been achieved in Quarter 1, which is ahead of planned profile. At
this early stage in the year the CIP is forecast to underachieve by £840k, however
supplementary schemes and mitigating actions are being investigated.

2.0

Statement of Financial Position (Balance Sheet)

2.1

The forecast cash balance was £30.1m for the end of June. The actual cash balance
was £28.1m – £2.0m below plan. The main reasons are set out below.
£’m
Forecast cash

30.1

The expected surplus is £2.5m below plan

(2.5)

NHS trade receivables are £1.4m above plan most significantly (1.4)
in respect of main contracts, leading to higher debtors. Cash
flow will catch up with the contract values during Q2.
Accrued income is £0.8m above plan

(0.8)

Other debtors are £0.6m above plan.

(0.6)

Creditors and accruals are above plan by £3.3m.

3.3

30 June 2015 actual cash

28.1

2.2

[For Monitor Information Only] - The Statement of Cash Flow includes adjustments in
column J to amend the figures to agree to the audited year end figures. These were
not audit adjustments but were adjustments that should have been reflected in the
Annual Plan submission. There is no impact upon the total cash value.

3.0

Monitor Governance Compliance

3.1

This section of the report will address reports and outcomes for the period April – June
2015 (Q1) in five areas namely CQC compliance, including unannounced CQC Mental
Health Act Inspections; Independent Inquiries; Coroner’s Regulation 28 Reports;
Internal Audit Reports and reporting against Monitor targets.
Care Quality Commission Enforcement Action

3.2

As reported in Q4 the Trust now has no enforcement actions outstanding.
Care Quality Commission Compliance Inspections

3.3

During Quarter 1 the Trust had no CQC Compliance Inspections, due to an announced
Comprehensive Inspection taking place week commencing 22 June 2015.

3.4

Initial feedback from the Inspection Team delivered to the Trust on Friday 26 June was
complementary about the acute mental health wards.
The Inspectors also
commended the Trust for the good management of the inspection week.
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3.5

The Trust has implemented the action plans for the four sites previously inspected but
have not been re-inspected by CQC. The Trust continues to quality assure that the
outcomes are being met. The services with live action plans are;
•
•
•
•

Linden Unit
Westhaven Hospital
St Leonards Hospital
Weymouth Community Hospital

3.6

Across our inpatient units, staffing remains a constant priority and the Trust is
continuing to actively recruit staff to unfilled vacancies. This is a high priority area as
we are still experiencing shortfalls in our establishment and using bank and agency
staff to ensure our wards are safe.

3.7

The Targets and Indicators sheet within the Financial Template has been completed
as follows based on the items listed in the Rationale column.
INDICATOR
Risk of, or actual, failure to
deliver mandatory services
CQC Compliance action
outstanding (as at time of
submission)

CQC enforcement action within
last 12 months (as at time of
submission)
CQC enforcement action
(including notices) currently in
effect (as at time of
submission)
Moderate CQC concerns or
impacts regarding safety of
healthcare provision (as at
time of submission)

RESPONSE
RATIONALE
No
No change in risk factors
Yes

The Trust has implemented action plans
following CQC visits to the following sites
• St Leonards Hospital
• Westhaven Hospital
• Linden Unit
• Weymouth Community Hospital

No

No

Yes

The following locations had previous
moderate concerns and the CQC has
not revisited these sites:
St Leonards Hospital
- Outcome 13: staffing
- Outcome 16: Assessing and
monitoring the quality of service
provision
- Outcome 21: Records
Westhaven Hospital
- Outcome 13: staffing

Major CQC Concerns or
impacts regarding the safety of
healthcare provision (as at

No

There are currently no outstanding major
impact findings.
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INDICATOR
time of submission)
Trust unable to declare
ongoing compliance with
minimum standards of CQC
registration

RESPONSE

RATIONALE

Yes

There are four ‘live’ action plans to
address compliance across four units as
reported above.

CQC Mental Health Act Inspections
3.8

Reports have been received in Quarter 4 for two CQC Mental Health Act Inspections
undertaken during Quarter 3.
Herm Ward (Older People’s Mental Health)

3.9

The inspection visit took place on 2 March 2015. The final report was published on
17 April 2015. The report found that more evidence of patients being involved in their
care plans was needed. Discharge plans were in place but needed more evidence of
carer’s involvement. Admission of patients appeared well managed and all required
documentation was present on the files scrutinised. All section papers were present,
available and correct on the files scrutinised.

3.10

It was recorded that rights under section 132 were read to patients but quite often
patients lacked the capacity to understand their rights. Further attempts were made
when patients lacked capacity.

3.11

A further action identified that the Trust was actively promoting the principle of least
restriction as people were being discharged from detention under the Mental Health
Act and being made the subject of a DoLS authorisation. However, the Inspectors
noted that there was a considerable delay between the requests for an authorisation
being submitted and the request being considered and actioned. They appreciated that
the responsibility for this rests with the relevant local authority and the Trust is working
with them to improve this.
Linden Unit (Mental health Treatment Ward)

3.12

The inspection visit took place on 17 March 2015 to the Linden Unit. The final report
was published on 29 April 2015. This was an unannounced visit to Linden unit which
was last visited in December 2013. The Inspectors noted that since the last visit there
have been significant changes. A new manager has been in place since September
2014 and has made a number of changes which have had a positive impact.

3.13

The report stated that for one patient the responsible clinician had failed to inform a
patient about the outcome of a SOAD visit. The Inspector did see examples of
patients who had been told of the outcome of the SOAD visit.

3.14

The report also noted that Patients had been given their 132 rights appropriately, plans
are in hand to improve services for carers and a new initiative led by a mental health
support worker was underway, there is a weekly carer’s drop in session, run by the
ward manager or clinical leaders. Links are being established with the local carers
group.
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3.15

Reports and action plans as a result of MHA visits are reviewed by the Mental Health
Act Assurance Committee, which also oversees the implementation of the actions to
achieve the standards and assures that there is robust evidence in place that supports
the improvement.
Independent Inquiries

3.16 As previously reported, an independent inquiry was commissioned regarding the
homicide of a service user on 27th July 2012. Informal, verbal feedback from HASCAS
reported initial findings that no causal factor was identified. The event was not
considered to have been preventable or predictable in that such a violent outcome
would have occurred, although it could have been predicted that something may
happen due to the ongoing difficulties of the individuals involved.
3.17

The Trust received the draft report from HASCAS during the quarter and has fed back
on factual accuracy. Lessons for learning and recommendations will be set at a
workshop facilitated by HASCAS on 12th August 2015. Dorset CCG and Bournemouth
Local Authority have been invited to attend.

3.18

An independent inquiry report was published in 2014, which related to a homicide in
2010. To demonstrate sustained changed in practice, two actions from the Trust’s
action plan require a further round in the clinical audit cycle. All other actions have
been completed. A proposed external assessment by HASCAS, on implementation of
the recommendations of this report, has not commenced and the Trust is awaiting
further confirmation.
Coroner’s Regulation 28 Reports

3.19

One Coroner’s Regulation 28 report has been received this quarter (April 2015). The
concerns related to the physical health monitoring of a patient within HMP Dartmoor
who died in January 2014.The report included three recommendations, two of which
related to Dorset HealthCare and one for the Governor of the prison. The Trust
responded to the coroner within the required timescale on the actions taken by the
Trust to address the issues identified.
Internal Audit Reports and Progress

3.20

In Quarter 1 the Trust has received no internal reports with findings of limited
assurance.
Monitor Targets

3.21

The significant challenges previously notified to Monitor about issues with the Mental
Health Delayed Transfers Indicator have significantly improved. As a result the Trust
has exceeded its planned trajectory of achieving <7.5% by the end of Quarter 2.

3.22

The Trust has continued to work closely with Local Authority Partners and the Dorset
CCG to stimulate the market and as a result improvements in performance are coming
to fruition. The monthly performance for April 2015 was 5.01%, May 5.55% and June
5.23% resulting in the Trust achieving 5.27% for Quarter 1.

3.23

The Trust Board focus on this issue continues with weekly reporting to the CEO to
ensure performance continues to improve and is sustainable throughout 2015/16.
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3.24

As reported previously, this continues to be dependent upon the planned increase in
nursing home capacity and no further nursing home closures.
External Governance Review

3.25

The Trust has commissioned an external governance review against the Well-Led
Framework. The review, to be undertaken by PM Governance, is due to commence at
the end of July.

4.0

Trust Membership

4.1

As at the end of the Quarter 1 2015/16 the total membership stands at 10,966.
Staff
Public
Total Members

4534
6432
10,966

4.2

The new membership material produced by the Council of Governors is being
distributed as part of an initiative to increase the number of public members.

4.3

The revised Trust Membership Strategy is due to be submitted to the Council of
Governors in September.

5.0

Governors and Board Changes
Board

5.1

Gill Fozard stood down as a Non-Executive Director at the end of May 2015. John
Hughes has been appointed by the Council of Governors as her replacement with
effect from 1 July 2015.

5.2

Dr Laurence Mynors-Wallis stood down as Medical Director on 30 June 2015. Dr Nick
Kosky was appointed, following a recruitment process, as Medical Director with effect
from 1 July 2015.

5.3

The Board membership at the end of Quarter 1 was:
Non – Executive Directors
Ann Abraham – Chair
Lynne Hunt – Deputy Chair
David Brook – NED
Vacant – NED (John Hughes with effect from 1 July 2015)
John McBride – NED
Sarah Murray – NED
Peter Rawlinson - NED
Nick Yeo – NED
Executive Directors
Ron Shields – Chief Executive
Jackie Chai – Director of Finance
Colin Hague – Director of Human Resources
Fiona Haughey – Director of Nursing and Quality
Dr Laurence Mynors-Wallis – Medical Director (Dr. Nick Kosky from 1 July 2015)
Associate Directors
Linda Boland – Director Poole / East Dorset Locality
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Steve Hubbard – Director of Strategy and Business Development
Sally O’Donnell – Director Dorset Locality
Nicola Plumb – Director for Organisational Development, Participation and
Corporate Affairs
Eugine Yafele – Director Bournemouth / Christchurch Locality
Governors
5.4

Governor changes during Quarter 1 were:
Name
Paul Thackray

Lance Williams

Event
Resigned as Public
Governor, Dorset (and
RoEW)
Resigned as Public
Governor, Bournemouth

Effective Date
4 May 2015

30 June 2015

5.5

Elections are underway to fill the four Public Governor vacancies on the Council.
There has been a further resignation in Quarter 2 (Julie Brettingham), an election for
that position will be held alongside the previous four vacancies.

5.6

Chris Balfe, Lead Governor can be contacted through the Trust Chair Personal
Assistant, Jacqueline.stratford@dhuft.nhs.uk

5.7

The composite list of Governors at the end of Quarter 1 is as follows:
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Staff Governor
Staff Governor
Staff Governor
Staff Governor
Staff Governor

Poole Constituency
Poole Constituency
Poole Constituency
Bournemouth Constituency
Bournemouth Constituency
Bournemouth Constituency
Dorset/Rest of England &
Wales Constituency
Dorset/Rest of England &
Wales Constituency
Dorset/Rest of England &
Wales Constituency
Dorset/Rest of England &
Wales Constituency
Dorset/Rest of England &
Wales Constituency
Dorset/Rest of England &
Wales Constituency
Dorset/Rest of England &
Wales Constituency
Dorset/Rest of England &
Wales Constituency

Sue Evans-Thomas
Patricia Scott
Anna Webb
Julie Brettingham
John Bruce
Vacancy
Chris Balfe (Lead
Governor)
Scottie Gregory
Jan Owens
Guy Patterson
Angela Reed
Vacancy
Vacancy
Vacancy
Angela Bartlett
Steve Clark
Pat Cooper
Peter Kelsall
Teresa North
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Local Government
Local Government
Partnership Governor
Partnership Governor
Partnership Governor
Partnership Governor
Partnership Governor

Bournemouth, Poole &
District Councils
Dorset County Council
Bournemouth University
Dorset Police and The
Prison Service
NHS Dorset Clinical
Commissioning Group
Third sector organisations
Service user, voluntary and
carer groups

Bill Batty Smith
Michael Bevan
Karen Parker
Simon Thorneycroft
Colin Davidson
Vacancy
Becky Aldridge
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Appendix A
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Summary of Financial Statements for Dorset Healthcare University NHS Foundation Trust
Plan
Quarter ending
30-Jun-15

Actual
Quarter ending
30-Jun-15

Variance
Quarter ending
30-Jun-15

YTD Plan

YTD Actual

YTD Variance

FY Plan

(+ve)
(+ve)
(+ve)

58.593
0.941
2.373
61.907

58.636
1.176
2.281
62.093

0.044
0.234
(0.092)
0.186

58.593
0.941
2.373
61.907

58.636
1.176
2.281
62.093

0.044
0.234
(0.092)
0.186

234.371
3.706
8.200
246.277

(-ve)
(-ve)
(-ve)

(44.338)
(12.100)
(56.438)

(45.196)
(14.094)
(59.289)

(0.858)
(1.994)
(2.851)

(44.338)
(12.100)
(56.438)

(45.196)
(14.094)
(59.289)

(0.858)
(1.994)
(2.851)

(180.719)
(55.269)
(235.989)

5.468
8.83%

2.803
4.51%

(2.665)
(4.32%)

5.468
8.83%

2.803
4.51%

(2.665)
(4.32%)

10.288
4.18%

(+ve)

-

0.000

0.000

-

0.000

0.000

-

£m
£m
£m
£m

(-ve)
(+/-ve)
(-ve)

(1.923)
(1.923)

(1.846)
(1.846)

0.077
0.077

(1.923)
(1.923)

(1.846)
(1.846)

0.077
0.077

(7.692)
(0.615)
(8.307)

Non-operating income
Finance income
Gain / (Losses) on asset disposals
Gain / (Losses) on transfers by absorption
Other non - operating income
Total

£m
£m
£m
£m
£m

(+ve)
(+/-ve)
(+/-ve)
(+ve)

0.016
0.016

0.033
0.039
0.072

0.016
0.039
0.056

0.016
0.016

0.033
0.039
0.072

0.016
0.039
0.056

0.066
0.463
0.529

Non-operating expenses
Interest expense (non-PFI / LIFT)
Interest expense (PFI / LIFT)
PDC expense
Other finance costs
Non-operating PFI costs (e.g. contingent rent)
Other non-operating expenses (including tax)
Total

£m
£m
£m
£m
£m
£m
£m

(-ve)
(-ve)
(-ve)
(-ve)
(-ve)
(-ve)

(0.001)
(1.165)
(0.001)
(1.168)

(0.000)
(1.165)
(0.005)
(1.170)

0.001
0.000
(0.003)
(0.002)

(0.001)
(1.165)
(0.001)
(1.168)

(0.000)
(1.165)
(0.005)
(1.170)

0.001
0.000
(0.003)
(0.002)

(0.005)
(4.660)
(0.006)
(4.671)

Surplus / (Deficit) after tax

£m

2.394

(0.140)

0.000

2.394

(0.140)

(2.535)

(2.160)

Profit/(loss) from discontinued Operations, Net of Tax

£m

-

-

-

-

-

-

-

Surplus / (Deficit) after tax from Continuing Operations

£m

2.394

(0.140)

(2.535)

2.394

(0.140)

(2.535)

(2.160)

units

sense

Operating income (inc in EBITDA)
NHS Clinical income
Non-NHS Clinical income
Non-Clinical income
Total

£m
£m
£m
£m

Operating expenses (inc in EBITDA)
Employee expense
Non-Pay expense
PFI / LIFT expense
Total

£m
£m
£m
£m

EBITDA
EBITDA Margin %

£m
%

Operating income (exc from EBITDA)
Donations and Grants for PPE and intangible assets

£m

Operating expenses (exc from EBITDA)
Depreciation & Amortisation
Impairment (Losses) / Reversals
Restructuring costs
Total

Summary Income and Expenditure Account

(+/-ve)

Summary Statement of Financial Position
Non-current Assets
Intangible assets
Property, Plant & Equipment
On-balance sheet PFI
Other
Total

£m
£m
£m
£m
£m

(+ve)
(+ve)
(+ve)
(+ve)

0.099
151.270
151.369

0.097
151.142
151.239

(0.002)
(0.128)
(0.130)

0.099
151.270
151.369

0.097
151.142
151.239

(0.002)
(0.128)
(0.130)

0.072
153.824
153.896

Current Assets
Cash and cash equivalents
Other current assets
Total

£m
£m
£m

(+ve)
(+ve)

30.064
12.191
42.255

28.105
14.977
43.082

(1.959)
2.786
0.827

30.064
12.191
42.255

28.105
14.977
43.082

(1.959)
2.786
0.827

27.070
8.404
35.474

Current Liabilities
Overdrafts and drawdowns in committed facilities
PFI / LIFT leases
Other borrowings
Other current liabilities
Total

£m
£m
£m
£m
£m

(-ve)
(-ve)
(-ve)
(-ve)

(0.007)
(18.167)
(18.174)

(0.008)
(21.366)
(21.374)

(0.001)
(3.199)
(3.200)

(0.007)
(18.167)
(18.174)

(0.008)
(21.366)
(21.374)

(0.001)
(3.199)
(3.200)

(0.001)
(18.490)
(18.491)

Non-current Liabilities
PFI / LIFT leases
Other borrowings
Other non-current liabilities
Total

£m
£m
£m
£m

(-ve)
(-ve)
(-ve)

(2.489)
(2.489)

(0.001)
(2.519)
(2.520)

(0.001)
(0.030)
(0.031)

(2.489)
(2.489)

(0.001)
(2.519)
(2.520)

(0.001)
(0.030)
(0.031)

(2.472)
(2.472)

Reserves

£m

(+ve)

172.961

170.427

(2.535)

172.961

170.427

(2.535)

168.407

Continuity of Services Risk Rating
Capital Service Cover
Capital Service Cover rating

Score

4

3

4

3

3

Liquidity
Liquidity rating

Score

4

4

4

4

4

2* Override
Continuity of Service Risk Rating

Text
Score

4

4

4

4

4
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APPENDIX B
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Declaration of risks against healthcare targets and indicators for 201516 by Dorset Healthcare University NHS Foundation Trust
Annual Plan

Targets and indicators as set out in the Risk Assessment Framework (RAF) - definitions per RAF Appendix A
NOTE: If a particular indicator does not apply to your FT then please enter "Not relevant" for those lines.

Key:

Threshold or
target YTD

Scoring Per Risk
Assessment
Framework

Risk declared

Quarter 1

Scoring Per Risk
Assessment
Framework

Performance

Declaration

Comments / explanations

Scoring Per
Risk
Assessment
Framework

must complete
may need to complate

Target or Indicator (per Risk Assessment Framework)
Referral to treatment time, 18 weeks in aggregate, admitted patients

i

90%

N/A

No

94.8%

Achieved

N/A

Referral to treatment time, 18 weeks in aggregate, non-admitted patients

i

95%

N/A

No

99.6%

Achieved

N/A

Referral to treatment time, 18 weeks in aggregate, incomplete pathways

i

92%

1.0

No

98.5%

Achieved

0

A&E Clinical Quality - Total Time in A&E under 4 hours

i

95%

1.0

No

100.0%

Achieved

0

Cancer 62 Day Waits for first treatment (from urgent GP referral) - post local breach re-allocation

i

85%

1.0

N/A

0.0%

Not relevant

Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral) - post local breach re-allocation

i

90%

1.0

N/A

0.0%

Not relevant

Cancer 62 Day Waits for first treatment (from urgent GP referral) - pre local breach re-allocation

i

0.0%

Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral) - pre local breach re-allocation

i

0.0%

Cancer 31 day wait for second or subsequent treatment - surgery

i

94%

1.0

N/A

0.0%

Not relevant

Cancer 31 day wait for second or subsequent treatment - drug treatments

i

98%

1.0

N/A

0.0%

Not relevant

Cancer 31 day wait for second or subsequent treatment - radiotherapy

i

94%

1.0

N/A

Cancer 31 day wait from diagnosis to first treatment

i

96%

1.0

N/A

Cancer 2 week (all cancers)

i

93%

1.0

N/A

Cancer 2 week (breast symptoms)

i

93%

1.0

N/A

Care Programme Approach (CPA) follow up within 7 days of discharge

i

95%

1.0

No

Care Programme Approach (CPA) formal review within 12 months

i

95%

1.0

No

95.7%

Achieved

Admissions had access to crisis resolution / home treatment teams

i

95%

1.0

No

0

96.9%

Achieved

Meeting commitment to serve new psychosis cases by early intervention teams OLD measure - use until Q1 2016/17

i

95%

1.0

No

0

100.0%

Achieved

Ambulance Category A 8 Minute Response Time - Red 1 Calls

i

75%

1.0

N/A

0

0.0%

Not relevant

Ambulance Category A 8 Minute Response Time - Red 2 Calls

i

75%

1.0

N/A

0

0.0%

Not relevant

95%

1.0

N/A

0

0.0%

Not relevant

1.0

No

0

0

Achieved

Ambulance Category A 19 Minute Transportation Time

i

C.Diff due to lapses in care (YTD)

i

Total C.Diff YTD (including: cases deemed not to be due to lapse in care and cases under review)

i

C.Diff cases under review

i

Minimising MH delayed transfers of care

i

<=7.5%

Meeting commitment to serve new psychosis cases by early intervention teams NEW measure (from Q3 2015/16)

i

Improving Access to Psychological Therapies - Patients referred within 6 weeks NEW measure (from Q4 2015/16)
Improving Access to Psychological Therapies - Patients referred within 18 weeks NEW measure (from Q4 2015/16)

0
0

0

0
0

0

0

0.0%

Not relevant

0.0%

Not relevant

0.0%

Not relevant

0.0%

Not relevant

95.8%

Achieved

Achieved

0.0%

Not relevant

i

75%

0.0%

Not relevant

i

95%

0.0%

Not relevant

Data completeness, MH: identifiers

i

97%

1.0

No

0

99.7%

Achieved

Data completeness, MH: outcomes

i

50%

1.0

No

0

54.3%

Achieved

Compliance with requirements regarding access to healthcare for people with a learning disability

i

N/A

1.0

No

0

N/A

Achieved

Community care - referral to treatment information completeness

i

50%

1.0

No

92.0%

Achieved

Community care - referral information completeness

i

50%

1.0

No

94.6%

Achieved

Community care - activity information completeness

i

50%

1.0

No

87.3%

Achieved

1.0

Yes

1

0

Risk of, or actual, failure to deliver Commissioner Requested Services

N/A

No

No

Date of last CQC inspection

N/A

N/A

22/06/2015

CQC compliance action outstanding (as at time of submission)

N/A

Yes

Yes

CQC enforcement action within last 12 months (as at time of submission)

N/A

No

No

N/A

No

No

Yes

Yes

N/A

No

No
N/A

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)

i

N/A

Major CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)

i

Overall rating from CQC inspection (as at time of submission)

i

Report by Exception

N/A

N/A

CQC recommendation to place trust into Special Measures (as at time of submission)

N/A

N/A

No

Trust unable to declare ongoing compliance with minimum standards of CQC registration

N/A

Yes

Yes

Trust has not complied with the high secure services Directorate (High Secure MH trusts only)

N/A

N/A

No

Checks Count:
Checks left to clear:
Service Performance Score

0

i

0

i

0

i
i

0

0

0
0
0
0
0
0
0

4

50%

Results left to complete:

0

5

5.3%

CQC enforcement action (including notices) currently in effect (as at time of submission)

0

0

0
0
0

0

See Q1 Commentary

See Q1 Commentary

See Q1 Commentary

0

OK
1

0
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APPENDIX C
Click to go to index

In Year Governance Statement from the Board of Dorset Healthcare University NHS Foundation Trust
The board are required to respond "Confirmed" or "Not confiirmed" to the following statements (see notes below)

Board Response

For finance, that:
The board anticipates that the trust will continue to maintain a Continuity of Service risk rating of at least 3 over the next 12 months.

Confirmed

For governance, that:
The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all existing targets (after the application of thresholds)
as set out in Appendix A of the Risk Assessment Framework; and a commitment to comply with all known targets going forwards.

Confirmed

Otherwise:
The board confirms that there are no matters arising in the quarter requiring an exception report to Monitor (per the Risk Assessment Framework,
Diagram 6) which have not already been reported.

Confirmed

Consolidated subsidiaries:
Number of subsidiaries included in the finances of this return. This template should not include the results of your NHS charitable funds.

0

Signed on behalf of the board of directors

Signature

Signature

Name

Ron Shields

Name

Capacity

Chief Executive

Capacity Trust Chair

Date

30.7.15

Date

Ann Abraham

30.7.15

Responses still to complete:

0

Notes:
Monitor will accept either 1) electronic signatures pasted into this worksheet or 2) hand written signatures on a paper printout of this declaration posted to Monitor to arrive
by the submission deadline.
In the event than an NHS foundation trust is unable to confirm these statements it should NOT select 'Confirmed’ in the relevant box. It must provide a response (using the
section below) explaining the reasons for the absence of a full certification and the action it proposes to take to address it.
This may include include any significant prospective risks and concerns the foundation trust has in respect of delivering quality services and effective quality governance.
Monitor may adjust the relevant risk rating if there are significant issues arising and this may increase the frequency and intensity of monitoring for the NHS foundation
trust.

The board is unable to make one of more of the confirmations in the section above on this page and accordingly responds:

A

B

C
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Complaints Annual Report 2014-15
Part 1 Board Meeting 29 July 2015
Author
Sponsoring Board Member
Purpose of Report

Katie Childerhouse, Patient Experience and Customer Services
Manager
Fiona Haughey, Director of Nursing and Quality
The Local Authority Social Services and National Health Service
Complaints (England) Regulations 2009 requires the Trust to
produce an Annual Complaints Report for each year which must;
1. Specify the number of complaints received
2. Specify the number of complaints which were well-founded
(upheld)
3. Specify the number of complaints which have been referred
to the Parliamentary Ombudsman
4. Summarise
o the nature of complaints
o any matters of general importance arising from the
complaints or the way the complaints were handled
o any action taken to improve services as a consequence
of complaints.
The attached report details this information. A copy of the report
will be published on the Trust website.
Data within this report is presented in line with the new locality
structure for the whole of 2014/15 i.e. Bournemouth &
Christchurch, Poole & East Dorset and Dorset.
Key points:
•

Throughout 2014/15 the Trust received 439 written
complaints, averaging 37 per month and representing an
overall reduction of 13 (3%) in the number of written
complaints received from the previous year. The highest
proportion of complaints being from Dorset locality (183)
and Poole & East Dorset locality (172).

•

A total of 183 (42%) of written complaints were upheld.
This is an increase of 11% from the previous year (31%).
54% of Poole and East Dorset locality (PED) complaints
were upheld, followed by 48% Bournemouth &
Christchurch locality (BC) and 26% Dorset locality
(DOR).

•

During 2014/15 9 complaints (4 for Dorset locality, 4 for
Bournemouth & Christchurch locality and 1 for Poole and
East Dorset locality) were referred to the Parliamentary
Health Service Ombudsman (PHSO) compared with 4
being referred in the previous year.
The PHSO
investigated all complaints. To date 3 complaints have
not been upheld (Dorset- 2 and B & C - 1) and 6 are
currently under investigation with the outcome waited.
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•

43 verbal complaints were recorded by the Trust, a
reduction of 9 from the previous year.

