Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 28 September 2016 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB commencing at 1:00pm
If you are unable to attend please notify Keith Eales on 01202 277008.
Yours Sincerely,

Ann Abraham
Chair
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Agenda Item 2

Patient Story
Part 1 Board Meeting 28 September 2016
Author

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

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the patient’s experiences.

Recommendation

The Board is asked to discuss and consider the narrative

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

Monitoring and Assurance Summary
This report links to
the Strategic Goals




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


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information

Ms ESK

A Patient Story
Assisted by Julia Yeates, Patient Experience Co-ordinator
Ms. ESK is a 50 year old lady who lives with her partner and son in Bridport. She was previously a
Auxiliary Mental Health nurse and worked at the National Autistic Society amongst other jobs.
“I always knew I was different” Ms.ESK stated. She explained she was well known amongst her
friends and family as someone who excelled in an emergency and was always calm. She says she
felt like “Yoda” due to her calmness under pressure. She feels she always understood people’s
behaviours, was a social chameleon changing her own behaviours to meet various situations and
had no filter on her thoughts and behaviours.
Ms. ESK’s journey began when she believed that her partner’s family frequently misunderstood her
moods and behaviours and she felt highly stressed trying to make communicating with them easier
for both parties. She believed that these, and other errors had looped constantly throughout her life.
Ms. ESK felt she was “having irrational meltdowns” over these ‘errors’. Ms. ESK’s sister is a
paranoid schizophrenic and she was concerned that she shared this problem so searched on-line
with her symptoms. ‘Autism’ would continually be returned in the results and she undertook an
online Autistic test that returned a 95% probability that she was autistic. She then watched some
documentaries and began to think that her behaviours and feelings were very similar if not the
same.
She booked an appointment with her GP who felt she was probably not autistic but agreed that she
should be referred to the Steps to Wellbeing Service which was done on 20 March 2014. The
referral was passed on to the Bridport CMHT shortly afterwards and then finally passed on to the
PAN Dorset Community Adult Asperger Service (CAAS) on 18 August 2014. The CAAS service
was launched shortly afterwards in West Dorset. Ms. ESK said that the wait until she was seen by
the service was very long but that she was told there were changes to the service which had caused
the delays.
Ms. ESK’s first triage appointment took place on 2 September 2014 with an Assistant Psychologist
and an Occupational Therapist. Ms. ESK felt they were understanding and listened to her concerns.
She said they sat and talked and she cried. She was diagnosed with Asperger’s syndrome on the
first appointment and then referred to Adrian, the Psychologist. Ms. ESK said it was lovely to finally
be able to speak to someone who understood her and was interested in her. She didn’t have to
pretend to be “normal” with Adrian and he confirmed her diagnosis of Asperger’s Syndrome. Ms.
ESK was both relieved and a little sad at this diagnosis. She was relieved because she now knew
what made her “different”; on the other hand she said “I was sad that I wasn’t really Yoda”.
Ms. ESK had three appointments with Adrian and her feelings ranged from “I’m mad “ before
diagnosis to “I’m like a bird and I can fly free”. She now has many more coping mechanisms. For
example she is a very anxious flyer – a catastrophist. Since her son was born, she believes the
aeroplane is going to crash. She now understands how to manage that and accepts that this is part
of her syndrome.
Ms. ESK she says she is terrible with money and relies totally on her partner. When she was
younger she ended up in financial difficulties which still remain unresolved but to try and approach
an outside agency for support would be almost impossible for her without help. She explained that
when in public places she has to filter everything or she will become overloaded. She will get to a
point where she begins to stutter or even cannot speak at all so will leave the shop or service.
“Trying to get help when you cannot speak to someone is so difficult so you just don’t try.” Ms. ESK
identified the following suggestions or issues with the service or her care:
•

An official card (like a donor card) which she could hand to people to prove her diagnosis,
rather than sharing her full medical history (which she has on paper). This also would help to
explain any behavioural issues that may arise in public.
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•

Was advised that a “personal assistant” could be available in the future if needed but is
unsure how to get one. She has received a long list of services but this format adds to her
overload. She would prefer a simple booklet be produced so that it would also be easy to
understand during “meltdown moments” with a basic index.

•

She feels that the title ‘high functioning’ is an assumption statement, hiding the lack of
functioning areas she has.

•

Ms. ESK is unsure if she has been discharged from the service.

Ms. ESK would like to work. She has been out of work for some years now caring for her
son. However she says she fears the repetition of her social and professional mistakes, that lead to
her job losses. The situation is very stressful and she fears it will repeat itself without support.
“I understand so much more about myself now” she said. Now she has a diagnosis she feels more
relaxed about who she is and understands why she feels and thinks the way she does. “It’s
exhausting trying to be normal when you are a different species of human being” she said.

2|Page

Agenda Item 4ai

Minutes of the Board of Directors Meeting held at 1pm on Wednesday 27 July 2016
at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Ron Shields
John Hughes
Lynne Hunt
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Fiona Haughey
Linda Boland
Jackie Chai
Sally O’Donnell
Nicola Plumb
Eugine Yafele

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

In Attendance:
Keith Eales
Ian Rodin
Julia Wiffen

Trust Secretary
Deputy Medical Director
Associate Director of HR

Apologies:
David Brook
Colin Hague
Nick Kosky

Non-Executive Director
Director of Human Resources
Medical Director

Governor Observers:
Chris Balfe
Sue Howshall
Jan Owens
Sue Evans-Thomas
Angela Bartlett
Pat Cooper
Peter Kelsall
Becky Aldridge
Bill Batty-Smith

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

610/16 Welcome and Apologies
The Chair welcomed members and observers to the meeting and reported the
apologies received.
611/16 Patient Story
The meeting commenced with a story illustrating the experience of a patient suffering
from Early Onset Alzheimer’s and highlighting the perspective of his wife, who was
his carer.
The story drew attention to the experience of the patient being admitted to a ward,
the subsequent admission meeting which left the patient’s wife feeling not listened to,
his discharge and the concerns of his wife should he need inpatient care in the
future. The advocate of the patient’s wife attended the Board meeting to hear the
story.
Board Directors considered that the story highlighted the experience, from the
perspective of this patient and his family, of being admitted to a ward which could be
daunting, the impact of the sense of isolation that patients could feel, the importance
of support at meal times and the support that families in challenging situations
required. More broadly, there was recognition, within and outside the Trust, of the
need to improve care and support in the County for people with Early Onset
Alzheimer’s and their families.
The advocate for the carer sought clarification of the approach taken to provide
feedback to the family on the discussion at the Board meeting. The Director of
Nursing and Quality advised that this would be provided through the Customer
Services Team.
The Board noted the patient story.
612/16 Declarations of Interests in Relation to Agenda Items
No declarations were made.
613/16 Minutes and Notes of Previous Meetings
The Board approved as a correct record the minutes of the meeting held on 29 June
2016 and the Workshop notes of 6 July 2016.
614/16 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
The Board noted the report.
615/16 Chair’s Update
The Chair commented that there were no specific matters to bring to the attention of
the Board.
The Board noted the report.
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616/16 Chief Executive’s Update
The Chief Executive submitted a report setting out key issues of concern and
interest.
The Chief Executive’s report highlighted progress with the Sustainability and
Transformation Plan for Dorset, the Clinical Services Review, the Care Quality
Commission national review of investigating deaths and, the publication of the Five
Year Forward View for Mental Health.
The Chief Executive advised that, following the selection process the previous day,
Mathew Metcalfe had been offered the post of Director of Finance and Strategic
Development.
The Chief Executive updated the Board on recent developments in respect of the
national publication of ‘Strengthening Financial Performance and Accountability
2016/17’, the financial reset and the acceptance of control totals by Trusts.
The Chief Executive reminded the Board that the Trust had, on two occasions, been
invited to accept a control total for the organisation. Both offers had been declined on
the basis that the Trust had agreed an operating deficit for the year to support
planned investments. However, these investments would be met from reserves
rather than externally provided funding.
‘Strengthening Financial Performance and Accountability 2016/17’ set out the
processes by which NHS finances would be reset. The announcement included
details of nine Trusts and Clinical Commissioning Groups which had been placed in
‘special measures’ as a result of their financial position. The announcement included
a further 13 organisations which were projecting year-end deficits and were under
consideration for being placed in ‘special measures’. The list included the Trust, as
well as Poole Hospital NHS Foundation Trust and Dorset County Hospital NHS
Foundation Trust. The Chief Executive advised that both these latter organisations
were now expected to accept their control totals.
The Chief Executive commented that the indications were that the majority of the 13
Trusts required external borrowings to support their operating deficits. Whilst Dorset
HealthCare was not in this position, it was likely that the decision not to accept the
control total would be the subject of increasing scrutiny nationally. Failure to achieve
the Trust financial plan, or national targets, could result in the Trust being placed in
‘special measures’.
The Chief Executive advised that the Executive had given consideration to the action
required to enable the Trust to accept the control total. Acceptance of the control total
would require a reduction in expenditure of £3.3m. The potential withholding of the
investment fund agreed by the Board, the contingency included in the budget,
slippage and the review of provisions were under investigation as means of achieving
the required reduction in expenditure.
Board members noted that the Trust could well be in a more favourable position than
the majority of the 13 Trusts on the list of those not accepting the control total on the
basis that the budget deficit for the year would be funded from reserves. However,
there was a recognition that continued non-acceptance of the control total could
impact on the wider health and social care system in the County if allocations from
the Sustainability and Transformation Fund were withheld. The decisions of Poole
Hospital NHS Foundation Trust and Dorset County Hospital NHS Foundation Trust to
3

accept their control totals gave added significance to the Trust reviewing its position.
This was particularly so in the light of the initial conclusions of the Executive in
identifying areas where savings of £3.3m could be found. The Board considered that,
on this basis, it would be appropriate for the Chief Executive to be authorised to
accept the control total.
The Board
(a) noted the report;
(b) authorised the Chief Executive to accept, after completion of the review of
Trust expenditure, the control total for the Trust;
(c) agreed that the revised budget would be submitted to the September Board
meeting.
617/16 Board Integrated Corporate Dashboard
The Deputy Medical Director submitted the dashboard for June.
The Deputy Medical Director drew attention to the following:•

The steady improvement in mandatory training rates;

•

The improvement in the percentage of bed days attributable to delayed
transfers from mental health units;

•

The percentage of patients delayed in their transfer from physical health units
had improved but remained in excess of the threshold set;

•

The percentage of patients on the Care Programme Approach with up to date
care plans remained below the threshold set.

It was noted that the mental health dashboard had not been considered by the
Mental Health Legislation Assurance Committee, following the postponement of the
July meeting. It was agreed that the dashboard would be submitted to the September
Board meeting.
The Board noted the dashboard for June.
618/16 Finance Report for June
The Director of Finance submitted the Finance Report for June.
The Director of Finance advised that, at month three, the Trust had a deficit of £1.1m
which was £0.8m ahead of plan. To date, £5m of the £8.1m cost improvement plan
for the year had been achieved. The Financial Sustainability Risk Rating at the end of
May was ‘4’. The year-end forecast for the year was a deficit of £6.8m, compared to
a planned deficit of £7.7m.
The Locality Director, Bournemouth and Christchurch, advised that the completion of
the Psychiatric Intensive Care Unit for women at St Ann’s Hospital had been delayed
by a month. This reflected the identification of asbestos and the challenge in
undertaking building work in between two functioning ward areas. The additional cost
4

of the work required was being clarified. The worst case estimate was for additional
building costs of £900,000.
The Board noted the report.

619/16 People Management
The Associate Director of Human Resources submitted the monthly People
Management report.
The Associate Director of Human Resources drew particular attention to the Health
Education England funding reforms. It was noted that funding for courses in 2017/18
would be provided on the current basis. The new funding arrangements would be
introduced thereafter.
The Board noted the report.
620/16 Annual Reports
The Director of Nursing and Quality submitted a report providing an overview of
seven annual reports for 2015/16:•
•
•
•
•
•
•

Annual Report on Positive and Proactive Care: Reducing the Need for
Restrictive Interventions
Serious Incidents Requiring Investigation & Mortality Annual Report 2015/16
Safeguarding Adults Annual Report 2015/16
Safeguarding Children Annual Report 2015/16
Infection Prevention and Control Annual Report 2015/16
Complaints Annual Report 2015/16
Patient Experience Annual Report 2015/16

The Director of Nursing and Quality advised that the summary provided, in respect of
each report, an overview, key outcomes and achievements and key actions for
2016/17.
The Board noted the report.
621/16 Quality Improvement Plan
The Director of Nursing and Quality introduced the monthly update on progress in
implementing the Quality Improvement Plan following the June 2015 CQC inspection.
The Board noted that of the 60 ‘must do’ recommendations, 44 were complete or
rated as green, six were rated as amber/green on the basis of being in progress to
meet the deadline. One action was rated as being amber and was at risk of not
achieving the target date. Nine actions were rated as red and were not progressing
or had not met the target date. The Board noted the action being taken with regard to
the red-rated actions.
Of the 89 ‘should do’ recommendations, 65 were complete or rated as green, 11
were rated as amber/green on the basis of being in progress to meet the deadline.
Three actions were rated as being amber and were at risk of not achieving the target
date. Ten actions were rated as red and were not progressing or had not met the
target date.
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The Director of Nursing and Quality advised that the draft reports following the March
2016 re-inspection were due in later in the day.
The Board noted the report.
622/16 Quarter 1 Return to NHS Improvement
The Director of Finance introduced a report setting out the proposed quarter 1 return
to NHS Improvement.
The Director of Finance gave an overview of the return and the supporting narrative
to be submitted to NHS Improvement.
The Director of Finance commented that, with regard to the achievement of a
Financial Sustainability Risk Rating of at least 3 over the next 12 months, the Trust
should mark this as ‘not confirmed’. This was because the submitted Operational
Plan indicated that the Trust would have a rating of ‘2’ at the end of the financial year.
Whilst the decision to accept the control total, and the subsequent actions that this
would require, would impact on the financial position, this would not be assessed
prior to the submission of the return.
The Director of Finance advised that, on the basis of the supporting narrative, the
statements in respect of governance and exception reporting should be marked as
‘confirmed’.
The Board agreed
(a) The statement ‘the Board anticipates that the Trust will continue to maintain
a Financial Sustainability Risk Rating of at least 3 over the next 12 months’
be marked as ‘not confirmed’.
(b) The statement ‘the Board anticipates that the Trust’s capital expenditure for
the remainder of the financial year will not materially differ from the
amended forecast in this financial return’ be marked as ‘confirmed’.
(c) The statement 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’ be marked as ‘confirmed’.
(d) The statement that ‘the Board confirms that there are no matters arising in
the quarter requiring an exception report to NHS Improvement (per the Risk
Assessment Framework Table 3) which have not already been reported’ be
marked as ‘confirmed’.
623/16 Quarterly Review of the Board Assurance Framework
The Trust Secretary submitted a report setting out details of the quarterly review of
the Board Assurance Framework.
The Trust Secretary explained that this was the first review undertaken of the revised
strategic risks agreed by the Board and utilising the revised monitoring template. The
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template brought together key actions completed in respect of each risk in the
quarter, an assessment by the lead Director of each risk on the effectiveness of
these actions in mitigating the risk and the key actions to be completed in the next
quarter.
The outcome of the review had been considered by the Quality Governance
Committee on 19 July and the Audit Committee on 23 July 2016. The Chair of each
Committee gave an overview of their assessment of the outcome of the quarterly
review and the effectiveness of the actions being taken to mitigate the risks.
It was noted that the mitigation of the risk in respect of the financial challenge facing
the Trust had been the subject of particular debate. Whilst the Trust was on target to
deliver the financial plan for the year, and the risk was thereby reducing, the
uncertainty beyond the financial year-end suggested that this remained a significant
risk to the Trust. The Director of Finance and Trust Secretary would be considering
appropriate approaches to reflect these two aspects to the risk in the next quarterly
report.
The Board noted the report.
624/16 Quarterly Review of the Well-Led Action Plan
The Trust Secretary submitted a report setting out progress in delivering the action
plan agreed following the external governance review of the Trust against the Monitor
Well-Led Framework in 2015.
The Trust Secretary gave an overview of the Well-Led Framework and the scoring,
conclusions and recommendations of the assessment team. The report of the
assessment team had made 17 recommendations and an action plan had been
prepared in response. Progress against each action was reviewed quarterly.
The Trust Secretary drew attention to three recommendations
•

the development of a clinical strategy, the requirement for which was now
under review by the Executive;

•

the adoption of a corporate improvement methodology, which was being
taken forward by the Chair of the Quality Governance Committee and the
Director of Nursing and Quality;

•

data quality, which had been the lowest scoring area for the Trust in the
review and was a particular area of focus for the Audit Committee.

The Chair of the Audit Committee advised that the position in respect of data quality
had been considered by the Audit Committee earlier in the week. It was noted that
some concerns had been raised that there was greater confidence in the quality of
data than the indicators in the integrated dashboard were suggesting. This was under
review by the Executive.
The Trust Secretary commented that the next external review would be in 2018.
There was merit in the Trust reviewing progress prior to the next review. It was
suggested that areas of the Well-Led Framework might be appropriately reviewed by
internal audit over the next two financial years. Board members considered that this
would be appropriate for review by the Audit Committee.
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The Board
(a) noted the quarterly review of the Well-Led action plan;
(b) asked the Audit Committee to give consideration to including, within
internal audit annual plans, an assessment of the position of the Trust in
respect of appropriate questions in the Well-Led Framework.
625/16 Quarterly Whistleblowing Report
The Associate Director of Human Resources submitted a report providing details on
whistleblowing incidents for the period April to June 2016.
The Board noted the details of five new cases submitted in the quarter and an update
in respect of a previous complaint. No new cases had been raised externally in the
quarter.
The Board noted that action was being taken to amalgamate the national Freedom to
Speak Up: Whistleblowing Policy for the NHS with the Trust policy. As part of this,
whistleblowing guardian arrangements in the Trust are being reviewed. The revised
policy and proposed guardian arrangements would be submitted to the Board later in
the year.
The Board noted the report.
626/16 Medical Staff Revalidation Update
The Deputy Medical Director submitted a report setting out progress with the
arrangements for the revalidation of medical staff.
The Board noted the background to the requirement for medical revalidation, the
governance arrangements in the Trust and the current position with regard to medical
appraisals. At the end of March 2016, 92 of the 94 doctors with a prescribed
connection to the Trust had attended an appraisal meeting. The position in respect of
the remaining two was noted.
The Deputy Medical Director explained that internal audit reviews had been carried
out into the appraisal and revalidation system in the Trust. No major weaknesses had
been identified.
The Board noted the report.
627/16 Summary Minutes of the Appointments and Remuneration Committee: 30
March 2016
The Board noted the summary minutes of the Appointments and Remuneration
Committee held on 30 March 2016.
627/16 Annual Cycle of Board Business
The Board received the annual cycle of business, which formed the basis of Board
agendas.
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The importance of having a comprehensive cycle of business in place was
emphasised. Directors were asked to advise the Trust Secretary of additions or
amendments to the draft cycle.
The Chair advised that consideration was being given to the Board workshop
programme through to March 2017. Details would be available shortly.
The Chair also referred to the previous discussions in respect of arrangements for
providing the Board with enhanced oversight and assurance on finance. The
workshop programme would be used to provide this.
The Board noted the updated cycle of business.
628/18 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:•

It was considered that the patient story highlighted the importance of
reviewing the arrangements for meal times at Trust sites. The Chair of the
Quality Governance Committee asked that a baseline assessment of the
current arrangements be reported to the Committee.

•

Concern was expressed at patients not being made aware of their Section
132 rights. The Chair commented that this was a matter of concern to, and
was under consideration by, the Mental Health Legislation Assurance
Committee.

629/16 Next Meeting
The Board noted that the next meeting would be held on 28 September at 1.00pm at
Sentinel House, Poole.
630/16 Exclusion of the Press and Public
The Board agreed that the press and public be excluded from the remainder of
the meeting having regard to the confidential nature of the business to be
transacted, publicity of which would be prejudicial to the public interest.
[The following Governors remained for the Part 2 section of the meeting- Angela
Bartlett, Pat Cooper and Sue Evans-Thomas].
631/16 Serious Incident on a Ward
The Director of Nursing and Quality reported on an incident on Chine Ward, following
which the patient had passed away at Poole Hospital. The Trust had undertaken an
immediate review and had commissioned an external investigation.
Signed:

Date:

Ann Abraham, Chair
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Agenda Item 4aii

Notes of the Board Workshop held at 9.30am on Wednesday 7 September 2016 at
Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Ron Shields
David Brook
John Hughes
Lynne Hunt
John McBride
Sarah Murray
Nick Yeo
Linda Boland
Colin Hague
Fiona Haughey
Nick Kosky
Mathew Metcalfe
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Deputy Chair and Non-Executive Director
Non-Executive Director
Non-Executive Director
Locality Director-Poole and East Dorset
Director of Human Resources
Director of Nursing & Quality
Medical Director
Director of Finance and Strategy Development
Director of Organisational Development and Participation
Locality Director – Bournemouth and Christchurch

In Attendance:
Deputy Director of Finance
Trust Secretary

Jackie Chai
Keith Eales
Apologies:
Peter Rawlinson

1

Non-Executive Director

Welcome and Apologies
The Chair welcomed members to the workshop and reported the apology received.
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Strategic Outlook and Priorities
The Chief Executive gave a presentation on the strategic outlook for the Trust and
suggested priorities for attention by the Board.
The presentation covered:•

The immediate context, including the approval of the Sustainability and
Transformation Plan (STP), submission of two-year financial plans and the
response to the Clinical Services Review (CSR);

•

Key areas for attention outside of the CSR, including Better Together
workstreams, local authority reform, specialised services, the Trust
involvement in prison healthcare services and the STP;

•

The implications of the CSR for the Trust;

•

The need to identify the main objectives for the Trust and the focus of Board
attention and effort.

The Chief Executive concluded by identifying a number of key questions that the
Board and the Trust would wish to consider in coming months.
In reflecting on the challenges facing the Trust, Board Directors commented:•

The development of STP’s was bringing with it a significant degree of central
control and required, locally, a coordinated system-wide response;

•

There remained significant governance concerns in respect of the current
approach to system leadership in Dorset and the relationships with local
boards and councils;

•

The CSR should remain focussed on identifying patient-driven solutions to the
healthcare challenges in the County. The temptation to focus on
organisational solutions should be resisted;

•

The Trust should draw on its knowledge and relationships to ensure a
continued focus on the patient and to influence the wider debates about the
provision of health and social care in the County;

•

The vertical integration of services should be considered in the broadest
sense, with the principle of subsidiarity having merit in suggesting that only
those services requiring acute care being undertaken in acute hospitals. The
Trust should develop its response to the CSR based on this principle;

•

It would be important for the Executive to begin developing position
statements and options papers in respect of each of the key questions.

The Chair concluded by commenting that the discussion had indicated support for
the Trust drawing on its strengths, expertise and experience to take an assertive and
proactive role in the debates about the delivery of community services in the County.
The Trust was in a position to develop its distinctive view of the future in its areas of
expertise. At the core of this would be the importance of ensuring a continued focus
on identifying patient-driven solutions.
The Board then discussed initial perspectives on two key questions that had been
identified-the extent to which the Trust should seek to deliver services beyond Dorset
and the continued involvement in delivering prison healthcare services.
The Board concluded that there was merit in continuing to provide, and extending the
involvement of the Trust in providing, services beyond the County boundary. This
should be on the basis of:•

the extent to which services were aligned with the areas of expertise,
knowledge and experience of the Trust;

•

their proximity to Dorset;
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•

the ability to develop strong local relationships, which underpinned the Trust
approach;

•

the degree of cultural-fit with the Trust approach;

•

a thorough assessment of the risks.

It was recognised that any decision would be made on the basis of a thorough costbenefit analysis.
With regard to the involvement of the Trust in the delivery of prison healthcare
services, it was recognised that the needs of inmates were closely aligned with the
core services provided by the Trust. This, in itself, merited the continued involvement
of the Trust in the delivery of these services. However, it was considered that the
Trust would need to take a cautious approach to ensure that the services could be
delivered, and the appropriate quality standards met, within the resources made
available by commissioners.
3

Care Quality Commission (CQC)
Exeter Prison
The Director of Nursing and Quality advised that the Trust had been advised,
informally, that the CQC would be issuing an Enforcement Notice in respect of
healthcare services at Exeter Prison. This was following a joint unannounced
inspection by the CQC and Her Majesty’s Inspectorate of Prisons.
The Director of Nursing and Quality and the Locality Director, Dorset would be
visiting the Prison on Thursday. Discussions would be held with the Director of
Nursing at NHS England on Friday.
Publication of Reports Following March 2016 Re-inspection
The Director of Nursing and Quality advised that the CQC had finalised the reports
following the re-inspection of seven core services in March 2016. There services had
been assessed by the CQC as ‘requires improvement’ in the June 2015 Trust-wide
inspection.
The Director of Nursing and Quality advised that four services had been assessed as
having moved from the ‘requires improvement’ to the ‘good’ category:•
•
•
•

Urgent care services
Child and adolescent mental health services
Older people’s mental health wards
Long stay rehabilitation wards

The Director of Nursing and Quality summarised the improvements that were
assessed as having been made.
However, the community mental health teams and the crisis team were still rated as
‘requires improvement’. The basis on which the assessments had been made was
outlined.
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The Director of Nursing and Quality summarised the overall position of the Trust in
respect of CQC ratings. Of the 16 core services:•
•
•

two were rated as ‘outstanding’
eight were rated as ‘good’
six were rated as ‘requires improvement’.

Of the 80 domains, four were rated as ‘outstanding’, 54 were ‘good’ and 21 were
assessed as ‘requires improvement’. One domain had not been rated.
A ‘mini’ quality summit would be held on 3 October, to which key stakeholders would
be invited.
The Board noted that the re-inspection of three services-community hospitals
inpatient wards, end of life services and children and family services-was currently
being planned by the CQC. An improvement in the rating of each of these services
could result in the Trust receiving an overall ‘good’ assessment.
It was also noted that the CQC would re-inspect the community mental health teams
and the crisis team and would continue to sample ‘good’ and ‘outstanding’ services’.
4

Annual Members’ Meeting (AMM) 14 September 2016
The Director of Organisational Development and Participation gave an overview of
the programme for the day of the AMM. A briefing note had been distributed to Board
members.
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Charitable Funds
The Chair reminded the Board that, as Corporate Trustee, it had responsibility for
oversight of the Trust Charity. The views of Board Directors, as Trustees, were
required in the light of recent events.
The Chair advised that Barclays Wealth, the Fund Manager for the Charity, had given
notice that it could no longer support the investment portfolio given the current
objectives of the Trust Charity to distribute funds in the short-term.
Barclays Wealth had suggested two options for the Trust to consider-a 10 year
investment with moderate risk or liquidating the fund.
Board Directors considered that, given the objectives of the Charity, it would be
appropriate for the Corporate Trustee to endorse the liquidation of the portfolio. The
Charity Committee would be meeting later in the month and would consider
appropriate action to take in respect of the liquidated funds.
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Health and Social Care Advisory Service (HASCAS) Report
The Director of Nursing and Quality advised that HASCAS would be publishing a
report on 14 September after a four year investigation into a domestic homicide.

Signed:

Date:
Ann Abraham, Chair
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Agenda Item 4aiii

Minutes of the Dorset HealthCare University NHS Foundation Trust
Annual Members’ Meeting held on Wednesday 14 September 2016
at the Weymouth and Portland National Sailing Academy, Portland, Dorset, DT5 1SA
AMM 01/16

Welcome by the Trust Chair
The Chair of the Trust, Ann Abraham, welcomed attendees to the Annual
Members’ Meeting (AMM) and to the Weymouth and Portland Sailing
Academy.
The Chair commented that this was the first year that the AMM had been held
this far West in the County and it was pleasing to see so many members and
staff at the event.
The Chair commented that it was particularly appropriate to be at the Sailing
Academy as the Paralympics were underway and the venue was the location
for the 2012 Olympic and Paralympic sailing events. Hundreds of people had
competed at the venue in 2012 and had pushed themselves to the very
boundaries of human endeavour, to be the very best they could be. The Chair
commented that the meeting, and the staff awards ceremony which followed,
would keep returning to the themes pf going above and beyond, of hope and
of recovery.
The Chair commented that she hoped that, throughout the day, the real focus
on people at Dorset HealthCare would be recognised, whether those people
were patients, staff, carers, family, volunteers or partners. This focus on the
person, their individual story and their needs had shone through in so many
places and had been evident to Board Directors when visiting services and
attending events. One example of this was the Roads to Wellness awards
which celebrated individuals’ recovery, working with Trust services and staff.
The Chair commented that the past year had seen how the resilience and
resolve of patients, combined with the passion and commitment of staff, could
achieve great and inspiring outcomes.
Dragon’s Den Results
The Chair advised that, earlier in the afternoon, she and a number of
colleagues had judged the final of the Dragon’s Den competition.
All staff had been invited to put forward ideas and plans to access a sum of
money to take forward an innovation and improvement in their services. The
standard of entries had been excellent and the three minute pitches earlier in
the afternoon were the final step of the competition.
The Chair advised that she was delighted to announce that all four finalists
were winners. Each had identified an area of need and the ‘Dragons’ had not
been able to differentiate between them in terms of merit. The ‘Dragons’ had
differentiated between the projects in terms of how each would be taken
forward.

The Chair announced that the Dragons had awarded £2000 funding to the
‘Space to Growth Project’, to create a garden growing area in the grounds of
St Ann’s Hospital in Poole to help improve the wellbeing of patients,
volunteers, staff and visitors.
The Dragons had also pledged that the three other projects would receive
development support. These were:•

A project to support patients’ transition from CAMHS to adult mental
health services;

•

A loneliness reduction and resilience programme;

•

A project to improve dental health among young children, initially
targeting Portland.

The Medical Director, who had been on the Dragons panel, advised that he
would be meeting with the other three project teams to identify the support
required to bring each to fruition.
Patient Story
The Chair explained that the Trust Board commenced meetings with a patient
story. This provided a focus for the meeting and reminded members of the
purpose of the Trust and it was considered that there was merit in the same
approach being adopted for the Annual Members Meeting.
The Chair introduced a film on Mathew’s story, which he and his family had
kindly agreed to share with the AMM.
The Chair commented that her reflections, after hearing the story, were the
importance of:•
•
•
•
•

getting to know the person as an individual;
continuity of care, especially during transitions;
involving and working in partnership with families as part of the team;
peer support networks; and
ambition and hope and their role in recovery.

The Chair thanked Mathew and his parents for sharing the story with the
Meeting.
AMM 02/16

Report from the Council of Governors
The Lead Governor, Chris Balfe, gave a presentation on the work and
achievements of the Council of Governors in 2015/16.
The Lead Governor welcomed staff, members and volunteers to the meeting
and thanked them, on behalf of the Council of Governors, for their
contribution to the Trust.
The Lead Governor drew attention to the achievements of the Council over
the year, its ambitions for the coming year and Governor recruitment.
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The Lead Governor commented that the Council of Governors had continued
to develop over the last year and was now a cohesive, professional and
effective body.
The Lead Governor explained that the Council had focussed on strengthening
its relationship with NHS Dorset Clinical Commissioning Group and with
neighbouring Councils of Governors. The Council was now seen as a voice to
be listened to and as a champion for Trust services.
The Council had carried out a wide range of responsibilities over the year,
including:•

Providing positive and supportive challenge to the Board of Directors
as a critical friend;

•

Reflecting the views of the Trust membership to the Board;

•

Appraising the Chair and Non-Executive Directors of the Trust;

•

Contributing to the recruitment of senior staff;

•

Recruiting new Governors and members.

With regard to the ambitions of the Council, the Lead Governor commented
that the Clinical Services Review (CSR), the future of integrated community
services and the mental health acute care pathway review would be areas of
particular attention and focus for the Council.
The Council was also acutely aware of the financial challenges facing the
Trust and NHS services in Dorset in general. Holding the Board to account,
providing rigorous challenge and continuing to be a critical friend would
continue to occupy much of the time of the Council as the Board of Directors
tackled the financial and wider challenges facing the Trust.
The Council of Governors was also committed, in the coming year, to
recruiting and engaging with a more diverse and larger Trust membership.
The Lead Governor introduced the Governors of the Trust, welcomed those
who had been elected and appointed to the Council in the last year and
thanked those who had stood down as Governors. The Lead Governor
thanked, in particular, Sue Evans Thomas and Steve Clark who were
standing down as Governors after the maximum term of nine years. The
Lead Governor commented that the Trust would be holding elections for new
Governors in the coming year and encouraged members to stand for election.
The Chair thanked the Lead Governor and reiterated, on behalf of the Trust
and the Board, the thanks to Sue Evans Thomas and Steve Clark.
AMM 03/16

Reflections on the Past Year by the Chief Executive
The Chief Executive, Ron Shields, gave a presentation on the work of the
Trust in 2015/16.
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The Chief Executive commented that 2015/16 had been a year of
considerable progress and achievement. The Chief Executive highlighted:•

The continued focus on quality and what had been achieved in the
year. The improvements were reflected not only in the delivery of
Trust-wide improvements but also in the smaller, incremental
improvements made in the delivery of front-line care;

•

The ambition to support staff to deliver every improving standards of
care. There had been a considerable focus on recruitment and
retention over the year, a reduction in agency expenditure and an
investment in training. The Staff Survey results indicated that these
improvements were being recognised and valued. However, there was
scope to improve these further;

•

The outcome of the Care Quality Commission (CQC) inspection in
June 2015 and the re-inspection in March 2016. The Chief Executive
presented the overall position following the June 2015 inspection and
the improvements made in service quality highlighted in the June 2016
re-inspection;

•

Other quality initiatives implemented during the year, for example
through service accreditation, the Weymouth Urgent Care Centre and
investment in wards;

•

The year-end financial position of the Trust, which was a £1.9m deficit
compared to a planned deficit of £2.2m. The financial plan for the year
had also seen a £10m investment in service infrastructure.

The Chief Executive commented that 2015/16 had been a year of substantial
achievement. The Board recognised, however, what more was needed to be
achieved to deliver the Trust ambitions.
With regard to the future, 2016/17 would present the Trust with many
challenges and opportunities. Major initiatives such as the CSR, the mental
health acute care pathway review, the review of dementia services and the
agreement of the first Sustainability and Transformation Plan for Dorset would
be areas of particular focus. Collectively, these reviews and plans would
establishment a blueprint for the development of public services in the County
in the coming years.
The CSR would be a particular focus in the coming months. The Trust had
made a significant contribution to the shaping of the consultation document in
respect of the future of integrated community services. Much of the content
with regard to these services was likely to be supported by the Trust. There
was now an opportunity for the Trust to influence and shape the detail
underpinning the proposals. The Chief Executive explained that, over the
coming months, the Trust would be engaging with partners, stakeholders and
members as well as with Governors and staff, to seek to influence the
outcome of the CSR.
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AMM 04/16

Trust Annual Accounts 2014/15
The Director of Finance for the 2015/16 year, Jackie Chai, gave a
presentation on the Trust accounts for the year ended 31 March 2016.
The presentation gave an overview of
•
•
•
•
•

the income and expenditure account for the year;
the cash flow statement;
the statement of financial position;
the performance of the Trust compared to the foundation trust sector;
the formal opinion of the auditors on the accounts.

The Trust had planned for a budget deficit of £2.2m for the year. However,
the year had ended with a smaller deficit of £1.9m. The deficit budget had
been agreed by the Board to support key investment in services and the
infrastructure of the organisation.
The Trust external auditors had issued an unqualified opinion on the financial
statement and accounts and on the Quality Report. The external auditors had
given a qualified opinion on the effectiveness of the use of resources. This
reflected the national advice given to auditors on assessing organisations
which had been given an overall ‘requires improvement’ rating by the CQC.
The Director of Finance for the year concluded by commenting that the Trust
had finished the year ahead of the financial plan for 2015/16, with a Financial
Sustainability Risk Rating of 3, as had been planned, a green Governance
risk rating from the regulator and a strong liquidity position which had
provided a sound financial basis for 2016/17.
AMM 05/16

Questions from the Public
The Chair invited questions from attendees at the Meeting. There were no
questions asked.

AMM 06/15

Closing Remarks
The Chair thanked the presenters, the team that had organised the event,
those attending the Meeting and everyone who worked in and with the Trust
for their contribution and achievements.
The Chair concluded the meeting by reflecting on quality and continuous
improvement in the Trust.
The Chair commented that, since the last AMM, the Trust had maintained a
focus on the quality of services, and on building organisational capacity and
capability, strengthening the foundations for improvement in all that the Trust
does.
The Chair advised that, at the 2015 Annual Members’ Meeting, she had
discussed the experience of the June 2015 CQC inspection of the Trust. The
publication of the findings had been awaited at the time.
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Earlier in the Meeting, the Chief Executive had reported on the outcome of
the inspection, the recent re-inspection in March 2016, and the progress that
had been made. This was a very positive story of continuous improvement,
reflecting the hard work and commitment of staff, who were striving to be
better every day.
It had been another busy and often challenging year for the Trust. However,
the Trust continued to strengthen as an organisation and was building ever
stronger partnerships with other NHS organisations, with GP’s, local authority
colleagues and more widely across the public sector, with third sector
partners, with Bournemouth University and, most importantly, with patients
and their families and carers.
The Chair commented that the future looked good, challenging at times but
good.
The CQC had found that the Trust had some good and outstanding services.
The challenge now was to continue this journey of improvement so that
everyone would simply say that Dorset HealthCare’s services were
outstanding.

Signed:

Date:

Ann Abraham, Chair
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Agenda Item 4b

Notes of a Briefing for Governors on the Clinical Services Review held at 4.00pm on
Wednesday, 7 September 2016 at Sentinel House, Poole.
Present:

Ann Abraham
Chris Balfe
Sue Howshall
Stefan Morawiec
Jan Owens
Jan Turnbull
Sue Evans-Thomas
Patricia Scott
Anna Webb
Judith Adda
John Bruce
Bobbie Dove
Becky Aldridge
Angela Bartlett
Pat Cooper
Peter Kelsall

Chair
Lead Governor, Public Governor (DRoEW)
Public Governor (Dorset RoEW)
Public Governor (Dorset RoEW)
Public Governor (Dorset RoEW)
Public Governor (Dorset RoEW)
Public Governor (Poole)
Public Governor (Poole)
Public Governor (Poole)
Public Governor, (Bournemouth)
Public Governor, (Bournemouth)
Local Government, Bournemouth Council
Partner Governor, Service User Group
Staff Governor
Staff Governor
Staff Governor

In Attendance:

Ron Shields
Sally O’Donnell
Nicola Plumb

Chief Executive
Locality Director - Dorset
Director of Organisation Development and
Participation
Trust Secretary
PA to Chair and Chief Executive

Keith Eales
Jacqueline Stratford
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Welcome and Apologies
The Chair welcomed Governors and gave an overview of the purpose of the briefing.
The Chair explained that the briefing was intended to provide Governors with an
overview of the anticipated Clinical Services Review (CSR) consultation proposals,
the likely timetable for the consultation and to provide Governors with an opportunity
to discuss how the Council might develop its response to the proposals.
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An Overview of the Clinical Services Review
The Locality Director, Dorset gave a presentation on the anticipated proposals for
integrated community services which were likely to form part of the CSR consultation.
The presentation covered:•

The commencement of the CSR in March 2014;

•

The case for change;

•

The agreement of consultation recommendations in May 2016 for the
reconfiguration of the acute hospitals in the County;

•

The proposals in respect of physical health services;

•

The proposals for services in localities and clusters;

•

The impact of the proposals on patients and staff;

•

The current position in respect of the CSR.

In discussing the proposals Governors made a number of comments:-
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•

The planned commissioning of community beds in care homes was an area
of particular interest. It was recognised that an incentive had to be provided
to ensure that care homes continued to reduce the length of stay;

•

Concern was expressed about the possible provision of community beds in
an acute hospital, on the basis that this might not be an ideal setting for the
patients;

•

Governors commented that extensive consultation on the proposals was
required. However, given the complexity of the proposals, it could be
challenging to develop an appropriate level of public understanding.

Developing the Council’s Response
The Lead Governor commented that Governors would have a range of views on the
consultation proposals. These would be important in developing the Council’s
response to the CSR.
However, alongside this, it would be important for the Council, and Governors, to
gather views on the proposals from the wider community. These would assist in
shaping the Council’s response.
Clarification was sought on the approach being taken by the Board to developing a
response to the CSR.
The Chief Executive advised that there would be considerable scope to develop the
CSR proposals and that this would be an important element of the Trust approach.
For example, whilst a broad approach was set out in the CSR for the community
hospitals and hubs, there was scope for the Trust response to provide additional
detail about the services that could be provided at each site.
As part of this approach, a series of engagement events had been arranged for Trust
staff. Governors would be welcome to attend these. The Trust Secretary undertook to
distribute details to Governors.
Governors discussed the approach to be taken to develop the Council’s response.
It was recognised that it would be important to position the Council’s response
appropriately. In particular, there would need to be a careful balancing of the
preservation of the independent voice of the Council, with its position as part of the
overall Trust governance framework.
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Alongside this, Governors would wish to draw in information and views from outside
the Trust to assist in influencing and shaping the Council’s response. It was
recognised that whilst public meetings would be an important part of the consultation,
it would be appropriate for these to be convened by Dorset Clinical Commissioning
Group (CCG) rather than the Trust, given that the CSR proposals had been
developed by commissioners. Trust meetings, in addition to CCG events, could
cause public confusion about the process.
As a broad approach to developing a response, Governors considered that
•

the Council should work collaboratively with the Board, developing a
response from a shared understanding and information base;

•

the Council would develop an individual response, based on this shared
approach, which would include a ‘legitimacy statement’ setting out the basis
on which it was responding and referring to the Trust response;

•

Governors would utilise their networks of individual and organisational
contacts to gather views on the CSR consultation which would collectively
influence the Council’s response;

•

There would be an opportunity, if it was considered appropriate, for the
Council to seek views on its draft response through a survey of, or letter to,
Trust members. This could be supplemented with targeted consultation
meetings if this was considered appropriate.

Signed……………………………………………….

Ann Abraham, Chair
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Date ……………………………….

Agenda Item 5

Matters Arising
Part 1 Board Meeting 27 September 2016

Minute
535/16

Topic
Patient Story

Action
The Board would receive a story from a patient
with autism.

Lead
FH

Deadline Response
October
On agenda.
2016

Chair’s Report

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

NP

October
2016

Included in the cycle
of business for
October 2016.

Sept
2016

On agenda.

616/16

Trust Budget

The Board agreed that a further report on the
themes and areas for achievement would be
submitted to the Board following further review by
the Executive in the light of discussion at the
meeting.
The revised budget would be submitted to the
September meeting.

NP

(29 June 2016)

Annual Plan
Deliverables
2016/17

MM

Sept
2016

On agenda.

(March 2016)

595/16
(29 June 2016)
600/16

(27 July 2016)

Keith Eales
Trust Secretary
September 2016
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Agenda Item 7

Dorset HealthCare and Bournemouth University – Progress Under the Memorandum
of Understanding
Part 1 Board Meeting 28 September 2016
Author

Dr Nick Kosky

Sponsoring Board Member

Dr Nick Kosky
This briefing paper evidences the partnership work that
has progressed and developed with Bournemouth
University.
Much has been achieved and there are multiple
opportunities to further this partnership work in the future.
The Board is asked to note this report and consider
whether there are any other areas of development that we
as a Trust could be actively pursuing with Bournemouth
University under this partnership agreement.
Produced with Fiona Haughey, Stephen Tee and Keith
Brown

Purpose of Report

Recommendation

Engagement and Involvement
Previous Committee/s Dates

Monitoring and Assurance Summary
This report links to
the Strategic Goals

•
•

To provide high quality care; first time, every time;
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 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
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Chief Executive’s Report
Part 1 Board Meeting 28 September 2016

Author

Ron Shields

Sponsoring Board
Member

Ron Shields

Purpose of Report

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

Recommendation

The Board is asked to note the report

Engagement and
Involvement

-

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









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

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

Yes
Detail in report











No











1.

Introduction

1.1

My monthly report to the Board highlights
•

•
•
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National developments in the NHS
External developments to bring to the attention of the Board
Consultations or other documents that will form future reports to the Board.

Trust and Local News
Sustainability and Transformation Plan (STP)

2.1

The Dorset STP, one of 44 required across the country, has continued to develop and the
revised document is considered elsewhere on the agenda for the Board meeting.

2.2

As part of the development of the STP, discussions are taking place between partners with
regard to a shared approach to back office services.

2.3

PA Consulting has been appointed by NHS Improvement to take forward back office
working nationally. The emerging expectations from NHS Improvement are that there is
considerable scope for efficiencies and cost savings and that shared services will allow
trusts to do ‘more (service) for less (money)’ not ’much more for the same’, or ‘same for
much less’. There would also seem to be an expectation of one shared service, not
individual shared services (e.g. a finance shared service, an estates shared service etc),
and that the key decision is around the best delivery vehicle (i.e. NHS delivered or some
form of Partnership model).

2.4

Within Dorset, the development of an approach to shared services is being taken forward
by a joint steering group.
Operational Planning Guidance

2.5

The national operating planning guidance is due to be published the week of 19
September. An update will be provided at the Board Meeting.
Clinical Services Review (CSR)

2.6

At the time of writing, an announcement is awaited with regard to the timing of the public
consultation on the CSR. The proposals were due to be considered by the NHS England
Investment Committee during the week of 19 September. An update will be provided to the
Board.

2.7

The Board will be aware, from the notes elsewhere on the agenda, of the briefing provided
for Governors on the CSR and the approach envisaged by Governors for the Council in
developing a response to the proposals.

2.8

A letter has been sent to all staff setting out details of a programme of Trust events being
held to seek views and comments and to help shape the Trust response. Thirty-eight
briefing meetings have been arranged between 19 September and 19 December.
Governors have been invited to attend these events.
Care Quality Commission (CQC) Update

2.9

The CQC visited the Trust on 16-17 August as part of the national review into deaths
across mental health, acute and community settings. The Trust participation in this review
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was centred on how we manage and respond to deaths of mental health patients and did
not look at any other service group user. The report will be published on the anniversary of
the Mazar Report into Southern Health so is scheduled for 17 December 2016.
2.10 On 15 August 2016 HMIP and CQC arrived at HMP Exeter to undertake a joint
unannounced inspection of the prison. The draft report has not been received; however
initial feedback has identified areas of significant concern in regard to patient safety and
clinical effectiveness. The Specialist Services Manager is overseeing an immediate
improvement plan and this is being supported by the Nursing and Quality Directorate.
2.11 As previously reported to the Board, in March 2016 the CQC undertook a re-inspection of
seven core services in order to review progress against the actions identified at the
comprehensive inspection undertaken in June 2015. The final reports were published on
the CQC website on Wednesday 7 September 2016 and of the seven services, four have
improved their rating from ‘requires improvement’ to ‘’good’. The Quality Summit is
scheduled for 3 October. The stakeholders invited to the 2015 Quality Summit have
received invitations to the 3 October event. A full report on the outcome of the reinspection is considered elsewhere on the agenda.
Health and Social Care Advisory Service (HASCAS) Report
2.12 On Wednesday 21 September 2016 NHS England published a domestic homicide report
into the care and treatment of Mr X, Ms Y and Mr Z. The individuals involved in this case
were known to Dorset HealthCare community mental health services and tragically Mr X
lost his life. Following the full investigation by the Health and Social Care Advisory Service
(HASCAS) recommendations were made from the learning identified.
2.13 The recommendations concern the development of improved care pathways and better
sharing of information between health organisations and other service providers. An action
plan has been developed and we have been working together to address the shortcomings
and will continue to do so to ensure that future patient care is improved.
Devon and Dorset Prisons
2.14 Tenders to provide prison healthcare service in Devon and Dorset have been submitted to
commissioners.
2.15 The Trust team presented its proposal for the Dorset prisons on 22 September. An update
will be provided at the Board meeting. The presentation in respect of the Devon prisons will
be in the week of 17 October.
Junior Doctors Industrial Action
2.16 Further action by junior doctors is planned for October, November and December.
2.17 At the time of writing, reports suggest that Trust junior doctors may not take part in the
planned action. However, there is likely to be an impact on Trust services as a result of
action taken by junior doctors employed by the acute trusts in the County and the impact
on their consultants providing clinics at Trust sites.
Annual Members’ Meeting (AMM): 14 September 2016
2.18 Many Board members will have attended the very well received AMM on 14 September.
Over 300 people attended throughout the day.
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2.19 As well as the formal AMM, the day witnessed the conclusion of the Dragon’s Den and the
Heroes awards.
2.20 The Dragon’s heard presentations from four teams and concluded that all were worthy of
support. The Dragons awarded £2,000 to the ‘Space for Growth’ project to create a garden
growing area in the grounds of St Ann’s Hospital in Poole, to help improve the wellbeing of
patients, volunteers, staff and visitors. The panel pledged that the other three projects
would all receive development support to bring them to fruition. These were: a project to
support patients’ transition from CAMHS to adult mental health services; a loneliness
reduction and resilience programme, and a plan to improve dental health among young
children, initially targeting Portland.
2.21 The day concluded with the Heroes awards. The award winners were
Being a Learning Organisation - Dysphagia Awareness Training Team, based at The
Atrium, Dorchester
Compassion and Kindness - Tracy Hardy, Housekeeping Assistant, Wareham Hospital
Improving Lives - James Tyson, Staff Nurse at Harbour Ward, St Ann’s Hospital
Everyone Counts - Assertive Outreach Team, based in Weymouth and Portland
Working Together for Patients - IT and SystmOne Team
Commitment to Quality of Care - Rachel Sadler, Community Mental Health Nurse, Fairmile
House
Bank Work - Mairead Bailey, Healthcare Assistant, Bridport Hospital
Volunteering - Bronwen Cattell, Melcombe Day Hospital in Weymouth, and Keith Fursman,
Bridport Community Hospital
Leadership and Management - Samantha Rotheram, Team Leader, Bournemouth East
Community Mental Health Team
Team of the Year - Health and Social Care Co-ordinators, Weymouth and Portland Locality
Outstanding Contribution - Zach Bayliss, Community Mental Health Nurse, Assertive
Outreach Team
3

Recommendation

3.1

The Board is asked to note my report.