•

8,153 compliments (written and verbal) were received,
representing an overall increase of 234 (3%) from the
previous year. The highest proportion of compliments
was received by Poole & East Dorset locality (48%).
Most compliments were received by community based
services (97% of all received).

•

1,248 PALS enquiries were received, an increase of 295
(31%) from the previous year. The highest proportion of
PALS enquiries related to general enquiries/signposting
(845). The second highest proportion of PALS enquiries
related to Devon Prisons (154) which is a decrease of
46% from the previous year. 874 of all PALS enquiries
(70%) related to communication issues, and 313 (25%)
related to access to services and treatment, medication
and clinical assessment.

Recommendation/Action for
Committee

To approve the Annual Complaints Report for 2014/15.

Engagement and Involvement

N/A

Previous Committee/s Dates

Quality Governance Committee 20.04.15

Monitoring and Assurance Summary
 We will deliver high quality, safe patient care
 We will support staff to innovate and improve care
 We will remain a high performing organisation
Any action required?
I confirm that I have considered each of
the implications of this report, on each
Yes
Yes
No
of the matters below, as indicated:
Detail in report


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
This report links to the
following Strategic
Objective(s)
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ANNUAL COMPLIMENTS, COMPLAINTS AND PALs REPORT
APRIL 2014 – MARCH 2015
1.0

EXECUTIVE SUMMARY

1.1

This report has been produced in line with the ‘Local Authority Social Services and
National Health Service Complaints (England) Regulations 2009’ to review the total
number of complaints received by the Trust, identifying key themes and learning
points to improve quality of care and treatments provided by the Trust.

1.2

The Trust continues to be in a period of change and transformation and is committed
to reviewing the way that we manage complaints and use the information received to
improve patients’ experiences. This report contains an overview of complaints,
compliments and PALS enquiries for 2014/15. The information is a snapshot as at
2nd April 2015 and is subject to change due to the potential for subsequent
withdrawal of complaints, verbal complaints becoming written, and copies of
complaints and compliments relating to a specific month being received after the data
extraction date.

1.3

Data within this report is presented in line with the new locality structure which was
introduced in October 2014. For ease of analysis the complaints data has been
presented in line with the new locality structure for the whole of 2014/15 i.e.
Bournemouth & Christchurch, Poole & East Dorset and Dorset to enable analysis of
complaints data. It should be noted that the locality structure changes took affect
from 1st October 2014.
Written Complaints

1.4

Throughout 2014/15 the Trust received 439 written complaints, averaging 37 per
month and representing an overall reduction of increase of 13 (3%) in the number of
written complaints received from the previous year. The highest proportion of
complaints being from Dorset Locality (183) and Poole & East Dorset (172).

1.5

A total of 183 (42%) of written complaints were upheld, this is an increase of 11%
from the previous year (31%). 54% of Poole and East Dorset locality (PED)
complaints were upheld followed by 48% Bournemouth & Christchurch locality (BC)
and 26% Dorset locality (DOR).

1.6

61 complaints were re-opened due to complainants being dissatisfied with
incomplete or factually incorrect responses. This is split by 28 Poole and East Dorset
locality, 18 Dorset locality and 15 Bournemouth & Christchurch locality.
Parliamentary Health Service Ombudsman (PHSO)

1.7

During 2014/15, 9 complaints (4 for Dorset locality, 4 for Bournemouth &
Christchurch locality and 1 for Poole and East Dorset locality) where referred to the
Parliamentary Health Service Ombudsman (PHSO) compared with 4 being referred
in the previous year. The PHSO investigated all complaints and did not uphold 3
complaints (DOR - 2 and BC - 1), 6 complaints are currently under investigation and
outcome waited.
Verbal Complaints

1.8

43 verbal complaints were received by the Trust, a reduction of 9 from the previous
year.
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Compliments
1.9

8,153 compliments (written and verbal) were received, representing an overall
increase 208 (3%) from the previous year.
PALS enquiries

1.10

1,248 PALS enquiries were received, an increase of 295 (31%) from the previous
year.
The highest proportion of PALS enquiries relates to general
enquiries/signposting (845), an increase of 544 from the previous year, followed by
Devon Prisons (154), a decrease of 183 from the previous year. 874 enquiries (70%)
related to communication issues, and 313 (25%) related to access to access to
services and treatment.

1.11

Patient/carer stories and examples of learning from complaints have been used in
staff training sessions to ensure that training is customer focused; these have also
been shared at the Board on a monthly/quarterly basis.

1.12

The process for handling complaints continues to be reviewed across the Trust and
greater emphasis has been placed on resolution at a local level by front line staff and
managers to encourage quicker resolution.

2.0

INTRODUCTION

2.1

Each year a significant number of people receive services provided by the Trust and
the vast majority have a positive experience. The Trust is committed to improving
peoples experiences by identifying mistakes, putting them right quickly, apologising,
promoting a culture of openness and actively encouraging feedback and sharing of
learning.

2.2

This report covers details of complaints, concerns and compliments received during
2014/15 and provide analysis of trends, causes and learning outcomes from
complaints. Where possible a benchmark for 2013/14 is included.

3.0

COMPLIMENTS

3.1

The Trust regularly receives written and verbal compliments (expressions of
appreciation) about the services we provide from service users, carers and their
families. These are regularly shared with staff through articles in monthly quality
matters newsletters and within the monthly quality reports.

3.2

In the year 2014/15 the Trust received 8,153 compliments (written and verbal) were
received, representing an overall increase of 208 (3%) from the previous year. The
highest proportion of compliments was received by Poole & East Dorset locality
(48%).

3.3

The number of compliments received by directorate is as follows:
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3.4

Most compliments reflect patients and carers general satisfaction with the quality of
care received and their experience of our services.

3.5

Given the volume of compliments received it is not possible to capture this data by
ward/unit level.

4.0

COMPLAINTS
Yearly Comparison

4.1.1

This year the Trust received 439 written complaints which were responded to by the
Chief Executive, compared to 452 in 2013/14, which represents a slight decrease of
13 (3%) on the previous year’s figures. These were split by locality as follows:
Directorate
Bournemouth &
Christchurch
Poole & East Dorset

Dorset

4.1.2

No. of
complaints
127
(107 written and
20 verbal)
172
(163 written and 9
verbal))
183
(169 written and
14 verbal)

No. of
attendances
745

%

Additional Data

17

20961

1

17748

1

Informatics
methodology now
records
Multiple visits as
one episode as
opposed to
counting multiple
contacts per
complainant

Chart 2 details a comparison of complaints received against previous years.
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4.1.3

Since 2011/12 there has been a noticeable increase in the number of complaints
received by the Trust. This has remained constant throughout the past year;
however a slight reduction has been seen overall. This reduction can be attributed to
more information being available to patients/carers, greater standards of care and
greater involvement of people within their care. This change in culture and clinical
practice has led to more positive experiences for people using our services. National
comparison data for 2013/14 is not available.

4.1.4

A total of 99 complaints were received for the prison services throughout 2014/15,
totalling 54% of all Dorset locality complaints. 14 (14%) of these complaints were
upheld and 73 (74%) of the complaints were not upheld, the remaining are still being
investigated. In comparison 42% of all Trust complaints received were upheld and
46% not being upheld. The remaining complaints continue to be investigated.

4.1.5

Work has been undertaken with the Associate Director of Specialist Services to
review the local processes in place to ensure a standardised approach is being taken
across Devon and Dorset. Teams are encouraged to deal with concerns locally in
the first instance and where resolution is not possible this is dealt with through the
complaints process.
Additionally, “Compliments, Complaints and Feedback”
surgeries are being held in HMP Guys Marsh, HMP Dartmoor, HMP Exeter on a
monthly / bi-monthly basis. These forums enable service users to share feedback
and give the opportunity for quick local resolution of concerns.

4.1.6

Nationally, the number of reported written complaints about Hospital and Community
Health Services 1 has increased by 4.6% in 2013/14.

4.1.7

It is not possible to provide a national breakdown of written complaints received by
Prison Services, as data provided by the ‘Information Centre for Health and Social
Care’ does not identify Prison Services separately.
Acknowledgment and response times

4.1.8

The 2014/15 breakdown is as follows:

Locality

Number of
written

Number of
written

Number of
written

Total written
complaints

1

Mental Health and Community Health figures only, reported in the Health & Social Care Information Centre: Data on written
complaints in the NHS 2012/13.
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Bournemouth
&
Christchurch
Poole & East
Dorset
Dorset
Total
4.1.9

complaints
upheld

complaints
not upheld

complaints
ongoing/reopened

51
(48%)

45
(42%)

11
(10%)

107
(24%)

88
(54%)
44
(26%)
183
(42%)

54
(33%)
104
(62%)
203
(46%)

21
(13%)
21
(12%)
53
(12%)

163
(37%)
169
(39%)
439
(100%)

A total of 183 (42%) of written complaints were upheld, this is an increase of 11%
from the previous year (31%). 54% of Poole & East Dorset locality complaints were
upheld, followed by 48% Bournemouth & Christchurch locality and 26% Dorset
locality.

4.1.10 In line with the national complaints’ guidance, the Trust aims to acknowledge all
complaints within 3 working days and takes a flexible approach in agreeing the
timescales for complaint response times to suit the complainant. However, we
recognise the importance of a timely response and aim to have a final response letter
out within 25 working days if this is agreeable to the complainant.

4.1.11 Chart 3 indicates that 97% of written complaints were acknowledged within the
statutory regulations of 3 working days, an increase of 7% from the previous year.
Dorset locality have acknowledged the highest number of complaints within 3 working
days – 98%, followed by Poole & East Dorset locality – 96% and Bournemouth &
Christchurch at 95%.
4.1.1

Delays were caused by a number of complaints being received in a clinical locality
and forwarded to the customer services team to acknowledge. The customer
services team has worked with services to increase compliance through the provision
of training and regular feedback via weekly and monthly complaint reports.

4.1.2

The percentage rate for responding to complainants within the agreed timescales is
57% (39% in 2013/14), with 135 cases (out of a total of 439) not responded to within
the agreed timescale. The highest number of complaints responded to within agreed
7

timescales is Poole and East Dorset locality – 64%, Bournemouth & Christchurch
locality – 54% and Dorset locality at 53%.
4.1.3

An 18% increase in responding to complaints has been seen in the past 12 months.
However, the Trust recognises that there are still improvements needing to be made
to ensure complaints handling is responsive. The review of the complaints process
throughout 2014/15 has led to key changes in the monitoring of complaints and their
signoff. Placing greater emphasis on local resolution within shorter timescales.

4.1.4

Delays in responding to complaints were caused by the prioritisation of complaints
within workload and prolonged investigation time, or the need to review the quality of
the draft response. However, it is acknowledged that staffing levels within key
operational areas have impacted on the effectiveness of the complaint handling.
These have been reviewed throughout 2014/15 and continue to be monitored.

4.1.5

The Customer Services Team has seen a slight reduction in the number of draft
responses that need amending. The additional of the Investigator of Complaints
training has helped to alleviate some of this pressure. However, it is noted that more
coaching and support to senior managers to improve response writing skills is still
required. This will continue to be addressed through the revised Complaints
Handling and Investigator training launched in March 2015. In addition the Customer
Services Team has started to visit teams to discuss the complaints process and
discuss concerns / queries teams have around the complaint process.
There are 53 complaints currently still on-going. Customer Services are working with
teams to ensure these are responded to quickly and that complainants are informed
of these delays. The introduction of weekly reports being sent out to Locality Leads
has helped to monitor timescales and resulting in an overall increase of complaints
being responded to in timescale.

4.1.6

4.1.7

The Trust recognises that in some instances it is still failing to respond to
complainants in a timely manner. This is why we have reviewed the complaints
process and is placing greater emphasis on complaints being dealt with at the
source.
Themes for Complaints

4.1.8 Complaints are often complex involving one or more concern, the chart below
provides a breakdown of the main themes of complaints received during 2014/15.
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4.1.9

The top theme during 2014/15 is ‘Treatment/Access, Admission/Appointment and
Transfer/Discharge’ (249) equating to 52% of the total number of complaints
received.

4.1.10 This category can be further broken down into the following sub categories:
Sub-category
Access to service/treatment
Admission/discharge/transfer
Appointment cancellation
Appointment time
Mental Health Act issues
Treatment/procedure/referral
Total

No. of complaints received
153
11
17
2
4
62
249

4.1.11 The above types of complaints also align with poor communication and/or perceived
rudeness of staff, which accounts for 97 written complaints received.
4.1.12 There has been an increase of 5% in the number of complaints relating to attitude of
staff. Out of the 69 complaints received in this category 49% were upheld.
4.1.13 Chart 5 provides a comparison of the nature of complaints received by each locality
throughout 2014/15.
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4.1.14 Complaints regarding treatment remain the highest category across the Trust within
each directorate reflecting the core nature of the Trust business.
Reporting
4.1.15 To ensure shared learning and to identify any lessons to be learnt across the Trust,
an anonymous monthly directorate compliments/complaints report (included within
the monthly Quality Report) is discussed at the Directorate Management Groups
providing a more in-depth overview by unit / team level.
4.1.16 In addition key themes and lessons learnt are identified on a quarterly basis to the
Quality Assurance Committee and the Board, which are then published on the Trust’s
website to promote to the public our desire to share and learn from comments and
complaints. It is hoped that this transparency will encourage them to continue to
share their comments and criticisms.
4.1.17 An overview of total complaints received for 2014/15 by department, split by locality
is detailed below with commentary identifying significant variations between wards /
units.
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4.5

Bournemouth and Christchurch locality

4.5.4 Crisis Services – East (14) received the highest number of complaints in comparison to other services throughout the Bournemouth & Christchurch
locality. The main cause of complaint relate to attitude of staff (5) and access to service/treatment (9). A new call waiting system was introduced in the
Crisis Service throughout November/December 2014 due to a number of complaints being received about patients being unable to access the service
due to the phone line being constantly engaged.
4.5.5 Dudsbury Ward has the highest number of complaints outside of the Crisis Services and in comparison to other inpatient wards, with 9 being received
respectfully. The total number of complaints relating to all inpatient wards is 33. Complaint issues were as follows:
Treatment/Access, Admission/Appointment, Transfer/Discharge (18)
Infrastructure or resources (2)
Attitude (6)
Care and Compassion (1)

11

Communication (2)
Medication (2)
Security (1)
Clinical assessment (1)
4.5.6 After reviewing the above complaints there are various themes identified, but no real trends. Each complaint has been investigated and responded to
and where appropriate lessons learnt and areas for improvement identified and actioned within teams.
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4.6

Poole and East Dorset Locality

4.6.1 The Podiatry service has received the highest number of complaints within the Poole and East Dorset locality, with 13 complaints received. The main
issues described are as follows:
•
•
•

Treatment/Access, Admission/Appointment/Transfer/Discharge (11)
Attitude of staff (1)
Medical Device/Equipment (1)

4.6.2 Collectively, the Adult and Older Peoples CMHT service (including CMHT Psychology) within the Poole and East Dorset locality received 27 complaints.
The main issues described are as follows:

13

•
•
•
•
•
•

Treatment/Access, Admission/Appointment/Transfer/Discharge (16)
Attitude of staff (3)
Communication (3)
Clinical Assessment (2)
Medication (2)
Consent/Confidentiality (1)
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4.7

Dorset Locality

4.7.1

The highest number of complaints were received by Prison Healthcare services. A total of 98 complaints were received across Dorset (59) and Devon
(39) prisons.
HMP Guys Marsh (Dorset) received the highest number of complaints (42), as follows:
•
•

Medication (22)
Treatment/Access, Admission/Appointment/Transfer/Discharge (16)
15

•
4.7.2

Attitude of staff (4)

HMP Channings Wood (Devon) received the second highest number of complaints (19), as follows:
•
•
•
•

Medication (8)
Treatment/Access, Admission/Appointment/Transfer/Discharge (8)
Attitude of staff (2)
Clinical Assessment (Diagnosis, Scans, Investigation, Test) (1)
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5.0

VERBAL COMPLAINTS

5.1

43 verbal complaints were recorded by the Trust during the year, a decrease of 9 from
the previous year.

5.2

The following chart provides a breakdown of verbal complaints by directorate and
nature:

5.3

The majority of verbal complaints received concerned issues that can be easily
remedied at a local level by the appropriate member of staff from the service. The top
category was food choice & quality (10) attributing to 23% of the total number of verbal
complaints received.

5.4

The Trust is committed to providing high quality care and thus avoids individuals
experiencing services in a way that would cause them concern or that would give cause
to a complaint. Where concerns do arise every effort is made to resolve these at a local
level in partnership with the patient / carer or family involved.

6.0

PALS

6.1

All service areas have an identified PALs representative to enable local and swift
response to any PALs enquiries at a service level. The Trust recognises this as an
effective way of dealing with concerns so that it is easy for people to leave feedback and
for staff to pick up and respond to issues quickly.

6.2

The following chart provides a breakdown of PALs enquiries for 2014/15.
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Chart 7 - PALS Enquiries by Directorate 2014/15
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6.3

1,248 PALS enquiries were received, an increase of 295 (31%) from the previous year.
The highest proportion of PALS enquiries related to general enquiries/signposting (845).
The second highest proportion of PALS enquiries related to Devon Prisons (154) which
is a decrease of 53% from the previous year.

6.4

874 of all PALS enquiries (70%) related to communication issues, and 313 (25%)
related to access to services and treatment, medication and clinical assessment.

6.5

Concerns raised at a local level within the Prisons are reviewed by the Prison
Healthcare Managers to establish if the concern can be addressed and resolved quickly,
these are recorded as PALs concerns.

6.6

The top themes raised in Devon Prisons relate in the main to clinical care and cover a
variety of queries around:
•

Access to services/treatment, clinical assessment and medical (53%)

•

Medication (30%) – including delays in receiving prescribed medications / errors
with medication

6.7

The Trust received 421 PALS enquiries (34% of all PALS enquiries received) about
health care or community services not provided by Dorset HealthCare. The Trust either
signposted people or forwarded their enquiries to the appropriate NHS Trust or
community organisation.

6.8

Information is available in all clinical and public areas across the Trust on how to raise
concerns using the Patient Advice and Liaison Service (PALS) or a formal complaint via
the Customer Services Team.

6.9

There are a number of other ways of communicating concerns, which can be written
through email, the Trust website, by letter or verbally through face to face meetings,
forums or by telephone. Opportunities for maximising the accessibility of raising
concerns has been achieved by developing patient experience posters advertising the
variety of ways people can share feedback, concerns/complaints, and through
innovative developments including Patient Experience Stories presented at the Board,
Quality Assurance Committee and Patient and Carer Experience Groups.
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7.0

LEARNING FROM PATIENT FEEDBACK

7.1

The Trust recognises that the most effective way of dealing with concerns is to create an
open and responsive culture so that it is easy for people to leave feedback and for staff
to pick up and respond to issues quickly. By expecting all teams to capture and respond
to feedback as part of their day to day business we aim to make this part of the culture
of the organisation.

7.2

We actively seek feedback from our service users and patients using regular surveys
across the Trust and regularly respond to stories on NHS Choices. We also have a
publically accessible feedback section on the Trust website, “Your Feedback”, which
encourages people to leave comments.
Lessons Learnt

7.2.1 The Trust is committed to investigating any concerns raised or complaint made in line
with Department of Health guidance to ensure proportionate investigation and action
takes place.
7.2.2 The Trust uses issues raised through the complaints process as an important source of
information for safety and improvement. This information informs learning and
development and is fed into the Trust governance systems as well as being directly fed
back to staff involved.
7.2.3 A ‘lessons learnt’ booklet is compiled annually setting out the lessons learnt from
complaints. This is available on the Intranet to all staff and the Trust website.
7.2.4 The following are selected examples of how the Trust has changed practice or
implemented service improvements as a direct result of feedback. The list is not
exhaustive, but provides tangible evidence of the Trust’s commitment to developing
services and day to day practice in line with feedback received.
•

Staff to be aware at all times, that they are to conduct themselves in a professional
and person centred manner towards service users, members of the public and
support staff.

•

Through review of the procedures, a communication has been sent to all school
nurses reinforcing the following:
1)
2)
3)

All consent forms to be checked prior to the school session and ‘no consents’
highlighted and separated.
During immunising sessions, consent forms to be checked by two school
nurses prior to immunising child/young person.
Where known communication difficulties with child/young person, discussion
to take place with parents/carers prior to session on whether their attendance
is required.
The consent form is also being reviewed to identify any changes to clearly
differentiate between the ‘consent’ and ‘no consent’ sections of the form.

•

Working with GPs to enable Podiatrist to refer patients to the Musculosketal Service
directly. (NB – this action is part of wider plan to simplify referral pathways and
requires clinical commission group approval)

•

The system in place that monitors young people and families who are still waiting for
a service between interventions has been reviewed and improved.

•

Community Information Training will emphasise that staff must adhere to
professional bodies practice and Trust Policy for Health Records under the Data
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Protection Act 1998 and Records Management: NHS Code of Practice Reference
no: IN-224 available on the Intranet, ensuring records are completed in a timely
manner to ensure efficient and effective communication in the community.
•

All managers to identify any gaps in training needed and support staff in the use of
electronic records, ensuring staff are all confident and competent in how to record
changes in a patient’s record status.

•

When a referral or Community Information System notification of patient deaths is
received the records are updated in a timely manner. This will prevent future entries
being made in the records.

•

A call waiting system for calls to Crisis has been installed, as previously the phone
would ring if staff were already on another call. For all non-urgent call, messages
can be left and the member of staff in charge of the shift, will return the call at the
next available opportunity.

•

Devised a 24 hour emergency care plan, where practitioners ask patients on
assessment where they are staying as this may be different from where they
actually live.

•

Carer’s mobile number has now been recorded on System One with a note advising
that the carer is to be contacted in the first instance.

7.3.5 Learning from patient experience is a golden thread running through three significant
reports published in 2013 (Francis, Keogh and Berwick) and is an area that the Trust
wants to further develop and improve. In the light of this the Trust is going to focus on
the learning from complaints and monitoring the changes made as a result of complaints
that directly evidence a service improvement. This will include greater engagement and
involvement of our service users in testing the changes made based on patient
complaints.
Complaints Satisfaction Survey
7.4.1 The Trust surveys complainants (after final response sent) to establish if they are
satisfied with how the Trust has handled and responded to their concerns.
7.4.2 As in previous years, the satisfaction survey continued to receive a disappointing
response rate. Several changes have been made throughout the year to try and
increase feedback from complainants including:
•
•
•

Review of closed complaints weekly to identify who can be contacted for feedback.
Where contact telephone numbers are not registered on the electronic patient
record a letter requesting the complainant contact us, so that we can gain feedback
is sent.
The acknowledgment letter has been amended to advise complainants that we
encourage them to share their experience of how their complaint was handled and
we ask them to share their contact details with us.

7.4.3 The following baseline has therefore been produced using results from 2013/14 – 73%
rated complaints handling as very good (26%), good (18%) and satisfactory (29%). The
Trust would expect to see an increase of 10% overall by the end of Q4. Overall there
has been a decrease in satisfaction.
Quarter 1
7.4.4 Throughout 1st April and 30th June 28 complainants were contacted (either by phone or
letter) to gain their views and experiences on the complaints handling process. To date
0 responses have been received (0%).
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7.5.5 12 complainants were not contacted. Reasons for not contacting the complainant are
detailed below:
Deceased
Complaint re-opened (ongoing)
Still undergoing treatment
Feedback received in course of complaint
MP
No contact details
Solicitor
Complaint withdrawn

1
2
2
1
1
2
2
1

Quarter 2
7.4.6 Throughout 1st July and 30th September 94 complainants were contacted (either by
phone or letter) to gain their views and experiences on the complaints handling process.
To date 25 responses have been received (27%).
7.4.7 An overview of how satisfied the complainants were with the handling of their complaint
is detailed below, with a comparison to 2013/14. The Trust would expect to see an
increase of 10% overall by the end of Q4.
Response
Very good
Good
Satisfactory
Poor
Very Poor

Q2
6 (24%)
5 (20%)
2 (8%)
10 (40%)
2 (8%)

2013/14 comparison
26%
18%
29%
27%
0%

7.4.8 The above results are disappointing, as 48% of all complainants who responded were
unhappy with how their complaint was handled. There are a variety of reasons why and
the table below details the feedback received for the ‘poor’ and ‘very poor’ satisfaction
levels. Where possible the service the comment relates to has been shown.

‘Poor’
satisfaction

What we
well?
Nothing

did What could be
improved
Make sure your
patients
have
sufficient pain relief
Nothing
Listen to what the
patient is saying
No
comment An answer
provided
No
comment No
comment
provided
provided
Nothing

There was no fair
chance of a fair
outcome

No
comment Response was not
provided
in timescale

No
comment Patient did not feel
provided
that he should

Any
further Service
comments
No
comment Prison Services
provided
No
comment
provided
No
comment
provided
Unhappy about
the
response
received
Felt
that
the
complaint should
not have been
given
to
the
people he was
complaining
about.
The nursing staff
are the only part
of the system
that do not need
to be improved.
Staff
attitudes
within the Trust

Prison Services
Prison Services
Prison Services

Unknown

Unknown

Unknown
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What
well?

we

did What could be
improved
have had to chase
his response from
the Chief Executive
Quick response to Process is too slow
initial letter
No
comment Better
provided
communication,
prompt replies and
letters
set
up
online.
Had a telephone Process was too
call and arranged long.
to meet with the
Manager.
‘Very poor’ No
comment Read patient notes
satisfaction
provided
to understand the
impact
on
the
family when they
receive poor care.
No
comment I didn’t get any help
provided
regarding
my
complaint or even
my property

Any
further Service
comments
are
inappropriate.
No
comment Unknown
provided
No
comment Harbour Ward,
provided
St
Ann’s
Hospital

By the time the
response came,
things
had
moved on.
No
comment
provided

Alumhurst
Ward, St Ann’s
Hospital

Helped

Prison Services

CAMHS

7.4.9 The key theme identified from reviewing the above feedback indicates that timeliness of
response is a key factor in complainant’s dissatisfaction with the Trust’s complaints
process. This has been identified within 4 of the above responses (33%).
7.4.10 Timeliness of responding to complaints continued to be an issue for some services. The
following actions were put in place by the Patient Experience Team:
•
•
•
•
•

Regular monitoring of the progress of each complaint
Confirmation of dates initial draft response is due from the investigating officer and
Manager of service.
Chase responses when not received on a weekly basis, escalated to Associate
Director/Director in some instances of long delays.
Automated weekly reports sent from the customer services to all complaint leads
identifying all open complaints.
Overview of all open/outstanding complaints discussed at weekly complaints
meeting, with key issues/concerns being raised.

7.4.11 The Patient Experience Team also looked to review some of its internal processes to
ensure they remain streamlined and responsive. In addition to this, a working group was
set up in November/December 2014 to start the review of the Customer Care Policy.
This looked at the existing process, how this can be made more responsive and also
included input from patients and carers.
Quarter 3
7.4.12 Throughout October and December 69 complainants were contacted (either by phone,
email or letter) to gain their views and experiences on the complaints handling process.
The method of contact is broken down as follows:
Phone Calls
18

Letter sent
48

Email
3

Not contacted
31

7.4.13 Reasons for not contacting the complainant are detailed below:
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Deceased
Complaint re-opened (ongoing)
Dorset CCG lead on response
SWAST lead on response
Feedback received in course of complaint
Social Services lead on response
MP
Complainant Overseas
No contact details
Complainants were anonymous

2
8
1
1
5
1
5
1
4
3

7.4.14 Unfortunately only a very small number these complainants shared their experience of
the complaints process, which is very disappointing. To date 9 responses have been
received (13%), with the majority (77%) rating their satisfaction as ‘poor’.
7.4.15 The majority of complainants who responded were unhappy with how their complaint
was handled. There are a variety of reasons why and the table below details the
feedback received for the ‘poor’ satisfaction levels. Where possible the service the
comment relates to has been shown.
Level
of What we did
satisfaction well
Poor
No comment
satisfaction
No comment

What could be
improved
Process needs to
be quicker
Meeting could have
been
arranged
sooner
No comment
Process needs to
be quicker
Nothing
Would have been
better to meet a
member of the team
to
discuss
the
complaint.
Felt
views
were
overlooked and not
listened to. State
which
consultant
you will be seeing
on the appointment
letter.
Acknowledged He
was
very
Complaint
disappointed not to
have had a meeting
where he could
have explained all
the issues in more
detail, and then to
receive
a
letter
following
investigation
by
someone who had
no involvement in
his
grandfather’s
care
Nothing – so No comment
far as he was
concerned the
complaint was
still

Any
further Service
comments
No comment
Pain Service
No comment

CMHT AMH
Christchurch/Southbourne

Response was not
helpful.
Complaint wasn’t
fully addressed by
the team.

Blandford Hospital
MIU
Steps to Wellbeing, IAPT,
Southampton

No comment

District Nursing
Providence Surgery
Bournemouth/Christchurch
Locality

Carer still didn’t CMHT - Christchurch
feel they were
getting
proper
support
for
patient’s
mental
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outstanding
as he said he
had
never
received the
final letter
No comment
More
communication with
people making the
complaint to make
sure
you
understand
the
situation.

health
problems
and
was
“disgusted”
with
healthcare
received
No comment
Dudsbury Ward
St Ann’s Hospital

7.4.16 The key theme identified from reviewing the above feedback emphasises the importance
of time when dealing with the complaint and also the benefit of meeting with the
complainant to discuss their concerns.
7.4.17 The proposed new complaints process reflects both of these requirements, as it has
been recognised that the sooner we speak with the complainant to address their
concerns, the quicker these can be resolved and to a higher level of satisfaction.
7.4.18 Due to the disappointing response, the team reviewed the process of contacting
individual complainants. The majority of the feedback is received from calling
individuals, as minimal feedback is received from the posted surveys. Therefore the
team will look to gain contact details and tell the complainant (at the beginning of the
process) that we will contact them for feedback following the resolution of the complaint.
This is hoped to increase the numbers of people providing feedback.
Quarter 4
7.4.19 At the time of writing, the customer services team is due to start contacting complainants
who received a response during the period January to March 2015. Additional bank
staff resource is supporting the team and work has now started to contact complainants.
Conclusion
7.4.20 The key themes identified from feedback received during the year is the importance of
timely responses and the benefit of speaking/meeting with complainants to discuss their
concerns.
7.4.21 The proposed new complaints process should help teams to respond and resolve
complaints more quickly, and result in improved feedback from complaints satisfaction
surveys.
7.4.22 The customer services team will aim to speak directly with complainants on the
telephone wherever possible. This will increase the number of survey responses
completed and allow for more meaningful and representative feedback.
8.0

COMPLAINTS REVIEW GROUP

8.1

Complaints provide a real barometer of what happens in the Trust, how the public feel
about the services they receive and the extent to which professionals and services are
genuinely responsive to the patient’s needs. Complaints provide a real opportunity for us
to learn and to drive improvement in our services.

8.2

This has led to a review of the Trusts existing complaints sampling group and a decision
was made to reconfigure the group broadening its remit and audience.
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8.3

The Complaints Review Group enables service users and others in a position to
comment on or influence our services. They are also given the opportunity to meet with
Board Directors and clinicians directly involved in care to review particular themes that
arise from complaints.

8.4

The Review Group is not responsible for performance managing the complaints
process, but the Trust’s performance in this respect will be considered as part of a much
more comprehensive report on complaints each quarter. The meeting also focuses on a
small number of selected case studies, suitably anonymised, from which there are
issues worthy of in-depth discussion and analysis. Wherever possible, frontline clinicians
and managers will be included in the discussion, but crucial to these case studies will be
the lay and service user observation and contributions.

9.0

PARLIAMENTARY OMBUDSMAN

9.1

During 2014/15 9 complaints were referred to the Parliamentary Ombudsman, an
increase of 6 from the previous year. The complaints concerned:
•

A service user (HMP Guys Marsh) stated that despite severe back pain the
Healthcare department had refused to provide adequate pain relief medication.
Following consideration the Ombudsman confirmed they have not upheld the
complaint as they could not find evidence of any clinical failings in the care
provided.

•

A relative is unhappy about a number of issues relating to the mental healthcare
and treatment provided to their late daughter (Weymouth CMHT). Following
consideration the Ombudsman confirmed that have not upheld the complaint.

•

A relative is unhappy that he has been denied contact with a patient and as a result
of this was unable to see the patient during the final period of their life. Following
consideration the Ombudsman confirmed that have not upheld the complaint.

•

A service user is unhappy about his care and treatment whilst detained on Haven
Ward. An outcome is awaited from the ombudsman.

•

A relative is unhappy about the care and treatment provided to her late sister (Crisis
Service / Purbeck CMHT). An outcome is awaited from the Ombudsman.

•

A service user (Intensive Psychological therapy Services) is unhappy with the
waiting list for Cognitive Analytical Therapy and wants to be refunded money for the
therapy she had paid for privately. An outcome is awaited from the Ombudsman.

•

A service user (Bournemouth West CMHT) is unhappy about the Trust’s lack of risk
assessment and the treatment provided to her. An outcome is awaited from the
Ombudsman.

•

A relative is unhappy about the care provided and about the information that was
given to her during her mother’s transfer (Blandford Hospital) to an Acute Hospital.
An outcome is awaited from the Ombudsman.

•

A relative is unhappy about the care and treatment of their late mother (Westhaven
Hospital) including poor communication and administration of medication. An
outcome is awaited from the Ombudsman.

10.0

TRAINING

10.1

The Trust continues to offer and deliver training in Customer Service and Complaints
handling. The following provides an overview of the courses attend during 2013/14:
Course

Number of courses

Attendance

Delivering Customer Care
with Compassion and
Kindness

8

116

Induction Day 1 - DHUFT

51

985
25

Overview
Investigators of Complaints

1

8

10.2

Service users deliver part of the sessions in the ‘Delivering Customer Care with
Compassion and Kindness’ training to put into context the important role clinical admin
staff play in providing a positive experience to service users.

10.3

The Investigators of Complaints training, which is co-produced and co-facilitated by a
Peer Specialist has also continued throughout the year. Further work has also been
undertaken to review its content placing more emphasis on care and compassion,
overcoming barriers and promoting local resolution of complaints handling with a focus
on improving both response times and the quality of final responses.

11.

PRIORITIES FOR THE CUSTOMER SERVICES TEAM

11.1

2014/15 has continued to be a challenging year for the Customer Services Team with
changes in staffing having had a significant impact upon the team’s ability to effectively
manage and maintain an effective complaints process. Throughout the year, the priority
for the team has continued to focus on closer working with senior staff to ensure patient
complaints are responded to quickly and in line with Trust policy and procedure.

11.2

The following priorities have been identified for 2014/15:

11.3

•

Roll out and continue to review the streamlined complaints process, and support
patients, carers and staff to ensure complaints are resolved and responded to by as
quickly as possible.

•

Continue to deliver training to senior managers to help them support staff to be able
to handle complaints quickly and effectively.

•

Monitor learning identified from complaints, and provide feedback on progress to
complainants.

•

Continue to contact complainants by telephone to carry out complaint satisfaction
surveys are obtain meaningful feedback on the way complaints have been handled.

•

Develop an effective method of sharing learning from complaints with staff across
the Trust, and also with other organisations such as NHS trusts, social care
services, advocacy services etc.

The Customer Services team will work closely with all stakeholders to ensure these
recommendations are followed up and, where possible, implemented during the coming
year, ensuring any changes that may be made to the National Complaints Procedure are
reflected in the Trust complaints policy and procedure. In addition, the team will seek to
improve communication and ensure closer joint working with the Patient Safety team to
ensure that all complaints that raise potential risks to quality at a ward / team level are
escalated appropriately. The team will also continue to facilitate and support complaint
handling and customer service training.

11 .4 The Customer Services team recently proposed a simpler complaints process that
reflects the priorities identified from the deep dive review and is hoped will dramatically
improve response rates across the Trust. This is currently being considered by the
Chief Executive.
12.

CONCLUSIONS

12.1

Overall the total number of complaints received from last year has decreased slightly for
written (13) and verbal (9) complaints.
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12.2

The continued high level of complaints and PALS enquiries can be attributed to the fact
that Dorset HealthCare is a much larger organisation. Additionally, the increase should
also be seen in the context of the Francis Report following the Mid Staffordshire Inquiry
together with the subsequent Government commissioned report by Ann Clwyd MP and
Professor Tricia Hart, which increased public perception about standards of patient care
and raising concerns through PALS and the formal complaints system.

12.3

The Trust is committed to improving complaints handling across the organisation and
having in place a process that is easy to understand for patients, carers and staff and
that empowers staff to resolve complaints at a local level as quickly as possible to
ensure the very highest level of patient care and customer service is provided.

12.4

The Trust will continue to review all complaints received and to promote a culture of
openness, transparency and candour with patients, families and carers. This is in line
with the changes to the National Complaints Procedure and the introduction of guidance
such as ‘Being Open: Communicating Patient Safety Incidents, 2009 (NPSA) and The
NHS Constitution for England, revised March 2013 (DoH).
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Purpose of Report

This Report provides an overview of the different methods the Trust is
using to engage with patients, including how feedback is collected and
how services have been improved as a result of the feedback received.
The report excludes patient complaints.
Over the past year the Trust has used a number of different methods
to collect feedback from patients and carers about their experience
with the Trust, such as Handheld Devices, Surveys, Patient Stories,
Forums Events and Focus Groups
•

As an NHS England directive the Friends and Family Test for
Community and Mental Health Services has been implemented
across the Trust. The programme was rolled out in 3 phases, starting
with the Dorset Locality in October 2014, followed by Poole and East
Dorset Locality and completing the implementation by the 1st April
2015 with Bournemouth and Christchurch Locality

•

With the support of the Patients Association a programme of Quality
Interaction Schedule (QUIS) was undertaken throughout Mental
Health and Community Hospital inpatient services across the Trust.
Dorset HealthCare Staff, with the participation of volunteers from
Dorset Health Watch, were trained in how to use the QUIS tool.
Observations were undertaken in ten wards across the Trust between
July 2014 and October 2014

•

Patient Stories have been shared each month at the Board

•

The report was approved by the Quality Governance Committee on
20 May 2015 (see the minutes at item 2.5, appendix H on the agenda
for the Board meeting).
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EXECUTIVE SUMMARY
This Report provides an overview of the different methods the Trust is using to engage with
patients, including how feedback is collected and how services have been improved as a
result of the feedback received.
There are a number of national policy drivers highlighting the importance for healthcare
organisations and professionals to continually measure and improve patient experience
including:
•
•
•
•
•
•
•

High Quality Care for All (2008)
The Operating Framework 2012/13
NHS Outcomes Framework Domain 4 - ensuring that people have a positive
experience of care
NICE Quality Standards for patient experience in mental health / adult NHS
services CQUIN
NHS Constitution (2009-2010)
NHS Patient Experience Framework
The White Paper ‘Equality and Excellence: Liberating the NHS (July 2010)

Over the past year the Trust has used a number of different methods to collect feedback from
patients and carers about their experience with the Trust, such as Handheld Devices, Local
Surveys, Patient Stories, Forums, Events and Focus Groups.
Handheld devices and information kiosks within Community Hospitals, Minor Injury Units and
Inpatient Wards throughout the Trust in 2013 continue to be used to collect patient experience
and Friends and Family Test data, following national requirements set out by NHS England.
As an NHS England directive the Friends and Family Test was expanded to include
Community and Mental Health Services throughout October 2014 to March2015 has been
implemented across the Trust. The programme was rolled out in 3 phases, starting with the
Dorset Locality in October 2014, followed by Poole and East Dorset Locality and completing
the implementation by the 31st March 2015 with Bournemouth and Christchurch Locality.
With the support of the Patients Association a programme of Quality Interaction Schedule
(QUIS) was undertaken within the inpatient services across the Trust. Staff and volunteers
from the local Health Watch were trained in how to use the QUIS tool. Observations were
undertaken in ten wards across the Trust between July 2014 and October 2014.
Services have held a number of different forums, focus groups, and events across the year.
These events give patients and carers the opportunity to discuss their experience and identify
what they would like services to change and or continue doing. For example, a daily
community meeting is held on Waterston Ward and patients are asked about the previous
day’s activities. Notes of these minutes are available on request and noticeboards throughout
the ward signpost patients to these.
Patient Stories have been shared each month at the Trust Board of Directors meetings, and
are now regularly included within the monthly Quality Matters newsletter to share learning with
the staff. The stories are also published in Trustlink.
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1.0

INTRODUCTION

1.1

As a Trust we recognise the importance of engaging with patients, is essential for
improvement of our services.

1.2

During 2014/15 Dorset HealthCare continued to demonstrate commitment to
improving patient experience. This report details the different ways Dorset HealthCare
engaged with patients throughout 2014/15, including how feedback was collected,
how services were improved as a result of the feedback received and how we shared
information.

2.0

METHODOLOGIES

2.1

It is important to monitor patient experience of our services to ensure high quality care
is being received. Feedback can lead to service improvement ideas to be generated,
improving services for current and future service users. The following are some of the
ways the Trust gather feedback:
•
•
•
•
•
•
•

3.0

Real time feedback handheld devices and kiosks
Surveys
Forums and events
Focus Groups
Patient Stories
Complaints, Compliments and PALS enquiries, and
NHS Choices.

FEEDBACK

3.1

Real time feedback is captured by hand held devices which are used in all Community
Hospitals, Inpatient Mental Health wards and in the majority of Minor Injury Units
(MIU’s) throughout the Trust. This enables patients to answer the Friends and Family
Test (FFT)1, and other patient experience questions e.g. ‘Did you feel safe?’.

3.2

The overall response breakdown for the FFT as shown in tables 1 and 2, indicates
that the majority of the 7367 inpatients (88%) who responded, by the hand held
devices would be extremely likely to recommend the service to family and Friends

1

How likely are you to recommend our ward/service to friends and family if they needed similar care or
treatment?

3

TABLE 1

TABLE 2

4

OVERALL CARE SATISFACTION

3.3

For the period 1/4/14 to 30/9/14 97% of people were satisfied with their overall care.
As shown in table 3.

TABLE 3

3.4

97% satisfaction for overall care for inpatients including Community and Mental Health
Services for Period 1/10/14 to 31/3/15 shown in table 4.

TABLE 4
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4.0

FRIENDS AND FAMILY TEST COMMENTS

4.1

Examples of positive comments made about our services are shown within the below
Word Clouds, split by Locality for the period 1/10/14 to 31/3/15.

4.2

The larger the word the more times this has been used in the feedback received.

TABLE 5 - Bournemouth and Christchurch Locality

TABLE 6 - Dorset Locality

6

TABLE 7 - Poole and East Dorset Locality

4.3

It is clear from all 3 word clouds that there is a recurrent theme of ‘staff’, ‘service’,
’care’ and ‘friends’ which are all within the comments received.

4.4

There have been negative comments such as ‘staff attitude’, ‘late appointments’, and
‘staff appear rushed’. Where negative comments are identified teams review these
and make changes where appropriate yo improve future experiences of service
users/patients.

5.0

INVOLVEMENT IN INTERVIEW PROCESS

5.1

At Dorset Healthcare Trust Service users were involved in the following interviews for
staff recruitment for:
•
•
•

Band 5 Physiotherapist for the Bournemouth Central - Community Learning
Disability Team.
Practice Educator for Mental Health – Learning and Development Directorate.
Quality Assurance Facilitator - Nursing and Quality Directorate.

6.0

PATIENT AND CARER PARTICIPATION IN TRAINING

6.1

Service users and carers are involved in staff training to help raise awareness of the
service user and carer experience in all aspects of the care and treatment provided.
Table 8 over the page shows the number of staff who attended training with service
users and carer involvement for the period 1/4/14 to 31/3/15.
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TABLE 8 - Patient/Carer Participation in Training for 1/4/14 to 31/3/15

Patient/Carer Participation in Training
Course Title
Delivering Customer Care with Compassion and
Kindness

No of Courses
6

Induction Day 1 - DHUFT Overview

253

Prevention, Management of Violence & Aggression
(PMVA) (5 Days)

36

PMVA (2 Days)

214

Investigating Officer Training
Total no. of courses
Total staff that attended courses

1
509
2028

7.0

PATIENT AND CARER EXPERIENCE STORIES

7.1

Listening to the patient and carers experience is a powerful means of enabling staff to
gain in site of what matters to patients and to use this information to instigate
improvements in our services.
TABLE 9 - Patient /Carers Experience Stories (1/4/14 to 31/3/15)

Service
Florence House Post Natal
Disability Action Service
Portland Community Nurses Service
Day Care Unit – Swanage Hospital
Bournemouth and Poole Long Term Conditions – Physiotherapy Care
Post Hospital Discharge
Dorset Working Women Project – Drop in Centre Oxford Road
Bournemouth
Dorchester Community Mental Health Team - Support to service user in
the Community
Inpatient Service – Harbour Ward St Ann’s Hospital
Dorchester Mental Health Team
Dorset Chronic Fatigue Syndrome
Bridport Community Nursing Service
Poole Intermediate Care Service
Community Matron Service - Poole
Pain Management Specialist Service

No. of
stories
1
1
1
1
1
4

1
1
1
1
1
2
1
1
8

8.0

PARTICIPATION AND INVOLVEMENT- FOCUS GROUPS

8.1

Enhancing people’s experience of our services is a key quality improvement
priority for the Trust.

8.2

There are many approaches the Trust uses to gather patient expectations,
experience and satisfaction. These include patient stories, surveys, comment cards,
compliments and complaints, online ratings and ward rounds.

8.3

Knowing what patients and carers think of the care that they receive can enable us to
make better decisions about how to improve services.

8.4

Focus groups allow us to better understand subjects in greater detail and depth. They
also enable us to explore with patients their experiences and their perceptions, in
order to draw out themes and potential areas for improvement. Detailed below is a list
of the other focus groups which were held in the Trust. An example of the findings and
the actions taken as a result can be seen in appendix A.

Service which held Focus Group
Pebble Lodge
Bournemouth East Mental Health Team
Bridport Community Hospital - Langdon Ward
IAPT West Dorset
Guys Marsh Prison
Weymouth Old People Community Mental Health
Poole and East Dorset CAMHS
Long Term Conditions- Alderney Hospital
Health Visitors Team -Bournemouth

Date
26/08/14
30/09/14
28/10/14
26/11/14
11/11/14
03/12/14
17/12/14
21/02/15
26/02/15

9.0

QUALITY INTERACTION SCHEDULE (QUIS)

9.1

Dorset Healthcare Trust continually strives to achieve patient centred care at the heart
of the health care we provide, and we believe that all patients should be given the
opportunity to be actively involved in decisions about their health care.

9.2

Communication with patients is a vitally important component of delivering patient
centred health care and is one of the 6 Cs the Chief Nursing Officer for England has
set as part of the strategy for nurses, Midwifes, and care staff, to work within a culture
of compassionate care.

9.3

With the support of the Patients Association a programme of Quality Interaction
Schedule (QUIS) was undertaken within the inpatient services across the Trust. Staff
and volunteers from Dorset Health Watch were trained in how to use the QUIS tool.
Observations were undertaken in ten wards across the Trust between July 2014 and
9

October 2014.The wards where the observations were undertaken are listed in table
10.
9.4

Overall the findings from the observations of the wards were commendable. The
observations were undertaken at different times of the day and different days of the
Week. There were a total of 218 observed interactions across the ten wards.77%
were rated Positive 22.5% rated Neutral/Basic and only 5% showed Negative care.

9.5

A full report with the definition of each category was prepared and submitted to the
Locality Directors, the Locality Managers and the Ward Managers. The feedback was
shared with members of the teams.

TABLE 10 - QUIS Schedule 2014
Planned Date

Ward/ Hospital

Observers

Tarrant Ward
Blandford Hospital

Carol Clements
Richards Broard
Donna Steer

Darren Wickwar
0158456541

Yes

14/7/14

15/7/14

Hanham Ward
Victoria Hospital

Chris Wakeman
Louise Worwick
Donna Steer

Sarah Cake
01202 857289

Yes

14/8/14

Fayewood Ward
St Leonards
Hospital

Darren Wickwar
Yvonne Hunter
Donna Steer

Richard Broard
01202 584200

Yes

20/8/14

Jersey Ward
Guernsey Ward

Bob Kelsey
Elizabeth Jeffries
Paula Valtratalo
Donna Steer

Helen Hunt
012012 307699
01202 305020

Yes

Jacqui Burt-Shears
Helen Lawes
Mike Osmond
Donna Steer

Karen Fisher
01935813991

Yes

Mike Osmond
Donna Steer

Jane Turner
01308 422371

Yes

Louise Burdette
Donna Steer

Johnathan Pitt

Alderney Hospital
11/9/14

The Willows
Rowan Ward

Hospital
Contact

Completed

Beech Ward
Yeatman Hospital
30/9/14

Langdon Ward
Ryeberry Ward
Bridport Hospital

Yes
16/10/14

Alumhurst Ward
St Ann’s Hospital
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10.0 NHS CHOICES
10.1 Throughout 2014/15 the Trust received 31 comments published on NHS Choices 21
Were positive and 10 were negative.
10.2 The managers and matrons of the services for which there are postings on NHS
Choices are requested to give responses to the comments, and to share these
comments with their teams and act on the feedback as necessary. Table 11 shows
the Services that received comments during the period 1st April 2014 to 31st March
2015.
TABLE 11 - NHS Choices
Services
CMHT Alderney Hospital
Older Peoples Services – Alderney Hospital
Kings Park Hospital
Dudsbury Ward- St Ann’s Hospital
Bridport Hospital
Wimborne Hospital
MIU Bridport Hospital
Seaview Ward –St Ann’s Hospital
Westhaven Ward
Swanage Community Hospital
CMHT – Alderney Hospital
Pebble Lodge
Herm Ward Alderney Hospital
Pelhams Community Clinic
Total

11.0

Positive
Comment

Negative
Comment
1
1

1
4
4
5
1
2

1
1
1

4
1
1
2
1
21

10

FORUMS / EVENTS

11.1 There were forums and events undertaken throughout the Trust over the course of the
year. Examples are recorded in appendix B
12.0

IMPROVEMENTS / CHANGES

12.1 During 2014/15 Dorset HealthCare continued to demonstrate commitment to improving
Patient experience. We have engaged with patients and carers, we have listened to
feedback and from the information received changes have been made to improve
services as a result. Examples of some of the improvements made are recorded in
appendix C.
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APPENDIX A

APPENDIX B

FORUMS AND EVENTS
12

These are some of the forums and events held from April 2014 to March 2015 by services
throughout the Trust
•

The friends of Blandford Hospital funded fortnightly theatrical music and drama
performances on Tarrant Ward

•

The Electroconvulsive Therapy and Physical Health Team opened its doors at St Ann’s
Hospital to offer a snapshot of the work being undertaken at St Ann’s and the developments
being made to promote optimal health in patients with serious mental health conditions.

•

Remembrance Day – as the majority of patient at The Willows wards in Yeatman Hospital
are aged between 70 and 90 years of age and were unable to attend public services, the team
brought Remembrance Day to the ward by creating a display of war memorabilia on the
wards.

•

The Podiatry Teams showcased local services at the college of Podiatry’s annual conference
and exhibition at the Bournemouth international Centre.

•

Westhaven Hospital opened a new garden for the patients in the courtyard of the hospital.

•

Special Interest Group Day –was organised by the Intensive Psychological Therapies
Service for all trained dialectical behavioural therapist

•

The Chlamydia Screening Team held an event at Bournemouth University to coincide with
Valentine’s Day.

•

Quality Improvement Conference – January 2015 Showcasing Trust wide Quality
Improvement initiatives.

•

NHS England has requested to include the Wheelchair’s Case Study of Good Practice in their
Bank of case studies.

•

The Catering Staff at Alderney Hospital had an Easter Egg Raffle towards helping the fund
for the patients special Gourmet Events.

•

HMP Dartmoor held a service user forum in January 2015.Clients discussed services.
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APPENDIX C
EXAMPLES OF IMPROVEMENTS


Feedback Questionnaire: The Community Adult Asperger’s Service has developed a new
feedback questionnaire that is given to all clients on discharge from the service. The
questionnaire is completely anonymous in order to help gather the most accurate information
about the service provided. The results are analysed every quarter and so far have been very
positive. The feedback that is received is discussed in team meetings and the team have
taken into account comments and improvements that could be made such as the importance
of ongoing work to increase GP awareness of Asperger’s Syndrome. 100% of service users
rated CAAS as good to excellent, 92% said they would recommend the service to family or
friends, and 100% felt that the service had positively impacted on their lives.



Community Adult Asperger’s Service employment course: The service users attending
Community Adult Asperger’s Service employment course are given feedback sheets to report
how useful they are finding the course and the sessions they have attended, they have given
positive feedback and have been involved in course content and topic selection as a result of
the comments made.



The Podiatric Surgery Day Case Surgery: The Podiatric Surgery Service undertakes day
case surgery for people requiring surgical treatment of the forefoot. A recent audit was
undertaken to understand more about the outcomes and experience of people undergoing
Hallux Valgus (bunion) surgery. 146 patients who had surgery between 2010-2012 were sent
questionnaires and were provided with stamped addressed envelopes to encourage a good
response rate. 97 questionnaires were returned giving a response rate of 66%. 70 patients
provided further feedback at the end of the questionnaires. The patients were asked to state
what they expected to gain from the treatment, a range of responses were received including
to be free from or to have less pain, to be able to walk normally, to wear normal footwear and
to have straight feet. When asked how the patient described their original foot condition since
treatment 93 (95%) said better or much better with the remaining 4 patients saying the same
of a little worse. Overall the audit demonstrated that patients were satisfied with the results of
their surgery and many took the time to provide positive responses to describe their
experience. Two patients were rebooked back in for further review as a result of their
feedback.

•

Shaftesbury Hospital results of patient feedback: As a result of patient feedback
Shaftesbury Hospital have started to have daily newspapers for the patients, which is also
paid for by the league of Friends.