Ron Shields
Chief Executive
September 2016
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1.0 Timetable of reporting
This table shows the schedule of reporting for each metric. Metrics will only be reported on in the
month they are scheduled, unless there is a significant deviation from plan or previous
performance. Where a metric is consistently ‘green’, and there are no concerns, it will only be
reported once per annum.
Report date

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Are We Safe?
Patient experience
Patients not feeling safe in our inpatient wards
Incidents (number of)
PSIs - moderate to catastrophic actual harm. [Excluding
falls/pressure ulcers]
Violent incidents - Patient on Patient
Violent Incidents - Patient on Staff
Falls on inpatient wards
Number of Patients Absconding
Prone Restraint
Seclusion
Healthcare associated infections – C.diff
Healthcare associated infections – MRSA bacteraemia
Avoidable pressure ulcers acquired in care
(Grade 3 and above)
Workforce
Mandatory training completed
Vacancy numbers
Sickness rates
Are We Effective?
Patient Experience
Readmission within 28 days to Community Hospitals
Readmission within 28 days to Mental Health Wards
% of Bed days with delayed transfer from mental health
unit
% patients with delayed transfer from Physical health unit
Assessments
Up to date care plans are in place for all patients on CPA
(mental health)
Risk Assessments updated in previous 12 months
(mental health)
CPA 7 Day Follow Up
Falls Assessment within 24 hours
Venous Thromboembolism (VTE) risk assessment
Pressure ulcer risk assessments Braden
Workforce
Completed Appraisals last year
Clinical supervision occurring according to Trust standard
Are We Caring?
Patient Satisfaction
Friends & Family Test - Response Rate (hospitals)
Friends & Family Test - % Recommended
Patients involved in their care?
Are We Well Led?
Organisational Development
(Staff Friends & Family Test) place of treatment Quarterly
(Staff Friends & Family Test) place of work Quarterly
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Mar

Report date

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Operational Efficiency
Cash Balance
Capital Expenditure
CIP Performance
YTD (Surplus)/Deficit
Monitor Financial Sustainability Risk Rating
Monitor Governance Rating
Are We Responsive?
Patient access
(Patients have appointments within agreed limits)
Community Mental Health Teams (4weeks)
IAPT Dorset(treated within 6 weeks)
IAPT Dorset(treated within 18 weeks)
IAPT Southampton (treated within 6 weeks)
IAPT Southampton (treated within 18 weeks)
IAPT contractual requirement (treated in 4 weeks Dorset)
CAMHS Tier 3 (4 weeks)
CAMHS Tier 2 (8 weeks)
Memory Assessment Service (4 weeks)
Memory Assessment Service (6 weeks)
Patient experience
Number of complaints
Number of compliments
Rating of handling of complaint - Reported quarterly
Duty of Candour
National Reporting Frameworks
CQUINS
External Benchmarking
Nationally reportable concerns (CQC)
Research and Development Metrics
Mental Health Act Metrics
Inpatient Nursing Staffing
NHS Improvement
Additional Reports
Data Quality Assurance Activity Summary
Good Practice Examples
Key:
Indicates months that metric due to be reported

Indicates months that metric is not due to be reported
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2.0 Executive Summary
The data for the metrics which are outside of threshold either this month or previous months, and are
not in this month’s reporting schedule, have been reviewed. It is noted that the Trust now achieved
over 95% compliance with mandatory training for the last two months. The data quality rating for
clinical supervision has improved, moving from a low to high confidence rating due to improvements
that have been made and sufficient controls are now in place to ensure the data is accurate. The
percentage of patients with delayed transfers of care for community hospitals has risen to the highest
level since January 2016, however the metric is based on a snapshot day and can fluctuate during the
month. Further details of all these metrics will be included in next month’s report. All metrics can be
seen in the overview dashboard on page 7.
This report focuses on metrics associated with violence and aggression, restrictive interventions,
patient falls, readmission rates and waiting times. These were last reported to the Board in June 2016.
•

•

•
Are we Safe?
•

•

•
•
Are we
Effective?

Are we
Caring?
Are we Well
Led?

Violent incidents (patient on patient) and violent incidents (patient on staff) – the
number of incidents for both these metrics is on an increasing trend with a rise in
the number of incidents since May. The majority of incidents occur on the older
people’s mental health wards. Further details are on pages 8 to 10.
Prone restraint – the numbers are on an upward trend. Staff are trained in deescalation techniques annually and training in developing behaviour support plans
has recently been introduced and is being rolled out. Further details are on pages
8-10.
Seclusion – the number of times seclusion has been used is on an upward trend
and has been above threshold in two of the last three months. Increases are often
associated with individual patients and the acuity of their illness. Further details
are on pages 8-10.
Falls of inpatient wards – the number of falls in August has risen compared to the
previous six-months, although there is a long-term decreasing trend. A falls ‘deep
dive’ is underway and the report is due in October 2016. Further details are on
page 11.
Falls risk assessments – the Trust is consistently above the threshold for
completing these assessments, with a few exceptions spread across the Trust.
Further details are on page 12.
Number of patients absconding – the number of incidents has been within
threshold for the last 12 months. Further details are on page 13.

•

Readmission within 28 days to community hospitals – no concerns have been
identified regarding the number of readmissions. Further details are on page 14.
Readmission within 28 days to mental health wards – this was just over threshold
in one of the last three months. Further action is being taken to help support
patients after leaving hospital. Further details are on page 15.

•

No metrics are due to be reported in detail this month.

•

The Month 5 net financial position is £2.1m ahead of Plan year to date
(YTD). £6.9m (86%) Cost Improvement Programme (CIP) has been banked at
Month 5 and the Financial Sustainability Risk Rating is 4. Further information may
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be found in the Month 5 Trust Finance Report.
•

•

Are we
Responsive?

•

•

•

Good
practice

NHS
Improvement
Indicators

Inpatient
Nursing
Staffing

Patients have appointments & treatments within agreed limits (CMHTs) – the
percentage of people seen within 4 weeks of referral continues to be below the
performance threshold. Further details are on page 16.
Patients have appointments & treatments within agreed limits (IAPT) – this service
continues to meet NHS Improvement indicators, however in Dorset the service
seems to under greater pressure. In regard to the Dorset CCG contract indicator,
the percentage of patients seen within 4 weeks continues to be breached and the
challenging performance measure is not being met. Further details on page 17.
Patients have appointments within agreed limits (CAMHS Tier 3) and (CAMHS
Tier 2) – the service is making improvements in line with agreed trajectories.
Further details are on page 18.
Patients have appointments within agreed limits (MAS - 4 weeks) – although
performance has fallen for the past three months, the metric remains within
threshold. Further details are on page 19.
Patients have appointments within agreed limits (MAS - 6 weeks) – the threshold
for this metric has not been met in August for the first time in a year. Further
details are on page 19.

•

A good practice example is reported on achieving the Gold Standards Framework
(GSF) accreditation in End of Life Care for a further four community hospitals.
Further details are on page 20.

•

NHS Improvement is introducing a new monitoring tool for all trusts. The Single
Oversight Framework is designed to help NHS providers attain, and maintain,
Care Quality Commission ratings of ‘Good’ or ‘Outstanding’. The framework will
be introduced from 1 October 2016, at which point the Monitor 'Risk Assessment
Framework' and NHS Trust Development Authority's 'Accountability Framework'
will no longer apply. The Framework identifies providers’ support needs across
five themes: quality of care, finance and use of resources, operational
performance, strategic change, and leadership and improvement capability. It
segments individual trusts according to the level of support each provider needs.

•

We have evaluated the revised measures to assess our compliance. There are
two new metrics where we are not currently meeting the proposed target: Routine
physical health checks and treatment for patients with psychosis; and, 6 week wait
for diagnostic procedures. These are being carefully monitored and plans are
being worked on to increase our compliance. More information will be included in
next month’s report.

•

All current indicators are ‘green’ for the month.

•

The national return on inpatient staffing fill rates for August is included on page
22. A separate 6-monthly report on Inpatient Nurse Staffing Establishment is on
the agenda for the Board meeting.

Summary Recommendations/comments
The Board is asked to:

•

Note the contents of this report and actions planned
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Board Dashboard – Quality Metrics (Month 5 - August 2016)
Are We Safe?
Metric

In Month

YTD

Threshold

Are We Effective?
Current
Status

Trend 6
Forecast
months next month

Data
Quality

Patient experience
Patients not feeling safe in our inpatient
wards

10
(214)

60

-

A

A

M

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

8

33

-

Violent incidents - Patient on Patient

25

153

<30

G

R

Violent Incidents - Patient on Staff

48

206

<45

R

R

Falls on inpatient wards

119

492

-

3

26

<=6

G

Number of Patients Absconding

In Month

YTD

Threshold

Current
Status

0%

8%

-

-

5.9%

9.3%

<9%

G

Are We Well Led?
Trend
Forecast
6 months next month

Data
Quality

Patient Experience

Incidents (number of)
PSIs - moderate to catastrophic actual
harm. [Excluding falls/pressure ulcers]

Metric

-

-

-

-

G

Metric

In Month

Operational Efficiency

£000

Cash Balance

35,912

-

-

G

H

Capital Expenditure

790

2,622

872

-

R

-

R

H

7,112

5,148

G

-

G

H

(134)

(313)

1,686

G

-

G

H

4

4

3

-

G

H

-

Green

-

G

H

-

<7.5%

G

G

M

CIP Performance

M

% patients with delayed transfer from
Physical health unit

-

<7.5%

R

R

M

YTD (Surplus)/Deficit

M

Assessments

M

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

84.3%

-

>=95%

R

R

L

M

Risk Assessments updated in previous
12 months (mental health)

87.1%

-

>=95%

R

R

L

M

CPA 7 Day Follow Up

G

H

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

NHS Improvement Financial
Sustainability Risk Rating
NHS Improvement Governance Rating

G

TBA

99.0%

98.1% >=95%

29

<=3

G

R

M

Falls Assessment within 24 hours

98.1%

97.5% >=95%

G

G

M

Community Mental Health Teams
(4 weeks)

85.6%

Healthcare associated infections – C.diff

1

6

<=1 per
month

G

R

H

Venous Thromboembolism (VTE) risk
assessment

97.0%

97.9% >=95%

G

G

M

IAPT Dorset
(treated within 6 weeks)

Healthcare associated infections – MRSA
bacteraemia

0

0

0 per
month

G

G

H

Pressure ulcer risk assessments
Braden

96.2%

97.4% >=95%

G

G

M

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

2

11

<=3

G

R

M

Workforce

Workforce

91.4%

Completed Appraisals last year

Mandatory training completed

95.9%

94.6%

>95%

G

G

H

Vacancy rate

9.57%

-

0-10%

G

G

M

-

4.52%

<4.5%

R

R

M

Clinical supervision according to Trust
policy (6 monthly)

-

88.8% >=95%
-

>=95%

M

R

R

-

-

-

Are we Caring?
Metric

In Month

YTD

Threshold

Current
Status

Trend 6
Forecast
mnths next month

Data
Quality

Attention required

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

L

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

M

84.1%

87.1% >=75%

G

G

H

IAPT Dorset
(treated within 18 weeks)

100%

99.4% >=95%

G

G

H

IAPT Southampton
(treated within 6 weeks)

99.5%

99.1% >=75%

G

G

H

IAPT Southampton
(treated within 18 weeks)

100%

100% >=95%

G

G

H

IAPT contractual requirement (treated in
4 weeks - Dorset)

72.1%

72.6% >=95%

R

H

CAMHS Tier 3 (4 weeks)

72%

-

-

G

G

M

CAMHS Tier 2 (8 weeks)

85%

-

-

G

G

M

G

M

R

M

75.2%

84.7% >=75%

L

Memory Assessment Service
(6 weeks)

91.3%

96.6% >=95%

FFT - % Recommended (total responses)

97%

97%

>=95%

G

G

M

Patient experience

Patients involved in their care?

95%

95%

>=95%

G

G

M

Number of complaints

-

-

Are We Well Led?
Metric

In Month

YTD

Threshold

Current
Status

Number of compliments
Trend
1 yr

Forecast
next month

Data
Quality

Organisational Development

Data Quality

R

-

Current status

A

R

11%

FFT - Response Rate (hospitals)

R

>=95%

9%

Legend / Key

(Staff FFT) place of treatment - quarterly - Q1 86%
(total responses)
(430)
(Staff FFT) place of work - quarterly (total Q1 70%
responses)
(430)

Rating of handling of complaint quarterly (total responses)
Duty of Candour

-

>=72%
>=61%

-

-

-

Memory Assessment Service
(4 weeks)

Patient Satisfaction

M
M

G

H

Are We Responsive?

92

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

-

% of Bed days with delayed transfer from
5.84%
mental health unit

2

Achieving against Trustwide threshold this month

£000 £000

M

18.3%

Data
Quality

3,353

14

G

Trend
Forecast
6 months next month

-

Seclusion

Sickness rates

Current
Status

-

G

-

Threshold

M

-

Prone Restraint

YTD

G

32

270

-

-

-

M

663

3641

-

-

-

M

Q1
100% (4)

-

>73%

-

M

4

15

-

-

M

-

G

-

Key
CAMHS - Child and Adolescent Mental Health Services
CIP - Cost Improvement Programme
CPA - Care Programme Approach
FFT - Friends and Family Test
IAPT - Improving Access to Psychological Therapies
MRSA - Meticillin Resistant Staphylococcus aureus
PSIs - Patient Safety Incidents
YTD - Year to date
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4.1.1 Metric Progress Report Sheet: Violence and Aggression and Reducing Restrictive Interventions
The following four metrics are linked. Physical aggression patient to patient or patient to staff may lead to prone restraint and or seclusion for the safe management of the
individual and protection of others.
Current metric status: Violent incidents - patient on patient
The threshold for this metric is less than 30 per month. There were 25 incidents in
August and 94 across the last three months. The number of incidents has been
increasing with the majority occurring on wards caring for patients with dementia.

Current metric status: Violent incidents - patient on staff
The threshold for this metric is less than 45 per month. There were 48 incidents in
August and 139 across the last three months. The number of incidents has been
increasing with the majority occurring on wards caring for patients with dementia.

Violent Incidents - patient on patient

Violent Incidents - patient on staff

40

60

20

40

0

20
0
Violent incidents - patient on patient
Median
Violent incidents patients on staff

Linear (Violent incidents - patient on patient)

Median

Linear (Violent incidents patients on staff)

Current metric status: Prone Restraint
There is no threshold for this metric. There were 14 incidents in August and total of
49 across the last three months.

Current metric status: Seclusion
The threshold for this metric is <=3. There were 2 incidents in August and 11 across the
last three months.

Prone restraint

Seclusion

40

12

30

10

20

8
6

10

4

0

2
0
Number of prone restraint incidents
Median
Linear (Number of prone restraint incidents)

Number of seclusion incidents

Median

Linear (Number of seclusion incidents)
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Details on incidents during June to August 2016
Violent incidents
The wards with the highest number of incidents were St Brelades Ward, Herm Ward and AAU Seaview Ward.
• St Brelades Ward (all male ward) - there was a total of 21 incidents of patient to patient violence. 17 resulted in no injury and 4 resulted in minor injury.
There were a total of 48 incidents of violence toward staff. 25 resulted in no injury and 23 in minor injury.
• Herm Ward (female and male ward) - there was a total of 36 incidents of patient to patient violence. 29 resulted in no injury and 7 resulted in minor injury.
There were a total of 38 incidents of violence toward staff. 20 resulted in no injury and 18 in minor injury.
• AAU Seaview – there were a total of 11 incidents of patient to patient violence. 9 resulted in no injury and 2 resulted in minor injury
There were a total of 6 incidents of violence toward staff. 2 resulted in no injury and 4 resulted in minor injury.
Prone restraint
There were 49 incidents involving 22 patients. The wards with the highest number of incidents were Haven, Waterston AAU and AAU Seaview.
• Haven Ward – 20 prone restraint incidents
• Waterston AAU – 9 prone restraint incidents
• Seaview AAU – 8 prone restraint incidents
Seclusion
There were 11 incidents. These involved four patients and all these patients were also held in prone restraint as reported above. The number in June and July was above the
threshold with 4 and 5 incidents reported respectively. August’s figure was below the threshold at 2.
Background
Violent incidents
In terms of the wards with the most number of incidents, it is noted that Alderney Hospital has the only beds for male and female patients with dementia and challenging
behaviour requiring hospital admission in Dorset. All staff receive training in de-escalation techniques and Prevention and Management of Violence and Aggression Training.
Within the older people dementia wards staff focus on activities (such as distraction and meaningful occupation). There are continual high observation levels on both St
Brelades and Herm wards due to the severity of challenging behaviour that patients exhibit. Patient have personalised care plans and daily reviews take place.
Acute adult mental health admissions are triaged by the Bed Manager / Crisis Team to ensure that patients access the most appropriate bed. Owing to the critical mass of
services on the St Ann’s Hospital site and the proximity of the Psychiatric Intensive Care Unit (Haven Ward), patients with a known history of violence and aggression or who
have a previous admission to an intensive care unit will most often be admitted to St Ann’s via AAU Seaview. This results in a displacement in high levels of acuity to St Ann’s
site, particularly AAU Seaview and Haven Ward.
Staff undertake training in therapeutic engagement and de-escalation techniques and this is a pass/fail course. Staff would fail if they could not either demonstrate their
capability in physical technique but also for inappropriate attitude or behaviour related to the care of acutely unwell patients.
Any significant incidents that have occurred are reviewed in managers meetings for peer reflection and learning.
Patients who are acting in a violent way to others may be subject to prone restraint for the administration of medication and/or moved to seclusion. Seclusion provides an
opportunity for de-escalation and treatment with appropriate medication.
Prone restraint
The specific use of physical restraint in the prone (face down) position is identified as an area for monitoring and improvement due to significant research that associates this
position with an increased risk of death through positional asphyxia. The Trust's restrictive interventions group is tasked to monitor prone restraint incidents and support staff
9

to eliminate all avoidable incidents.
Where de-escalation fails, physical intervention is escalated from the front making a controlled descent to the floor in the prone position a safer option because the member of
staff at the front is best placed to protect the face if the patient moves forwards towards the floor.
Seclusion
Reducing seclusion incidents forms part of the Trust's wider objective of reducing all restrictive interventions including preventable incidents of rapid tranquilisation and prone
restraint. Seclusion incidents are reviewed.
Contributory factors
Violent incidents
The re-provision of Chalbury Ward resulted in all patients being admitted to Herm and St Brelades wards. There has been a subsequent increase in bed numbers for both
Herm and St Brelades.
Prone restraint
Areas reporting higher levels of prone restraint include admission areas and psychiatric intensive care units. These areas have higher levels of patient acuity and are more
likely to have a patient population who are non-compliant with nursing and pharmacological interventions as a direct consequence of the acuity of their mental health
condition.
Seclusion
On an ongoing basis seclusion rates are variable and may change in response to fluctuations in acuity. Seclusion episodes are generally attributable to a small number of
individuals and are more likely to occur at the start of an admission and will be considered the safest way of supporting the patient until their mental state has stabilised after
pharmacological intervention.
Quality Improvement Actions
More formalised training has been produced on developing Behaviour Support Plans. This training was developed in conjunction with Dorset Mental Health Forum by peers
and Trust staff. All nursing staff are undertaking this training, which promotes working with patients in developing plans for managing behaviour, should this be necessary.
These plans will be integrated with a patient’s crisis plan, a community based tool, to provide one place for staff to see patients’ preferences in a crisis. Staff from all but three
wards have been trained. Dates for staff at Melstock House, AAU Seaview and Waterston AAU are being agreed and training is expected to be complete within the next
month.
Ongoing implementation of Safewards initiatives across adult mental health services as part of the Trust's overall approach to reducing restrictive interventions. This model
depicts six domains of originating factors: the staff team, the physical environment, outside of hospital, the patient community, patient characteristics and the regulatory
framework. These domains give rise to flashpoints, which have the capacity to trigger conflict and/or containment. Staff interventions can modify these processes by reducing
the conflict originating factors, preventing flashpoints form arising, cutting the link between the flashpoint and conflict, choosing not to use containment and ensuring that
containment does not lead to further conflict. The Safewards model sets out ten interventions, of how the model can be implemented to promote the safety of staff and
patients and reduce the need to use restrictive interventions. Wards are at various stages of implementation, with Linden Unit ahead on implementation at this stage.
Recent damage to the seclusion rooms has expedited capital works to update the rooms to ensure that they are sufficiently robust for the safety of people using the facilities.
Architects have completed drawings and work is expected to be completed in the next two months.
The threshold for the number of seclusions will be revisited following completion of the Trust’s female Psychiatric Intensive Care Unit (PICU) and one additional male PICU
bed. As part of these works due to be completed in November/December there will be a third seclusion and de-escalation suite.
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4.1.3 Metric Progress Report Sheet: Inpatient falls
Current metric status
There is no threshold for this metric. The number of falls reported has risen for the second month in a row, however numbers remain below a peak in December 2015 and January 2016.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Inpatient falls

This metric reports the number of patient falls in hospital reported via incident reporting. This metric has been updated to now include all falls rather
than just those falls resulting in injury because the focus is to reduce the risk of patients falling. The graph on the left also shows the number of falls
resulting in a more serious injury i.e. fracture.
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Provided that the patient population stays the same the Trust would expect to see a reduction in the number of inpatient falls. Positive factors
influencing this are:
- good multidisciplinary engagement of the ward team including doctors, therapists and nurses
- robust medication reviews
- staff training and fully engaged and empowered falls champions on the wards.
- a thorough holistic falls risk assessment and resulting care plan used consistently on all patients

0

Over the past three months the following wards had the most patient falls
- Herm Ward, Alderney Hospital, 23 bedded ward. 38 patient falls, involving 16 patients. 19 (50%) of the 38 falls were 'found on floor' incidents. 2
falls resulted in a fracture
Number of inpatient falls
Median number of falls
- St Brelades Ward, Alderney Hospital, 17 bedded ward. 37 patient falls, involving 12 patients. 13 (35%) of the 37 falls were 'found on floor'
Number of inpatient falls resulting in a fracture
Linear (Number of inpatient falls)
incidents. 1 fall resulted in a fracture.
- Fayrewood Ward, St Leonard's Hospital, 21 bedded ward. 27 patient falls, involving 14 patients. 15 (55%) of the 27 falls were 'found on floor'
The number of inpatient falls has risen above the median number for the first time since February 2016. The graph however shows that there incidents. No falls resulted in a fracture.
- Alumhurst Ward, St Ann's Hospital, 20 bedded ward. 24 patient falls, involving 8 patients. 10 (42%) of the 24 falls were 'found on floor' incidents.
has been a slight downward trend over the past 13 months. The number of patient falls in June was 89, July 96 and August 119. 8 patients
No falls resulted in a fracture.
sustained a fracture as a result of their fall during this period across 6 wards.
- Radipole Ward, Westhaven Hospital, 34 bedded ward. 23 patient falls, involving 13 patients. 7 (30%) of the 23 falls were 'found on floor'
incidents. 1 fall resulted in a fracture.
It is noted that on Chalbury Ward during Q3 and Q4 2015/16 two patients had multiple falls, which in large part accounts for the higher
- Tarrant Ward, Blandford Hospital, 24 bedded ward. 20 patient falls, involving 15 patients. 7 (35%) of the 20 falls were 'found on floor' incidents.
numbers in December 2015 to February 2016. Chalbury Ward closed in June.
No falls resulted in a fracture.
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It is noted that the rate of falls compared to number of beds on Saxon Ward is relatively high:
- Saxon ward, Wareham Hospital, 16 bedded ward (17 patient falls, 0 resulting in a fracture)
The Falls Lead is currently undertaking a deep dive on falls in the Trust. This will be reported to the Quality and Governance Committee in October
2016. The deep dive is looking at data across 2015-16 and Q1 of 2016-17.
Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

One of the challenges in identifying trends to help reduce patient falls in hospital is that they occur at all times of day and night, in a variety
of wards and ward locations. The patient population is that of an older adult with multiple comorbidities and this increases a person's risk of
falling dramatically. A study in the United States showed that rates of falls for people aged 85 and older were four to five times higher than
for those aged 65–74 (Stevens and Soglow, 2005). Preliminary data analysis in the current deep dive has identified that numbers of falls
were highest in the 80 – 89 year age group in Dorset HealthCare, which is in line with this research.

The Falls Steering Group (FSG) for the Sign Up to Safety falls workstream produces a 90 day action plan each quarter. The following actions were
agreed for the second quarter of the year.
1. Develop a ward specific information sheet for Herm Ward. This will be a collaborative production between falls lead and nursing staff. The
objective is to provide family members with a leaflet explaining a little of what to expect for their loved ones admitted to the ward particularly in
relation to falls and dementia. The current falls prevention publication “Get Up and Go” is not appropriate for this patient group. Work commenced
in July.
Falls incidents on the wards caring for patients with dementia are generally higher and it is known that patients with cognitive impairment are 2. The multi factorial falls assessment and guidance sheet developed by Herm Ward has been rolled out to Alumhurst Ward, the plan is continue
at a higher risk of falling. There are also an increasing number of patients on the physical health wards with cognitive impairment. A cohort of this with other inpatient mental health wards.
the incidents reported are for patients who are found on the floor and if unobserved it is not always possible to know if they fell or placed
3. The medication safety officer and falls lead will review drug charts for patients who have fallen and are subject to an root cause analysis review
themselves on the floor.
which will inform recommendations / actions.
4. A multifactorial falls assessment (MFFA) for community hospitals has been developed and is currently being added to SystmOne and will replace
the current falls assessment.
There is national evidence to suggest that ward environments which hinder observation of all patients through poor visibility due to design
5. A falls deep dive is being carried out and due to be reported to the Quality and Governance Committee in October 2016.
contribute to increased falls. The number of staff, and the familiarity of the staff on the ward may also impact on numbers of falls.
6. Staff have identified that the post-fall protocol does not provide specific information on how to assess the fallen patient, in particular a fractured
The Trust has identified that the risk assessment available for use on SystmOne required improvement to ensure that the risk assessment is neck of femur (the most common serious injury sustained by Trust patients following a fall). The Falls lead met with South Western Ambulance
Service who agreed that a protocol and short film for registered staff was valuable and were keen to work with Dorset HealthCare to produce this.
comprehensive and appropriately identifies risk.
Timeframes to be agreed.
7. The Westhaven polypharmacy project has been closed due to inability to recruit a pharmacist. To mitigate this, the medication safety officer will
The falls lead leaving end of September and new patient safety manager due to start who will take on strategic falls lead and review what
explore the possibility of developing a scoring system for drugs that are likely to increase risk of falls. An identified score would trigger a falls
operational support is required.
prevention specific medication review to be carried out by ward pharmacist.
8. A falls prevention logo was agreed by the falls champions and produced by the Communications Team for use on internal documentation and
training materials etc.
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4.2.3 Metric Progress Report Sheet: Falls Risk Assessment
Current metric status
The percentage of Falls risk assessments carried out in August was 98.1% against a 95% threshold. This metric has been above threshold since November 2015.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Falls risk assessment

This metric reports the percentage of people with a falls risk assessment completed within 24 hours of admission.
It includes all patients admitted to a community hospital and all patients aged 65 years and older admitted to a
mental health ward. The threshold of 95% is a contractual target.

100%
95%

It is noted that prior to October 2015, the requirement from commissioners was to complete the assessment within
48 hours.

90%

A timely falls risk assessment allows appropriate measures to be put in place to reduce a person's risk of falling.
Root cause analysis reviews of people who have fallen and sustained a fracture on the whole find that a falls risk
assessment had been completed.

85%
80%
75%
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The Trust has been over 98% compliant for the last three months.

The vast majority of assessments are carried out in a timely way with small numbers of individuals not assessed
within expected timeframes. All wards achieved 100% in at least one of the last three months.
In Community Hospitals compliance is very good, with 99% compliance in August, which is in line with recent
months. There were only two admissions where the falls risk assessments were not completed in time. One was at
St Leonards Hospital where the assessment was completed within 25 hours and the other at Westhaven Hospital
where a patient was discharged and re-admitted. In this case a falls assessment had been completed on the
original admission but staff did not reassess within 24 hours of the readmission.
In Mental Health compliance was just below threshold in August at 90%. Within the month 18 individuals over the
age of 65 were admitted to Mental Health inpatient wards of which one individual had an assessment outside of 24
hours. This individual was admitted to Waterston AAU and the delay in completing the assessment was due to the
need for an interpreter.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.
1. The Trust has provided clear guidance for staff on the requirements, provided training and set up methods to

Staff do not always reassess patient risks on readmission to hospital following, for example, a spell in an acute
hospital.
Within the acute mental health hospitals, where the number of patients admitted who are 65 years and older is
fairly low, the assessment is not a routine part of admission processes which sometimes leads to a delay.

monitor compliance at team level month on month which has aided achieving compliance with this metric.
2. Managers continue encourage staff to complete assessments in a timely manner and teams are made aware of
their individual compliance.
3. The multi factorial falls assessment and guidance sheet developed by Herm Ward has been rolled out to
Alumhurst Ward, the plan is continue this with other inpatient mental health wards.
4. A multifactorial falls assessment (MFFA) for community hospitals has been developed and is currently being
added to SystmOne and will replace the current falls assessment.
5. A falls deep dive, which will include consideration of risk assessments, is being carried out and due to be
reported to the Quality and Governance Committee in October 2016.
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4.1.4 Metric Progress Report Sheet: Absconding
Current metric status
The threshold for this metric is 6 or less. The metric has been below the threshold since August 2015.
The measure

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

Absconding

This metric reports the number of absconding incidents in the month of inpatients sectioned under the Mental Health Act. It
excludes failure to return incidents. The threshold of 6 or less has been locally set. The graph also shows the number of failure
to return incidents.
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This was last reported to the Board in June 2016. The Trust has been within the threshold for the last 12 months.
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There were 15 incidents of patients absconding during June, July and August. There have been 20 failure to return incidents.

Contributory factors

Research indicates that absconding incidents place a significant resource burden on police and hospital staff. In a small
number of cases (<5%) absconding incidents are associated with an increased risk of harm to patients and/or others. Most
commonly the result of a patient absconding is interrupted treatment and extended hospital stay. Reducing incidents of
absconding promotes engagement with treatment and improved outcomes for patients.
The 15 absconding incidents (June to August) occurred from across eight wards. 3 detained patients absconded from an
escort and the remaining 12 from premises. None resulted in harm to the patient.
- AAU Seaview, St Ann's Hospital - 2
- Harbour Ward, St Ann's Hospital - 1
- Haven Ward, St Ann's Hospital - 2
- Linden Unit, Weymouth - 4
- Melstock House, Forston Clinic - 2
- Nightingale Court, 49 Alumhurst Road - 1
- Pebble Lodge, 49 Alumhurst Road - 1
- Waterston AAU, Forston Clinic - 2
Quality improvement actions

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

Actions being taken and target dates.

Research has shown that absconding incidents occur due to a combination of factors that include:
• Demographic factors (males, <35 years of age)
• Diagnosis (Schizophrenia - more than two times more likely to abscond)
• History of absconding
• Poor compliance with treatment
• Lack of communication and clarity regarding leave arrangements and ward expectations regarding egress from the ward
• Inadequate care planning processes in place
• Patients feeling unsafe on the ward
• Patients feeling angry, frustrated or disappointed about aspects of their care in hospital
• Difficulties with patients maintaining contact with home, friends and family
• Patients feeling bored
• Lack of targeted interventions for individuals at high risk of absconding
• Multidisciplinary teams not reviewing individuals after an absconding incident to ensure security, observation levels and care
plan are appropriate.

Ongoing actions to sustain compliance
All adult mental health wards have adopted an evidence based approach to manage absconds - (as outlined in the 'Anti
Absconding Toolkit' (City University London, 2003)). The fundamental principles are:
1. Ensuring there is CLEAR communication on the ward regarding leave arrangements - including signage, leaflets regarding
leave, patients being aware of their rights and using safety planning process to record leave parameters and identify risk and
contingencies
2. Identification of patients at higher risk of absconding- i.e. those patients that have a history of absconding, medication
refusal or with demographics associated with higher risk (Male, >35 yrs. age, diagnosis of schizophrenia)
3. Targeted nursing time for those patients at higher risk of absconding. These interventions would be aimed at addressing
any underlying factors driving the risk of absconding (i.e. missing family - seeking substances etc.)
4. Facilitating home and social contact
5. Using strategies outlined in Safewards regarding careful and planned breaking of bad news and how to deal with patient
disappointment
6. Using Safewards principles to promote a feeling of safety and security amongst service users on the wards. Where
untoward incidents occur wards are ensuring patients are supported by a post incident debrief and thus making them less
likely to leave because they feel threatened or unsafe
7. Multidisciplinary reviews put in place for patients that have absconded to renegotiate care and leave arrangements, identify
appropriate observation levels, find alternative ways to meet the service users’ needs or address any fears/concerns
8. Use a multi-agency approach to manage any repeat absconding - most commonly working with partners in the police
service.
9. The Trust identified that it has not always been explicit to patients about expectations with regard to returning from leave
and this has recently been addressed. Staff now try to give clearer messages to patients so that there is a common
understanding of when a patient is expected back on the ward.

Linden Unit had 4 incidents and this ward does not have the same controlled access system. If patients are known to have
previously absconded and require a future admission, then it is likely that a readmission might be to a ward with controlled
access.
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4.2.1 Metric Progress Report Sheet: Community hospital re-admissions within 28 days
Current metric status
There is no threshold for this metric. The number and percentage of re-admissions for June to August are very low and no concerns have been identified.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Community Hospital Re-admissions

This metric reports the percentage of patients admitted as 'Emergency' admissions who had been previously
discharged from the Community Hospital within 28 days.

25%

There was one emergency re-admission during June, two during July and none during August.
20%

In June there was one readmission at Yeatman Hospital:
- the patient was discharged home into the care of Integrated Community Rehabilitation Team and District
Nursing Teams on 4th May and was doing well for a month, but required readmission after 28 days at home on
1st June when they were found to be off their feet at home.
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In July there was one re-admission at Bridport Hospital and one at Yeatman:
- the patient at Bridport was discharged home into the care of their GP on 30th June, but was found by a
neighbour on the floor 19 days later on 19th July and referred to their GP, who arranged readmission on 20th
July.
-the patient at Yeatman was discharged home on 1st July into the care of their family. The family found it very
difficult to cope as the patient required considerably more care than they expected and the patient was
readmitted 3 days after discharge on 4th July.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

There are no national targets for Community Hospital readmissions.

This measure is routinely monitored for the purposes of reporting nationally and to Dorset CCG.

There are two main reasons for readmissions into Community Hospitals:
- Patients may need to return to an acute hospital for a period of intensive tests or treatment and will return to
the Community Hospital at the end of that treatment. If the treatment is expected to be very short-term the
patient will not be discharged and readmitted and their bed will be reserved, but if the treatment is expected to
be longer, the bed will be released for another patient and readmission will be required.
- Patients may be discharged home into the care of Community Services to assess if they will be able to live
safely at home. Sometimes their rehabilitation does not progress sufficiently and readmission is appropriate.

The Business and Performance Team are validating this indicator more closely on a routine basis providing
details on any emergency readmissions, and reporting any areas of concern that are identified.

This indicator includes only the small proportion of patients admitted as 'Emergency' admissions and does not
provide an accurate measure of the overall success of discharges from Community Hospitals.
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4.2.2 Metric Progress Report Sheet: Mental Health readmissions within 28 days
Current metric status
Current rate of readmissions for August was 5.85% against a 9% threshold and is an improving position. The Trust is within threshold earlier than predicted (end November 2016).
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Mental health readmissions

This metric reports the percentage of mental health patients admitted as an emergency who had been
previously discharged within 28 days. The threshold is 9% based on national benchmarking data.

16.00%
14.00%
12.00%
10.00%
8.00%
6.00%
4.00%
2.00%
0.00%

Patients are discharged from hospital with a fully supportive package of follow-up and onward care in place.
Some patients will be subject to Crisis Home Treatment (CRHT) early discharge so will be discharged whilst still
acutely unwell and with some degree of risk still active.
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There were 10 emergency readmissions between June and August 2016:
4 AAU Seaview, St Ann's Hospital
3 Waterston, Forston Clinic
2 Linden, Weymouth
1 Chine, St Ann's Hospital
Three patients self-discharged directly from the ward against professional advice, one self-discharged from the
Recovery House against professional advice, and one individual had to be readmitted for an additional evening
due to a delay in their planned learning disability placement.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Early discharge function of the Crisis Team has been increasing due to the current bed pressures. The crisis
team have been proactive in managing their caseload and keeping the caseload numbers lower to enable the
team to provide a more responsive service to its active caseload. The team has managed its caseload capacity
of 32 effectively and has been achieving an active caseload of approximately 26 which supports the team
providing a more responsive service.

Agreement has been reached with the YMCA to provide 22 'move on' flats for service users discharged from
hospital. The first flats will become available in October. This will increase the support and stability that these
service users experience after leaving hospital. A Discharge Coordinator has now been appointed for acute
services to improve the interface between inpatient, crisis and community teams when planning and completing
discharge.

Some patients may be at greater risk of a readmission if the Crisis Team are unable to provide the intensity of
support an individual requires or the patient's risk and vulnerability increases further.
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4.5.1 Metric Progress Report Sheet: Patients have appointments & treatments within agreed limits - Community Mental Health Teams (CMHTs)
Current metric status
The threshold for this metric is >=95%, with compliance in August at 85.56%. Access to CMHTs is static with compliance over the last 6 months varying up and down between 81% and 91%
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Patients have appointments & treatments within agreed limits- CMHTs

This metric reports the percentage of patients seen within 4 weeks of referral to an Adult or Older Person's CMHT. This is a locally agreed contractual
indicator to ensure individuals are assessed within a timely manner. The target is for 95% of individuals to be seen within 4 weeks of referral. This
indicator excludes emergency and urgent referrals which have a shorter access time .The Trust is complaint with these two indicators.

100%
95%

Overall the indicator remains static (marginal movement) although August's compliance is the highest during the last 3 month period despite a greater
number of individuals due to be seen. The breakdown of August's compliance is shown below:
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Since June 2016 compliance with this metric has improved over the subsequent two months. In August there were a total of 727 patients
due to be seen which is the highest number during this time period (662 due to be seen in June and 638 due to be seen in July) of which
105 patients were seen outside of the time frame giving a compliance of 85.56%.

Clients due to be seen
Breaches
Compliance %

495
93
81.21%

Older
Persons
232
12
94.83%

The areas below have remained below threshold with this indicator across the last 3 months and are marginally improving with the exception of
Bournemouth East. These areas remain the focus areas for improvement with access times:

Breaches
AMH Bournemouth East CMHT
AMH Bournemouth West CMHT
AMH Christchurch & Southbourne CMHT
AMH Weymouth North CMHT
AMH Weymouth South CMHT
OPMH Bournemouth West CMHT

June

July

August

No. to be
seen

Breaches

52.4%
50.0%
47.2%
76.7%
76.2%
88.9%

65.5%
54.7%
73.5%
76.5%
74.6%
91.3%

56.5%
56.9%
81.1%
83.0%
84.3%
91.7%

159
219
123
124
188
53

66
101
38
26
40
5

Referral to treatment
Conversion Rate
(Average)
23.20%
33.82%
22.55%
27.27%
28.24%
38.46%

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Insufficient capacity: teams are still not meeting challenges posed by limited medical capacity.

The Deputy Medical Director supported by the Business and Performance Team are undertaking a demand and capacity review for the worst
performing teams to assess if current medical appointment allocation is appropriate to meet demand. The effectiveness of the triage and GP liaison
function will also be tested to ensure that they are robust and fit for purpose. Where necessary teams will be supported to change working practices
to better match availability of initial assessment appointments to meet the demand for each team.

Patients not attending appointments (DNAs): at current the first appointment DNA rate across CMHTs is 13%, and 11% for follow up
appointments. Patients that do not attend appointments without prior notice reduce the capacity of the service.

Data Quality: The quality of the data is reliant on accurate use of the RiO Waiting List Module and recording of DNAs / patient cancellations Additional staff have been deployed to Bournemouth and Weymouth teams to support these services. The Lead Consultant for Community Mental
into the client diary, to ensure the clock is stopped / restarted as appropriate. Inconsistent recording of patient choice and patients who have Health and Head of Mental Health are assessing the impact of additional staffing with a view to proportional allocation of more staff where it is clear
that teams are flexing appointments as required, but do not have adequate capacity in their team.
been admitted to a mental health inpatient bed impact on compliance.
There are a number of teams who consistently meet the threshold with this indicator. Within these teams administrative staff have robust
systems in place to ensure individuals are booked in to appropriate appointments, the waiting list is regularly monitored including the
recording of events, and where appointment slots are not available within the timeframe this is escalated to the service manager for
oversight and action. In other teams compliance has been affected by not screening in a timely manner, not adding events to someone who
DNAs on the RiO waiting list module, and when monitoring of waiting times is undertaken by a variety of staff.

There is generally a low conversion rate from assessment to treatment across all the teams failing to meet this indicator. Both patients and referring
GPs could be better served by accessing the advice and support service offered by CMHTs. Dr Paul French (CCG GP Lead for Mental Health) is
working with CMHT leads to improve the standard and specified urgency of referrals from GPs into CMHTs by:
- Reviewing shared care protocols and providing an aide memoir for GPs to follow when considering referrals to mental health services
- Piloting the use of NHS E-referrals to improve the timeliness and content of referrals received by the Trust.
Team compliance continues to be circulated to all team leaders as part of the Mental Health Dashboard. Team leads and Consultant Psychiatrists
discuss and progress actions for changing how assessment clinics are organised.
Refresher training on the RiO Waiting List Module has been provided to improve data quality/recording.

Expected date to be within threshold
Dependent on the implementation of GP shared care

31/03/2017
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4.5.2) Metric Progress Report Sheet: Patients with appointments & treatments within agreed limits - Improving Access to Psychological Therapies (IAPT)
Current metric status (6 weeks and 18 weeks)
Current metric status (4 weeks - Dorset)
NHS Improvement targets are currently being achieved in both Dorset & Southampton. The more challenging threshold set by Dorset Clinical Commissioning Group (CCG) has not been met.
The measures

IAPT time to treatment 18 weeks
(Threshold >=95%)

IAPT time to treatment 6 weeks
(Threshold >=75%)
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IAPT time to assessment 4 weeks (Dorset)
(Threshold >=95%)

100%

100%

90%

90%

80%

80%

70%

70%

60%

60%

50%

50%

Dorset 18 weeks

Southampton 18 weeks

Dorset 4 weeks

Median

Linear (Dorset 4 weeks)

In the last quarter 85.9% of patients were treated within 6 weeks in Dorset and 99.4% within 6 weeks in Southampton. 99.7% & 100% of patients were treated within 18 weeks in Dorset and Southampton respectively. 72.7% of patients were assessed
within 4 weeks of referral in Dorset.
Background and context

Contributory factors

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

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

The Dorset and Southampton services are commissioned to offer treatment for 15% of the prevalent population. This equates Dorset
The Steps to Wellbeing Service is a high volume service with challenging access time frames. The number of referrals
to 12633 patients per year in Dorset, and 4666 patients per year in Southampton.
received in the last twelve months is significantly above that required to achieve contractual targets. In 2015-16 the service
The first two metrics are part of the NHS Improvement indicators and the requirement that 75% of people with common mental received 1681 more referrals than the previous year (a 9.0% increase). During the latter half of this year the waiting lists
became unsustainable due to the high referral rate (i.e. more being added to the list than coming off). So far in 2016-17 the
health conditions referred to the Improving Access to Psychological Therapies (IAPT) programme will be treated within 6
service has received 9.6% more referrals than at this point in 2015-16, showing that the trend is continuing. As the referral rate
weeks of referral and 95% within 18 weeks. These reflect national commitments to improve timely access to psychological
has been high for a sustained period of twelve months, the waiting lists have continued to grow. Discussions are ongoing with
therapies.
the CCG to address this.
Dorset CCG has also set a 95% target for patients being seen in 4 weeks of referral to assessment within Steps to Wellbeing
The indicator is also heavily influenced by reductions in service capacity due to high levels of attrition in the Psychological
services.
Wellbeing Practitioner (PWP) team. This is due to PWPs moving into High Intensity and Clinical Psychology Training
Programmes and subsequent challenges recruiting qualified PWPs (this is a national problem).
Southampton
The referral rate in the Southampton service has remained steady, however staff attrition in the PWP team has caused
challenges for the availability of appointments. In 2015-16, the Low Intensity Team lost 4.8 WTE to attrition. All of these
leavers were qualified PWPs and this also included the Senior PWP position. Already in 2016-17 another three PWPs have
resigned. Recruiting trained PWPs has proved difficult and trainees have often filled these posts.
Quality improvement actions
Actions being taken and target dates.

The percentage of patients seen within 6 weeks has been gradually falling for the past nine months in Dorset. However, the figure is still well above the 75% target. Referral rates continue to be monitored regularly. The team leads regularly review waiting
lists to ensure that those service users who have the longest waits are being prioritised. Patients that are set to breach local targets are being brought forward where cancellations or additional appointment slots become available.
When vacancies arise, the service attempts to actively recruit to them. When this is not possible, agency and bank staff are utilised. The service also over-established to posts that suffer from attrition to mitigate against loss of activity.
Internal discussions and discussions with Commissioners are taking place regarding the skill mix of the service and whether this can be altered to address this recurrent issue. The service is currently working with the CCG to create a Business Case to
expand the service to 25% prevalence by 2020-21.

Expected date to be within threshold
Dependent on national funding

30/06/2017
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4.5.3 Metric Progress Report Sheet: Patients with appointments within agreed limits - Child and Adolescent Mental Health Service (CAMHS) Tier 2 and Tier 3
Current metric status
There are no thresholds for these metrics, however trajectories have been agreed with Dorset CCG. The performance in August was 85% for Tier 2 and 72% for Tier 3. Compliance with waiting times is improving.
The measure

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

Patients with appointments within agreed limits - CAMHS

There are two metrics reported here. The contract with Dorset CCG states that the Trust reports on the percentage of young
people attending an appointment within 4 weeks at Tier 3 and within 8 weeks at Tier 2.
Tier 2: Mild to moderate emotional wellbeing and mental health problems of children/young people
Tier 3:Young people who present with moderate and severe mental health problems that are causing significant impairments
in their day-to-day lives
To provide some context behind the measure it is vital that we look at compliance level down to individual teams.

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
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Sep-15

Oct-15

CAMHS Tier 2
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Dec-15

CAMHS Tier 3

Jan-16

Feb-16

Mar-16

Apr-16

Linear (CAMHS Tier 2)

May-16

Jun-16

Jul-16

Aug-16

Linear (CAMHS Tier 3)

The performance has increased over all the last 3 months compared to the picture in the first half of the year. In August 85%
of young people were seen within 8 weeks of referral to Tier 2 and 72% within 4 weeks of referral for Tier 3.

There has been considerable changes in the way that teams are working together and the support provided by corporate
functions such as Business and Performance. Business and Performance have worked very closely with the operational
teams to design a full suite of reports that support the Team Leaders and staff within CAMHS to manage their referrals and
ongoing caseloads. Team Leaders are now fully aware of the key performance indicators and how they can influence them.
We have put a lot of focus on improving the front door of CAMHS and how referrals are bought into the service and on through
into Treatment. Improvements have been made in the main system that CAMHS use - RiO and these are going live
throughout September.
Overall the biggest change is in mind-set of the frontline. They now understand that they can influence their performance by
taking ownership and working together as a whole system.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

We have seen some marked improvements over the last 3 months:
- Open Caseload: Reduced by 11% (2918 in August)
- Patient waiting for assessment beyond the 4 week or 8 week target: Reduced by 83%
- Assessments completed in time: Cumulative total since April 2016 increased in both catagories (Tier 3 : 65% to 69%, Tier 2:
78% to 81%)
- Assessment completed more than 4 weeks after the target: Reduced by 48%
- Referral to Treatment completed in time: Cumulative total since April 2016 increased from 65% to 76%
- First Appointment DNA rate: Reduced from 15% to 11%

Work stream/Improvement plan Actions:
Workforce - CAMHS leadership restructure is currently going through. This will be completed and new Band 8a roles in place
by the end of October.
Evidence Based Practice and Outcomes - Checkware, a new online solution for outcome measures has been supported by the
CCG and is being rolled out across CAMHS and Young People's Eating Disorder Service for a 12 month project to be in place
by December 2016

Clinical Processes - starting to explore treatment pathways with joint partnership working across work streams and weekly
There is still more changes required in order to maintain the new positive attitude and navigate through the change taking
workshops
everyone on the journey. Our next focus is to provide clear pathways of treatment and build strong controls/processes around
them in the same way we approached the Referral to Assessment work.
Participation - opportunities identified to bring service users into the pathway project as well as linked to some of the work
happening on communications - such as service user videos etc.
Communications Data Quality and Performance - full relaunch of Referral to assessment pathway is taking place throughout September with
waiting lists and new controls in place to improve our data quality and performance measures.
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4.5.4 Patients with appointments within agreed limits - Memory Assessment Service (MAS) 4 weeks and 6 weeks
Current metric status - 4 weeks
Current metric status - 6 weeks
The thresholds for these waiting times are >=75% for 4 weeks and >=95% for 6 weeks. In August, the 6 week threshold was not met for the first time since July 2015.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Patients with appointments within agreed limits - MAS 4 and 6 weeks

Two metrics are reported for the Memory Assessment Service. These are contractual targets to see >=75% of
people within four weeks of referral and >=95% of people within 6 weeks of referral.

100%

Compliance with the 4 week target has been met in August (75.24%) however the 6 week wait position
(91.32%) has fallen below threshold for the first time since July 2015.

80%
60%

There has been an increase in the number of referrals received each month between June and August.
During the same period, capacity in the team was reduced due to staff turnover and recruitment of new
clinicians.

40%
20%
0%
Aug-15 Sep-15 Oct-15 Nov-15 Dec-15

Jan-16

MAS 4 weeks

Feb-16 Mar-16 Apr-16 May-16 Jun-16

Jul-16

Aug-16

MAS 6 weeks

There were 311 patients to be seen in August with 77 breaches of the 4 week and 27 breaches of the 6 week
indicator

Referrals received in month
Clients due to be seen in month
4 week breaches
6 week breaches

June
189
233
29
7

July
191
263
42
6

August
201
311
77
27

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Reduced Capacity: there reduced capacity within the team due to staff turnover and recruitment of new
clinicians and there has been an increase in the number of individuals due to be seen for initial assessment.

New staff have been recruited to the team and additional appointments have been made available to meet
increased demand.

Patients not attending appointments (DNAs): the current DNA rate for the service is 14.3% and in large is
due to the nature of the client group. Patients not attending appointments without prior notice means the
appointment slot can not be provided to another individual taking capacity away from the service.

A joint review of referrals has been conducted with the Memory Support and Advisory Service (MSAS) to
ensure that the triage service remains effective.