•

Singing Group set up by Pulmonary Rehabilitation Nurse: In the Community the
Pulmonary Rehabilitation Nurse has set up a ‘singing group’ for patients who have completed
the pulmonary therapy rehabilitation course in the East. This is a pulmonary rehab choir which
is going from strength to strength and evidence shows that singing is a fantastic way of
maintaining lung capacity in patients with chronic lung problems.

•

Education and Exercise session for Parkinson Patients: The Parkinson’s Specialist
Nurse, along with a Physiotherapist and Occupational Therapist from Lyme Regis medical
centre, has started an education/exercise session for Parkinson patients in that area. The
Parkinson’s nurse contributes to this by giving a session about drug treatments used in
Parkinson disease.
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•

Stress buster Program developed and to be co-delivered in Schools throughout Poole:
Poole CAMHS have developed a ‘Stress Busters’ program to co-deliver with schools in
Poole, this will first run with CAMHS clinicians and then schools will be able to use the
programme to run in-house with supervision and support from CAMHS staff.

•

“You said, we did” board created in Weymouth and Portland CAMHS: Weymouth and
Portland CAMHS have created a ‘in the waiting room which allows space for patients to share
ideas/feedback. The Psychiatrist is developing ‘team values’ as management development
project. Asked opinion of 2 young people from each clinician within team to inform and
devise values.

•

Young people designing posters: Bournemouth and Christchurch CAMHS - reception gave
a flyer asking young people to draw a picture for our corridor. Member of staff provided a
name of a young person to attend Teen Voice’.

•

CYP IAPT Video on outcome measures: CAMHS wide – Children and Young People - IAPT
video on outcome measures introductions available for teams to watch.

•

Development of a parent and carer group: Participation worker has met with 4 parents who
would be interested in parent-carer group to discuss ideas about how to run group. Meeting
with parenting leads at the beginning of July to look at practicalities.

•

Redesign of the Community Alcohol Detox Service: CADAS - You Said We Did combined
with a DAAT consultation have led to the re-design of the Community Alcohol Detox Service.
This has enabled the detox process to be more supportive for service users.

•

Improve single sex segregation: Work has recently taken place on Alumhurst Ward to
improve single sex segregation as well as improving the décor. This has included the removal
of the old TV cabinet to enlarge the lounge for the patients. New artwork has also been
displayed within the ward.

•

Updated team leaflet and Easy Read leaflet: Bournemouth Community Team for Learning
Disabilities (BPCTLD) - have updated their team leaflet and easy read team leaflet and both
have been sent to local resources such as Day Centres, CMHT, Social Inclusion Team,
Specialist schools, Bournemouth and Poole College.

•

Development of easy read Audiology referral: The Intensive Support Team have updated
their team leaflet and are ensuring it is distributed appropriately members of the SALT team
helped with updating the easy read Audiology referral form for adults with learning disability
used in the East.

•

Improving links with GP’s: At a recent Occupational Therapist (OT) away day those present
agreed to put together an easy read OT report format. They also agreed to improve our links
with GP’s and inform them of the role of an LD OT and what they can offer.

•

Easy Read Case Conference minute template developed: Bournemouth CTPLD have
adapted a ‘child protection case conference minutes’ document which was very difficult to
understand for a parent with learning disabilities and created an easy read version. The
template has been forwarded to children’s services for their use for other clients. The easy
read version was much appreciated by the parent.
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•

Collaborative working with the People Friendly Information group: A SALT team member
has joined the People Friendly Information Group started by Bournemouth CTPLD. The group
aims to review, share and develop easy read information relating to Learning Disability
Services.

•

Development of a recovery gym poster: The Substance Misuse staff within HMP Exeter are
working closely with gym staff to look at creating a recovery gym poster.

•

Sensory needs booklet developed: An Occupational Therapist within the Learning Disability
service team has produced a booklet to support clients to understand their sensory needs.

•

Access to GP annual health check documentation: Psychiatrists to have access to GP
annual health check documentation to avoid duplication of clinic tests and measurements.

“You Said ….. We Did”
A large number of Trust services use ‘You said… We did’ approach to displaying improvements as a
result of service user feedback. The following provides examples of changes made as a result of
patient and carers sharing their experiences of our services.
You said…..…
We did…
West Early Intervention in Psychosis
Team (EIPS)
Organised event for Sept.
Request for EIPS BBQ
Client designed the flyer. BBQ happened early Sept,
positive feedback re event. Plan to support clients,
peers to organise further social events.
You Said…......
We Did....
West Early Intervention in Psychosis Organised a workshop with P M Recovery Lead and
Team (EIPS)
Sarah Rose Mental health Forum on ‘Co-Production’
Event held 10/9/14
Request for further joint training
You Said....
Pebble Lodge
We would like go surfing

We Did....
The WAVE project has been commenced and has
been enjoyed by the young people.

You Said…..
We Did …..
Pebble Lodge
We want to choose what to do over the The young people have been involved in planning
the activity programme for the summer holiday
summer
You Said……
CAMHS
I would like to have crisis visits during the
transition time of moving into a new class in
September.

We Did……

Weekly crisis visits arranged for the 6 week period
from the beginning of term Patients being involved in
the design of their care package where this can be
facilitated in a planned way.
You Said……
We Did……
Poole Community Learning Disability More groups are being planned for the Autumn.
Team
Service users have requested more
Occupational Therapy Groups.
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1.

Introduction

1.1

The Board agreed the BAF for 2015/16 at its March 2015 meeting.

1.2

The Board agreed to review the BAF quarterly, in the same month as the return to Monitor is
considered. It is reviewed by the Quality Governance Committee, the Audit Committee and the
supporting Executive Groups on a quarterly basis in advance of the Board

1.3

This report sets out changes to the BAF and highlights more significant areas for discussion
following the quarter one review

2.

Strategic Goals and Significant Risks

2.1

The seven strategic goals for 2015/16 and the six current significant risks of failure to achieve them,
agreed in March, are shown in the table below. For the Trust’s purposes, ‘significant risks’ are those
scoring 15-25 in the Trust’s risk register.
Strategic goal for 2015/16

1

2

3

4

To provide high quality care; first time, every time.

Significant
risk Risk
scoring 15+ as at Score
March 15
Failures in care.
20

Inadequate staffing 16
levels.
To be a valued partner and expert in partnership working with patients, communities and
organisations.
To be a learning organisation, maximising our partnership with Bournemouth University and
promoting innovation, research and evidence
based practice.
To have a skilled, diverse and caring workforce Ineffective clinical 16
who are proud to work for Dorset HealthCare.
leadership across
some services.

Risk
Owner
SO'D;
LB; EY
SO'D;
LB; EY
SO'D;
LB; EY
-

LMW;
FH; CH

5

To be a national leader in the delivery of Locality
integrated care.
governance.

16

SO'D;
LB; EY

6

To ensure that all of the Trust’s resources are Financial
used in an efficient and sustainable way.
challenge.

16

JC

16

SH

-

-

Lack of resilience.
7

To raise awareness within the Trust and externally of the impact that our work has on
people and our environment, and take steps to
reduce any negative effects.

3.

Review of the BAF

3.1

A large number of changes have been made to the BAF since it was approved in March. These
changes have been made following discussions with the lead Director(s) for each of the BAF risks.

3.2

Some of the key changes to the document are

2

•

Reference to the CQC inspection and the external governance assessment as
sources of assurance in respect of a number of the controls

•

Reference to the action being taken to improve organisational learning from incidents

•

The escalation of the CAMHS service to the BAF and the actions being taken and
sources of assurance in respect of this

•

The action being taken to address issues in respect of responding to CAS alerts

•

The timing of the planned submission of the PICU business case to the Board

•

The action being taken in respect of recruitment and retention

•

The financial reporting to the Board against the five headings agreed in April

•

Generally streamlining the content of the BAF to focus attention on key controls,
gaps, assurances and further action required

3.3

The review has also highlighted broader areas that merit further consideration.

4.

Areas for Review
Description of the Impact of the Significant Risks

4.1

There has been some discussion with Executive leads and at the Audit and Quality Governance
Committees about the wording of some risks. Following this, it is suggested that the Board revises
risk descriptions as follows
The risks in respect of failures in case, inadequate staffing levels, ineffective clinical leadership and
locality governance refer to the following impact (with track changes showing the suggested
amendments)
May result in inadequate patient experience; failure to protect patients and staff from severe,
permanent harm or death; prolonged adverse publicity; prolonged disruption to one or more
locality; loss of stakeholder confidence; failure to comply with clinical standards with
adverse/regulatory consequences.
The risk in respect of the financial challenge refers to the following impact with the current and
revised wording (shown as tracked changes) is set out below
May result in variances from plan in excess of £1-5m5m; prolonged adverse publicity and
regulatory action.
The proposed deletion of reference to a range of £1-5m reflects the discussion at the Audit
Committee, where it was considered that a specific figure was more appropriate.
Scoring of the Risk in Respect of Failures in Clinical Care

4.2

The Quality Governance Committee considered the scoring in respect of failures in clinical care.
This risk is currently scored at 20 (an impact of five and a likelihood of four). The risk increased in
March from an initial score of 16 to the current level of 20. This is the highest scoring risk in the
Trust.
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4.3

The Committee asked that the Executive Quality and Clinical Risk Group consider the narrative that
would support a reduction in the risk score, based on the effectiveness of the controls in place
Scoring in Respect of the Financial Challenge

4.4

The Audit Committee considered the scoring of the risk related to the financial challenge |(caused by
a lack of budgetary control, a lack of resilience on CIP programme development and a failure to
capitalise on commissioners’ discretionary payment schemes which could result in a variance from
plan in excess of £1-5m).

4.5

The score of 16 reported to the Committee reflected a position that the occurrence of this risk is
likely with a major impact on the Trust. Following the discussion at the Audit Committee, the
Director of Finance has reviewed this risk and a revised scoring is proposed based on the controls in
place, the sources of assurance and the further action proposed to address the risk. The Board is
asked to consider this revised scoring in the context of the discussion on the Finance report earlier
on the agenda for the meeting.
High-Scoring Risks

4.6

All but one of the risks scoring 15 or more on the register appear on the BAF. The other risk area
relates to fire wall compartmentalisation. The scoring of the risk is under review and will be
considered by the Executive Performance and Corporate Risk Group in August.
Further Review of the BAF

4.7

The discussions at the Audit and Quality Governance Committees have suggested that there is
merit in reviewing the BAF on a more frequent basis that the current quarterly arrangement. This will
take place through the two Executive Groups with, in months when the Audit and Quality
Governance Committees are not meeting, any issues of significance being escalated directly to the
Board.

5.

Recommendation

5.1

The Board is asked to
(a)

Consider the revised BAF templates, controls, assurances and further action planned

(b)

Consider the proposed changes to the risk descriptions (4.1-4.3 above)

(c)

Consider the proposed changes to the risk scoring in respect of the financial challenge (4.44.5 above)

Keith Eales
Trust Secretary
July 2015
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The Trust's goals for 2015-16 (approved January 2015 Board).
1

To provide high quality care; first time, every time.

2

4

To be a valued partner and expert in partnership working with patients, communities and
organisations;
To be a learning organisation, maximising our partnership with Bournemouth University and
promoting innovation, research and evidence based practice;
To have a skilled, diverse and caring workforce who are proud to work for Dorset HealthCare;

5

To be a national leader in the delivery of integrated care;

6

To ensure that all of the Trust’s resources are used in an efficient and sustainable way;

7

To raise awareness within the Trust and externally of the impact that our work has on people and our
environment, and take steps to reduce any negative effects.

3

SIGNIFICANT RISK REGISTER 2015/16
#

Goal we could fail
to achieve

Risk of failure to achieve objective that we face now

Exec Lead

Impact x
likelihood
(max 5 x 5)
today

Acceptable
score

Our
assurance
oversight

Target
date

1

To provide high quality care; Failures in care.
first time, every time
Caused by gaps in adherence to assessment care planning policy / guidelines; poor use of risk
(Goal 1).
assessments or other lapses in protocol.
May result in inadequate patient experience; failure to protect patients and staff from severe,
permanent harm or death; prolonged adverse publicity; prolonged disruption to one or more locality;
loss of stakeholder confidence and for material breach of CQC Registration Conditions or Monitor
Licence conditions.

SO'D; LB; EY

5 x 4 = 20

4x2=8

Quality
Governance
Committee
(+MHLAC)

31.3.16

2

To provide high quality care; Inadequate staffing levels.
first time, every time
Caused by high rates of staff churn; unplanned absences; skill mix; inadequate workforce planning;
(Goal 1).
insufficient workforce availability; failure to motivate, engage, retain talent.
May result in inadequate patient experience; failure to protect patients and staff from severe,
permanent harm or death; prolonged adverse publicity; prolonged disruption to one or more locality;
loss of stakeholder confidence and for material breach of CQC Registration Requirements or Monitor
Licence conditions.

SO'D; LB; EY

4 x 4 = 16

2x3=6

Quality
Governance
Committee

31.3.16

3

To have a skilled, diverse
and caring workforce who
are proud to work for
Dorset healthcare
(Goal 4).

Ineffective clinical leadership across some services.
Caused by change programmes; uncertainty; failure to recruit, retain and develop clinical leaders.
May result in a lack of clinical leadership; severe permanent harm or death to patients or staff,
prolonged disruption to one or more Localities, extended service closure.

NK; FH; CH

4 x 4 = 16

2x3=6

Quality
Governance
Committee

31.3.16

4

To be a national leader in
the delivery of integrated
care
(Goal 5).

Locality governance
Caused by failures to agree, communicate and work according to an effective system of locality
governance or failures to identify and report on relevant smart performance data.
May result in severe permanent harm or death; prolonged adverse publicity; prolonged disruption to
one or more localities or extended service closure.

SO'D; LB; EY

4 x 4 = 16

2x4=8

Quality
Governance
Committee

31.3.16

5

To ensure that the Trust's
resources are used in an
efficient and sustainable
way
(Goal 6).

The financial challenge.
Caused by lack of budgetary control, lack of resilience on CIP programme development;
failure to capitalise on commissioners' discretionary payment schemes.
May result in variances from plan in excess of £1-£5M; prolonged adverse publicity.

JC

4 x 3 = 12

2x4=8

Audit
Committee

31.3.16

6

To ensure that the Trust's
resources are used in an
efficient and sustainable
way
(Goal 6).

Lack of resilience.
Caused by a failure to integrate services with Local Authority social care and other partners and to
influence the outcomes of Better Together, Dorset CCG Review in the interests of the Trust's patients.
May result in severe, prolonged disruption to one or more localities or service loss / closure.

SH

4 x 4 = 16

3x3=9

Audit
Committee

31.3.16

Date on which data valid: 18-Mar-15

Board Assurance Framework 2015-16
Corporate objective no. 1
Risk description:

Failures in care.
Caused by gaps in adherence to assessment care planning policy / guidelines; poor use of risk assessments or other lapses in protocol.
May result in inadequate patient experience; failure to protect patients and staff from severe, permanent harm or death; prolonged adverse publicity; prolonged disruption to one or more locality; loss of stakeholder confidence and for material breach of CQC Registration Conditions or Monitor Licence conditions.
Range of outcomes

BAF risk
no 1

Ulysses No:

Risk
owner

SO'D; LB; EY

Main
controls 16

To provide high quality care; first time, every time.

Scores

Initial

Today

Acceptable

SxL

4 x 4 = 16

5 x 4 = 20

4x2=8

Control description

Outlying clinical outcomes
and harm

Worse than peer clinical
outcomes & harm

Assurance from first line of defence
(front line evidence)

Assurance from second line of defence
(management evidence)

Care Certificate programme for healthcare
support workers (HCSW) and adult social care
workers (ASCW), Bands 1-4 from April 2015.
We have incident reporting and risk
management systems in place which highlight
variances from planned care and instill learning.
We undertake mortality and morbidity reviews.
Safety thermometer.
Monthly staffing report to QGC.
Clinical audit programme.
SUI Panels

Assurance from third line of defence
(independent evidence)

Exemplar clinical outcomes
and harm

Outcome trajectory

RAG rating today's
assurance position

↔

A

Gaps in assurance position

Quality Governance
Committee (+MHLAC)

Further action or assurance required by committee /
Board, with dates

Our staff have been trained to deliver Not all patients have a care plan or adequate
safe and compassionate care.
care plan.
Non-compliance with mandatory training .
Weaknesses in evidencing safe care in some
teams.
Weaknesses in organisational learning from
incidents

2

Our clinical standards, processes,
guidelines and policies are available,
communicated, well designed and
operate effectively.

Staff may deviate from these standards,
Delayed Transfers of Care (DToC) process.
processes, guidelines when planning or
Local induction.
delivering care.
Supervision
Inconsistent care pathways in mental health
(risk 52).
Our DOLS practice may be non-compliant with
Cheshire West judgement (#849).
Practice in providing s132 rights under the
Mental Health Act Code of Practice.
Weaknesses in safeguarding controls.
Delayed transfers of care numbers.
Demands on the CAMHS service with capacity
and leadrship constraints.
Not
all clinical services have the required
documented standards/services

Policy Group established Feb 2015.
CQC inspection in June 2015.
Violence & Aggression Management Group and Internal audit of policy process June 2015
a Security Management Group both of which
analyse patterns of events which may have lead
to harm and from which learning can be
developed.
Clinical Audit plan
2015/16 risk based approach. New integrated
corporate dashboard.
Locaity
oversight of performance

Assurances on a system of formal review and
progress chasing of policy suite.
Policy sign-off process
Some services evidencing delays in assessment
or treatment times.

1) Review process in place to ratify, disseminate
and add clinical guidelines, procedures,
pathways and policies to the intranet following
review (report to Executive Performance &
Corporate Risk Group September 2015).
2) Work with LA partners to identify suitable
providers and stimulate the market for nursing
home provision..
3) Re-examine interpretation of DToC definition
(report to Quality Governance Committee)
4) All services to have rerquired clinical
standards/processes/guidelines and policies in
place

3

Our technical controls such as eRoster; Rio, System One and other
electronic information systems have
been designed well and operate
effectively.

e-Roster does not currently allow recording of
local induction completion.
Staff may work around electronic systems so
benefits are not realised.

A System One User Group has been
established, reporting in to Informatics.

E-rostering algorithms are agreed and the
system is rolled out to inpatient wards. A RAG
tool is in use daily with 'red' and 'black' shifts.
System One Group coordinates work to
improve system effectiveness.

Lack of framework for ensuring e-roster
benefits are realised post-implementation

None

4

Our quality governance arrangements Evidence of Trust learning from incidents could
support the identification of learning be improved.
opportunities and track progress in
improvements.

Regular communications with staff on the
quality priorities and progress against them
including learning from incidents.
Positive incident reporting culture in the Trust

Nursing and Quality Directorate initiatives such CQC readiness assessment April 2015.
as: safe & therapeutic staffing levels; integrated CQC inspection.
personal care; improving responsiveness to
Well Led Review
patient and carer feedback; pressure ulcer
incidence; care planning; use of restrictive
interventions.
Risk management
and incident reporting systems are in place

Evidence that learning from incidents has
improved following initiatives introduced in
2015

Report to the Quality Governance Committee
on action taken and impact of action taken to
improve learning from incidents.
Develop E-roster framework. Improved training
for EPR systems.
Establish
standards of data quality and input
Develop user guide for use of EPR systems

5

Talented, motivated management
teams effectively lead well engaged
staff, wards and services to account
for performance.

Integrated performance report identifies
personal development review data monthly.
Delivery of leadership and development
programmes.

New Executive management structure reporting Staff survey results March 15.
up to Exec Performance & Corporate Risk Group CQC inspection June 15.
and the Exec Quality & Clinical Risk Group
established Jan 2015.
HR coordinating CPD programmes for directors.
2nd workshop for locality managers .
Recruitment and Retention Group established

Assurance over the extent to which internal
communications channels meet staff needs.

To review process for disemination of agreed
policies and strategies across the Trust and
their effectiveness.
Six monthly review of the Communications,
Organisational Development and Participation
strategies to the Executive Performance and
Corporate Risk Group.
PMO reports on delivery of Annual Plan

6

Our medical devices and equipment
Slow response to CAS alerts. Database for
Verbal feedback from staff during walkarounds
(and mandatory training in how to use tracking training and maintence may not be up by Execs and NEDs.
them) are registered, tracked,
to date in each service
maintained and replaced in line with
Trust and manufacturers guidelines.

Monitoring reports on the effectiveness of the
Medical Devices policy IN-132.
Working Group review of CAS alerts system in
the Trust.

The Trust will work with the Regional Nurse
Mandatory training compliance
Revalidation project team throughout 2015 to Learning from incidents across the Trust
ensure DHUFT is well placed to support nurse Enhancing the effectiveness of the MHLAC
revalidation process from January 16.
The Trust works effectively with and is
increasing the value of the relationship with
Bournemouth University (commissioning L & D
programnmes; post qualification nursing
training; practice development). CQC
unannounced inspections.
CQC inspection in June .
Well-led governance review summer 2015.

Assurance oversight

1

Reporting processes for OD Strategy; Comms
Strategy; HR Strategy agreed but not yet
implemented.

Quality metrics in monthly integrated
performance report.
Early warning trigger tool data.
Quality Effectiveness & Safety Trigger Tool
(QESTT) data.
Staff Friends and Family test data (STT).
Team level dashboards.
Mental health legislation training.
Ulysses incident reports

Better than peer clinical
outcomes and harm

•

Current position

Gaps in control

In line with peer

CQC inspection June 15.

Internal Audit review of governance of medical We need assurance that risks relating to
devices & equipment.
medical devices are formally tracked and
mitigated.
We need assurance that we track compliance
with actions required by CAS alerts.

Director of Nursing to consider acquiring peer
review of mental health legislation compliance.
New arrangements to support operation of
MHLAC to be introduced July 2015.
Director of Nursing to report to Quality
Governance Committee on effectiveness of
shared learning events (October 2015)
Locality Directors to consider peer audit to be
considered to improve the quality of care plans
(September 2015)
Strengthen
supervision for all teams.
Roll out and
monitor waiting list management process
forCAMHS, CMHTs and CHS rteams

Report to the Executive Quality and Clinical Risk
Group on proposals for an enhanced response
to CAS alerts (October 2015).
All
services to have medical devices register

Date on which data valid: 18-Mar-15

Board Assurance Framework 2015-16
Corporate objective no. 1
Risk description:

To provide high quality care; first time, every time.
Inadequate staffing levels.
Caused by high rates of staff churn; unplanned absences; skill mix; inadequate workforce planning; insufficient workforce availability; failure to motivate, engage, retain talent.
May result in inadequate patient experience; failure to protect patients and staff from severe, permanent harm or death; prolonged adverse publicity; prolonged disruption to one or more locality; loss of stakeholder confidence and for material breach of CQC Registration Requirements or Monitor Licence conditions.
Range of outcomes

BAF risk no 2

Ulysses No:

Risk owner

SO'D; LB; EY

Main
controls 1-6

Scores

Initial

Today

Acceptable

SxL

4 x 4 = 16

4 x 4 = 16

2x3=6

Control description

Gaps in control

Regulatory intervention to
protect service users.

Trends in harm connected to Many services dependence
unplanned clinical
on irregular clinical staffing.
workforce.

•

Current position

Assurance from first line of defence
(front line evidence)

Programmed use only of
locums, agency or bank.

Assurance from second line of defence
(management evidence)

Assurance from third line of defence
(independent evidence)

1

We collect and report staffing
data daily to highlight
outstandign shiftsrequiring
cover and six monthly to
ensure we can make evidence
based staffing decisions.

Some of the data collection depends on manual
Staffing of shifts monitored daily
systems, not electronic.
We should record and escalate lone working risks
(#480) to staff as well as the patient care risks
caused by inadequate staffing.
Devon Prisons staff structure and shift pattern
review suggests change required.
Staffing issues reported from various locations:

Nurse revalidation to be in place from January 16. CQC inspection June 15 .
Monthly integrated performance reports identifies CQC unannounced inspections
those inpatient areas most dependent upon bank
and agency staffing.
Management has determined what full
establishment in service areas should be.
Management receive a daily report on e-rostering
staff exceptions.

2

We use flexible staffing
resources to fill staffing gaps.

Agency may be more attractive than bank, and
both may be more attractive to staff than
substantive appointments, to our disadvantage.
We have not yet formalised algorithms for staffing
numbers and mix incommunity services and
therefore there could be confusion over
expectations and what characterises excellence in
service provision.

Our staff tell us that agency and bank staff are no
less able or compassionate than our own staff.
Local induction of temporary staff.
Agency checklist

Agencies, are required to provide written
assurances annually that their staff are supplied
only after all relevant, proportionate checks
completed.
Report to the Board on compliance with Francis
recommendations

3

We recruit proactively and
Recrutiment and retention in some areas remains
innovatively; we have retention a challenge
strategies to raise the calibre of
our staff and reduce churn and
vacancy rates.

Reporting recruitment and selection response
times
DBS checks used proportionately.
We over-recruit when the chance arises.
Training staff in recruitment and retention.
Leadership development

Recruitment & Retention Project group
established.
Attraction and retention payments being used for
somenursing areas and their use in other groups is
under review.Report to the Board on a monthly
basis on recruitment and retention initiaives.

4

We balance the employer /
employee relationship with
reasonable controls and 'inmarket' terms and conditions.

Speed of recruitment could be enhanced.

Staff friends and family test.
Quarterly staff feedback.
Annual national staff survey.
Flexible working arrangements.
Retention tactics.
Leadership development opportunities;
Leadership Forum.
Reports on Employment Tribunal incidence and
outcome.

5

We engage with our staff and
communicate via channels and
media which suits their
preferences.

Reporting mechanism for OD Strategy; Comms
Strategy; HR Strategy agreed but not
implemented.
Communication channels in the process of being
updated

6

A formalised process of
Robust workforce planning undertaken as part of
workforce planning, resulting in the budget and annual plan preparation.
a deliverable plan during 15-16.

Corporate and Local Induction.
Personal development review rates and ease of
process.
Mandatory training rates.
Clinical supervision rate using e-Supervision via
Ulysses.
Revalidation rates.
'Care first' confidential employee assistance
programme usage.
Absence management.
Access to Occupational Health & Wellbeing
services
Multiple channels of communication; Weekly
Comms Round Up.
'@DorsetHealth' Twitter
https://www.facebook.com/pages/DorsetHealthCare/270334029735263.
The CEO communicates with staff regularly on a
predictable time and platform.
Leadrship development.
Training in communication skills
Team meetings, CEO briefings,drop ins; Exec

Over-recruiting talent
mitigates staff churn. Full
establishment.

Outcome trajectory

RAG rating today's assurance
position

↔

A

Gaps in assurance position

Uncertainty in community services capacity and
productivity

Although numerous workstreams are ongoing to
Internal Audit Review of Francis
recommendations / e-rostering and safe staffing . support safe staffing; there is a consensus that
more is required.
CQC inspection June 15 will assure.
There are lower rates of Prevention and
Management of Violence and Aggression training
in bank & agency staff.
Feb 15 integrated performance report (December
14 data) highlights quality exceptions as staffing
levels (86% December 14 shifts staffed to planned
levels.
We need to be assured as to the qualifications;
practice; proficiency in English of agency staff.
We need assurance on the replacement of the
Registration Authority system (#942)
CQC inspection June 15 .
Impact of the work of the recruitment and
retention group.

Assurance oversight

Quality Governance
Committee

Further action or assurance required by committee /
Board, with dates

Consideration to be given to an internal audit
report on staffing data to provide assurance.
Capacity review of community teams to be
completed by 31 December 2015.

Internal Audit review of safe staffing / Francis
recommendations and e-rostering
Seek assurance as to practice of local induction
with bank and agency staff. Consider iteration of
the policy to address requirement for compliance
monitoring of local induction of bank and agency
staff.
To develop the module on E-Roster to record local
induction and registration/training for all new,
bank and agency staff.
Internal Audit to evidence compliance and
assurance of Local Induction
Report to the Executive Performance and
Corporate Risk group in September 2015 to set
out progress on recuitment and retention.
Implementation of recruitment and retention
strategy.

Whistleblowing incidence reported at Audit
committee. Information can be triangulated with
the use of Disciplinary and Capability Policy IN115a and the use of the Grievance Policy IN-116.
Chair, SID, CEO & HR Director review
ofWhistleblowing Policy March 2015.
Annual national staff survey.

CQC inspection June 15 . Staff Survey

Health Education Wessex are providing funded
assistance with workforce planning during 15-16.

Staff survey redults.
Information on the effectiveness of
communication channels.
Regular reporting on levels of staff engagement

Review of the Trust communication channels and
a report to the Executive Performance and
Corporate Risk group in September2015
Half yearly reporting on the Communications,
Organisational Development and Participation
strategies will be considered by Executive
Performance and Corporate Risk Group.
Implementation of action and engagement plan
after staff survey results
Exec Performance & Corporate Risk Group to
have oversight of the workforce plan.

Board Assurance Framework 2015-16
Corporate objective no. 4
BAF risk no
2

Ulysses No:

BAF risk no
5

5

Risk owner

NK; FH; CH

Main
controls 1-6

18-Mar-15

Date on which data valid:

To have a skilled, diverse and caring workforce who are proud to work for Dorset Healthcare.
Ineffective clinical leadership across some services.
Caused by change programmes; uncertainty; failure to recruit, retain and develop clinical leaders.
May result in a lack of clinical leadership; severe permanent harm or death to patients or staff, prolonged disruption to one or more Localities, extended service closure.
Range of outcomes
Scores

Initial

Today

Acceptable

SxL

4 x 3 = 12

4 x 4 = 16

2x3=6

Control description

Unsustainable services

Deflection of activity to
neighbours

Current position

Emergence of hard to
recruit to clinical
positions

Declining trend in clinical
vacancy rates

•

Assurance from second line of defence
(management evidence)

Assurance from third line of defence
(independent evidence)

Full clinical
establishment

Outcome trajectory

RAG rating today's
assurance position

↔

A

Gaps in assurance position

Assurance oversight

Quality Governance
Committee

Gaps in control

Assurance from first line of defence
(front line evidence)

Model of clinical leadership being
developed
Portfolio management arrangements are
being embedded.
All clinical leadership positions and
requirements are not yet identified and
agreed.
Medical engagement in decision-making
through Medical Advisory Committee
and Trust Executive requires
strengthening
Medical representation on the Forum is
low.

Locality management structure is now in
place.
Trends in incident reporting are
triangulated with Localities.
Psychology professional leadership role has
been appointed to; as well as Falls Lead.
Quality metrics link harm to adverse
incident reporting and risk registers.

L & D paper on leadership development
and implementation of leadership
programmes.
Numbers of staff been through leadership
training.
Quality assurance visits

MoU with Bournemouth University re
Mental Health and Health Visitor
programme.
CQC inspection June
2015
Well Led
review July 2015

There may be knowledge gaps in locality
management structure as managers now
manage portfolios and are less likely to be
subject matter experts.
Timing of implementation of the clinical
leadership structure.

Clinical leadership structure to be agreed
by the Board in mid 2015.
Report on delivery of the leadership
strategy to Executive Perfornance and
Corporate Risk group September 2015.
Nursing strategy to be developed for Board
approval

Upto 70 leaders attend

Forum meets quarterly to discuss
strategically important initiatives such as
integration.
Standards of practice agreed

CQC unnanounced inspection reports.
CQC inspection.
Well Led review July 2015.
CQC announced inspections.
Healthwatch visits and reports

Medical engagement in the Forum
required.

Report on effectiveness of Forum and its
contribution to leadership capacity and
capability in the Trust to Executive
Perfornance and Corporate Risk group
September 2015. CEO and MD to invite
medical staff to July Forum (July 2015)

1

Trust clinical leadership
structure.

2

Quarterly Leadership Forum

3

Multi-disciplinary team and
partnership working
arrangements

Teams are at different stages of
development in their approach to MDT
working.

MDT meeting minutes.
Professional congvrsation.
Mortality reports.
Quality metrics.

Access to peer, regional and national
development programmes eg Thames
Valley & Wessex Leadership Academy
prrogrammes.
Coaching network
Progress in developing integrated teams.
New service developments and
innovations.

CQC unnanounced inspection reports.
Stakeholder feedback.
Safeguarding Board reports.lth & Wellbeing
Board reports.
CCG contractual arrangements.
Ofsted reports.
Serious case reviews.
Independent Homicide Reviews.

Planned programme to develop MDT
working effectiveness.
Planned developments to improve
parttnership working.

4

HR framework controls

Routine reporting of job planning
completion
PDR and mandatory training are below
planned rates of 95% compliance.

Reported rates of clinician personal
development reviews; revalidation and
mandatory training (for medics).
Ward manager competency framework.
Mandatory training.

Signatory to Mindful Employer charter.

CQC reports.
Complaints incidence and causes.
Litigation incidence and causes.
Coroners' Reports.
Serious Case Reviews.

Clinical leadership roles must be prioritised
and reflected within job planning and role
descriptions.
Need to further change the culture to
facilitate staff using PDR and mandatory
training more positively; and to consider
protected time.

Reports to Board with KPIs in the
integrated dashboard.

Further action or assurance required by
committee / Board, with dates

Training in staff use of appraisal and
mandatory training tools.
Organisation development plan
completion.
Nurse validation process for April 16.

Date on which data valid: 18-Mar-15

Board Assurance Framework 2015-16

To be a national leader in the delivery of integrated care.
Locality governance
Caused by failures to agree, communicate and work according to an effective system of locality governance or failures to identify and report on relevant smart performance data.
May result in severe permanent harm or death; prolonged adverse publicity; prolonged disruption to one or more localities or extended service closure.

Corporate objective no. 5
Risk description:

Range of outcomes

BAF risk no
4

Ulysses No:

Risk owner

SO'D; LB; EY

Main
controls 1-6

Scores

Initial

Today

Acceptable

SxL

4 x 4 = 16

4 x 4 = 16

2x4=8

Control description

Universally weak
Locality
performance.

Little evidence of any Mixed strength and
exemplar services.
weaknesses within
Localities.

Current position

Gaps in control

Assurance from first line of defence
(front line evidence)

Some evidence of
exemplar services.

•

Assurance from second line of defence
(management evidence)

Assurance from third line of defence
(independent evidence)

Exemplar integrated
services across all
Localities.

Outcome trajectory

RAG rating today's
assurance position

↔

A

Gaps in assurance position

Assurance oversight

Quality Governance
Committee

Further action or assurance required by
committee / Board, with dates

1

Mental Health and community
services are arranged and managed
through integrated structures.

Senior managers are now managing
across new service areas, where their
knowledge is shallower; they may be
less well able to identify risk and signs
of failure.
Loss of experienced Team leader
capacity and capability in the CAMHS
service may impact on the ability to
deliver the transformation
programme.
Visible clinical and managerial
leadrship with clear roles and
responsibilities understood by all

Effective locality governance
evidenced in improvements in care;
improved outcomes; improved
clinical effectiveness and patient
experience identifiable in the
integrated performance report.
All locality managers have a common
understanding of service
requirements and expectations.
Appointment of a strategic CAMHS
advisor to take forward the
transformation programme. Internal
communications and engagement
processes (see elsewhere on BAF)

Locality managers are organising
regular governance meetings which
bring togther multi-disciplinary
teams.
Director visisrts to
locality areas

2

Leadership Forum and leadership
programmes

Regular, consistent participation to
meet individual and corporate
development needs

Attendance at the Forum

The Locality Directors are working
with Locality Managers and are
establishing reliable, frequent
communication, collaboration and
management development activities
which are reducing uncertainty.

Further assurance is required that the Review of leadership management capacity
leadership and management capacity including Trust-wide lead responsibilities
that the Trust has in place for the
locality model is sufficient to deliver
the Trust's agenda. Leadership Forum
forward plan

3

Incident reporting, risk management There is less evidence of learning
practice, escalation frameworks and across the organisation from
performance management.
incidents.

There is a positive incident reporting
and raising concern culture .
Incident management and
investigation is udertaken effectively

Implementation and effectievness of
risk training programme. Extent to
which the risk management process
is understood and implemented at all
levels across the system.

Director of Nursing to report to the
two Executive Groups in November
2015 reviewing the effectiveness of
the risk system and reporting.

4

Trust clinical leadership structure.

Locality management structure is
now in place.
Trends in incident reporting are
triangulated with Localities.

The risk management policy has been CQC inspection June 2015.
refreshed and approved; a 12 month Well Led Review July 2015.
programme of support has been
developed for 15-16; the two senior
Executive groups have agreed how
risks scoring 10+ will be reviewed and
mitigated. Roadshow and enagement
events to broaden understanding
from incidents.
Trust wide approach to risk
L & D paper on leadership
development.
Using Thames Valley development
programme opportunities.
Nine cohorts of managers and leaders
have been through the 'Empowering
Leaders: Empowering Teams'
programme.
Dorset HealthCare Leadership Forum
started Feb 15.

There may be knowledge gaps in
locality management structure as
managers now manage portfolios and
are less likely to be subject matter
experts.
Management and leadership gaps
above Ward Manager but below
Board are not easily evident.
Formal succession plans in the middle
tier are not easily evident.

Consulting over viable clinical
leadership structure-report to the
July 2015 Board on the new clinical
leadership structure.

Insufficient ward / service
management capacity. There are
gaps in management structure and
leadership development needs
resulting in leadership weaknesses.
There may be insufficient leaders
with physical medicine specialisms.

CQC inspection in June 2015.
Well-Led assessment July 2015.

Locality Management training
programme started, but unclear
milestones and success criteria.
Locality governance structure not yet
fully embedded
NEDs and Execs participate in
planned visits to service areas, but no
system in place to collect and collate
the findings.
Evidence
of staff engagement

Director of Nursing to investigate
formalising and reporting the
collation and learning arising from
NED and Exec walkarounds
(September 2015).
Internal audit review of locality
governance.

Date on which data valid: 18-Mar-15

Board Assurance Framework 2015-16
Corporate objective no. 6
Risk description:

To ensure that all of the Trust’s resources are used in an efficient and sustainable way.
The financial challenge.
Caused by lack of budgetary control, lack of resilience on CIP programme development; failure to capitalise on commissioners' discretionary payment schemes.
May result in variances from plan in excess of £1-£5M; prolonged adverse publicity.
Range of outcomes

BAF risk no
3

Ulysses No:

Risk owner

JC

Main
controls 1-6

Scores

Initial

Today

Acceptable

SxL

4 x 4 = 16

4 x 3 = 12

2x4=8

Control description

Gaps in control

Special Administration

In turnaround

Current position

Assurance from first line of defence
(front line evidence)

>1% variance to
<1% variance to
planned outturn & CIP planned outturn & CIP
target missed
target achieved
materially
materially
•

Assurance from second line of defence
(management evidence)

Assurance from third line of defence
(independent evidence)

<0.3% variance to
planned outturn; CIP
met; surplus
generated.

Outcome trajectory

RAG rating today's
assurance position

Assurance oversight

↔

A

Audit Committee

Gaps in assurance position

1

Budgetary control and reporting

2

Performance management
framework

3

Quality Directorate oversight of
CQUIN scheme

Monthly CQUIN performance reporting via
PMO to commence in July 2015

4

Cost improvement programme
governance via the PMO

Annual CIP programme developed at too 2015/16 scheme in place with agreed
monitoring arrangements. Plan prepared for
late a stage each year

Monthly reporting to the Executive
Perfomance and Corporate Risk Group
includes progress against 2016/17 plan

Development of alternative projects in
2015/16 should agreed schemes not be
fully implmemented.
Earlier development of CIP schemes and
overall programme in future years

Capital planning and allocation.

process to ensure no underspends

Capital plan for 15-16 evidences
prioritising on a risk based approach and
addresses risks of failure identified in
risk register.
Management discuss capital planning
and allocation monthly; Locality

Capital planning, control and reporting
audit not undertaken in previous year.
To consider review in 2015/16.
Absence of a major capital investment
strategy.
Absence of minor capital programme for

5

Consistency in financial reporting is now
improving after controls weakened
whilst reallocating cost centres in line
with Locality model.
Finance team has experienced significant
churn.

Monthly finance reports tracks and
Monthly reports to the Executive
reports performance at cost centre level. Performance and Corporate Risk Group
Budgets for 2015/16 in place. Finance and to the Board.
team nearly up to establishmnt with one
post remaining to be filled.

Localities and services have planned,
accurate performance reports, including
quality metrics which enable them to
assess their own performance.

Quarterly Locality performance reviews
result in action to address variances.
Executive Performance and Corporate
Risk Group identifies and addresses
exceptions to performance.
Wards, services and localties have clear PMO has oversight over all discretionary
guidance on commissioners'
income streams as well as CIP schemes
discretionary income streams and what as CIP schemes. Montly report to
is required to achieve full CQUIN
Executive Performance and Corporate
payment.
Risk Group

2016/17 scheme

Plan B capital schemes identified for
2015/16 so that any scheme delay can
be quickly replaced by another approved
scheme.

Internal and external audit reviews
financial systems annually. Quarterly
reporting to Monitor.

Further action or assurance required by
committee / Board, with dates

Board has agreed the strructure for
Monthly reporting to Board against the
reporting financial performance against agreed headings from June 2015. Also
key headings.
to include mitigation actions and
assessment of impact on financial
position.

The 2015/16 internal audit plan includes an
Evidence required that performance
management of the locality structure is audit on locality governance
designed well and operating effectively.

Continue monthly update in finance and
PMO reports to the Board

Report to Executive Performance and
Corporate Risk Group July 2015 on
proposals to bring forward pipeline
schemes. Plan for 2016/17 CIP planning
presented to Audit Committee on 20
M
2015 internal audit plan includes
The 2015/16
an audit on capital.
Submission of major capital investment
strategy to Board in either January or
February 2016.

Board Assurance Framework 2015-16
Corporate objective no.
Risk description:

BAF risk
no 6

Ulysses No:

Risk
owner

SH

Main
controls 16

Date on which data valid:

18-Mar-15

To be a valued partner and expert in partnership working with patients, communities and organisations.
Lack of resilience.
Caused by a failure to integrate services with Local Authority social care and other partners and to influence the outcomes of Better Together, Dorset CCG Review in the interests of the Trust's patients.
May result in severe, prolonged disruption to one or more localities or service loss / closure.

Scores

Initial

Today

Acceptable

SxL

3 x 4 = 12

4 x 4 = 16

3x3=9

Control description

Gaps in control

Range of
outcomes

Universally weak Little evidence of
integration and
any exemplar
competitive
services.
disadvantage.

Current position

Assurance from first line of defence
(front line evidence)

Inability to
recover quickly
from shocks.

Some evidence of
Universally strong
exemplar
integration and
services.
competitive advantage.
•

Assurance from second line of
defence
(management evidence)

Assurance from third line of defence
(independent evidence)

Outcome trajectory

RAG rating
today's assurance
position

↔

A

Gaps in assurance position

1

A formal process of strategic
planning, which builds on
Monitor's guidance, has been
used to develop a strategic
vision, purpose, goals and
metrics.
The Board has chosen the
strategic goals from amongst
options developed by the

Metrics to measure the delivery Vision and purpose cascaded to
of the plan have not yet been all staff. Ongoing staff
agreed.
engagement programme re
vision and values

Board approved goals Jan 15;
debated first draft metrics Feb
15.
The Board participated in a
workshop 4 Feb considering
risks of failure to achieve 15-16
goals.
DHUFT is responding positively
to both organisation forms

Monitor review and assessment Metrics against which the achievement
of strategic goals still to be approved.
of the Trust Annual Plan.
CQC inspection June 2015.
Well Led Review July 2015.

2

Activity which optimises our
relationships with external
stakeholders inc commissioners
and other GPs

CCG's are tendering services
Working with GP's in
the Trust procides which could partnership to respond to new
result in the loss of services
business opportunities.
despite cthe relationships that
have been established.
Emergency planning
arrangements need updating

Key stakeholders were
identified in the Blueprint.
The Trust is establishing a
formalised business intelligence
/ planning function.

Poole GPs are no longer stating
a previous intention to tender
community services (provided
by DHUFT).

Poole Hospital is openly
portraying itself as a potential
provider of DHUFT's elderly
care services (which may be
scrutinised and tendered as a
result of the Dorset CCG clinical
services review).
The engagement, participation
and communications team has
been continually under
strength.

The Trust is actively engaged in
the work programmes

3

The Trust's approach to /
engagement in Better
Together , Dorset CCG clinical
services review and GP
commissioning of services is to
be open, transparent and
patient focussed.

Bridport is lauded as an
exemplar model of integrated
service delivery.

We need the support of key influencers
including politicians, which is hard to
guage (eg local MP raising questions in
the Commons re DHUFT services
apparently being run by another
organisation).

Our engagement will help to ensure
early detection of any adverse outcomes
and may help to reduce any such
impact; however, we also will be making
contingency plans to deal with an
outright control failure - for instance a
tender for all integrated teams in 2015 we require mid 2015-16 assurance on
prgogress.

Assurance
oversight

Audit Committee

Further action or assurance required
by committee / Board, with dates

Report to June 2015 Board to
set out Annual Plan
deliverables for 2015/16.
Report to the Board in July
2015 to agree the metrics to
measure delivery of the plan.
Report to July 2015 Board

Establishment of the business
intelligence function.
Development and investment
in the communications and
engagement team.
Development of customer
relationship management
database.
Forward planning of
partnership activities
Complete review of emergency
planning arrangements

Governance Manual Item – Standing Financial Instructions
Part 1 Board Meeting 29 July 2015
Author

Director of Finance

Sponsoring Board
Member

Director of Finance

Purpose of Report

To submit for approval the following element of the
Governance Manual:
• Standing Financial Instructions

Recommendation

The Board is asked to:
• Approve the revised Standing Financial Instructions.

Engagement and
Involvement

Executive Performance and Corporate Risk Group

Previous
Audit Committee 20th April 2015 and 20th July 2015
Board/Committee Dates
Monitoring and Assurance Summary
This report links to
the Strategic Goals




To provide high quality care; first time, every time;
To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;

I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Any action required?
Yes

Yes
Detail in report










No
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1.

INTRODUCTION

1.1

GENERAL

1.1.1

These Standing Financial Instruction (SFI’s) detail the financial responsibilities, policies and
procedures to be adopted by the Trust. They are designed to ensure that its financial
transactions are carried out in accordance with the law, the Regulatory Framework and the
guidance and best practice advice issued by Monitor in order to achieve probity, accuracy,
economy, efficiency and effectiveness.

1.1.2

The SFIs set out the arrangements for financial governance in the Trust. They provide the
framework for the management of Trust budgets and associated financial processes. They
also set out the delegated authority and responsibility to staff and the processes, controls and
arrangements by which they will be overseen.

1.1.3

The SFIs should be read in conjunction with the Standing Orders for the Board of Directors and
the Reservation of Powers to the Board. Together, they provide a comprehensive business
framework for the administration of the Trust's affairs (Licence Condition CoS3).

1.1.4

These SFIs do not provide detailed procedural advice. These statements should therefore be
read in conjunction with the detailed departmental and financial procedure notes (which must
be approved by the Director of Finance).

1.1.5

FAILURE TO COMPLY WITH SFIs and SOs IS A DISCIPLINARY MATTER WHICH COULD
RESULT IN DISMISSAL.

1.1.6

Overriding Standing Financial Instructions – If for any reason these Standing Financial
Instructions are not complied with full details of the non-compliance and any justification for
non-compliance and the circumstances around the non-compliance must be reported to the
Director of Finance who will, in turn, advise the Audit Committee.

1.2

TERMINOLOGY

1.2.1

Any expression to which a meaning is given in Health Service Acts, or in the Financial
Directions made under the 2006 or 2012 Act or regulations made under it, shall have the
same meaning in these instructions; and in addition;
a)

“Trust” means the Dorset HealthCare University NHS Foundation Trust;

b)

“Board" means the Board of Directors of the Trust as set out in the Constitution;

c)

“Committee” means any committee established by the Council of Governors or the
Board of Directors for the purposes of fulfilling its functions;

d)

“Council of Governors” means the body of elected and appointed
governors
authorised to be members of the Council of Governors and to act in accordance with the
Constitution;

e)

“Constitution” means the constitution, approved by the Board and Council of Governors,
and which describes the operation of the Foundation Trust;

f)

“Chief Executive” means the Accounting Officer of the Trust;

g)

“Director of Finance” means the Chief Financial Officer of the Trust;
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h)

“2006 Act” and “2012 Act” refers to the to the National Health Service Act 2006 and the
Health and Social Care Act 2012;

i)

“Authorisation Agreement” refers to the document issued by Monitor at the inception of
the Trust authorising it to operate as a Foundation Trust in accordance with the National
Health Service Act 2006;

j)

“Licence” refers to the document issued by Monitor authorising the Trust to operate in
accordance with the Health and Social Care Act 2012 and means NHS Provider License
Standard Conditions as issued by Monitor;

k)

“Budget" means a resource, expressed in financial terms, and
proposed by the
Board for the purpose of carrying out, for a specific period, any or all of the functions of
the Trust;

l)

"Budget Holder" means the director or employee with delegated authority to manage
finances (Income and Expenditure) for a specific area of the organisation;

m)

“Funds held on trust” mean those funds which the Trust holds at the date of
incorporation, receives on distribution by statutory instrument or chooses subsequently
to accept under powers derived under the NHS Act 2006. Such funds may or may not
be charitable;

n)

“Legal Adviser" means the properly qualified person appointed by the Trust to provide
legal advice;

o)

“Officer” means employee of the Trust or any person holding a paid appointment or
office with the Trust;

p)

“Monitor” means the Foundation Trust Independent Regulator for the purposes of the
2006 and 2012 Act;

q)

“SFIs” means Standing Financial Instructions;

r)

“SOs” means Standing Orders; and

s)

“Virement“ means the transfer of budgetary provision from one budget heading to
another.

1.2.2

Wherever the title Chief Executive, Director of Finance, or other nominated officer is used in
these instructions, it shall be deemed to include such other director or employees who have
been duly authorised to represent them.

1.2.3

Wherever the term "employee" is used and where the context permits it shall be deemed to
include employees of third parties contracted to the Trust when acting on behalf of the Trust.

1.3

RESPONSIBILITIES AND DELEGATION

1.3.1

The Board exercises financial supervision and control by:
a)

formulating the financial strategy;

b)

requiring the submission and approval of budgets within overall income;

c)

defining and approving essential features in respect of important procedures and
financial systems (including the need to obtain value for money); and
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d)

defining specific responsibilities placed on directors and employees.

1.3.2

The Board has resolved that certain powers and decisions may only be exercised by the Board
in formal session. These are set out in the ’Reservation of Powers to the Board’ document.

1.3.3

The Board has retained sole rights to approve all financial transactions with a value in excess
of the level specified in the Delegated Limits of Authority (Appendix B). The Chief Executive
has been delegated full operational powers to approve
financial transactions within the
Delegated Limits in Appendix B. The Chief Executive has the authority to delegate such
powers to individual members of the Trust
Management Executive to enable the efficient
management of individual Directorates. The authorised Delegated Limits to the Management
Executive are set out in Appendix B.

1.3.4

The Chief Executive is ultimately accountable to the Board for ensuring that the Trust fulfils the
functions and responsibilities set out in the Authorisation Agreement and Trust’s Licence
conditions within the available financial resources. As part of this, the Chief Executive is
responsible for ensuring that the Trust financial obligations and targets are met and has a
comprehensive and robust system of internal control.

1.3.5

It is a duty of the Chief Executive to ensure that existing directors and employees and all new
appointees are notified of and understand their responsibilities within these Instructions.

1.3.6

The Director of Finance is responsible for:
a)

implementing the Trust’s financial policies and for co-ordinating any corrective action
necessary to further these policies;

b)

maintaining an effective system of internal financial control including ensuring that
detailed financial procedures and systems incorporating the principles of separation of
duties and internal checks are prepared, documented and maintained to supplement
these instructions;

c)

ensuring that sufficient records are maintained to show and explain the Trust’s
transactions, in order to disclose, with reasonable accuracy, the financial position of the
Trust at any time; and

d)

ensuring that good financial practice is followed in accordance with accepted
professional standards and advice received from internal and external auditors

e)

agreeing with the Board the content of monthly and quarterly financial reports
And, without prejudice to any other functions of Directors and employees to the Trust,
the duties of the Director of Finance include:

1.3.7

f)

the provision of financial forecast and advice on mitigating actions to meet or exceed
plan, developing financial strategy to deliver Trust strategy, and general financial advice
to the Trust and its Directors and employees;

g)

the design, implementation and supervision of systems of internal financial control; and

h)

the preparation and maintenance of such accounts, certificates, estimates, records and
reports as the Trust may require for the purpose of carrying out its statutory duties

All directors and employees, severally and collectively, are responsible for:
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a)

the security of the property of the Trust;

b)

avoiding loss;

c)

exercising economy and efficiency in the use of resources; and

d)

conforming with the requirements of Standing Orders, Standing Financial Instructions,
Financial Procedures and the Scheme of Delegation; and

e)

reporting suspected theft or fraud in accordance with the Trust’s Fraud Response Plan
and to the Director of Finance.

1.3.8

Any contractor or employee of a contractor who is empowered by the Trust to commit the Trust
to expenditure or who is authorised to obtain income shall be covered by these instructions. It
is the responsibility of the Chief Executive to ensure that such persons are made aware of this.

1.3.9

For any and all Directors and employees who carry out a financial function, the form in which
financial records are kept and the manner in which directors and employees discharge their
duties must be to the satisfaction of the Director of Finance.

2

AUDIT

2.1

AUDIT COMMITTEE

2.1.1

The Trust will establish an Audit Committee with the Terms of Reference as set out in the
Governance Manual.

2.1.2

Where the Audit Committee feel there is evidence of ultra vires transactions, evidence of
improper acts, or if there are other important matters that the Committee wish to raise, the
Chair of the Audit Committee should raise the matter with the Chair of the Board and then at a
full meeting of the Board.

2.2

FRAUD AND CORRUPTION

2.2.1

The Chief Executive and Director of Finance shall monitor and ensure compliance with
Secretary of State Directions on fraud and corruption including the Bribery Act 2010.