Weekly review of compliance has been instituted. This shows that compliance is improving and close to
Engagement & Communication with Primary Care Services and Memory Support and Advisory Service reaching compliance.
(MSAS)
The Business and Performance Team will be providing further training to the service in regards to the
operational management and recording of DNA appointments and cancellations.
Data Quality: inconsistent recording of exceptional circumstances such as patient choice, cancellations and
DNAs within the RiO waiting list module to suspend the time an individual is waiting for an appointment.
Compliance with these indicators remains under scrutiny by the service on a routine basis to ensure where
appointments can not be arranged within the required time frames that these are escalated to the service
Acute Hospital Admissions: waiting time for clients is not suspended if the client is admitted to an acute
manager for oversight and action.
general hospital after they have been referred to MAS and their wait time has commenced. MAS do not
provide assessments in acute general hospital.

Expected date to be within threshold

31/10/2016
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5. Areas of Good Practice - Are we Effective?
People's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence
National Gold Standards Framework in End of Life Care
What is driving the success? What are the contributory factors?
In the Integrated Corporate Dashboard submitted to the Trust Board in
September 2015, the accreditation of Tarrant Ward at Blandford Community
Hospital in the Gold Standards Framework (GSF) Community Hospitals was
noted as an area of good practice.
The GSF is a Quality Improvement Programme involving training, evaluation and
quality assessment. The GSF Accreditation process involves cumulative ratings
against a number of key areas.
Accreditations are independently validated and the findings are presented to an
independent panel that includes representation from the Community Hospital
Association and Age UK Experts by Experience.
The End of Life Care facilitator has been working with all community hospitals and
two older peoples Mental Health wards to adopt the GSF principles. Four
additional community hospitals have now successfully achieved accreditation and
will attend the Award ceremony at the GSF Conference on 30 September in
London.

What lessons can be shared and how is this planned?
1. The framework aims to put patients at the heart of their care, enabling people to
be proactive in planning their own care and sharing their wishes with people caring
for them.
2. Good care planning can help to reduce unnecessary and unwanted hospital
admissions and enable people to die with dignity in the place of their choice, such
as their own home, or the Community Hospital.
3. The programme has helped staff to be more confident in assessing patients who
are reaching the end of their life, and provide high quality care and treatment that
meets the wishes of their patient.
4. The Trust intends for all its community hospitals to achieve the GSF and also
the Older People’s Mental Health Wards at Alderney Hospital. Staff from
accredited hospitals will be on hand to share their experience and best practice
with colleagues to achieve this.
5. As more and more wards become accredited the Trust will improve its ability to
provide high quality end of life care to patients across the county.

Castletown Ward, Portland Hospital
Saxon Ward, Wareham Hospital
Stanley Purser Ward, Swanage Hospital and
The Willows, Yeatman Hospital, Sherborne.
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Jun 15
6.1 Board Dashboard - NHS Improvement Indicators
Month 5 - August 2016
Current
reporting
month

Latest Quarter

Weighting

Target

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Apr - Jun 2016

1.0

0 (above
contract)

1

2

1

0

0

1

0

1

1

2

0

2

1

3

1.0

> 92%

97.61%

97.53%

96.31%

95.47%

93.65%

95.40%

98.16%

99.07%

99.05%

98.47%

98.42%

98.75%

97.91%

98.65%

1.0

> 95%

99.95%

99.97%

100.00%

100.00%

99.97%

100.00%

99.97%

99.92%

99.93%

99.95%

100.00%

99.83%

99.89%

99.97%

> 95%

96.60%

95.54%

96.97%

97.14%

97.85%

98.15%

98.08%

96.39%

99.94%

97.89%

96.77%

98.75%

99.03%

97.52%

> 95%

95.5%

95.8%

96.1%

95.8%

95.2%

94.1%

95.0%

96.39%

95.20%

95.20%

96.90%

96.00%

96.20%

97.30%

Indicator Name
C. difficile – meeting the C. difficile objective
Maximum time of 18 weeks from point of referral to treatment
(RTT) in aggregate – patients on an incomplete pathway
A&E: maximum waiting time of four hours from arrival to
admission/transfer/discharge
Care programme approach (CPA) patients receiving follow-up
contact within seven days of discharge
Care programme approach (CPA) patients having formal review
within 12 months

1.0

Minimising mental health delayed transfers of care

1.0

< 7.5%

5.44%

5.77%

5.20%

6.51%

9.65%

7.24%

8.20%

9.26%

6.96%

7.05%

4.57%

6.13%

5.84%

6.20%

Admissions to inpatient services had access to crisis
resolution/home treatment teams

1.0

> 95%

98.75%

95.83%

98.67%

94.44%

95.95%

97.65%

97.06%

97.67%

98.70%

97.78%

98.25%

98.11%

98.48%

98.32%

Mental health data completeness: identifiers

1.0

> 97%

99.6%

99.68%

99.7%

99.7%

99.7%

99.7%

99.7%

99.7%

99.7%

99.7%

99.8%

99.6%

99.7%

99.7%

Certification against compliance with requirements regarding
access to healthcare for people with a learning disability

1.0

Compliance
against 6
criteria

6

0

6

6

6

6

6

6

6

6

6

6

6

6

Mental health data completeness: outcomes for patients on CPA

1.0

> 50%

55.3%

54.9%

55.4%

54.7%

54.9%

54.7%

54.8%

55.4%

55.4%

55.1%

55.1%

55.5%

55.9%

55.1%

92.60%

93.62%

93.76%

92.15%

92.02%

92.39%

92.37%

92.23%

91.89%

92.29%

93.15%

93.70%

95.10%

93.15%

98.05%

97.48%

98.63%

98.65%

98.48%

98.63%

98.66%

98.50%

99.90%

99.89%

99.94%

100.00%

99.90%

99.94%

91.93%

90.11%

92.66%

92.63%

91.20%

91.87%

92.17%

90.86%

97.98%

97.97%

97.93%

98.00%

98.60%

97.93%

67%

81%

67%

55%

55%

53%

63.16%

TBC

54.55%

Data completeness: Community Services - RTT Information
Data completeness: Community Services - Referral Information
Data completeness: Community Services - Treatment Activity
Information
Early intervention in psychosis (EIP): people experiencing a first
episode of psychosis treated with a NICE-approved care package
within two weeks of referral

1.0

> 50%

1.0

> 50%

Improving access to psychological therapies (IAPT) - people with
common mental health conditions referred to the IAPT programme
will be treated within 6 weeks of referral **

1.0

>75%

88.87%

91.43%

90.77%

90.53%

93.07%

90.87%

91.43%

89.10%

91.32%

91.62%

90.36%

89.52%

87.20%

90.36%

Improving access to psychological therapies (IAPT) - people with
common mental health conditions referred to the IAPT programme
will be treated within 18 weeks of referral **

1.0

>95%

99.60%

99.36%

99.58%

100.00%

99.84%

99.73%

99.85%

99.50%

100.00%

100.00%

100.00%

99.71%

100.00%

100.00%

** Data from April 2016 is combined Dorset and Southampton (previous months show Dorset only).
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6.7 Inpatient Nursing Staffing – National Return for August 2016

Day
Hospital Site Details
Specialty
Site code

Ward name

Night

Average fill rate - registered
nurses/midwives (%)

Average fill rate - care staff
(%)

Average fill rate - registered
nurses/midwives (%)

Average fill rate - care staff
(%)

RDY22

Guernsey Ward

314 - REHABILITATION

97.8%

133.2%

100.0%

200.0%

RDY22

Jersey Ward

314 - REHABILITATION

90.4%

128.2%

100.3%

112.9%

RDY22

Herm Ward

715 - OLD AGE PSYCHIATRY

91.7%

121.7%

80.8%

137.2%

RDY22

St Brelades Ward

715 - OLD AGE PSYCHIATRY

73.9%

114.3%

51.1%

138.2%

RDYER

Tarrant Ward

314 - REHABILITATION

92.9%

97.3%

100.5%

100.2%

RDYEJ

Langdon Ward

314 - REHABILITATION

86.8%

96.3%

80.6%

141.9%

RDYEJ

Ryeberry Ward

314 - REHABILITATION

113.2%

79.0%

100.0%

99.9%

RDYEW

Melstock House

710 - ADULT MENTAL ILLNESS

82.2%

136.8%

100.4%

111.7%

RDYEW

Waterston AAU

710 - ADULT MENTAL ILLNESS

108.9%

135.8%

83.7%

132.4%

RDYFX

Florence House

710 - ADULT MENTAL ILLNESS

104.8%

173.5%

100.0%

100.0%

RDYFX

Nightingale Court

710 - ADULT MENTAL ILLNESS

119.4%

95.5%

103.3%

100.0%

RDYFX

Nightingale House

710 - ADULT MENTAL ILLNESS

85.3%

87.8%

100.0%

100.1%

RDY32

Kimmeridge Court

710 - ADULT MENTAL ILLNESS

84.1%

189.5%

103.3%

123.3%

RDYFT

Glendinning Unit

710 - ADULT MENTAL ILLNESS

122.4%

119.1%

106.2%

107.0%

RDYMR

Pebble Lodge

711- CHILD and ADOLESCENT PSYCHIATRY

121.3%

69.5%

112.9%

97.6%

RDYEH

Castletown Ward

314 - REHABILITATION

95.5%

123.6%

88.1%

132.3%

RDY10

Alumhurst Ward

710 - ADULT MENTAL ILLNESS

121.4%

165.1%

111.6%

181.3%

RDY10

Chine Ward

710 - ADULT MENTAL ILLNESS

104.5%

123.6%

97.2%

137.7%

RDY10

Harbour Ward

710 - ADULT MENTAL ILLNESS

95.5%

102.9%

100.0%

96.9%

RDY10

Seaview AAU

710 - ADULT MENTAL ILLNESS

63.9%

132.0%

49.2%

153.3%
96.8%

RDY10

Twynham Ward

712 - FORENSIC PSYCHIATRY

84.3%

99.8%

96.8%

RDYFG

Canford Ward

314 - REHABILITATION

90.5%

90.1%

98.4%

99.5%

RDYFG

Fayrewood Ward

314 - REHABILITATION

97.2%

97.6%

94.5%

103.2%

RDYFF

Stanley Purser Ward

314 - REHABILITATION

80.1%

90.9%

100.0%

100.0%

RDYFE

Hanham Ward

314 - REHABILITATION

93.9%

96.6%

98.9%

115.6%

RDYFD

Saxon Ward

314 - REHABILITATION

82.6%

95.6%

90.2%

123.3%

RDYEG

Linden Unit

710 - ADULT MENTAL ILLNESS

91.9%

112.4%

98.5%

111.9%

RDYEG

Radipole Ward

314 - REHABILITATION

96.1%

96.6%

98.5%

102.0%

RDYEY

Ashmore/Shaston Ward

314 - REHABILITATION

93.7%

94.5%

74.9%

154.8%

RDYFC

The Willows

314 - REHABILITATION

91.6%

88.6%

100.0%

98.7%

RDY10

Haven Ward

996 - PSYCHIATRIC INTENSIVE CARE UNIT

51.5%

150.8%

96.8%

96.8%
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8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Whether patients do not feel safe in our
hospitals

System
Elephant /
Mental
Health
Patient
Safety
Therm.

Patient Safety Incidents
Ulysses
Violent incidents patient on patient
Ulysses

Violent incidents patient on staff
Ulysses
Falls on inpatient wards

Ulysses

Number of Patients Absconding
Ulysses
Prone Restraint

Are We Safe?

Ulysses

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

Ulysses

Manual

Healthcare Associated Infections: MRSA
bacteraemia
Manual

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

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

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

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

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

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

Ulysses
Vacancy rate

Sickness rates
ESR

Re-admission within 28 days to Community
Hospitals

SystmOne

Re-admission within 28 days to Mental
Health Wards

RiO

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

RiO

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

Up to date care plans are in place for all
patients

RiO

Are we Effective?

Risk Assessments updated in previous 12
months
RiO

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

RiO

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

SystmOne
and RiO

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

Ulysses

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

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

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

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

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

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

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

Ulysses

Mandatory training completed

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

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

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

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

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

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

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

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

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

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

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

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

Threshold

no threshold

no threshold

<30 green
>=30 red

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

TBA

<=3 green
>3 red

<=1 green
>1 red

0 = green
>=1 red

<=3 = green
>3 = red

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

<4% green
>=4% red

TBA

9%

< 7.5% green
>= 7.5% red

< 7.5% green
>=7.5% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

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

Indicator
Clinical supervision occurring according to
Trust policy

System

Ulysses

Are We Caring?

Patient Friends & Family Test - Response
Rate

Patient Friends & Family Test - %
Recommended

Elephant

Elephant

Patients involved in their care
Elephant

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

Are We Well Led?

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

Internal
system

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

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

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

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

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

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

YTD Variance (Fav)/Adv

Financial Sustainability Risk Rating

Monitor Governance Rating

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

Are We Responsive?

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

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

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

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

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

>=95% green
<95% red

TBA

95%

95%

>=61%

>=72%

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

CIP Performance

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

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

Threshold

RiO

This provides and indication of any financial
risks which could jeopardise the Trust's
financial standing and so threaten the continuity
of key services or indicates a financial
governance concern.
This provides an indication of how well the
Trust is being run.
Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

IAPTUS

IAPTUS

RiO

RiO

Patients have the right to timely assessment
and treatment.

Patients have the right to timely assessment
and treatment.

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

Patients have the right to timely assessment
and treatment.

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

Patients have the right to timely assessment
and treatment.

RiO

Patients have the right to timely assessment
and treatment.

Compliments

Complainants rating of the handling of their
complaints

Duty of Candour

Ulysses

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

Patients have the right to timely assessment
and treatment.

Ulysses

3

Patients have the right to timely assessment
and treatment.

RiO

Complaints

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

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

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

Green

>=95%

>75%

>95%

>75%

>95%

>=95%

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

>=95%

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

>73% green
<=73% red

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

Any amendments from the previous month / updates are shown in blue
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8.2 Indicator Overview - NHS Improvement
Area

Name

Description / Notes

Performance is measured on an aggregate (rather than
specialty) basis and NHS foundation trusts are required to
meet the threshold on a monthly basis. This applies to
Maximum time of 18 weeks from point of referral
consultant-led incomplete pathways. The measures apply to
to treatment (RTT) in aggregate – patients on an
acute patients whether in an acute or community setting.
incomplete pathway
Where an NHS foundation trust with acute facilities
acquires a community hospital, their combined performance
is assessed.

Access

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

The number of people under adult mental illness specialties
Care programme approach (CPA) patients
on CPA who were followed up (either with face-to-face or
receiving follow-up contact within seven days of phone discussion) within seven days of discharge from
discharge
psychiatric inpatient care.

> 92%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

The number of adults in the denominator who have had at
least one formal review in the last 12 months.
Failure against either threshold represents a failure against
the overall target.

> 95%

Quarterly

Admissions to inpatient services had access to
crisis resolution/home treatment teams

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

> 95%

Quarterly

< 7.5%

Quarterly

C. difficile – meeting the C. difficile objective

The percentage of non-acute patients (aged 18 and over on
admission) per day under consultant and non-consultant led
care whose transfer of care was delayed during the quarter
out of the total number of occupied bed days .

Applies to any inpatient facility with a centrally set C. difficile
de minimis: limit
objective. C. difficile cases should be reported regardless of
currently set at 12.
whether or not a ‘lapse of care’ has been confirmed. Trusts
(Monitor may
should retrospectively revise any adjustments to numbers
consider scoring
where lapse of care criteria are not met. Monitor’s annual
cases of <12 if
de minimis limit for cases of C. difficile is set at 12.
PHE indicates
However, Monitor may consider scoring cases of <12 if
multiple outbreaks)
Public Health England indicates multiple outbreaks.

Meeting the six criteria for meeting the needs of people with
a learning disability, based on recommendations set out in
Compliance
Healthcare for All (DH, 2008). NHS foundation trust boards
against 6 criteria
Certification against compliance with
are required to certify that their trusts meets these
set out in
requirements regarding access to healthcare for
requirements above at the annual plan stage and in each
Healthcare for All
people with a learning disability
quarter. Failure to do so will result in the application of the
(DH, 2008)
service performance score for this indicator.
Patient identity data completeness metrics (from MHLDDS)
: NHS number / DOB / Postcode / Current gender /
registered general medical practice organisation code /
commissioner organisation code
Completeness of outcomes (from MHLDDS): employment
Mental health data completeness: outcomes for
status / accommodation status / HoNOS assessment in
patients on CPA
past 12 months
Data completeness: community cervices - RTT Data completeness levels for trusts commissioned to
provide community services, using Community Information
information
Data Set (CIDS) definitions. While failure against any
Data completeness: community services threshold will score 1.0, the overall impact will be capped at
referral information
1.0. Failure of the same measure for three quarters will
Data completeness: community services result in a red-rating.
treatment activity information
Early intervention in psychosis (EIP): people
People experiencing a first episode of psychosis treated
experiencing a first episode of psychosis treated
with a NICE approved care package within two weeks of
with a NICE-approved care package within two
referral.
weeks of referral
Mental health data completeness: identifiers

New

Monitoring
period

Care programme approach (CPA) patients
having formal review within 12 months

Minimising mental health delayed transfers of
care

Outcomes

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.

Target

Quarterly

Quarterly

> 97%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

Improving access to psychological therapies
(IAPT) - people with common mental health
conditions referred to the IAPT programme will
be treated within 6 weeks of referral

Foundation trusts will be required to report their
performance from Q3 2015/16 in accordance with the latest
technical guidance published by NHS England and the
HSCIC

> 75%

Quarterly

Improving access to psychological therapies
(IAPT) - people with common mental health
conditions referred to the IAPT programme will
be treated within 18 weeks of referral

Foundation trusts will be required to report their
performance from Q3 2015/16 in accordance with the latest
technical guidance published by NHS England and the
HSCIC

> 95%

Quarterly
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Revised 2016/17 Budget / Financial Plan
1.

Introduction

1.1

The Board approved the Trust budget for 2016/17 on 25 May 2016. Subsequent
to this, the Board discussed the NHS Improvement control total offer at the
meeting on 27 July 2016. The Chief Executive was authorised to accept the
control total and this was duly notified to NHS Improvement on 28 July 2016.

1.2

This paper sets out the revised 2016/17 financial plan incorporating the
implications of the control total.

2.

Control Total and Revised 2016/17 Plan

2.1

The NHS Improvement (NHSI) control total accepted by the Trust is a £162k
surplus.

2.2

This results in a revised 2016/17 deficit plan of £4,047k as shown below.
Surplus / (Deficit)
Control Total = Operational Surplus
Deduct: Impairments
Deduct: Donated asset depreciation
Trust Planned Deficit (to meet Control Total)

£000
162
(3,867)
(342)
(4,047)

2.3

The adjustments are unique and specific to NHSI for the purposes of control
total calculation.

2.4

The plan approved by the Board in May was for a deficit of £7.7m. Therefore,
a reduction of £3.6m in planned expenditure is required to deliver the new
control total.

2.5

To bridge the gap and to achieve the new plan requires funding of £1.9m from
the Sustainability and Transformation Plan (as agreed by NHS Improvement)
and a reduction in expenditure of £1.7m. NHSI confirmed that £1.6m gain on
disposal of assets can count towards our control total achievement. This
reduced our challenge to £1.7m.

3.

Bridging the Control Total Gap

3.1

The £1.7m gap/reduction in planned expenditure needed to meet the control
total will now be bridged from improved operating performance mainly from
further reductions in agency expenditure and slippage in IM&T recruitment.

3.2

When budgets were set, the expectation was to reduce agency spend from
£12m to £8m which was significant and ambitious. Current assessment
forecasts an agency spend reduction to c£6m, better than plan.

3.3

The Trust’s revised 2016/17 Financial Plan submitted to NHSI is summarised
below:-
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Income & Expenditure
Summary

Control
Total
Plan

Operating income
Pay Expenses
Non-Pay Expenses

£000
255,015
(188,881)
(55,329)
10,805
(8,021)
(3,867)
1,634
(4,598)

Operating Surplus
Depreciation & Amortisation
Impairments
Non-Operating income
Non-Operating Expenses
Deficit after non-operating
items

(4,047)

4.

Recommendation

4.1

The Board is asked to approve the revised plan following acceptance of the
NHSI control total.
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FINANCE REPORT FOR 2016/17 MONTH 5, AUGUST 2016

Metric

YTD
Position

Summary

 = Improved
Performance

1. OVERALL POSITION
The Month 5 net position is £2.1m ahead of Plan year to date (YTD). Further detail is in Appendix 1 (Income &
Expenditure Summary) and in the sections below.
The forecast position for the Trust is a deficit of £2.0m, which is ahead of Plan by £2.0m. This is an improvement
of £1.1m against Month 4. Further improvement is expected in operational performance.

Agency expenditure YTD is £2.1m and is continuing to reduce.
£6.9m CIP has been banked at Month 5.
The FSRR rating remains at 4.
Budgetary
Performance

↑

2. BUDGETARY PERFORMANCE SUMMARY
A summary of the YTD Income & Expenditure financial performance is tabled below.
Income

Pay

Non-Pay

(Surplus)
/ Deficit

£M

£M

£M

£M

Plan YTD

(108.3)

77.9

27.6

(2.7)

Actual YTD

(108.3)

76.5

27.0

(4.8)

(0.0)

(1.5)

(0.6)

(2.1)

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

3. MAIN DETERMINANTS OF INCOME & EXPENDITURE POSITION (YTD)
Income including interest received is £5k behind plan YTD. Within this position there is underperformance against
Non Contracted Activity (NCA) of £113k, particularly within Bournemouth & Christchurch (£172k), offset by a range
of compensating underspends.
The YTD position includes the assumption that the Sustainability & Transformation Fund (STF) income will be
received in full (£0.8m YTD).
Pay is £1,457k less than plan YTD, with all areas except Bournemouth & Christchurch reporting net underspends
Page 2 of 13

due to vacancies.
Within corporate areas net underspend YTD totals £892k, principally relating to IM&T and Nurse Executive &
Quality vacancies.
The net underspend relating to operational budgets is £565k.
reporting a net pay overspend at Month 5 of £375k.

Within this Bournemouth & Christchurch are

The largest contributor is Pebble Lodge CAMHs Inpatient Ward (£78k). Increased patient acuity, and a national
shortage of PICU beds for children, has resulted in the need for more one to one care for two patients on the ward
plus four staff are on long term sick leave. A further pressure of £74k YTD relates to staffing costs for the
management of patients brought to St Ann’s under the MH Act section 136. Within Locality pay the budgeted
annual Vacancy CIP target (£578k) has been fully allocated at Month 5, which has reduced offsetting underspends
within pay YTD.
Further detail regarding Agency spend is provided in section 5.1.
Non-Pay is £624k underspent YTD within which corporate areas have a combined underspend of £196k, largely
within the Estates Department and operational underspend totals £428k.

4. FORECAST OUTTURN
The Forecast at Month 5, summarised below, is a deficit of £2.0m (£3.1m at Month 4) which is £2.0m ahead of
Plan.
Income

Pay

Non-Pay

(Surplus)
/ Deficit

£M

£M

£M

£M

Annual Plan

(257.8)

190.6

71.2

4.0

Forecast Actual

(257.3)

188.4

70.9

2.0

0.5

(2.2)

(0.3)

(2.0)

Forecast Variance
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The forecast deficit has reduced by £1.1m this month which is driven by two elements:


£0.5m Investment Expenditure
It is estimated that 50% of the Investment funding for 2016/17 will not be spent.



£0.4m Dorset Prisons Income
Confirmation has now been secured from the commissioner that funding for Patient Escort and Bedwatch
costs are separately chargeable outside the block contract.

The forecast currently assumes full utilisation of Contingency (£1.3m) and full receipt of STF income (£1.9m).

The graph below shows the forecast trajectories for each Locality, Support Services (incorporating Medical
Staffing and Nurse Executive) and Central Budgets (including the planned deficit) as well as the combined Trust
total.

Operational Localities demonstrate fairly consistent trends for the remainder of the year. Support Services shows
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an increased underspend in month 12 where there is a balance of IM&T budget, profiled in March. The same
occurs within Central Budgets where unused budget balances, such as Pay and Non-pay Inflation, are profiled.
When producing forecasts the following methodologies are applied:






5.1

Income
Forecasting is trend based, taking account of invoice timings and relevant information provided during
budget manager meetings. NCA income is the hardest to predict and is forecast on an average basis but
subject to fluctuation due to its volatility.
Pay
Once recruitment commences an estimated start date for staff is added, usually at an average delay of 3
months (6 months for Medical). Known start and end dates for staff are incorporated based on Trac
system information and budget manager communications. Bank and Agency usage is based on trend,
adjusted for information supplied by budget managers.
Non-pay
Forecasts are largely trend based with material or irregular items reviewed individually, for example IM&T
investment expenditure and furniture purchases. Some spend lines are increased in month 12 to allow for
extended invoice processing at the financial year end.
Impact of Agency Spend

Total agency expenditure YTD at the end of August is £2.1m, maintaining the reduced agency expenditure
position. Agency expenditure during the month of August was £415k.
The total 2016/17 agency expenditure ceiling, imposed by NHS Improvement (NHSI), is £9,062k. The profiling of
this ceiling is shown as a red line in the graph below.
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The total agency expenditure YTD is comprised of:





Nursing agency spend is £0.8m (2% of total Nursing staff expenditure)
Medical agency spend is £0.8m (13% of total Medical Staff expenditure)
Other Professional Groups £0.3m (2% of total Other Professional Groups expenditure)
Non Clinical agency spend is £0.2m (1% of total Non Clinical staff expenditure)
(Non-Clinical includes A&C, estates, ancillary and IM&T)

This compares with full year agency spend in 2014/15 and 2015/16 of £11.4m and £12.0m respectively.
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Agency Expenditure Trend by Staff Group
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The highest YTD agency expenditure is in the following areas:
£000

842
512
211
144
144
141
138

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

Bank staff expenditure remains above the level seen in 2015/16.

The number of vacancies has broadly levelled in Month 5, following a rise of 63 WTE in Month 4. The Month 4
vacancy rise was attributable to the following:
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Actual WTE reduced by 9 WTE, mainly due to the transfer of the Counter Fraud Service, with staff transferring in
accordance with the provisions of TUPE, to TIAA (7 WTE).
The budgeted establishment increased by 54 WTE, with the key changes being:
 Commissioned service developments (Weymouth Urgent Care Centre, Health & Social Care, Custody
Liaison) 15 WTE.
 IM&T 20 WTE (to provide skill set and implement new structure needed to meet significant change in
technology and demand in IM&T support services).
 Re-instatement of necessary cover arrangements lost through the 15/16 pay re-alignment inappropriately
(MH Wards specialling and training cover, Housekeeping and Catering) 20 WTE on Bank cover lines.

5.2

Out of Area Placements

Overview:
 Expenditure YTD: £998k
 This is £273k less than as at Month 5, 2015/16.
 Forecast £2.0m
A comparison of expenditure to date compared to 2015/16 is tabled below:
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A risk share agreement is in place where, should expenditure exceed £1.0m, Dorset CCG will fund 50% of
additional costs to a maximum contribution of £0.5m. The current forecast assumes this funding will be claimed.
The number of placements out of county has reduced to 9, of whom 6 are women in PICU units.
The new PICU unit for women is scheduled for completion in December. Until then, effort continues to minimise
out of area placements. The Trust has been exploring the possible options to increase in-county bed provision
with Dorset Clinical Commissioning Group. The proposal will be included in the Acute Care Pathway Strategic
Outline Case.

CIP

↑

(Forecast)

6. COST IMPROVEMENT PROGRAMME
Annual Plan: £8.1m
Delivered YTD: £6.9m
At Month 5, 86% of the CIP target for 2016/17 has been banked with the largest contributions relating to the sale of
Castle Hill House (£0.9m), Vacancy Management (£1.3m) and Agency savings targets (£2.1m).
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The current forecast for the programme is an over achievement of £0.5m. Within this figure there are some
schemes at risk. The largest relates to site disposals, with a forecast saving of £0.3m still to be to be achieved,
which will not be realised until the property sales have completed (buyers are yet to be secured).
The PMO continues to closely monitor all schemes and review the savings forecast with CIP scheme leads.
The 2016/17 Cost Prevention target is £4.0m with a break even forecast outturn.
A summary of actual performance against CIP and Cost Prevention schemes in 2016/17 is set out at Appendix 2.

Capital

↓

7. CAPITAL
Planned Annual Expenditure: £12.2m
Expenditure YTD: £2.6m
Current further commitments: £3.2m
Work continues on St Ann’s PICU enabling works while the design specifications are being finalised. Designs are
now to include the 2016/17 St Ann’s project to increase single beds for females, the budgets have been combined
resulting in a total project cost of £2.6m. Unforeseen structural and ground works are still being uncovered resulting
in further delays to the project. Completion is currently planned for December. As at 31 August 2016 total
expenditure was £0.9m.
Further delays have been experienced within the capital programme whilst assurance is sought that projects are in
line with the Trust’s strategic direction. As a result there is potential that the Trust will not meet the NHSI target to be
within +/-15% of forecast capital expenditure at the end of Quarter 2. The forecast is on track to achieve plan at year
end.
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Cash

↑

8. BALANCE SHEET
Cash position: £35.9m, increase of £3.3m compared to last month.
Sales ledger debt stands at £2.9m, a decrease of £0.9m against last month, and of which £1.6m is not yet overdue.
Over 90 day debt has increased by £0.1m to £0.7m. A provision of £0.2m has been made for bad debts.
A detailed statement of the Trust’s financial position at 31 August 2016 is attached at Appendix 3.

FSRR

↔

9. FINANCIAL SUSTAINABILITY RISK RATING (FSRR)
The Financial Sustainability rating comprises 4 metrics, which are equally weighted, as follows:
Capital Service Cover
Liquidity
I&E Surplus Margin
I&E Margin Variance

FSRR 1
< 1.25
< -14
<= -1%
<= -2%

FSRR 2
1.25 =< >1.75
-14 < > -7
-1% < > 0
-2% < > -1%

FSRR 3
1.75=< > 2.5
-7 < > 0
0 =< >= 1%
-1% < 0

FSRR 4
> 2.5
>0
> 1%
0 =>

Should one or more of the metrics score a ‘1’, then an override will be triggered, resulting in a maximum overall
rating of ‘2’.
The risk rating YTD is as follows:
Capital Service Capacity rating
Liquidity rating
I&E Margin rating
I&E Margin Variance rating
Financial Sustainability Risk Rating before overrides
1 Rating Trigger for FSRR
Financial Sustainability Risk Rating after 1 rating override
Overall Financial Sustainability Risk Rating

4
4
4
4
4
No Trigger
4
4
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10. CONCLUSION
The Month 5 net position is £2.1m ahead of Plan YTD.
The forecast outturn for 2016/17 position is £2.0m deficit, ahead of plan by £2.0m.
THE BOARD IS ASKED TO:
 Consider the Finance report
Appendices
 1.
 2.
 3.

Income/Expenditure Summary
Cost Improvement Programme
Statement of Financial Position
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APPENDIX 1
INCOME & EXPENDITURE SUMMARY

Month 5 2016/17 (August)
CURRENT ANNUAL BUDGET
Pay

Non-Pay

£000

£000

YEAR TO DATE
Budget

Total
Inc & Exp
£000

Pay
£000

Non-Pay
£000

FORECAST VARIANCE @ M5

Actual
Inc & Exp
£000

Pay
£000

Non-Pay
£000

Variance (Fav)/Adv
Inc & Exp
£000

Pay
£000

Non-Pay
£000

Inc & Exp
£000

%

Pay

Non-Pay

Income

£000

£000

£000

INCOME
Baseline Income

(235,661)

(98,496)

(98,496)

0

0%

G

0

Dorset Locality

(6,612)

(2,858)

(2,990)

(132)

(5%)

G

(59)

Poole & East Dorset Locality

(4,813)

(1,864)

(1,869)

(5)

(0%)

G

153

Bournemouth & Christchurch Locality

(3,406)

(1,432)

(1,282)

150

10%

R

286

Other Income
Total Trust Income

(7,247)

(3,657)

(3,644)

13

0%

R

95

(257,739)

(108,306)

(108,280)

26

0%

R

476

EXPENDITURE
Dorset Locality

48,888

18,208

67,096

20,102

7,476

27,577

19,809

7,250

27,059

(292)

(226)

(518)

(2%)

G

218

(429)

Poole & East Dorset Locality

51,071

17,571

68,642

21,064

7,324

28,388

20,506

6,951

27,457

(558)

(373)

(931)

(3%)

G

(639)

(185)

Bournemouth & Christchurch Locality

47,459

10,591

58,049

19,303

4,407

23,710

19,677

4,585

24,262

375

178

552

2%

R

107

33

Medical Staffing

14,753

656

15,408

5,873

243

6,116

5,784

236

6,020

(89)

(7)

(95)

(2%)

G

(202)

31

Nurse Executive & Quality

4,359

808

5,167

1,790

270

2,060

1,590

255

1,846

(199)

(15)

(215)

(10%)

G

(296)

57

Finance, IT, Business Performance

9,962

4,781

14,743

3,870

1,866

5,736

3,436

1,860

5,296

(435)

(6)

(440)

(8%)

G

(1,097)

206

Human Resources

4,770

1,200

5,970

2,035

397

2,433

1,961

358

2,319

(75)

(39)

(114)

(5%)

G

(133)

(21)

Strategy & Estates

7,038

7,204

14,242

2,940

2,972

5,911

2,815

2,834

5,648

(125)

(138)

(263)

(4%)

G

(16)

163

Org Dev & Participation and Corporate

2,330

942

3,272

970

402

1,373

912

356

1,268

(58)

(47)

(105)

(8%)

G

(18)

(25)

0

4,668

4,668

0

346

346

0

395

395

0

48

48

14%

R

190,629

66,630

257,259

77,946

25,704

103,650

76,489

25,080

101,569

(1,457)

(624)

(2,081)

(2%)

G

Central Budgets
Total Trust Expenditure

NET INCOME & EXPENDITURE
Interest Received *
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT

4,593

Total Trust Income
Total Annual Turnover before Interest received
Interest Received *
Total Annual Turnover

(2,074)

(394)

(2,074)

(394)

(480)

(4,656)

(6,711)

(1,457)

(624)

(2,055)

(66)

(27)

(49)

0

0

(21)

77%

G

(21)

1,914

0

0

0

0%

G

0

(4,846)

(1,457)

(624)

(2,076)

4,593

1,914

4,047

1,914

1,914

(2,770)

EBITDA
Memorandum Note
Annual Turnover (at Month End) Financed By;

(225)

8.7%

£000
257,739
257,739
66
257,805

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

(2,466)

(4,846)

Segmental Performance
YTD
Forecast
£000
£000
Bournemouth & Christ'ch Locality
245
(41)
Dorset Locality
(1,030)
(565)
Poole & East Dorset Locality
(1,291)
(1,407)
Total
(2,076)
(2,013)

G

476

(2,013)
5.1%

APPENDIX 2
Dorset HealthCare University NHS Foundation Trust

2016/17 CIP
Forecast Full
Year Effect
(recurrent)

£000

£000

£000

Workforce Redesign
Workforce redesign/agency

LB

1,700

2,107

1,307

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

EY

166

167

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

LB

167

250

250

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

SO'D

167

489

206

16-CIP-1.1c

Vacancy Management

LB/EY/SO'D

1,300

1,300

1,300

16-CIP-1.5

Medical Staffing

NK

280

298

372

16-CIP-4.1a.1

Finance Directorate Workforce

MM

83

93

110

16-CIP-4.1b

E Procurement

MM

17

0

17

16-CIP-7.1

Business Development workforce

MM

12

12

12

16-CIP-7.2a

Human Resources workforce

CH

71

71

54

Operational Efficiencies
16-CIP-1.2

Rationalisation of Service Level Agreements

SO'D

250

270

250

16-CIP-1.3

Community Hospitals income

SO'D

172

172

172

16-CIP-6.0

Operational Travel Savings by Directorate

MM

322

322

322

Support Services
14-CIP-4.6

Tax Efficiencies

MM

213

276

0

16-CIP-4.1a

Finance Directorate efficiency savings

MM

510

662

10

16-CIP-4.3

Procurement led initiatives

MM

300

268

234

16-CIP-5.1

Medicines Management

FH

77

77

77

16-CIP-7.2b

Human Resources efficiencies

CH

8

8

8

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

NP

9

9

9

Property Management (Estates) Savings
15-CIP-4.11

Soft FM efficiencies

MM

1

1

16-CIP-2.1

Reduction in rental across the estate

MM

250

116

222

16-CIP-2.2

Income from premises rental

MM

296

250

113

16-CIP-2.3

Energy savings on utilities (includes energey savings)

MM

28

69

75

16-CIP-2.4

Rates rebates negotiated through Finance

MM

0

13

0

15-CIP-4.1

Coburg Court tenancy disposal

MM

100

0

100

Estates Disposal
16-CIP-3.1

Sale of Castle Hill

MM

900

962

15

16-CIP-3.2

New site disposals from opportunity list

MM

672

280

279

8,070

8,542

Forecast Outturn Variance: Fav. / (Adv.)

5,681
(2,861)

Full Year Effect towards 2017/18 Savings Target

472

QIA
complete
Level 1

Stakeholde
rs engaged
/ managed

Lead Director

16-CIP-1.1a

Total 2016/17 CIP savings to be achieved

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 CIP Scheme

2016/17 CIP
Current
Forecast

Plan Status

CIP Ref

2016/17 CIP
Plan

Risk Level against
2016/17 achievement

2016/17 Cost Improvement Programme (CIP)

APPENDIX 2

Dorset HealthCare University NHS Foundation Trust
2016/17 Cost Improvement Programme (CIP) - Profiling Detail

2016/17 Monthly Profiling
Actual
2016/17 CIP Scheme

CIP Ref

Recurrent
('R), Non

R/NR

Forecast

May

June

July

August

September

October

£000

£000

£000

£000

£000

£000

£000

-

-

-

-

-

-

-

2,107

-

-

-

-

-

-

-

167

51

250

125

862

126

586

407

November December

January

February

March

Actual
Outturn
£000

April

16-CIP-1.1a

Workforce redesign/agency

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

R

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

R

2

35

9

153

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

R

12

12

117

183

85

-

-

-

-

-

489

16-CIP-1.1c

Vacancy Management

R

-

-

-

-

-

-

-

1,300

16-CIP-1.5

Medical Staffing

R

17

37

-

-

-

13

-

-

298

16-CIP-4.1a.1

Finance Directorate Workforce

R

48

-

-

-

-

-

-

-

93

16-CIP-4.1b

E Procurement

R

-

-

-

-

-

-

-

-

16-CIP-7.1

Business Development workforce

R

12

-

-

-

-

-

-

-

12

16-CIP-7.2a

Human Resources workforce

R/NR

54

-

-

-

-

-

-

-

71

16-CIP-1.2

Rationalisation of Service Level Agreements

R

-

-

-

-

25

25

25

270

16-CIP-1.3

Community Hospitals income

R

86

-

-

-

-

-

-

-

172

16-CIP-6.0

Operational Travel Savings by Directorate

R

322

-

-

-

-

-

-

-

322

14-CIP-4.6

Tax Efficiencies

R

23

(4)

50

23

23

23

23

23

23

23

23

276

16-CIP-4.1a

Finance Directorate efficiency savings

R/NR

10

47

345

261

-

-

-

-

-

-

-

662

16-CIP-4.3

Procurement led initiatives

R

72

71

-

-

-

51

268

16-CIP-5.1

Medicines Management

R

-

-

-

2

77

16-CIP-7.2b

Human Resources efficiencies

R

8

-

-

-

-

-

-

-

8

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

R

9

-

-

-

-

-

-

-

9

15-CIP-4.11

Soft FM efficiencies

R

1

-

-

-

-

-

-

-

1

16-CIP-2.1

Reduction in rental across the estate

R

100

16

-

-

-

-

-

116

16-CIP-2.2

Income from premises rental

R

250

-

-

-

-

-

-

250

16-CIP-2.3

Energy savings on utilities (includes energey savings)

R

-

-

-

-

-

-

-

69

16-CIP-2.4

Rates rebates negotiated through Finance

-

-

-

-

-

-

-

13

15-CIP-4.1

Coburg Court tenancy disposal

-

-

-

-

-

-

-

-

16-CIP-3.1

Sale of Castle Hill

NR

-

-

-

-

-

-

-

962

16-CIP-3.2

New site disposals from opportunity list

NR

-

-

-

-

-

-

280

280

8,542

80

1,300
34

140

56

45

17
195
17

1

68
22

74
63

69
12

NR

0

R
948

14

4

4

4

Total CIP savingsachieved/to be achieved:

1,712

2,518

800

1,210

689

819

195

23

27

65

52

433

Actual 2016/17 Cumulative CIP savings profile

1,712
1,362
350

4,230
2,188
2,042

5,030
4,306
724

6,239
5,035
1,204

6,929
5,148
1,781

7,748
5,448
2,300

7,942
5,728
2,214

7,965
5,893
2,072

7,992
6,303
1,689

8,057
6,667
1,390

8,109
6,916
1,193

8,542
8,070
472

Planned 2016/17 Cumulative CIP profile
Monthly cumulative CIP variance: Fav / (Adv)
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£000

QIA
complete
Level 1

£000

Stakeholde
rs engaged
/ managed

£000

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 Cost Prevention Scheme

Lead
Director

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

Plan Status

Cost Prevention
Ref

2016/17 Cost
Prevention
Plan

Risk Level against
2016/17 achievement

2016/17 Cost Prevention Programme

Operational Efficiencies to manage cost pressures
16-RED-4.1

Bournemouth and Christchurch

EY

692

422

422

16-RED-4.2

Poole and East Dorset

LB

247

165

165

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

PICU Male and Female

16-RED-1.0

Patient Transport

16-RED-5.0

Procurement

Dorset

SO'D

199

199

199

Prisons

SO'D

1,500

1,500

1,500

EY

1,100

1,039

1,039

250

125

125

0

77

77

470

470

3,996

3,996

MM

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage

3,988

Total 2016/17 Cost Prevention savings to be achieved

0

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

8

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

2016/17 CIP Scheme

Recurrent
('R), Non
Recurrent
(NR)

Forecast

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

199

-

-

-

-

-

-

-

-

1,500

-

-

-

16-RED-4.1

Bournemouth and Christchurch

R

363

20

39

16-RED-4.2

Poole and East Dorset

R

27

24

113

16-RED-4.3

Dorset

R

199

16-RED-3.0

Prisons

R

16-RED-2.0

PICU Male and Female

R

-

16-RED-1.0

Patient Transport

R

-

16-RED-5.0

Procurement

R

77

R

470

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage

345

(69)

60

1,164

Total CIP savingsachieved/to be achieved:

345

(69)

649

1,208

699

Actual 2016/17 Cumulative Cost Prevention savings profile

345

276

2,832

345

276

925
722
203

2,134

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

2,134

2,832

Note
The above figures are based on month 5 forecasts.

422
165

-

-

-

1,039

-

1,039
-

-

125

-

125

-

-

-

-

-

470

-

125

-

3,996

77

2,832
1,444
1,388

2,832
2,544
288

1,039
3,871
3,871

3,871
3,266
605

3,871

3,996

3,871

3,996

3,996
3,988
8

APPENDIX 3
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 31 August 2016

NON-CURRENT ASSETS

£000's

£000's

£000's

31 March
2016

31 July
2016

31 August
2016

£000's
Movement
(Month on
Month)

Intangible assets
Property, plant and equipment

148
159,646

136
158,828

133
158,808

(3)
(20)

TOTAL NON-CURRENT ASSETS

159,794

158,964

158,941

(23)

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

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

746
0
1,470
(210)
(3)
3,107
3,126
271
1,905
0
32,567

735
161
2,046
(199)
(1)
1,604
3,830
185
1,704
0
35,912

(11)
161
576
11
2
(1,503)
704
(86)
(201)
0
3,345

39,165

42,979

45,977

2,998

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

(1,952)
0
(7,721)
(1,566)
(679)
0
(8,160)
0
(1,028)

(2,330)
0
(7,602)
(1,949)
(807)
0
(7,775)
(1,235)
(1,016)

(378)
0
119
(383)
(128)
0
385
(1,235)
12

TOTAL CURRENT LIABILITIES

(21,583)

(21,106)

(22,714)

(1,608)

TOTAL ASSETS LESS CURRENT LIABILITIES

177,376

180,837

182,204

1,367

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

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

0
(2,010)

0
(1,990)

0
(1,992)

0
(2)

175,366

178,847

180,212

1,365

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

(31,080)
(91,504)
(56,263)

(31,080)
(92,869)
(56,263)

0
(1,365)
0

(175,366)

(178,847)

(180,212)

(1,365)

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

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

£23,263 k

APPENDIX 3

NOTES

1.

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

Total Trade Debtors

£000's

£000's

£000's

31 March
2016

31 July
2016

31 August
2016

£000's
Movement
(Month on
Month)

1,386
112
504
561

2,892
192
100
637

1,628
513
120
661

(1,264)
321
20
24

2,563

3,820

2,921

(899)

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

Agenda Item 10c

Investment Fund Proposals, September 2016
Part 1 Board Meeting 28 September 2016
Author

Executive Directors

Sponsoring Board Member

Director of Finance and Strategic Development
To present the proposed investment schemes to be supported
by the centrally held £1m Investment Fund.

Purpose of Report

In setting the 2016/17 budget the Board wished to ensure that
the Trust had sufficient resources to invest in pump-priming new
community service models and in resourcing projects that would
improve performance and productivity and strengthen the
capability of the Trust.
At that stage, specific schemes had not been developed but a
maximum of £1m was made available against which priority
areas for investment could be considered.
At the May 2016 Board meeting it was noted that investment
schemes should:
 have clearly identified outcomes and benefits, which will
facilitate a robust year-end review.
 be completed within the 2016/17 year.
 seek to support the repositioning of the Trust for the
future.
In the main, the investment proposals have followed this
direction, however there are some projects which are likely to
continue into 2017/18 which merit funding. These projects had
not been developed at the time of setting the budget for
2016/17.
Any funding required into next year will need to be considered
as part of budget setting discussions.
Pilots will need review at the end of the financial year.
Successful pilots meriting rollout will also require consideration
in setting 2017/18 budgets.
Recommendation
Engagement and Involvement

The Board is asked to approve the proposals.
Executive Directors and their operational teams
Finance Business Partners

Executive Performance and Corporate Risk Group
20 September 2016.
Monitoring and Assurance Summary
Previous Board/Committee
Dates

This report links to the
Strategic Goals



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

Board of Directors March 2015

Any action required?
Yes











Yes
Detail in report

No
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Dorset HealthCare University NHS Foundation Trust
Finance & Performance Management Directorate
2016/17 Investment (Revenue) Proposals for £1m Investment Funding

Proposal

Clinical/Service team
development

Integrated Hubs
development to 7
day working

Nurse workforce
development pilot

Lead

Description

Benefit

NP

Commission an expert partner to deliver a programme of
intensive team development work for both clinical and nonclinical teams. The training is likely to be delivered in stages,
tracking and building on progress across a number of sessions.
Will fund development of a six-month developmental/learning
programme for clinical and support teams to progress through
as a single cohort, rather than one person developing or learning
in isolation from their team. The intention is to trial with a CMHT
and a community hospital.

Trust Leadership Forum and Trust Executive have boosted leadership
development; is now a critical need to introduce team development
opportunities that enable teams to learn and develop together,
improving relationships, staff and patient experience, and patient
outcomes. The programme will have the aim of developing lasting
positive change to behaviours, practice, team dynamics, partnership
working as well as improving productivity and skills. It will have
additional benefits of improving staff engagement and influence in
support of the staff engagement strategy.

SO

H&SC co-ordinators provide the admin link between mental and
physical health, and social and acute care, to provide effective coordinated rapid response to patients with complex needs, improve
Pump prime an increased number of Health and Social Care cointegrated working, reduce duplicate visits, avoid admissions, expedite
ordinators to cover 7-day working. Only the Weymouth hub has
weekend transfers and discharges. This has already been proven to
7-day cover currently.
work well in Weymouth and Portland. This will ensure that DHC has in
place a key enabler to effective integrated locality team working, which
is a Trust and System priority for the future.

SO

Trialling a new model. North Dorset GPs would like to work with
us on a pilot to look at a nursing workforce that works across
primary, community and community hospital. Two joint
practitioner posts would be established. In due course 50%
would become a shared cost with primary care.

KPIs / Deliverables

Training scoped and commissioned
Minimum x2 teams completing training in 16/17
Feedback forms from training to be 90% rating
overall good or excellent.
Team improvement metrics identified by team
from the quality metrics when starting the
programme.

Integrated teams identify all patients common to
their caseload, across mental health, physical
health and social care.
Each team reports admission avoidance and
weekend transfers and shows improvement.

Test what could work in future development of a new skill set and
Joint practitioner posts established and filled
workforce. Needed to address known reduction in medical capacity in
Evaluation report completed by Locality
primary care and in our community hospitals.
Manager/GP practice March 2017

Estimated Estimated
Cost
Cost
Rec
NR

Total
16/17
Spend

Total
17/18
Spend

0

0

80

80

222

75

75

68

34

34

Proposal

Clinical/Service team
development

Advertising for
recruitment and
retention

Smoke free Pilot

Lead

NP

NP

FH

Description

Benefit

Commission an expert partner to deliver a programme of
We
have team
already
made goodwork
progress
to update
intensive
development
for both
clinicalthe
andquality
non- of
recruitment
materials
and toisimprove
attendance
at local and
clinical teams.
The training
likely to our
be delivered
in stages,
national
other events.
This
additional
tracking recruitment
and buildingand
on progress
across
a number
of investment
sessions.
will
and build
that activity,
supporting more
Willsupplement
fund development
of aonsix-month
developmental/learning
targeted
and
sustained
advertising
and
marketing
of
Trust
programme for clinical and support teams to progress through
employment
opportunities.
Theone
campaign
will run overorthe
as a single cohort,
rather than
person developing
learning
remainder
thetheir
yearteam.
and will
target
traditional
recruitment
in isolation of
from
The
intention
is to trial
with a CMHT
periods
of Autumnhospital.
and the new year. Each burst will run for a
and a community
period of 4-6 weeks, using a mix of online, print and out-of-home
advertising channels – all based on feedback from other trusts
on what has boosted recruitment there. The advertising will be
supported with a microsite, featuring newly-produced Dorset
HealthCare staff videos, heavy social media activity and editorial
promotion in the relevant media.
The creative theme, on which the campaign will be based, will be
tested with DHC staff members and refined accordingly.
Depending on the evaluation of the first phase of the campaign,
funds could be redirected to the channels proving the most
effective in generating interest and job applications.