2.2.2

The Trust shall nominate a suitable person to carry out the duties of the Local Counter Fraud
Specialist as specified by the Anti-Fraud Manual and guidance from NHS Protect.

2.2.3

The Local Counter Fraud Specialist shall report to the Trust Director of Finance and shall work
with staff in NHS Protect in accordance with the NHS Protect Anti-Fraud Manual.

2.2.4

The Local Counter Fraud Specialist will provide a written report, at least annually, on counter
fraud work within the organisation.

2.3

DIRECTOR OF FINANCE

2.3.1

The Director of Finance is responsible, in respect of audit functions, for:
a)

ensuring there are arrangements to review, evaluate and report on the effectiveness of
internal financial control including the establishment of an effective internal audit
function;

b)

ensuring that the internal audit is adequate and meets the NHS mandatory audit
standards;
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2.3.2

c)

In conjunction with NHS Protect , deciding at what stage to involve the police in cases
of misappropriation, and other irregularities;

d)

ensuring that an annual Internal Audit Report is prepared for the
consideration of the Audit Committee. The report must cover:
i)

a clear statement on the effectiveness of internal control in accordance with
current controls assurance guidance issued by the Department of Health
including for example compliance with control criteria and standards,

ii)

major internal financial control weaknesses discovered,

iii)

progress on the implementation of internal audit
recommendations,

iv)

progress against plan over the previous year;

e)

ensuring that a three year strategic Internal Audit Plan is prepared for the consideration
of the Audit Committee; and

f)

ensuring that an annual Internal Audit Plan is produced for consideration by the Audit
Committee which sets out the proposed activities for the function for the forthcoming
financial year.

The Director of Finance or designated auditors are entitled, without necessarily giving prior
notice, to require and receive:
a)

access to all records, documents and correspondence relating to any financial or other
relevant transactions, including documents of a confidential nature;

b)

access at all reasonable times to any land, premises or employee of the Trust;

c)

the production of any cash, stores or other property of the Trust under an employee's
control; and

d)

explanations concerning any matter under investigation.

2.3.3

Whenever any matter arises which involves or is thought to involve, irregularities concerning
cash, stores or other property or any suspected irregularity in the exercise of any function of a
pecuniary nature, action must be taken in accordance with the Trust’s Fraud Response Plan as
appropriate and the Director of Finance must be notified immediately.

2.4

ROLE OF INTERNAL AUDIT

2.4.1

Internal Audit will review, appraise and report upon:
a)

the extent of compliance with, and the financial effect of, relevant policies, plans and
procedures;

b)

the adequacy and application of financial and other related management controls;

c)

the suitability of financial and other related management data;

d)

the extent to which the Trust’s assets and interests are accounted for and safeguarded
from loss of any kind, arising from:
Page 7 of 48

i)
ii)
iii)

fraud and other offences;
waste, extravagance, inefficient administration;
poor value for money or other causes;

2.4.2

Internal audit shall produce an annual audit opinion on the effectiveness of the system of
internal control.

2.4.3

Whenever any matter arises which involves, or is thought to involve, irregularities concerning
cash, stores, or other property or any suspected irregularity in the exercise of any function of a
pecuniary nature, the Director of Finance must be notified immediately.

2.4.4

The Head of Internal Audit will normally attend Audit Committee meetings and has a right of
access to all Audit Committee members, the Chair and Chief Executive of the Trust.

2.4.5

The Head of Internal Audit shall be accountable to the Director of Finance. The reporting
system for internal audit shall be agreed between the Director of Finance, the Audit Committee
and the Head of Internal Audit. The agreement shall be in writing and shall be reviewed at
least every 3 years. The work of Internal Audit should be carried out in compliance with the
requirements of the current Public Sector Internal Audit Standards.

2.4.6

The Head of Internal Audit and their team shall be given the right of access to all records,
assets, personnel and premises, as well as authority to obtain such information as is
considered necessary to fulfil their responsibilities. It shall be for the Head of Internal Audit to
ensure that this authority is handled responsibly by the staff that it is given to.

2.5

EXTERNAL AUDIT

2.5.1

The Council of Governors will appoint (or remove) the external auditor on behalf of the Trust.
As part of the appointment process the Trust must ensure that the auditors meet the selection
criteria set out in Appendix C of the Audit Code for NHS Foundation Trusts.

2.5.2

Subject to the annual assessment by the Audit Committee the Council of Governors may reappoint the external auditors for the following year without the need for a formal selection
process. However in accordance with the audit Code for NHS Foundation Trusts, a market
testing exercise will be undertaken as a minimum every 5 years.

2.5.3

The Council of Governors also has the power to appoint (and remove) any external auditor
appointed to review and report on any other aspect of the Trust’s affairs.

2.6

AUDIT CODE

2.6.1

The Chief Executive is responsible for ensuring the Trust complies with the Audit Code for
NHS Foundation Trusts.

2.7

SECURITY MANAGEMENT

2.7.1

The Chief Executive will monitor and ensure compliance with Directions issued by the
Secretary of State for Health on NHS security management.

2.7.2

The Trust shall nominate a suitable person to carry out the duties of the Local Security
Management Specialist (LSMS) as specified by NHS Protect guidance on NHS security
management.
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2.7.3

The Chief Executive has overall responsibility for controlling and coordinating security.
However, key tasks are delegated to the Security Management Director (SMD) and the
appointed Local Security Management Specialist (LSMS).

3

FINANCIAL TARGETS

3.1

The Trust is required to meet such financial targets as are specified by Monitor, under the
terms of the Monitor Provider Licence. The 2012 Act obliges foundation trusts to make sure
that the income they receive from providing goods and services for the NHS (their principal
purpose) is greater than their income from other sources.
To increase the share of income from non-NHS sources (including private work) by more than
five percentage points in any one year, the Chief Executive must obtain prior approval from the
Council of Governors.

3.2

The Chief Executive is responsible for setting appropriate internal targets in order to ensure
financial viability.

3.3

The Director of Finance is responsible for:
a)

advising the Board and Chief Executive on progress in meeting these targets,
recommending corrective action as appropriate;

b)

ensuring that adequate systems exist internally to monitor financial performance;

c)

managing the cash flow and external borrowings of the Trust in order to remain viable;
and

d)

providing Monitor with such financial information as is necessary to monitor the financial
viability of the Trust.

4

BUSINESS PLANNING, BUDGETS, AND BUDGETARY CONTROL

4.1

PREPARATION AND APPROVAL OF BUSINESS PLANS AND BUDGETS

4.1.1

The Chief Executive will compile and submit to the Board and the Council of Governors, an
annual business plan which takes into account financial targets and forecast limits of available
resources. The annual business plan will contain:
a)

a statement of the significant assumptions on which the plan is based; and

b)

details of major changes in workload, delivery of services or resources required to
achieve the plan.

4.1.2

The Chief Executive will be responsible for submitting the Business Plan as required to the
Regulator.

4.1.3

The Chief Executive is responsible for ensuring on behalf of the Board that the Council of
Governors is consulted on any significant changes to the Business Plan in year.

4.1.4

Where a significant transaction is involved, where the income or expenditure attributable to the
assets and/or the contract associated with the transaction or arrangement is greater than 25%
of the total income of the Foundation Trust as set out in the preceding financial year's annual
accounts, the Chief Executive is responsible for consulting with the Council of Governors.
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4.1.5

The Trust may only enter into a significant transaction (as defined above) if more than half of
the members of the Council of Governors voting approve.

4.1.6

The Trust may only apply for a merger, acquisition, separation or dissolution with the approval
of more than half of the members of the Council of Governors.

4.1.7

At the start of the financial year the Director of Finance will, on behalf of the Chief Executive,
prepare and submit revenue and capital budgets for approval by the Board.

4.1.8

All budget holders must provide information as required by the Director of Finance to enable
budgets to be compiled.

4.1.9

The Director of Finance has a responsibility to ensure that adequate training is delivered on an
on-going basis to budget holders to help them manage successfully.

4.2

BUDGETARY DELEGATION

4.2.1

The Chief Executive may delegate the management of a budget to permit the performance of
a defined range of activities, including pooled budget arrangements under Section 75 of the
National Health Service Act 2006.

4.2.2

Expenditure authorised by the Chief Executive and delegated budget holders must not exceed
the budgetary total or virement conditions (see Appendix A).

4.2.3

Any budgeted funds not required for their designated purpose(s) revert to the immediate
control of the Chief Executive, subject to any authorised use of virement.

4.2.4

Non-recurring budgets should not be used to finance recurring expenditure without the
authority in writing of the Chief Executive.

4.3

BUDGETARY CONTROL AND FINANCIAL REPORTING

4.3.1

The Director of Finance will devise and maintain systems of budgetary control and financial
reporting. In addition to the monthly and quarterly reporting to the Board, this will include:

4.3.2

a)

the issue of timely, accurate and comprehensible advice and financial reports to each
budget holder, covering the area for which they are responsible;

b)

investigation and reporting of variances from financial and manpower budgets;

c)

monitoring of management action to correct variances.

Each Budget Holder is responsible for ensuring that:
a)

any overspending or reduction of income which cannot be met by virement is not
incurred without the prior consent of the Chief Executive;

b)

the amount provided in the approved budget is not used in whole or in part for any
purpose other than that specifically authorised subject to the rules of virement; and

c)

no permanent employees are appointed without the approval of the Chief Executive
other than those provided for in the budgeted establishment as approved by the Board.
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4.3.3

The Chief Executive is responsible for identifying and implementing cost improvements and
income generation initiatives in accordance with the requirements of the Annual Business Plan
and a balanced budget.

4.3.4

The Director of Finance is responsible for advising the Chief Executive and the Board on the
financial consequences of any changes in policy, pay awards and other events impacting on
budgets and will also advise on the financial implications of future plans and developments
proposed by the Trust.

4.4

CAPITAL EXPENDITURE

4.4.1

The general rules applying to delegation and reporting shall also apply to capital expenditure
(the particular applications relating to capital are contained in Chapter 12 of these SFIs.)

4.5

PERFORMANCE INFORMATION AND MONITORING RETURNS

4.5.1

The Chief Executive, on behalf of the Trust, is responsible for providing Monitor with such
information as is necessary to monitor compliance with the conditions of the Trust’s Licence.

4.5.2

The Chief Executive, on behalf of the Trust, is also responsible for ensuring that the Trust
contributes to standard national NHS data flows which are required for NHS policy
development/funding decisions as well as performance assessment by the Care Quality
Commission.

5

ANNUAL ACCOUNTS AND REPORTS

5.1

The Trust will prepare annual accounts, in such form as Monitor may direct. These
responsibilities will be carried out by the Director of Finance who, on behalf of the Trust, will:
a)

prepare annual accounts in accordance with Monitor’s Annual Reporting Manual, any
other guidance issued by the Regulator and the Trust’s accounting policies;

b)

prepare and submit annual accounts to the Board and an audited summary of the Main
Financial Statements to an Annual Members Meeting convened by the Council of
Governors, certified in accordance with current guidelines.

5.2

The annual accounts should be in accordance with the requirements set out by Monitor and
include a Statement on Internal Control within the Annual Report.

5.3

The Trust’s annual accounts must be audited by the external auditor appointed by the Council
of Governors in accordance with the appointment process set out in the Audit Code for NHS
Foundation Trusts issued by Monitor..

6

BANK ACCOUNTS

6.1

GENERAL

6.1.1

The Director of Finance is responsible for managing the Trust’s banking arrangements and for
advising the Trust on the provision of banking services and operation of accounts. This advice
will take into account guidance/directions issued by the Regulator.

6.1.2

The Board shall approve the banking arrangements.

6.2

BANK ACCOUNTS

6.2.1

The Director of Finance is responsible for:
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a)

bank accounts;

b)

establishing separate bank accounts for the Trust’s charitable funds;

c)

ensuring payments made from bank accounts do not exceed the amount credited to the
account except where arrangements have been made; and

d)

reporting to the Board all arrangements made with the Trust’s bankers for accounts to
be overdrawn.

6.2.2

No officer other than the Director of Finance will open any bank account in the name of the
Trust (or constituent hospitals/units) or relating to any activities of the Trust/hospitals/units.

6.3

BANKING PROCEDURES

6.3.1

The Director of Finance will prepare detailed instructions on the operation of bank accounts
which must include:
a)

the conditions under which each bank account is to be operated;

b)

the limit to be applied to any overdraft; and

c)

those authorised to sign cheques or other orders drawn on the Trust’s accounts. (The
value of cheques where two authorised signatories are required is given in Appendix A).

6.3.2

The Director of Finance must advise the Trust’s bankers in writing of the conditions under
which each account will be operated.

6.4

TENDERING AND REVIEW

6.4.1

The Director of Finance will review the banking arrangements of the Trust at regular intervals
to ensure they reflect best practice and represent best value for money by periodically seeking
competitive tenders for the Trust’s banking business.

6.4.2

Competitive tenders should be sought at least every 5 years. The results of the tendering
exercise should be reported to the Board.

7

INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND OTHER
NEGOTIABLE INSTRUMENTS

7.1

INCOME SYSTEMS

7.1.1

The Director of Finance is responsible for designing, maintaining and ensuring compliance with
systems for the proper recording, invoicing, collection and coding of all monies due.

7.1.2

In this capacity, the Director of Finance will establish systems in order to ensure that timely and
appropriate invoices are raised for income due under the terms of contracts with NHS
Commissioners (see section 8).

7.1.3

The Director of Finance is also responsible for the prompt banking of all monies received.

7.2

FEES AND CHARGES

7.2.1

The Trust shall engage constructively with Commissioners, with a view to reaching agreement
as provided in section 124 of the 2012 Act (License Condition P5). In areas where national
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tariff arrangements do not apply, the Trust will seek to recover all its costs in its main service
contract income. If for any reason, the main service contract does not cover all costs, the
Board will be notified. When considering a price for all other contract income, direct costs must
be covered as a minimum. Where the contract is significant (above 2% of Trust turnover) this
shall be notified to the Trust Board.
7.2.2

The Trust shall comply with the rules, and apply the methods, concerning charging for the
provision of health care services for the purposes of the NHS contained in the national tariff
payment system (including locally determined prices) published by Monitor in accordance with,
section 116 of the 2012 Act, wherever applicable (License Condition P4).

7.2.3

The Director of Finance is responsible for approving and regularly reviewing the level of all fees
and charges other than those determined by Monitor or by Statute. Independent professional
advice on matters of valuation shall be taken as necessary.

7.2.4

All employees must inform the Director of Finance promptly of money due arising from
transactions which they initiate/deal with, including all contracts, leases, tenancy agreements,
private patient undertakings and other transactions.

7.2.5

The charges for the retrieval of medical records, secretarial/ administration time and the hire of
facilities for non NHS work are shown on Appendix A.

7.3

DEBT RECOVERY

7.3.1

The Director of Finance is responsible for the appropriate recovery action on all outstanding
debts and in this capacity is responsible for providing the Board with a monthly summary of
Debtors profiled by age.

7.3.2

Income not received should be dealt with in accordance with losses procedures. (See section
14)

7.3.3

Overpayments should be detected (or preferably prevented) and recovery initiated.

7.4

SECURITY OF CASH, CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS

7.4.1

The Director of Finance is responsible for:
a)

approving the form of all receipt books, agreement forms, or other means of officially
acknowledging or recording monies received or receivable;

b)

ordering and securely controlling any such stationery;

c)

the provision of adequate facilities and systems for employees whose duties include
collecting and holding cash, including the provision of safes or lockable cash boxes, the
procedures for keys, and for coin operated machines; and

d)

prescribing systems and procedures for handling cash and negotiable securities on
behalf of the Trust.

7.4.2

Official money shall not under any circumstances be used for the encashment of private
cheques, nor IOUs.

7.4.3

All cheques, postal orders, cash etc., shall be banked intact. Disbursements shall not be made
from cash received, except under arrangements approved by the Director of Finance.
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7.4.4

The holders of safe keys shall not accept unofficial funds for depositing in their safes unless
such deposits are in special sealed envelopes or locked containers. It shall be made clear to
the depositors that the Trust is not to be held liable for any loss, and written indemnities must
be obtained from the organisation or individuals absolving the Trust from responsibility for any
loss.

7.5

INCOME GENERATION

7.5.1

All proposed income generation schemes must be approved by the Director of Finance who
will ensure that any scheme is financially viable and meets any legal and insurance criteria.

8

NHS CONTRACTS FOR THE PROVISION OF SERVICES

8.1

The Chief Executive, as the Accountable Officer, is responsible for ensuring the Trust enters
into suitable legally binding contracts with NHS commissioners for the provision of both the
mandatory services specified in the License and also other services (Licence Condition CoS1).
In discharging this responsibility, the Chief Executive should take into account:
a)

the standards of service quality expected, including those published by the Secretary of
State under Section 46 of the 2006 Act;

b)

relevant National Service Frameworks (if any) and guidelines published by the National
Institute for Health and Care Excellence;

c)

service priorities contained within the Trust’s Business Plan and agreed with healthcare
commissioners;

d)

national tariffs (where applicable) published by Monitor (see 7.2.1) or other agreed local
pricing mechanism where national tariffs do not (yet) apply (Licence Conditions P4 &
P5);

e)

the need to provide ancillary and other supporting services essential to the delivery of
the healthcare involved.

f)

the need to ensure the provision of reliable and on-going information on service cost,
volume and quality (Licence Conditions P1, P2 & P3);

g)

previously agreed developments or investment plans.

h)

payment terms and conditions; and

i)

amendments to contracts and extra-contractual arrangements.

9.

PAY EXPENDITURE

9.1

FUNDED ESTABLISHMENT

9.1.1

The manpower plans incorporated within the annual budget will form the funded establishment.

9.1.2

The funded establishment of any department may not be varied without the approval of the
Chief Executive.

9.2

STAFF APPOINTMENTS
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9.2.1

No director or employee may engage, re-engage, or regrade employees, either on a
permanent or temporary nature, or hire agency staff, or agree to changes in any aspect of
remuneration:
a)

unless authorised to do so by the Chief Executive; and

b)

within the limit of his approved budget and funded establishment.

9.2.2

The Board will approve procedures presented by the Chief Executive for the determination of
commencing pay rates, condition of service, etc., for employees.

9.3

PROCESSING OF PAYROLL

9.3.1

The Director of Finance is responsible for:

9.3.2

9.3.3

a)

specifying timetables for submission of properly authorised time records and other
notifications;

b)

the final determination of pay and allowances;

c)

making payment on agreed dates; and

d)

agreeing method of payment.

The Director of Finance will issue instructions regarding:
a)

verification and documentation of data;

b)

the timetable for receipt and preparation of payroll data and the payment of employees
and allowances;

c)

maintenance of subsidiary records for superannuation, income tax, social security and
other authorised deductions from pay;

d)

security and confidentiality of payroll information;

e)

checks to be applied to completed payroll before and after payment;

f)

authority to release payroll data under the provisions of the Data Protection Act;

g)

methods of payment available to various categories of employee and officers;

h)

procedures for payment by cheque, bank credit, or cash to employees and officers;

i)

procedures for the recall of cheques and bank credits;

j)

overpayment and their recovery;

k)

maintenance of regular and independent reconciliation of pay control accounts;

l)

separation of duties of preparing records and handling cash; and

m)

a system to ensure the recovery from leavers of sums of money and property due by
them to the Trust.

Appropriately nominated managers have delegated responsibility for:
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a)

completing time records and other notifications in accordance with the Director of
Finance instructions and in the form prescribed by the Director of Finance;

b)

submitting time records, and other notifications in accordance with agreed timetables;

c)

submitting termination forms in the prescribed form immediately upon knowing the
effective date of an employee's resignation, termination or retirement. Where an
employee fails to report for duty in circumstances that suggest they have left without
notice, the Director of Finance must be informed immediately.

9.3.4

Regardless of the arrangements for providing the payroll service, the Director of Finance shall
ensure that the chosen method is supported by appropriate (contracted) terms and conditions,
adequate internal controls and audit review procedures and that suitable arrangement are
made for the collection of payroll deductions and payment of these to appropriate bodies.

9.4

CONTRACTS OF EMPLOYMENT

9.4.1

The Board shall delegate responsibility to a manager for:
a)

ensuring that all employees are issued with a Contract of Employment in a form
approved by the Board and which complies with employment legislation; and

b)

dealing with variations to, or termination of, contracts of employment.

9.5

LOANS AND SALARY

9.5.1

Salary advances should be rare and will only be provided in exceptional cases.

9.5.2

Loans to employees can be provided where they are planned as part of a Trust approved
salary sacrifice scheme.

10

NON-PAY EXPENDITURE

10.1

DELEGATION OF AUTHORITY

10.1.1

Section 1.3 refers to the delegation of powers and authority for financial transactions. The
Delegated Limits of Authority are set out in Appendix B.

10.1.2

The Chief Executive will be responsible for ensuring that the Trust has clearly established
arrangements for the purchase of goods and services.

10.1.3

The Chief Executive will also be responsible for ensuring that the Trust makes optimum use of
corporate, national or regional contracts for the acquisition of goods and services, in order to
ensure best value for money.

10.2

TENDERING AND CONTRACT PROCEDURE

10.2.1

Duty to comply with Standing Orders - The procedure for making all contracts by or on
behalf of the Trust shall comply with Standing Orders (except where SO 3.28 (Suspension of
SOs) is applied).

10.2.2

EU Directives Governing Public Procurement - Directives by the Council of the European
Union promulgated by the Department of Health (DoH) prescribing procedures for awarding all
forms of contracts shall have effect as if incorporated in these Standing Orders.
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10.2.3

The Trust shall comply as far as is practicable with the requirements of the NHS Executive
"Capital Investment Manual". In the case of management consultancy contracts the Trust shall
comply as far as is practicable with NHS Executive guidance "The Procurement and
Management of Consultants within the NHS".

10.2.4

Formal Competitive Tendering - The Trust shall ensure that competitive tenders are invited
for the supply of goods, materials and manufactured articles and for the tendering of services
including all forms of management consultancy services (other than specialised services
sought from or provided by the DoH); for the design, construction and maintenance of building
and engineering works (including construction and maintenance of grounds and gardens); and
for disposals. The Trust’s quotation and tender thresholds are detailed in the Trust’s Standing
Financial Instructions (Appendix D).

10.2.5

Electronic tendering – General rules

10.2.6

a)

All invitations to tender will be on a formal competitive basis applying the principles set
out using the Trust E-Tendering Portal.

b)

All tendering carried out through e-tendering will be compliant with the Trust policies and
procedures. The issue of all tender documentation will be undertaken electronically
through a secure website with control access using secure login, authentication and
viewing rules. All tenders will be received into a secure electronic vault so that they
cannot be accessed until an agreed opening time. Where the electronic tendering
package is used the details of the person opening the document will be recorded in the
audit trail together with the date and time of the document opening. All actions and
communications by both procurement staff and the suppliers are recorded within the
system audit reports.

Formal quotation or tender procedures may be waived by either the Chief Executive or
Director of Finance on submission of a fully completed Single Tender/Quotation Authorisation
Form where:
a)

the supply is proposed under special arrangements negotiated by the DoH in which
event the said special arrangements must be complied with; or

b)

the timescale genuinely precludes competitive tendering and where delay would be
detrimental to the interest of the Trust. Failure to plan the work properly is not a
justification for single tender; or

c)

specialist expertise is required and is available from only one source; or

d)

the task is essential to complete the project, and arises as a consequence of a recently
completed assignment and engaging different consultants for the new task would be
inappropriate; or

e)

the requirement is covered by an existing contract and the additional expenditure does
not constitute a material difference (change of scope, or increase the value more than
10%), or result in a shift in the economic balance of the contract in favor of the
contractor; or

f)

National public sector or NHS agreements including NHS Supply Chain are in place and
have been approved by the Department of Health; or

g)

A direct award to a supplier on a national or regional framework is permissible and
recommended according to the rules of the framework.
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h)

The requirement is to attend a seminar, conference or similar unique event

The limited application of the single tender rules should not be used to avoid competition or for
administrative convenience or to award further work to a consultant originally appointed
through a competitive procedure.
Such Standing Order Waivers must be numbered, entered onto a register and retained for
inspection in the Procurement Department.
It should be noted that the financial limits for contract authorisation should include VAT and
have to be aggregated in the event of a contract covering a given number of months or years,
i.e. “full life commitment”.
10.2.8

Except where SFI 10.2.6, or a requirement under SFI 10.2.2 applies, invitations to tender shall
be sent to a sufficient number of firms/individuals to provide fair and adequate competition as
appropriate, and in no case less than three firms/individuals, having regard to their capacity to
supply the goods or materials or to undertake the services or works required.

10.2.9

Tendering procedures are set out in Appendix D. For all contracts involving tenders for good
and services, a record will be maintained within the Procurement Department and the tender
signed off by the Head of Procurement.

10.2.10

Quotations should be in writing unless the Chief Executive or his nominated Officer, determine
that it is impractical to do so in which case quotations may be obtained by telephone.
Confirmation of telephone quotation should be obtained as soon as possible and the reasons
why the telephone quotation was obtained should be set out in a permanent record.

10.2.11

All quotations should be treated as confidential and should be retained for inspection.

10.2.12

The Chief Executive or his nominated officer should evaluate the quotations and select the one
which gives the best value for money. If this is not the lowest then this fact and the reasons
why the lowest quotation was not chosen should be in a permanent record.

10.2.13

Non-competitive quotations in writing may be obtained for the following purposes:
a)

the supply of goods/services of a special character for which it is not, in the opinion of
the Chief Executive or his nominated officer, possible or desirable to obtain competitive
quotations;

b)

the goods/services are required urgently.

10.2.14

Where tendering or competitive quotation is not required because expenditure is below
specified limits the Trust shall procure goods and services in accordance with Trust
procurement procedures.

10.2.15

The Chief Executive shall be responsible for ensuring that best value for money can be
demonstrated for all services provided under contract or in-house. The Board may also
determine from time to time that in-house services should be market tested by competitive
tendering (SFI 19).

10.2.16

Private Finance Initiative/Public Private Partnerships - When the Trust proposes, or is
required, to use finance provided by the private sector the following should apply:
a)

The Chief Executive shall demonstrate to the Board that the use of PFI or PPP
represents value for money and genuinely transfers risk to the private sector.
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10.2.17

b)

The proposal must be specifically agreed by the Trust in the light of such professional
advice as should reasonably be sought.

c)

The selection of a contractor/finance company must be on the basis of competitive
tendering or quotations.

Contracts - The Trust may only enter into contracts within its statutory powers and shall
comply with:
a)

the Trust’s Standing Orders;

b)

these SFIs;

c)

EU Directives and other statutory provisions;

d)

any relevant directions and guidance on the Procurement and Management of
Consultants;

e)

such of the NHS Standard Contract Conditions as are applicable.

Where appropriate contracts shall be in, or embody, the same terms and conditions of contract
as was the basis on which tenders or quotations were invited.
10.2.18

The Chief Executive shall nominate an officer who shall oversee and manage each contract on
behalf of the Trust.

10.3

CHOICE, REQUISITIONING, ORDERING, RECEIPT AND PAYMENT FOR GOODS AND
SERVICES

10.3.1

The Tendering and Contract procedure for making all contracts by, or on behalf of the Trust,
shall comply with SFI 10.2 and Appendix D.

10.3.2

The requisitioner, in choosing the item to be supplied (or the service to be performed) shall
always obtain the best value for money for the Trust. In so doing, the advice of the Trust’s
procurement adviser shall be sought. Where this advice is not acceptable to the requisitioner,
the Chief Executive shall be consulted.

10.3.4

The Director of Finance shall be responsible for the prompt payment of accounts and claims.
Payment of contract invoices shall be in accordance with contract terms, or otherwise, in
accordance with national guidance.

10.3.5

The Director of Finance will:
a)

advise the Board regarding the setting of thresholds above which quotations
(competitive or otherwise) or formal tenders must be obtained; and, once approved, the
thresholds should be incorporated in standing orders and regularly reviewed;

b)

prepare procedural instructions on the obtaining of goods, works and services
incorporating the thresholds;

c)

be responsible for the prompt payment of all properly authorised accounts and claims;

d)

be responsible for designing and maintaining a system of verification, recording and
payment of all amounts payable. The system shall provide for:
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e)

10.3.6

10.3.7

i)

A list of directors/employees (including specimens of their signatures) authorised
to certify invoices.

ii)

Certification that:
-

goods have been duly received, examined and are in accordance with
specification and the prices are correct;

-

work done or services rendered have been satisfactorily carried out in
accordance with the order, and, where applicable, the materials used are
of the requisite standard and the charges are correct;

-

in the case of contracts based on the measurement of time, materials or
expenses, the time charged is in accordance with the time sheets, the
rates of labour are in accordance with the appropriate rates, the materials
have been checked as regards quantity, quality, and price and the charges
for the use of vehicles, plant and machinery have been examined;

-

where appropriate, the expenditure is in accordance with regulations and
all necessary authorisations have been obtained;

-

the account is arithmetically correct;

-

the account is in order for payment.

iii)

A system for submission to the Director of Finance of accounts for payment;
provision shall be made for the early submission of accounts subject to cash
discounts or otherwise requiring early payment.

iv)

Instructions to employees regarding the handling and payment of accounts within
the Finance Department.

be responsible for ensuring that payment for goods and services is only made once the
goods and services are received, (except as below).

Prepayments are only permitted where there is a requirement under lease arrangements or for
property utilities including rates or where exceptional circumstances apply. In such instances:
a)

Prepayments are only permitted where the financial advantages outweigh the
disadvantages (i.e., cashflows must be discounted to NPV using the National Loans
Fund (NLF) rate plus 2%) and the intention is not to circumvent cash limits;

b)

the appropriate Director must provide, in the form of a written report, a case setting out
all relevant circumstances of the purchase. The report must set out the effects on the
Trust if the supplier is at some time during the course of the prepayment agreement
unable to meet his commitments;

c)

the Director of Finance will need to be satisfied with the proposed arrangements before
contractual arrangements proceed (taking into account the EU public procurement
rules)); and

d)

the budget holder is responsible for ensuring that all items due under a prepayment
contract are received and he must immediately inform the appropriate Director or Chief
Executive if problems are encountered.

Official Orders must:
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10.3.8

a)

be consecutively numbered;

b)

be in a form approved by the Director of Finance;

c)

state the Trust’s terms and conditions of trade; and

d)

only be issued to, and used by, those duly authorised by the Chief Executive.

Managers must ensure that they comply fully with the guidance and limits specified by the
Director of Finance and that:
a)

all contracts (other than for a simple purchase permitted within the Scheme of
Delegation or delegated budget), leases, tenancy agreements and other commitments
which may result in a liability are notified to the Director of Finance in advance of any
commitment being made;

b)

contracts above specified thresholds are advertised and awarded in accordance with
EU and GATT rules on public procurement and comply with the White Paper on
Standards, Quality and International Competitiveness (CMND 8621);

c)

where consultancy advice is being obtained, the procurement of such advice must be in
accordance with guidance issued by the Department of Health;

d)

no order shall be issued for any item or items to any firm which has made an offer of
gifts, reward or benefit to directors or employees, other than:
i)

isolated gifts of a trivial character or inexpensive seasonal gifts, such as
calendars;

ii)

conventional hospitality, such as lunches in the course of working visits;

(see the “Standards of Business Conduct” section of Dorset HealthCare University NHS
FT Standing Orders.)
e)

no requisition/order is placed for any item or items for which there is no budget provision
unless authorised by the Director of Finance on behalf of the Chief Executive;

f)

all goods, services, or works are ordered on an official order except works and services
executed in accordance with a contract and purchases from petty cash or on purchase
cards;

g)

verbal orders must only be issued very exceptionally - by an employee designated by
the Chief Executive and only in cases of emergency or urgent necessity. These must
be confirmed by an official order and clearly marked "Confirmation Order";

h)

orders are not split or otherwise placed in a manner devised so as to avoid the financial
thresholds;

i)

goods are not taken on trial or loan in circumstances that could commit the Trust to a
future uncompetitive purchase;

j)

changes to the list of directors/employees authorised to certify invoices are notified to
the Director of Finance;
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k)

purchases from petty cash and credit/purchase cards are restricted in value and by type
of purchase in accordance with instructions issued by the Director of Finance; and

l)

petty cash and credit/purchase cards records are maintained in a form as determined by
the Director of Finance.

10.3.9

The Director of Finance shall ensure that the arrangements for financial control and financial
audit of building and engineering contracts and property transactions comply with the guidance
contained within CONCODE and ESTATECODE. The technical audit of these contracts shall
be the responsibility of the relevant Director.

10.3.10

Budgets should not be used for any political or charitable donations.

10.3.11

The Director of Finance in conjunction with the Trust’s Procurement Department, shall ensure
that there are robust arrangements for controlling expenditure by Nominated Managers when
using “purchase cards”.

10.4

JOINT FINANCE ARRANGEMENTS WITH LOCAL AUTHORITIES

10.4.1

Payments to local authorities made under the powers of section 75 of the 2006 Act shall
comply with procedures laid down by the Director of Finance which shall be in accordance with
the Act.

11

TREASURY MANAGEMENT

11.1

EXTERNAL BORROWING

11.1.1

The Director of Finance is responsible for ensuring that:
a)

the Trust operates within the framework and guidance provided by Monitor and the
Trust’s policy when making decisions regarding capital investment/external borrowing,
specifically by providing appropriate advice to the board on affordability/ serviceability of
debt;

b)

the board receives regular reports on the overall indebtedness of the Trust;

c)

all long term borrowing is consistent with the plans outlined in the Trust’s current
Business Plan; and

d)

detailed internal procedures are in place to regulate external borrowing, from short term
working capital to long term debt and from initial application through to monitoring and
repayment.

11.1.2

Any application for external borrowing of any kind, whether short term overdraft or long term
debt will only be made by the Director of Finance or by an employee so delegated by him/her.

11.2

INVESTMENTS

11.2.1

The Director of Finance is responsible for advising the board on investments and shall report
periodically to the board concerning the performance of investments held, other than short
term temporary cash surpluses.

11.2.2

The Director of Finance will prepare detailed procedural instructions on the operation of
investment accounts and on the records to be maintained.
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11.2.3

In the case of temporary cash surpluses these may only be held in such form and with such
public or private sector organisations as are approved by the Audit Committee. In giving
approval to the mechanisms for short term investment, the Board will take account of
instructions or guidelines issued by Monitor to Foundation Trusts.

11.2.4

Detailed investment process, procedure and decisions will be governed by the Treasury
Management Policy which will be amended from time to time by the Audit Committee.

11.2.5

For other longer term forms of investment, including those referred to in 11.2, the approval of
the Board will be obtained before proceeding.

11.3

CASH FLOW MONITORING

11.3.1

The Director of Finance is responsible for managing and monitoring the overall cash flow of the
Trust and for providing reports thereon to the Board. These reports will include:

12

a)

an annual cash forecast as prescribed by Monitor for the Annual Plan;

b)

a quarterly cash position compared to plan, as part of the Monitor Quarterly
submission;

c)

a monthly cash position where cash is more than £15m and therefore more than
sufficient for working capital;

d)

determined on a risk based approach, monthly reporting of the cash flow
position and forecast, if the cash balance of the Trust reduces to £15m or below.

CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET REGISTERS AND
SECURITY OF ASSETS
Capital expenditure is deemed to be any purchase of equipment, buildings, or land over £5,000
(inclusive of VAT), and where the asset has a useful life in excess of one year. In certain
instances assets which individually are valued at less than £5,000 (but over £250) may be
considered as capital investment if they are bought at the same time as other items below
£5,000 but which collectively exceed £5,000 and are considered to be functionally
interdependent, are under single managerial control, are acquired at about the same date, and
are planned for disposal at about the same date. (This “grouped asset” definition will apply to
the purchase of all IT equipment so guidance should be sought from the Director of Finance).
All Capital asset purchases are subject to the points detailed below:

12.1

CAPITAL INVESTMENT

12.1.1

The Board shall approve the capital programme for the Trust.
The Chief Executive:
a)

shall ensure that there is an adequate appraisal and approval process in place for
determining capital expenditure priorities and the effect of each proposal upon business
plans, including referrals to the Audit Committee where the criteria is met as set out in
that Committee’s Terms of Reference;

b)

is responsible for the management of all stages of capital schemes and for ensuring
that schemes are delivered on time and to cost; and
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c)

12.1.2

shall ensure that the capital investment is not undertaken without consideration of the
availability of resources to finance all revenue consequences, including capital charges.

For every capital expenditure proposal the Chief Executive shall ensure:
(a)

that a business case is produced setting out:
i)

an option appraisal of potential benefits compared with known costs to determine
the option with the highest ratio of benefits to costs; and

ii)

appropriate project management and control arrangements; and

iii) the involvement of appropriate Trust personnel and external agencies; and
(b)

that the Director of Finance has certified professionally to the costs and revenue
consequences detailed in the business case.

(c)

that capital scheme with a size that falls within the Regulator’s criteria (as set out in the
Risk Assessment Framework), complies with the guidance within ‘Risk Evaluation for
Investment Decisions by NHS Foundation Trusts’.

12.1.3

For capital schemes where the contracts stipulate stage payments, the Chief Executive will
issue procedures for their management, incorporating the recommendations of "Estate code".

12.1.4

The Director of Finance shall annually assess the requirement for the operation of the
construction industry tax deduction scheme in accordance with HM Revenue and Customs
guidance.

12.1.5

The Director of Finance shall issue procedures for the regular reporting of expenditure,
commitment and year end forecast against authorised expenditure.

12.1.6

The Chief Executive shall issue to the manager responsible for any scheme:
a)

specific authority to commit expenditure;

b)

authority to proceed to tender;

c)

approval to accept a successful tender.

12.1.7

The Director of Finance shall issue procedures governing the financial management, including
variations to contract, of capital investment projects and valuation for accounting purposes.

12.2

PRIVATE FINANCE

12.2.1

When the Trust proposes to access finance under the Private Finance Initiative (PFI), the
proposal must be specifically agreed by the Board.

12.3

ASSET REGISTERS

12.3.1

The Chief Executive is responsible for the maintenance of registers of assets, taking account
of the advice of the Director of Finance concerning the form of any register and the method of
updating, and arranging for a physical check of assets against the asset register to be
conducted once a year.

12.3.2

The Trust shall maintain an asset register recording fixed assets (Licence Condition CoS2).
The minimum data set to be held within these registers shall be as required to meet the
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reporting needs of relevant accounting standards as set out in the Annual Reporting Manual by
Monitor.
12.3.3

Additions to the fixed asset register must be clearly identified to an appropriate budget holder
and be validated by reference to:
a)

properly authorised and approved agreements, architect's certificates, supplier's
invoices and other documentary evidence in respect of purchases from third parties;

b)

stores, requisitions and wages records for own materials and labour including
appropriate overheads; and

c)

lease agreements in respect of assets held under a finance lease and capitalised.

12.3.4

Where capital assets are sold, scrapped, lost or otherwise disposed of, their value must be
removed from the accounting records and each disposal must be validated by reference to
authorisation documents and invoices (where appropriate).

12.3.5

The Director of Finance shall approve procedures for reconciling balances on fixed assets
accounts in ledgers against balances on fixed asset registers.

12.3.6

Each asset shall be valued in accordance with the Foundation Trust Annual Reporting Manual
as published by Monitor and the Trust’s accounting policy.

12.3.7

The value of each asset shall be depreciated using methods and rates as permitted within the
Foundation Trust Annual Reporting Manual as published by Monitor and as set out in the
Trust’s accounting policy.

12.4

SECURITY OF ASSETS

12.4.1

The overall control of fixed assets is the responsibility of the Chief Executive.

12.4.2

Asset control procedures (including fixed assets, cash, cheques and negotiable instruments,
and also including donated assets) must be approved by the Director of Finance. This
procedure shall make provision for:
a)

recording managerial responsibility for each asset;

b)

identification of additions and disposals;

c)

identification of all repairs and maintenance expenses;

d)

physical security of assets;

e)

periodic verification of the existence of, condition of, and title to, assets recorded;

f)

identification and reporting of all costs associated with the retention of an asset; and

g)

reporting, recording and safekeeping of cash, cheques, and negotiable instruments.

12.4.3

All discrepancies revealed by verification of physical assets to fixed asset register shall be
notified to the Director of Finance.

12.4.4

Whilst each employee has a responsibility for the security of property of the Trust, it is the
responsibility of directors and senior employees in all disciplines to apply such appropriate
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routine security practices in relation to NHS property as may be determined by the Board. Any
breach of agreed security practices must be reported in accordance with instructions.
12.4.5

Any damage to the Trust’s premises, vehicles and equipment, or any loss of equipment, stores
or supplies must be reported by directors and employees in accordance with the procedure for
reporting losses.

12.4.6

Where practical, assets should be marked as Trust property.

12.5

JOINT VENTURES AND TRADING ARMS

12.5.1

When the Trust proposes to enter into an agreement between two or more parties to
undertake economic activity together, this may take the form of a contractual joint venture or
an incorporated joint venture. A robust commercial agreement covering entry, running and exit
mechanism from the joint venture is required with a detailed project programme, including
those activities that are specific to the joint venture in question.

12.5.2

In the event where there are differences between the guidance in Monitor’s ‘Transaction
Manual for Providers and Commissioners of NHS Services Covering: Acquisitions,
Divestments, Demergers, Joint Ventures, Franchises and Statutory Mergers’ and ‘Risk
Evaluation for Investment Decisions by NHS foundation Trusts’ (REID), REID takes
precedence.

13

STORES AND RECEIPT OF GOODS

13.1

Stores, defined in terms of controlled stores and departmental stores (for immediate use)
should be:
a)
b)
c)

kept to a minimum;
subjected to annual stock take;
valued at the lower of cost and net realisable value.

13.2

Subject to the responsibility of the Director of Finance for the systems of control, overall
responsibility for the control of stores shall be delegated to an employee by the Chief
Executive. The day-to-day responsibility may be delegated by him to departmental employees
and stores managers/keepers, subject to such delegation being communicated to the Director
of Finance. The control of Pharmaceutical stocks shall be the responsibility of a designated
Pharmaceutical Officer; the control of fuel oil and coal of a designated Estates Manager.

13.3

The responsibility for security arrangements and the custody of keys for all stores and locations
shall be clearly defined in writing by the designated manager/Pharmaceutical Officer.
Wherever practicable, stocks should be marked as health service property.

13.4

The Director of Finance shall set out procedures and systems to regulate the stores including
records for receipt of goods, issues, and returns to stores, and losses.

13.5

Stocktaking arrangements shall be agreed with the Director of Finance and there shall be a
physical check covering all items in store at least once a year.

13.6

Where a complete system of stores control is not justified, alternative arrangements shall
require the approval of the Director of Finance.

13.7

The designated Manager/Pharmaceutical Officer shall be responsible for a system approved
by the Director of Finance for a review of slow moving and obsolete items and for
condemnation, disposal, and replacement of all unserviceable articles. The designated Officer
shall report to the Director of Finance any evidence of significant overstocking and of any
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negligence or malpractice (see also Chapter 14, Disposals and Condemnations, Losses and
Special Payments). Procedures for the disposal of obsolete stock shall follow the procedures
set out for disposal of all surplus and obsolete goods.
13.8

For goods supplied via the NHS Logistics central warehouses, the Chief Executive shall
identify those authorised to requisition and accept goods from the store. The authorised
person shall check receipt against the delivery note before forwarding this to the Director of
Finance who shall satisfy himself that the goods have been received before accepting the
recharge.

14

DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS

14.1

DISPOSALS AND CONDEMNATIONS

14.1.1

The terms of the Trust’s licence must be complied with in respect of disposal of assets relating
to Commissioner Requested Services. The proceeds must be used to further the Trust’s public
interest objectives.

14.1.2

The Director of Finance must prepare detailed procedures for the disposal of assets including
condemnations, and ensure that these are notified to managers. These procedures should
take account of the requirements set out in paragraph 13.7 above.

14.1.3

When it is decided to dispose of a Trust asset, the Operational Director or their authorised
senior manager will determine and advise the Director of Finance of the estimated market
value of the item, taking account of professional advice where appropriate.

14.1.4

All unserviceable articles shall be:
a)

condemned or otherwise disposed of by the respective manager;

b)

recorded by the Condemning Officer in a form approved by the Director of Finance
which will indicate whether the articles are to be converted, destroyed or otherwise
disposed of. All entries shall be confirmed by the countersignature of a second
employee authorised for the purpose by the Manager.

14.1.5

The Condemning Officer shall satisfy himself as to whether or not there is evidence of
negligence in use and shall report any such evidence to the Director of Finance who will take
the appropriate action.

14.2

LOSSES AND SPECIAL PAYMENTS

14.2.1

The Director of Finance must prepare procedural instructions on the recording of and
accounting for condemnations, losses, and special payments. The Director of Finance must
also prepare a ‘Fraud Response Plan’ that sets out the action to be taken both by persons
detecting a suspected fraud and those persons responsible for investigating it.

14.2.2

Any employee discovering or suspecting a loss of any kind must either immediately inform their
Operational Director, who must immediately inform the Chief Executive and the Director of
Finance or inform an officer charged with responsibility for responding to concerns involving
loss or fraud confidentially. This officer will then appropriately inform the Director of Finance
and/or Chief Executive.

14.2.3

Where a criminal offence is suspected, the Director of Finance must immediately inform the
police if theft or arson is involved.
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14.2.4

In cases of fraud and corruption or of anomalies that may indicate fraud or corruption, all staff
should take action in accordance with the Trust’s Fraud Response Plan and inform the Director
of Finance.

14.2.5

The Director of Finance must notify the Local Counter Fraud Specialist, NHS Protect and the
External Auditor of all frauds.

14.2.6

For losses apparently caused by theft, arson, neglect of duty or gross carelessness, except if
trivial (see Appendix Ac), the Director of Finance must immediately notify:
a)

the Audit Committee, and

b)

the External Auditor.

14.2.7

The delegated limits agreed by the Board for approving the write-off of losses are shown on
Appendix C.

14.2.8

The Director of Finance shall be authorised to take any necessary steps to safeguard the
Trust’s interests in bankruptcies and company liquidations.

14.2.9

For any loss, the Director of Finance should consider whether any insurance claim can be
made.

14.2.10

The Director of Finance shall maintain a Losses and Special Payments Register in which writeoff action is recorded.

14.2.11

No special payments exceeding delegated limits shall be made without the prior approval of
the Chief Executive.

14.2.12

All losses and special payments must be reported to the Audit Committee at a frequency
agreed by the Audit Committee.

15

INFORMATION TECHNOLOGY

15.1

RESPONSIBILITY AND DUTIES OF THE DIRECTOR OF FINANCE

15.1.1

The Director of Finance, who is responsible for the accuracy and security of the computerised
financial data of the Trust, shall:
a)

devise and implement any necessary procedures to ensure adequate (reasonable)
protection of the Trust’s financial data, programs and computer hardware for which the
Director is responsible from accidental or intentional disclosure to unauthorised persons,
deletion or modification, theft or damage, having due regard for the Data Protection Act
1998;

b)

ensure that adequate (reasonable) controls exist over data entry, processing, storage,
transmission and output to ensure security, privacy, accuracy, completeness, and
timeliness of the financial data, as well as the efficient and effective operation of the
system;

c)

ensure that adequate controls exist such that the computer operation is separated from
development, maintenance and amendment;

d)

ensure that an adequate management (audit) trail exists through the computerised
financial system and that such computer audit reviews as the Director may consider
necessary are being carried out.
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15.1.2

The Director of Finance shall ensure that new financial systems and amendments to current
financial systems are developed in a controlled manner and thoroughly tested prior to
implementation. Where this is undertaken by another organisation, assurances of adequacy
will be obtained from them prior to implementation.

15.2

RESPONSIBILITY AND DUTIES OF OTHER DIRECTORS AND
OFFICERS
RELATION TO COMPUTER SYSTEMS OF A GENERAL
APPLICATION

15.2.1

In the case of computer systems which are proposed General Applications (i.e. normally those
applications which the majority of NHS bodies in the Region wish to sponsor jointly) all
responsible directors and employees will send to the Director of Finance:

IN

a)

details of the outline design of the system;

b)

in the case of packages acquired either from a commercial organisation, from the NHS,
or from another public sector organisation, the operational requirement.

15.3

CONTRACTS FOR COMPUTER SERVICES WITH OTHER HEALTH
OUTSIDE AGENCIES

15.3.1

The Director of Finance shall ensure that contracts for computer services for financial
applications with another health organisation or any other agency shall clearly define the
responsibility of all parties for the security, privacy, accuracy, completeness, and timeliness of
data during processing, transmission and storage. The contract should also ensure rights of
access for audit purposes.

15.3.2

Where another health organisation or any other agency provides a computer service for
financial applications, the Director of Finance shall periodically seek assurances that adequate
controls are in operation.

15.4

RISK ASSESSMENT

15.4.1

The Director of Finance shall ensure that all risks to the Trust are effectively identified and
considered and appropriate action taken to mitigate or control risk. This shall include the
preparation and testing of appropriate disaster recovery plans where applicable.

15.5

REQUIREMENTS FOR COMPUTER
CORPORATE FINANCIAL SYSTEMS

15.5.1

Where computer systems have an impact on corporate financial systems the Director of
Finance shall need to be satisfied that:

16

SYSTEMS

WHICH

BODIES

HAVE

AN

OR

IMPACT ON

a)

systems acquisition, development and maintenance are in line with corporate policies
such as an Information Technology Strategy;

b)

data produced for use with financial systems is adequate, accurate, complete and
timely, and that a management (audit) trail exists;

c)

Director of Finance staff have access to such data; and

d)

such computer audit reviews as are considered necessary are being carried out.

PATIENTS' PROPERTY
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16.1

The Trust has a responsibility to provide safe custody for money and other personal property
(hereafter referred to as "property") handed in by patients without capacity, in the possession
of unconscious or confused patients, or found in the possession of patients dying in hospital or
dead on arrival.

16.2

The Chief Executive is responsible for ensuring that patients or their guardians, as appropriate,
are informed before or at admission by:
-

notices and information booklets;
hospital admission documentation and property records,
the verbal advice of administrative and nursing staff responsible for admissions,

that the Trust will not accept responsibility or liability for patients' property brought into Health
Service premises, unless it is handed in for safe custody and a copy of an official patients'
property record is obtained as a receipt. The sole exception to this requirement is where
patients are admitted in the circumstances outlined in paragraph 16.1 above.
16.3

The Director of Finance must provide detailed written instructions on the collection, custody,
investment, recording, safekeeping, and disposal of patients' property (including instructions on
the disposal of the property of deceased patients and of patients transferred to other premises)
for all staff whose duty is to administer, in any way, the property of patients. Due care should
be exercised in the management of a patient's money in order to maximise the benefits to the
patient.

16.4

Where good practice guidance (e.g. Department of Health instructions to non-Foundation
Trusts) suggests the opening of separate accounts for patients' moneys, these shall be opened
and operated under arrangements agreed by the Director of Finance.

16.5

In all cases where property of a deceased patient is of a total value in excess of £5,000 (or
such other amount as may be prescribed by any amendment to the Administration of Estates,
Small Payments, Act 1965), the production of Probate or Letters of Administration shall be
required before any of the property is released. Where the total value of property is £5,000 or
less, forms of indemnity shall be obtained.

16.6

Staff should be informed, on appointment, by the appropriate departmental or senior manager
of their responsibilities and duties for the administration of the property of patients.

16.7

Where patients' property or income is received for specific purposes and held for safekeeping
the property or income shall be used only for that purpose, unless any variation is approved by
the donor or patient in writing.

17

FUNDS HELD ON TRUST

17.1

CORPORATE TRUSTEE

17.1.1

With regard to the responsibilities of the Trust as a corporate trustee for the management of
funds it holds on trust, the Director of Finance shall ensure that each fund which the Trust is
responsible for managing is managed appropriately with regard to its purpose and to its
requirements.

17.2

ACCOUNTABILITY TO CHARITY COMMISSION AND SECRETARY OF STATE FOR
HEALTH

17.2.1

The trustee responsibilities must be discharged separately and full recognition given to the
Trust’s dual accountabilities to the Charity Commission for charitable funds held on trust and to
the Secretary of State for all funds held on trust.
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17.3

APPLICABILITY OF STANDING FINANCIAL INSTRUCTIONS TO FUNDS
TRUST

HELD

ON

17.3.1

As management processes overlap, in so far as it is possible to do so,
most of the sections of these SFIs will apply to the management of funds held on trust. This
section covers those instructions which are specific to the management of funds held on trust.

17.3.2

The over-riding principle is that the integrity of each trust must be maintained and statutory and
trust obligations met. Materiality must be assessed
separately from Exchequer activities
and funds.

17.4.

EXISTING TRUSTS

17.4.1

The Director of Finance shall arrange for the administration of all existing trusts. He shall
endeavour to ensure that a governing instrument exists for every trust and shall produce
detailed financial procedures covering every aspect of the financial management of funds held
on trust, for the guidance of Corporate Trustee and employees. Such guidelines shall identify
the restricted nature of certain funds.

17.4.2

The Director of Finance shall periodically review the funds in existence and shall make
recommendations to the Corporate Trustee regarding the potential for rationalisation of such
funds within statutory guidelines.

17.4.3

The Director of Finance may recommend an increase in the number of funds where this is
consistent with the Corporate Trustee policy to ensure the safe and appropriate management
of restricted funds, e.g. designation for specific wards or departments.

17.5

NEW TRUSTS

17.5.1

The Director of Finance shall arrange for the creation of a new trust where funds and/or assets,
received in accordance with the Corporate Trustee policies, cannot adequately be managed as
part of an existing trust.

17.6

SOURCES OF NEW FUNDS

17.6.1

In respect of Donations, the Director of Finance shall:
a) Provide guidelines to Trust employees as to how to proceed when offered funds;
b) Provide secure and appropriate receipting arrangements which will
indicate that funds
have been accepted directly into the Corporate
Trustee’s Charitable Funds and that the
donor’s intentions have been noted and accepted.