Trust Leadership Forum and Trust Executive have boosted leadership
development; is now a critical need to introduce team development
opportunities that enable teams to learn and develop together,
improving relationships, staff and patient experience, and patient
outcomes. The programme will have the aim of developing lasting
positive change to behaviours, practice, team dynamics, partnership
working as well as improving productivity and skills. It will have
additional benefits of improving staff engagement and influence in
support
of the
engagement
This money
willstaff
be used
to createstrategy.
and deliver an engaging campaign
that raises the profile of the Trust as an employer both locally and provisionally - in the London area. We aim to create maximum impact
and achieve a high return on investment. All of this activity will be
thoroughly evaluated for effectiveness and impact.

The benefits of stopping smoking are well known. The Trust has
a duty of care to protect the health of, and promote healthy
behaviour among, people who use or work in their services.
There is also extensive evidence on effective and cost-effective
stop smoking interventions. ‘Smoking cessation: acute,
maternity and mental health services’ (NICE public health
guidance 48) recommends that secondary care providers’ duty
of care should include providing them with effective support to
stop smoking or to abstain from smoking while using or working
in secondary care services.
Smoking prevalence amongst people with a mental health
condition is substantially higher than in the general population.
Since the mid 1990’s, smoking in the general population has
fallen from around 27% to 19% by 2014. By contrast, smoking
rates among people with a mental health condition have not
fallen, with estimates putting the figure at around 40%
throughout the past 20 years. Mental health conditions vary but
there is evidence that smoking prevalence is higher across a
range of conditions and that smoking rates increase with the
severity of the illness. Studies which examine prevalence within
individual mental health conditions have found prevalence of
around 60% in people with probable psychosis and up to 70% for
people in psychiatric units.

Benefits of quitting to the patient, to staff and to the Trust
• Stopping smoking improves both physical and mental health even in
the short term and reduces the risk of premature death by reducing
the risk of respiratory and vascular disease.
• Nicotine increases the metabolism of drugs so when a person stops
smoking their medication can often be reduced. Given that smoking
can reduce their effect, smoking increases psychotropic drug costs in
the UK by up to £40 million (Royal College of Physicians 2013).
• A systematic review of studies measuring changes in mental health
following smoking cessation found that quitting smoking was
associated with reduced depression, anxiety and stress, and improved
positive mood and quality of life, compared with continuing to smoke.
• For those on low income, quitting smoking can relieve financial
stress, if you stop smoking 10 cigarettes a day, you'll save more than
£1000 a year.
• There is no risk-free level of exposure to second hand smoke and
breathing it in can have both immediate and long-term health
consequences. Smoke free mental health wards will bring immediate
benefits to staff and other non-smoking patients and visitors by
eliminating exposure to second-hand smoke.
• No more ‘smoke breaks' for patients gives more available contact
time between the staff and patients.
• It is the right thing to do – even if it is difficult!

KPIs / Deliverables

Delivery of 2 recruitment campaigns
Campaign evaluation for channel effectiveness
Increase in awareness locally of Dorset
HealthCare
Marked increase in the number of job
applications

• Implementation of smoke free inpatient wards
on Nightingale House, Nightingale Court,
Glendinning, Pebble Lodge and Florence House
• Number of patients who have commenced on
Trust supported NRT programme
• Number of patients who have a successful quit
attempt
• Number of times the smoke free ward is
breached by a patient
• Number of staff trained in brief intervention to
support stopping smoking
• Feedback from patients on these wards as to
how it makes them feel
• Feedback from staff as to the benefits and
weaknesses of the programme
• Monitor any increases in violence and
aggression with the implementation of the
programme.

Estimated Estimated
Cost
Cost
Rec
NR

Total
16/17
Spend

Total
17/18
Spend

0

0

80

0

90

90

47

47

Proposal

Clinical/Service
team
CSR
Team
development

Service Line
Management

Lead

Description

Benefit

SO
NP

Commission an expert partner to deliver a programme of
intensive team development work for both clinical and nonclinical teams. The training is likely to be delivered in stages,
tracking and building on progress across a number of sessions.
Buy
in capacity
to support
CSR & single
co-ordination centre
Will
fund
development
of a six-month
developmental/learning
programme for clinical and support teams to progress through
as a single cohort, rather than one person developing or learning
in isolation from their team. The intention is to trial with a CMHT
and a community hospital.

Trust Leadership Forum and Trust Executive have boosted leadership
development;
is now aoversight
critical need
to introduce project
team development
Co-ordinate
requests,
of programme,
support
opportunities
that enable
learn and
develop
together,
Progress
opportunities
toteams
delivertolocality
plans
in line with
STP,
improvingproposals
relationships,
andcontingent
patient experience,
and patient
ICS/CSR
that staff
are not
on public consultation
outcomes.outline
The programme
will have
the aim of&developing
lasting
Complete
business cases
for Weymouth
Portland, and
other
positiveareas,
change
behaviours,
practice, team dynamics, partnership
priority
toto
progress
hub development
workingscoping
as well as
improving
productivity
Project
of Local
Authority
work and skills. It will have
additional benefits of improving staff engagement and influence in
support of the staff engagement strategy.

MM

To develop and roll out service line reporting and Patient Level
Costing

KPIs / Deliverables

Additional capacity engaged
All CSR data requests fulfilled
Locality action plans in place with agreed
deliverables by March 2017 for each locality

3 stages are planned to be delivered:
• Phase 1 – Profit / loss making services data
[September 2016]
• Phase 2 – Service Line Reporting with matrix
reporting functionality [April 2017]
• Phase 3 – Patient Level Costing [April 2018]
Phase 1 will:
• Support discussions with commissioners for
the annual contract planning process.
• Provide transparency over cross subsidisation
between commissioners.
• Provide a basis for discussions on areas
where a cost reduction or market exit may be
considered.
Improved service management and decision making including better
• Continue to carry limitations in some
understanding of profit / loss making services and understanding cost allocations of costs, particularly around Medical
and value variations between our services. This will open up
job plans and Estate cost.
discussions to drive efficiency and effectiveness improvements.
Phase 2 will:
• Build on phase 1 and provide functionality to
report across locality or service area in a matrix
set up, reducing leads times for responding to
information requests.
• Support discussions with partner organisations
in respect of alternative ways of working, by
allowing transparency of our costs in geographic
and service areas.
• Include improved estate cost allocations
following a detailed review of every room in our
estate and determination of the service which
occupies it.
Phase 3 - outside the scope of 2016/17

Estimated Estimated
Cost
Cost
Rec
NR

Total
16/17
Spend

Total
17/18
Spend

0
Not
permanent,
but may
0 from
benefit
further NR
investment
in 2017/18

200
80

200

0

0

56

31

26

Proposal
Development of
alternative models to
current medical
staffing
arrangements
Clinical/Service team
development

Lead

NK
NP

Viability of running a
small nursing home

NK

Organisational
Development

NP

Pharmacy support to
release medical time
on wards

SO

KPIs / Deliverables

Description

Benefit

Engagement an
Commission
with
expert
Bournemouth
partner toUniversity
deliver a to
programme
develop alternative
of
intensive
skill
mix arrangements
team development
and delivery
work forofboth
careclinical
modelsand
to reduce
nonclinical teams.
reliance
on medical
The training
staffingisposts
likely to be delivered in stages,
tracking and building on progress across a number of sessions.
Will fund development of a six-month developmental/learning
programme for clinical and support teams to progress through
as a single
cohort, rather
one
person developing
or learning
Scoping
exercise.
Usuallythan
to be
financially
viable, a nursing
in
isolation
from
their
The intention
to trial into
withthe
a CMHT
home
needs
to be
80 team.
beds plus,
as a newisentrant
and
a
community
hospital.
market. However, if we were opening one with different
apportioning of overheads, and use existing management
structures, would it be feasible to have a smaller one? This
would cover stage 1 and 2 as per the proposal but not the
completion of the final stage i.e. a full Business Case.

Reduction
Trust
Leadership
in workforce
Forumcosts
and Trust
to deliver
Executive
savings.
have
Improved
boosted quality
leadership
of
development;
care
as a result
is of
now
solving
a critical
the recruitment
need to introduce
problems
teamassociated
development
with
opportunities
medical
posts.that enable teams to learn and develop together,
improving relationships, staff and patient experience, and patient
outcomes. The programme will have the aim of developing lasting
positive change to behaviours, practice, team dynamics, partnership
working as well as improving productivity and skills. It will have
additional benefits of improving staff engagement and influence in
support of the staff engagement strategy.
The scoping exercise will allow us to make a decision as to whether it
is viable for the Trust to enter the nursing home market.

Commission an independent partner to undertake a study of the
effectiveness of current Trust arrangements for systematically
collecting and acting on patient / public / carer feedback and
insights.

The Trust is in the process of developing its own quality improvement
Production of a an independent report in to
methodology and patient / public / carer feedback and insights must
current effectiveness to support development of
form a core aspect of this. Understanding how well we are currently
the Trust's quality improvement methodology.
doing will identify where we need to improve and in what priority order.

New Medical staffing skill mix proposals
completed
Clear action plan for next steps to enable
delivery of the proposals produced

Completion of scoping
Recommendation provided

Potential to reduce dependence on medical time in community
hospitals and to pump prime changes in the community skill mix to
support integrated locality teams. Roll-out and extension of successful
pilot in Wimborne and Shaftesbury to 5 more hospitals (near patient
dispensing; self-medication; operational support for new ways of
working once e-prescribing and administration is implemented;
Significant pressure on limited GP medical cover in community
medicines reconciliation and population of discharge medication on
hospitals is exacerbated by the length of time that visiting
admission and discharge; follow-up at risk patients in their own homes;
doctors spend writing up meds. This has been cited by 4
At least 5 appointments in place by March 2017
medicines optimisation/review). Benefits will also include a reduction
practices recently in discussions about their capacity to continue
Evaluation completed by March 2017
in waste, better patient outcomes and medicines support for
to provide the medical cover.
community based teams in the West. This requires a skill mix as
follows:
• 4 x B5 Pharmacy Techs
• 1 x B6 Pharmacy Tech
• 1 x 8a Pharmacist

Estimated Estimated
Cost
Cost
Rec
NR

Total
16/17
Spend

Total
17/18
Spend

15

0

0

0

15

0

80

0

15

15

25

25

219

0

60

219

509

638

672

245

Value of 16/17 expenditure included in Month 5 Finance Forecast

500
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People Management
Part 1 Board Meeting 28 September 2016
Author

Colin Hague, HR Director

Sponsoring Board Member

Colin Hague, HR Director

Purpose of Report

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

Recommendation

The Board is asked:
1. To note the report, including the changes to be given on
the agency assurance submission, as out in paragraph
2.1 of the report;
2. To agree revised ‘Freedom to Speak up Guardian’
arrangements as set out in paragraph 3 of the report;
3. To confirm that future People Management reports
should be scheduled every other month.

Engagement and Involvement

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

Previous Board/Committee
This follows a monthly Part 1 Board reporting on People
Dates
Management in July 2016
Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
Any action required?

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

Yes

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











Yes
Detail in report

No











1.0 Executive Summary – September 2016
Agency management continues to improve and is significantly ahead of the NHS Improvement
target at month 5 by £2.1 million as well as being £3.8m lower than for August 2015.and
additional assurances can now be given in returns. Data shows higher use of bank staff and
reduced use of agency staff compared with previous levels.
Full-time equivalent staff in post has increased by 169.61 since August 2015. Improvements in
the vacancy position have occurred in Organic Older Persons Mental Health and Prison
Healthcare, although vacancy pressures still exist in a number of service areas including RGN
vacancies in Community Hospitals.
Reports suggest that Dorset HealthCare Junior Doctors may not take part in planned national
industrial action in October, November and December although impacts on Dorset HealthCare
services as a consequence of action taken by Junior Doctors deployed for other NHS
organisations may be expected.
Following the Freedom to Speak up report by Sir Robert Francis, changes are proposed to the
Dorset HealthCare Guardian arrangements. This follows consultation with trade unions. The
proposed Guardian is the Associate Director of Nursing and Quality who will be expected to be
supported by a network of 4 individuals. The Guardian will not be accountable to the Executive
Director of Nursing and Quality for their Guardian role responsibilities, holding a more
autonomous and independent role. The Trust Guardian can link in with appropriate NonExecutive Directors where this is appropriate and will be a member of the Board Sub-Group that
oversees whistleblowing processes. These arrangements will be subject to review after a year.
An appointment of a Guardian of Safe Working that the Trust is required to appoint, relating to
the new Junior Doctor contract, is planned to be in place by October 2016.
Mandatory Training levels are now above 95% and benchmarking shows Dorset HealthCare
current levels above all regional national benchmarking levels. Dorset HealthCare had the
highest rate of all participating organisations
This People Management report involves a changed format and content from previous reports.
Additional information on HR data will also in future be reported in the Integrated Corporate
Dashboard. It is considered that People Management reports would now be more appropriately
submitted every other month rather than monthly.
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2.1

Agency and Bank Management
Following the ongoing success of the agency project, agency reliance and costs continue to be
significantly reduced this year. As a result of a range of significant actions, agency expenditure was
£415k for month 5 compared to £1,246 in month 5 in 2015/16. At the end of month 5 the Trust was
in a positive position of £2.1m against the NHS Improvement threshold limit of £4.2m. Agency
expenditure year to date is £3.8m lower than for the same period last year (£5.9m).
Month 5

Cumulative Agency YTD Total

Medical
£'000

Nursing
Qualified

Nursing
Unqualified

£'000

£'000

Non-Clinical*
£'000

Other
Professional
Groups
£'000

Contingency
£'000

Total
£'000

402

3,218

YTD DHC Trajectory Agency Ceiling Target

866

1,136

236

266

313

Total Agency Spend

827

676

145

213

277

2,137

All Trusts are now required to report weekly to NHS Improvement (NHSI) on the number of shifts

where there had been a need to use an agency outside of the parameters determined by NHSI.
“Is the Board assured of the governance process for rostering?” is a question asked within the
return the Director of HR is required to make to NHSI. The response given to-date taking account
of data reliability has been “No” while work takes place to strengthen systems and processes
relating to rostering and getting information on agency staff engaged. It is now believed that
governance has been sufficiently strengthened in this area to be able to answer “Yes” for future
weekly returns. The Board are asked to note this change.
Our rostering process is now a strong one. Through the introduction of regular reporting the
Associate Director of Nursing and Quality is assured of an increased oversight of all rosters that
are now on electronic rostering system. Reports are regularly disseminated through the Directorate
management teams relating to additional duties, annual leave and other key information that
increases our assurance on the quality of rosters. Any changes to agreed templates are signed off
by local managers and overseen by the Associate Director or Director of Nursing dependent on the
level of change. Approvals are required for engagement of agency staff above thresholds.
2.2

Current Recruitment and Vacancy Position and Attraction, Recruitment and Retention
Measure

31 August 2015

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

4470.95
8.23%
4890.25
402.36

31 August
2016
4640.56
9.57%
5154.49
493.41

164.71
1653.43
237.65

197.69
1722.24
295.72

Change
169.61
1.34%
264.24
91.05
32.98
68.81
58.07

Compared with last August, the budgeted establishment has increased by 264.24 posts and
169.61 more full time equivalent staff are in post. The percentage of vacancies has increased to
9.57% as a consequence of the higher establishment.
Nursing vacancies still remain a particularly difficult staff group to recruit to and the previously
difficult areas of Organic Older Peoples Mental Health and Prison Healthcare services in Devon
have seen reductions in their vacancy factor from 29.61% to 11.37% and 23.87% to 20.68%
respectively.
Most of the Community Hospitals have Registered General Nurse vacancies with Swanage,
Bridport and Wareham Hospitals reporting the highest vacancy factor at 33.03%, 32.5% and
28.05% respectively.
August and September has seen promotion of the Trust and careers at a number of external
events, including Bournemouth Air Show, Dorset County Show and RCN Jobs Fair London.
A working group has been formed to consider the process of engaging Apprentices and will include
how they are recruited. A small number of Apprentices have already been recruited.
Consideration is being given to international recruitment for nursing and medical staff. This is at
very initial stages, more updates will be provided in due course. A first round of staff videos has
been launched and screened on 19 September 2016 and will now be used on the Trust website
and in promotional material
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Vacancy position by service grouping at August 2016.

High Level Grouping
Children’s & Young Peoples
Community Services
IAPT
Mental Health
Prisons
Sexual Health
Support Services
2.3
a)

Total
Employee Relations

WTE
Budget
establish
ment
539.56
2016.18
177.87
1393.55
186.25
36.53

Vacant FTE
25.61
193.73
-1.17
142.04
22.5
6.78

Vacancy Rate
4.75%
9.61%
-0.66%
10.19%
12.08%
18.56%

804.55

103.92

12.92%

5154.49

493.41

9.57%

Organisation changes – Formal consultation processes have been initiated in the following
services:
• Child and Adolescent Mental Health Services (CAMHS)
• St Leonards Night Shift changes
• Acquiring of the Telehealth service through a TUPE transfer from September 2016 involving
pan Dorset hub service and initial mobilisation will involve recruitment of additional Band 7
nursing roles.

b)

Junior Doctors - Despite on-going rejection by BMA members of the new contract for doctors in
training, and continued industrial action, the Government has made clear that implementation of
the new contract will go ahead as planned. All the Trust’s 26 junior doctor training places are in
psychiatry and this group will move to the new contract arrangements in February 2017. The
changes will provide an improvement in basic pay – an increase at transition on average of 13.5%
with a lesser proportion of pay being variable, providing for a more stable salary for doctors and
increased pension benefits. This will present a cost pressure for the Trust.
Monthly 5 day strikes are planned to go ahead on 5-7 October and 10-11 October, 14-18
November and 5-9 December. There are indications that Dorset HealthCare psychiatry Junior
Doctors will not take action although Junior Doctors working for other Trusts again has the potential
to affect Community Hospital Service providers. The HR Director will make nationally required
returns on behalf of the Board

c)

Guardian of Safe Working - Interviews for the role of this Guardian of Safe Working relating to
Junior Doctors are scheduled for 23 September. The introduction of this Guardian role is part of
the package of arrangements contained within the new junior doctor contract and is designed to
ensure that issues of compliance with safe working hours are addressed by the doctor and/or
employer/host organisation as appropriate, and to provide assurance to the Board that doctors'
working hours are safe.

d)

The Cavendish Coalition - NHS Employers have convened a coalition of organisations across
health and social care to address shared challenges in light of the UK’s vote to leave the EU. A
joint statement of purpose has been determined. The coalition will carry out work in three main
areas:
• Improving domestic access to training and employment
• Providing certainty to EU citizens currently working in health and social care

3

• Ensuring longer-term access to global recruitment (though with a clear preference to recruit
domestically)
e)

Tier 2 Points-Based Immigration - The first stage of changes the government is making to the
Tier 2 points-based immigration route are due to take effect in Autumn 2016. The second stage of
changes will take effect from April 2017.

f)

National Payroll Week - Events to provide support to employees have been held.

3.

Raising Concerns and Whistleblowing Guardian
The current Speaking Up and Blowing the Whistle Policy provides for the Director of HR as
Freedom to Speak Up Guardian. This has been reviewed following the Francis Report
recommendations by the Trust Board group which reviews whistleblowing cases. It has also been
subject to Trade Union consideration.
It is proposed the Freedom to Speak Up Guardian role is provided by the Associate Director of
Nursing & Quality supported by 4 Directorate nominated individuals jointly agreed with Trade
Unions who support this approach.
The Guardian role will be completely separate from the Associate Director of Nursing & Quality’s
main role and they will not report to the Executive Director of Nursing and Quality or Chief
Executive, but will have access to members of the Board group to support them in carrying out the
role as appropriate, including the Senior Independent Director and the Chair of the Audit
Committee.
This arrangement will be reviewed after 12 months. Action is now required to implement these
arrangements, including modifying the Freedom to Speak up: Raising Concerns (Whistleblowing)
Policy to reflect the changes and communicating the changes.

4.

Equality and Diversity
NHS Employers Partnership Programme - Dorset HealthCare will be hosting this regional
Equality Delivery System 2 Roadshow event with NHS England on 24 November 2016. The event
will take place at the Executive Business Centre, Holdenhurst Road, Bournemouth.

5.

Occupational Health (OH)

a)

OH Service Review - The OH service are introducing a new schedule of charges for external
customers which will come into effect on 1st October 2016. The last costing exercise was
undertaken 2 years ago.
The total Occupational Health income generated in 2015/2016 was £707k with services to Dorset
Police, Dorset County Hospital accounting for just over 50% of the total income for the year.
Occupational health services were provided to 145 local businesses last year. A new contract for
services has just been agreed with a local engineering firm to commence in October 2016 with an
estimated value of £12kpa There have been no contract losses in the last 18 months.

b)

Staff Flu Programme - The staff flu programme is now commencing on 5th October 2016 at the
forthcoming Allied Health Professionals conference in Wareham. Due to support from the locality
managers on the flu strategy group the number of peer vaccinators has increased by 80% this year
providing a wide spread of coverage across Dorset. The Occupational Health service has also
recruited additional bank staff to support the delivery of the programme. A voucher scheme is
available this year again for staff unable to access a clinic or drop in session. As part of the
CQUIN, a cohort of senior clinical staff have been identified with a target vaccination uptake of 75%
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for this group (a target felt to be unrealistic by Providers).
Ahead of this year’s Flu Campaign, intranet pages have been updated, posters produced and other
avenues explored to publicise the campaign and encourage take up. Clinic dates will be published
later this month.
c)

Health and Wellbeing.
September.

National Cycle to Work Day was supported on

Wednesday, 14

Arrangements have been made for Care first to attend the Leadership Forum on 16 November to
deliver general awareness and managing pressure awareness sessions to managers.
6.

Learning and Development

a)

Mandatory Training Benchmarking Tool - The changes made to mandatory training frequencies
have improved current mandatory training compliance levels to 95.88%.
Skills for Health have introduced a new benchmarking tool to allow organisations to monitor their
core mandatory topic compliance levels both nationally and locally. Trust compliance figures are
being submitted on a monthly basis and the information is then available online to compare with
other areas. The report is split into 3 parts, one part is shown below with the brown column
indicating Dorset HealthCare compliance. (See Appendix 1). Dorset HealthCare had the highest
rate of all participating organisations.

b)

Leadership update - Nine Dorset HealthCare staff have successfully completed the nationally
approved HealthCare Leadership Model (HLM) 360° feedback training programme. This has
enabled the roll-out of the HLM 360° feedback assessment tool to 40 senior leaders (Band 8B+) as
part of a pilot.
The new leadership pathway will be rolled out in January 2017. This will see the introduction of a
two day “Introduction to Leadership” course for new team leaders within Dorset HealthCare and
staff that would like to refresh their leadership skills (Band 4+). This new course will complement
the already established and well received Empowering Leaders: Empowering Teams course.

c)

Venous Thromboembolism (VTE) - Management of VTE has been chosen as a quality priority
this year, as we realise that many of our patients have risk factors e.g. over the age of sixty five
and with reduced mobility. One of the quality standards published in the last year was around the
Management of VTE Prophylaxis. Dorset HealthCare have therefore proposed to reduce the risk to
patients by ensuring all inpatients’ receive timely venous thromboembolism preventative
management (prophylaxis). In order to achieve this indicator an interactive VTE learning module
has been developed on the learning platform eHub.

d)

Introducing “The Resilient Health Worker Course” - A new course will enable Dorset
HealthCare’s workforce to develop the tools they need to create their own personal balance
between caring for others and caring for themselves. Identifying and managing stress, burnout and
compassion fatigue, experiencing strategies to keep mentally well and looking at support available
both within the organisation and outside, this valuable course offers staff the opportunity to create
their own individual wellbeing toolkit.

e)

Introducing “Mental Health Awareness course” - This new course is aimed at the staff with no
or limited knowledge or experience of working with people that have mental health difficulties. The
course is designed to offer an overview of mental health awareness and supporting people within a
recovery approach.

f)

Work experience - The Learning and Development Service is developing a work experience
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programme to offer people within the Dorset community opportunities to experience what it is like
to work within the NHS. This is part of the Trust’s corporate responsibility to support the attraction
and development of the future workforce to the NHS. Healthcare organisations offering work
experience have discovered all sorts of unexpected benefits such as lowered recruitment costs and
improved management skills of existing staff.
g)

eHub update - During August 2016, three new eLearning courses have been developed:
Flu Vaccine update for 2016/2017 is now available on eHub.
Smoking Cessation is coming to the end of the pilot and a review meeting is planned to enable the
course to go live. The feedback from the pilot has been very positive so far.
A Frailty training course is currently being piloted before going live.
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Six Monthly Review of Inpatient Nurse Staffing Establishment:
Ensuring Safe Staffing
Part 1 Board Meeting 28 September 2016
Author
Sponsoring Board
Member
Purpose of Report

Recommendation

Cara Southgate, Associate Director of Nursing & Quality and
Fiona Haughey, Director of Nursing & Quality
Fiona Haughey, Director of Nursing & Quality
Dorset HealthCare Trust Board is accountable for ensuring that the
organisation has the right culture, leadership and skills in place for safe,
sustainable and productive staffing. It is also responsible for ensuring
proactive, robust and consistent approaches to measurement and
continuous improvement, including the use of a local quality framework
for staffing that will support safe, effective, caring, responsive and wellled care.
This report provides the evidence and assurance to the Board that these
responsibilities are taken seriously and that the Trust can demonstrate to
patients, staff and stakeholders how the Trust is meeting the ten
expectations of the National Quality Board ‘Supporting NHS providers to
deliver the right staff, with the right skills, in the right place at the right
time’.
The Trust Board is requested to:
• Receive this report as the current Trust position with regards to
the 10 expectations of the NQB Safer Staffing requirements;
• Note the ongoing recruitment difficulties and the current work to
review workforce roles and structures to support the delivery of
safe, effective patient care
• Note the content of the report and the actions being taken to
ensure the Trust in patient staffing establishments deliver safe
care

Engagement and
Involvement
Previous Board/
February 2016
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 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
Any action required?
I confirm that I have considered each of the
implications of this report, on each of the
Yes
Yes
No
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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1.

BACKGROUND

1.1

The purpose of this paper is to provide the Trust Board with a six monthly report on nurse
staffing within our inpatient wards and to provide assurance that the Trust has a clear and
validated process for monitoring and ensuring safe in-patient staffing. This is in accordance
with the expectations of NHS England National Quality Board (NQB) and the Care Quality
Commission (CQC). During the year detailed monthly staffing reports are discussed at the
Executive Quality and Risk Group and presented quarterly to the Quality Governance
Committee for overview and scrutiny.

1.2

In October 2014, the Five Year Forward View, made a commitment to‘re-energise’ the
National Quality Board (NQB). Recognising the ultimate responsibilities of individual NHS
boards for the quality and safety of the care being provided by their organisation, it was also
recognised the value in a forum where the key NHS oversight organisations can come
together regionally and nationally to share intelligence. Therefore in 2015, the NQB was reestablished, with new clinical and professional focused leadership and membership.

1.3

The National Quality Board (NQB) in their updated guidance published in July 2016 Supporting NHS providers to deliver the right staff, with the right skills, in the right place at
the right time, sets out 10 refreshed expectations and a framework within which
organisations and staff should make decisions about staffing that put patients first. These
expectations are to support provider boards to make local decisions that will deliver high
quality care for patients within the available staffing resource. The document replaces the
2013 NQB guidance “How to ensure the right people, with the right skills, are in the right
place at the right time: A guide to nursing, midwifery and care staffing capacity and
capability”.

1.4

Sections 1 and 2 outlines the key principles and tools that provider boards should use to
measure and improve their use of staffing resources to ensure safe, sustainable and
productive services. Section 3 identifies three updated NQB expectations that form a
‘triangulated’ approach (‘Right Staff, Right Skills, Right Place and Time’) to staffing
decisions. An approach to deciding staffing levels based on patients’ needs, acuity and
risks, which is monitored from the ‘ward to board’, will enable NHS provider boards to make
appropriate judgements about delivering safe, sustainable and productive staffing.

1.5

NHS Improvement is coordinating work to develop safe staffing improvement resources
for a range of care settings including: mental health, learning disability and community.
These resources are expected to be available later in 2016/17, with approval from the
NQB.
2
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1.6

This paper presents the progress against the NQB 10 expectations for Right Staff, Right
Skills, Right Place and Time to assure the Board that it is meeting its responsibilities.

2.

EXPECTATION 1: RIGHT STAFF

2.1
2.1.1

Evidence-based workforce planning
Dorset HealthCare does use evidence based guidance. It should be noted that there is no
specific NICE guidance for community hospitals or mental health inpatients. In 2014 the
organisation undertook a baseline review against NICE clinical guideline No. SG1. This
was revisited as part of preparation for this paper. It is important to note the guideline is
aimed at Adult Acute Hospitals.

2.1.2

The Royal College of Nursing (RCN) guidance on safe staffing for older people’s wards 1
is used to advise and inform staffing levels and is used by the organisation as a guide
when reviewing nursing staffing levels in community hospitals. In the RCN guidance the
recommended levels for a 28 bedded ward are as below:
Skill Mix

Registered Nurse
Patient Ratio

Staff Patient Ratios

Basically safe care

50:50

1:7

1:3.3 – 1:3.8

Ideal, good quality care

65:35

1:5 – 1:7

1:3.3 – 1:3.8

2.1.3

Appendix 1 highlights how the Trust community hospital wards compare against this
formula. All wards meet the basically safe care standard.

2.1.4

For a number of years the community hospital wards have undertaken an audit of acuity
and dependency of patients using the Safer Nursing Care Tool2.

2.1.5

This paper reports results from the audit undertaken in April 2016 and highlights the
outcome for each ward using this tool over five rounds. The Safer Nursing Care Tool
(SNCT) is one method that can be used to assist Chief Nurses to determine optimal
nurse staffing levels for in-patient wards. The tool was originally created in 2007 by
Professor Katherine Fenton, Chief Nurse at University College London Hospitals NHS
Foundation Trust and Professor Hilary Chapman, Chief Nurse at Sheffield Teaching
Hospitals NHS Foundation Trust. At that time, the tool was supported through the
Association of UK University Hospitals and known as the AUKUH Patient Care Portfolio.
This has been used widely across the NHS, private sector and in some hospitals
overseas.

2.1.6

The Safer Nursing Care Tool is made up of 2 elements: a decision matrix based upon the
classification of levels of critical care patients (Comprehensive Critical Care, DH 2000).
This is used to determine the level of acuity/dependency of all patients. Secondly, nurse
sensitive indicators such as infection rates, complaints, pressure ulcers and falls, are
monitored to ensure that the staffing levels determined in element 1 are enabling the
delivery of patient outcomes we aim to achieve.

2.1.7

Using the two elements together offers nurses a reliable method against which to deliver
evidence-based nurse staffing plans. Table 1 below presents the overall results
compared to results from January 2014 against funded establishments in Community
Hospital physical health wards. Canford ward did not collect data in previous rounds as
the ward was opened initially for 6 months.
1
2

Royal College of Nursing (RCN), (Sept 2012). Safe staffing for older people’s wards
The Shelford Group (2013) The Safer Nursing Care Tool
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Table 1

2.1.8

From the results it could be concluded that our funded establishments are generally
sufficient to care for the patients during this period with the exception of Tarrant and
Jersey wards.
• Jersey Ward has exceeded the funded establishment on the last three rounds.
However the ward has received additional Occupational Therapy Support Workers
this year who are not currently captured using this tool (6.4 wte between 2 wards).
Jersey Ward does not feature as an outlier on any of the nurse senstive indicators
measured in April 2016.
• Tarrant Ward has exceeded the funded establishment for the first time and
discussions are taking place as to what the ward requires to ensure it can be
responsive to the needs of its patients. When triangulated with nurse sensitive
indicators, Tarrant ward is highlighted on the nurse sensitive indicators as having the
highest number of patients falling and had the most patients attending the ward for
day treatment - this is in addition to the inpatients.

2.1.9

Three Older People’s Mental Health wards (Chalbury, St Brelade’s and Herm) have
undertaken rounds of the Safer Staffing Tool during the same time period as the
community hospitals. The results for older people mental health wards should be
considered with the knowledge that the tool was not designed for this area of speciality.
The outcome is highlighted below and further work is required to understand the
nurse/patient ratio required for the two remaining units now that Chalbury has closed.

2.1.10

Mental Health inpatient units have not used any acuity/dependency tools. However, the
ward managers are able to describe and inform using their expert knowledge that informs
the organisation of any changes to support patient needs.

4
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2.1.11

The organisation has, however, recently volunteered to join a project to further develop
the Mental Health Safe Staffing Multiplier Tool 3. Three senior staff are attending a
workshop in September 2016 to contribute to the tool development. The Associate
Director of Nursing and Quality and the Inpatient Mental Health Lead are then joining a
‘how to’ workshop in November 2016 to start data collection in December 2016. We will
then have the opportunity not only to compare internally but to benchmark externally.

2.2
2.2.1

Professional Judgement
The Associate Director of Nursing and Quality has met with all mental health ward
managers (with the exception of Nightingale Court, Herm and St Brelades) and
community hospital matrons. All were asked for their professional judgement on current
agreed levels for their areas of responsibility. The outcomes of these conversations and
reflections will be considered in more detail at the Executive Quality and Clinical Risk
Group.

2.3
2.3.1

Compare staffing with peers
The Trust participates in relevant NHS benchmarking projects including community
hospitals, mental health and community services, urgent care and CAMHS. These
projects include questions regarding workforce, providing an opportunity to benchmark
against other participants.

2.3.2

The Trust has an agreed local staffing and quality dashboard which is included in the
staffing report to the Executive Quality and Clinical Risk Group on a monthly basis and
quarterly to the Quality Governance Committee. It provides details of staffing levels
alongside key quality metrics. This is analysed each month to help detect key areas of
concern requiring further investigation, and to identify wards which require direct attention
to within the report.

2.3.3

Each month the Trust submits data to Unify on the average fill rates of registered staff
and non-registered staff in the day and at night per ward. This also forms part of the
Trust board integrated dashboard and shows how well wards have been staffed
according to their planned levels of staffing.

2.3.4

Over the past six months the levels of staffing have been fairly constant overall, with the
combined average fill rate in the day fluctuating between 96% and 102%. At night this
has been between 102% and 106% each month. A rise has been noted in the period in
the fill rate for registered staff in the day which has increased by 3.6% from 87.2% in
March to 90.8% in August 2016.

3.

EXPECTATION 2: RIGHT SKILLS

3.1
3.1.1

Mandatory training, development and education
For Trust services which are available 24 hours a day, such as inpatient areas, staffing
establishments are calculated with added 23% headroom this is in part to support
mandatory training and education.

3.1.2

Ward Managers and Ward Sisters are supernumerary and Band 6 staff are also
supernumerary for 2 days per week, providing the opportunity for mentorship and
supervision.

3

Health Education West Midlands working in partnership with NHS England. Mental Health
Staffing Framework
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3.1.3

Mandatory Training levels are now above 95% and benchmarking shows DHC current
levels are above regional and national performance.

3.1.4

Following an online survey and various focus groups, more than 600 staff have given
some valuable feedback on the quality of their appraisal and provided suggestions on
how we can continue to improve the appraisal experience for everyone. From this
feedback the following things have been achieved so far:
•

•
•

The Appraisal Policy and Guidance document has been updated and made easier to
follow and NMC Revalidation/AHP Re-registration have been included in updating
these new documents so that discussion around professional registration and its
requirements are part of the appraisal process.
A number of small changes have been made to the appraisal module of Ulysses
following the feedback from staff.
Behaviour and appraisal objective workshops were delivered across the county to
capture ideas around objective setting, provide examples for different roles, and
educating staff on the need to be aligning their objectives with the Trust priorities.
The outcomes of these workshops enabled specific examples of objectives to be
written for a range of roles to enable staff to read as part of their appraisal
preparation. These are now displayed in the Appraisal Preparation Pack and on the
appraisal module of Ulysses.

3.1.5

In Collaboration with the Nursing and Quality Directorate, the Learning and Development
Service has worked with the system provider, Ulysses, to develop a Revalidation module
so that the Trust can support staff with recording their Nursing and Midwifery Council
(NMC) Revalidation which came into effect 1st April 2016.

3.1.6

Staff learning needs are discussed as part of the Appraisal process and a PDP (Personal
Development Plan) is agreed at the Appraisal in order to ensure the Appraisee is
supported to meet their objectives for the year ahead. As part of the Learning Needs
Analysis (LNA) process, all learning needs are extracted from the online Appraisal
module of Ulysses twice a year.

3.1.7

The Trust is engaged with Dorset CCG as they develop other models of service delivery
through their Clinical Services Review. This will lead to increased flexible working and
changes in acuity and dependency of patients. Other pathways including the Mental
Health Acute Care Pathway that are in development include and consider the education
and training needs of our nursing workforce.

3.1.8

The following provide examples of how the Trust develops leadership skills within the
organisation:
• Leadership Forum: a bi-monthly leadership forum to bring together senior leaders to
reflect and make decisions on cross-Trust operational and strategic issues and
support their development.
• Coaching: Since April 19 applications for coaching have been received, with 47
coaching sessions having taken place.
• Team Development: Since April 2016 fifteen teams held Team Development Away
Days and 8 have registered expression of interest.
• The Empowering Leaders: Four cohorts have taken place since April with a total of
58 attending.
• 9 DHC staff have successfully completed the nationally approved HealthCare
Leadership Model (HLM) 360° feedback training programme. This has enabled the
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roll-out of the HLM 360° feedback assessment tool to 40 senior leaders (Band 8B+)
as part of a pilot.
3.1.9

Potential Impact of Nursing Bursaries
In July 2016, the Government confirmed its decision (set out in November 2015) to
replace NHS bursaries for nursing and allied health professional students in England with
student loans. The changes will only apply to nursing students studying in England who
begin their undergraduate course from August 2017. There are concerns that the
scrapping of bursaries will be detrimental to the recruitment and retention of nurses and
midwives.

3.1.10

Research has not been conducted into how the introduction of fees will impact upon the
application rate for nursing places. The Government does not know if the introduction of
fees will exacerbate the NHS nursing shortage. There is a high risk that a loan system will
be an obstacle to people from lower income backgrounds and those changing careers
later in life.

3.1.11

The Trust is working with Bournemouth University to consider the potential impact on
training places locally and will monitor how this progresses as we head toward the
implementation date.

3.1.12

New Roles
Alongside the nursing bursary reforms the Government are introducing apprentice roles
for healthcare workers and a new Nurse Associate role to increase access to these
professions whilst maintaining the value of degree-level study. Unions are continuing to
work with the Government and Department of Health in relation to implementation of
these plans. The Trust is involved in these initiatives and working with local education
providers to consider how these programmes can be developed.

3.2
3.2.1

Working as a multi-professional team
The Trust was successful in a bid for financial support by Health Education England to
develop an Advanced Practice Framework. This project is developing a career
framework for nurses and other professionals Band 6 and above. This is providing a
clear path for career progression for professional staff and to define roles for the
organisation under the banner of ‘Advanced Practice’.

3.2.2

DHC has and is working to develop multi professional roles both as part of the Advanced
Practice Project and other work streams these include extended roles for health care
assistants in the community, occupational therapists within ward establishments in older
peoples mental health and Band 4’s in prisons.

3.2.3

We continue to be actively engaged in the Community Services Review led by Dorset
Clinical Commissioning Group. Clinical staff and management are involved in the shaping
of future services and the required workforce required to provide these services. Within
some of the community hospitals a new role has been established over the past year.
Health and Social Care Coordinators support teams and patients in achieving discharge
or support in their home or onwards to an appropriate care setting.

3.2.4

At present it is not easy to capture the hours supporting inpatients provided by
physiotherapists, occupational therapists and other professionals. This is due to many of
these professionals working in the community and with inpatients. These staff provide
essential care and support for patients and it will be increasingly important going forwards
to capture this input.
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3.3
3.3.1

Recruitment and Retention
The Trust recognises the existing recruitment challenges:
•
National shortages of newly registered health professionals
• The large number of small sites from which the Trust provide services, across a wide
geographical area (much of it rural)
• Attracting staff to work with the over 65 age group in both physical and mental health
services is difficult, but particularly so in mental health services

3.3.2

Similar to other Trusts, DHC continues to be impacted upon by the national lack of
available mental health and general nurses particularly at band 5. Proactive workforce
analysis, rigorous recruitment and maximising opportunities for commitment to and use of
new roles is in progress to continually support the Trust to meet ongoing clinical demands
and staffing requirements.

3.3.3

In order to attract sufficient numbers of staff to meet service needs, more innovative and
unique approaches to recruitment are already being considered by the Trust. Work has
progressed and a Recruitment and Retention Project Group Is considering the collective
approach required. A variety of recruitment strategies have been undertaken including,
local open days, stands at national and regional recruitment events, targeted advertising
and developing, delivering and evaluating a generic recruitment marketing campaign to
raise the profile of the Trust as an employer and to highlight the range of opportunities
available. Recent events have led to approximately 200 interested job seekers which we
are making contact with and sending regular updates to. Additionally:
• A process has been commenced to look at international recruitment for nursing and
medical staff. A number of agencies have been invited to provide information on how
they could support a recruitment campaign overseas in European as well as further
afield countries. This is only in the very initial stages, more updates will be provided
in due course.
• To date, 51 new starters have claimed relocation packages since April 2015, to
support moving to the area to take up a position with the Trust that is considered hard
to recruit to.

3.3.4

Staffing and vacancies
Compared with last August, the budgeted establishment has increased by 264.24 posts
and 169.61 more full time equivalent staff are in post. The percentage of vacancies has
increased to 9.57% as a consequence of the higher establishment.
Measure
Actual FTE
Vacancy Rate from ledger
Budgeted establishment
Vacant fte (excludes
vacancies of 0.2 or less)
Nursing vacancies
Nursing establishment
Non-nursing vacancies

3.3.5

31 August
2015
4470.95
8.23%
4890.25
402.36

31 August
2016
4640.56
9.57%
5154.49
493.41

164.71
1653.43
237.65

197.69
1722.24
295.72

Change
169.61
1.34%
264.24
91.05
2.98
68.81
58.07

Nursing vacancies still remain a particularly difficult staff group to recruit to and the
previously difficult areas of Organic Older Peoples Mental Health and Prison Healthcare
services in Devon have seen reductions in their vacancy factor from 29.61% to 11.37%
and 23.87% to 20.68% respectively.
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3.3.6

Most of the Community Hospitals have Registered General Nurse vacancies with
Swanage, Bridport and Wareham Hospitals reporting the highest vacancy factor at
33.03%, 32.5% and 28.05% respectively. Similarly, our mental health wards are also
challenged with recruitment of registered nurses with Twynham Ward at 60%, Waterston
and Haven at 39%. This position will change in the next few months as we have recruited
19 newly registered RMNs that will have a positive impact on the mental health ward
vacancy rates.

3.3.7

The wards are constantly monitored for staffing fill rates and in the event that staffing falls
below an acceptable, safe level and sufficient bank /agency nurses cannot be found
decisions are taken to mitigate patient harm. This includes taking decision to reduce bed
numbers or close the ward to further admissions. This has occurred within the past six
months in Bridport Hospital and Swanage Hospitals with bed numbers being temporarily
reduced to ensure patient receive the right care. As mentioned earlier where the staffing
resources are not available a ward will be closed with beds relocated to other areas – this
has occurred at Weymouth Hospital - Chalbury ward with the relocation of the beds to St
Brelades and Herm Wards at Alderney Hospital.

3.3.8

Twynham ward (mental health low secure unit) has the highest numbers of vacancies for
mental health inpatient wards at 60.08%. A pilot has been agreed as a recrutiment and
retention strategy to offer an initial payment of £1,000 as an introductory incentive for any
person taking up a substantive qualified nursing post in Twynham; a further payment of
£1,000 would be payable after 12 months. Both of these payments would stipulate a
completion of a minimum 2 year deployment which would be reclaimed if the person left
the service early. If this is sucessful it will be used to attract staff to other hard to recruit to
areas such as older people’s mental health. The ward manager has advised he has
recently recruited 3 RMN’s to commence in November and has further interviews
planned.

3.3.9

Alongside attracting the right staff, is maintaining our focus on retaining the good staff the
Trust already has. The Recruitment and Retention Project Group will focus energies in
this area, we recognise further work is needed. In addition The Associate Director for
Nursing and Quality recently submitted a bid to the Burdett Foundation to support a
project on retention of Band 5s.

4.

EXPECTATION 3: RIGHT PLACE AND TIME

4.1
4.1.1

Productive working and eliminating waste
Nursing staff are encouraged to work across localities and clinical areas working within
their own competence and professional standards. The Trust Bank when recruiting staff
encourages bank nurses to work across a range of services.

4.1.2

E Roster enables effective use of available resource. It enables ward managers and
sisters to have information relating to skill mix, annual leave allocation, unutilised
contracted hours and additional duties required.

4.1.3

Monthly reports are produced and available for Ward Managers and Sisters to utilise.
There have been some comments that the information produced is not always accurate
as there can be a time lag between staff leaving or changing contracted hours and update
from ESR. Therefore work needs to continue to improve these reports.

4.1.4

In 2015 the Trust launched its Nursing Strategy this reflects ‘Compassion in Practice’
2012 4 The organisation continues to focus on improving productivity, providing the
4

(2012) Compassion in Practice. Nursing, midwifery and care staff our vision and strategy
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appropriate care to patients, safely, effectively and with compassion, using the most
appropriate staff.
4.1.5

The organisation is continually seeking to ensure that staff use their time to care in a
meaningful way. Six community hospital inpatient wards have signed up to the Quality
Mark for Elder Friendly Wards. Part of the work to achieve accreditation involves
observation of care. This will enable Ward Sisters and Matrons to identify where care is
meaningful and where it is not.

4.2
4.2.1

Efficient deployment and flexibility
The Trust aims to maximise clinical capacity and skill mix and ensure this is aligned to the
needs of patients as they progress on individual pathways and to patterns of demand,
thus making the best use of staffing resource and facilitating effective patient flow. This is
visible to the organisation via the electronic rostering system and us of activities metrics
utilised by the directorates.

4.2.2

E Roster gives ward managers and sisters and senior managers actual staffing levels
available and can be compared to the required levels on the template. Ward managers
and sisters can access additional duties if the acuity and or dependency of patients are
considered to be above these levels.

4.2.3

If planned numbers are not considered to be enough following the utilisation of permanent
staff and temporary workforce a Ulysses can be completed and these are copied to the
Locality Manager, Associate Director and Director of Nursing. These are considered in
monthly staffing exception reports.

4.3
4.3.1

Efficient employment, minimising agency use
The organisation is actively working to reduce agency staff usage in line with NHS
Improvement nursing agency rules. Agency Price Caps have been in place since
November 2015, this means Trusts could not pay more to agencies than the percentage
specified above the rate paid to substantive staff of that Banding without reporting
breaches of these pay rates to NHS Improvement on a weekly basis. Wage caps were
also introduced in July 2016 with set maximum rates of pay for agency workers. The
Trust has reported weekly breaches of the agency caps, since their introduction.

4.3.2

In the last six months there has been significant reduction in the use of agency staff.
Agency expenditure for months 1-5 2016/17 is £2.1m compared to £5.9m for the same
period last year. The agency expenditure figures for September (month 6) are not yet
available but are expected to be maintained at the reduced level that has been seen to
date this year.

4.3.3

Work is currently underway to ensure that the significant reduction in the use of agency
nurses has not had an adverse impact on quality of patient care or of putting additional
pressure on our current workforce by stretching existing resources rather than seeking
agency cover.

4.3.5

Trust Bank
Work continues to strengthen the Trust bank to support all our clinical areas as below:
Total number of bank only workers

(801)

Starters since May 2016
(45)

Total (846)

Allied Health Professionals
Healthcare Assistance & Mental
Health Support workers
Registered nurses

43

1

44

446
312

32
12

478
324
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4.3.6

All new starters are automatically offered an additional bank contract. The Trust bank
leadership has been strengthened to ensure that there is continued quality monitoring of
bank workers and that the service continues to grow and provide a workforce that meets
the needs of services across the organisation.

4.3.7

As part of the local Sustainability and Transformation Plan (STP) the Trust works with
partners on workforce planning for the future and is signed up to the Pan Dorset leading
and working differently strategy. The Trust is a member of the Dorset Workforce Action
Board. Once the STP is more fully formed the Trust will work to ensure that future
workforce planning and staffing needs are part of this wider system approach.

4.3.8

The Trust works with local commissioners and submits a quarterly scorecard on workforce
metrics to Dorset CCG. The Trust also submits its workforce plans to Health Education
England on an annual basis, with details of current workforce provided on a quarterly
basis.

4.3.9

The Practice Development Team work collaboratively with university partners to ensure
that all clinical placement areas are audited at least once every two years. The multiprofessional audit tool concentrates on three standards – Student Support, Progression &
Achievement; Quality Monitoring and Practice Assessor Information. Practice areas are
required to provide evidence to demonstrate they meet each criterion. Where there is
limited or no evidence an action plan is agreed to improve the highlighted area. The
information from audits is triangulated with the university student evaluation form which is
completed at the end of each placement and through feedback obtained from student
reflection forums and 1-1’s. Students are encouraged to share innovative practice
improvement ideas during their placements and to involve themselves in team/trust
projects.

4.3.10

Shift times are consistent across community hospital within other units there are various
shift times as illustrated in Appendix 3. This creates some difficulty when wanting to use
staff efficiently and as is illustrated there are a number of shifts that have an odd number
of minutes which are difficult to monitor and manage. This inconsistency will be reviewed
with a view to rationalising these shift times to agree consistency across the wards.

5.0

CONCLUSION AND RECOMMENDATIONS

5.1

Dorset HealthCare strives to deliver safe, compassionate care at all times and continues
to monitor the needs of our patients to ensure that we are providing safe staffing levels
staffing levels.

5.2

The Trust continues to be challenged in recruiting to Band 5 registered nursing posts
across mental health wards and community rehabilitation wards. All efforts are being
taken to attract, recruit and retain a high quality workforce.

5.3

The Trust Board is asked to:
•
•
•

Receive this report as the current Trust position with regards to the 10 expectations
of the NQB Safer Staffing requirements;
Note the ongoing recruitment difficulties and the current work to review workforce
roles and structures to support the delivery of safe, effective patient care
Note the content of the report and the actions being taken to ensure the Trust in
patient staffing establishments deliver safe care

11

Agenda item 12

APPENDIX 1
COMMUNITY HOSPITAL INPATIENT WARDS COMPARED TO RCN GUIDANCE
RCN recommended levels
Skill Mix

Registered
Patient Ratio

Basically safe care

50:50

1:7

1:3.3 – 1:3.8

Ideal, good quality care

65:35

1:5 – 1:7

1:3.3 – 1:3.8

Hospital/Ward

Current No
of beds

Ratio of
Registered
Nurses/patients
per shift
Daytime

Ratio of total
staff/patient
Ratio
per shift
Daytime

Measure Using RCN
recommendations

Westhaven Radipole

34
24

Alderney Guernsey

25

Alderney Jersey

23

Bridport Langdon (beds
reduced June 16)
Bridport Ryeberry (beds
reduced June 16)
Wimborne Hanham

16 (22)

St Leonards Fayrewood

22

St Leonards Canford

16

Portland Castletown

16

Wareham Saxon

16

Shaftsbury
Shaston/Ashmore
Sherborne Beech

16

Sherborne Rowan

15

Swanage Stanley Purser

15

E = 1:3.4
L = 1:4.25
E= 3.43
L= 4
E= 3.57
L=5
E= 3.2
L = 4.6
E= 3.14
L = 4.4
E= 2.6
L= 4
E= 3.7
L = 4.4
E= 3.14
L= 4.4
E= 3.2
L= 4
E= 3.2
L= 4
E= 3.2
L= 4
E= 3.2
L= 4
E= 3
L= 3.75
E= 3
L= 5
E= 3
L= 3.75

Basically safe care

Blandford Tarrant

E =1:8.5
L =1:8.5
E =1:11
L =1:11
E =1:8.3
L =1:8.3
E = 1:7.6
L = 1:7.6
E =1:7.3
L =1:7.3
E =1:8
L =1:8
E =1:11
L =1:11
E =1:11
L =1:11
E =1:8
L= 1:8
E =1:8
L =1:8
E =1:8
L =1:8
E =1:8
L =1:8
E =1:8
L =1:8
E =1:7
L =1:7
E =1:7.5
L =1:7.5

8 (16)
22

15

12

Nurse Staff Patient Ratios

Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Basically safe care
Ideal, good quality
care
Ideal, good quality
care
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Annual Plan deliverables 2016/17: six-month progress update
Part 1 Board Meeting 28 September 2016
Nicola Plumb, Director for Organisational Development and
Participation

Author
Sponsoring
Member

Board Nicola Plumb, Director for Organisational Development and
Participation

Purpose of Report

The purpose of this paper is to present the 2016/17 annual plan
deliverables to the Board and provide an update on progress
made towards their achievement.

Recommendation

The Board is recommended to note the six-month update
regarding progress made against this year’s annual plan
deliverables.
The Board is recommended to agree to the amendment of the
IM&T deliverable, in light of discussion at the June 2016 board
meeting, so that it acknowledges the importance of IM&T
systems’ support to business support and corporate services
teams.
The Board is recommended to agree to the amendment of a three
year financial plan to a two year financial plan, achieving
alignment to national timescales.

Engagement
Involvement

and

Previous
Board/Committee Dates

Board meeting, June 2016

Monitoring and Assurance Summary
This report links to
the Strategic Goals

1. To provide high quality care – first time, every time
2. To be a valued partner and expert in partnership working with
patients, communities and organisations
3. To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research and
evidence-based practice
4. 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

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










2

Yes - detail in report

No










ANNUAL PLAN DELIVERABLES 2016/17: SIX-MONTH PROGRESS UPDATE

BACKGROUND
The purpose of this paper is to present the 2016/17 annual plan deliverables to the Board
and provide an update on progress made towards their achievement.
The Board last discussed the 2016/17 annual deliverables at its June 2016 meeting,
alongside consideration of an evaluation of the 2015/16 annual deliverables.
THEMATIC REVIEW
Quality
Deliver the Annual Quality Priorities set out in the Quality Account
Deliver the CQC Action Plans against the 16 core service areas
Deliver the Trust’s CQUIN targets of £4,767k
Remain on track to deliver the nine work streams of the national Sign Up to Safety campaign

Deliver the Annual Quality Priorities set out in the Quality Account
Good progress has been made in working toward the achievement of the quality priorities for
2016/17 and a quarterly progress report is shared with the Quality Governance Committee.
An overview is given below.
Patient experience
The Trust has signed up to the pan-Dorset carers’ strategic vision 2016-2020 and has
introduced a carer’s passport at Westhaven, Portland and St Leonard’s community hospitals.
Carers identify themselves on arrival at the hospital and are given a badge, or ‘passport’,
that enables them to stay beyond regular visiting hours, providing reassurance and
additional help for the person they are caring for.
Nine wards at our community hospitals are working to achieve the Quality Mark for Elderfriendly Hospital Wards. The Quality Mark is designed to promote and recognise excellence
in the care of people over the age of 65 and this is the first time the College Centre for
Quality Improvement (CCQI) at the Royal College of Psychiatrists have worked with wards
from community hospital settings. The programme outcomes are designed to demonstrate
commitment to provide good, high-quality care, identify areas for improvement and develop
an action plan the local teams can deliver to achieve a consistently good quality of essential
care for older people.
Clinical effectiveness
A Venous Thromboembolism e-learning module has been developed in line with NICE
guidance and the Trust’s VTE policy. The e-learning hub provides easy access to learning
via an electronic portal with all the mandatory and clinical courses in one place. Staff can
access training from any computer device.

The quality of end of life care at Portland Community Hospital, Swanage Hospital, The
Yeatman Hospital in Sherborne and Wareham Community Hospital has been recognised
with each hospital now achieving Gold Standard Framework (GSF) accreditation. GSF is a
systematic, evidence based approach to optimising care for patients approaching end of life.
It helps to improve the quality of care experienced by the patient and improves coordination
across boundaries, enabling patients to live well and die well. This also reduces the
numbers of inappropriate acute hospitalisation.
Patient Safety
We have established a deteriorating patient steering group and attended the Patient Safety
Collaborative breakthrough learning event in September 2016, hosted by the Wessex AHSN.
We are focusing our work streams on development of a ten minute tool box talk on NEWS,
ensuring that all new patients to a Community Matrons caseload have a Treatment
Escalation Plan (TEP) in place within 96 hours, and developing a deteriorating patient icon
on SystmOne.
Deliver the CQC Action Plans against the 16 core service areas
The Board receives monthly updates on progress to deliver the CQC action plans against
the 16 core service areas. The re-inspection in March 2016 was reported on in September
and four of the services reviewed changed their rating from ‘requires improvement’ to ‘good’.
Good progress is being made against the action plans across all the services.
Deliver the Trust’s CQUIN targets
As a Trust we have agreed two national CQUINS – ‘Improving the health and wellbeing of
NHS staff’ and ‘Physical health of people with serious mental illness (PSMI)’ in addition to
three local schemes, ‘Improving transfer and discharge of care’, ‘Frailty identification and
care planning’, and ‘Mortality governance’.
The Trust celebrated a Staff Wellbeing Week in June 2016 with more than 40 separate
sessions organised by volunteer staff to encourage mindfulness, new hobbies and general
wellbeing activities. More than 150 staff members sampled taster sessions ranging from
knitting and sign language to ballet, meditation and laughter yoga at locations around the
county. We have established two staff netball teams and are looking for more people to join
an indoor rounders league. 40 staff have volunteered to be Health and Wellbeing
champions, organising lunch time walks from several Trust sites.
We are currently planning our staff winter flu vaccination campaign and have an ambitious
CQUIN target of 75% uptake across the workforce. This is an extremely stretching target for
Dorset HealthCare and we are working hard to give all staff easy access to the vaccination.
Frailty work is evolutionary and we have developed an e-learning module which is one of the
first of its type in the country. We have also linked this work plan with the frailty development
in the Weymouth Hub and with the establishment of the Christchurch Hub frailty project.
We continue to develop our mortality governance processes and have recently been
involved in the CQC thematic review of mental health deaths, which was an opportunity for
sharing and learning.
Sign Up To Safety
The Trust continues its work under the banner of the national ‘Sign Up To Safety’ campaign,
which started in 2014. The vision of the campaign is to reduce avoidable harm across the

UK and to save 6,000 lives. The Trust has developed nine work streams and progress is
reported on a quarterly basis to the Executive Quality and Clinical Risk Group with annual
reports to the Quality Governance Committee.
Examples of improvements made under Sign Up to Safety’ over the past six months include:
•
•
•

improved and more timely learning from incidents of pressure ulcers with a reduction
in the number of avoidable pressure ulcers experienced by our community patients
the development of a suicide prevention group involving Dorset Clinical
Commissioning Group and the Samaritans, with the aim of improving prevention
approaches across health services
improvement of the quality of information and ways in which information is shared at
the points of transfer and discharges between services.

Integration and Transformation
Influence and shape the future of health and care services in Dorset and for Trust services
through the Sustainability and Transformation Plan (STP) and Clinical Services Review
(CSR).
Deliver key transformations to patient services in line with the STP and CSR, including:
frailty services; end of life care; children and young people’s services; acute mental health
pathway; older people’s mental health; out of hospital care.

Many senior clinical leaders and managers are actively influencing and informing the
development of the Clinical Services Review, the acute mental health pathway review and
the Sustainability and Transformation Plan.
This is reflected in the consistency and alignment with Dorset HealthCare’s own vision and
strategy of the community services proposals approved for consultation by Dorset Clinical
Commissioning Group (CCG) at its July 2016 Governing Body. This work continues and the
Trust is well represented on the delivery workstreams for the STP, the Clinical Services
Review clinical working groups, the integrated community services work and the acute
mental health pathway review.
In September we launched a major staff engagement programme – ‘Have your say’ – to
develop the Trust formal response to Dorset CCG’s public consultation due to go live in
November 2016.
We continue to build strong relationships with GP and primary care colleagues across all
localities, which form the foundations for service transformation in line with our own locality
plans and the CSR proposals.
Key transformations include:
•
•
•

Relocation of Chalbury ward admissions to Alderney hospital and the development of
an intermediate community dementia service in the west of the county
Launch of a brand new Armed Forces (Veterans) Community Health and Wellbeing
team
Transformation and opening of brand new digital X-ray facilities at Wimborne Victoria
Hospital

•
•
•
•
•
•
•
•
•
•
•
•
•

A brand new minor injuries unit at Bridport community hospital and at Wimborne
Victoria Hospital
The opening of the Weymouth Urgent Care Centre
Five community hospitals now achieving Gold Standard Framework accreditation for
end of life care in line with our end of life vision
Implementing an integrated ‘hub’ module on SystmOne, connecting primary and
community mental and physical health care and rolling this out across eight hubs by
the end of 2016/17
Development and implementation of NICE complaint care pathways for community
mental health
Establishment of the Christchurch Hub to improve care for frail elderly patients, in
partnership with Royal Bournemouth Hospital
Revision of the model of care and clinical leadership of the Crisis / Home treatment
service
A new partnership with YMCA to support flow and timely discharge in the acute
mental health service
Consolidation and reprovision of countywide electroconvulsive therapy services to
improve quality and patient experience
Revision of the model of care and leadership on Chine ward to improve patient
experience
Establishment of a seven days-a-week eating disorder service offering assessment
and treatment
Development of an evidence-based eating disorder carers’ training programme to
empower carers in their caring role
Integration of physical and mental health service in Poole North: One Trust, One
Mind. The model is now being used in other localities.

Enablers
Develop and deliver a Workforce Plan, working from the HR Strategy themes, focused on
workforce effectiveness and efficiency, skills and competencies
Be an active influencer on the Dorset Workforce Advisory Board to support system-wide
workforce needs
Transform the effectiveness of the IM&T infrastructure and systems to support frontline
clinical teams
Make substantial progress at a more rapid pace, to deliver the Estates Strategy, including
addressing utilisation and cost reduction

Workforce
The Board receives regular updates on HR and workforce matters via the People
Management report. Delivering workforce improvements remains a priority for the
organisation to ensure we maintain safe staffing levels and provide a quality service to our
patients.
We have continued to influence the debate at the Dorset Workforce Advisory Board and
have contributed to the system-wide ‘Leading and Working Differently’ strategy. We are
working closely with partners to scope and model the future workforce need at a system
level.

There has been a significant strengthening of our approach to recruitment advertising,
improving the quality of our advertising materials and reaching out across more channels
and events, particularly further afield. Approximately 200 interested job seekers have stayed
in touch with the Trust following attendance at events in August and September 2016.
In strengthening our approach to medical staffing to meet ongoing recruitment challenges we
have commissioned an external review of the medical workforce by Bournemouth University,
which is considering remodelling of the workforce for maximum benefit and value.
Alongside this we have continued the development of non-medical roles to fill traditionally
medical roles, refreshed our approach to medical recruitment with new advertising routes
and have developed career enrichment projects.
In addition to our substantive recruitment efforts we have continued to develop the Trust
Bank. We have invested in clinical leadership of the Trust bank, improved our
communications with bank workers and continue to demonstrate our commitment to bank
workers through initiatives including a bank worker conference and a bank worker annual
survey.
Concerted efforts to better manage the use of agency staff has significantly reduced our
reliance on agency arrangements and also significantly reduced the associated costs.
We continue to consider alternative ways to organise our workforce and have completed a
skill mix review in offender health that has significantly improved recruitment to
establishment.
A review of mandatory training has been completed to identify where we can further
enhance the achievement of quality standards in terms of both quality of learning and quality
of care, together with safeguarding the health and safety of Trust staff, patients, carers and
visitors.
Enhancements following the review include: reducing the amount of “mandatory” training
and frequency of repeat training; offering greater flexibility for staff to attend discretionary
updates as required; and encouraging ongoing workplace competency assessments as part
of everyday supervision arrangements. Mandatory training compliance levels are currently at
95.88%.
In line with national recommendations the organisation has adopted the Freedom to speak
up: raising concerns (whistleblowing) policy for the NHS and the Dorset HealthCare local
procedure has been appended to the document. Arrangements are in hand to appoint a
local Freedom to Speak Up Guardian in line with policy provisions.
IT
The Board agreed substantial investment in Information Management and Technology
(IM&T) for the year 2016/17 and set out key activities in a June 2016 board paper. A priority
for this investment has been the recruitment of permanent staff to undertake system
configuration and transformation work, replacing costly agency staff and strengthening our
trained clinician-IT workforce.
A short delay in obtaining final approval for funding, along with difficulties in attracting staff
with adequate skills, has led to a delay in appointing to permanent roles however, that
recruitment is now well underway.

The Trust has made a clear contribution to wider IM&T system developments through
participation at the Dorset Digital programme board and working group and in the production
of the Dorset digital roadmap to support delivery of the Sustainability and Transformation
Plan. We have had a particularly strong voice in the development and delivery of the Dorset
Shared Care Record.
The IT team has sought to significantly improve its customer service focus and increase its
levels of engagement with staff across the organisation to prioritise future IM&T
developments.
This activity has included much closer working with service and locality managers in order to
prioritise system development and change requests, and focus groups with staff across the
county to better understand where IM&T improvements are needed.
We have started to achieve real improvements in general levels of staff satisfaction with the
responsiveness of the IM&T helpdesk and team, particularly in the deployment of new
systems in Weymouth. We have also agreed significant changes to remove stringent
restrictions to certain websites (e.g. social media) in response to feedback from staff.
Wifi has been deployed to all 137 GP sites and the extension and consolidation of patient
wifi services in inpatient units is well underway. The first site (Shelley Road) has been
successfully migrated to the new community of interest network (CoIN) and plans are in
place to complete migration of remaining sites this year.
Development of a bespoke system to map organisational team and service structures is
nearing completion and will support delivery of the data warehouse and directory of services;
handover to business as usual is planned. The scale of the technical challenge and required
skills for development of the data warehouse means there has not been the desired
progress, however, solutions to this are being investigated including collaborating with
partner organisations.
Planned programmes of work are underway to maximise the potential of our clinical record
systems and to support the delivery of integrated locality hubs as part of service
transformation.
Following board discussion of the annual plan deliverables in June 2016 it is proposed to
extend the description of the IM&T deliverable to read:
‘Transform the effectiveness of the IM&T infrastructure and systems to support frontline
clinical teams, business support teams and corporate services teams.’
Estates and facilities
The introduction of a new estates and facilities management system is supporting the work
of the estates and facilities teams and has already enabled the collation of significant
statistics about volumes of activity.
There have been 8,470 help desk requests during the last six months, which have generated
some 13,788 individual tasks for the trades staff. 77.5% of the requests were attended inside
the agreed timeframe but a lack of resources has hampered the overall achievement. The
team has also generated 16,948 planned preventative maintenance tasks over the same
period and achieved a success rate of 65%, again restricted by the lack of trades staff.

In tackling the difficulties in the recruitment of trades staff we have now completed a
restructure of the estates maintenance team that will enable us to recruitment more
competitively on the open market, where trades staff also remain difficult to attract.
An enhanced attraction package includes extra training and career development for the
teams, alongside introduction of an essential apprenticeship scheme to grow our own
qualified staff.
The right number of Authorised Persons covering all the statutory compliance elements are
in place and our new Asbestos contractor has completed a full survey of all of our properties.
The introduction of a Water Safety Group has concentrated the diverse activities of water
hygiene testing, the Infection Prevention and Control Team, input from a Microbiologist and
the Facilities Group. This group will monitor all aspects of water safety including the risk of
Legionella infections.
The major capital development scheme for the year is the construction of a female
Psychiatric Intensive Care Unit at St Ann’s Hospital. The project is well underway but has
had to deal with some significant unforeseen ground conditions and a number of design and
construction issues, which are inevitable when trying to fit a new element into the ground
floor of an existing and occupied building. Further backlog maintenance works are
progressing across all properties with a major effort on the improvement of our fire
compartmentation in the community hospitals.
The Facilities Group has continued to provide a full range of services across Dorset. The
extra ward at St Leonards has been sustained and the introduction of a cook-freeze catering
system has been a great success with patients and staff alike. The cook-freeze system has
also been introduced at Alumhurst Road to improve the variety and flexibility of meals for the
different patient groups. A change to the designation of allergens on our food products has
been successfully implemented on all sites to meet the new catering legislative
requirements. Our menu options have been increased to cater for different patient groups,
dysphagia, young adults, older people and allergy free requirements.
Organisational Development
Support a year on year statistically significant improvement to the NHS staff survey staff
engagement score through an enhanced programme of communications and engagement
activity
Deliver the Trust Membership and Engagement action plan
Drive openness, transparency and participation in all areas of business so that services
better respond to patient insight and people are more involved in our work

We have made significant efforts to improve internal channels of communication and
engagement with staff, seeking to generally raise levels of staff engagement and to also
involve staff in key programmes of activity.
A programme of staff engagement has developed a brand new staff intranet, now beta
testing and due to launch in October 2016. In response to staff feedback this is now
connected to the Active Directory, enabling single sign-on; the intranet will also be available
on any device at any time, significantly improving access. The public website will then be
the focus of development and launch before the end of 2016/17 and will be a major platform
for our refreshed public, partner and patient engagement.

Campaigns continue to encourage staff to make nominations for the Heroes awards, with the
Annual Members’ Meeting and staff awards increasingly becoming an established feature of
staff annual calendars. The launch of the Dragons’ Den innovation competition this year led
to 26 separate applications and work is underway to develop the competition concept to give
it greater profile and reach in 2017/18.
We have increased the ways we seek staff views, including continuing with informal air and
share sessions; staff conferences; and action learning sets dealing with mandatory training,
health and wellbeing, unlocking bureaucracy, keeping staff safe. The feedback from these
sessions has been shared with the relevant support services and changes are underway.
We have also introduced an induction catch-up session offered to all new starters to hear
about their early experiences of the organisation.
In seeking to strengthen how we systematically receive feedback from staff we have
overhauled the staff friends and family test to split the workforce in to distinct cohorts so that
we can track response trends over time, making the insights more useful. We have also
made improvements to our arrangements for the annual staff survey to make it easier for
different groups of staff to respond. An existing staff survey review group whose
membership is staff governors and staff side representatives now has a wider remit as a
staff engagement review group, regularly considering and providing advice on all of our staff
engagement initiatives.
We have also been undertaking the trial of an organisational cultural barometer. This pulls
together a number of existing workforce indicators and considers them alongside qualitative
insights about staff experience, gained through a quarterly survey of a random selection of
200 staff. Consideration is being given to how this may contribute to our ongoing
assessment of progress against our strategic goals.
We have worked closely with the Council of Governors on the delivery of the Trust
membership and engagement action plan. Governors have agreed that membership
engagement is on hold until after the CSR public consultation – the longer the delay on that
consultation, the less we will progress this year.
The focus of our activity has been to build the infrastructure to underpin governor
engagement, including: a major campaign to get email addresses of members; working with
our membership database partner to identify how we are better able to understand the
characteristics, composition and location of the membership; and agreement of
communications materials to support governors in their interactions with their constituent
groups.
Following deliberation and discussion, support is being given to the Council of Governors to
develop its own response to the CSR consultation in a joint engagement approach with the
Trust.

Sustainability (finance)
Develop a three year Financial Strategy and Plan
Deliver the 2016/17 Financial Plan
Develop a Strategic Business Plan

Dorset CCG has laid out for us and system partners their financial allocations through to
2020, and our plans will work back from those figures. A two year plan is also required by
NHS Improvement and operational guidance from NHSI is expected imminently.
In meeting the national requirement of a two year plan, it is proposed to amend the
deliverable ‘develop a three-year financial strategy and plan’ to ‘develop a two-year financial
strategy and plan’ in order to align timescales.
The first period of this financial year has been marked by an acceptance of the NHS
Improvement control total for the Trust and development of our plans to meet the higher
target. These plans are being delivered successfully, most particularly through a sustained
reduction in agency staff expenditure.
RECOMMENDATIONS
The Board is recommended to note the six-month update regarding progress made against
this year’s annual plan deliverables.
The Board is recommended to agree to the amendment of the IM&T deliverable, in light of
discussion at the June 2016 board meeting, so that it acknowledges the importance of IM&T
systems’ support to business support and corporate services teams.
The Board is recommended to agree to the amendment of a three year financial plan to a
two year financial plan, achieving alignment to national timescales.
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Sustainability and Transformation Plan
Part 1 Board Meeting 28 September 2016
Author

Nicola Plumb, Director of Organisational Development

Sponsoring Board Member

Nicola Plumb, Director of Organisational Development

Purpose of Report

The purpose of this report is to update the Board on the refresh
of the Sustainability and Transformation Plan before it is
resubmitted to NHS England on 21 October 2016.

Recommendation

The Board is asked to:
1. Approve the refreshed STP and provide any further feedback
or comments.
2. Agree the delegation of authority to the Chief Executive, in
consultation with the Chair, to give final sign off of the STP, via
the System Leadership Team, before its submission to NHS
England on 21 October 2016.

Reason for inclusion in Part 2
Engagement and Involvement

Trust Clinical Executive: April 2016
Council of Governors: May 2016
Trust Board: May 2016

Board workshops: January 2016, February 2016, May 2016
Board meetings: February 2016, March 2016, April 2016, May
2016
Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
Previous Board/Committee
Dates

I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register

Any action required?
Yes




Yes
Detail in report

No




Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information
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DORSET’S SUSTAINABILITY AND TRANSFORMATION PLAN REFRESH

BACKGROUND
The Dorset Sustainability and Transformation Plan (STP) is an ambitious document that sets out a
high quality, sustainable health and care vision for the people of Dorset and the steps we must
collectively take to make that vision a reality.
Underpinning and reflected in the STP are a number of local initiatives, such as the Clinical
Services Review, the Integrated Community Services programme and the Acute Mental Health
Pathway review. These are already underway and Dorset HealthCare continues to have a key role
influencing the strategic direction and future plans through its strong partnership working
arrangements.
The Dorset STP was first submitted to NHS England on 30 June 2016 and this refreshed document
will be re-submitted to NHS England on 21 October 2016, in line with all STP footprint areas.
FEEDBACK TO DATE
Feedback from NHS England has been supportive and formal feedback received in August 2016
identified four main areas of focus for the refresh:
Build further on the good progress being made in many aspects of the STP, including going beyond
existing headline savings to set out additional opportunities
Review the opportunities for primary care at scale to strengthen the plan overall
Ensure that consultation documents are of a high standard, setting out a compelling case for
change with clear clinical support and tangible patient benefits
Include stronger plans for mental health that are supported by appropriate investment, including
national funding set out for this purpose and drawing on the recent publication of the Forward View
for Mental Health.
SUSTAINABILITY AND TRANSFORMATION PLAN REFRESH
The refreshed STP and its accompanying appendix are attached at Annex 1.
The key changes made are as follows:
Sustainability and Transformation Plan
•

The original introduction to the community hubs section has been refreshed to focus on
community services and networks – bottom of page 21 onwards, titled ‘Creating a network of
community hubs’

•

The section on transforming General Practice has been updated in line with the developing
draft Primary Care Commissioning Strategy – page 23, titled ‘Transforming General Practice’

•

The content on proposals for mental health services has been updated to reflect the
additional progress made in the acute mental health pathway review since the initial STP
submission – page 24, titled ‘Transforming mental health services’ and also, page 28, titled
‘Mental health services: the impact to date’

•

The content on acute reconfiguration progress to date and next steps has been updated to
reflect completion of stage two assurance – top of page 34 onwards

•

The sustainable approach to funding has been updated to include reference to the national
programme on RightCare and the Lord Carter review requirements – page 38

Sustainability and Transformation Plan Appendix
•

Minor amendments have been made to digitally enabled Dorset to simplify messages - page
9 onwards

•

The section on communications and engagement has been updated to reflect all activity
undertaken to date – page 11 onwards.

In addition to the changes outlined above, further changes have been requested for the supporting
finance template. This will be signed off via the system-wide Finance Reference Group, which is
attended by the system Directors of Finance. This group will also oversee completion and sign-off
of an estates template return that has now been requested by NHS England.
TIMESCALES FOR SIGN OFF AND SUBMISSION
All partner organisations have been asked to review and agree the refreshed STP, providing any
further feedback by 30 September 2016.
Any further revisions will be made in early October and amendments made before final approval.
The Board is asked to agree the delegation of authority to the Chief Executive, in consultation with
the Chair, to give final sign off of the STP via the System Leadership Team meeting on 13 October.
The STP is then submitted to NHS England on 21 October 2016.
RECOMMENDATIONS AND CONCLUSION
Directors have reviewed the refreshed sections of the Sustainability and Transformation Plan and
reconsidered the document itself overall. The Dorset STP and its key themes remain consistent
and aligned to the strategic and operational direction of this organisation and reflect the
contributions of many Dorset HealthCare staff at system-wide forums during recent months.
Directors have identified that the section on transforming mental health services (page 24) requires
a stronger set of commitments to meeting acute demand and the need for more investment in acute
mental health beds. We will also look to the inclusion of more positive commitments regarding
better access to mental health services, particularly access to beds in less than four hours and clear

Agenda Item 14

ambitions for better access to Child and Adolescent Mental Health Services and psychological
therapies.
The board is recommended to:
•

Approve the STP refresh subject to further strengthening of the section regarding mental
health transformation

•

Agree the delegation of authority to the Chief Executive, in consultation with the Chair, to
give final sign off of the STP, via the System Leadership Team meeting on 13 October.

Our Dorset Sustainability and Transformation Plan

Our Dorset
Sustainability and
Transformation Plan
for local health and care

Name of footprint: Dorset Number of footprint: 41 Region: South

1

NHS England: Sustainability and
Transformation Plans
In 2014 NHS England published the Five Year
Forward View to provide a clear picture of
the scale of change that local health and
care systems need to deliver by 2020/21.
New planning guidance requires all local
systems in England to create a Sustainability
and Transformation Plan setting out
how they will address a list of national
priorities for 2016/17, as well as longer-term

challenges1. This document, Our Dorset, is
our Sustainability and Transformation Plan.
Detailed information about how Dorset
is responding to the national ‘must-do’
priorities and key questions from NHS
England are set out in each of our local NHS
organisations’ annual operating plans for
2016/17 (see Our Dorset Appendix
document).

Our Dorset health
and care system is
working together
to deliver our
five-year plan.

13
2

750,000

1

3
1

6

98

Over 750,000 people
98 GP practices
13 community hospitals
3 district general hospitals
2 unitary local authorities
1 county council

1

1

6 district councils
1 	community and mental
health provider
1 ambulance trust
1 	clinical commissioning
group

The local system is also supported by services provided by a range of private
and voluntary sector organisations.

1

Delivering the Forward View: NHS planning guidance 2016/17 - 2020/21 (December 2015)
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Foreword
Our Dorset sets out our ambitious five-year plan for
radically transforming health and care in our area to
achieve better health outcomes for local people, with
higher quality care that’s financed in a sustainable way.
We’ve written this document for NHS
England, as part of their requirement for
each area to submit a Sustainability and
Transformation Plan. It is also for everyone
who lives in Dorset and everyone who works
in health and care in Dorset – because we
want to change so our local people benefit
from a stronger, more successful and
sustainable health and care system.
By focusing more closely on what, when
and how local children and adults require
health and care we have moved our thinking
beyond how we currently deliver services,
and the organisational boundaries about
who delivers what.
This is important if we are to truly succeed
at building a system that works for everyone
across our county.
We already have a successful track record
and strong commitment to collaborative
working across our health and care
organisations, so that we act as one
integrated health and care system. The last
two years have seen increasingly effective
partnership working between our area’s
GPs and primary care teams, the three local
district general hospitals, our community
and mental health service provider, the
ambulance service, Dorset’s three local
authorities, patient representatives and
many others. It is this approach that has
enabled us to build a plan of this scale
and ambition – and puts us in an excellent
position to deliver it.

We are ambitious for Dorset, but big ideas
will not be enough to realise our goal.
We have to be clear about what needs to
happen by when. That is why this plan is
grounded in the practical reality of making
change happen.
The road ahead is not without significant
challenges. We have to change quickly and
we have to involve and inform more than
30,000 staff and over 750,000 local people.
We need to continue to deliver high quality
services at the same time as working to
transform the system. We will have to make
some difficult decisions that will affect the
way things are currently done. But we are
committed to making the changes that
will enable us to fulfil our duty to deliver
the best possible health outcomes and the
highest possible standard of services within
the budgets we have available.

Our Dorset Sustainability and Transformation Plan
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Executive Summary
Our Dorset has been shaped by the views of clinicians,
staff and local people and developed by leaders from
across our health and social care system.

Together, we have a successful track record
and strong commitment to collaborative
working across our organisations, so that we
act as one integrated system. This has been
fundamental to our ability to build a plan of
this scale and ambition – and puts us in an
excellent position to deliver it.
Our vision
We want to change our system to provide
services to meet the needs of local people
and deliver better outcomes. This means
our plan has been built around the needs of
the children and adults who live here - the
current population of over 750,000, as well
as the additional 50,000 people we expect to
serve by 2023 and those people from outside
of Dorset that use the same services.
Our ambition is to see every person in
Dorset stay healthy for longer and feel more
confident and supported in managing their
own health. We want everyone to have an
equal standard of care regardless of who
they are and where they live, delivered
by health and care professionals with the
appropriate skills. More of our services will
be provided closer to home, with improved
access seven days a week. We will have the
highest level of hospital-based services for
when people need them. This is how we can
improve health outcomes and local people’s
experience of health and care services.

Health and wellbeing gap
Much of our expected population growth
will happen amongst the oldest with
corresponding increases in long-term
conditions. This will result in an increased
demand for our health and care services. We
also have unacceptable inequalities between
the health and life expectancy of different
groups of people in Dorset, including those
with mental health problems. To improve
the health and wellbeing of our current and
future population we have to change.
Care and quality gap
There is too much variation in the quality of our
health and care services. We do not always have
enough staff with the right skills in the right
place at the right time. Finding or accessing
relevant patient information is also more
difficult than it needs to be. In most cases our
local services are good, but we have some areas
of care that do not meet the national quality
standards. To improve the care and quality of
the services we provide we have to change.

Finance and efficiency gap
If we carry on as we are now, we forecast
that in five years our health services will
have an annual shortage of £158 million a
year, with a further £32 million shortfall on
NHS England specialised services. Our local
authorities also face a significant drop in
income, and together our nine councils will
have to save over £100 million over the next
Our challenges
four years. As our funding cannot keep pace
We must overcome three significant changes with growth in demands and costs, and to
if we are to achieve our vision for health and get the most from the money we do have
care in Dorset:
we have to change.
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Our plan
Our plan sets out how we will achieve
our vision over the next five years. We
have taken a ‘whole system’ approach to
addressing issues that impact on people’s
wellbeing and the development of health
inequalities. We have also used a ‘needs
based’ approach to identify categories of
need that reflect how children and adults'
requirement for health and care varies over
the course of their lives.

We plan to deliver three programmes of
work over the next five years and beyond,
with each programme contributing
individually and collectively to close the gaps
we have identified in health and wellbeing,
care and quality, and finance and efficiency.

Our three programmes of work
1 the Prevention at Scale programme will
help people to stay healthy and avoid
getting unwell
2 the Integrated Community Services
programme will support individuals who
are unwell, by providing high quality
care at home and in community settings
3 the One Acute Network programme will
help those who need the most specialist
health and care support, through a
single acute care system across the whole
county

Supported by two enabling programmes:
• t he Leading and Working Differently
programme focuses on giving the
health and care workforce the skills and
expertise needed to deliver new models
of care in an integrated health and care
system
• t he Digitally-Enabled Dorset programme
will increase the use of technology in the
health and care system, to support new
approaches to service delivery

Tier 3
One acute
network of
services

Moderate need
People with
moderate or
reoccuring
health needs

Tier 2
Integrated
Community
Services

Lowest need
Whole
population

Tier 1
Prevention
at scale

A sustainable approach to funding

Leading and working differently

Highest need
People with
complex needs

Digitally Enabled Dorset

We have developed our integrated programmes of work to radically transform
our health and care system to address the differing needs of our population.

Our Dorset Sustainability and Transformation Plan
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The critical decisions we are
looking to make
Our three key programmes of work
will require us to make critical decisions
around the following:
• the resourcing and co-ordination of
our systematic approach to prevention
at scale
• the organisation of our primary care
services into larger groupings
• the reconfiguration of our community
hospitals to provide more integrated
services at scale
• the reconfiguration of our three
acute hospitals in order to deliver the
highest quality of emergency and
planned care

What this means for local people
Delivery of our plan will see us provide local
children and adults with:
• improved health outcomes
• better patient experience
• same standard of care across all health
and care settings
• more care provided closer to home
• more information, advice and support to
help people to stay well
• more choice about when and where to
receive treatment
• less travelling time to attend appointments

How national support would help
We are in a strong position, but national
expert advice and investment would enable
us to move faster to deliver the changes
we are aiming for. In particular, we would
like assistance to review and strengthen our
patient benefit case for the Competition
and Market Authority alongside legal,
workforce and change management
support. We will need access to sustainability
and transformational funding along with
endorsement of our case to secure the
capital to undertake the acute hospital and
community services reconfiguration and
information technology investment. Given
the scale of the transformation we are
proposing we also hope to be given political
support before and during the forthcoming
periods of transition so we can achieve our
ambitions.
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Our vision
Our vision is simple but effective: we want to change
our system to provide services to meet the needs of local
people and deliver better outcomes.
Local needs will be at the centre of all
that we do across the whole health and
care system. Health and care services and
resources will be organised in the best
possible way to meet the requirements of
local people, rather than around existing
organisational structures or facilities.

We want all children and adults in Dorset to:
• stay healthy for longer
• f eel more confident and supported in
managing their own health
•h
 ave an equal standard of care regardless
of who they are and where they live

•h
 ave a more joined up, seamless
We will take a broad view of health and care
experience of all services
needs, with a focus on prevention as well as
•b
 e treated by a health and care
treating ill-health. We will support people
professional with the appropriate skills
to stay well even from before they are born
to deliver high quality care
and take into account the broader factors
• have more control over their own care
that affect individuals’ wellbeing.
We will extend health and care services far
beyond doctor’s surgeries and hospitals,
into people’s homes and our communities
– the places where it is needed most. When
people need hospital based specialist care
we want this provided from centres of
excellence.

•h
 ave more access to services seven days
a week
•h
 ave more services delivered closer
to home
•h
 ave access to the highest level of hospital
based services when they need them

Radical change
The health and care system in
Dorset that we have in 2016 is
not designed in a way that can
support these ambitions. That’s
why we’re embarking on this
programme of radical change.

Our Dorset Sustainability and Transformation Plan
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Our local challenges
We have identified three main challenges that we must
address if we want to achieve our vision for health and
care in Dorset:
Health and
wellbeing gap
Variation in the health
and wellbeing outcomes
of different people
across Dorset.

Care and quality
gap
Differences in the
quality of care received
by people across our
area and shortcoming
in reaching national
standards.

How these challenges affect
local people
All of the problems we have identified
have a direct effect on local people.
Examples include:
• having to see different doctors, nurses
and other professionals and repeat their
story each time

Finance and
efficiency gap
The increasing pressure
on resources within the
system, with shortages
of some staff and the
prospect of insufficient
funds to maintain our
health and care system
in the way it currently
operates.

•n
 ot meeting NHS Constitutional
standards such as being seen in A&E
within the 4 hour waiting time target
and national waiting times for cancer
referrals and treatment within 31
and 62 days
•n
 ot being discharged from hospital
in a timely way
•n
 ot being able to access additional care
at home when needed

• not being able to see a GP at the
times they would like

•n
 ot always being able to access good
quality care homes when needed

• having to travel for tests and
appointments in different places

•g
 etting different messages and advice
from the professionals that they see

• having tests repeated because results are
not available where they are
Our understanding of local challenges draws on a substantial analysis of Dorset’s health
services conducted in the winter of 2014/15 and ongoing scrutiny of a wide range of clinical
quality and safety data, clinical audit measures, patient and carer experience feedback and
finances. We continue to update and deepen our understanding of the range and depth of
challenges we face across our health and care system so that our plans are firmly focused on
delivering positive change.
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Health and wellbeing gap
By 2023, the population of Dorset will
have increased from around 750,000 to
over 800,000, with much of the growth
happening among older people. Increased
longevity brings new challenges to health
and care systems, because as we grow older
more of us develop long-term conditions
such as diabetes and dementia.
People in Dorset generally live healthier
and longer lives compared to the average
for England, but this is not evenly spread
across our population – the data reveals
unacceptable inequalities between different
groups. We must reduce the gap between
the health of the poorest and richest. There
is a particularly wide health gap for men
living in Bournemouth, where those living in
more prosperous areas can expect to live for
11 years longer than those living in the most
deprived areas. Whilst there has been no
change in the numbers of people who die
early from heart disease in Poole and rural

Many factors play a part in creating this
gap. The prosperity of an area is one factor.
Lifestyle factors are another big reason why
people may have more ill health. Based on
current trends, obesity will become an even
more widespread problem by 2020, by which
time we think 1 in 10 local people could have
diabetes and 1 in 8 could have heart disease.
There is a difference of up to 20 years in
the life expectancy of people with mental
health problems. We want everyone in
Dorset to receive the same high quality of
care, regardless of where they live, what
health condition they have, or any other
personal characteristic. We also know that
people who act as carers are at high risk of
experiencing worse health outcomes, having
their employment or education disrupted
and becoming socially isolated, which in turn
impacts on their role as a carer.

90+
Older
people

85-89
80-84
75-79
70-74
65-69
60-64
55-59

Working age
people

50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19

Young
people

Dorset has more
older people and less
working age and
young people when
compared to the
England average

Dorset in the last five years, there has been
a rise in Bournemouth and this is at a time
when numbers are falling nationally. We
think this variation is unacceptable.

10-14
5.9

England
Average

0.4
4.0% 3.5% 3.0% 2.5% 2.0% 1.5% 1.0% 0.5%

0.5% 1.0% 1.5% 2.0% 2.5% 3.0% 3.5% 4.0%
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Care and quality gap
In Dorset we are proud that recent Care
Quality Commission inspections of local
organisations have identified areas of good
practice, despite the pressures in our system.
However, they have also highlighted areas
where we need to improve: areas where
there is too much variation in the quality
of services; where the standards being
achieved do not meet the targets that
we expect; where there are not enough
appropriately-skilled staff where and when
they are needed; and where finding or
accessing relevant patient information is
more difficult than it needs to be.
National quality standards are rightly high,
and they are continuing to rise. In most
cases our services are good, but in others the
evidence shows we need to do more to meet
these standards consistently. For example,
when people are admitted as an emergency
to hospital, they may end up staying
longer than they need. Dorset is among
the five worst-performing areas in England
for delays in getting people home. For
older people in particular, a longer stay in
hospital increases the risk of falls, infection,
increasing confusion and pressure ulcers.
There are unacceptable variations in the
quality of care across Dorset. For example,
patients with diabetes at some GP practices
are more likely to have better control of
their condition, meaning they are less likely
to develop further problems such as heart
disease. Similarly, there are variations in
immunisation rates and dental care among
children who are in the care of each our
three local authorities. We want everyone
to have the highest quality of care no
matter who they are or where they live, and
whenever their health need arises.

Better care
for all
We want everyone to have the
highest quality of care no matter
who they are or where they live,
and whenever their health
need arises.
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Finance and efficiency gap
The NHS in England will have a national
shortage of £22 billion by 2020/21. In Dorset
we forecast that in five years our health
services will have a shortage of £158 million
a year, with a further £32 million shortfall
on NHS England specialised services, if
we carry on as we are now. Our local
authorities face a significant drop in income
that sees a requirement to have to save over
£100 million over the next four years.
As our funding cannot keep pace with
growth in demands and costs, and to get the
most from the money we do have, we face
a significant challenge of needing to bring
our system back into financial balance. This
means we have to be more efficient; we
need to organise and deliver our services in
different ways to provide health and care
that meets our changing needs; and we
need to invest more money in prevention.

government £1.1 billion), and we need to
be sure that we use our resources including
our workforce, technology and buildings,
in a way that brings the greatest benefit
to local people. More than 30,000 people
work within our local health and social care
system. The way that services are currently
organised means that we don’t always have
staff with the right skills where and when
they are needed. We have gaps in some
staff, particularly in domiciliary care, nursing
staff and GPs.
We have made savings and have been
working more efficiently. Our health
providers have all saved around 2% to 4%
each year and local authorities have also
made significant savings. However, given the
scale of the financial gap, carrying on as we
are is not an option. To achieve our vision,
we need to make significant changes.

Together the NHS and local authorities in
Dorset spend over £2.5 billion on public
services (health spend £1.4 billion, local

Financial impact of doing nothing in Dorset

£158m

Expenditure
Forecast gap
by 2020/21=
£158m annual

£0m
Underlying
surplus

2013/14

Break even
point

2014/15

2020/21
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Our plans
Delivering our vision demands ambitious plans that
are bold in scope and grounded in evidence and
local insight.

Our plans are underpinned by two
approaches to understanding health and
care: the effect that different factors in
people’s lives have on their health and
wellbeing, and the different levels of need
experienced across local populations.
The wider determinants of health
We recognise that there are many complex
and often interrelated factors that influence
people’s health and care needs. These
factors include the quality of housing people
live in, the ability to find employment and
how well schools are performing. Our plans
take into account these wider determinants
of health and we are working with local
authorities, the voluntary sector and other
partners to take a ‘whole system approach’
to addressing issues that impact on wellbeing and create health inequalities.

A needs-based approach
People experience varying health and care
needs over the course of their lives. We have
to be able to design and deliver high quality,
safe and sustainable services that address
the full range of health and care needs,
including minor illnesses and injuries, longterm conditions, planned care, unexpected
urgent and emergency requirements and
end of life care. By thinking about local
children and adults as having categories
of need, which is also known as ‘risk
stratification’ or ‘population segmentation’,
we can make sure we are providing what is
required. This understanding allows us to
think differently about how we organise our
services, workforce and finances to support
each segment of the population.

Determinants of health

De

What works
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Transport
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Activity
Healthy
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Prevention

Limit
Alcohol
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A needs-based approach to
our integrated programmes
of work

Tier 3
One acute
network of
services

Moderate need
People with
moderate or
reoccuring
health needs

Tier 2
Integrated
Community
Services

Lowest need
Whole
population

Tier 1
Prevention
at scale

A sustainable approach to funding

Leading and working differently

Highest need
People with
complex needs

Digitally Enabled Dorset

We have three interconnected programmes of work to
drive forward changes to our services in order that we
better meet the differing health and care needs
of local children and adults.
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Our programmes of work
We have identified three programmes of
work that are already underway, which we
will continue to develop and accelerate to
enable us to realise our vision for health and
care in Dorset over the next five years.
Each programme contributes individually
and collectively to close the gaps we have
identified in health and wellbeing, care
and quality, and finance and efficiency, to
produce a truly integrated system that meets
the needs of all our population. There is
already a great deal of exciting work going
on within these areas that we can learn from
and build on.
1 Our Prevention at Scale programme will
help people to stay healthy and avoid
getting unwell.
2 Our Integrated Community Services
programme will support individuals who
are unwell, by providing high quality care
at home and in community settings.
3 Our One Acute Network programme will
help those who need the most specialist
health and care support, through a single
acute care system across the whole county.
To realise these ambitions we have two
fundamental enabling programmes.
• Our Leading and Working Differently
programme focuses on giving the health
and care workforce the skills and expertise
needed to deliver new models of care in an
integrated health and care system.
• Our Digitally-Enabled Dorset programme
will harness the power of technology
and support digital innovation across the
health and care system, to support new
approaches to service delivery.
Our plans for these two workstreams
are outlined in the Our Dorset Appendix
document.

Local Government
In developing our plans we have been
mindful of the evolving government
landscape. The Government has set out
the legal framework within which local
authorities and the public, business and
community sector partners can develop
and deliver devolution opportunities.
As part of the devolution proposals, the
structure of councils across Dorset is under
review and it may lead to local government
reorganisation during the lifespan of this
plan. These proposals have been prepared
in a context where local authorities in the
area will be losing all Government Revenue
Support Grant funding over the next five
years and, in some cases, by 2019.
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The Prevention at Scale
programme forms the
foundation of our plans,
forming the foundation to
underpin all of the work we
will do. Prevention work also
runs through the upper tiers of
the triangle – our Integrated
Community Services and One
Acute Network programmes.

Digitally Enabled Dorset

Programme 1
Prevention at Scale

Lowest need
Whole
population

Prevention is not a new idea, but with more
people developing long term conditions our
approach to prevention is now as much about
promoting health and wellbeing as it is about
preventing disease. We are committed to
working in partnership to tackle the wider
determinants of health – the complex and
often interrelated factors that influence
people’s mental and physical wellbeing, and
in the longer term impact on their health and
care needs. Our programme also aims to help
individuals take control of their own wellbeing
and make healthy choices that will keep them
well for longer. As we plan and deliver services
we will consider what effects we can have on
health of all our population.
Our two Health and Wellbeing Boards will
be central to this work and are currently
refreshing their Joint Health and Wellbeing
Strategies to align with Our Dorset plan.
These will go out for consultation with the
public later in 2016. They will provide a
common framework and language so that
all our partners from across health and
social care, the voluntary sector and the
independent sector, can understand how
they can contribute to this work.

Tier 1
Prevention
at scale

We are focusing on the following major
and growing influences on the health and
wellbeing of our population:
• heart disease and diabetes contribute
the most to health inequalities in Dorset,
and we know that early deaths from
these causes are increasing in some areas.
Many of the actions we take to reduce
the impacts of heart disease start early
- in pregnancy and early life. They will
also reduce the impacts of cancer and
dementia, and will help to give the next
generation a healthy start in life
• musculoskeletal and mental health
problems as they have a major influence
on the quality of life for a large number of
local people from childhood to the end of
life
• alcohol misuse as the ill effect of this rapidly
increasing problem affect all parts of our
society, and impact on all public services.
We will take a comprehensive co-ordinated
approach to reduce alcohol's harm
A comprehensive approach to prevention
Our Prevention at Scale programme will use
these focus areas to take a comprehensive
approach to prevention including a focus
on promoting health and wellbeing and
the wider determinants of health, as well
as building on best practice in primary,
secondary and tertiary levels of prevention.
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We will also build this approach into the
Integrated Community Services and One
Acute Network programmes.
Promoting health and wellbeing and the
wider determinants of health
Local authorities in Dorset are already
delivering a range of initiatives that are
designed to tackle the wider determinants
of health. We will build on the experiences
and successes of these initiatives as we
develop plans for the Prevention at Scale
programme of work. Examples of work
already being done include:
Supporting children to grow and families
to thrive: Through the Joint Commissioning
Partnership Board for Children, a Pan Dorset
Emotional Well-being and Mental health
Strategy for Children and Young People has
been developed. It emphasises the need for
a focus on mental health and emotional
wellbeing and improved early access to support
across a broad spectrum of need. More use will
be made of schools and early years settings
to provide low level support. Parents will be
helped to become more self-reliant and build
the emotional resilience of their family. We will
also ensure improved partnership working to
identify vulnerable families and children who
need extra assistance.
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Creating job opportunities and access to
affordable housing: Dorset’s local authorities
have formed a single local economic
partnership (LEP) and produced a countywide strategic plan that focuses on building
skills, developing the local economy,
increasing job opportunities and access to
affordable housing. Bournemouth University
and Arts University Bournemouth play a
key part in and contribute to the growing
creative and digital sector in Bournemouth.
Revitalising communities: Each local authority
is leading projects to address housing needs,
job opportunities, community facilities and
cultural attractions in areas identified as being
in need of regeneration. These areas include
Boscombe, West Howe, Bourne Valley and
Melcombe Regis.
Improving the quality of homes occupied
by vulnerable people: Older, less energyefficient houses can be difficult to keep
warm and cold homes are linked with
health problems such as respiratory disease,
circulatory problems and increased risk of
poor mental health. The Dorset Healthy
Homes programme is a collaboration across
the district, borough and unitary authorities
in Bournemouth, Poole and Dorset, which
aims to improve the quality of homes
occupied by vulnerable people. The ambition
is to deliver improvements to around 150
homes each year over the next three years.

NHS Five Year
Forward View
“The future health of millions of children,
the sustainability of the NHS and the
economic prosperity of Britain all now
depend on a radical upgrade in prevention
and public health.”
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Encouraging active travel: Dorset local
authorities have a good history of working
together on sustainable transport projects,
including the Local Transport Plan 3 which
highlights the importance of shifting
commuter behaviour away from cars and
towards healthier alternatives such as
walking or cycling. The most recent plans
include the Dorset-wide Partnerships for
Active Travel initiative, which aims to
promote walking and cycling as alternatives
to car journeys, among businesses,
employees, apprentices, job seekers
and students. There are direct economic
benefits arising from switching to active
travel (estimated to exceed £4 million
over 10 years); there are also likely to be
further health and wellbeing benefits from
a reduction in future risk of developing
chronic diseases like cardiovascular disease,
as well as effects on air quality by reducing
the number of miles travelled by car.

Primary prevention - staying healthy
Primary prevention is about helping people
who are currently well to make these
changes in their lives that will help them
stay healthy for longer. We will:
•e
 xtend our LiveWell Dorset service to
provide more people with help to quit
smoking, cut down on alcohol, exercise
more, lose weight and eat more healthily.
The service is currently being evaluated
so that our planned expansion will be
refined to ensure it reaches more people,
particularly in more disadvantaged areas,
and that it works to support people to
make the changes they want to their lives
•d
 eliver training and advice in 2016/17 via
LiveWell to help employers and voluntary
organisations reach their employees and
the communities they serve with tailored
health and wellbeing advice and support
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• extend our work training teachers and
staff across educational settings in
Mental Health First Aid and Five Ways
to Wellbeing so they are better able to
support pupils’ emotional health and
wellbeing
Secondary prevention - staying well
Secondary prevention focuses on supporting
people who have already developed a
health problem such as high blood pressure
or diabetes. It focuses on detecting these
problems at an early stage and making
sure that they are well controlled so that
the person stays well. An important part of
this is supporting people in developing the
confidence, knowledge and skills to manage
their condition. We will:
• extend the number of people receiving
personalised support from our My Health
My Way initiative to be able to selfmanage their long-term conditions. We
will also work closely with primary care
to ensure patients are invited in regularly
for check-ups and that a more proactive
approach is taken for people who do not
attend appointments
• develop a ‘patient portal’ within the
Dorset Care Record, as part of our 2020
Digital vision (see page 37). This will
provide people with access to better
information and decision making support
around how to self care. The portal will
also provide people with access to their
health records and link the information
held by the My Health My Way and the My
Life, My Care
• ensure our health and care practitioners
provide timely and high quality support
to help people to consistently control
their blood sugar, blood pressure and
cholesterol, especially for people who
have diabetes. This will help to address
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the variations in health and wellbeing
outcomes across our area, reduce the
likelihood of patients developing further
problems and needing hospital based care
Tertiary prevention - staying independent
The third type of prevention focuses on
individuals who have more complicated or
severe health problems. Tertiary prevention
aims to make sure that their condition has
as little impact as possible on their quality of
life. We will:
• c ontinue to support people to find the
help they may need to live independently
at home with our My Life, My Care service
• c ontinue to provide short-term intensive
support to help people get back home
after a hospital stay, as part of our
integrated community services programme
(see page 21)
•p
 rovide more timely access to information
and advice to carers to help those they
care for, as well as support to help them
to maintain their own well-being. The
2011 census identified that we have 82,900
unpaid carers providing invaluable support
to people at home
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What our Prevention at Scale programme means for local people
Focusing on promoting health and
wellbeing across the whole system will
lead to a wide range of positive health
outcomes for local people:
• with improved housing conditions, fewer
people will become unwell with lung
problems and fewer people will die early
from chronic lung problems or heart
disease
• a focus on walking and cycling in local
transport planning will mean a small
increase in physical activity for most
people, that overall will add up to fewer
deaths from heart disease
• community-based obesity prevention
work that brings together different
approaches to help people eat well
will mean fewer people become obese
and therefore fewer people will go on
to develop diabetes. Places where this
approach has been tried have also found
that people have a more positive outlook
on life, which may mean they are less
prone to mental health problems
• more children and young people
growing, developing and achieving
their potential
It will help people to stay healthy by
making positive healthy choices:
• reduced levels of smoking will lead to less
heart disease, lung problems, cancer and
dementia

• by becoming more physically active,
eating healthily and moving towards a
more healthy weight, people will be less
likely to develop diabetes, heart disease
and mobility problems
• fewer people drinking more than is
healthy for them will result in fewer
people admitted to hospital for alcohol
related problems including stomach or
liver problems
It will help people who already have a
health problems to stay well by:
• detecting more health problems at an
early stage
• building confidence and support to help
people take more control of their own
care
• reducing the likelihood that they will
need to go into hospital because of their
condition
• creating an equal standard of care for
all, with less variation in the quality
experienced by advantaged and
disadvantaged groups
It will help people who have more
complex health problems stay
independent by:
•m
 aking sure that people are discharged
from hospital as soon as possible
•p
 roviding more support to carers

“The plans we have for prevention at scale and to empower self-care,
represent an exciting opportunity to shift from a focus on the treatment
of ill-health to a focus on helping people keep well for longer. This
will require a clear and enduring commitment from all partners to
prevention as a central theme of all their work. ”
Dr David Phillips, Director of Public Health, Public Health Dorset
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Integrated Community Services
form the middle tier of our plan.
This programme will transform
general practice, primary and
community health and care
services in Dorset, so that they
are truly integrated and based
on the needs of our local
populations.

Moderate need
People with
moderate or
reoccuring
health needs

Tier 2
Integrated
Community
Services

• make sure our community services are able
Community based services will be led by
to support frail older people with longmultidisciplinary teams of professionals,
term conditions so that more care can be
working together to meet the needs of people
delivered closer to home
of all ages who have short-term health needs,
individuals with long-term conditions and
• improve personalised care for people with
those requiring specialist care for severe or
complex needs, including individuals with
complex health needs. We will deliver all of
learning disabilities
these services in a way that makes it easier for
• adopt new technologies that will
people to access care when and where they
support a high quality, consistent patient
need to, with a consistent and high quality
experience throughout the health system,
experience for patients as they move between
with standardised working practices and
different parts of the integrated system.
seamless communication between health
professionals
Our priorities are to:
• create integrated teams of professionals
• support people to better manage their
with the right skill mix (including students) in
own health, with access to appropriate
improved working environments, to support
information and support – we expect a 10%
the delivery of the model of care as well
reduction in new outpatient attendances
as enhance skills acquisition and personal
and a 25% reduction in follow-ups
development opportunities
• provide care that is based on the needs of
• make sure that our NHS buildings, resources
our local population, with services delivered
and finances are used in a cost-efficient way,
at the times and places people need them
including by planning care on a larger scale
• enable more people to receive care at home
to achieve cost savings
and in the community, and to self-manage
long-term conditions, to avoid having to visit Creating a network of community
services
hospital or being admitted as an inpatient –
To deliver our priorities we intend to create
we expect to reduce unplanned emergency
a network of community services hubs
medical admissions by 25% and unplanned
throughout Dorset. These services will enable
surgical admissions by 20%
people to access a wider range of health

Digitally Enabled Dorset

Programme 2
Integrated Community
Services
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services, from routine care to urgent and
specialist care, closer to their homes.
Mixed teams of health and care professionals
providing care for people who have physical
and mental health needs will staff these
services hubs. They will offer services for
children, adults and our growing older
population.

contraception services and prevention advice
• rapid same-day access to GP-led urgent care,
with on-site diagnostic testing including
imaging and x-rays
• self-management support for patients with
long-term conditions
• outpatient appointments

The health and care system will address a
wide range of different needs of our local
population, including:

• urgent and unplanned care

• people who are mostly healthy but with
some recurrent health needs, such as young
children, pregnant women and people with
short-term illnesses

• rehabilitation and services to support
recovery after periods of ill-health

• people at moderate risk of requiring higher
sudden levels of care need, or sudden care
needs, including those with long-term
conditions, learning or physical disabilities,
and frail older people
• people with a very high risk of a
deterioration in their health, who require
regular supervision and support, including
people at the end of life and those with
multiple health and social care needs
The services will include:
• routine care including traditional primary
care, screening, baby clinics and checks,

• secondary care consultations and minor
procedures

• specialist care and support for people with
complex needs, including 24/7 crisis support
to help people receive the urgent care they
need without going into hospital
Community service hubs: Many of these
services will be delivered through our
proposed community service hubs. Some of
the hubs will also offer community beds so
that when appropriate, people can receive
care locally instead of being admitted to an
acute hospital. These community beds will
also be used to provide rehabilitation after an
acute stay, and to support people at the end
of life.
We have modelled the level of demand we

We will establish a network of community
service hubs each providing a range of
health and care services

1
8

1 Routine care

2

2 Rapid same-day access
3 Self-management support
4 Outpatient appointments

7
3

5 Urgent and unplanned care
6 Secondary care consultations
7 Rehabilitation
8 Specialist care and support

6

4
5
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expect for each of the core services that would
be provided, and considered the facilities
that would be required on each site, such as
the number of consultation, treatment and
therapy rooms. We have identified a minimum
population catchment required for each hub,
which will ensure use of the facilities for a
minimum of 8 hours a day, 5 days a week,
with some services being provided 14 hours a
day for 7 days a week, and use the workforce
efficiently. Our planned expanded integrated
teams could deliver more and better services
from a fewer number of sites than the 13
community hospitals with beds and 135
primary care sites that currently operate across
Dorset.
We have reviewed our existing community
hospital estate to identify options for locating
the proposed community hubs. The options
involve consolidating services on some existing
sites and repurposing or development of some
buildings to make better use of resources.
We have taken into account criteria such as
quality of care, access to care, affordability and
value for money, workforce, deliverability and
research and development.
Following this review, our proposals are to
have 12 sites across Dorset; seven community
hubs with beds which will have a wide
range of facilities including outpatients and
diagnostics. We will also have an additional
five hubs without beds which will have a
range of outpatient services, co-location of
staff and could be used by a range of other
local community resources.
Dorset CCG's proposals for creating three
centres of excellence (page 30), which include
a major planned care hospital with an urgent
care centre support our options for integrated
community services, as this site will also
provide community beds.
During 2016/17 we will continue to test out
our plans and seek assurance from local and
national regulators. These plans will be part
of our public consultation in the autumn
of 2016. When a final decision is taken and
implementation begins, we expect that the
services provided within the hubs, where
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appropriate, will be jointly commissioned by
the NHS and local authorities.
An integrated workforce: We know that we
already have most of the health workforce
that we need to deliver community care
in these new ways, but we have yet to
understand the gaps in the social care
workforce. We expect there will be a need
for some recruitment, changes in the skill mix
across staff groups and new ways of working,
such as developing nursing and allied health
professional roles across community and
primary care services.
We will reorganise health and social care staff
into teams with a greater diversity of skills
and expertise, so that they are better able to
respond to specific health needs in community
settings.
For more information about our plans for the
workforce see page 36.
Transforming General Practice
General practice is the fundamental building
block for the delivery of health services.
“Should General practice fail, the NHS will
fail” (Stevens 2016); ensuring long-term
sustainability of General Practice is therefore
critical.
Our analysis to date suggests that if we
continue with the current 98 GP practices
delivering care in 131 sites this will over-stretch
our workforce and finances; a challenge
compounded by the workforce crisis and our
local ageing population.
The ongoing engagement with GPs to
develop the Primary Care Commissioning
Strategy has identified the key barriers to
sustainability of General Practice: workload
and workforce and this has shaped our
thinking around enablers to overcome these
barriers: adequate resourcing to facilitate
transformation (financial and workforce),
common health record (with appropriate
information governance arrangements) to
minimise duplication and improve efficiency,
reducing unnecessary workload and improved
responsivity of social care.
The STP permits an opportunity to consider

24

Our Dorset Sustainability and Transformation Plan

at a practice, locality and countywide level
the short, medium and long term stages to
enable transformation and thereby establish
sustainability.
We have been working collaboratively
with GPs and other key stakeholders over
recent months to develop our Primary Care
Commissioning Strategy to determine how
general practice within Dorset will seek to
evolve given the current challenges and to
reflect the General Practice Forward View, in
particular to address workload and workforce
whilst seeking to address the STP aims.
The strategy outlines our vision for delivery
of community based care and identifies the
opportunities for how general practice could
work at scale to strengthen delivery of the 3
key aims of the STP:
1.
2.
3.

prevention at scale
integrated community services
Appropriate use of acute services.

A reduction in the number of GP sites and
development of community hubs will allow
more services to be consistently and more
efficiently delivered across the county for
more hours of the day and days of the
week. However, there is no ‘one size fits all’
approach to how general practice should
best be organised. The solution depends
upon the needs of the local population and
our additional modelling work and on-going
discussions across primary care will help to
determine the right approach for each area
within Dorset. Community hubs are expected
to be supported by strengthened networks
of GP practices, offering patients a wider
range of universal and more specialist services,
including urgent care seven days a week.
The RCGP Ambassador and Local medical
committee have indicated their support for
our approach and continue to be involved
in the consultation. The strategy document
is due to be presented to the Primary Care
Commissioning Committee in October.

2

Transforming community based urgent and
emergency care
Our plan is to further strengthen the urgent
care integrated advice and assessment service
(see page 27) to create one clinical pathway
that provides timely access to the most
appropriate service. This will ensure Dorset
is best placed to meet the NHS England
Commissioning Standards Integrated Urgent
Care by 20182. We also want to develop
a high quality and consistent trauma care
pathway that will support the proposed model
of care for the One Acute Network (see page
29). Enhancing the provision of community
based urgent and emergency care is essential
if we are to reduce inappropriate attendance
at A&E, reduce hospital admissions and deliver
care closer to home.
Transforming mental health services
We are committed to tackling mental health
with the same energy and priority as we
have tackled physical illness in order to
deliver ‘parity of esteem’ in line with the Five
Year Forward View for Mental Health. Our
vision (see page 8) applies equally to people
with mental health problems and learning
disabilities.
We want to see more being done to prevent
the development of mental health problems,
and early intervention across primary care and

Commissioning Standards Integrated Urgent Care (September 2015)
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"The community teams have very capable expert staff in them. What they
haven’t had previously is a way to access medical expertise and that
means that managing complex patients often involved referring patients
to different services. By making myself available to those teams easier,
and often informally, they can continue to manage those patients and I
can support the patients at home where necessary. And the patient has
to do much less moving around of the healthcare system."
	Dr Riaz Dharamshi, Geriatrician, Dorset HealthCare University NHS Foundation Trust

The first phase of the review was to gather
views from local people, carers, staff, the
voluntary sector as well as our health, social
care and public service partners. We gathered
over 3350 pieces of feedback. We are now in
the second phase, describing and shortlisting
We also want to improve the linkages with our options for new models of care. These will be
acute services and raise the quality of the care considered by Dorset CCG Governing Body
that is provided at a time of crisis, including for before public consultation in late 2016.
people with anxiety and depression as a result The new model will reflect best practice
and national guidance, and will be focused
of pain, living with a long-term condition or
on improving patient outcomes. It will also
following an acute physical health event, as
take account of the work of the Integrated
well as those living with dementia.
Community Service and One Acute Network
To help to achieve our ambition, in 2015 we
programmes.
began a Mental Health Acute Care Pathway
other services to NICE standards and national
targets so that people get timely access to the
help that they need. We want our integrated
community services to support as many people
as possible to stay independent and provide
appropriate health and care closer to home.

Review to understand how services such
as inpatient assessment and treatment,
psychiatric liaison, crisis response and home
treatment, street triage and community
mental health teams need to change.
In line with ‘Implementing the Five Year
Forward View for Mental Health’, the coproduced Acute Care Pathway review has
developed options for:
• the delivery of safe spaces
• further development of peer support
workers
• improving choice and access options for
people with the aim of preventing crises and
• enabling people to self-refer into some
services when they feel that they need
support.
We are also looking at the future demand for
acute inpatient beds to ensure these are fit for
the future, sustainable, safe and best placed
for people to access within 33 miles from their
place of residence.

When a final decision is made in 2017,
implementation will begin and will include
close partnership working with the third
sector.
We have also started a Dementia Services
Review jointly with our local authority
partners this year, in support of our
commitment to the 2020 NHS Mandate goals
for dementia care. This will include looking
closely at how to improve the time it takes
to access a diagnostic assessment and post
diagnostic support, our inpatient services and
specialist dementia intermediate care. We
expect to identify opportunities to deliver
more services to reduce social isolation
that could be provided from the proposed
community hubs. We will also be working with
technology partners to trial innovative new
ways of working.
In 2017 we will start a review of the complex
care and recovery pathway of people with
mental health problems, to include supported
housing and employment. We aim to ensure
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For more information about the existing integrated workforce at Bridport Community Hospital
and the Integrated advice and assessment centre watch this video
www.youtube.com/watch?v=KHWWudtgaaU
that people are not held in restrictive settings
for longer than they need to be. This will
require ongoing support across the system in
supported housing and employment services
as these are critical to prevention of MH
problems and the promotion of recovery.
As part of the national Transforming Care
Programme we are progressing our plans
to ensure that people who have the most
complex needs have appropriate and
personalised care and support. This will ensure
we can reduce the numbers of people who are
placed in specialist hospital provision outside
Dorset. Our three local authorities and Dorset
CCG are also developing The Big Plan, a joint
commissioning strategy for people with a
learning disability which will be implemented
from April 2017.
Integrated community services: the impact
to date
Important foundations have already been laid
towards realising our integrated community
services vision, which will help us to increase
the scale and pace at which we can deliver our
ambitious plan.
Our existing Weymouth and Portland
Integrated Care Hub has the potential to act
as a blueprint for the rest of Dorset. The hub
covers a network of nine local GP practices
whom together service 74,000 people. It
operates 8am to 6pm seven days a week,
and brings together a wide range of health
and social care coordinators working as
one integrated team. It includes GPs with

enhanced skills to manage chronic and
acute illnesses that also require treatment in
hospital, community nurses, social workers,
an old people’s mental health worker, a
community rehabilitation team nurse, a
community matron, a paramedic and an inreach nurse. Working collaboratively enables
them to identify and respond to people at
the highest risk of needing more health and
care with the aim of providing support in the
community and reducing the need for an
admission to an acute hospital. The staff use
anticipatory care plans and frailty registers,
and have close links to local practices to
strengthen care planning. The hub also has
access to local ‘step-up’ community beds. In its
first four months the hub has had 500 referrals
and the improved care pathways means
only 32 people have needed to be admitted
to Dorset County Hospital. Staff also report
feeling more satisfied and motivated.
The modelling work we are undertaking to
identify the options on where to locate our
community hubs will also be informed by the
existing work to locate services together in
areas such as Blandford, Bridport, Shaftesbury
and Sherborne. These examples demonstrate
the benefits we can realise by using our estate
more effectively and supporting services and
teams to work more closely together to meet
patient need.
An integrated workforce: the impact to date
The Better Together Partnership (Better
Care Fund) has supported the integration
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Social workers & other support
agencies (food, transport, services)
Volunteers &
peer supporters
Health monitoring tools

developing their plans. We are working to
agree a standard integrated locality model
that allows the flexibility to ensure the
provision is appropriate for local need. The
funding and planning support from the Local
Dorset Vanguard programme is helping to
accelerate plans.
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of 13 health and social care teams. They
have helped deliver better management of
frail and older people through robust multiagency care management arrangements.
They have also enabled earlier discharge from
hospital, increased intensive rehabilitation and
reablement for patients such as those who
have had a stroke, and improved end of care.
At Bridport Community Hospital this is an
integrated health and social care team
working together to support the most
vulnerable local people. Our plan is to create
similar integrated health and care teams that
reflect local need across the whole of Dorset.
GP services: the impact to date
Launched within the last six months, the Local
Dorset Vanguard programme has provided
CCG funding and additional planning support
to six GP federations covering all of Dorset,
to help them think how they can work
differently to provide care to local people
that meets their needs seven days a week.
Some of our GP practices have chosen to work
together across bigger localities and combine
primary care services with community, social
care, voluntary and acute care services to plan
to deliver services in a range of ways, such
as working through networks or being colocated within hubs. Other practices are still

Community based urgent and emergency
care: the impact to date
We have established a standalone urgent care
integrated advice and assessment centre that
handles enquiries from across the county 24
hours a day, seven days a week. It is operated
by the ambulance service and sits alongside
the 999-call centre, NHS 111 control centre
and GP out of hours services. It also operates
as a ‘single point of access’ through which all
health and care professionals can organise
follow-up appointments for individuals in
need. By having up to date details of what
services are available at every hour of the day
the hub can ensure local people are supported
to access the right care at the right time. Since
April we have also introduced a new Dorsetwide labour line that is available directly
through NHS 111 and provides support for
women in labour or who have concerns about
their pregnancy.
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Community centre with
shared space
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Mental health services: the impact to date
Since 2013 there has been important work
taking place to ensure there is more equitable
treatment and outcomes for people with
mental health problems.
To improve prevention and increase emotional
resilience more mental health well-being
education is being delivered in educational
settings with training support for teachers (see
page 17). We also have in place CAMHS liaison
roles as part of our psychiatric liaison service.
Our Dorset talking therapy service, Steps to
Wellbeing, is consistently delivering high
recovery rates that are above the national
target.
In 2013 acute mental health services
changed in line with national models and
developments, which meant that there
was a reduction in inpatient bed numbers
accompanied by development of crisis and
home treatment services as an alternative
to hospital admission; and the additional
investment made to establish a recovery house
to provide an alternative choice of place of

care for people in crisis.
In Autumn 2016 a female Psychiatric Intensive
Care Unit will be opened in the county, as
currently local people have to travel out of
the area. We have also worked in partnership
with 16 organisations on the development
and on-going delivery of the Dorset Crisis Care
Concordat.
We have commissioned the Alzheimer’s
Society to deliver an innovative pre and post
diagnostic support service for people who
are concerned about their memory. Dorset
HealthCare Mental Health acute wards for
adults of working age and psychiatric intensive
care unit was awarded outstanding and is
currently the only outstanding unit in the
country.
Our three local Learning Disability
Partnership Boards have a strong track
record of partnership working. This includes
collaboration with people with learning
disabilities and their carers to design and
commission services which promote quality of
life, choice, inclusion and personalised care.

What our Integrated Community Services programme means
for local people
• More choice about when and where to
receive treatment

• Easier access to health records and
information about their treatment

• Less travelling time to attend
appointments

Integrated community services will benefit
everyone in Dorset, but there will be
particular benefits for older people, who
make up a large and growing proportion
of our population (see page 10). Making
a wider range of health and care services
available closer to home will help people to
stay in their own homes for longer; avoid
unnecessary hospital stays which can lead
to additional health problems and a loss of
independence; and regain independence
following a stay in hospital with the help
of home-based support and the use of
technology.

• Less time waiting for appointments,
diagnostic tests and test results
• Improved health outcomes, with more
opportunities to be cared for at home and
in the community rather than in a hospital
setting
• Better patient experience, with the same
high standard of care across all health
and care settings and effective sharing of
information between health professionals
• Support to return home after a stay in
hospital, or closer to home, as quickly as
possible

Programme 3
One Acute Network
of Services

Highest need
People with
complex needs
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Tier 3
One acute
network of
services

One Acute Network is the top
tier of our plan. This programme
will transform acute services in
Dorset so that they meet the
complex and specialist needs of
our local population.

The network will assign specialist roles to each
of our three district general hospitals and
create a single skilled network of clinicians
who will provide a consistent, high quality
experience for patients.
Our priorities are to:
• establish centres of excellence for patients
who need hospital based services
• develop a Major Emergency Hospital to
provide more urgent and emergency care
24 hours a day, seven days a week where
evidence shows it makes a difference to
clinical outcomes, including across major
trauma, hyper acute cardiac, stroke,
emergency surgery
• develop a Major Planned Care Hospital to
provide high quality and timely care for
planned (elective) and day case surgery
• maintain a Planned Care and Emergency
Hospital to provide urgent and emergency
alongside planned and specialist care in the
west of the county
• establish single acute networks for services
such as cancer, heart disease and stroke,
so that consistent services are provided for
people across Dorset
• support integrated community services to
treat where appropriate more people out
of hospital and reduce the need for an

inpatient stay, including the provision of
more urgent and emergency care
• invest over £100 million in refurbishments
and enhancements, including a new
maternity and paediatric unit
• provide an integrated frailty service and
improved mental health care, working
closely with the Integrated Community
Services and supporting the Mental Health
Acute Care Pathway review (see page 25)
• deliver a range of primary and community
services from our acute hospital sites
• adopt new technologies that will
support a high quality, consistent patient
experience throughout the health system,
with standardised working practices and
seamless communication between health
professionals
• join our workforce across Dorset into a single
network working together to support the
delivery of more 24/7 services across our
hospitals and the Integrated Community
Service programme, as well as enhance
skills acquisition and career and personal
development opportunities

Digitally Enabled Dorset
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Creating three centres of excellence
Our plan is to reconfigure the organisation
of our existing three district general hospitals
into three centres of excellence with better
defined and more specialist roles, to enable
them to deliver rapid, high quality healthcare
as part of one collaborative network.
We want to:
• establish a Major Emergency Hospital in the
east of the county at Poole Hospital or Royal
Bournemouth Hospital, to provide more
specialist emergency services for the whole
of Dorset, with hyper-acute specialist services
provided at the region’s tertiary centre,
University Hospital Southampton
• establish a Major Planned Care Hospital in
the east of the county at Poole Hospital or
Royal Bournemouth Hospital, to provide
higher quality elective services and a 24/7
Urgent Care Centre (as part of Dorset’s A&E
Network)
• maintain planned and emergency services
at Dorset County Hospital in the west of the
county

major change will result from shifting beds
to the planned Major Emergency Hospital
and a reduced number being required at the
Major Planned Hospital. Population changes
would have increased demand for beds to an
estimated 2,465.
But our plan aims to achieve a 25% reduction
in non-planned admissions by improving
the management of urgent and emergency
cases and people with long-term conditions,
and a 20% reduction in planned admissions
through the Integrated Community Services
programme.
During 2016/ 17 we will continue to test
our plans for reconfiguration. We will
hold a public consultation in late 2016 and
seek assurance from our local and national
regulators.
Dorset CCG’s governing body will make no final
decision on the site-specific locations until 2017,
following the completion of the assurance
and public consultation process. We expect the
implementation of the early stages to begin in
2017 and continue over a number of years.

An integrated workforce
We want our workforce to work across
hospital sites and beyond organisational
boundaries in a single Dorset wide network
of skilled professionals. Our plan is to
improve the leadership and organisation of
our workforce so that there will be a single
culture and aligned behaviours. This will help
Integrated Community Services, in particular
to ensure that local people receive a more
community hospitals and hubs that form a
consistent experience of our health and care
single health and care system for Dorset, will
services. By working more closely together, we
support our acute network. Organising our
services in this way – so that they are delivered can plan and deliver a single clinical pathway
as part of a single system of health and care in across the county for each specialty rather
Dorset, transcending traditional organisational than having variation because different types
of services are provided by different hospitals.
boundaries – will help us develop a
A single network, supported by an enhanced
sustainable, coherent system for current and
use of technology (see our Digitally-Enabled
future generations.
Dorset programme plan on page 37) will also
As a result of the proposed One Acute
allow our clinicians to share their skills and
Network we expect the bed capacity in Dorset expertise more effectively.
to reduce to around an estimated 1,570
beds, from a level of 1,810 in 2013/14. The
Across the three hospitals we will increase the
amount of consultant-led care, including an
ambition to deliver 24/7 consultant care at the
Major Emergency Hospital. This aligns Dorset’s
plan with the model of care set out in the
Keogh Urgent and Emergency Care Review
(2013) which evidence shows saves more lives.
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Detailed modelling has taken place, alongside an assessment against the six evaluation
criteria of quality of care, access to care, affordability and value for money, workforce,
deliverability and other issues such as research and development. As a result, Dorset
CCG is planning to consult the public on two options for reconfiguring Poole Hospital
and Royal Bournemouth Hospital. Dorset CCG's preferred arrangement is Option B.
Dorset County
Hospital

Poole
Hospital

Royal Bournemouth
Hospital

Option A

Planned Care and
Emergency Hospital
with A&E services

Major Emergency
Hospital with
A&E services

Major Planned Hospital
with Urgent
Care Centre
(as part of Dorset
A&E Network)

Option B

Planned Care and
Emergency Hospital
with A&E services

Major Planned Hospital
with Urgent Care Centre
(as part of Dorset
A&E Network)

Major Emergency
Hospital with
A&E services

Transforming cancer services
A key element of our plans for establishing
One Acute Network is to deliver improved
outcomes for cancer patients by delivering
locally the Achieving World Class Cancer
national strategy and the Wessex Strategic
Vision for cancer services. By working more
closely with all our partners we will be able
to address the fragmentation of the current
care pathway so that patients experience
a seamless service. Working in partnership
with the Wessex Cancer Alliance there will
be a significant opportunity to strengthen
and support our local work, in particular
around research and clinical trials, as well as
prevention.

Transforming maternity and paediatric
services
We have ambitious plans to improve the
maternity and paediatric services that are
delivered in our acute hospitals and in the
community. We intend to offer a larger
and higher quality range of services in the
community to reduce the need for local
people to have to attend hospital. This
will include the development of a Dorsetwide children’s community nursing service.
For pregnant women we will increase the
provision of midwife-led care across the
county, which will enable more women to
be able to choose a home birth, and create
a single team of midwives, health visitors
and nurses.

One network
"We want to support our workforce to work across hospital
sites and beyond organisational boundaries in a single
Dorset wide network of skilled professionals."
	Paula Shobbrook, Director of Nursing, Royal Bournemouth and
Christchurch Hospitals NHS Foundation Trust
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We will reorganise hospital based care by
implementing the Royal College review
recommendation to consider 'by exploring
the integration of services between Dorset
County Hospital and Yeovil District Hospital
such that there could be one site delivering
consultant led obstetric care and one site
with a midwifery led unit'. If the feasibility
of this is not agreed within the next six
months, we follow the recommendation of
the independent Royal College review5 for a
Dorset-wide network. If implemented, this
will see us move to a midwifery led unit and
paediatric assessment unit at Dorset County
Hospital with a high-risk obstetric unit and
consultant delivered paediatric inpatient site
at the Major Emergency Hospital in the east of
the county.
One acute network: the impact to date
We have two aligned work streams to develop
and deliver our transformation plan for the
One Acute Network:
• t he Clinical Services Review being led by
Dorset CCG

• the One NHS in Dorset Acute Vanguard
programme being led by our three acute
provider foundation trusts
Clinical Services Review
In 2014, the Clinical Services Review was
started to help us to identify a future model
of care to better meet the needs of our local
population. The project has been managed
by Dorset CCG with leadership from a
representative group of senior clinicians,
nurses, allied health professionals and our
health and care system’s chief executive, chair
and lead councillors.
The work to date has been shaped by
the regular and active involvement and
engagement of hundreds of clinicians working
in primary care, acute, community, mental
health and children’s services, voluntary sector
organisations, our workforce and local people.
Alongside input from our Patient, Carer
and Public Engagement Group, Supporting
Stronger Voices and Health Involvement
Network. It has also been subject to valuable
scrutiny and assurance from NHS England,

Royal College of Paediatrics and Child Health Invited Reviews Programme - Design Review,
Dorset CCG (April 2016)

5
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29,000

525

100

pieces of feedback used
to inform our Need to
Change.

Attendees at our public
meetings to help design
the models of care.

Different forums, meetings
and events to inform and
engage thousands of
local people including staff.

12

3,900

18

meetings with our Clinical
Services Review Patient, Carer
and Public Engagement Group
of representatives.

members of our Health
Involvement Network and 150
representatives of Supporting
Stronger Voices have received
regular information and been
involved.

Meetings with our Pan-Dorset
Engagement Leads Forum to
plan and deliver a consistent
approach to communications
and public involvement across
our health and care system.

Wessex Clinical Senate and our local Joint
Overview and Scrutiny Committee, as well as
the independent advice of a Royal College
Review that we commissioned to examine our
maternity and paediatric services.
This collaborative approach has enabled the
programme to make significant progress
towards making both our One Acute
Network and Integrated Community Services
programmes a reality. We have:
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• considered the services offered outside of
Dorset, such as specialist services delivered
from Southampton, patient flows into
Dorset from surrounding counties such as
Hampshire, and Dorset patients receiving
services from non-Dorset hospitals including
Yeovil and Salisbury
• designed the model of care for One Acute
Network as detailed on pages 29-32 and
Integrated Community Services as detailed
on pages 21-26

• analysed current and future demand for
our services alongside our existing supply,
• produced detailed finance, activity and
to identify the challenges Dorset currently
workforce modelling to explore the
faces – our health and wellbeing, care and
feasibility of the model of care
quality and finance and efficiency gaps are
• undertaken extensive communications and
outlined in Need to Change6 , which involved
engagement activity with the general public,
examining over 29,000 pieces of feedback
patients and carers (see box above)
from the public 7
• reviewed evidence on good practice and
considered service reconfigurations in other
parts of the NHS and internationally, to help
shape our ambitions

6
7

Dorset CCG Clinical Services Review Need to Change (January 2014)
Reference The Big Ask and Bournemouth University report
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Having obtained Stage 1 assurance in 2015,
and Stage 2 assurance in summer 2016, Dorset
CCG are now seeking the support from NHS
England's Investment committee.
Alongside this they have been working closely
with the Wessex Clinical Senate to address
their detailed valuable independent feedback.
In late 2016 the CCG intends to hold a public
consultation to obtain views of local people
on our plans, including the site-specific
reconfiguration options for our acute and
community hospitals. Once the consultation
and assurance has been complete, Dorset
CCG’s Governing Body will then make a
decision in 2017. We expect to phase in the
implementation of the plans over five years
with the early stages beginning in 2017.
One NHS in Dorset Acute Vanguard
programme
One NHS in Dorset is an early adopter site
as part of NHS England’s national Acute
Vanguard Programme. It is focused on
delivering the workforce and organisational
cultural and behavioural changes to have
a single network of clinical services across
Dorset providing higher standards of care
in a more consistent way, irrespective of
where local people live and what service they
access. By driving more effective leadership
and organisation of our workforce it is
therefore the vital mechanism to accelerate
the implementation of our new models of

care, and it can proceed at pace before, during
and beyond the external scrutiny of our site
specific reconfiguration plans.
We have recently set out the timetable for
the delivery of this programme of work and
this includes:
2016
• Agreeing the priority activities which will
include determining where to realign with
other existing or planned activity.
• Agreeing the contracting and financial forms
with the CCG along with the framework for
the joint partnership decision.
• Completing the common IT strategy and
workforce strategy and implementation plan.
2017 - 2020
• New joint partnership will be embedded and
delivery locations will be organised in line
with the Dorset Clinical Services Review.
• Implementation will have been undertaken
and a significant contribution made to
improved patient outcomes, clinical and
financial sustainability.
The intention is to support the development
of one or more Accountable Care Partnerships
who will manage and deliver integrated
health and social care to patients across
Dorset. This will enable us to incentivise
patient outcomes and support a collaborative
approach across organisational boundaries.

One NHS in Dorset
The nine acute hospital based services that have been identified as the priorities for our
Acute Vanguard programme.
• Cardiology
• Imaging
• IT and other transaction related services
• Non-surgical cancer services
• Ophthalmology

• Paediatrics
• Pathology
• Stroke
• Women’s health
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"These are exciting plans for Dorset’s hospitals that will ensure we
have the most modern, high quality and safe hospital based health
services for local people. By having more consultant-led care the
evidence shows that patient outcomes will be improved. A more
consistent quality of service will be enabled by teams working
together in a single clinical network. This will also help staff to
develop their skills, share best practice and feel more supported."
Dr Robert Talbot, Medical Director, Poole Hospital, NHS Foundation Trust

Acute Hospital@Home
The Dorset County Hospital Acute Hospital@
Home service has been delivered as a pilot in
west Dorset to provide aspects of inpatient
care in patient’s own homes, to reduce the
need for additional admission to hospital. The
service operates 7.30am to 11pm seven days
a week, with access to the admitting medical
and surgical teams outside these hours. By
working as part of an integrated team and
improving communication with primary and
community care teams (including the use
of an electronic discharge summary), Acute
Hospital@Home is helping to ensure frail and
older people as well as those with long-term
conditions are provided with safe, high quality
care that does not require them to travel. To
date there has been an increase in referrals to
wider community teams and positive patient
feedback, the intention is to extend the service
and embed this work within the Integrated
Community Services programme.

What our One Acute Network
programme means for local people
• Improved health outcomes, including
more lives saved by having more care
provided 24/7 by consultants.
• Better patient experience, with the same
high standard of care for people across
the county and more effective sharing of
information and health records between
health professionals.
• Less waiting time for access to urgent
and emergency care and planned care
operations.
• Reduction in cancelled planned care
operations because of emergency care
needing to take priority.
• Less travelling time to attend
appointments as more diagnostic
tests, outpatient appointments and
rehabilitation will be provided closer to
home in community settings.
• More support to return home after a
stay in hospital as quickly as possible.
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Highest need
People with
complex needs

Tier 3
One acute
network of
services

Moderate need
People with
moderate or
reoccuring
health needs

Tier 2
Integrated
Community
Services

Lowest need
Whole
population

Enabling programme 1
Leading and working differently
We will organise our workforce of around
30,000 people more effectively, so they are
better able to deliver high quality, safe,
timely, accessible and sustainable health
and care services.
This will require closer working between
and across teams to deliver an integrated
seamless service, and to maintain and develop
professional skills.
Our plans for our workforce will help
to establish Dorset as an exciting and
innovative place to work, so that we can
attract the highest calibre of staff into our
local communities. We intend to create
more diverse training placements across
primary, secondary and social care for a
range of professions and work closely with
Bournemouth University to establish a training
academy approach.
This work will be delivered by further
developing and implementing our workforce
action plan that has been created with
director level leadership from across Dorset’s
health and social care organisations together
along with Health Education Wessex and
Thames Valley and Wessex Leadership
Academy, the deanery and the Wessex and

Leading and working differently

Our Leading and
Working Differently
and Digitally-Enabled
Dorset programmes are
fundamental enablers to
realising our ambitions
to radically transform
Dorset’s health and
care system.

Digitally Enabled Dorset

Two enabling programmes
of work

Tier 1
Prevention
at scale

Regional Workforce Strategic Board for
Nursing and Midwifery. We will also build
on the work of our established Primary
Care Workforce Centre and our recruitment
campaign www.doorwaytodorset.nhs.uk
We have a single integrated leadership team
who have already been working together for
two years and includes lead cabinet members
(including the portfolio holders who chair
the Health and Wellbeing Boards), NHS nonexecutive chairs and chief officers (including
the pan-Dorset Director of Public Health). We
will continue to develop the capability of this
team to work across organisational boundaries
and lead the transformation of our system. We
expect this to lead to more partnerships within
and between organisations and meaningful
relationships that are capable of sustaining
collaboration alongside competition. To
oversee delivery of Our Dorset we have also
agreed to move towards having an aligned
system wide programme management
approach.
To make these major service changes we will
support the development of accountable
care partnerships. We are planning for three
Accountable Care Partnerships in the east, mid
and west; although we anticipate that this
may reduce to two over time as the current
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Local Government Review comes to fruition
and changes are made in NHS care.
Practical, early wins for each of the
Accountable Care Partnerships in the coming
year include implementing a single integrated
hospital discharge team, improving integrated
care at the end of life and developing
integrated care pathways and developing
real-time care capacity management systems
to help reduce unnecessary delays as people
move from one care setting to another.
Enabling programme 2
Digitally-Enabled Dorset
We intend to harness the power of technology
and support digital innovation by rolling out
the plans in our Digital Vision 2020 strategy
for a Digitally-Enabled Dorset.
This will see us align the digital strategies of
local health and care providers into a single

digital plan for our area. We will implement
the Dorset Care Record, a unified record of
local people’s interaction with services, with
a priority focus on clinical record integration
and record sharing between health and social
care practitioners. This will improve safety
and care for patients, by giving professionals
more timely access to the right information to
inform their decision-making.
We will also provide more information and
support, along with expanded access to
telehealth and innovative technologies to
enable local people to better manage their
own health.
This digital plan is being developed and
delivered by our established Dorset Informatics
Group made up of senior clinical, social
care and technical leaders including Chief
Information Officers and clinical leaders.
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The governance arrangements for the programme
are provided in the Appendix, page 6.
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A sustainable approach
to funding
Delivering improvements to our health and care system at a
time of increased demand but with a lower growth in resources
demands a sustainable approach to funding. This underpins all
of our programmes of work.

In March 2016 we calculated that a ‘do
nothing’ scenario would create an annual
financial gap in the local health system by
2020/21 of £158 million, with a further £32
million shortfall on NHS England specialised
services. We are continuing to work through
and understand the social care gap.
We have done financial modelling work to
calculate the impact of implementing our plan
and to determine that we can close the health
system financial gap in four key ways.
1. Commissioner led savings
We could deliver around £63 million of
potential savings by reducing variation,
supported by the national programme on
RightCare. Reducing high intervention rates,
improving the management of long term
conditions, stopping some of the work done
in outpatients and moving care closer to
the person’s home – much of which is the
cornerstone to our Integrated Community
Service programme for our lower and medium
need patients.
2. Local provider: agreed cost
improvement plans
Our local providers have agreed to find
2% savings on their costs through cost
improvement plans, supported by the national
Lord Carter review areas. This would see the
delivery of more activity with better outcomes
for less money by maximising effectiveness
across the workforce and in areas such as
supplies, information technology and estates.
This could close the gap by £46 million.

The Acute Vanguard plans for networks
and sharing of back office functions will be
a key element in how this is delivered, with
estimated savings of £20 million.
3. One Acute Network programme
reconfiguration
Once the proposed acute reconfiguration is
fully operational we calculate it would deliver
around £30 million of savings each year. Our
clinically-led discussions set out that this can be
achieved by a 30% increased efficiency from
having all planned activity on one site, and a
20% increased efficiency from bringing our
emergency activity together.
There would be a £148 million to £189 million
capital expenditure requirement to improve
the estate and build new wards and units
for the Major Emergency Hospital and Major
Planned Care Hospital in the east of the
county. When we get local building costs there
could be a reduction of 20% to 30%. This
capital investment would be spread be over
5 years.
4. Integrated Community Services
programme reconfiguration
We are at an early stage of determining
the financial implications of the model of
Care for the Integrated Community Services
programme. We know that workforce costs
make up around 70% of our local revenue
costs. We need to deliver care in new ways,
our workforce will need to be reorganised
to deliver services in the right place and
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with the appropriate skill set. The finance
working group will be reviewing the proposed
options for how the public sector estate
across Dorset could be organised to deliver
community services by considering value
for money, capital requirements, feasibility
and deliverability. There will be a transition
period where we need to run some services in
tandem, while we train staff and develop new
care pathways that will require temporary
additional running costs and investment in
parts of our estate. Our plans will ensure that
the funding of services will reflect patients’
need, to ensure that the whole Dorset system
will remain in financial balance.
We all recognise we need to jointly aim
towards a further saving of 2% to allow room
for investment and we will be continuing to
determine the specific plan for achieving this
additional level of savings.

8
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Specialised services
The largest of our financial challenges
currently rests with specialised services as we
continue to face a £32 million gap over the
next five years. To address this we are working
closely with NHS England to identify an
appropriate plan.
Prevention at Scale
There are additional expected finance and
efficiency improvements that will be delivered
by addressing the wider determinants of
health, undertaking more prevention work
and the upscaling of self-help. We intend
to undertake more work to determine the
impact of the Prevention at Scale programme.
By way of indication of the savings that
could be expected, The King’s Fund and Local
Government Association8 have calculated the
following returns on investment for public
health spending.

 aking the case for public health interventions. The King’s Fund and Local Government Association
M
(September 2014)
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• Smoking prevention programmes in schools
can return as much as £15 for every £1 spent,
as can anti-bullying interventions.
• Getting one more child to walk or cycle to
school could pay back as much as £768 or
£539 respectively in health benefits, NHS
costs, productivity gains and reductions in air
pollution and congestion.
• Housing interventions to keep people warm,
safe and free from cold and damp could save
the NHS £70 over 10 years for every £1 spent.
• Every £1 spent on befriending services saves
£3.75 in reduced mental health spending
and improvements in health.
• Every prevented visit to an NHS service
results in a saving: £31 for a GP visit, £114
for an A&E attendance and £3283 for an
inpatient stay in hospital.

£53m

National allocation
The recent publication of the STP indicative
allocations has suggested that Dorset
should receive a £53 million sustainability
and transformation fund by 2020/21. Taken
alongside our planned efficiency improvement
this will ensure we are able to close the
financial gap.
We will be continuing to refine and check
our assumptions and savings plan based on
national funding allocations and efficiency
requirements, while also closely monitoring
how our plans are delivering the required
savings. Overall, we will spend more in 2020/21
when compared with current levels but we
will be ensuring more efficient use of our
available resources to meet the needs of our
population.
Given the leadership we have in place and our
changing culture we are confident that these
finance and efficiency interventions will see us
deliver a financially balanced health system,
alongside improvements in quality and safety
for all those who use Dorset's health and care
services.

The recent publication
of the STP indicative
allocations has suggested
that Dorset should receive
a £53 million sustainability
and transformation fund by
2020/21.
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The national support
we need

We are proud of Our Dorset and the scale of our ambitions to deliver a
transformed health and care system focused on meeting the needs of our
local population. We have a vision that we all support; a plan that we all
agree will close gaps in health and wellbeing, care and quality, and finance
and efficiency gaps; and some immediate priorities that we are all focused
on delivering. We are all committed to working hard and at pace to realise
our plans over the next five years.
Our Dorset already has important foundations
in place. Crucially, there is a positive
relationship between the organisations across
our health and care system and we have a
track record of working together to devise
and deliver services. Recently strengthened
leadership and governance arrangements
will help us to accelerate the delivery of
our plans. Our Clinical Services Review and
Acute Vanguard programmes mean we are
not at a standing start: much of the analysis
and modelling work is complete and we are
quickly moving towards the implementation
phases. We can also build on existing good
practice such as the Weymouth and Portland
Hub, the integrated health and care teams
operating in a number of community hospitals
and the Acute@Home service.
We are in a strong position, but national
support and investment would enable us to
move faster to deliver the changes we are
aiming for.
Expert advice and support
Receiving national expert support and
assistance around patient benefits would
strengthen our plan. While our modelling
work has indicated how our proposals will
benefit local people, we will be working with
strict national regulations around maintaining
patient choice and quality standards when

hospitals are reconfigured. We would like
assistance to review and strengthen our
patient benefit case so that it is likely to be
supported by NHS Improvement and the
Competition and Market Authority.
As part of our Acute Vanguard programme,
we would like legal expertise to help
determine the format and structure of the
‘vehicle’ that will be established to deliver our
single clinical network and workforce. Support
with shaping workforce models, building skills
and developing our training plans would also
help to ensure we grow the right workforce to
meet our future care models.
Our local authorities are seeking peer support
to understand the approach of other health
and care systems and to share the learning,
particularly from those who are have been
early adopters of new ways of working. We
would welcome national support to help us
set reasonable expectations about the scope
and pace of partnership working, as well as
assistance to develop appropriate outcome
measures.
We would like support from our local MPs and
elected members for our plans, particularly
around best use of our estate and our sitespecific reconfiguration plans. National
support could help local politicians to feel
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they can confidently back the need for change
and proposed plans for the Dorset health and
care system. This will be particularly important
before and during the forthcoming periods of
transition as we embed the changes.
Our specialised services are commissioned
nationally by NHS England using national
guidance and service specifications across a
geographical footprint that is different to
the area covered by our Dorset health and
care organisations that have developed our
plan. While we have been working with
NHS England on the commissioning of these
services it has been difficult to identify the
specific plans and opportunities that address
the needs of our local population. Assistance
from NHS England to define the health and
wellbeing, care and quality and finance and
efficiency gaps within these specialist services
would be welcomed.
Investment support
There are important elements of our plan
that require financial investment, especially
to deliver the proposed reconfiguration
of our acute hospitals. If following public
consultation and national scrutiny we progress
with the site-specific option, from 2018 we are
going to need between £147 and £189 million
spread over five years or more. These capital
estimates are based on national best practice
and we anticipate that actual build costs
could be 20-30% cheaper. The £30 million cost
savings come from the reconfigured hospitals
will mean that the capital investment pays for
itself in four to seven years depending on the
final costs.

We will also require investment in our
community hospitals and primary care estate,
to make sure our estate is appropriate for
the planned community hubs and improved
integrated community care services. We will
have a clear understanding of the funds
required once the site-specific modelling has
taken place in summer 2016.
We would like national support for
our capital requirements, to help with
obtaining assurance from the investment
committee so that we are in a position to
bid for transformation funding and that
our Foundation Trusts are successful in their
application to the Independent Trust Financing
Facility .
To date, our Acute Vanguard programme
has received less than 10% of the original
funding requested. This is going to make it
difficult for the leadership and workforce
across our hospitals to allocate the time to
develop the clinical networks we need. The
Health Foundation and The King’s Fund9
state that transformation on the scale we
have outlined will require a period of double
running. To deliver our plan, we will need
the Acute Vanguard funding that has already
been committed, plus additional transitional
funding. We will spend the funds on training
and education; temporary ‘backfill’ staffing
of clinical positions; IT infrastructure; and
workforce and organisational development
support. We are confident that investment
now will help to realise the estimated £20
million financial saving as a result of the
programme.

This investment will be required in tranches
over a five-year period as we extend and
enhance our hospitals. For instance we would
propose to develop our joint pathology
capacity first at an initial cost of around
£11 million.

9

 aking change possible: a Transformation Fund for the NHS. The Health Foundation and The King’s Fund
M
Research report (July 2015)
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Our Dorset
Our Dorset is a once in a lifetime
opportunity to build a strong and
integrated health and care system that
delivers high quality and safe services
that meet the needs of our population.
The health and well-being of people
in Dorset depend on us delivering this
plan.
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Our Dorset
Appendix

Name of footprint: Dorset Number of footprint: 41 Region: South
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Governance and Delivery
We are proud of our track record of working
together across organisational boundaries
to deliver change. However we have not
previously delivered system changes of
the scale set out in this plan. To ensure our
plan is robustly led we have formed a new
System Leadership Team (SLT) from two
existing groups of key system leaders: the
Chief Executives & Chairs Reference Group
supporting the Clinical Services Review; and
the Better Together Sponsor Board who have
been responsible for building the integration
health and social care across Bournemouth,
Dorset and Poole.
The SLT, with support from hundreds of
clinicians and professionals, have already set
out the Our Dorset plan and they will continue
to make sure we have the necessary aligned
governance mechanisms within individual
organisations to enable timely decisions
to be taken in support of joint business.
They will also make sure the required level
of engagement and scrutiny is achieved.
Members of SLT hold joint accountability for
delivery and for constructively challenging
each other to ensure each partner plays
their part.

Leading and working differently

Transforming our
workforce and
leadership is one of two
fundamental enabling
programmes of work that
are essential if we are to
realise our ambitions for
our Prevention at Scale,
Integrated Community
Services and One Acute
Network programmes.

Digitally Enabled Dorset

Leading and Working Differently

Tier 1
Prevention
at scale

We will further develop the capability of our
single integrated leadership team to work
across organisational boundaries and lead
the transformation of our system. This will
see a shift from a traditional hierarchical
focus of looking inwards at individual
organisation to looking outwards to places
and partners across the system. This is
essential to promote partnerships within and
between organisations and foster meaningful
relationships that are capable of sustaining
collaboration alongside competition.
Accepting the shared sense of responsibility
for our health and care system and economy
is fundamental, and will be supported by
agreeing the shared measures of success
against which we can acknowledge progress
and hold each other mutually accountable.
The System Leadership Team’s membership
comprises lead cabinet members (including
the portfolio holders who chair the Health and
Wellbeing Boards), NHS non-executive chairs
and chief officers (including the pan-Dorset
Director of Public Health) from across our
health and care system.
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We want all our staff to be able to spend their
time using their particular expertise in the
most appropriate ways and working to the
very top levels of what they have been trained
to do. We also want every member of staff
to be supported by technology which helps
them to use their skills and time effectively,
by making greater use of virtual consultations
and telehealth.

We recognise that each organisation has its
own direct part to play in the delivery of our
system wide plan. The System Leadership Map
on page 6 shows the relationship between our
programmes of work, the SLT and individual
organisational governance.
To oversee delivery of the STP we have agreed
to move towards an aligned system wide
programme management approach.

Our plans for our workforce will help
to establish Dorset as an exciting and
innovative place to work for health and
care professionals, so that we can attract
the highest calibre of staff into our local
communities.

Working differently
Our workforce of around 30,000 people
needs to be organised more effectively to
deliver high quality, safe, timely, accessible
and sustainable health and care across our
Prevention at Scale, Integrated Community
Services and One Acute Network programmes.
This requires closer working between
and across teams to deliver an integrated
seamless service, and to maintain and develop
professional skills.
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Our System Leadership Team
Our single integrated
leadership team has been
working together for two
years and includes Chairs,
Chief Finance Officers,
Directors, portfolio holders
and clinicians.
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Dorset's System Leadership Map
We have a single integrated leadership team
responsible for delivery of Our Dorset and its
three main programmes of work and enabling
programmes. We are also moving towards
having an aligned system wide programme
management approach.
5 x NHS FT
Boards

CCG Governing
Body

3x
LA Cabinets

Lead members and non-execs

5 x NHS FT
Boards
Chief Officers

System Leadership Team
Sustainability & Transformation Plan
Health and wellbeing
Care & quality
Finance & efficiency
Health and
Wellbeing

Early intervention & prevention
Independence & achievement
Personalisation, choice & control

Re-shaping & integrating health
& care services

Communications & engagement
Information sharing & information governance

Sharing resources

Shared intelligence

Accountable Care Partnerships

Digitally-Enabled Dorset

Acute Vanguard

Behaviours & leadership

Acute Care
Reconfiguration

Roles skills & capacity

Prevention at scale

Integrated
Community
Services

New ways of working

Delivering
today
System
resilience
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We want to:
• develop a workforce modelling tool
• further develop and implement the
workforce action plan
• continue to engage and communicate with
the workforce across the system
• establish a training academy approach
for adult and children’s social care, in
partnership with Bournemouth University
• create opportunities for more diverse
training placements across primary,
secondary and social care for a range of
professions

Workforce: the impact to date
All partners in the Dorset health and care
system are already working together to
tackle the workforce challenges we face
across our primary, community and acute
hospital services. Dorset’s Workforce Plan
was developed in January 2016, led by the
Dorset Workforce Reference Group (now
Dorset Workforce Action Board) chaired by a
secondary care chief executive, with director
level leadership from across Dorset’s health
and social care organisations together with
other key partners including Health Education
Wessex and Thames Valley and Wessex
Leadership Academy, the deanery and the
Wessex and Regional Workforce Strategic
Board for Nursing and Midwifery.

• undertake a skills audit to determine the
preventative, generic and specialist skills
that exist across the system, to maximise
opportunities for individuals and team to use The plan brings together national and
their skills and influence the future content
local data and information in a consistent
and delivery of training places
format across the commissioning priority
groups in health services, as well as an
• ensure our workforce is supported by
analysis of primary care and social care. It
technology that enables the delivery the
includes the baseline staff across the system,
highest quality and safe services (for further
benchmarked against Royal College staffing
information see our plans for Digitally
recommendations, along with an overview
Enabled Dorset on page 9-10)

Primary Care Workforce Centre
Primary care services are increasingly
being expected to provide longer opening
hours and cover over the weekend at a
time when clinicians across the system are
feeling stretched. We also face the prospect
that we have a high percentage of staff
who can and may decide to retire over
the next five years, alongside difficulties
recruiting to vacant positions and filling
training places.
Many of these challenges are not unique to
Dorset but they highlight why it is essential
we act to improve the sustainability of
primary care services for the future.
In April 2016 we established a Primary Care
Workforce Centre hosted by Bournemouth

University, to provide a dedicated space
focused on driving forward new ideas to
sort primary care workforce development.
We already have two key pieces of work
underway:
• establishing a graduate scheme to start
in summer 2016, to encourage GPs who
train in Dorset to continue to work here
- currently as few as 10% of graduates
decide to stay
• running an online recruitment campaign
to attract people to come and work in
primary care in Dorset, with future plans
to expand to wider health and social care

Royal College of Paediatrics and Child Health Invited Reviews Programme - Design Review, Dorset CCG (April 2016)

1
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of available training places and the numbers
currently in training, to help us understand
and predict the future supply of the workforce
and determine medium and longer term
needs. The plan also sets out a number of
recommendations for recruitment, retention,
and training.
New ways of delivery
To make these major service changes we will
support the development of Accountable
Care Partnerships. These build on existing
partnerships between health, social care
and voluntary organisations in particular
localities, and will shift the focus to delivering
the best outcomes for patients regardless of
organisational boundaries.
We are planning for three Accountable
Care Partnerships in the east, mid and
west; although we anticipate that this may
reduce to two over time as the current Local
Government Review comes to fruition and
changes are made in NHS care.
Practical, early wins for each of the
Accountable Care Partnerships in the coming
year include:

• developing real-time care capacity
management systems to help reduce
unnecessary delays as people move from one
care setting to another
The first step for delivering the changes is to
develop a route map for commissioners and
providers by the end of June 2016. The route
map will address issues including how we
share and manage any risks and gains, and
appropriate governance for any delegated
responsibilities. We have identified models in
Northumberland and Tower Hamlets that we
can draw on to help us with this work.
What our Leading and Working Different
programme means for local people:
• sufficient numbers of appropriately skilled
health and care to deliver high quality and
safe services
• a health and care system that has been
designed around local people’s health and
care needs, rather than to benefit existing
organisational structures and boundaries
• a skilled leadership team to drive the
deliverability of the plans

• implementing a single, integrated hospital
discharge team for their area, including
single line management of staff
• improving integrated care at the end of life
and developing integrated care pathways

"Strengthening a highly trained and committed current and future
workforce is fundamental to the success of Our Dorset. The
establishment of a single system workforce plan has been an
important recent development that sees us working collaboratively
to realise our ambitions. We have made a positive early start and the
next year and beyond will see us working hard and at pace to bring
about significant change." Patricia Miller, Chief Executive of Dorset County
Hospital NHS Foundation Trust and Chair, Dorset Workforce Action Board
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Highest need
People with
complex needs

Tier 3
One acute
network of
services

Moderate need
People with
moderate or
reoccuring
health needs

Tier 2
Integrated
Community
Services

Lowest need
Whole
population

Rolling out the plans in our Digital Vision 2020
strategy for a Digitally-Enabled Dorset will
underpin the ability to deliver safe and higher
quality services, and improved outcomes for
local people.
We want to:
• align the digital strategies of health and care
providers in Dorset into a single digital plan
for our area
• implement the Dorset Care Record, a unified
record of local people’s interaction with
services, with a priority focus on clinical
record integration and record sharing
between health and social care practitioners

Leading and working differently

Harnessing the power of
technology with digital
innovation is one of two
fundamental enabling
programmes of work that
are essential if we are to
realise our ambitions for
our Prevention at Scale,
Integrated Community
Services and One Acute
Network programmes.

Digitally Enabled Dorset

Digitally-Enabled Dorset

Tier 1
Prevention
at scale

clinical, academic, digital and life science
sectors with the passion to accelerate
development and integration of innovative
technology across Dorset
• provide more timely access to clear and
appropriate patient records, prevention
information and advice, and the means to
increase self-care
• increase the number of patients who take-up
accessing their patient records, and support
enabling carer access where desired
• align current GP, district nurse and
community hospital systems. Develop
standard templates to support an integrated
approach to working

• build on our work to date on Advanced
Care Plans, starting with the most vulnerable • ensure transfer of care documents are sent
between partners promptly and efficiently
and linking with ambulance systems during
2017/18
• extend the use of online record access,
SMS texting, email and virtual clinics across
• ensure that diagnostic reports and
all services to support self-management
images are made available as appropriate
of appointment bookings, reminders and
across organisations, including specific
cancellations
improvements to support the radiology and
pathology networks
• rolling out electronic prescribing and
medicines administration across our hospitals
• work with experts in the Health and Social
Care Information Centre (HSCIC), Academic
• promote mobile working, with extended
Health Science Network (AHSN), The King’s
Wi-Fi in GP practices and across NHS
Fund and NHS England to develop a network
premises. Ensuring appropriate hardware,
of visionary collaborators from across the
software and infrastructure is available
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We will continue to review Our Dorset
and our models of care to ensure our
digital strategy adapts and responds to our
evolving requirements and the rapid pace of
technology development.
Digitally-Enabled Dorset: the impact to date
This digital plan has been developed and
delivered by our recently established Dorset
Informatics Group made up of senior clinical,
social care and technical leaders including
Chief Information Officers and Clinical Chief
Information Officers. Together they are
responsible for setting the priorities regarding
how to best respond to emerging clinical need
and driving forward the delivery of our vision
of a paperless system across the Dorset health
and social care community. Our clear aim is
for clinical leadership of the priorities that are
enabled through technology.
To support our services, and to deliver our
ambitions we are working together on
clinical noting and electronic prescribing
in secondary care, implementing national
systems such as Electronic Prescription Service,
GP2GP, Summary Care Record and the
Enhanced Summary Care Record. All three
local authorities have procured new Case
Management systems. We have 100% of GP
practices providing access to patient records
and have introduced SMS texting facilities.
Secure remote access to relevant clinical
applications is helping clinicians to offer more
flexible delivery of services to our patients.

Our Ambulance services have implemented
mobile records systems, including electronic
handover at A&E. We have held discussions on
enhancing shared diagnostic reporting.
What our Digitally-Enabled Dorset
programme means for local people:
• improved safety and care for patients,
through professionals having more timely
access to the right information to inform
their decision making
• receiving basic information about their
health and care more quickly, with less time
spent repeating information to different
agencies
• better continuity of care when seen by
different health and care professionals
because they will have access to patient
records
• the chance to stay healthier for longer and
engage in self-management and self-care
by having more timely access to information
and support
• information about and access to their
patient records to improve involvement in
care management and planning
• quick and convenient ways to manage
appointment reminders and cancellations
• faster diagnosis and more accurate
treatment
• ability to stay connected via Wi-Fi in health
and social care buildings

"The Dorset Care Record will solve many of the problems I face in my
day to day work as a GP. Sharing of patient records between primary
care, secondary care and social services should save time, improve
safeguarding, reduce workload and improve patient care. To name
just a few benefits, I would need to spend less time chasing results
and letters from the three hospitals in Dorset; have instant access to
the most up to date care plans; be able to quickly see any medication
changes relevant to my patients; see updates from other health and
social care professionals notes who are looking after my patients
and be alerted when my patients are admitted or discharged from
hospital." Dr Ben Chennell, Weymouth GP
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Engagement
Our Dorset STP has been developed through
the system wide planning group, which
consists of members from each of the nine
organisations within our footprint and
partners including Wessex LMC and Academic
Health Science Network.
It has been shared widely and the draft plan
approved by each organisation and both
our Health and Wellbeing Boards. It has also
been presented at all three Local Authority
Cabinet meetings and Overview and Scrutiny
Committee Meetings.
In addition to this, as set out in ‘Our
Plans’ section of the STP, we have been
continuously engaging with the public,
staff and organisations across Dorset in the
development of our programmes, including
the acute reconfiguration, acute mental
health and integrated community services.

• 12 Patient (Carer) and Public Engagement
Group (PPEG) meetings – providing feedback
at all stages of the CSR.
	In December 2014 the PPEG was formed. The
group comprises about 20 local people with
a wealth of life-experience across Dorset’s
geography, demography and diversity. It is
chaired by a National Patient Leader and
meets regularly, providing feedback at all
stages of the CSR. Views fed directly into
assurance, reference and clinical working
groups. Key outputs include:
o producing Need to Change document
(January 2015)
o directly informing the development of the
CSR Evaluation Criteria (February 2015)
o designing consultation principles for the
CSR (March 2015)
o producing a Guide to person-centred
discussions – shared widely with clinical
working group, clinical delivery groups and
community vanguards (December 2015)

A synopsis of the engagement undertaken can
be seen below:
• 29,000 pieces of feedback themed and used
• Pan Dorset Engagement Leads Forum
to inform the “Need to Change”.
set up – representatives from 18 partner
	In November 2014, at the start of the CSR
organisations.
consideration was given to what local people
	In December 2014 the pan Dorset
had already been saying. Bournemouth
Engagement Leads Forum was set up.
University was commissioned to analyse
This forum is attended by engagement
29,000 qualitative pieces of feedback
leads from health and social care providers,
collected through four Dorset-wide surveys.
the local authorities, the voluntary sector,
They reviewed themes around access to
public health Dorset, Healthwatch Dorset,
services (time and location), integrated
NHS England (South) and South West
working and communication. The outcomes
Ambulance and Dorset Fire and Rescue.
were shared with all working groups and
The forum was set up to share information,
used to inform the need to change
intelligence and approach to engagement,
to align work, to reduce duplication and
act as a professional group for developing,
critiquing and enhancing participation
across the county. This approach was applied
collectively to the CSR.
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•	Public Meetings hosted across the initial CSR
design phase – attended by 525 local people
and filmed to reach out to a wider audience,
including the working well and seldom
heard.
	During the initial design phase of the CSR
the same information that was shared with
clinicians and other working groups was
shared with the PPEG and through a series
of public meetings. A trio of public meetings
were held in December 2014, January
2015 and February 2015. One of each trio
was filmed to enable the messages to be
shared more widely, providing opportunity
for information and involvement via the
website, Facebook and Twitter to a wider
audience, including the working well and
seldom heard.
•	Information and opportunity for
involvement provided at 84 forums,
meetings and events.
	Across the CSR information and opportunity
for involvement has also been provided
to 1000s of people at numerous forums,
meetings, and public shows. These included
voluntary sector health and care forums,
learning disability groups, equality and
diversity forums, Dorset Youth Council, etc.
•	3,900 Health Involvement Network (HIN)
and 150 Supporting Stronger Voices
members - regularly informed and involved.
	Information and opportunities for
involvement around the CSR regularly sent
to HIN members via the CCG “Feedback”
bulletin. 150 CCG patient, carer, lay and
public representatives invited to 6 monthly
forums with CSR as a standing agenda item.

1

Widespread
message
sharing
•	Engagement with NHS West
Hampshire CCG.
	CSR presentations given to Involvement
Steering Group, New Forest Locality
and Patient Public Engagement Group.
Information communicated regularly. CSR
patient/carer survey in New Forest area - 277
survey responses received and shared with
NHS Dorset CCG.
• CSR and Young People.
	CSR poster co-designed with young people.
Two CSR young people’s conferences codesigned and co-hosted with young people
in October and November 2015.
• Views collected across the CSR.
	Across the CSR comments and questions have
been collated for further consideration as
appropriate. Recently, the strongest themes
were presented in an information walk
through at nine public engagement events
around community services.

 CP Mental Health Acute Care Pathway – View Seeking Evaluation Full Report, Bournemouth University MRG
A
(October 2015)

Our Dorset Appendix 13

•	Simple animation of the “Need to Change”
produced and shared with over 4100 people.
95% understand the need to change.
	In response to suggestions from PPEG, the
public and Healthwatch Dorset a simple
three minute animation illustrating a) the
need to change b) what is being done about
it and c) how people can get involved was
produced in October 2015 – to reach out
more widely to the working well, the seldom
heard, the hard to reach etc. This has been
viewed by over 4100 people and those who
completed a simple feedback survey 95%
said that having watched the animation
they understand why local health and care
services need to change.
•	9 locality based Integrated Community
Services (ICS) public engagement events
were hosted in March and April 2016. 339
local people attended providing 2,162 pieces
of feedback.
	In response to the need to co-design
integrated community services with local
people a series of nine public engagement
locality based events were held across Dorset
in March and early April 2016. This is an
important stage in on-going engagement
or participation work in Dorset – with a
vital local community focus. The focus
of each event was to listen and learn
from local people, with lived-experience
and knowledge of each area, exploring
what they felt we need to consider when
developing health and care services in their
particular area of Dorset. Their views were
also sought on emerging models of care. A
high-level overview was shared at Clinical

Working Group 9. The 2,162 pieces of
feedback have been collated and themed
and 9 individual reports and a master report
produced. Feedback is being shared to
inform emerging models and local people
will then be updated.
• The Mental Health Acute Care Pathway
(MHACP) Service Review is looking at the
changes needed to services such as inpatient
assessment and treatment, psychiatric liaison,
crisis response and home treatment, street
triage and community mental health teams.
Over 3350 views were provided during the
review phase and there was widespread
involvement in co-producing the design
phase with local people, service users, carers,
the voluntary sector, NHS providers and
Dorset police.
•	Engagement “road show” and two informed
audience meetings in June and July 2016.
	Local people have asked us to come to
where they are and to provide engagement
opportunities across a wider geographical
area. During June and July 2016 we held
our mobile vehicle covered a wide area of
Dorset’s geography – providing information
and an opportunity for people to provide
us with their feedback, views, concerns and
questions. As with all previous engagement
work - all views will be used to inform
emerging models and options that will be
taken back out to public consultation. We
also held two engagement meetings - one
in the west of the county, one in the east –
for informed audiences that make up our
Supporting Stronger Voices group.

Each of the detailed plans that will need to be produced from
this strategy document will be subject to public engagement
and consultation as required.
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Engagement
Implementation
Design Activity

 Where not dependant on consultation

* Indicative plan as of 10 May 2016
Please note that timings have not be confi

firmed
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2018+

2018+

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

D HWBB & B&P HWB
Alcohol and Drugs Strategy 2016-2020
D HWBB
B&P HWBB
Legislative change in place to enable LA reform
CWG 10
CWG 8
CWG 9
Dorset models of care for acute. Direction of travel for ICS
CWG 7

11.
12.
13.
14.
15.
16.
17.
18.
19.

Valuation proposition
2020 Digital Vision Event
Publication of Digital Maturity indexes for providers
Submission of Digital Roadmap for Dorset
Workforce dev. plan
WRG Delivery plan sign off
Alignment BT Workforce
Workforce Partnership Conference 9 June
Con. Doc submission 28 June
2018+

2018+

2018+

2018+

2018+
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Key Risks and Mitigating Actions for
Delivery of the STP
RISK

SEVERITY

LIKELIHOOD

MITIGATION

SYSTEM WIDE RISKS
Access to Sustainability and
Transformation Plan Funding
for Dorset including provider
request for additional
financial support and capital
funding.

H

H

Work across the system to
establish the system benefits of
funding coming into Dorset.

Delivery of Sustainability and
Transformation Fund (STPF)
objectives.

H

H

Work across the system to
establish how the objective of
the STPF can be delivered.

Local Authority financial
position post comprehensive
spending review impacting
on social care and
transformation.

H

H

Work across the system to
identify service areas which may
be reshaped to release savings
and assist with communications
in support of changes.

Primary care pressures
including the sustainability
of the workforce, finances
and impact of devolution.

H

M

Implement primary care
development plan.
Devolved commissioning of
primary care enable local
decisions.
Work with LMC and Deanery to
identify placements and support
programmes for workforce
development.

System wide workforce
pressures.

M

M

Work with Health Education
England, LMC and Deanery to
identify placements and support
programmes for workforce
development.

Capacity within the system
to deliver all workstreams.

M

M

Clear delivery mechanisms in
place and additional focussed
project support.

Wider political appetite and
support- balancing cost,
quality, service delivery,
outcomes and patient
preference.

H

M

Engagement and involvement,
testing levels of ambition of all
partners at each stage.
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National questions checklist
The table below provides additional supporting information to address
the 10 key questions set out in the National Guidance received in March 2016.

Questions

Supporting Evidence

1. How are you going to prevent ill health and moderate demand
for healthcare? Including:
A reduction in
childhood obesity

This is already a priority in both our Health and Wellbeing Board
strategies, in Dorset as part of our priority to reduce cardiovascular
disease, and in Bournemouth and Poole as part of our Major Change
Programme on Early intervention and support for pre-school children
and their families to avoid ill-health and poor outcomes in later years.
With the development of Our Dorset this will be a key feature of our
systematic approach focusing on heart disease and diabetes
(see page p.20).
Following a Task and Finish group on this topic led by Elected
Members from all three Local Authorities we have developed a draft
strategy. This will be finalised following publication of the national
strategy, expected in September 2016, and we will also update this
to reflect our continued work as part of the STP.

Enrolling people
at risk in the
Diabetes Prevention
Programme

Our Dorset includes a key focus on heart disease and diabetes as
part of our Prevention at Scale programme (see pages 19, 20).

Do more to tackle
smoking, alcohol
and physical
inactivity

Our Dorset includes a systematic approach to prevention as the key
feature of our Prevention at Scale programme (see pages 16-20).
Taking a health promoting wider determinants approach as well as
working with individuals to help them stay healthy. Alcohol is also a
specific focus area for this programme (see page 16).

A reduction
in avoidable
admissions

Ensuring appropriate admission and therefore achieving a reduction
in avoidable admissions is a key outcome of all of our programmes.
As part of our ICS programmes our modelling assumption include
an estimated 25% reduction of non-elective medical admission and
20% non-elective surgical admissions.
The paediatric/child health vanguard workstream we will focus on
avoidance admission for 0-19 years olds.
The prevention at scale work programme will also impact on
avoidable admissions, this work will be phased and modelling
will developed over the next 12 months.
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Questions

Supporting Evidence

2. How are you engaging patients, communities and NHS staff? Including:
A step-change in patient
activation and self-care

We are committed to engaging with public, patients and staff
in the design, development and implementation of services and
supporting the health and wellbeing of our staff (see Appendix:
pages 11-13).
Our Dorset recognises the importance of patient empowerment
and self-care, including providing support for carers. This is
a key part of our prevention at scale programme (see pages
16-20) through delivery of our initiatives such as My Health My
Way and My Life My Care supporting people who are well, or
who have developed a health problem or keeping those people
with multiple conditions well.
Through our Digitally Enabled Dorset enabling programme we
will develop a patient portal to enable people to have better
access to their information and decision making support.

Expansion of integrated
personal health budgets
and choice – particularly in
maternity, end-of-life and
elective care

Expansion of the PHB programme is a key objective for
Dorset CCG (Annual Operating Plan 16/17, page 42).

Improve the health of NHS
employees and reduce
sickness rates

All organisations are committed to improving the health and
wellbeing of their staff and is a key feature of our Prevention
at Scale work programme (see pages 16 - 20).

Our Pioneer application wasn’t successful, however the
development of personalised care and PHB's in maternity
care will be taken forward by DCCG as we hope to join the
"Early Adopter" with Wessex region.

3. How will you support, invest in and improve general practice? Including:
Improve the resilience of
general practice, retaining
more GPs and recruiting
additional primary care
staff

Transforming GP services is an integral part of our Integrated
Community Services programme (see page 24 and 270).
Our Dorset sets out a brief overview of Leading and Working
Differently (see Appendix: pages 4 - 7), is a key enabling
programme to deliver this programme.
Our Workforce Plan, which has more detail, has a focus
on the primary care workforce with our postgraduate
programme and the Doorwaytodorset.nhs.uk recruitment
campaign.

Invest in primary care
in line with national
allocations and the
forthcoming GP ‘Roadmap’
package

The Primary Care Commissioning Strategy is currently being
developed in line with the GP Forward View as stated
within the STP.
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Support primary care
redesign, workload
management,
improved access, more
shared working across
practices

The developing primary care strategy considers how general
practice could work at scale through networks and federations,
collaborations and groups to support the delivery of our
approach to community based care (see pages 21- 28). Work is
already underway and examples of what we have done can be
seen on pages 26 – 27.

4. How will you implement new care models that address local challenges? Including:
Integrated 111/out-ofhours services available
everywhere with a
single point of contact

This is a key aspect of our Integrated Community Services within
our Transforming Community Based Urgent Care (see page 24).

A simplified UEC
system with fewer, less
confusing points of
entry

This is a key aspect of our Integrated Community Services within
our Transforming Community Based Urgent Care (see page 24).

New whole population
models of care

We are looking to implement Accountable Care Partnership
across Dorset (see pages 34 and 36 and Appendix page 7).

Hospitals networks,
groups or franchises
to share expertise
and reduce avoidable
variations in cost and
quality of care

The development of clinical networks is a key feature of our One
Acute Network of Services programme, delivered through the
One NHS in Dorset (Acute Vanguard) Programme which is an
early adopter site for the national Acute Vanguard Programme
(see page 32).

Health and social care
integration with a
reduction in delayed
transfers of care

A key feature of our Integrated Community Services Programme
is the integration of health and social care. We have already
made inroads in achieving this through the Better Together
Programme and have 13 integrated health and social care teams
in place (see page 27).

A reduction in
emergency admission
and inpatient bed-day
rates

This is an expected outcome of all programme within our STP.

5. How will you achieve and maintain performance against core standards? Including:
A&E and ambulance
waits; referral-totreatment times

This has been recognised and set out within challenges section
on page 9.
Not specifically mentioned within plan section however
improving standards implicit.
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Questions

Supporting Evidence

6. How will you achieve our 2020 ambitions on key clinical priorities? Including:
Achieve at least 75% oneyear survival rate (all cancers)
and diagnose 95% of cancer
patients within 4 weeks

Transforming cancer services is set out within our STP
(see page 31). Our work focusses on earlier diagnosis by
implementing NICE NG12, better access to diagnostics,
shortened pathways of care, centralisation of expertise
where appropriate for some surgery, patient advocacy to
support patients.

Implement two new
mental health waiting
time standards and close
the health gap between
people with mental
health problems, learning
disabilities and autism and
the population as a whole,
and deliver your element of
the national taskforces on
mental health, cancer and
maternity

Our Dorset sets out our plans for Transforming Mental
Health Services we are already delivering the IAPT
standards and we expect EIP targets to be achieved.

Improving maternity services
and reducing the rate of
stillbirths, neonatal and
maternal deaths and brain
injuries

Transforming maternity and paediatric services is set out
within our One Acute Network Programme
(see pages 31 - 32).

Maintain a minimum of
two-thirds diagnosis rate for
people with dementia

We recognise the growing challenge of dementia (see page
10) and have made good progress towards the minimum
dementia diagnosis rate, however in the last year despite
maintaining the same number of people being diagnosed
we have seen little change in our diagnosis rate. This has
been raised with the national team and is currently being
investigated.

We are undertaking a number of reviews as part of this
programme including the Acute Care Pathway review/
dementia review and rehabilitation and recovery review.
Our Dorset sets out our Transforming Care Plan for people
with learning disabilities which NHSE held up as a good
example (see page 28).
Our plans for transforming cancer services and maternity
and paediatric/ child health services are set out within One
Acute Network programme (see pages 29 -32).

Alongside this part of Our Dorset we are working to
Transforming Mental Health Services (see page 25)
including a Dementia Services Review, in line with our
Dorset dementia strategy, developed by the Dorset
Dementia Partnership.
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Questions

Supporting Evidence

7. How will you improve quality and safety? Including:
Full roll-out of
the four priority
seven day hospital
services clinical
standards for
emergency
patient
admissions

Our Dorset (see page 4) highlights the need to "continue to deliver high
quality services at the same time as we transform the system."

Achieving a
significant
reduction in
avoidable deaths

Our Dorset (see page 4) highlights the need to "continue to deliver
high quality services at the same time as we transform the system."

It is our ambition to achieve full roll and although not specifically
mentioned within these plans, plans have been identified within the
annual planning process and are being driven forward through the
contracts as part of the Service Delivery Improvement Plan.

Although not specifically mentioned within this plans it is implicit.
Programme of work are on-going across the system and include
reduction in harm, mortality reviews and patient safety workstreams.
Prevention is a key element of our plan which will lead to lower
mortality.

Ensuring most
providers are
rated outstanding
or good– and
none are in
special measures

Our ambition is to see all our providers rated either outstanding or
good.. Currently three of our main providers require improvement
and 1 of our GP practices are in special measures.
Our Dorset (see page 4] recognises the need to "continue to deliver
high quality services at the same time as we transform the system.",
The CCG Quality Team will continue to work with Trusts, Practices and
care homes whilst we transform the system.
We believe that although the transition will be challenging by making
the system transformation outlined in our plan this will address the
underlying issues reflected in these ratings:
Staffing issues will be addressed through working together (see pages
21-27 and 31)and Leading and Working Differently (see page 36
and Appendix pages 4 - 7); GP transformation (see pages 24 and 27),
Information sharing as part of Digitally Enabled Dorset (see page 37
and Appendix pages 9 - 10).
In particular our Integrated Community Services programme (see
pages 21-27) will enable better partnerships with care homes, where
we currently have 6 providers rated as inadequate.
The CCG is aiming for all their providers to achieve a ‘Good’ or
outstanding rating, both Providers and commissioners will work
together to achieve this.
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Questions

Supporting Evidence

Improved
antimicrobial
prescribing and
resistance rates

Our Dorset (see pages 4) highlights the need to "continue to deliver
high quality services at the same time as we transform the system."
We are currently meeting our Quality Premiums measures but
recognise that there is always room for further improvement. The CCG
Medicines Management and Infection Prevention and Control Team
will continue to incentivise good prescribing practice, monitor and
take action with partners as outlined in the CCG Annual Operational
Plan 16/17, page 31, as part of the Anti-Microbial Resistance Strategy.

8. How will you deploy technology to accelerate change? Including:
Full
interoperability
by 2020 and
paper-free at the
point of use

Our Dorset sets out a brief overview of Digitally Enabled Dorset (see
page 37 and Appendix pages 9 - 10), one of two critical enabling
programmes. More detail on this area of work is set out in our Digital
Roadmap.

Offering all
GP patients
e-consultations
and other digital
services

Our Dorset sets out a brief overview of Digitally Enabled Dorset (see
page 37 and Appendix pages 9 - 10), one of two critical enabling
programmes. More detail on this area of work is set out in our Digital
Roadmap.

9. How will you develop the workforce you need to deliver? Including:
Plans to reduce
agency spend
and develop,
retrain and retain
a workforce with
the right skills and
values

Our Dorset sets out a brief overview of Leading and Working
Differently (see page 36 and Appendix pages 4 - 7), one of two critical
enabling programmes. More detail on this area of work is set out
in our Workforce Plan, which includes a focus on the primary care
workforce with our postgraduate programme and the
www.Doorwaytodorset.nhs.uk recruitment initiative already live.

Integrated
multidisciplinary
teams to underpin
new care models

This is integral to our whole Integrated Community Services
programme (see pages 21-27) and our One Acute Network
programme (see pages 29 - 32).

In developing our workforce plan a review of agency spend and
providers across NHS providers took place, with revised agreements
now in place.

Our Dorset sets out a brief overview of Leading and Working
Differently (see page 36 and Appendix pages 4- 7), which is a key
enabling programme to deliver this. Our Workforce Plan includes a
focus on cultural change that builds on work begun as part of our
Better Together programme, and examples of how this has impacted
to date are included in Our Dorset (see pages 26-27).
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New roles such as
associate nurses, physician
associates, community
paramedics and
pharmacists in general
practice

Our Dorset sets out a brief overview of Leading and Working
Differently (see pages 36 and Appendix pages 4 - 7), one of
two critical enabling programme.
More detail on this area of work is set out in our Workforce
Plan. Examples of progress to date include paramedic and
pharmacist roles in general practice. Our Dorset Workforce
Action Board will play a central role in supporting new role
developments.

10. How will you achieve and maintain financial balance? Including:
A local financial
sustainability plan

A summary is included within Our Dorset (see pages 38 - 40).

Credible plans for
moderating activity
growth by c.1% pa

A summary is included within Our Dorset (see pages 38 - 39).

Improved provider
efficiency of at least 2%
p.a. including through
delivery of Carter Review
recommendations

A summary is included within our STP (see page 38).

Detailed financial templates have been completed in line with
national guidance.

Detailed financial templates have been completed in line with
national guidance.

Detailed financial templates have been completed in line with
national guidance.

Our Dorset
Our Dorset is a once in a lifetime
opportunity to build a strong and
integrated health and care system that
delivers high quality and safe services
that meet the needs of our population.
The health and well-being of people in
Dorset depend on us delivering
this plan.
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Author
Sponsoring Board
Member
Purpose of Report

Recommendation

CQC RE-INSPECTION OUTCOME REPORT
Part 1 Board Meeting, 28 September 2016
Hazel McAtackney, Head of Regulation and Compliance & Fiona
Haughey, Director of Nursing and Quality
Fiona Haughey, Director of Nursing and Quality
To inform the Board of the outcome of the CQC re-inspection to seven of
our core service areas. The inspection took place in March 2016 and the
report was published on the CQC website on 7 September 2016.
The Trust Board is asked to note:
• The four core services who have improved their rating from ‘requires
improvement’ to ‘good’ – wards for older people with mental health
problems, long stay rehabilitation wards, specialist community
mental health services for children and young people (CAMHS
Community) and urgent care services (Minor Injury Units
• The three core services where the rating did not change and
remains as ‘requiring improvement’ - community based mental
health services for adults, Community based services for older
people with mental health problems and crisis and health based
places of safety.
• The future plans of CQC for inspection of our remaining services
and the re-inspection of those core services that have not
progressed.
• The new overall Trust ratings at appendix 4.

Engagement and
Involvement

Locality Directors, Locality Managers, Clinical Leads and Team Leads

Previous Board
Dates

Reported monthly

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 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
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
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Yes
Detail in report






No
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1.

BACKGROUND

1.1

As previously reported to the Board, in March 2016 the CQC undertook a re-inspection of
seven core services in order to review progress against the actions identified at the
comprehensive inspection undertaken in June 2015.

1.2

The seven core services re-inspected were:
•
•
•
•
•
•
•

Wards for older people with mental health problems
Community based mental health services for adults
Community based services for older people with mental health problems
Long stay rehabilitation wards
Crisis and health based places of safety
Specialist community mental health services for children and young people (CAMHS
Community)
Urgent Care Services (Minor Injury Units)

1.3

The draft reports (eight in total, seven core service reports and an overall quality report)
were shared with the Trust in draft form on 1 August 2016. The final reports were
published on the CQC website on Wednesday 7 September 2016. The CQC will present
their findings at a Quality Summit due to be held on Monday 3 October 2016

1.4

The Trust received no enforcement notices from the CQC during this inspection.

2.

CQC FINDINGS

2.1

Four of the core services have moved from a rating of ‘requires improvement’ to a rating of
‘good’. These are:
•
•
•
•

2.2

Wards for older people with mental health problems
Long stay rehabilitation wards
Specialist community mental health services for children and young people (CAMHS
Community)
Urgent Care Services

Three core services are still rated as ‘requires improvement’:
•
•
•

Community based mental health services for adults
Community based services for older people with mental health problems
Crisis and health based places of safety

2.3

Appendix 1 shows the comparison between the ratings for each domain from the
comprehensive inspection and the current ratings following the re-inspection.

2.4

The reports indicate that progress has been made across all of the services re-inspected.
However, the three services where the rating did not change did not demonstrate that
improvements had been made across all areas at the pace expected. The report states:
“The trust had made considerable progress since our last inspection however the lack of
progress in community mental health services meant that although four services had their
ratings changed to Good, the overall trust rating of Requires Improvement remains the
same.”

2.5

The table below highlights the changes to the rating since the comprehensive inspection in
June 2016.
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Core Service Areas
Outstanding
Good
Requires Improvement
Inadequate
5 Domains in 16 services
(80 total)
Outstanding
Good
Requires Improvement
Inadequate
(MIU
and
CAMHS
Community
safety domain)
Not rated

2.6

October 2015

September 2016

16
2
4
10
0

16
2
8
6
0

4
43
30
2

4
54
21
0

1

1

Areas of good practice highlighted in the reports
Urgent care services, which consists the minor injuries units, had improved greatly. Staff
felt engaged with the improvements and felt that leadership had improved.

2.7

Child and adolescent mental health services now considered risk at every point in the
child’s pathway through services. Waiting lists were monitored and staff were enthusiastic
about the changes and fully engaged in the improvements to the service.

2.8

The Trust had addressed concerns around privacy and dignity in older people’s mental
health wards. This included addressing culture on the wards as well as environmental
challenges. Staff were warm, kind and respectful when interacting with patients.

2.9

CQC found a full and comprehensive programme of therapeutic, recovery focussed
activities across the long stay rehabilitation wards of Nightingale court, Nightingale
House and Glendinning ward.

2.10

Glendinning ward had created a new arts and crafts room and had audited the success of
its patient led activities program. Activity plans were patient led and designed around
personal needs and choices.

2.11

Areas of concerns
The Community Mental Health Teams and Crisis Team still had challenges with staffing
and relationships between the teams still needs to be improved.

2.12

Record keeping still had gaps. There was an action plan by the Trust in place to address
this and the Trust has kept CQC informed of further progress since their visit.

2.13

There had been progress in some areas including the introduction of a new crisis line and a
staffing review which identified shortfalls in team sizes which was being addressed.

2.14

Community Mental Health Teams for older people also had inconsistent record keeping.
CQC were concerned that application of the Mental Capacity Act was not embedded in
practice. Teams still worked in isolation and practice and e-learning was not shared.
However, a strategic review of older people’s mental health services was being undertaken
and caseload sizes had been reduced.

Page 3 of 12

Agenda Item 15
3.

CORE SERVICE REPORTS

3.1

The areas of improvement are broken down into two types of actions:
•
•

3.2

Actions the Trust MUST take against the requirement notice(s) – these actions if not
achieved have the potential to have a negative effect on the Trusts’ provider licence
and the Trust reports progress against these to Monitor as well as the CQC
Actions the Trust SHOULD take to improve – these actions will have a positive impact
on patient care and the support to staff, visitors or carers.

Across the seven Core Service lines the Trust was found to be in breach of 5 (of the 13)
Regulations as indicated below:
Regulation
10
11
12
17
18

Subject
Dignity and respect
Need for consent
Safe care and
treatment
Good governance
Staffing
Total

Number of must do
actions
3
2
4
2
1
12

3.3

Appendix 2 shows the Regulatory breaches (must do actions) and the recommendation
made by the CQC to meet the fundamental standard by Regulation and core service area.

3.4

Across the seven core service reports there are a total of 24 ‘should do’ actions.
•
•

19 of these actions are within the mental health core services (79%)
five (21%) within the community core services.

How these are distributed across the 7 core service areas is indicated in Appendix 3.
3.5

Appendix 3 shows the non regulatory breaches (should do actions) for all 7 re-inspected
core services and the CQC recommended action.

4.

NEXT STEPS

4.1

New action plans are being developed by service leads from the each of the core services.
These will replace the existing action plans. However the actions which have not been
completed within those plans will continue to be implemented and monitored.

4.2

The CQC Lead Inspector is currently in discussion with the Acute Hospital Inspection team
to agree date to re-inspect the services that require improvement that have not, to date
been re-inspected. These include:
•
•
•

Community Hospitals Inpatient wards
End of Life services
Children and family services

4.3
CQC will re-inspect CMHTs (OP and Adult teams) and Crisis Services and they will
sample good / outstanding services to ensure they are still maintaining this standard.
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5

RECOMMENDATION

5.1

The Board is asked to note:
• The four core services who have improved their rating from ‘requires improvement’ to
‘good’ – wards for older people with mental health problems, long stay rehabilitation
wards, specialist community mental health services for children and young people
(CAMHS Community) and urgent care services (Minor Injury Units
• The three core services where the rating did not change and remains as ‘requiring
improvement’ - community based mental health services for adults, Community based
services for older people with mental health problems and crisis and health based
places of safety.
• The future plans of CQC for inspection of our remaining services and the re-inspection
of those core services that have not progressed.
• The new overall Trust ratings at Appendix 4.
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RATINGS FOR EACH DOMAIN FROM THE COMPREHENSIVE INSPECTION AND THE CURRENT RATINGS FOLLOWING RE- INSPECTION
CORE SERVICE

Report
Year

S

E

C

R

W

Regulation breached & number of
actions

‘Must
Do’
Action

‘Should
Do’
Actions

Service
total
actions

MENTAL HEALTH SERVICES
Wards for older people with mental
health problems

June 15
Mar 16

10(3): 12(1): 15(3): 17(1)
10 (2)(a)

8
1

2
1

10
2

Community based mental health
services for adults

June 15
Mar 16

10(1): 11(1): 12(1): 17(1): 18(1)
10(1) & (2)(a):11(1) & (3):12(1) &
(2)(a),(b) & (g)

5
5

5
3

10
8

Community based services for older
people with mental health problems

June 15
Mar 16

17(1)
11(1)(2)(3):17 (2) (c)

1
2

5
3

6
5

Long stay rehabilitation wards

June 15
Mar 16

10(1): 12(2)
10 (2)(a):12 (2)(d)

3
2

15
3

18
5

Crisis and health based places of
safety

June 15
Mar 16

12(2): 18(2)
12 (1) (2) (g):12 (2) (I):18 (1) (2) (a)

4
5

5
7

9
12

Specialist community mental
health services for children and
young people (CAMHS Community)

June 15
Mar 16

12(1): 18(2)
17 (1) (2) (a).

3
1

6
2

9
3

June15
Mar 16

12(5): 13(1): 17(3): 18(3)
None
June 15
March 16

12
0
36
16

11
5
49
24

23
5
85
40

Total
COMMUNITY SERVICES
Urgent Care Services
Overall Total

KEY

*

Inadequate
Requires Improvement
Good
Outstanding
Not rated

S
E
C
R
W

KEY
Safe
Effective
Caring
Responsive
Well-Led
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APPENDIX 2
REGULATORY BREACHES (MUST DO ACTIONS)
REGULATION
Regulation 10 HSCA (RA)
Regulations 2014:
Dignity and Respect

HOW THE REGULATION WAS NOT BEING MET
Wards for older people with mental health problems
Ensuring the privacy of the service user. People using services
should not have to share sleeping accommodation with others of
opposite sex and should have access to segregated bathrooms
and toilet facilities without passing through opposite-sex areas to
reach their own facilities.
This is a breach of regulation 10 (2)(a)

RECOMMENDATION
The trust must ensure that they address the breach of
same sex guidance. Specifically female patients on
Alumhurst ward having to walk past male patients’ rooms
to access bathrooms.

Community based mental health services for adults
Not all people who used services were treated with dignity and
respect, as the registered person did not ensure the privacy of
users at all times. Poor soundproofing of interview rooms had
been identified as an issue by staff but not adequately addressed.
This meant that not all reasonable efforts had been made to
ensure that all discussions about care and treatment took place
where they could not be overheard.
This is a breach of regulation 10(1) & (2)(a)

The provider must ensure confidentiality at all times,
particularly in regard to addressing the remaining issues
with soundproofing of clinical and interview rooms, in
order to protect the dignity and privacy of people using
services.

Long stay rehabilitation wards
We found that the physical environment on Nightingale Court did
not promote privacy. There was no female only lounge on the ward
and plans to create one had been rejected. On the first floor,
females had to walk though male occupied areas to access
bathroom facilities.
This is a breach of regulation 10 (2)(a)
Regulation 11 HSCA (RA)
Regulations 2014:
Need for Consent

Community based mental health services for Adults
The registered person did not always demonstrate that care and
treatment were provided only with the consent of the service user
or other relevant person. The registered person did not ensure
patients had provided consent for information to be shared with
third parties.
The registered person had not ensured that all staff understood the
principles and codes of conduct of the Mental Capacity Act 2005.
This is a breach of regulation 11(1) & (3)
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On Nightingale Court, the trust must ensure it meets the
requirements set out in the Mental Health Act Code of
Practice in respect of same sex accommodation.

The provider must take appropriate steps to demonstrate
that care and treatment are provided with the consent of
each service user or other relevant person.
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REGULATION

Regulation 12 HSCA 2008
(Regulated Activities)
Regulations 2014:
Safe care and treatment

HOW THE REGULATION WAS NOT BEING MET
Community based services for older people with mental
health problems
The provider must ensure that care and treatment of patients are
only provided with the consent of the relevant person; where a
person lacks mental capacity to make an informed decision, or
give consent, staff must act in accordance with the requirements of
the Mental Capacity Act 2005.
This is a breach of Regulation 11(1)(2)(3) HSCA (RA)
Regulations 2014
Community based mental health services for Adults
The registered person did not demonstrate that care and treatment
was provided in a safe way for service users. We saw evidence in
care records that teams had not effectively assessed the risks to
all service users and had not done all that was reasonably
practicable to mitigate such risks. Risk assessments relating to the
health, safety and welfare of some people using services had not
been completed and other risk assessments had not been
regularly reviewed.
The registered person had not ensured that there was proper and
safe management of medicines at each of the locations inspected.
This is a breach of regulation 12(1) & (2)(a),(b) & (g)
Long stay rehabilitation wards
We found that there were multiple ligature risks on both
Nightingale House and Glendinning unit. Whilst the trust had plans
in place to mitigate identified risks and we saw evidence that works
were due to take place, there was no completion date for this. The
trust had failed to act promptly to address ligature risks following
an incident in a patient bedroom on Glendinning unit.
This is a breach of regulation 12 (2)(d)
Crisis and health based places of safety
We found the provider did not ensure cooperative and good
working relations between the East Dorset Crisis Team and locality
CMHTs to ensure that people requiring services can access the
most appropriate service to have their need met in a timely
manner.
This is a breach of regulation 12 (2) (I)

RECOMMENDATION

The provider must ensure that staff fully understand their
responsibilities under the Mental Capacity Act (MCA).
This includes ensuring that staff record mental capacity
assessments and best interest decisions clearly and that
decisions are not made for people without adhering to
the principles of the MCA.

The provider must ensure the risks to all service users
are effectively assessed and that staff have done all that
is reasonably practicable to mitigate such risks. Risk
assessments relating to the health, safety and welfare of
all people using services in the community must be
completed and regularly reviewed.

The trust must ensure that prompt action is taken to
mitigate the risk posed by potential ligature points on
both Nightingale House and Glendinning ward,
especially bedroom areas.

The provider must ensure cooperative and good working
relations between the East Dorset Crisis Team and
locality CMHTs to ensure that patients requiring services
can access the most appropriate service to have their
need met in a timely manner.
The provider must ensure they adhere to the code of
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REGULATION

HOW THE REGULATION WAS NOT BEING MET

RECOMMENDATION
practice with regards to HBPoS assessment times.
The provider must ensure their internal policies meet the
requirements of the mental health act code of practice.

Crisis and health based places of safety
We found that the provider did not follow policies and procedures
about managing medicines in line with current legislation and
guidance, including those related to storage and transportation of
medicines to patients homes.
Safe care and treatment (1) (2) (g)
Regulation 17 HSCA 2008
(Regulated Activities)
Regulations 2014:
Good Governance

Community based services for older people with mental
health problems
The provider must ensure that care records are accurate, complete
and contemporaneous. This includes people’s care plans, risk
assessments, physical health assessments and ongoing
monitoring.
This is a breach of Regulation 17 (2) (c) HSCA (RA)
Regulations 2014
CAMHS community
The trust did not ensure there were sufficient numbers of suitably
qualified, competent, and skilled staff to meet the needs of the
people using the service. In the Bournemouth and Christchurch
service and the Weymouth and Portland service we visited they
were unable to provide a service to children and young people
within target waiting times due to vacancies and staff sickness.
This was a breach of regulation 17 (1) (2) (a)

Regulation 18 HSCA 2008
(Regulated
Activities)
Regulations 2014:
Staffing

Crisis and health based places of safety
We found the provider did not have sufficient numbers of suitably
qualified, competent, skilled and experienced staff available to
provide care to people receiving services from the East Dorset
Crisis Team.
This is a breach of regulation 18 (1) (2) (a)

Page 9 of 12

The provider must ensure staff follow the medicine
management protocol.

The provider must ensure that care records are
accurate, complete and contemporaneous. This includes
people’s care plans, risk assessments, physical health
assessments and ongoing monitoring.

The trust must ensure that waiting times are reduced
further.

The provider must ensure that there is sufficient
appropriately trained staff which are available to provide
care to patients receiving services from the East Dorset
Crisis Team
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APPENDIX 3
NON REGULATORY RECOMMENDATIONS (SHOULD DO ACTIONS)
CORE SERVICE
Wards for older people with
mental health problems
Community based mental
health services for Adults

Community based services
for older people with mental
health problems

Long stay rehabilitation wards

Crisis and health based
places of safety

CAMHS community

RECOMMENDATION
The trust should ensure that staff on the wards are informed and engaged in the future strategy for older
people’s mental health.
Service locations that did not have adequate disabled access services should make appropriate adjustments
to their environment in line with the Equality Act 2010.
The provider should ensure all front line staff have updated Mental Capacity Act training in order to help
ensure teams work in line with statutory requirements.
The provider should ensure supervision records are updated and complete in order to evidence more clearly
the support, development and performance management of staff in every team.
The provider should continue to work with commissioners and stakeholders to ensure equitable crisis
support for people with dementia throughout the county
The provider should continue working towards implementation of a strategy for older adults with mental
health problems to ensure people receive person centred care appropriate to their needs wherever they live.
The provider should continue to work towards improving access to psychological interventions for older
people.
On Nightingale Court, the trust must ensure it meets the requirements set out in the Mental Health Act Code
of Practice in respect of same sex accommodation.
The trust should ensure that the planned works to install alarms in the communal areas of Nightingale House
are completed promptly. The trust should install alarms in the communal areas and remaining patient
bedrooms and bathrooms on Glendinning ward.
The trust should review the use of the shared clinic room by the community team staff and patients as
access to the clinic is directly via the main Glendinning corridor.
The provider should address the inequitable relationships between members of the multidisciplinary team.
The provider should ensure that staff operating the telephone lines receive suitable training and that they are
following the protocol.
The provider should ensure risk assessments are reviewed in a timely manner.
The provider should ensure that all staff receive an appraisal.
The provider should ensure managers encourage and support staff in their roles.
The provider should access feedback data and analyse results.
The provider should review their 136-assessment policy and make the appropriate changes in line with the
code of practice.
The trust should continue to review caseloads to ensure they are manageable.
The trust should ensure that all risk assessments are of a similar high quality.
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CORE SERVICE
Urgent Care Services

RECOMMENDATION
The trust should provide clear information to staff about whether paediatric equipment should be available on
emergency trolleys.
The trust should ensure all units have the relevant information so staff have assurance all equipment is
appropriately maintained and safe to use.
The trust should continue their recruitment process to achieve their target to have a receptionist on duty at
all times when MIUs are open.
The trust should continue to make improvements towards meeting the target of 95% of patients triaged
within 15 minutes of arrival at the MIU.
The trust should consider reviewing whether the opening times of Portland MIU meet the requirements of the
local population.
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TRUST OVERALL RATING SHEET

Acute wards for adults of working age and
psychiatric intensive care units (PICU's)
Long stay/rehabilitation mental health wards for
working age adults
Forensic inpatient / secure wards

APPENDIX 4
Safe

Effective

Caring

Responsive

Well-led

Overall

Good

Good

Outstanding

Outstanding

Good

Outstanding

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
Improvement
Requires
Improvement
Requires
Improvement

Requires
Improvement

Requires
Improvement
Requires
Improvement

Requires
Improvement
Requires
Improvement

Child and adolescent mental health wards

Good

Wards for older people with mental health
problems
Community-based mental health services for adults
of working age
Mental health crisis services and health based
places of safety
Specialist community mental health services for
children and young people
Community-based mental health services for older
people
Community mental health services for people with
a learning disability or autism

Requires
Improvement
Requires
Improvement

Forensic Community
Community health services for adults
Community health services for children, young
people and families
Community health inpatient services
End of life care

not rated

Requires
Improvement
Requires
Improvement

Good
Good

Good

Good

Good

Good

Requires
Improvement

Good

Good

Good

Good

Good
Good

Good

Good

Requires
Improvement

Requires
Improvement

Good

Good

Good

Good

Outstanding

Outstanding

Good

Good

Outstanding

Good

Good

Good

Good

Good

Good

Requires
Improvement
Requires
Improvement
Requires
Improvement

Requires
Improvement
Requires
Improvement
Requires
Improvement

Requires
Improvement
Requires
Improvement
Requires
Improvement

Good

Good

Requires
Improvement

Good

Good

Good

Good
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Requires
Improvement
Requires
Improvement
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CQC QUALITY IMPROVEMENT ACTION PLAN
Part 1 Board Meeting 28 September 2016
Author

Hazel McAtackney, Head of Regulation and Compliance

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality
The purpose of this report is to update the Trust Board on progress
with the Quality Improvement Plans developed to address the
findings for the 16 core services from the CQC Comprehensive
inspection.
Of the 60 ‘must do’ recommendations:
• 45 (75%) are rated green or complete
• 4 (7%) are rated amber/green (coded blue) and are in
progress and on target to meet the target date
• 11 (18%) are rated amber and are at risk of not achieving
the target (these relate to wards for older people with
mental health problems (2 actions),CHS for adults (2
actions), CHS Inpatient (6 actions) and CHS for children,
young people and families (1 action))
• No actions are rated red.
Of the 88 ‘should do’ recommendations:
• 67 (76%) are rated green or complete
• 7 (8%) are rated amber/green (coded blue) and are in
progress and on track to meet the target date
• 14 (16%) are rated amber and are at risk of not achieving
the target date (these relate to acute wards for adults and
PICU (1 action), CAMHS (2 actions), wards for older people
with mental health problems (2 actions), CMHT adults of
working age (2 actions), CHS Inpatient services (5 actions),
CHS for children, young people and families (1 action) and
end of life care (1 action))
• No actions are rated red
The Trust Board is asked to note:
• The progress made toward implementation of the action plans
and no red actions.
• The amber actions detailed in Appendix 1 which have not met
the target date but are progressing.
• The movement of the CAMHS rating (Red to Amber/Green)
due to receipt of a refreshed action plan, which reports the
majority of actions are now on target for completion
• The downgrading of the rating for Wards for Older People with
Mental Health Problems (Amber/Green to Amber) due to lapse
of action deadline dates linked to capital planning. This issue
has been highlighted to the Lead Director
• The CQC planned activity and planned announced inspections.

Purpose of Report

Recommendation

Engagement and
Involvement

Locality Directors

28 October 2015, 25 November 2015, 27 January 2016
Previous Board/Committee
24 February 2016, 30 March 2016, 27 April 2016, 25 May 2016, 22
Dates
June 2016, 27 July 2016
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Monitoring and Assurance Summary
This report links to the  To provide high quality care; first time, every time;
Strategic Goals
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
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1.

INTRODUCTION

1.1

This report updates the Board on progress with the Quality Improvement Plans developed to
address the findings for the 16 core services from the CQC comprehensive inspection in
June 2015.

1.2

This report does not take account of the outcome of the re-inspection of the seven core
services that took place in March 2016. The reports were published in September and this
reporting period in up until 25 August. The next report to the Board will be refreshed to
include the outcome of the re-inspection that will have an impact on number of actions we
currently report against.

1.3

The rating system used is:
C

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

G

Action on target or met

A/G

Work in progress, expected to meet deadline

A

Action in progress but at risk of not achieving the deadline

R

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

2.

SUMMARY OF PROGRESS

2.1

Core Service Leads confirmed their status for all 16 core service areas as at 25 August
2016. The breakdown of the actions is shown below:

2.2

Of the 60 ‘must do’ recommendations:
•
•
•

•
2.3

45 (75%) are rated green or complete
four (7%) are rated amber/green (coded blue) and are in progress and on target to
meet the target date
11 (18%) are rated amber and are at risk of not achieving the target (these relate to
wards for older people with mental health problems (two actions),CHS for adults (two
actions), CHS Inpatient (six actions) and CHS for children, young people and families
(one action)
No actions are rated red.

Of the 88 ‘should do’ recommendations:
• 67 (76%) are rated green or complete
• seven (8%) are rated amber/green (coded blue) and are in progress and on track to
meet the target date
• 14 (16%) are rated amber and are at risk of not achieving the target date (these
relate to acute wards for adults and PICU (one action), CAMHS (two actions), wards
for older people with mental health problems (two actions), CMHT adults of working
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age (two actions), CHS Inpatient services (five actions), CHS for children, young
people and families (one action) and end of life care (one action)
• No actions are rated red
2.4

Progress of improvement has been recorded in the reporting period in three core service
areas, which have all confirmed actions are now fully embedded throughout the service.
These are:
•
•
•

CAMHS Wards
Learning Disability Services
Urgent Care Services Minor Injury Units (MIU)

3.

INTERNAL QUALITY ASSURANCE VISITS

3.1

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

3.2

3.3

3.4

Community Inpatient Services (rated by CQC as Requires Improvement – June 2015
reports)
Urgent Care Services (rated by CQC as Requires Improvement – June 2015 reports)

Community Inpatient Services
A number of actions were not progressing at Bridport Hospital and these were raised directly
with the Matron and the Locality Manager. Immediate action was taken and a follow up visit
took place the following day by the Head of Regulation and Compliance to gain further
assurance and to review the actions taken.
A further assurance visit took place during September 2016 which found that the issues had
been addressed and local processes were in place to monitor compliance.
Urgent care Services (MIU)
All of the MIUs visited now have full reception cover for the opening times of the service,
which means that there is no planned lone working across any of the units.

3.5

One of the June 2015 CQC actions for the core service was to review both internal and
external signage to MIUs. The changing of the signage is being explored with local
Councils. In the meantime to raise local awareness that the units exist, leaflets have been
made available at local holiday sites in Weymouth and other community areas. Clear
internal signage at all units is in situ.

3.6

This action is deemed complete because the Trust has taken all steps it can and the
remaining issue regarding external signage is outside our control. The changing of the
signage has been explored with the local Councils, and it would require them to make a
change within the traffic department.

4

CORE SERVICES OF POTENTIAL CONCERN AND ACTION BEING TAKEN
Community Inpatients
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4.1

Quality Assurance visits to this core service area have found that there are inconsistencies in
standards of practice and improvement actions not yet actions embedded across all services
with evidence of sustainability.

4.2

The Quality Assurance visits have identified that there have been breaches of patients’
dignity due to patients having to walk past sleeping areas of the opposite gender to access
bathroom facilities. This has been shared at the Matrons meeting for local action for example
Bridport Hospital now has a local Standard Operating Procedure (SOP) in place.

5.

MENTAL HEALTH ACT INSPECTIONS

5.1.

During the CQC’s comprehensive inspection, the Trust received six separate Mental Health
Act monitoring reports for:
•
•
•
•
•
•

5.2

Alumhurst Ward, St Ann’s Hospital
Dudsbury Ward (now Chine ward), St Ann’s Hospital
Twynham Ward, St Ann’s Hospital
Waterston, Forston Clinic
Nightingale House
Pebble Lodge

Since the last board report CQC Mental Health Act inpsection visits have been undertaken at:
•
•
•
•
•

Seaview ward (the report was received on 17 May 2016 and the action plan to
address the findings were submitted to the CQC on 7 June 2016).
Florence House (the report was received on 9 June 2016 and the action plan was
submitted to the CQC on 22 June 2016)
Nightingale House (the report was received on 14 July 2016 and the action plan was
submitted to the CQC on 3rd August 2016).
Melstock House (visit completed 27 June 2016 – report received 31 August and the
action plan needs to be submitted by 20 September 2016)
Nightingale Court (visits on 17 August and 3 September 2016 – reports still to be
received)

5.3

The Trust continues to see ongoing themes included in reports around consent to treatment
provisions; patients being given their section 132 rights; and care planning and risk
assessments.

5.4

In the four most recent reports other areas emerging include access to IMHA Services;
section 17 leave documentation not containing enough information about leave boundaries
and who the leave forms have been given to.

5.4

The MHA Legislation Assurance Committee receives quarterly reports which detail progress
with the action plans and how we are addressing the common themes.
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6.

CQC VISITS AND PENDING INSPECTIONS
Announced inspection for drug and alcohol services

6.1

6.2

On 8 August 2016 CQC notified the Trust of an announced inspection of the Trust’s Drug
and Alcohol Services scheduled to take place 15 – 17 December 2016. This inspection will
be looking at the Trust Community Drug and Alcohol Teams (CADAS) as below:
•

CADAS West
This offers a specialist prescribing services for the West of Dorset County including
Weymouth, Portland, Bridport, Sherborne and Lyme Regis. The team are based in
Weymouth community hospital, and offer opiate substitution therapy and alcohol
detoxification. The team manages approximately 300 opiate dependent clients at
any one time and oversees community alcohol detoxes for around 40 service users per
year. They work in close partnership with the non-statutory services in the provision of
treatment and support for people who are dependent on opiates and/or alcohol.

•

CADAS East
Offers the same service to those in the East of the county (excluding Bournemouth and
Poole) including Dorchester, Swanage, Wareham, Ferndown, Wimborne and
Christchurch. The team have an administration base in Ferndown local office and also
have office space and consultation Rooms at Maiden Castle Road, Dorchester. The
team manage similar numbers to the West team.

The Service will be supported by the Nursing and Quality Directorate and Operational
Director to manage the inspection, as it will follow the format of a fully announced inspection
with request for data and information about the service in advance of the planned visit.
Her Majesty Inspectorate of Prison (HMIP) and CQC unannounced inspection – HMP
Exeter

6.3

On 15 August 2016 HMIP and CQC arrived at HMP Exeter to undertake a joint
unannounced inspection of the prison. The report has not been received; however initial
feedback to the Specialist Services Manager has identified some key improvement areas.
The Specialist Services Manager is overseeing an initial improvement plan and this is being
supported by the Nursing and Quality Directorate as required.
Review of investigating deaths across NHS mental health, acute and community
settings

6.4

The CQC were in the Trust, as planned on 16 and 17 August 2016, as part of their review on
mortality across health care services. The Trust participation in this review was centred on
how we manage and respond to deaths of mental health patients and did not look at any
other service group user. This is a ‘thematic’ CQC review and will not detail individual Trusts
involved in the review unless there is good practice identified and the Trust agrees to be
named. The report will be published on the anniversary of the Mazar Report into Southern
Health so is scheduled for 17 December 2016.
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7.

RECOMMENDATION

7.1

The Board is asked to note:
•
•
•
•
•

The progress made toward implementation of the action plans and no red actions..
The amber actions detailed in Appendix 1 which may not meet the target date but are
progressing.
There is evidence available to demonstrate that the actions are
progressing.
The movement of the CAMHS rating (Red to Amber/Green) due to receipt of a refreshed
action plan, which reports the majority of actions are now on target for completion by
deadline.
The downgrading of the rating for Wards for Older People with Mental Health Problems
(Amber/Green to Amber) due to lapse of action deadline dates (30/06/16) linked to
capital planning. This issue has been highlighted to the Lead Director
The CQC planned activity and planned announced inspections.
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TRUST OVERVIEW OF PROGRESS AGAINST THE CQC RECOMMENDATIONS – MUST DO
AND SHOULD DO ACTIONS
For clarity amber/green is shown as blue

Must Do Actions
Red
0%
Amber
18%
Amber green
7%

Complete
42%

Green
33%
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CORE SERVICE OVERVIEW OF PROGRESS AGAINST THE CQC RECOMMENDATIONS – MUST DO AND SHOULD DO ACTIONS
For clarity amber/green is shown as blue
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BREAKDOWN BY CORE SERVICE
MUST DO ACTIONS
Core Service

SHOULD DO ACTIONS

No of
Recs

Red

Amber

Amber
green

Green

Complete

No of
Recs

Red

Amber

Amber
green

Green

Complete

Acute wards for adults and psychiatric
intensive care units PICU

0

0

0

0

0

0

6

0

1

0

5

0

Mental Health Crisis Services and
Health-Based Places of Safety

4

0

0

0

3

1

4

0

0

0

3

1

Forensic Inpatient/Secure wards

3

0

0

0

0

3

6

0

0

0

0

6

Community Forensic Mental Health
Team

0

0

0

0

0

0

2

0

0

0

0

2

Child and Adolescent Mental Health
Wards

0

0

0

0

0

0

6

0

0

0

0

6

Specialist Community Mental Health
Services for Children and Young People

3

0

0

1

2

0

6

0

2

2

2

0

Long stay/Rehabilitation Mental Health
Wards for Working Age Adults

3

0

0

0

0

3

15

0

0

0

2

13

Wards for Older People with Mental
Health Problems

8

0

2

0

1

5

2

0

2

0

0

0

CMHT Adults Working Age

5

0

0

2

3

0

5

0

2

2

1

0

Mental Health Services
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MUST DO ACTIONS
Core Service

SHOULD DO ACTIONS

No of
Recs

Red

Amber

Amber
green

Green

Complete

No of
Recs

Red

Amber

Amber
green

Green

Complete

1

0

0

0

0

1

5

0

0

3

1

1

0

0

0

0

0

0

4

0

0

0

0

4

CHS for Adults

3

0

2

0

1

0

2

0

0

0

2

0

CHS Inpatient Services

9

0

6

0

0

3

6

0

5

0

0

1

CHS for Children, Young People and
Families

6

0

1

0

0

5

3

0

1

0

0

2

End of Life Care

3

0

0

1

1

1

5

0

1

0

0

4

Urgent Care Services (Minor Injury
Units)

12

0

0

0

0

12

11

0

0

0

0

11

TOTAL

60

0

11

4

11

34

88

0

14

7

16

51

CMHT Older People
Community Mental Health Services for
People with Learning Disabilities or
Autism
Community Health Services (CHS)
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Internal
Assurance
rating
based on
visits
undertaken

A

Assurance has found that actions are not being
met across the core service.

EY
Acute Services
Manager

R

Assurance has found that actions are not being
met across the core service and that little progress
has been made against the identified actions.

EY
Acute Services
Manager

Acute wards for adults and
psychiatric intensive care
units PICU

Outstanding

PMO
Overall
rating
AUG
16

A/G

Mental Health Crisis
Services and Health-Based
Places of Safety

Requires
Improvement

Core Service Area

June 15
CQC rating

INTERNAL RATING TO ACHIEVE CORE SERVICE ACTION PLAN
(PMO overall rating is based on what the service have advised is happening. Internal assurance ratings reflect what was found to be happening in the
services at the time of the assurance support visit.)

G

Gaps in Assurance
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Lead Director
and Core
Service Lead

G

None identified at this time – quality assurance
visits undertaken in June 2016 confirm actions are
met.

EY
Head of Mental
Health Services

G

None identified at this time - quality assurance
visit undertaken in June 2016 confirm actions are
met.

EY
Head of Mental
Health Services

Assurance has found that actions are not being
met across the core service.

LB
CAMHS and
Rehabilitation
Services Lead

Revised action plan in place.
All actions are still in progress. Assurance gained
that the service is working towards meeting
deadlines.

LB
CAMHS and
Rehabilitation
Services Lead

C

Community Forensic
Mental Health Team

C

Child and Adolescent
Mental Health Wards

Specialist Community
Mental Health Services for
Children and Young People

Requires
Improvement

Forensic Inpatient/Secure
wards

Good

Internal
Assurance
rating
based on
visits
undertaken

Outstanding

PMO
Overall
rating
AUG
16

Good

Core Service Area

June 15
CQC rating
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C

A/G

A/G

A

Gaps in Assurance
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Lead Director
and Core
Service Lead

A

Assurance has found that actions are not being
met across the core service.

EY
Head of Mental
Health Services

A

Assurance has found that actions are not being
met across the core service.

EY
Poole Central
Locality Manager

A

Assurance has found that actions are not being
met across the core service.

EY
Head of Mental
Health Services

Long stay/Rehabilitation
Mental Health Wards for
Working Age Adults

Requires
Improvement

Internal
Assurance
rating
based on
visits
undertaken

G

Wards for Older People
with Mental Health
Problems

Requires
Improvement

PMO
Overall
rating
AUG
16

A

CMHT Adults Working Age

Requires
Improvement

Core Service Area

June 15
CQC rating
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A

Gaps in Assurance
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Lead Director
and Core
Service Lead

CHS for Adults

CHS Inpatient Services

Requires
Improvement
Good

Community Mental Health
Services for People with
Learning Disabilities or
Autism

Internal
Assurance
rating
based on
visits
undertaken

A/G

A

C

G

Gaps in Assurance

Assurance has found that actions are not being
met across the core service.

Action reported as all completed to PMO.
Assurance visits are currently being undertaken to
gain assurance that actions have been completed
and are embedded.
A small sample of teams were visited where
actions were noted to be in progress.

Good

CMHT Older People

PMO
Overall
rating
AUG
16

A

Requires
Improvement

Core Service Area

June 15
CQC rating

Agenda Item 16

A

A

A wider sample of visits are being programmed in
to take place throughout September 16.

A

Assurance has found that actions are not being
met across the core service.
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Lead Director
and Core
Service Lead

EY
Head of Mental
Health Services

EY
Specialist Service
Manager,
Children’s and
Adult Learning
Disabilities.
S O’D
Locality Manager
Weymouth and
Portland

S O’D
Locality Manager
Purbeck

End of Life Care

Urgent Care Services
(Minor Injury Units)

Requires
Improvement

Internal
Assurance
rating
based on
visits
undertaken

Gaps in Assurance

A small sample of teams were visited where
actions were noted to be in progress.
A/G

A

A wider sample of visits are being programmed in
to take place throughout September 16.

Requires
Improvement

CHS for Children, Young
People and Families

PMO
Overall
rating
AUG
16

A/G

A

Requires
Improvement

Core Service Area

June 15
CQC rating
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C

A/G

Lead Director
and Core
Service Lead

LB
Locality Manager
Mid Dorset

Assurance visits are currently being booked in to
gain a baseline assessment of compliance and to
provide assurance that actions have been
completed and are embedded.

S O’D
End of Life Care
Facilitator

Assurance has found that actions are not being
met across the core service.

S O’D
Clinical Lead MIU
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APPENDIX 1
MUST DO ACTIONS
Core Service
Amber Zone
CHS Young
People and
Families

CHS Adults

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Provide enough staff in school
nursing to deliver the health and
wellbeing
programmes
for
children, young people and
families.
Protect patients against the risks
of unsafe or inappropriate care
and treatment arising from
incomplete patient records or the
inability to access electronic
patient records when required.
Ensure Systems were not in place
to maintain securely an accurate,
complete and contemporaneous
record in respect of each service
user, including a record of the
care and treatment provided to
the service user and of decisions
taken in relation to the care and
treatment provided.

E)
Ongoing recruitment in progress. Requirements for Specialist
Locality Managers to work with HR Practitioners and skill mix will be reviewed in line with project
and
communications
on commenced 01.08.16
recruitment programme.
• Monthly audit of 5 sets of notes
using existing audit tool by all
community teams to ensure
patient’s care and treatment is
recorded accurately
• Appropriate patient’s notes kept
within the patient’s home.
Develop Standard Operating
Procedures to be written to
ensure equity of information
kept
within
the
home.
Audit of notes within the home
The completion of Ulysses form
to demonstrate areas where IT
is unobtainable.
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Progress to date

SOP has been completed and distributed to teams regarding
notes in patient homes. All teams aware of minimum set of notes
to be kept in homes
Notes audits have been agreed and shared with teams. Quarterly
notes audits coordinated by the clinical effectiveness team.
Results of notes audits and action plans are included in
performance dashboards to be discussed at DMG meetings.

Agenda Item 16

Core Service

CQC Compliance Action
Ensure that there are sufficient
numbers of suitably qualified staff
in all community teams and that
staff have safe caseload levels,
especially the night nursing team

Wards for Older
people with
mental health
problems

Community
Inpatient
services

IMPROVEMENT ACTION
(SMART OBJECTIVE)
Night nursing – ensure that night
nursing service have robust staffing
and coordination to ensure safe,
effective care

Progress to date
Interim team lead is in post. A review of the service has been
undertaken and recruitment to vacant positions has been
completed. Locality manager, supported by Deputy Director of
Nursing looking at a change to service provision to ensure safe
and effective provision of service - not yet complete.

Provide patients with enough
access to outside areas and
ensure that staff are competent in
fire evacuation procedures.
The Trust must produce a plan to
remove the current sleeping
arrangements of dormitories on
Alumhurst Ward and provide a
clear time-scale for this.

Develop solutions for reprovision Plans are being developed and discussed at present for the
for Alumhurst Ward from St Ann’s
possible reprovision of Alumhurst.

The Trust must ensure that the
environment of all inpatient sites
does not compromise patient
Privacy and Dignity

All inpatient areas to review privacy Mixed sex breach at one community hospital.
and dignity and undertake any
remedial actions to preserve
patients dignity

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

Treatment room at St Leonards – Two hospitals had gaps in their monitoring records.
temperature control required. Air
conditioning unit to be installed but
not yet functioning

Reprovision of Alumhurst solution /
agreement of Plan

Work ongoing to look at possible design options- with Capital
Planning and Operational Team.

Implement infection prevention Out of date operating equipment to One hospital was storing empty oxygen bottles in a unsecured
and
control
policies
and be removed/discarded.
cage which was open to the weather. A quote has been obtained
procedures
and
thorough
to secure the cage but this work has not yet been completed by
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Core Service

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)

environmental infection control
audits on all inpatient wards

Progress to date
Estates

Food fridge temperatures to be Two hospitals had gaps in their monitoring records.
monitored and recorded daily.
Collective decision to be made by Two hospitals partially met this action. 1 hospital had run out of
IPC and Matrons as to which the green Clinell stickers, and 1 hospital only had only 1/9
method of
clean equipment commodes labelled as clean.
identification should be used
across all inpatient areas e.g.
green clinell stickers/tape or
laminated notices.
Re-useable hoist slings must be Two hospitals only partially met this action.
cleaned as per manufacturer’s
instructions/Trust policy between
patient uses. It is recommended to
use a disposable hoist sling for
patients with a known infection.
Ensure that equipment servicing
and checks are carried out
regularly and that records are
kept showing that equipment is
safe for use
Ensure
that
emergency
equipment is fit for purpose and
available in all areas at all times.
Provide robust monitoring of the

Equipment is serviced, checked
and labelled as appropriate and
records are kept on every hospital
site.

Three hospitals partially met this action. 1 hospital did not have an
updated record of equipment in place. 1 hospital had out of date
PAT testing. 1 hospital had gaps in their records for checking
bedside suction machines.

All trollies which are below required One hospital did not meet this action at the time of visit as the
standard
are
prioritised
for Resus trolley was not tamperproof and was in a corridor and
replacement.
accessible by patients
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Core Service

CQC Compliance Action
safety and quality of the service,
identify risks and take timely
actions to manage them.
Provide robust monitoring of the
safety and quality of the service,
identify risks and take timely
actions to manage them.

IMPROVEMENT ACTION
(SMART OBJECTIVE)
Ongoing programme for resus
trollies to be updated as required to
be formulated for all areas with
trolleys.
Review risks with Hospital Matrons,
identify
any
long
standing
resolvable risks and escalate for
plan for required action.
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Progress to date
One hospital did not meet this action at the time of visit as the
Resus trolley was not tamperproof and was in a corridor and
accessible by patients
Two hospitals partially met this action. At one hospital there was
an issue with the firedoors by the lift. Subsequent to visit access
to lift now restricted. At the second hospital, the Senior Sister
could not give assurance that staff would know/understand the
risks on the risk register.
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SHOULD DO ACTIONS
Core Service

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Amber Zone
Acute wards for
adults and
psychiatric
intensive care
units PICU

Address training across all staff Ensure that staff book on and Service has made significant progress in rolling out this training but
groups on the new MHA Code of attend the MHA training as part of we are not at the stage of having delivered this fully.
Practice
the MH Foundation Programme
by end March 2016.

CHS Children
Young People
and Families

Provide Mental Capacity Act 2005 A series of Mental Capacity Act This is now being rolled out and options given to complete with face
training to all staff where this is 2005 training dates to be to face training or online.
needed.
organised by L & D

CHS inpatients

Ensure that discharge planning
processes are proactive and wellcoordinated with social services
to reduce delayed transfers out of
hospital
Review medicines ordering and
supply processes to minimise
delays in treatment initiation and
ensure that patients have access
to their medicines as prescribed
in a timely way

Discharge
checklist
to
commenced within 72hrs
every
patient
admitted
Community Hospitals.

Progress to date

be Checklists are being used in all hospitals. However, assurance is
for dependent upon the Information Team being able to provide
to evidence via SystemOne.

Work
with
medicines Patients are receiving medications, but within current contract
management team to review the provision, new contract still in planning. Support by meds
ordering and supply processes
management has been reviewed.

Page 23 of 25

Agenda Item 16

Core Service

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)
Provide staff with access to Reports on Mandatory training,
appraisal, clinical supervision and appraisals and supervision now
training to meet the needs of updated daily.
patients in a sub-acute inpatient
setting.

CMHT
adults Review alarm systems and Roll out lone work identikit
working age
emergency processes to ensure badges within CMHT’s.
that all staff receive a swift and
effective response and support in
an emergency.
All managers to review alarm
systems within outpatient areas to
ensure they are fit for purpose
and consider any action required
to improve systems.
Update and complete supervision
records in order to show more
clearly the support, development
and performance management of
staff in every team.

End of Life Care

All CMHT’s to introduce use of
Ulysses system as mandatory for
recording
of
caseload
/
management
supervision
to
ensure consistent format of
recording. This is to include
recording
of
content
of
supervision.

Progress to date
Training is still monitored and exception reports available to staff
and matrons. Clinical supervision to be checked at intervals now
required to ensure compliance in year.
Raised at the Matrons Meeting to ensure Supervision targets are
met by the end of September and reflected in the October report.
Identikit scheme has been approved and work is now underway to
pilot the devices in those teams deemed to be at greater risk prior
to wider roll out across teams.
There is not evidence that alarms. Portable or fixed, are in place
and being used across all teams.

Template has been circulated and in first month of pilot.
Business objects report has been developed to support the
completion of the monthly audit.
Although it is out with teams and in use, it is still in the pilot period
so there is no evidence that the tool is consistently used across all
teams.

All staff are to be trained in the All staff caring for patients Mental Capacity Act e-Learning programme has been launched on
Mental Capacity Act 2005 and in recognised as EOL to access the new eHub. It is also available is a workbook together with face
to face training sessions.
the documentation of all decision MCA training
making processes in relation to
the Act.
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Core Service

CQC Compliance Action

Wards for OP - Provide a clear corporate strategy
MH probs
on older people with mental
health
problems
and
communicate it to all staff teams.

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Progress to date

Corporate strategy for OPMH will Draft strategy has been completed and is currently being finalised
be produced and shared across and will be shared by the end of October 2016, but not in place
staff through a communication currently.
plan.

Improve communication between Launch the strategy and agree a Ward Managers and Consultant Clinical leads key members of
senior management and ward launch programme and staff Clinical Working Group to develop overarching Clinical Strategy for
Older People and interim solutions.
staff regarding planning for engagement processes
services for older people with
mental health problems to provide
good support and reassurance to
the teams.
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CQC and NDGO on Data Security Standards and Patient Consent
Part 1 Board Meeting 28 September 2016
Author

Fiona Haughey, Director of Nursing and Quality/Caldicott Guardian

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality/Caldicott Guardian

Purpose of Report

To inform the Board of the review by the National Data Guardian for
Health and Care (NDG), on data security standards and patient
consent. The review makes recommendations to the Secretary of State
for Health. These are aimed at strengthening the safeguards for
keeping health and care information secure and ensuring the public
can make informed choices about how their data is used. The CQC
was asked to review the effectiveness of current approaches to data
security by NHS organisations in respect of handling patient
confidential data, and make recommendations on how current
arrangements for ensuring NHS providers protect personal data could
be improved
The NDG proposes new data security standards for the NHS and
social care, a method for testing compliance against the standards,
and a new opt-out to make clear how people’s health and care
information will be used and in what circumstances they can opt out.

Recommendation

The Board is asked to note the report and request a further report and
action plan once the final recommendations and standards have been
formally agreed.

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 have a skilled, diverse and caring workforce who are proud to
work for Dorset HealthCare;
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

Yes

Any action required?
Yes
Detail in report











No
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1.0

BACKGROUND

1.1

In September 2015, the Secretary of State for Health asked Dame Fiona Caldicott and the
Care Quality Commission (CQC), to carry out an intensive review to recommend: new data
security standards, a method for testing compliance against these standards and a new
consent or opt-out model for data sharing in relation to patient confidential data. The CQC
was specifically asked to review the effectiveness of current approaches to data security
by NHS organisations in respect of handling patient confidential data, and make
recommendations on how current arrangements for ensuring NHS providers protect
personal data could be improved. Secondly, the review was to make recommendations
about how the new guidelines (published by the National Data Guardian) can be assured
through CQC inspections, NHS England commissioning processes and any other potential
mechanisms.

1.2

This review followed two previous reviews. In 1996-7 the first review was on the use of
patient identifiable data where six principles where recommended for the protection of
people’s confidentiality, which became known as the ‘Caldicott principles’ (Caldicott One).
In 2013, a further review recommended an additional ‘Caldicott principle’ that the duty to
share information can be as important as the duty to protect patient confidentiality
(Caldicott Two).

1.3

The review conducted evidence sessions and interviews with key organisations and
stakeholders, including patient representative groups, GPs and other clinicians,
commissioners and providers of health and social care services, researchers and the
Information Commissioner’s Office (ICO).

1.4

Two reports were published in July this year - ‘Review of Data Security, Consent and OptOuts’ (National Data Guardian for Health and Social Care) and ‘Safe Data, Safe Care’
(Care Quality Commission).

1.5

The reports make a number of recommendations to the Department of Health, and to
Government bodies, including proposals for new data security standards for the NHS and
social care, a method for testing compliance against the standards, and a new opt-out
consent model. The data security standards are intended to be applied across all health
and social care organisations.

1.6

The reports also recommend that the Government should consider introducing stronger
sanctions to protect anonymised data, including criminal penalties for deliberate and
negligent re-identification of individuals

1.7

Dame Caldicott stresses that the model does not supersede any of the existing Caldicott
principles. She goes on to say that patients and service users should not be surprised that
an appropriate professional has access to information about them when they seek care,
and should be confident that only the minimum amount of information needed to provide
that is shared.

1.8

The Government undertook a public consultation on the new data security standards and
the proposed consent/opt-out model in Dame Fiona’s review. The consultation ran until 7
September 2016.

2.0

OUTCOME OF THE REVIEWS

2.1

Key recommendations from the reports include:
2
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Both reports
•

Leaders of every organisation should demonstrate clear accountability and
responsibility for data security, just as they do for clinical and financial matters.

•

All staff should be provided with the right information, tools, training and support to
allow them to do their jobs effectively while still being able to meet their responsibilities
for handling and sharing data safely.

•

Internal and external scrutiny of whether the new data standards are being
implemented.

CQC Report
•

They should secure external audit or other validation of their internal assurance
processes and set objectives for improvement of data security arrangements.

•

CQC will amend its assessment framework and inspection approach to include
assurance that appropriate internal and external validation against the new data
security standards have been carried out, and make sure that inspectors involved are
appropriately trained.

NDGO report:
•

Ten new data security standards to apply to all organisations that hold health or care
information. A redesigned IG Toolkit should embed the new standards; identify
exemplar organisations to enable peer support and cascade lessons learned.

•

A much more extensive dialogue with the public about how their health and care
information is used for purposes other than direct care and the benefits of data
sharing.

•

A new opt-out to make it clear to patients how their health and care information can be
used and in what circumstances they can opt out of it being shared. The review puts
forward an ‘eight-point’ model for consent and opt-out, including that people can optout of sharing their personal confidential data except for their direct care, and even if
opted out, people can still consent to their use of data in specific research projects.

•

Whether people opt out or not, they should be reassured that their health and care
information will only ever be used if the law allows and never for marketing or
insurance, unless they consent separately to this.

2.2

The full recommendations from both reports can be seen in Appendix 1.

3.0

NEXT STEPS

3.1

A full and comprehensive formal public consultation on the proposed standards and optout model has now been completed. Alongside this consultation, the opt-out questions
have been tested with the public and professionals.
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3.2

NHS Providers is in conversation with the CQC regarding how their assessment
framework will incorporate the Data Standards assurance process and how
implementation will fit into their new strategy and review of the Well-Led domain. This will
be shared in due course.

3.3

In the event that the proposals are fully endorsed there are significant implications to reach
full compliance across the Trust. For example, policy updates, staff training on consent,
Learning and Development material to be updated with new IG toolkit information, internal
audit, IT hardware/software review.

4.0

RECOMMENDATIONS

4.1

The Board is asked to:
(a) note the report
(b) request a further report once the final recommendations have been endorsed to give
assurance to the Board that the Trust will be able to comply with the new standards
and meet the CQC recommendations on data security under the Well-Led domain.

4
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APPENDIX 1

RECOMMENDATIONS
CQC and the National Data Guardian are making the following recommendations to the Secretary
of State. Given the close alignment between the work on data security, three of the
recommendations are identical.
Data security [CQC and NDG]
1. The leadership of every organisation should demonstrate clear ownership and responsibility
for data security, just as it does for clinical and financial management and accountability.
[CQC and NDG]
2. All staff should be provided with the right information, tools, training and support to allow them
to do their jobs effectively, while still being able to meet their responsibilities for handling and
sharing data safely. [CQC]
3. IT systems and all data security protocols should be designed around the needs of patient
care and frontline staff to remove the need for workarounds, which in turn introduce risks into
the system. [CQC]
4. Computer hardware and software that can no longer be supported should be replaced as a
matter of urgency. [CQC]
5. Arrangements for internal data security audit and external validation should be reviewed and
strengthened to a level similar to those assuring financial integrity and accountability. [CQC
and NDG]
6. CQC will amend its assessment framework and inspection approach to include assurance that
appropriate internal and external validation against the new data security standards have
been carried out, and make sure that inspectors involved are appropriately trained. [CQC and
NDG]
7. HSCIC should use the redesigned IG Toolkit to inform CQC of 'at risk' organisations and CQC
should use this information to prioritise action. [NDG]
8. A redesigned IG Toolkit should embed the new standards; identify exemplar organisations to
enable peer support and cascade lessons learned. Leaders should use the IG Toolkit to
engage staff and build professional capability, with support from national workforce
organisations and professional bodies. [NDG]
9. Trusts and CCGs should use an appropriate tool to identify vulnerabilities such as dormant
accounts, default passwords and multiple logins from the same account. These tools could
also be also used by the IT companies that provide IT systems to GPs and social care
providers. [NDG]
10. All health and social care organisations should provide evidence that they are taking action to
improve cyber security, for example through the ‘Cyber Essentials’ scheme. The ‘Cyber
Essentials’ scheme should be tested in a wider number of GP practices, Trusts and social
care settings. [NDG]

5
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11. NHS England should change its standard financial contracts to require organisations to take
account of the data security standards. Local government should also include this requirement
in contracts with the independent and voluntary sectors. Where a provider does not meet the
standards over a reasonable period of time, a contract should not be extended. [NDG]
12. HSCIC should work with the primary care community to ensure that the redesigned IG Toolkit
provides sufficient support to help them to work towards the standards. HSCIC should use the
new toolkit to identify organisations for additional support, and to enable peer support. HSCIC
should work with regulators to ensure that there is coherent oversight of data security across
the health and care system. [NDG]
13. Where malicious or intentional data security breaches occur, the Department of Health should
put harsher sanctions in place and ensure the actions to redress breaches proposed in the
2013 Review are implemented effectively. [NDG]
Consent / opt-outs [NDG review]
14. The case for data sharing still needs to be made to the public, and all health, social care,
research and public organisations should share responsibility for making that case.
15. There should be a new consent / opt-out model to allow people to opt out of their personal
confidential data being used for purposes beyond their direct care. This would apply unless
there is a mandatory legal requirement or an overriding public interest.
16. HSCIC should take advantage of changing its name to NHS Digital to emphasise to the public
that it is part of the NHS ‘family’, while continuing to serve the social care and health system
as a whole.
17. The Government should consider introducing stronger sanctions to protect anonymised data.
This should include criminal penalties for deliberate and negligent re-identification of
individuals.
18. The forthcoming Information Governance Alliance's guidance on disseminating health and
social care data should explicitly refer to the potential legal, financial, and reputational
consequences of organisations failing to have regard to the ICO's Anonymisation Code of
Practice by re-identifying individuals.
19. People should continue to be able to give their explicit consent, for example to be involved in
research.
20. The Department of Health should look at clarifying the legal framework so that health and
social care organisations can access the information they need to validate invoices, only using
personal confidential data when that is essential.
21. The Health Research Authority should provide the public with an easily digestible explanation
of the projects that use personal confidential data and have been approved following advice
from the Confidentiality Advisory Group.
22. The Health and Social Care Information Centre (HSCIC) should develop a tool to help people
understand how sharing their data has benefited other people. This tool should show when
personal confidential data collected by HSCIC has been used and for what purposes.
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23. The Department of Health should conduct a full and comprehensive formal public consultation
on the proposed standards and opt-out model. Alongside this consultation, the opt-out
questions should be fully tested with the public and professionals.
24. There should be ongoing work under the National Information Board looking at the outcomes
proposed by this consultation, and how to build greater public trust in data sharing for health
and social care.

7
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THE NATIONAL DATA GUARDIAN’S DATA SECURITY STANDARDS
These standards are intended to apply to every organisation handling health and social care
information, although the way that they apply will vary according to the type and size of
organisation. For example, GPs may want support from their system suppliers to identify and
respond to cyber alerts in the first instance, and many social care organisations will want that from
their Local Authority. Commissioners should take account of the standards when commissioning
services.
Leaders of all health and social care organisations should commit to the following data
security standards. They should demonstrate this through audit or objective assurance,
and ensure that audit enables inspection by the relevant regulator.
LEADERSHIP OBLIGATION 1: PEOPLE: ENSURE STAFF ARE EQUIPPED TO HANDLE
INFORMATION RESPECTFULLY AND SAFELY, ACCORDING TO THE CALDICOTT
PRINCIPLES.
Data Security Standard 1: All staff ensure that personal confidential data is handled, stored and
transmitted securely, whether in electronic or paper form. Personal confidential data is only
shared for lawful and appropriate purposes
Data Security Standard 2: All staff understand their responsibilities under the National Data
Guardian’s Data Security Standards, including their obligation to handle information responsibly
and their personal accountability for deliberate or avoidable breaches.
Data Security Standard 3: All staff complete appropriate annual data security training and pass a
mandatory test, provided through the revised Information Governance Toolkit.
LEADERSHIP OBLIGATION 2: PROCESS: ENSURE THE ORGANISATION PROACTIVELY
PREVENTS DATA SECURITY BREACHES AND RESPONDS APPROPRIATELY TO
INCIDENTS OR NEAR MISSES.
Data Security Standard 4: Personal confidential data is only accessible to staff who need it for
their current role and access is removed as soon as it is no longer required. All access to personal
confidential data on IT systems can be attributed to individuals.
Data Security Standard 5: Processes are reviewed at least annually to identify and improve
processes which have caused breaches or near misses, or which force staff to use workarounds
which compromise data security.
Data Security Standard 6: Cyber-attacks against services are identified and resisted and
CareCERT security advice is responded to. Action is taken immediately following a data breach or
a near miss, with a report made to senior management within 12 hours of detection.
Data Security Standard 7: A continuity plan is in place to respond to threats to data security,
including significant data breaches or near misses, and it is tested once a year as a minimum,
with a report to senior management.
LEADERSHIP OBLIGATION 3: TECHNOLOGY: ENSURE TECHNOLOGY IS SECURE AND
UP-TO-DATE.
Data Security Standard 8: No unsupported operating systems, software or internet browsers are
used within the IT estate.
Data Security Standard 9: A strategy is in place for protecting IT systems from cyber threats
which is based on a proven cyber security framework such as Cyber Essentials. This is reviewed
at least annually.
Data Security Standard 10: IT suppliers are held accountable via contracts for protecting the
personal confidential data they process and meeting the National Data Guardian’s Data Security
Standards.
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The EIGHT POINT OPT-OUT MODEL
1. You are protected by the law.
Your personal confidential information will only ever be used where allowed by law. It will
never be used for marketing or insurance purposes, without your consent.
2. Information is essential for high quality care.
Doctors, nurses and others providing your care need to have some information about you to
ensure that your care is safe and effective.
However, you can ask your health care professional not to pass on particular information to
others involved in providing your care.
3. Information is essential for other beneficial purposes.
Information about you is needed to maintain and improve the quality of care for you and for
the whole community.
It helps the NHS and social care organisations to provide the right care in the right places and
it enables research to develop better care and treatment.
4. You have the right to opt out.
You have the right to opt out of your personal confidential information being used for these
other purposes beyond your direct care.
This opt-out covers:
A) Personal confidential information being used to provide local services and run the
NHS and social care system.
For example:
• NHS England surveys, for example to find out patients’ experiences of care and treatment
for cancer
• regulators and those providing care checking its quality
• NHS Improvement auditing the quality of hospital data.
B) Personal confidential information being used to support research and improve
treatment and care.
For example:
• a university researching the effectiveness of the NHS Bowel Cancer Screening
Programme
• a researcher writing to an individual to invite them to participate in a specific approved
research project
• a commercial organisation receiving data from an NHS body to look at whether
contamination levels are safe for workers in the nuclear industry.
This choice could be presented as two separate opt-outs. Or there could be a single opt-out
covering personal confidential information being used both in running the health and social
care system and to support research and improve treatment and care.
5. This opt-out will be respected by all organisations that use health and social care
information.
You only have to state your preference once, and it will be applied across the health and
social care system. You can change your mind, and this new preference will be honoured.
6. Explicit consent will continue to be possible.
Even if you opt out, you can continue to give your explicit consent to share your personal
confidential information if you wish, for example for a specific research study.
9
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7. The opt-out will not apply to anonymised information.
The Information Commissioner’s Office has a Code of Practice that establishes how data may
be sufficiently anonymised that it may be used in controlled circumstances without breaching
anyone’s privacy.
The ICO independently monitors the Code. The Health and Social Care Information Centre,
as the statutory safe haven for the health and social care system, will anonymise personal
confidential information and share it with those that are authorised to use it.
By using anonymised data, NHS managers and researchers will have less need to use
people’s personal confidential information and less justification for doing so.
8. Arrangements will continue to cover exceptional circumstances.
The opt-out will not apply where there is a mandatory legal requirement or an overriding public
interest.
These will be areas where there is a legal duty to share information (for example a fraud
investigation) or an overriding public interest (for example to tackle the ebola virus)
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Non-Executive Director Membership of Board Committees
Part 1 Board Meeting 28 September 2016

Author

Keith Eales, Trust Secretary

Sponsoring Board
Member

Ann Abraham, Trust Chair

Purpose of Report

To confirm the Non-Executive Director membership of Board
Committees with effect from 1 October 2016

Recommendation

The Board is asked to confirm the Non-Executive Director
membership of Board Committees with effect from 1 October
2016.

Engagement and
Involvement
Previous
24 February 2016 Board Meeting
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
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
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NON-EXECUTIVE DIRECTOR MEMBERSHIP OF BOARD COMMITTEES
1.

SUMMARY

1.1

At its meeting on 24 February 2016 the Board confirmed the Non-Executive Director
membership of Board Committees effective from 1 April 2016.

1.2

The Chair’s appraisal conversations with Non-Executive Directors, which took place between
April and July 2016, included discussion of their Board Committee responsibilities and
identified the need for some rebalancing of those responsibilities.

1.3

Therefore, this paper asks the Board to confirm the following changes to the Non-Executive
Director membership of Board Committees, to take effect from 1 October 2016.
i.

Audit Committee
Lynne Hunt to cease membership of the Committee and to be replaced by
David Brook.

ii.

Quality Governance Committee
David Brook to cease formal membership of the Committee.

1.4

Full details of Non-Executive and Executive Director membership of Board Committees with
effect from 1 October 2016 are attached in Appendix 1.

2.

RECOMMENDATION

2.1

The Board is asked to confirm the Non-Executive Director membership of Board Committees
with effect from 1 October 2016.

Keith Eales
Trust Secretary
September 2016
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Appendix 1

BOARD DIRECTOR MEMBERSHIP OF BOARD COMMITTEES from 1 OCTOBER 2016

1

Audit Committee
Chair: John McBride
Members: David Brook, Peter Rawlinson, Nick Yeo

2

Quality Governance Committee
Chair: Lynne Hunt
Non-Executive Director Members: John Hughes, Sarah Murray, Nick Yeo
Executive Director Members: Ron Shields, Fiona Haughey, Nick Kosky

3

Mental Health Legislation Assurance Committee
Chair: Sarah Murray
Non-Executive Director Members: Ann Abraham, Lynne Hunt
Executive Director Members: Fiona Haughey, Nick Kosky

4

Charitable Funds Committee
Chair: Lynne Hunt
Core Members: Sarah Murray, Peter Rawlinson
All Board Members have the right to attend ex officio as Trustees of the Charitable Fund.

5

Appointments and Remuneration Committee
Chair: Peter Rawlinson
Members: All Non-Executive Directors, including the Trust Chair, are members of the
Appointments and Remuneration Committee.
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Summary Minutes of the Appointments and Remuneration Committee Meeting held
at 4.30pm on Wednesday 29 June 2016 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB
Present:
Peter Rawlinson
Ann Abraham
David Brook
John McBride
Sarah Murray
Nick Yeo

Committee Chair and Non-Executive Director
Trust Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:
Keith Eales
Colin Hague

Trust Secretary
Director of Human Resources

Carmel Gibbons
Peter Mason

Odgers Berndtson
Odgers Berndtson

Apologies:
Ron Shields
Lynne Hunt
John Hughes

Chief Executive
Non-Executive Director
Non-Executive Director

59/16 Welcome and Apologies
The Chair welcomed members to the meeting. The apologies received were noted.
The Chair welcomed Carmel Gibbons and Peter Mason from Odgers Berndtson who
were assisting with the recruitment process for the Director of Finance and Strategic
Development.
60/16 Declarations of Interests in Relation to Agenda Items
No specific declarations were made. However, it was noted that Committee
considerations could affect the terms and conditions of the the Director of Human
Resources.
61/16 Minutes: 24 February 2016
The minutes of the meeting held on 30 March 2016 were approved as an accurate
record.

62/16 Matters Arising
The Trust Secretary submitted, and the Committee noted, the matters arising report.
63/16 Director of Finance and Strategic Development
The Director of Human Resources gave an overview of the selection process for the
Director of Finance and Strategic Development. This would involve an interview
panel comprising the Trust Chair, Chief Executive, Chair of the Audit Committee and
an expert adviser, a presentation session to senior staff, Non-Executive Directors
and Governors and an opportunity for individuals to meet with post holders who
would report to the Director of Finance and Strategic Development.
It was noted that the Chair of the Committee would join the panel at the conclusion of
interviews. Those present would constitute a meeting of the Committee, which would
make a selection and salary decision.
Carmel Gibbons reported on progress with the search for candidates.
The Committee noted the progress report.
64/16 Work Programme
The Committee noted the work programme.
65/16 Date of Next Meeting
The next scheduled meeting would be held immediately after the Board meeting on
27 July 2016.

Signed:

Date:

Peter Rawlinson, Chair
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Board Annual Cycle of Business
Board Meetings
Monthly items: Patient Story
Board and Committee minutes
Reports from the Chair and Chief Executive
Integrated Corporate Dashboard
Monthly Finance Report
People Management
October

November

January

February

March

April

May

June

July

NHSI Q2
submission

Review of
strategy
assessment
models

NHSI Q3
submission

Safe Staffing
six monthly
Report

Proposed
Quality
Priorities for
17/18

NHSI Q4
submission

Annual SUI
Report

NHSI Q1
submission

Six month
staffing
review

Nurse
Revalidation
progress
Report

Equality and
Diversity
Annual
Report

Nurse
Revalidation
Update

Final
Operational
Plan 2017/18
and STP
update

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

Annual Adult
and
Children’s
Safeguarding
Reports

Quarterly
review of Well
Led action
plan

MoU with
Bournemouth
University

Volunteers’
strategy

Emergency
Planning
Resilience
Statement (in
CEO report)

Stages of
Excellence
update

Budget
2017/18

Approval of
Trust Annual
Plan 2016/17

Annual
Infection
Prevention &
Control
Report

MoU with
Bournemouth
University

Annual Plan
Delivery
progress
report

Agenda Item 20
Developing
Service Line
Reporting

Nursing
Strategy one
year on

Quarterly
review of the
Well Led
action plan

Quality
Strategy

Draft budget
2017/18

Quarterly
review of the
Well Led
action plan

Approval of
the two-year
operational
plan
Quarterly
BAF review
Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing
report

Quality
Improvement
Plan monthly
update

Approval of
corporate
objectives
Equality
Objectives
2017/18

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

Going
Concern
Report

Staff Survey
results
Quality
Improvement
Plan monthly
update

Annual
Report of
Audit
Committee
Chair

Annual
Report on
Reducing
Restrictive
Interventions

Monitor selfcertification
statements

Annual
Report on
Complaints

Staff Survey
results

Quality
Improvement
Plan monthly
update

Annual
Report on
Patient
Experience

Quality
Improvement
Plan monthly
update

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

Quality
Improvement
Plan monthly
update

Quarterly
review of BAF
Quality
Improvement
Plan monthly
update

Quality
Improvement
Plan monthly
update