17.6.2

In respect of Legacies and Bequests, the Director of Finance shall:
a) Provide guidelines to Trust employees covering any approach regarding:

i. the wording of wills;
ii. the receipt of funds/other assets from executors;
b) Where necessary, obtain grant of probate, or make application for grant of letters of
administration, where the Corporate Trustees are the beneficiary;
c) Be empowered, on behalf of the Corporate Trustee, to negotiate arrangements regarding
the administration of a will with executors and to discharge them from their duty; and
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d) Be directly responsible for the appropriate treatment of all legacies and bequests.
17.6.3

In respect of Fundraising, the Director of Finance shall:
a) deal with all arrangements for fundraising by and/or on behalf of the Corporate Trustee and
ensure compliance with all statutes and regulations;
b) be empowered to liaise with other organisations/persons raising funds for the Corporate
Trustee and provide them with an adequate discharge. The Director of Finance shall be
the only officer empowered to give approval for such fundraising subject to the overriding
direction of the Corporate Trustees;
c) be responsible for alerting the Board to any irregularities regarding the use of the Trust’s
name or its registration numbers; and
d) be responsible for the appropriate treatment of all funds received from this source.

17.6.4

In respect of Trading Income, the Director of Finance shall:
a) be primarily responsible for any specific trading undertaken for/on behalf of the Corporate
Trustees, and
b) be primarily responsible for the appropriate treatment of all funds received from this source.

17.6.5

In respect of Investment Income, the Director of Finance shall be responsible for the
appropriate treatment of all dividends, interest and other receipts from this source (see below).

17.7

INVESTMENT MANAGEMENT

17.7.1

The Director of Finance shall be responsible for all aspects of the management of the
investment of funds held on Trust. The issues on which s/he shall be required to provide advice
to the Corporate Trustee shall include:

17.8

a)

The formulation of investment policy within the powers of the Corporate Trustee under
statute and within governing instruments to meet their requirements with regard to
income generation and the enhancement of capital value;

b)

The appointment of advisers, brokers, and, where appropriate, fund
the Director of Finance shall agree the terms of such appointments;

c)

Pooling of investment resources and the preparation of a submission to the Charity
Commission for them to make a scheme;

d)

The participation by the Corporate Trustee in common investment
agreement of terms of entry and withdrawal from such funds;

e)

That the use of trust investments shall be appropriately authorised in writing and
charges raised within policy guidelines;

f)

The review of the performance of brokers and fund managers;

g)

The reporting of investment performance.

managers and

funds and the

DISPOSITION MANAGEMENT (Disposal of Funds etc)
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17.8.1

The exercise of the Corporate Trustee dispositive discretion shall be managed by the Director
of Finance in conjunction with the Corporate Trustee. In so doing s/he shall be aware of the
following:
a)

The objects of various funds and the designated objectives;

b)

The availability of liquid funds within each trust;

c)

The powers of delegation available to commit resources;

d)

The avoidance of the use of exchequer funds to discharge trust fund liabilities (except
where administratively unavoidable), and to ensure that any indebtedness to the
Exchequer shall be discharged by trust funds at the earliest possible time;

e)

That funds are to be spent rather than preserved, subject to the wishes of the donor and
the priorities of the Trust; and

f)

The definitions of “charitable purposes” as per Charity Commission guidelines.

17.9

BANKING SERVICES

17.9.1

The Director of Finance shall advise the Corporate Trustee and, with its approval, shall ensure
that appropriate banking services are available. These bank accounts should permit the
separate identification of liquid funds to each trust where this is deemed necessary by the
Charity Commission.

17.10

ASSET MANAGEMENT

17.10.1

Assets in the ownership of the Corporate Trustee or endowed for use by the Trust, shall be
maintained along with the general estate and inventory of assets of the Trust. The Director of
Finance shall ensure:
a)

That appropriate records of all assets owned by the Corporate Trustee are
maintained, and that all assets, at agreed valuations, are brought to account;

b)

That appropriate measures are taken to protect and/or to replace assets. These to
include decisions regarding insurance, inventory control, and the reporting of losses;

c)

That donated assets received on Trust rather than into the ownership of the Secretary
of State shall be accounted for appropriately;

d)

That all assets acquired from funds held on trust which are intended to be retained
within the trust funds are appropriately accounted for.

17.11

REPORTING

17.11.1

The Director of Finance shall ensure that reports are made to the Corporate Trustees with
regard to, inter alia, the receipt and disposition of funds, investments, and resources.

17.11.2

The Director of Finance shall prepare annual accounts in the required manner which shall be
submitted to the Corporate Trustees within agreed timescales.

17.11.3

The Director of Finance shall prepare the annual trustees’ report (separate reports for
charitable and non-charitable trusts) and the required returns to the Charity Commission for
adoption by the Corporate Trustees.
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17.12

ACCOUNTING AND AUDIT

17.12.1

The Director of Finance shall maintain all financial records to enable the production of reports
as above and to the satisfaction of internal and external audit.

17.12.2

The Director of Finance shall ensure that the records, accounts and returns receive adequate
scrutiny by internal audit during the year. S/He will liaise with external audit or the Independent
Examiner as appropriate and provide them with all necessary information.

17.12.3

The Corporate Trustees shall be advised by the Director of Finance on the outcome of the
annual audit. The Chief Executive shall submit the Audit Report to the Corporate Trustees
where the scale of annual income makes this applicable.

17.13

ADMINISTRATION COSTS

17.13.1

The Director of Finance shall identify all costs directly incurred in the administration of funds
held on trust, and in agreement with the Corporate Trustees, shall charge such costs to the
appropriate trust accounts.

17.14

TAXATION AND EXCISE DUTY

17.14.1

The Director of Finance shall ensure that the Corporate Trustee’s liability to taxation and excise
duty is managed appropriately, taking full advantage of available concessions, through the
maintenance of appropriate records, the preparation and submission of the required returns
and the recovery of deductions at source.

17.15

DELEGATION LEVELS

17.15.1

The delegation limits for Funds held on Trust are given in Appendix A (d).

18

INSURANCE

18.1

The Chief Executive shall ensure that insurance arrangements exist in accordance with the risk
management programme. In this context, insurance will include any scheme administered by
the NHS Litigation Authority (such as the risk pooling schemes) in addition to policies operated
by commercial organisations. To this end the Chief Executive shall;
a)

be responsible for arranging all cover as may be determined by the Board;

b)

be informed promptly of any event which may involve the Trust in a claim, or intended
activity, which may involve a risk which has not already been covered; and

c)

for any loss consider whether a claim can be made against the appropriate insurance
policy or scheme.

19

IN-HOUSE SERVICES

19.1

In all cases where the Trust determines that in-house services should be subject to competitive
tendering the following groups shall be set up:
a)

Specification group, comprising the Chief Executive or nominated Officer(s) and
specialist(s);

b)

In-house tender group, comprising representatives of the in-house team, a nominee of
the Chief Executive and technical support; and
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c)

Evaluation group, comprising normally a specialist officer, a supplies officer and a
Director of Finance representative. For services having a likely annual expenditure
exceeding £100,000 a non-executive director should be a member of the evaluation
team.

19.2

All groups should work independently of each other but individual officers may be a member of
more than one group. No member of the in-house tender group may, however, participate in
the evaluation of tenders.

19.3

The evaluation group shall make recommendations to the Board.

19.4

The Chief Executive shall nominate an officer to oversee and manage the contract.
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APPENDIX A
AGREED LIMITS

a.

Virement Levels
There must be no virement between pay and non-pay budgets unless properly recorded through
the Trust’s Establishment Change Control Form Process.

b.

Value of Cheques requiring two signatories
Payments over £25,000 shall be supported by more than one authorised signature on the cheque
or authority to pay as appropriate.

c.

Losses Reported to the Audit Committee
Only individual losses (other than where fraud is suspected) over £5,000 will be reported to the
Audit Committee. Losses less than this amount will still be formally recorded in a register which will
be available for inspection. (This also covers unrecoverable debts written off). See further details
on Appendix C.

d.

Delegation Limits for Funds Held on Trust
Ward Managers (or equivalent) may approve expenditure not exceeding £200 from general
purpose funds or from special purpose funds relating to their area of responsibility.
Hospital Managers (or equivalent) may approve expenditure not exceeding £1000 from general
purpose funds or from special purpose funds relating to their area of responsibility.
Charitable Fund Budget Managers may approve expenditure not exceeding £5,000 from general
purpose funds or from special purpose funds relating to their area of responsibility.
The Chief Executive may authorise expenditure not exceeding £20,000 from the general purpose
fund or from individual special purpose funds, subject to the prior approval of the Director of
Finance. The Chief Executive will notify the Chairman of the
Charitable Funds Committee in the event of authorising such expenditure.
Expenditure in excess of £20,000 from general purpose funds or from special purpose funds may
be approved by the Chairman together with one other Non-executive Member of the Charitable
Funds Committee. All expenditure must be within the terms of the appropriate funds, and
Managers must check fund balances with the Director of Finance before expenditure is committed.

e.

Charges for non NHS services
Hire of office/consulting room for non NHS work - £50 per hour or part thereof. Price of other type
of rooms to be negotiated with line manager;
Secretarial/administration time for non NHS work - £20 per hour or part thereof;
Charges for the retrieval of records are as follows:
•

Applications for health records and x-rays, where the patient is living are processed under
the Data Protection Act 1998. Copies for manual records - £50 including postage and
packing (maximum charge permitted under the 1998 Act);
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•

Applications for deceased patient records falls under the Access to Health Records Act
1990 - £50 including postage and packing (maximum charge permitted under the 1998 Act);

•

Requests for copies of computerised data only - £10 including postage and packing
(aligned to the maximum permitted charge under the 1998 Act);

•

Requests for access to both manual and computerised records combined in the same
request – £50 including postage and packing (maximum charge permitted under the 1998
Act).

The above charges for retrieval of records do not apply to Trust patients.
Clinical Psychology Report requested by solicitors / insurance companies etc - £120 per hour or
part thereof plus a minimum of £5 charge for packing and delivery.
Payment in settlement of the above charges is to be made within 30 days of service provided or
received.
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APPENDIX B

DELEGATED LIMITS OF AUTHORITY

1.

The Trust SFI’s distinguish, with regard to delegated limits, between
•

matters relating to the continuation of existing business and the implementation of approved
strategies and

•

matters where there may be a higher degree of inherent risk or where the Board policy
framework has not yet been established, such as new business ventures, opportunities and
initiatives.

2.

In cases where the proposed expenditure relates to:
•

The continuation or renewal of an existing contract or service

•

Business as usual activities which would only otherwise be reported to the Board on the basis
of the level of, rather than the nature of the expenditure

•

The implementation of an agreed Board strategy or policy

then the following delegated limits will apply
Chief
Executive

2
Directors

Directors

£

£
£
Income

Designated
Deputy
Director of
Finance
£

Designated
Deputy Director
of Estates
£

(A)

3,000,000

1,000,000

1,000,000

0

Expenditure
Orders/Invoices

5,000,000

3,000,000

1,000,000

1,000,000

100,000

Stock
Requisition
Petty cash
Payments
Patients Monies

N/A

N/A

10,000

N/A

10,000

N/A

N/A

*

*

*

N/A

N/A

**

**

N/A

(A) The limit shall be the previous income plus the lower of: an increase of up to 50% of previous
income or £5m.
A deminimus level of £3m of previous income shall apply.
*Up to the value of petty cash float
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** Up to the value of funds available to patient
NB Where sums exceed the Chief Executive’s limits shown above, the transactions will be referred
to the Board for approval
NB Directors may delegate limits for expenditure, at their discretion, for a list of designated budget
holders, up to a maximum of £50,000.
3.

Where expenditure relates to
•

A new area of activity not within the parameters of an approved Board strategy

•

A joint venture, partnership or other multiagency approach not previously approved or endorsed
by the Board

then the following limits will apply

Income
Expenditure
Orders/Invoices
•

Chief Executive

Director of
Finance

Directors

£

£

£

Designated
Deputy Director
of Finance
£

1,000,000
1,000,000

500,000
500,000

250,000
250,000

250,000
250,000

The board reserves the right to set a lower cap on the limits above for specified schemes

NB Where sums exceed the Chief Executive’s limits shown above, the transactions will be referred
to the Board for approval.
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APPENDIX C
LOSSES AND SPECIAL PAYMENTS (All reported to the Audit Committee)
Further detailed guidance is available in the Trust’s Financial Procedures available on the Trust intranet.
The following authorised limits will apply for losses and special payments.

a)
●
●
b)

c)

●
●
●
●

d)

a)
b)

c)

●
●
●
●

d)
●
e)
●

Losses
Losses due to theft, fraud, overpayment and
others
Under £5,000
£5,000 and above
Fruitless Payments
Under £5,000
£5,000 and above
Bad Debts and Claims Abandoned
Under £5,000
£5,000 and above
Losses or damage to buildings or equipment
Under £20,000
£20,000 and above
Special Payments
Compensation payments under legal obligation
Extra Contractual Payments to contractors
Under £5,000
£5,000 and above
Ex Gratia Payment
Under £5,000
£5,000 and above
Personal Injury claims involving negligence where
legal advice has been obtained and guidance
applied
Up to £1,000,000 (including plaintiff’s costs)
Other, except cases of maladministration where
there was no financial loss by claimant
Up to £50,000

Operational Director
CE or DoF
Operational Director
CE or DoF
Operational Director
CE or DoF
Operational Director
CE or DoF

CE or DoF
Operational Director
CE or DoF
Operational Director
CE or DoF

CEor DoF

CE or DoF
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APPENDIX D
TENDERING PROCEDURE AND TENDER AND QUOTATION THRESHOLDS
1.

Invitation to Tender
Electronic tendering – General rules
a)

All invitations to tender will be on a formal competitive basis applying the principles set out
using the Trust E-Tendering Portal.

b)

All rendering carried out through e-tendering will be compliant with the Trust policies and
procedures. The issue of all tender documentation will be undertaken electronically
through a secure website with control access using secure login, authentication and
viewing rules. All tenders will be received into a secure electronic vault so that they cannot
be accessed until an agreed opening time. Where the electronic tendering package is
used the details of the person opening the document will be recorded in the audit trail
together with the date and time of the document opening. All actions and communications
by both procurement staff and the suppliers are recorded within the system audit reports.

Manual Tendering-General Rules
1.1.

All invitations to tender on a formal competitive basis shall state that no tender will be considered
for acceptance unless submitted in either:
a)

a plain, sealed package bearing a pre-printed label supplied by the Trust (or bearing the
word `Tender' followed by the subject to which it relates and the latest date and time for
the receipt of such tender); or

b)

in a special envelope supplied by the Trust to prospective tenderers and the tender
envelopes/packages shall not bear any names or marks indicating the sender.

1.2

Every tender for goods, materials, manufactured articles supplied as part of a works contract and
services shall embody such of the main contract conditions as may be appropriate in accordance
with the contract forms described in Section 1.3 and 1.4 below.

1.3

Every tender for building and engineering works, except for maintenance work only where Estate
code guidance should be followed, shall embody or be in the terms of the current edition of the
appropriate Joint Contracts Tribunal (JCT) or Department of the Environment (GC/Wks) standard
forms of contract amended to comply with Concode. When the content of the works is primarily
engineering, tenders shall embody or be in the terms of the General Conditions of Contract
recommended by the Institutions of Mechanical Engineers and the Association of Consulting
Engineers (Form A) or, in the case of civil engineering work, the General Conditions of Contract
recommended by the Institution of Civil Engineers. The standard documents should be amended
to comply with Concode and, in minor respects, to cover special features of individual projects.
Tendering based on other forms of contract may be used only after prior consultation with the
DoH.

1.4

Every tender for goods, materials, services (including consultancy services) or disposals shall
embody such of the NHS Standard Contract Conditions as are applicable. Every tenderer must
have given or give a written undertaking not to engage in collusive tendering or other restrictive
practice.

2.

Receipt, Safe Custody and Record of Formal Tenders

2.1

Formal competitive tenders shall be addressed to the Chief Executive.
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2.2

The date and time of receipt of each tender shall be endorsed on the unopened tender
envelope/packages.

2.3

The Chief Executive shall designate an Officer or Officers, not from the originating department, to
receive tenders on his behalf and to be responsible for their endorsement and safe custody until
the time appointed for their opening, and for the records maintained in accordance with Section 3.

3.

Opening Formal Tenders

3.1

As soon as practicable after the date and time stated as being the latest time for the receipt of
tenders they shall be opened in the presence of two senior Officers designated by the Chief
Executive and not from the originating department.

3.2

Every tender received shall be stamped with the date of opening and initialed by two of those
present at the opening.

3.3

A permanent record shall be maintained to show for each set of competitive tender invitations
dispatched:
a)

the names of firms/individuals invited;

b)

the names of and the number of firms/individuals from which tenders have been received;

c)

the total price(s) tendered;

d)

closing date and time;

e)

date and time of opening;

f)

the record shall be signed by the persons present at the opening and the persons present
at the opening shall certify on the Cost Control sheet that the tenders received were
received within the timescale allowed

3.4

Except as in Section 3.5 below, a record shall be maintained of all price alterations on tenders, i.e.
where a price has apparently been altered, and the final price shown shall be recorded. Every
price alteration appearing on a tender and the record should be initialed by two of those present at
the opening.

3.5

A report shall be made in the record if, on any one tender, price alterations are so numerous, as
to render the procedure Section 3.4 unreasonable.

4.

Admissibility and Acceptance of Formal Tenders
If the number of tenders received is insufficient to provide adequate competition, or tenders are
late, amended, incomplete, qualified, or otherwise not strictly competitive, they shall, where
necessary, or appropriate, be dealt with in accordance with Department of Health guidance
current, or obtained for the purpose of a particular case.
Acceptance of Tenders shall be in accordance with these procedures:

4.1

In considering which tender to accept, if any, the designated Officers shall have regard to whether
value for money will be obtained by the Trust and whether the number of tenders received
provides adequate competition. In cases of doubt they shall consult the Chief Executive.
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4.2

Tenders received after the due time and date may be considered only if the Chief Executive or
nominated Officer decides that there are exceptional circumstances, e.g. where significant
financial, technical or delivery advantages would accrue, and is satisfied that there is no reason to
doubt the bona fides of the tenders concerned. The Chief Executive or nominated officer shall
decide whether such tenders are admissible and whether re-tendering is desirable. Re-tendering
may be limited to those tenders reasonably in the field of consideration in the original competition.
If the tender is accepted the late arrival of the tender should be reported to the Board at its next
meeting.

4.3

Technically late tenders (i.e. those dispatched in good time but delayed through no fault of the
tenderer) may at the discretion of the Chief Executive be regarded as having arrived in due time.

4.4

Incomplete tenders (i.e. those from which information necessary for the adjudication of the tender
is missing) and amended tenders (i.e. those amended by the tenderer upon his own initiative
either orally or in writing after the due time for receipt) should be dealt with in the same way as
late tenders under Section 4.2.

4.5

Where examination of tenders reveals errors which would affect the tender figure, the tenderer is
to be given details of such errors and afforded the opportunity of confirming or withdrawing his
offer.

4.6

Necessary discussions with a tenderer of the contents of his tender, in order to elucidate technical
points etc., before the award of a contract, need not disqualify the tender.

4.7

While decisions as to the admissibility of late, incomplete, or amended tenders are under
consideration and while re-tenders are being obtained, the tender documents shall remain strictly
confidential and kept in safekeeping by an Officer designated by the Chief Executive.

4.8

Where only one tender/quotation is received the Trust shall, as far as practicable, ensure that the
price to be paid is fair and reasonable.

4.9

A tender other than the lowest (if payment is to be made by the Trust), or other than the highest (if
payment is to be received by the Trust) shall not be accepted unless for good and sufficient
reason the Board decides otherwise and record that decision in their minutes and in the record
referred to in 3.3 above.

4.10

Where the form of contract includes a fluctuation clause all applications for price variations must
be submitted in writing by the tenderer and shall be approved by the Chief Executive or
nominated Officer.

4.11

All Tenders should be treated as confidential and should be retained for inspection.

5.

Extensions to Contract

5.1

In all cases where optional extensions to contract are negotiated at the time of tendering the
authority to approve contract extensions is given to the Associate Director of Estates and/or the
Associate Director of Finance.

6.

Tender and Quotation Thresholds

Thresholds

Proposed minimum requirement

Under £5,000

1 written quote or 2 verbal quotes

£5,000 < £10,000
£10,000 < £30,000
£30,000 < £75,000 for works only

2 written quotes
3 written quotes
3 written quotes
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£30,000 < OJEU limit (£111,676 excluding
VAT) for supplies and services
£75,000 < OJEU limit (£4,322,012 excluding
VAT) for works

Above OJEU limit (£111,676 excluding VAT)
for supplies and services
Above OJEU limit (£4.322,012 excluding VAT)
for works

3 tenders via a tender process
Tender process required. Head of Procurement
to ensure adequate number and variety/spread
of tenders in proportion to the scale of the
project in order to assure there is no bias
The EU public procurement process applies
The EU public procurement process applies
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APPENDIX E
Equality Analysis
1. Policy/Practice/Service development

Directorate

Standing Financial Instructions

New or existing?
Finance

Date of Assessment

Existing

July 2015

2. Briefly provide an overview of the policy/practice/service development and describe the aims, objectives and purpose of the Policy/Service:

To advise staff of the Trust’s standing financial instructions and maintain a high standard in Trust governance arrangements.

3. Who will be affected? E.g. staff, patients, service users etc
All staff
3. Please demonstrate below the potential impacts on people or equality groups with protected characteristics. List the main sources of data, research and other sources of evidence
reviewed to determine the impact or potential impact on each equality group (protected characteristic)
Equality target
group (protected
characteristic)

Gender
reassignment

Is the policy/ practice/
service development
relevant to this equality
area? Yes/No. If No what
evidence did you rely on to
reach this conclusion.

Assessment of Potential Impact:

Required Actions or Action Plans

High/ Medium/ Low/ Not Known
Positive (+)

Negative (-)

No

No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010

No

No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010

Race
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Sex
No
Disability

No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010

No

No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010
Age

No

No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010
Religion or Belief

No

No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010
Sexual
orientation

No

Marriage and
Civil Partnership

No

Pregnancy and
Maternity

No

No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010
No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010
No required action. Policy ensures that it has been developed
taking into account the Equality Act 2010

4. Engagement and Involvement. How have you engaged stakeholders in gathering evidence, testing the available evidence and what stakeholders/groups both internal and external were consulted
and when? What was the outcome of that engagement and involvement?
This policy has been developed in partnership with the Executive Management Team and Audit Committee
5. Summary of Analysis: In considering the evidence and engagement activity listed above, summarise the impact of your work. Consider whether the evidence shows potential for differential
impact, if so state whether this is adverse or positive and for which groups. Detail how any negative impacts will be mitigated. Are there any alternative measures that could be taken which could
achieve the desired aim without the adverse impact identified? Can the adverse impact or indirect discrimination be objectively justified? Specify how certain protected groups will be included in
services or how their participation in public life will be expanded.
No differential impact has been identified for any group.
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6. Consider and detail below how the proposals impact on and have due regard to the need to eliminate discrimination, harassment and victimisation, advance equality of opportunity between people
who share a protected characteristic and those who do not and foster good relations between people who share a protected characteristic and those who do not.
Policy ensures that all Trust procedural documents are developed with due regard to the Equality Act 2010.
6.1 Eliminate discrimination, harassment and victimisation. Where there is evidence address each protected characteristic (age, disability, gender, gender reassignment, pregnancy and maternity,
race, religion or belief, sexual orientation, marriage and civil partnership).
No evidence
6.2 Advance equality of opportunity. Where there is evidence address each protected characteristic (age, disability, gender, gender reassignment, pregnancy and maternity, race, religion or belief,
sexual orientation).
No evidence
6.3 Promote good relations between groups. Where there is evidence address each protected characteristic (age, disability, gender, gender reassignment, pregnancy and maternity, race, religion or
belief, sexual orientation).
No evidence
7. What is the overall impact? Consider whether there are different levels of access experienced, needs or experiences, whether there are any barriers to engagement and what is the combined impact?
No impact – equality is neutral
8. Addressing the impact on equalities. Provide an outline of what broad action should be considered by you or any other body to address any inequalities identified through the evidence and
consultation. Outline what changes will be made to the policy, practice or service as a result, when and by whom.
No impact – equality is neutral
9. Action planning for improvement and implementation. Provide an outline of the key actions based on any gaps, challenges and opportunities identified. Actions to improve the policy, practice
or service development need to be summarised including any general action to address specific equality issues and data gaps that need to be addressed through further research or consultation. Use the
attached Action Improvement Plan.
No impact – equality is neutral
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10. Monitoring and review. Detail the processes for monitoring, how this will be measured and when and how the policy, practice, service development will be reviewed.
Policy will be subject to a yearly review, or earlier at the request of the Trust or staff side.
11. Publication. Outline how and where this assessment will be published
This assessment will be published on the Trust intranet.
Review Date
July 2015

Name of responsible Director

Assessment Completed By

Jackie Chai

Date signed July 2015
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Board Annual Cycle of Business: July 2015 Board
Standard Items
Patient Story
Minutes of the previous Part 1 Board Meeting
Chair’s Report
Chief Executive’s Report
Approved minutes from Board Committees
Integrated Corporate Dashboard
Monthly Finance Report
Monthly update on People Management and Organisation Development

2016
November

Sept

October

Dec

January

February

March

April

May

June

July

Safe Staffing Six
Month Review

Monitor Q2
submission

Infection
Prevention
six monthly
report

Estates
Strategy

Monitor Q3
submission

Safe
Staffing six
monthly
Report

Performance
Management
Framework

Monitor Q4
submission

Annual SUI
Report

Annual
Complaints
Report

Quarterly
review of
BAF

Strategic Plan
2016

Annual Plan
2016/17 draft
financial plan

Board
Register of
Interests

Operating
Framework –
Planning
Assumptions
for Annual
Plan

Annual
Report on
Reducing
Restrictive
Interventions
Annual
Safeguarding
Reports

Annual
Infection
Control
Report

CQC Report
and Action
Plan

Annual
Plan
2016/17 –
Contract
agreements
CQC Action
Plan

Draft
Annual
Account
and
Accounts
(inc Quality
Report)
ISA 260

Health and Safety
Annual Report

Quarterly BAF
review

Equality and
Diversity Annual
Report

Review of
progress
report against
Corporate
Objectives

Proposed
Quality
Priorities for
16/17

Monitor
selfcertification
statements

Stages of
Excellence

Well Led
Review report

Adult Safeguarding
Annual Report
2014/15

Progress
Report on
Savile actions

Part 2:

Part 2:
Quarterly
Whistleblowing
report

Well Led
Review
Action Plan

Part 2:

Part 2:

Quarterly
review of BAF

Well Led
Review
Action Plan

Going
Concern
Report

CQC Action
Plan

Approval of
corporate
objectives

CQC Action
Plan

Part 2:

Part 2:

Part 2:

Cost
improvement
plan 2016/17

Draft
financial
plan/budget
2016/17

Draft
financial
plan/budget
2016/17

Quarterly
Whistleblowin
g report

Annual
Infection
Prevention &
Control
Report

Part 2:

Part 2:
Quarterly
Whistle
blowing
report

Part 2:

