Dorset HealthCare University NHS Foundation Trust
Part 1 Board Meeting
Part 1 of the Dorset HealthCare University NHS Foundation Trust meeting will be
held on 27 May 2015 at Merley House, Wimborne, Dorset, BH21 3AA commencing
at 1:00pm
If you are unable to attend please notify the Trust Secretary on 01202 277008 at
your earliest convenience.
Yours Sincerely,

Ann Abraham
Chair

Initials

Paper

1.

Welcome, Apologies and Previous
Meetings

1.1

Apologies

AA

1.2

Patient Story

DB

App A

1.3

Quorum

AA

Verbal

AA

App B

AA

App C

Time
1:00

To confirm that the meeting is quorate
before it proceeds further
1.4

Declarations of interests in relation to
agenda items

1.5

Minutes
To approve the Minutes of the Dorset
HealthCare University NHS Foundation
Trust Part 1 Board Meeting held on 29 April
2015

1.6

To receive the report from the Chair on
matters arising from the minutes of Part 1

1:15

1

of the previous meeting
1.7

To receive the update of the Chair

AA

Verbal

1:20

2.

Strategy Implementation:
Current Affairs and Operational
Performance

2.1

To receive the update of the Chief
Executive

RS

App D

1:35

2.2

To receive the approved minutes from the
Quality Governance Committee held on
20 April 2015

FH

App E

1:45

2.3

To receive a verbal report from the Chair of
the Mental Health Legislation Assurance
Committee

GF

Verbal

1:50

2.4

To receive the Integrated Corporate
Dashboard for April 2015

LMW

App F

1:55

2.5

To receive the monthly update on People
Management and Organisation
Development

CH

App G

2:10

2.6

To receive a report on Progress against
the Savile Inquiry Recommendations

FH

App H

2:20

2.7

To receive a report on the Dorset Prisons
Contract signing review

RS

App I

2:30

2.8

To receive a report on the 12 month review
of Blueprint deliverables

SH

App J

2:45

3.

Strategy Development:
Policy Formulation and Decision Making

3.1

To approve the Estates Strategy

RS

App K

3:00

3.2

To approve the revised Speaking Up and
Blowing the Whistle Policy

CH

App L

3:15

4.

Regulatory and Compliance Matters

4.1

To approve the Monitor self-certification
statements

KE

App M

3:30
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4.2

To approve the following elements of the
Governance Manual

AA

App N

3:35

a) Mental Health Act Scheme of
Delegation

b) Terms of Reference for the
Appointments and Remuneration
Committee
c) Terms of Reference for the
Charitable Funds Committee
4.3

To approve the Non-Executive Director
Membership of Board Committees and
Appointment of Senior Independent
Director

AA

App O

3:50

4.4

To receive the three month Board Cycle of
Business

AA

App P

3:55

5.

Other Matters

5.1

Any Other Business

6.

Date and Time of Next Meeting
The next formal Board Meeting will be held
on Wednesday 24 June 2015 at Sentinel
House (Training Rooms 1&2) 4-6 Nuffield
Road, Poole, Dorset, BH17 0RB
commencing at 1:00pm

7.

Exclusion of the Public

4:00
AA

To resolve that representatives of the Press
and other members of the public, be
excluded from the remainder of this
meeting having regard to the confidential
nature of the business to be transacted,
publicity of which would be prejudicial to the
public interest.
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Patient Story
Part 1 Board Meeting 27 May 2015
Author

Liz Balfe – Named Nurse and Lead for Safeguarding Children

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the user’s experiences.

Recommendation

The Board is asked to discuss and consider the narrative

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

Monitoring and Assurance Summary
This report links to
the Strategic Goals




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


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information

Background
Safeguarding Children and Young People Service

Safeguarding Children and Young People Service
The Safeguarding Children and Young People Service is a Trust wide service providing
specialist advice, training and support to all health staff employed by Dorset HealthCare
Trust.
The opening times for the service is Monday to Friday 9:00am to 5:00pm
Advice and support can be accessed via telephone and e-mail on:
Tel: 01305 361469 or safeguarding.team@dhuft.nhs.uk
This is not an appropriate service for members of the public. If a member of the public has
any concerns about a child then they should contact Childrens’ Social Care.
The key objectives of the Safeguarding Service are: Training, Supervision, Advice and
Support and working in partnership with the Dorset and Bournemouth & Poole LSCBs including participation in Case Audits, Serious Case Reviews or other processes as
appropriate to our services.
The expected outcomes of this are:
 To ensure all appropriate staff receive timely and regular safeguarding supervision.
 To ensure all staff are trained to the correct level.
 To ensure all staff receive timely and appropriate advice and support.

PATIENT STORY
JACK’S STORY
Narrative by Liz Balfe – Named Nurse and lead for Safeguarding Children

My name is Jack and I am two and a half years old. I have lived with my mummy
since I was born. We lived in my nanny and granddad’s house at first, which was
very nice, because my nanny is very warm and cuddly and she always looks after
me. When I was one, my mummy and I moved into a flat by ourselves. We didn’t
have much furniture, but we brought my cot from nanny’s house. I really missed my
nanny and granddad, but my nanny came to see us a lot and we went to her house
for tea sometimes.
When we lived with nanny, a nice lady called a health visitor came to see us with
another nice lady, called a nursery nurse. They helped my mummy with learning how
to look after me. I don’t think my mummy knew how to look after me properly,
because she was very young.
I don’t remember ever seeing my daddy. I think he was around some of the time
when I was a baby, but not anymore. My mummy sometimes says nasty things about
my daddy. I don’t know what she is saying, but she sounds very angry and this
makes me scared.
After we had been living in our flat for a while, my mummy got some new friends and
they would come round after my bedtime and have parties and drink lots of beer.
They would be very noisy and shout a lot. This made me scared and sometimes the
police would come because the neighbours had complained about the noise. After
that, the nice health visitor would come to see us, but sometimes my mummy would
pretend she wasn’t at home and she wouldn’t answer the phone to her.
Sometimes, other people would come to see us, called social workers, who seemed
nice, but I know mummy didn’t like them, because she said angry things about them
and didn’t want to see them.
My mummy had a special friend, who came to live in our flat and mummy said he
was my new daddy. I didn’t like this new daddy, because he was angry all the time
and shouted at me and made me feel very scared. My new daddy would shout at my
mummy and she would shout at him and then he would hit her and make her cry.
This made me very, very scared. The nice health visitor came to see us. I always
liked it when she came, because she played with me and I liked to sit on her lap, she
was warm and cuddly and I didn’t get many cuddles. Sometimes the social workers
would come to see us and my daddy would get very angry and shout after they had
gone.
My mummy told me one day that she had a baby in her tummy and she was very
happy. My new daddy seemed very happy too, but this didn’t stop him from shouting
at my mummy and hitting her as well. I was getting bigger and my mummy told me I
was being very naughty, but I think I was just being a little boy. My new daddy would
shout at me all the time and put me in the bathroom and shut the door. Sometimes
he would hit me as well and my mummy would tell him not to, but he was the boss. I

was very scared all of the time. I was very sad, as my nanny didn’t come to see us
anymore, because I think she was scared of my new daddy as well.
The health visitor kept coming to see us and a new lady called a midwife. She was
very nice as well. I think they were both scared of my daddy, because they came to
see us together and sometimes with one of the social workers. Sometimes the social
workers would come with a policeman or lady, because my new daddy didn’t want
them to come in.
When the baby came out my mummy’s tummy, she and my new daddy were very
pleased, but my daddy didn’t want me to touch my new baby sister. I only wanted to
cuddle her, but he would shout at me and shut me in the bathroom. Sometimes I
was in the bathroom for a long time and would fall asleep on the bath mat.
Sometimes I would be very hungry and my nappy was very dirty and wet.
One day, the nice health visitor came to see us. My new baby sister was on the sofa
and the health visitor sat next to her, I tried to climb onto the health visitor’s lap, but
my new daddy got very angry and picked me up and put me down very roughly on
the chair. I didn’t move again, because I was very scared. The health visitor said
something to my daddy about not doing that to me and he started to shout at her. He
stood over her while she was sitting next to my baby sister and the baby started to
cry. My mummy tried to stop my daddy shouting, but this just made him more angry
and he shouted at her as well. I think we were all very scared and worried about
what he might do next. My new daddy told the health visitor she was a f***ing bitch
and told her to get out of the flat. The health visitor stood up and was trying to leave,
but my daddy was in her way. She spoke to my daddy in a very calm voice, but he
kept shouting at her and waving his arms around. Eventually, she got to the door
and left the flat.
I was very scared and hid behind the chair and my mummy and baby sister were
crying, I didn’t make a noise, so that my new daddy wouldn’t hurt me.
Very soon after, there was a loud banging at the door and some policemen had come
to the flat. My new daddy shouted at them and in the end they took him away. I think
they took him to the police station. After that, the social workers came as well.
I am now staying with my nanny, and my mummy and baby sister are here as well. I
still feel very scared, because I think my new daddy will come to find us, but the
social workers and the nice health visitor come to see us and make us feel safe.
I think the health visitor was very brave and she was very upset and scared, even
though she had been doing the job for a long time and was as old as my nanny. I am
very glad that the health visitor helped us and that she talked to the policemen and
the social workers, because I think they all worked together to keep my family safe.
My story was told by Liz Balfe, who works in the safeguarding children team, as only
grown-ups can tell other grown-ups about bad things that happen to children and
make sure that children’s voices are heard.
NB. The health visitor received support from the safeguarding children team and her
manager, to help her with her feelings about what happened and to enable her to
continue to practice.

Part 1 Matters Arising

Trust Board Meeting 25 March 2015
Minute
312/15

Topic
Governor questions

Action
Early intervention in
psychosis film could be
put onto the
Time to Change website.

Lead
NP

Deadline
ASAP

Response
The film is
currently
undergoing
further edits
following which
discussions will
be held with the
producers about
publishing the
film on the
website

Trust Board Meeting 29 April
Minute

Topic

Action

Lead

Deadline

Response

320/15

Sustainable Ideas

NP

May
meeting

Verbal update

324/15

Board Integrated
Dashboard

Report to the May Board
meeting on the outcome
of the sustainable ideas
competition
Future content of the
finance element of the
dashboard to be as
agreed at the meeting

JC

ASAP

Dashboard
included with
the agenda

The Director of finance
advise the Board on the
approach to be adopted
for reporting
performance year to
date and the year-end
forecast in respect of the
achievement of the £1m
operating surplus.

JC

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

FH

ASAP

Verbal update

326/15

Quality Strategy
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330/15

Register of
Director’s Interests

333/15

Governor Questions

Register to be distributed KE
to Directors for further
review
Dates of Board
KE
Committee meetings to
be sent to Governors

ASAP

Completed

ASAP

Completed

Discuss with
Commissioners
extending the recovery
education courses to
children.

LB

ASAP

Verbal update

Transport should be
made available, and
publicised, from Wool
train station to the
Annual members
Meeting at the Tank
Museum, Bovington.

NP

ASAP

Verbal update
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Chief Executive’s Report
Part 1 Board Meeting 27 May 2015

Author

Ron Shields

Sponsoring Board
Member

Ron Shields

Purpose of Report

To give an overview of the current priorities and key work
areas of the Chief Executive

Recommendation

The Board is asked to note the report

Engagement and
Involvement

-

Previous
This written report replaces my monthly verbal update to the
Board/Committee Dates Board
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


My key areas of work and significant priorities that the Board should be aware of



External developments to bring to the attention of the Board



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

1.2

My report will not duplicate matters addressed in other papers on the agenda.

2.

Current Priorities

2.1

There are a number of matters that I would like to update the Board on this month
Progress with the CSR

2.2

The CSR has reached a key stage.

2.3

The Dorset CCG Governing Body met on 20 May to discuss progress on the CSR, to agree
the out of hospital approach, the acute hospital models of care and site specific options that
have been developed and to consider whether or not to proceed to public consultation.

2.4

The Governing Body agreed the out of hospital approach, the acute hospital models of
care and site specific options that have been developed and will now proceed to public
consultation.

2.5

Public consultation will commence in August and run to the end of the calendar year. The
CCG has said that it anticipates making final decisions in the Spring of 2016. A dedicated
website will be launched by the CCG as part of the consultation.

2.6

The Trust will be making a formal response during the consultation period. A series of
engagement events will be held with staff and with Governors to assist in the development
of the response.

2.7

The Trust continues to be supportive of the review. It will establish first class care and
clinical services for the people of Dorset. It is also central to the philosophy that is central
to the Trust which is the delivery of integrated care, both physical and mental, to people in
localities.
CQC Preparations

2.8

Preparations continue in readiness for the CQC inspection.

2.9

A project office has been established to coordinate preparations. A focus in recent weeks
has been the development of narratives which

2.10 Briefings are continuing to ensure that staff are aware of the inspection and what to expect.
2.11 The data pack prepared by the CQC is expected to be sent to the Trust next week. This will
be reviewed in detail. This may be followed by additional information request. We are
expecting to receive the inspection schedule the week of 8 June.
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2.12 Governors received a detailed briefing on the inspection and the preparations at the
Council meeting on 20 May.
Memorandum of Understanding with Bournemouth University
2.13 The University has confirmed that the Vice-Chancellor has signed the Memorandum of
Understanding. This will now be passed to me for signature on behalf of the Trust
CQC Inspection at St Ann’s
2.14 We have received a draft report following a compliance inspection at St. Ann’s on 17
March.
2.15 The inspection reviewed three standards




Care and welfare of people who use services Met this standard
Safeguarding people who use services from abuse
Staffing

2.16 The inspection was undertaken following the receipt of information by the CQC that there
were insufficient staff on duty.
2.17 The CQC reviewed staffing rotas and spoke to staff and patients.
2.18 The inspection concluded that patients were cared for, or supported by suitably qualified,
skilled and experienced staff. The draft report confirms that the Trust is compliant with all
three standards inspected.
CQC Thematic Review
2.19 Notification has been received from the CQC that Dorset CCG has been selected for one of
the areas for a thematic review of inequalities in end of life care. Fieldwork starts on 1 July.
Flaghead Unit
2.20 We have confirmed to Public Health Dorset that, following the introduction of the revising
commissioning arrangements, the Flaghead In-Patient Detoxification Unit has been
effectively decommissioned. We have advised that formal consultation with staff has
commenced and that the Unit will remain open only until the current service users are
discharged. We have requested that Public Health Dorset advise appropriate stakeholders,
including the Overview and Scrutiny Committees, of the position.
Patient Safety Congress: Patient Safety Awards
2.21 The Trust has been shortlisted for a 2015 Patient Safety Award.
2.22 The Trust entry-Pan Dorset Pathfinder Service Audit & Review of Clinical Effectiveness &
Healthy team functioning-has been shortlisted in the Quality of Care Award category. The
awards announcement and ceremony is on 6 July in Birmingham.
Collaboration to Improve and Sustain Local Hospitals
2,23 Expressions of Interest have been invited from hospitals across England interested in
developing new ways of delivering and improving their local acute services. The aim is to
enhance the viability of local hospitals through new formal shared working arrangements

3

between clinical specialists at different hospitals, and to improve efficiency by sharing back
office administration and management between different sites.

Ron Shields
Chief Executive
May 2015
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MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
Monday 20th April 2015, 2.30 pm, Meeting Room 3
Members:

David Brook
Fiona Haughey
Laurence Mynors-Wallis
Ron Shields
Eugine Yafele
Sally O’Donnell
Lynne Hunt
Sarah Murray
Nick Yeo
Keith Eales
Michelle Hopkins
Hazel McAtackney
Antonia Gabrielli
Linda Thomas
Gill Fozard
Linda Boland

Non Executive Director (Chair)
Director of Nursing & Quality
Medical Director
Chief Executive (left 3.35)
Bournemouth/Christchurch Locality Director (left at 2.45)
Dorset Locality Director
Non Executive Director
Non Executive Director
Non Executive Director
Trust Board Secretary
Attending:
Head of Patient Safety and Risk
Head of Compliance and Regulation
Poole North Locality Manager representing LB
PA to Director of Nursing and Quality for the minutes
Apologies:
Non Executive Director
Poole and East Dorset Locality Director
ACTION
QGC
053/15 Apologies: Apologies as noted above.
The first two items were taken out of order to facilitate EY’s departure to attend an
urgent appointment.
054/15

McCallion Report – Progress on Recommendations
EY presented the progress report to the committee and highlighted the following
key issues;
• Of the 10 recommendations made by the external reviewers, 5 have been
actioned and completed with the remaining 5 due for completion at the
end of May 2015. Following a review it was discovered this was not
embedded within practice and therefore further workshops for staff have
been arranged to ensure compliance.
• EY/LMW have met with the team to encourage ownership of the actions.
• Home Treatment Team to move to St Ann’s end of April.
The committee noted progress on the actions and asked for a report to come
back to the July meeting to include evidence that staff have ownership of actions.

055/15

EY

Quarterly SIRI Recommendation Report
EY presented the report to the committee and highlighted the following key issue;
• 3 outstanding actions however, two actions now have revised dates to
enable further work to be done to ensure compliance – one revised to May
15 to enable policy ratification process and one revised to July 15 to
implement and embed change in practice.
As part of the Informatics Group, SO’D raised a query in texting patients, which
she understood guidance to be on the intranet. FH confirmed that the policy had
been refreshed in line with information governance with a service user statement
included within the policy. FH reported that the Policy on Professional
1

Relationships is also under review and Hector Bayayi is leading on this supported
by Sandra Wood (Adult Safeguarding Lead).
LMW felt it was important how emails/texts are used in routine clinical practice
and the expectations of service users. LH added that if service users are
agreeable all possibilities of contact should be looked at. RS felt this was wider
than the relationship policy, more communications. Communication via email is
also be included in the Information Governance policy.
EY also updated the group on an inpatient suicide on Dudsbury Ward from a door
handle. A ligature review is being undertaken on this ward and all actions taken
as required to safeguarding and protect the patients. RCA to be completed and
an external investigation arranged. EY left the meeting to meet with the family.
056/15

Minutes of the last meeting
The minutes from the Committee meeting held on the 24th March 2015 were
accepted as an accurate record of the meeting.

057/15

Actions from Previous Meeting
043/15: Francis Recommendation Update – NY to verbally update the Board on
progress. Progress of actions to recommendations to go to the Board in October.

NY
FH

044/15: Draft Annual Clinical Audit Plan – Which meeting should the Clinical
Audit Report go. The committee asked for this to be added to the Chairs Meeting
on the 10th June for further discussions.

KE

Post minute note – The Mental Health Act Programme has been added to the
Draft Annual Clinical Audit Plan 15/16.
058/15

March 2015 Report on Moderate and Above Incidents inc Serious Incidents
Requiring Investigation (SIRI)
LMW presented the report to the Committee and highlighted the following key
issues;
• The figures for 14/15 are very similar to 13/14 – higher figure for
attempted suicides but this is due to better reporting.
• 4.2 pressure ulcer investigations – 6 were outside the 45 day timeframe
and ranged from 9 days to 108 days overdue. The teams need to work on
this and there is a process in place to streamline.
• 5.2.1 – SSKIN bundle – compliance is improving and the SSKIN bundle to
be rolled out in the District Nurse Teams.
• 5.3.2 Falls – The falls champions are rolling out Tool Box Training – staff
trained will be included in the Falls dashboard.
• 5.4 Suicides – care plans are good, but risk assessments are not up to
date. This will now form part of the Quality Metrics which will go to the
teams and the Trust Board.
LMW thanked MH for putting the report together. (Please note - Appendix A page
15 is attached as an update to the meeting). DB felt that the report at this level
2

was very helpful.
RS queried 2014/41314 Recovery House Beds – if this is part of Weymouth
Rethink. MH agreed to check.

MH

RS also felt the reason for care and service delivery problems she not be
“shortage of beds” and questioned if this happens often. LMW said that there is
guidance for staff on communication and transfer. MH also added that there is a
safer transfer workstream going forward.
SM asked for the timeframe to be added to the recommendations to give
assurance that actions are being taken within the timescale set. MH added that
the whole report with the detail goes to the Executive Quality and Clinical Risk
Group and the summary top level report comes to this group. LMW highlighted
that each recommendation would have an individual deadline, but agreed that the
date would be added for the longest timescale.
FH suggested that the NEDs could attend the SAI Panel to observe the process.
In relation to Pressure Ulcers, MH added that the National Framework for Serious
Incident Framework 2015/16 published on the 27th March, now states 60 days
(previously 45 days) for the completion of investigation reports. LH felt this
should be completed within a week but understood the capacity pressures on the
teams. MH confirmed that the Patient Safety Advisor was currently working
alongside teams to assist in the process, but it is slow progress.
The committee accepted the report.
059/15

Reviewing the Board Assurance Framework (inc Risks of 15 and above)
KE presented the discussion paper which was also discussed at the Audit
Committee this morning. KE asked the committee to agree how they wanted the
BAF review 4 priorities on future agendas (3.4 in paper). DB felt that as the
meeting will be quarterly; all 4 should be on each agenda.
The committee agreed that this should be an item on every agenda.

060/15

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

•
•

Staffing issues on Chalbury Ward regarding registered nurses (2.1) – in
light of concerns raised, the ward has been reduced to 8 beds and further
work is being done regarding sustainability.
Vacancy figures to be added to the report to see use of agency or gaps in
establishment. The bed occupancy will also be added to the dashboard.
Successful early recruitment of mental health students to commence in
September.
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061/15

NY queried the figure for Haven in 2.7 “decrease of 18% to 45%” – FH agreed to
check this.
NY and DB also queried the high Falls figures in Appendix 2, particularly in
relation to Chalbury – FH agreed to check the position.
Q4 Monitor Submission

FH
FH

FH updated the committee on quality governance aspects of the submission as
follows;
• Final CQC Inspection Report on Waterston Unit
• CQC Guys Marsh in November – no report received
• CQC Verne in March – no report received but verbal feedback received to
include excellent handovers and the need to have information in different
languages.
• 3 MHA Inspections – Haven 17.2.15, Herm 2.3.15 and Linden 17.3.15.
• Independent enquiry report from HASCAS re TM/AR due this week.
• 2 internal audits of limited assurance – compliance in Medicines
Management in Devon Prisons (re-audited in March and found to have
reasonable assurance) and a review of estates.

062/15

SO’D added that CQC Inspections for Prisons had changed and agreed to
complete a briefing note for the next meeting.
Dashboards

SO’D

The care plan dashboard and pressure ulcer dashboard was presented at the
Executive Quality and Clinical Risk Meeting on the 9th April. The group felt it was
important for the QGC members to be sighted on the work being done.
Care Plans
LMW highlighted to the committee that this is now aligned to the metrics. The
Executive Quality Group will continue to look at the detail and the Board have the
overall metrics.
Pressure Ulcers
As above. MH added that the wards receive an individual dashboard.
The SSKIN bundle training noted in the dashboard as “training starting 2015” –
this has been discussed by the Executive Quality Group and a training plan has
been requested. SO’D added that the Saxon issues have now been resolved.
063/15

Annual Complaints Report 2014/15
FH presented the annual report to the committee and highlighted the key points
as follows;
• Throughout 2014/15 the Trust received 439 written complaints, averaging
37 per month and representing an overall reduction of 13 (3%) in the
number of written complaints received from the previous year.
• A total of 183 (42%) of written complaints were upheld, this is an increase
of 11% from the previous year (31%).
• During 2014/15 9 complaints (4 for Dorset locality, 4 for Bournemouth &
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•

•
•
•
•

Christchurch locality and 1 for Poole and East Dorset locality where
referred to the Parliamentary Health Service Ombudsman (PHSO)
compared with 4 being referred in the previous year.
43 verbal complaints were recorded by the Trust, a reduction of 9 from the
previous year. FH added that as a Trust we are not very good at
recording these as sometimes these are sorted face to face at the time.
8,153 compliments (written and verbal) were received, representing an
overall increase of 234 (3%) from the previous year
1,248 PALS enquiries were received, an increase of 295 (31%) from the
previous year
Section 7 shows the learning from patient feedback.
RS chairs the Complaints Review Group

NY felt that lessons could also be learnt from compliments.
LH was disappointed that there was an increase of 5% in the number of
complaints relating to attitude of staff in section 4.1.12.
The committee agreed the report which will be uploaded onto the website.
064/15

Internal Assurance Report
HMc presented the report to the committee and highlighted the following key
issues;
• The themes arising from internal assurance visits listed in section 2.
• The progress with the action plans in section 3 in particular concerns with
Dudsbury’s 4 bedded bay having 6 beds when the CQC visited. The ward
will be back to a 4 bedded bay by the end of April.
DB queried how the safety handover tool at St Leonards had been shared with
other units to embed and if a process was in place to check this. HMc confirmed
that this would be picked up on a return visit, but SO’D and HMc agreed to look at
how this is rolled out.

SO’D/
HMc

LMW added that Dudsbury now have a new ward manager in place together with
the Consultants from Harbour Ward and Dudsbury Ward swapping wards for a 6
month period.
LH voiced concern over the number of times Dudsbury had 6 instead of 4 in a
bay. FH confirmed that the Trust had reduced it to 4, although it could be that it
was as emergency bed. LMW to pick this up with EY.

LMW/EY

DB thanked HMc for the concise, effective report.
065/15

Research and Development Operational Capacity Statement
FH presented the statement to be approved by the committee.
The National Institute of Health Research (NIHR) expects that all organisations
intending to participate in or sponsor NIHR research have a Research &
5

Development (R&D) operational Research Capability Statement.
LH asked for some time at the Board to discuss the strategic direction and the
committee agreed that a short paper to include the position and opportunities, etc
should be presented to the Board in July 2015.

FH/KE

The statement was agreed by the Committee.
066/15

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

Staffing issues on Chalbury Ward.
Dudsbury Incident regarding ligature point

067/15

Agree reports to the Trust Board
The following report was agreed for presentation to Trust Board:
• Research and Development Paper for July Board

068/15

Feedback from meeting/Value of Meeting/Achieving Goals
DB felt the reports presented to the committee were excellent.
The QGC are now due to meet quarterly (with the exception of May for the annual
reports) and LMW felt this would be less effective and wondered if bi-monthly
would be an option for consideration. KE to add this to the Chairs meeting on 10th
June.
SM requested that a column be added to the agenda to note if paper is for
discussion, information, etc.

069/15

KE
LT

For Information
The following minutes were noted;
 Executive Quality and Clinical Risk from 9th April 2015
 Audit Committee from 27th January 2015

070/15

Any Other Business
SM informed the group that she is meeting with GF on the 24th April to discuss a
long term section on Twynham ward from 10th April, 11 am – 14th April 2.10 pm.
DB thought that it would be helpful to have the EQCR minutes at the beginning of
the meeting to save any duplication in discussions.

LT

On behalf of the Committee LH thanked LMW for his contribution.
071/15

Date of Next Meeting
20th May 2015, 12.30 pm
Meeting Room 3, Sentinel House
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Incident
Attempted Suicide
– slashed throat
and both wrists

STEIS
Number
2014/ 41314

Place

Care and Service Delivery Problems

Harbour
Ward

•

•

•

•

•
•

•
Unexpected death
by hanging

2015/4382

CMHT
Weymo
uth
Central/
North

•

•
•

Inappropriate transfers of care: Mr X was readmitted to Waterston Ward in
Dorchester due to a lack of beds in St Ann’s. He was subsequently
transferred from Waterston to Seaview (the Acute Assessment Unit) rather
than await a bed on Harbour Ward. There has been a lack of continuity of
care as a result of the shortage of bed availability.
On transfer between Waterston Ward and Seaview Ward, there followed a
medication error. Mr X was given lower doses of medication than that
prescribed as a result of an old prescription chart being used. The time taken
to pick up this error was compounded by the transfer of Mr X, over a
weekend, from Seaview to Harbour Ward.
No incident form was submitted and the missing persons procedure was not
followed when Mr X left the hospital on the 13 December. There appears to
have been no attempts made to return him to the ward. There is no evidence
of consultation with senior nursing staff and the duty consultant, despite Mr X
having no section 17 leave in place.
There are a number of RIO entries missing. Specifically, there is a paucity of
RiO entries by ward staff between the AWOL incident and the self-inflicted
lacerations. It is, therefore, unclear as to whether there was a change in Mr
X’s presentation and, if so, whether staff were aware of this.
Mr X’s bed was utilised when he was AWOL. Mr X returned to a room with all
his belongings absent (in storage).
At the morning meeting on Harbour Ward, on 15 December, medics were not
notified of the fact Mr X was AWOL overnight, believing that he was only
away from the ward for a couple of hours. The handover from night staff to
morning staff was lacking in detail over weekend events.
There is no mention of the fact Mr X would have missed medication whilst
AWOL and the impact this may have had on his mental state.
The recording of the appointments with the CCO was not recorded in the
progress notes , which would have been useful in order that other teams
could view this information
Lack of clarity of RAG ratings , when considering input required for service
users assessed as being amber
Engagement with the Supportive lodgings Manager and team. Face-face
contact with Mr X, prior to his death, he was being supported by an
unqualified worker from a provider who may not have been able to assess his
risk.

Recommendations
1.

2.

3.

4.
5.
6.
7.

1.
2.
3.
4.
5.

All staff to be educated of the expectation of a RIO entry for their
allocated patients capturing their input each and every shift & to
complete allocation form to confirm that they have done this
Patient allocation form to be scanned up and stored on the shared
drive so if RIO entries are not completed managers can ascertain
individuals responsible and address it directly with them
Shift co-ordinator to reinforce the need for each member of staff to
write a RiO entry for their allocated patients and to ensure that this
is done by the end of the shift
All MHSW’s working permanently on Harbour Ward to complete the
Effective Note Keeping training
WM & consultant to oversee the production of formulations within
the risk assessments
To adopt a model of care (MDT/nursing model) that will be used
across the in-patient services to inform care.
For WM and Band 6’s to continue to improve quality of information
communicated in handovers and morning reviews.

Dates of planned visits should be included within the progress
notes so that other teams are aware
Ensure that RIO records are completed within timeframes of
DHUFT record keeping guidance
Supportive accommodation providers / Housing should be actively
engaged in care planning and the CPA process
Review the use of RAG rating scales within teams ,to ensure the
Criteria of Red and Amber is clear and escalation process
Training should be provided in formulating care plans and risk

7

Incident

STEIS
Number

Place

Care and Service Delivery Problems

Recommendations

6.

7.
8.

assessments. All teams should be clear on how and when to update
a crisis plan
Training should be provided in formulating care plans and risk
assessments. All teams should be clear on how and when to
update a crisis plan
To consider the involvement of relatives following a SUI
Review staffing levels within CMHT’s Weymouth as a priority
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Part 1 Board Meeting 27th May 2015
Author

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

Sponsoring Board
Member

Jackie Chai, Director of Finance

Purpose of Report

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

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

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

Previous
Board/Committee Dates

Executive Performance and Corporate Risk Group

Monitoring and Assurance Summary
This report links to
the Strategic Goals









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

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 May 2015

Any action required?
Yes










Yes
Detail in report








No
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1.0

Executive Summary & Performance Synopsis
The key exceptions in this area are (exception reports and action plans are included
within this report):
• Number of falls resulting in injury on inpatient wards – 2 over target;
• Number of incidents of patients on section under the MH Act absconding – 1 over
target;
• Number of seclusion incidents – 2 over target;
• Slight decrease in mandatory training being completed - 90% against a 95% target;
• Staffing levels on some wards – 89% against a target of over 95%;
• Sickness rates – 4.46% against a 4% target.

Are we
Safe?

Key concerns are: (reports included)
• Number of patients subject to prone restraint.
• Vacancies numbers (new reporting method under development)
Last month there was a reported area of concern regarding violent incidents (patient on
patient) however this month this is reported as being within the set threshold.
Please note a change in the following threshold: Dorset Clinical Commissioning Group
(CCG) has reduced the maximum number of Clostridium difficile infections expected for
the Trust for 2015/16 to 12, compared with 16 in 2014/15. This is an agreed reduction
based on a 20% reduction year on year and the out turn for C Diff cases in 2014/15 was
8.
The key concerns in this area are: (exception reports and action plans are included within
this report):
• Delayed transfer of care from physical health units – 10% against a target not
exceeding 3.5%;
• Having up to date care plans (59% against a 95% target) and risk assessments
(75% against a 95% target) for all our patients; 1
• Clinical supervision (81% against a 95% target).
An area of concern included is Braden and falls risk assessments.
An area of good practice is that the delayed transfer of care for mental health patients is
within the 7.5% target.

Are we
Effective?

Consideration has been given to what metrics to include in this dashboard for assurance
under Mental Health Legislation. The following indicators to evidence compliance with
legislation are proposed for use; these are based on audits currently in place and map to
Key Line of Enquiry E7 of the CQC Framework ‘Are We Effective?’
1. RC Recorded feeding back SOAD (Second Opinion Appointed Doctor) decision
to patient (100% compliance required under MHA Code of Practice)
2. Ward has recorded the request for a MHA Assessment has been rung through to
the relevant Local Authority (100% compliance required under MHA Code of
Practice)
3. Percentage of section 132s commenced within 24 hours of detention (100%
aspiration for good practice)
It is proposed these indicators are included quarterly based on current audits of an
appropriately selected sample size (at least 30%), the first report being made in July.

1

These are new metrics that has recently introduced into the Trust dashboard. The next report will include
further information, for example audit outcomes and external inspections, that will triangulate with the data
here to give assurance that care planning and risk assessment completion is an improving position.
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Included this month for the first time is a new indicator: whether patients feel involved in
their care.
Are we
Caring?

Are we Well
Led?

This is an exception with 85% reporting “yes definitely” against a target of 95%. A report
is included within.
The key exception in this area is:
• YTD Surplus/Deficit.
An exception report is included within.

The key concerns in this area are: (exception reports and action plans are included within
this report):
• The commissioner agreed maximum four week wait target for patients referred to
Are we
a community mental health team (82% against a 100% target);
Responsive?
• How complaints were handled is reported as just below the 73% target at 72%.
An area of good practice is included around the responsiveness of our Wheelchair
service.

Monitor Risk
Assessment
Framework

CQUINS

CQC

All monitor indicators are reported as green, including delayed transfers of care for
mental health.
Note that two new monitor indicators for 2015/16 will be included in future reports.
The Trust’s has met all but one part of its Commissioning for Quality and Innovation
(CQUIN) programme this year with Dorset Clinical Commissioning Group. The exception
was in relation to an audit of the assessment of key cardio metabolic indicators in
patients with schizophrenia and the subsequent interventions taken where needed. The
Trust results were 58% against a 90% target.
The CQC undertook a compliance inspection of Haven Ward at St Ann’s Hospital in
February, a draft report was received on 11th May. The three standards checked were
found to have been met. Further details are included in Section 5.3 of the report.

Summary Recommendations/comments
The Board is asked to:
•
•

Note the contents of this report and actions planned
Consider the proposal contained above under ‘Are We Effective’ relating to the inclusion of
metrics for assurance of MH Legislation

Nb. There is no Trust Blueprint section included within this report as this is the subject of a
separate paper.
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2.0

Board Dashboard – Quality Metrics
Month 1 - April 2015
Are We Safe?

Metric

Are We Effective?

In Month

YTD

Target

Current
Status

98%

98%

>=90%

G

Trend
over last
6 mnths

Forecast
next month

Data
Quality

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

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

Violent Incidents - Patient on Staff

Falls resulting in injury on
inpatient wards

Number of Patients Absconding

Prone Restraint
Seclusion

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

6.73%
11

28

32

6.73% <8.08%
11

28

32

<30

<45

<=30

G

M

% of Bed days with delayed transfer from
mental health unit

G

M

% patients with delayed transfer from
Physical health unit

G

M

YTD

Target

Current
Status

-

-

R

M

H

(Staff Vision Test) - place of
work Quarterly

5.01%

-

<7.5%

G

M

Staff engagement (coming soon)

10%

10%

<3.5%

R

M

Operational Efficiency
Cash Balance
Capital Expenditure

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

59%

Risk Assessments updated in previous 12
months (mental health)

75%

75%

>=95%

R

L

G

H

59%

>=95%

M

R

96%

>=95%

5

5

<=3

R

M

Falls Assessment within 48 hours

98%

98%

>=95%

G

M

G

H

M

G

M

Workforce

90%

-

>95%

R

H

Vacancy numbers (further
development underway)

9.34%

-

-

A

L

Sickness rates

4.46%

-

<4%

R

M

Venous Thromboembolism (VTE) risk
assessment

96%

-

>=95%

G

Pressure ulcer risk assessments
Braden (Walsall coming soon)

97%

97%

>=95%

G

M

Completed Appraisals last year

95%

n/a

>=95%

G

H

Clinical supervision occuring according to
Trust standard

81%

n/a

>95%

R

L

-

>95%

Are We Caring?

R

In Month

YTD

Target

Current
Status

Legend / Key
Current status / Forecast

Trend
Forecast
over last 6
next month
mnths

Data
Quality

Trend over last 6 months

Patient Satisfaction

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

Performance worsening

Friends & Family Test - Response Rate
(hospitals)

Attention required

Performance the same

Data Quality

-

£000

-

52

52

60

G

H
H

M

8%

-

-

-

Friends & Family Test - % Recommended

96%

-

>=95%

G

M

Patients involved in their care?

85%

-

>=95%

R

M

-

-

-

-

H

CIP Performance

132

132

32

YTD (Surplus)/Deficit

357

357

180

R

4

4

4

G

H

Green

Green

Green

G

H

Monitor Continuity of Services
Risk Rating
Monitor Governance Rating

-

H

Are We Responsive?

In Month

YTD

Target

Current
Status

Patients have appointments &
treatments within agreed limits CMHTs

82%

-

100%

R

Patients have appointments &
treatments within agreed limits IAPT

75.30%

-

tbc

25

25

none

-

929

929

none

-

Q4 72%

-

>73%

R

Forecast
next month

Data
Quality

Patient access
M

R

Patient experience
Number of complaints
Number of compliments

Performance improving

Achieving against Trustwide target this month

£000

G

Metric

L

89%

£000

29,804

Workforce

Metric

L

L

G

96%

<=6

M

A

<9%

CPA 7 Day Follow Up

3

H

>=55%

7.9%

M

3

A

Q4 62%

7.9%

A

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

Data
Quality

L

TBA

H

Forecast
next month

A

11

G

Current
Status

>=66%

11

0 per
month

Target

Q4 80%

M

0

YTD

(Staff Vision Test) - place of
treatment Quarterly

R

0

In Month

M

<=6

Healthcare associated infections –
MRSA bacteraemia

Metric

Workforce

3.23% 3.23%

7

1

R

Data
Quality

7

1

G

Trend
Forecast
over last 6
next month
mnths

Asessments

<=1 per
month

All Trust inpatient units to have
safe and therapeutic staffing
levels

In Month

Patient Experience
M

Healthcare associated infections –
C.diff

Mandatory training completed

Metric

Are We Well Led?

Rating of handling 2014/15
Quarter 4
(Metric reported quarterly)

M
M

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.
Moderate. Potential issues that could affect assurance of figures
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.
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2.1

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

In
month

YTD

2015/16 Target

Current
status

Number of falls resulting in injury on inpatient wards

32

32

30

R

What is causing the underperformance?

Trend

Forecast next month

Data
Quality
M

What actions have been taken to improve performance?

The target has been calculated based on a 10% reduction on the number of falls from
2013/14. There has been a decrease in the number of falls compared to the last three
months.

1. Patients are assessed for their risk of falling on admission. The current timescale for
completing this is within 24 hours within 2015/16 contract. This will be on a phased trajectory
as follows:

There were 32 falls in total relating to 27 patients. Two patients sustained a fracture as
a result of their fall (Jersey Ward, Alderney Hospital and Stanley Purser Ward, Swanage
Hospital).
The wards with the highest number of patient falls were:

Q1 – 95% within 48 hrs
Q2 – 95% within 48 hrs, of which X% within 24 hrs
Q3 – 95% within 24 hrs

- Fayrewood Ward, St Leonards Hospital (6 falls, 2 patients) (injuries- bleeding, bruise,
cut and scratch)
2 patients fell once
2 patients fell twice
- Chalbury Ward, Weymouth Hospital (3 falls, 3 patients) (injuries- graze, bruise,
sprain/strain)
Chalbury ward often has a higher number of falls resulting in injury than other wards,
however three is lower than the average of the previous six months.

Within Mental Health inpatient wards 100% of assessments were completed within 48hrs of
admission for April.
2. Root cause analysis reviews are completed for all falls and where applicable learning
shared with teams.
3. Falls Risk Assessments are completed on admission and action taken where required to
prevent falls.

Year to Date Trend Analysis

Forecast
Month Performance
May-14
35
Jun-14
43
Jul-14
42
Aug-14
52
Sep-14
30
Oct-14
54
Nov-14
24
Dec-14
34
Jan-15
50
Feb-15
52
Mar-15
35
Apr-15
32

Expected date to meet target
Revised date to meet target

Review
Lead Director

FH
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2.1

Exception Report - Are we Safe?
Number of Patients Absconding

In
month

YTD

2015/16 Target

Current
status

Number of absconding incidents

7

7

6

R

What is causing underperformance?
The target of 6 per month is based on a 20% reduction on 2014 Trust incidents.

Trend

Forecast next month

Data
Quality
M

What actions have been taken to improve performance?
1. A Root Cause Analysis (RCA) review is undertaken following each incident and any lessons
learnt shared within the services.

There were seven incidents in April 2015 across four wards and involving five patients.
Waterston Ward - 2 incidents, involving one patient scaling the fence on two occasions
Dudsbury Ward - 2 incidents involving patients absconding when away from the ward on
an escorted walk
Pebble Lodge - 2 incidents involving the same patient on unescorted leave from the unit
Linden Unit - 1 incident involving a patient who was in the process of being discharged
and who returned to the ward later in the day

2. Specific action has been taken where trends in absconding incidents have been identified.
There were two specific points patients were absconding over the fence at Waterston, AAU,
Forston Clinic, which were identified through learning from previous incidents. The first phase
of work was completed on 24th April, the second phase work is due to be completed by 4th
June. No incidents of absconding over the fence have occured since phase one was
completed.

A number of environmental factors have contributed to absconding incidents such as
service users scaling the fence at Waterston.

3. There is increased supervision of the garden area with restricted access in the evening and
at night.
3. Ward Managers and Lead Consultants are working to implement ward specific interventions
which will help to reduce absconding incidents.

Year to Date Trend Analysis

Forecast
Month Performance
8
May-14
8
Jun-14
12
Jul-14
10
Aug-14
6
Sep-14
5
Oct-14
5
Nov-14
Dec-14
7
13
Jan-15
11
Feb-15
6
Mar-15
7
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

EY
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2.1

Exception Report - Are we Safe?
Seclusion

In
month

YTD

2015/16 Target

Current
status

Number of Seclusion incidents

5

5

3

R

What is causing the underperformance?
There were five seclusion incidents involving five different patients during April. These
patients were from Twynham, Harbour Ward and three patients from Seaview Acute
Assessment Unit.

Trend

Forecast next month

Data
Quality

What actions have been taken to improve performance?
1. Following every period of seclusion a debrief and root cause analysis (RCA) is undertaken
to ensure that any learning is embeded in practice.
2. An action plan has been developed for the Trust to achieve a reduction in the use of
restrictive practices, including seclusion. Nationally the Trust has linked with the Safewards
Intervention, which is being implemented across four pioneer wards.

This is a decrease from the previous month.

3. The Seclusion Policy is under review to ensure that it reflects changes in the Code of
Practice and to ensure there is adequae governance around seclusions and that clinical
practice focuses on the least restrictive interventions to support patients in distress.
4. This work is being monitored by the Trust's 'Reducing Restrictive Interventions' group and
the Executive Quality and Clinical Risk Group. An annual report is being prepared, which will
allow any trends to be identified over the last 12 months.

Year to Date Trend Analysis

Forecast
Month Performance
7
May-14
3
Jun-14
4
Jul-14
3
Aug-14
3
Sep-14
2
Oct-14
1
Nov-14
Dec-14
3
5
Jan-15
7
Feb-15
8
Mar-15
5
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

EY
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2.1

Exception Report - Are we Safe?
Mandatory Training Completed

In
month

YTD

2015/16 Target

Mandatory Training Completed

90%

90%

95%

What is causing the underperformance?
This indicator is based on those who have completed required mandatory training as a
percentage of those who were due to complete mandatory training.
The percentage of staff attending all their mandatory training has fallen slightly to
89.54% in April compared to March. There is however an upward trend over the past six
months due to the increased focus.
A large volume of staff require their annual updates during January - March each year.
This impacts on the percentage of staff being released to attend their required training.
In addition, each team does not receive an overall picture of Mandatory training within
their areas as this is done piecemeal. Whilst the fortrnightly reports provide an overview
of training due in the month, this doesn't provide the opportunity for teams to forward
plan traning across the year or inlcude trajectory targets for training compliance. Access
to this data is reliant upon teams requesting data rather than centrally driven.

Current
status

Trend

Forecast next month

Data
Quality
H

What actions have been taken to improve performance?
1. Mandatory training is monitored by operational directorates monthly as part of the Workforce
Performance report which feeds into the Trust’s monthly Executive Performance and Corporate
Risk Group.
2. More flexible methods of delivering training are being well received, with a new Information
Governance video, e-assessments and new workbooks. A hightened focus was on achieving
>95% for Information Governance due to it forming part of Monitor's Information Governance
Toolkit.
3. A deep dive review of training/reporting is required to focus on the teams needs to meet this
trajectory.

Year to Date Trend Analysis

Forecast
Month Performance
May-14
90.10%
Jun-14
90.10%
Jul-14
89.40%
Aug-14
89.70%
Sep-14
90.90%
Oct-14
90.80%
Nov-14
90.16%
Dec-14
88.61%
Jan-15
87.91%
Feb-15
88.64%
Mar-15
91.19%
Apr-15
89.54%

Expected date to meet target
Revised date to meet target

Review
Lead Director

CH
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2.1

Exception Report - Are we Safe?
Sickness rates

In
month

Rolling
12
month

2015/16 Target

Sickness rates

4.46%

4.73%

<4%

What is causing the underperformance?

Current
status

Trend

Forecast next month

Data
Quality
M

What actions have been taken to improve performance?

Performance has improved across all 3 Localities and the Trust position is 4.5% for April
2015 against a target of <4%.

1. Dedicated Human Resources Directorate is ongoing in terms of supporting managers to
ensure that sickness absence is managed robustly.

Monthly absence rates are as follows for the localities:

2. The Trust provides and promotes training on managing sickness absence. 47 managers
undertook the training in 2014/15.
3. Policies are in place for actively managing repeated sickness absence

The target is a challenging one and absence management has been improving and the
rolling 12 month figure shows a reducing trend over the past 12 months.

Year to Date Trend Analysis

Forecast
Month Monthly
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15
Mar-15
Apr-15

4.27%
4.49%
4.40%
4.24%
4.60%
5.04%
5.40%
5.02%
5.25%
4.98%
4.64%
4.46%

Rolling 12
months
4.88%
4.86%
4.81%
4.76%
4.78%
4.78%
4.79%
4.77%
4.77%
4.76%
4.75%
4.73%

Expected date to meet target
Revised date to meet target

Review
Lead Director

CH
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2.1

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

In
month

YTD

2015/16 Target

Current
status

Percentage of shifts staffed to agreed levels

89%

89%

95%

R

What is causing the underperformance?
The target for this indicator is 95%. In April the percentage of shifts staffed to agreed
levels was 89% which is an increase from the position in March (87%). A shift does not
meet the agreed levels if it doesn't have the right skill mix of staff; has insufficient
numbers of staff; over 50% agency staff on duty; or an agency nurse in charge of the
ward who is unfamilar with the ward.
The wards showing as having the worst performance with this metric are:
Chalbury 14%
Haven 53%
St Brelades 71%
Linden 72%
Waterston 81%
Canford 81%
Nightingale House 86%
Twynham Ward 86%
The data currently comes from the Ward Monitoring RAG tool as we have been using
previously. There is a process of chasing needed as the tool is not always kept up to
date by ward staff. This is in part due to the duplication with inputting staff details into eroster at the same time. The staffing tool does not take into consideration the acuity or
the number of patients on the wards which may adversely affect the rating

Trend

Forecast next month

Data
Quality
L

What actions have been taken to improve performance?
1. The older people’s mental health wards continue to have the highest level of
vacancies. The service is exploring creative skill mix solutions, such as employing more
occupational therapists. In the meantime the wards are identifying solutions and utilising
temporary staffing such as agency staff where there are gaps.
2. Detailed analysis of staffing levels on each ward is documented within the Staffing report
which is scrutinsed by the Quality Governance Committee. The April report will be discussed
at the 20th May meeting.
3. On Chalbury Ward, in order to ensure safe staffing the Trust took the decision to reduce the
beds from 12 to 8 to ensure there is a minimum of one registered nurse to eight patients on
every shift and this has been achieved to date. The Ward RAG tool has not been adjusted to
reflect this reduction in bed numbers and this will be made for the next report.
4. Haven ward is due to temporarily close in early June for refurbishment and the staffing
levels will be reviewed prior to its re-opening.
5. Work is ongoing to be able to produce the required staffing reports from e-roster, thus
improving data quality for this metric.The Nursing and Quality Directorate are currently working
to implement this from September 2015.

Year to Date Trend Analysis

Forecast
Month Performance
May-14
90%
Jun-14
89%
Jul-14
86%
Aug-14
84%
Sep-14
87%
Oct-14
88%
Nov-14
88%
Dec-14
86%
Jan-15
87%
Feb-15
89%
Mar-15
87%
Apr-15
89%

Expected date to meet target
Revised date to meet target

Review
Lead Director

FH
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2.2

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

In
month

YTD

2015/16 Target

Current
status

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

10.2%

10%

3.5%

R

What is causing the underperformance?
The Trust's commissioners have set the target of 3.5%.The percentage of delayed
discharges at the April snapshot is slightly higher than the snapshot position in March.
The delays for patients who are medically fit for discharge are due to capacity
constraints in care homes to accept new residents and in the Social Services provision
of packages of care to support patients in their own homes, particularly those patients
who have complex needs and require multiple visits per day.

Trend

Forecast next month

Data
Quality
M

What actions have been taken to improve performance?
The action being undertaken continues as reported last month:
1. The Trust continues to support daily and weekly Dorset wide operational resilience teleconference calls and a number of key actions are taken by the Trust to expedite safe
discharges from Community Hospitals. These include:
2. Provision of daily reports to Directors and Locality Managers showing the number and
reason for delays at each Community Hospital;
3. Early discharge planning by Matrons and staff in the community hospitals and where
resourcing permits, dedicated discharge planning roles;
4. Prompt engagement and direct liaison with Social Services staff including the supply of
daily reports of delayed patients to Social Services managers;
5. Updating SystmOne patient records promptly when patients are medically fit for discharge
to enable accurate reporting.
6. Delayed discharges are monitored daily and regularly discussed with commissioners.

Year to Date Trend Analysis

Forecast
Month Performance
7.0%
May-14
6.7%
Jun-14
7.4%
Jul-14
8.4%
Aug-14
9.0%
Sep-14
9.2%
Oct-14
9.6%
Nov-14
Dec-14
10.1%
15.2%
Jan-15
9.2%
Feb-15
9.5%
Mar-15
10.2%
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

SO
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2.2

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

In
month

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

59%

What is causing the underperformance?
As reported last month, data quality for this indicator is low due to it being a new metric.
Further investigation was required as to the reasons why such significant
underperformance is being reported.
As part of the investigation, results with the Care Plan Audit (currently undertaken by
specific teams and reported to Clinical Effectiveness team) were cross referenced. It
should be noted that performance for Care Plan Audit is significantly higher (circa 90%).
Variances between reporting methodologies are contributing to this significant
difference, both in terms of teams included and whether reporting is based on a care
plan being updated, or whether all specific interventions within care plans are updated.
Note all mental health teams are included in the indicator reported here.
nb. The next report will include further information, for example audit outcomes and
external inspections, that will triangulate with the data here to give assurance that
completion of care plans is an improving position .

YTD

2015/16 Target

Current
status

Trend

Forecast next month

Data
Quality
M

95%
What actions have been taken to improve performance?
1. Care planning standards have been set.

2. The Executive Quality and Clinical Risk Group is monitoring the implementation of training
provided to clinical staff in completing care plans.
3. All exceptions are currently reported through monthly Community Mental Health Team
(CMHT) reports, which are available to all and reviewed by appropriate team leaders.
4. Reporting methodologies will be agreed and aligned to ensure conistent and accurate
reporting.
5. A study of underperforming teams will be carried out and targeted monitoring applied via
team, locality managers and super-localities. This will be monitored via directorate
management meetings.

Year to Date Trend Analysis

Forecast
Month Performance
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
59%
Feb-15
58%
Mar-15
59%
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

EY/LB/SO
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2.2

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

In
month

YTD

2015/16 Target

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

75%

75%

95%

What is causing the underperformance?
As reported last month, data quality for this indicator is low due to it being a newly
reported metric. Further investigation was required as to the reasons why such
significant underperformance is being reported.
Following investigation the reporting methodology has been revised to ensure the
numerator and denominator used are accurate (latest risk assessment included in both
the numerator & denominator) and this has significantly improved the reported
performance. However, performance still remains below the current target.
Note all mental health teams are included in this indicator and reporting is based on all
clients with an open referral.
In April’s audit of reviews of patients on the Care Programme Approach (CPA) for
recommendations relating to an external review (HASCAS), the audit demonstrated that
in 91.74% of cases audited, the risk assessment rating was reflective of the risk noted in
the most recent outpatient letter.

Current
status

Trend

Forecast next month

Data
Quality
L

What actions have been taken to improve performance?
1. Standards have been set for completing and reviewing risk assessments.
2. From March 2015, team leaders are being sent data for their teams to enable them to take
action where assessments require updating.
3. Risk assessments are highlighted in the lessons learnt training carried out.
4. A data quality audit will be carried out and action taken as required following the audit.
5. Further work to identify and improve any additional reporting issues (e.g. problems
recording risk assessments) is planned.
6. A study of underperforming teams will be carried out and targeted monitoring applied via
team, locality managers and super-localities. This will be monitored via directorate
management meetings.

nb. The next report will include further information, for example audit outcomes and
external inspections, that will triangulate with the data here to give assurance on current
position.
Year to Date Trend Analysis

Forecast
Month Performance
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
56%
Feb-15
54%
Mar-15
75%
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

LMW
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2.2

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

In
month

YTD

2015/16 Target

Clinical supervision occurring according to Trust standard

81%

81%

95%

What is causing the underperformance?
It is noted that the data quality for this indicator has been low. The Trust’s means of
collecting information centrally, which was through the appraisal record, did not allow for
timely accurate reporting on supervision. This is because the appraisal record is usually
completed on an annual basis.
The new supervision system has been implemented, however it will take time for the
information to be populated as supervision occurs and staff become familar with it.

Current
status

Trend

Forecast next month

Data
Quality
L

What actions have been taken to improve performance?
1. A new policy for clinical supervision is currently in the process of being approved and will
then be disseminated to staff.
2. The new system will improve the recording of supervision notes through a secure Trust
wide electronic system and allow real time reporting of compliance with supervision. This is
being led by the Learning and Development Department.
3. Data quality continues to be an issue but is being addressed by the new supervision system
so is expected to improve.

Year to Date Trend Analysis

Forecast
Month Performance
59%
May-14
53%
Jun-14
57%
Jul-14
58%
Aug-14
56%
Sep-14
59%
Oct-14
61%
Nov-14
Dec-14
64%
65%
Jan-15
73%
Feb-15
79%
Mar-15
81%
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

FH
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2.3

Exception Report - Are we Caring?
Patients involved in their care

In
month

YTD

2015/16 Target

Current
status

Inpatients who felt they were definitely involved in their care

85%

85%

>95%

R

What is causing the underperformance?

Trend

Forecast next month

Data
Quality
M

What actions have been taken to improve performance?

There has been a rising trend over the past 6 months in the percentage of patients
responding 'yes definitely' to being involved in their care. The percentage in April has
however fallen by 10%.

1. The Patient Experience Team have been meeting with clinical areas to ensure that they are
utilising the handheld survey devices and are aware of how to download their individual results
to review any areas for improvement based on patient feedback.

The results are based on 269 patient surveys in the month. The lowest percentage
(60%) was in Bournemouth and Christchurch locality, however the number of
respondents was small in comparison to other localities.

2. Teams carry out clinical audits of their care plans. One audit criteria is also about
involvement of patients and this provides a further opportunity to review practice.
3. The use of clinical outcome measures within the Trust helps to ensure that patients are
involved in monitoring their own progress.

Bournemouth and Christchurch 60% (25 surveys)
Poole and East Dorset 90% (175 surveys)
Dorset 81% (69 surveys)

4. One of the Trust's workstreams in relation to the 'Sign up to Safety' campaign is around
care planning and this includes patient involvement.

Year to Date Trend Analysis

Forecast
Month Performance
May-14
87%
Jun-14
89%
Jul-14
85%
Aug-14
84%
Sep-14
76%
Oct-14
71%
Nov-14
78%
Dec-14
74%
Jan-15
88%
Feb-15
89%
Mar-15
95%
Apr-15
85%

Expected date to meet target
Revised date to meet target

Review
Lead Director

LB/SO/EY
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2.4

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

Overspend against budget (excluding planned deficit)
What is causing the underperformance?
There has been a significant overspend against the Trust's financial budget in April,
totalling £537k. However, £180k of this relates to the planned deficit YTD.
The key unplanned operational adverse variances within the remaining £357k are as
follows:
1. Prison Services Pay - £183k
There is an ongoing issue within Offender Health Services due to long term sickness
and recruitment and retention problems, resulting in high agency usage.
2. Flaghead Unit Income - £61k
From 1st April there has been a change to Commissioning arrangements where income
funding has changed from a block basis to cost per case. Occupancy has been less
than 20% during April (break even is 60%) which has resulted in the Flaghead Inpatient
Detox Unit not being financially sustainable.
3. Out of Area Placements - £123k
Acute Mental Health Inpatient Services continue to experience an increase in
admissions and an increase in the number of patients being admitted under section 136
of the MHA. The service continues to run in excess of 95% bed occupancy.
The graph below reflects the unplanned adverse variance position, net of the planned
deficit.

In
month
£000

YTD
£000

2015/16 Target
£000

Current
status

Trend

357

357

180

R

N/A

Forecast next month

Data
Quality
H

What actions have been taken to improve performance?
1. There has been a skill mix review which will reduce expenditure going forwards. The service is
working closely with HR on recruitment, with a large recruitment campaign currently underway.
Sickness issues are being investigated with HR support. Management Accounts are reviewing
information received and improving communications to ensure costs are fully identified in a timely
manner. Training on budgetary control has been implemented.
2. Cost is key in the placement decision. We are expensive, but have reviewed our costs and
due to the nature of our service it is also not viable to reduce our rate. As a result, the unit has, in
effect, been decommissioned; we anticipate closure following completion of the 2 current
admissions, approximately the end of May. There will be a residual cost of the empty unit.
3. All OOA placements are now reviewed and authorised by the On-call Consultant and Locality
Director. A senior nurse has been seconded to work with the Bed Manager to review all OOA
patients to ensure they are returned to local services as beds become available or with the support
of the Home Treatment or CMHT in a timely manner.
The Acute Care Pathway is being reviewed to ensure all patients have a safe, high quality and
timely discharge experience. The Home Treatment Team are now involved in bed managment
meetings and, from the end of May, will Chair the meeting twice per week to imporve patient flow.
The Acute Care Leadership Team meet on a fortnightly basis to review progress against these
actions and make decisions as necessary to embed the changes.

Year to Date Trend Analysis

Forecast
Month
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
Jan-16
Feb-16
Mar-16

Performance
£000
357

Expected date to meet target
Revised date to meet target

Review
Lead Director

JC
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2.5

Exception Report - Are we Responsive?

Patients have appointments & treatments within agreed time limits- CMHTs

In
month

YTD

2015/16 Target

Current
status

Patients with appointments & treatments within agreed time limits- CMHTs

82%

82%

100%

R

What is causing the underperformance?
The percentage of patients seen within 4 weeks remains at 82% for April.
Data cleansing for historical breaches is ongoing. Staff within community mental health
teams are updating the electronic reporting system to ensure that the data is validated.

Trend

Forecast next month

Data
Quality

What actions have been taken to improve performance?
The action being taken is as reported last month as below
1. Work has been ongoing across all teams to streamline procedures and processes to
ensure consistency of recording and reporting. Detailed guidance has been developed in
conjunction with staff to standardise practice. Historical breaches have been identified and
teams asked to validate these as soon as possible.
2. Detailed guidance has been developed in conjunction with staff to standardise and agree
consistent practice. This includes, identifying how and where to record within the clinical
record to improve data quality.
3. In the first half of 2015, a review of the staffing structures of community mental health
teams will be taking place to ensure that there are sufficient staff to meet the demand for care.
4. Team managers have been instructed to look at local solutions to ensuring that this target
is delivered and work has commenced to agree a consistent Trust wide approach to waiting
list management.

Year to Date Trend Analysis

Forecast
Month Performance
84%
May-14
87%
Jun-14
88%
Jul-14
86%
Aug-14
86%
Sep-14
86%
Oct-14
85%
Nov-14
Dec-14
84%
82%
Jan-15
85%
Feb-15
82%
Mar-15
82%
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director
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2.5

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

In
month

YTD

2015/16 Target

Current
status

Patients with appointments & treatments within agreed time limits- IAPT

75%

75%

100%

R

Trend

Forecast next month

Data
Quality

What is causing the underperformance?

What actions have been taken to improve performance?

The Steps to Wellbeing Service is a high volume service with challenging access time
frames. Of the patients that breached the 28 day target, 85.2% were seen in 29-35 days
and 100% were seen within 42 days. The under performance is due to a temporary
reduction in capacity within the service coupled with quarter four of 14/15 having the
highest referral rate of the year. The reduction in potential capacity is multi factorial and
includes attrition (8WTE leavers during Q3-4), a higher than expected number of
trainees instead of qualified practitioners in the service (one trainee staff member
results in a loss of 924 clincial contacts per year compared to a qualified staff member)
and pockets of long-term sickness in the West (sickness rates over 7% in February and
March in West Dorset).

The services are actively recruiting to the vacancies and where possible bank, overtime and
agency are being used to increase capacity. The team leads are regularly reviewing waiting
lists and ensuring that those service users who have the longest waits are being prioritised. In
addition an increase in group provision is being considered to further increase capacity; the
West Dorset service is currently working on the roll out of an additional 5 groups in Weymouth
to meet the demand from that area and the Bournemouth and Christchurch service will be
rolling out another new group in June which will run on an ongoing basis. Improvements in
waiting times have already been made as new starters are joining the service and alleviating
the pressure on the waiting lists; waiting times in May are predicted to be at approximately
83% and further improvements are expected as the remaining new starters come into post
during May/June and the service is able to operate at full capacity.

Year to Date Trend Analysis

Performance
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Forecast
Month Performance
99.0%
May-14
98.9%
Jun-14
98.3%
Jul-14
98.4%
Aug-14
99.1%
Sep-14
99.2%
Oct-14
99.4%
Nov-14
Dec-14
99.6%
98.7%
Jan-15
95.5%
Feb-15
84.8%
Mar-15
75.4%
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director
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2.5

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

Q4

YTD

2015/16 Target

Current
status

Rating of handling of complaints (Quarter 4 2014/15)

72%

72%

>73%

R

What is causing the underperformance?
The survey results are collated quarterly and the results for the period January to March
2015 are included. The Trust was 72% from 18 responses. This is just below the
planned target of exceding 73%.
The feedback from respondents indicates that the timeliness of the response is a key
factor in dissatisfaction with the Trust's complaints process.

Trend

Forecast next month

Data
Quality

What actions have been taken to improve performance?
The following actions have been put in place by the Patient Experience Team:
1. Regular monitoring of the progress of each complaint
2. Confirmation of dates initial draft response is due from the investigating officer and Manager
of service.
3. Chase draft responses when not received on a weekly basis, escalated to Associate
Director/Director in some instances of long delays.
4. Automated weekly reports sent from customer services to all locality managers/directors
identifying all open complaints, including deadline for response.
5. Overview of all open/outstanding complaints discussed at weekly complaints meeting, with
key issues/concerns being raised and actions identified.
6. Complaints Handling and Investigator training.

Year to Date Trend Analysis

Forecast
Month Performance
May-14
Jun-14
Q2

52%

Q3

22%

Expected date to meet target
Revised date to meet target

Review
Q4

72%

Lead Director

FH

Apr-15
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3.0

Areas of Good Practice: Are we effective?
Delayed transfer from mental health unit

In
month

YTD

2015/16 Target

% of bed days with delayed transfer from mental health unit

5.01%

5%

7.5%

What is causing the underperformance?
April performance for Mental Health delayed discharges is 5.01%. Success in achieving
the monthly target in April is as a result of additional nursing home capacity becoming
available for older people with dementia.
Progress has continued to date in May and it is now likely the Trust will achieve full
compliance of the 7.5% Monitor target for Q1.

Current
status

Trend

Forecast next month

Data
Quality
M

What actions have been taken to improve performance?
1. The Trust's daily focus on monitoring performance continues, working in partnership with
local authority and CCG partners needs to continue to sustain this success achieved to date.
2. Ensuring ongoing compliance is dependent on nursing home capacity for older people and
no further nursing home closures.

The Trust had previously notified Monitor that we would not be compliant until Q2,
hence this represents a position above expected trajectory.

Year to Date Trend Analysis

Forecast
Month Performance
11%
Apr-14
14%
May-14
12%
Jun-14
10%
Jul-14
14%
Aug-14
12%
Sep-14
14%
Oct-14
Nov-14
13%
9%
Dec-14
9%
Jan-15
9%
Feb-15
8%
Mar-15
5%
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

LB
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3.0

Areas of Good Practice: Are we responsive?
Are services are organised so that they meet people’s needs?
Dorset Wheelchair Service
What is driving the success? What are the contributory factors?

The Dorset Wheelchair service faces the challenge of growing demands on the service
and of providing an equitable service for all while ensuring their client needs are met.
In order to do so, the service recognised it needed the right people with the right
knowledge, experience and skills in the right place.
The solutions implemented to address these challenges have been:
• ensuring a strong ethos of teamwork underpins the service. As part of their induction,
new staff spend time shadowing colleagues in the different teams to get a clear
understanding of one another’s roles and how to work together effectively;
• integration of the repairs team into the service in 2013 has had a hugely positive effect,
enabling continuity of services and ensuring product quality and patient safety is of a
consistently high standard;
• regular team meetings are in place to ensure that local, national and international best
practice is cascaded. All staff are encouraged to take part in training, both in-house and
external, and employees have the opportunity to attend national conferences;

What lessons can be shared and how is this planned?
We adopted a pro-active approach: we explored the challenges the service faced,
recognised the importance of our staff in being the solution and took action to ensure that
needs of people using the service could continue to be met
We listened: the views and suggestions of staff were taken into consideration.
We embraced integration: the integration of services provided an opportunity for staff to gain
greater understanding of the work of all the teams involved. This helped to ensure more
effective teamworking.
We have a strong ethos of teamworking: we recognised the importance of good
teamworking.
We keep up to date: regular team meetings ensure that best practice is shared and
disseminated and appropropriate training provided for staff.
These lessons will be shared at the next monthly Directorate Management Groups for
dissemination to services.

• staff also attend regional and national networking forums
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4.0

Area of Concern - Are we Safe?
Prone Restraint

In
month

YTD

Number of Prone Restraint incidents

11

11

What is causing the concern?
Guidance from the Department of Health (April 2014) states that people must not be
deliberately restrained in a way that impacts on their airway, breathing or circulation
such as prone (face down) restraint.
There have been 147 recorded incidents of this type of restraint over the past twelve
months. There has been a rising trend over the past 6 months in incident numbers, with
11 incidents in April 2015, the same number of incidents as March 2015. The Trust has
not yet set a reduction target for this indicator, however it has been rated as an area of
concern (amber).

2015/16 Target

Current
status

Trend

Forecast next month

Data
Quality

A

M

What actions have been taken to improve performance?
1. A root cause analysis is completed following every incident of restraint.
2. As part of the Sign Up to Safety Campagin the Trust is committed to reducing inappropriate
restraints and these are identified throuh the RCA process.
3. Safe Wards approaches are being implemented on acute inpatient wards to ensure
descalation and least restrictive practices are used to support patients.
4. Each ward has a dedicated de-escalation area to support these changes, where restraint is
necessary, staff training is provided to ensure staff use approproiate techniques.

A summary of the incidents:
5. An action plan has been developed for the Trust to achieve a reduction in the use of
restrictive practices, including prone restraint. Nationally the Trust has linked with the
Safewards Intervention, which is being implemented across four pioneer wards.

Seaview AAU 1
Dudsbury
1
Haven
5
Twynham
1
Waterston
3
Total
11

6. Discussions are happening to agree an appropriate target for prone restraint for the Trust.

Year to Date Trend Analysis

Forecast
Month Performance
24
May-14
15
Jun-14
13
Jul-14
11
Aug-14
12
Sep-14
16
Oct-14
8
Nov-14
Dec-14
6
12
Jan-15
8
Feb-15
11
Mar-15
11
Apr-15

Expected date to meet target
Revised date to meet target

Review
Lead Director

EY
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4.0

Area of Concern - Are we Effective?
Falls and Braden risk assessments

What is causing the concern?

In
month

YTD

2015/16 Target

Current
status

Trend

Forecast next month

Data
Quality

What actions have been taken to improve performance?

The methodology of collecting and reporting Falls and Braden (for pressure ulcers) risk
assessments has been a manual data collection process.

1. The Business and Performance Department are currently reviewing the data to understand
the differences in compliance.

For community hospitals the methodology has been that ward staff record compliance
with timely risk assessments when completing the monthly snapshot patient safety
thermometer on one day in the month. This provides data for all patients on the ward on
that day.

2. Mental Health Services are working to implement an electronic falls risk assessment within
their electronic clinical record system, RiO.

For mental health units information is collected through a manual clinical audit of all
patients aged 65 years and over admitted in the month. The numbers of admissions are
lower than that for community hospitals.
The Trust is implementing new processes to enable reporting directly from SystmOne
(electronic clinical record) within community hospitals. The current performance
Trustwide performance when reporting from SystmOne for community hospitals is lower
than through the manual process.
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4.0

Area of Concern - Are we Safe? / Are we Effective? / Are We Well Led?
Metrics with Low Data Quality
What is causing the underperformance?

Six metrics in the report have low (red) data quality rating.
1. Vacancy numbers - there have been a number of different methods of calculating
Trust vacancy rates trialled over the past year providing some inconsistency.
2. Staffing - the staffing tool does not take into account the acuity of patients, bed
occupancy and any temporary reduction in bed numbers.

In
month

YTD

2015/16 Target

Current
status

Trend

Forecast next month

Data
Quality

What actions have been taken to improve performance?
1. Vacancy numbers - currently the vacancy rate for the Trust is being reported at 9.43%. Due
to low data quality an agreement has been reached as to the method to be used for reporting
vacancy rates which will be taken from the ledger and be calculated from the number of staff in
post against the establishment. An electronic collection process is being rolled out to confirm
actual vacancies being recruited to with budget managers.
2. Staffing - work is underway to develop the reports available through e-roster and to ensure
that staffing levels reported are reflective of any local adjustments where appropriate.

3. Risk assessments - investigative work has been undertaken on ensuring this
information is collated from the appropriate part of the clinical record and include
appropriate teams however further work is required.

3. Risk assessments - working with clinical services to ensure that this metric is being
reported in the most appropriate way and reflective of practice.

4. Clinical supervision - the electronic module for recording clinical supervision has
been in place since April 2015 and a period of bedding in is required to ensure all
appropriate staff are utilising the system.

4. Clinical supervision - the Learning and Development Team have been having some
roadshows to train staff and have received positive feedback. An audit will be carried out in
due course to identify which services are and are not using the system.

5. Staff Vision Test - two metrics - a data quality audit needs to take place on the
information collected to ensure that the reported data is accurate.

5. Staff vision test (two metrics) - the Business and Performance team to work with the
Trust's development team and Human Resources to carry out a data quality audit.
6. Data Quality Audits - a programme of data quality audits has been agreed to cover the
metrics in the Board dashboard. Audits will be carried out and results reported to the Trust's
Systems Management Group, overseen by the Information Governance Group.
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Mar-15

5.1

Board Dashboard Monitor Risk Assessment Framework
Month 1 - April 2015
Current
reporting
month

TRUST POSITION
Indicat
or No. Indicator Name
1
2
3
4
5
6
7
8
9
10
11
12
13
14

Clostridium Difficile - meeting the Clostridium Difficile objective
MRSA - meeting the MRSA objective
Referral to treatment waiting times within 18 weeks - admitted
Referral to treatment waiting times within 18 weeks - non admitted
Referral to treatment waiting times within 18 weeks - Incomplete Pathway
A&E - % of patients waiting less than 4 hours
Individuals on enhanced CPA receiving follow up within 7 days
Individuals on enhanced CPA having formal review within 12 months
Delayed discharges per annum
Inpatient access to crisis resolution home treatment services
New psychosis cases seen (taken on) by early intervention teams
Data completeness: identifiers
Access to healthcare for people with a learning disability
Data completeness: outcomes

Weighting
1.0
1.0
1.0
1.0
1.0
1.0
1.0

Target
0 (above contract)
0 (above contract)
> 90%
> 95%
> 92%
> 95%
> 95%
> 95%

1.0
1.0
1.0
1.0
1.0
1.0

< 7.5%
> 95%
> 95%
> 97%
Compliance against 6
criteria
> 50%

Data completeness: Community Services - RTT Information
15

Data completeness: Community Services - Referral Information

1.0

> 50%

Data completeness: Community Services - Treatment Activity Information
16
17

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

1.0
1.0
1.0

Latest
Quarter

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

January March 2015

1

2

2

1

1

0

0

0

0

1

0

0

1

1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

93.53%

96.88%

95.74%

96.43%

99.12%

98.02%

96.32%

93.91%

96.23%

98.47%

92.39%

91.89%

90.91%

94.61%

98.29%

99.35%

99.42%

98.06%

100.00%

99.13%

98.02%

99.17%

98.92%

98.22%

98.98%

99.47%

99.39%

98.87%

98.39%

97.47%

97.77%

98.76%

98.72%

98.73%

98.68%

99.22%

98.86%

98.14%

98.12%

98.03%

98.13%

98.13%

99.98%

99.93%

99.93%

100.00%

99.95%

99.85%

99.94%

99.93%

99.93%

99.94%

100.00%

100.00%

100.00%

99.98%

96.88%

96.67%

94.39%

98.21%

96.36%

95.87%

98.25%

96.70%

98.95%

95.65%

98.06%

97.25%

95.58%

97.04%

95.2%

95.3%

96.6%

95.1%

95.6%

96.4%

96.0%

96.0%

95.9%

95.7%

97.3%

97.3%

97.9%

97.0%

10.7%

14.3%

11.6%

9.7%

14.0%

12.2%

13.80%

13.03%

9.22%

9.26%

8.86%

8.17%

5.0%

8.76%

88.3%

86.0%

86.4%

95.3%

98.9%

97.85%

100.00%

100.00%

96.39%

98.67%

98.73%

100.00%

96.15%

98.83%

100.0%

100.0%

95.2%

78.8%

87.5%

95.7%

100.0%

94.2%

102.6%

105.00%

96.77%

103.00%

275.00%

103.0%

99.6%

99.7%

98.1%

99.6%

99.6%

99.6%

99.6%

99.6%

99.6%

99.6%

99.6%

99.7%

99.7%

99.6%

6

6

6

6

6

6

6

6

6

6

6

6

6

6

65.7%

65.4%

64.8%

66.0%

64.7%

51.1%

51.0%

51.2%

52.3%

54.3%

53.9%

54.8%

54.0%

54.3%

85%

87%

91%

85%

92%

93%

93%

91.89%

91.80%

91.58%

92.10%

92.19%

92.78%

92.19%

85%

85%

87%

98%

98%

95%

95%

91.45%

92.03%

95.89%

94.38%

93.97%

94.69%

93.97%

74%

74%

76%

91%

91%

89%

88%

85.01%

85.63%

89.10%

86.05%

86.35%

85.47%

86.35%

> 50%

Reporting to commence Q4 2015/16 (new indicator for 2015/16)

>75%

Reporting to commence Q3 2015/16 (new indicator for 2015/16)

>95%

Reporting to commence Q3 2015/16 (new indicator for 2015/16)

26 | Page

5.2

Commissioning for Quality and Improvement (CQUIN)

Commissioning for Quality and Innovation (CQUIN) payments account for a portion of healthcare providers' income which is linked
to the achievement of locally relevant quality improvement goals. In the January report to the Board it was reported that the Trust
was at risk that three CQUIN requirements will not be met or not fully met. The position at the end of Quarter 4 was that it has met
all targets with the exception of one portion of the mental health CQUIN related to Cardiometabolic assessment for patients with
schizophrenia. The CQUINs for 2015/16 are currently being agreed with the commissioners.
Staff Friends and Family Test –
implementation
Patient Friends and Family Test –
early implementation
Patient Friends and Family Test –
phased expansion
NHS safety thermometer –
avoidable category 2-4 new
pressure ulcers for inpatients in
community hospitals and Older
Peoples MH Services
Appropriate medical care to be
provided to acutely ill patients in
community hospitals 7 days a
week. Audit of patients transferred
from community hospital to acute
hospital as emergencies

Target
Implement by July 2014
Implement by October
2014
Implement by January
2015
Median rate for 5
consecutive months
<0.94% using number of
patients surveyed
Q1 audit
Q2 & Q3 action planning
Q4 action plan
implementation

Admission avoidance - reduce the
number of admissions associated
with the 19 ambulatory care
conditions

Q1 Agree relevant codes
and baseline audit
Q2 agree actions
Q3 & Q4 achieve target

Transfer and discharge.
Reduction in the proportion of late
discharges and transfers
CHS – after 6pm, before 8am
MH after 10pm & before 8 am

Quarterly reporting –
achieve a reduction
MH 13/14 baseline = 94
CHS 13/14 baseline = 8%

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Achieved
Achieved
Achieved

0%

0.6%

0%

0%

0%

0.3%

0%

0%

0%

0.3%

0%

0%

Clinical audit completed
6.9%
Emergency transfers (as
a % of total discharges)

Audit results to link to
service development and
mobilisation plan. The
draft report was shared
with CCG in Jan-15

Trust’s service
development plan report
formally presented to
CCG

A formal proposal for a
pilot to provide 7 day
medical cover in
community hospitals in
2015/16 has been made
to the CCG. A decision is
awaited.

Awaiting SUS data to set
baseline

Awaiting SUS data to set
baseline

Awaiting Dorset CCG to
confirm final list of
conditions (in addition to
DN/CM SDIP)

The Trust to provide a
report on dehydration/UTI
and cellulitis once Q4
data available in May15

MH-2
CHS-127(18%)
NB data quality issues
regarding electronic
record to be resolved

MH-6
CHS-170 (26.7%)
NB data quality issues
regarding electronic
record to be resolved

MH-4

MH - TBC (target
expected to be met)
CHS-38
(6.02%)

CHS-25
(4.8%)
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Transfer and discharge. Increase
weekend discharges in
community hospitals as a
proportion of the total number of
discharges
Transfer and discharge. Increase
the number of discharge
summaries issued within 24hrs of
discharge
Transfer and Discharge. Effective
joint working of hospital services
(acute, mental health and nonacute) and community-based care
in facilitating timely and
appropriate transfer from all
hospitals for all adults.
Cardio metabolic assessment for
patients with schizophrenia
(smoking status, lifestyle [exercise
and diet], BMI, BP, Glucose
regulation, blood lipids)
Communication with General
Practitioners – care plans for
patients on CPA provided to the
GP setting out:
• all known primary and
secondary mental and
physical health diagnoses
including ICD codes;
• medication prescribed and
monitoring requirements and;
• physical health condition and
ongoing monitoring and
treatment needs

Target
Quarterly reporting –
achieve an increase
Baseline -2013/14 = 6.5%

Q1 baseline
Q2 agree plan
Q3 & Q4 implement
Q1 baseline
Q2, Q3 & Q4 achieve
target

Q3 90% of audit sample
have an assessment of 6
key cardio metabolic
parameters

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Compliance for 2014/15 full year 6.54%

Q2
81%

Baseline agreed - 59%

The Trust is actively working with
other agencies/providers to reduce
the number of delayed discharges

Q3
76%

Report of action being taken to
address delays included in
November quality report (Jan15)

Q4
83%

The Trust continues to robustly
address delayed discharges.
Actions included in monthly
performance reports

The publication of the full set of results was delayed during the pre-election period. The Trust achieved 58%
against a 90% target and is awaiting the national results for benchmarking purposes.

Q2 audit of 100 patients
Q4 90% compliance in
audit of 100 patients

No reporting
requirements

Q2 audit completed

No reporting
requirements

92%

CCG Dorset Clinical Commissioning Group
CHS Community Health Services
MH Mental Health
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5.4

Care Quality Commission (CQC) Visits

The following visits have been undertaken by the CQC in 2015
• Waterston Acute Assessment Unit compliance inspection 27/1/2015 – the findings were reported to the Board in March 2015;
• Haven Ward joint inspection 17/2/15 – see below;
• Herm Ward Mental Health Act visit 02/3/2015 – action plan submitted on 06/5/2015;
• HMP The Verne CQC visit with Her Majesty’s Inspectorate of Prisons 09/3/2015 – report awaited;
• Linden Unit Mental Health Act visit 17/3/2015 – action plan submitted 19/5/2015;
The CQC undertook a joint compliance and Mental Health Act related inspection on Haven Ward, St Ann’s Hospital in February 2015. A
draft report was received on 11th May 2015. The Trust’s comments on factual inaccuracies are to be returned to the CQC by 22nd May
2015.
The draft findings of the report
Standard

Care and welfare of
people who use services

Safeguarding people who
use services from abuse

Staffing

Quotes from draft report
Patients' needs were assessed and care and treatment was planned
and delivered in line with their individual care plan. We reviewed six
patients' care plans to find out how patients were supported with their
care needs. The care plans provided the staff members with sufficient
information about patients' personal goals and details about their
physical, mental and emotional wellbeing to assist in their treatment
and care.
The staff team had received training in safeguarding adults and there
was a system in place for yearly updates. They demonstrated
knowledge and understanding about how to make a safeguarding
referral and how to ensure the safety of patients.
The aim of the responsive inspection was to examine staffing levels
on the ward to ensure patients were safe. We had received
information that there was insufficient staff on duty.
We looked at staffing rotas, spoke to staff and patients and this
showed us patients were cared for, or supported by, suitably qualified,
skilled and experienced staff.

Compliance

 Met this standard

 Met this standard
 Met this standard
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6.0

Financial Summary
MONTH 1, APRIL 2015

6.1

Summary Financial Performance

6.1.1 The financial position in April was a deficit of £0.5m (2.7%). The full year planned deficit is
£2.1m (0.9%). Performance is therefore £0.4m below target pro rata year to date (YTD).
The unplanned adverse variance is explained within the exception report on page 17.
Table 1 at the end of the narrative illustrates the Income and Expenditure position.
6.1.2 The main variances comprising the deficit at Month 1 are:
£m
0.1
0.2
0.0
0.2
0.5

Pay
Non-pay (including Out of Area Placements £0.1m)
Income
Central Budgets (planned deficit)
Deficit/(Surplus)

6.1.3 Variances by Directorate, excluding the planned deficit, are demonstrated in the graph
below.

6.2

Bank & Agency Expenditure

6.2.1 Agency expenditure in April is £1.2m which is £0.3m higher compared to the average
monthly spend last year. Bank expenditure is £0.8m which is £0.1m higher compared to
the average monthly spend in 2014/15.
6.2.2 In 2014/15 the total expenditure on Agency and Bank was £11.4m and £9.8m
respectively. The graph below demonstrates the expenditure pattern YTD compared to
that seen in 2014/15 for both Bank and Agency costs.
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6.2.3 The Trust has a historic trend of significant substantive vacancy levels demonstrated in
the last 12 months in the table below.

6.3

Investments & Contingency Performance

6.3.1 Expenditure against the Trust’s £4.5m planned investment budget was £0.1m. The
month 1 position with respect to the Trust’s planned 2015/16 investment strategy and
contingency budget is summarised in table below.
Annual
Budget
£m

YTD
Expenditure
£m

Balance
Remaining
£m

Investments

4.5

0.1

4.4

Contingency

1.3

0.0

1.3

6.3.2 Expenditure in Month 1 relates to IM&T Projects. Significant Investments for 2015/16 are
as follows:
IM&T projects
• RIO Mental Health Patient Admin System - £1.1m
• WI-FI access - £0.3m
• Project Staff - £0.2m
• Community Information System Staff - £0.2m
• Reporting Functionality (Data Warehouse) - £0.2m
• Dorset Shared Record - £0.1m
• Electronic Correspondence & Information Sharing - £0.1m
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Other Schemes
• E-Roster System - £0.4m
• HR Strategy & Investment - £0.3m
• Communications - £0.2m
• Business Strategy & Development - £0.1m
6.3.3 The financial position for April excluding investment expenditure is demonstrated within
the table below.
Full Year Plan
£m

Actual YTD
£m

I&E (Surplus)/Deficit

2.2

0.5

Less Investments

(4.5)

(0.1)

(2.3)

0.4

I&E excluding Investments
(Surplus)/Deficit

6.3.4 At the end of April the capital programme delivered total expenditure of £0.1m, matching
the planned position.

6.4

Risk

6.4.1 Within Offender Health Services there was a Pay overspend of £183k in April. Should
this expenditure level continue it will cause a significant cost pressure to the Trust (see
section 5).
6.4.2 Due to changes in the commissioning basis for the Flaghead Unit the service has been
unable to secure adequate income to cover operational costs, resulting in a deficit of £61k
for Month 1 (see section 6).
6.4.3 Out of Area Placements relating to mental health patients has been an ongoing cost
pressure for the past two financial years and remains a financial risk to the Trust (see
section 6.8).
6.4.4 The Cost Improvement Programme (CIP) target of £6.1m for 2015/16 continues to be a
risk due to the size and number of schemes. Progress is monitored via the Project
Management Office and a detailed monthly report is provided to Directors separately.

6.5

Offender Health Services Pay - £183k

6.5.1 There is an ongoing issue within Offender Health Services due to long term sickness and
recruitment and retention problems, resulting in high agency usage.
6.5.2 There has been a skill mix review which will reduce expenditure going forwards. The
service is working closely with HR on recruitment, with a large recruitment campaign
currently underway.
Sickness issues are being investigated with HR support.
Management Accounts are reviewing information received and improving communications
to ensure costs are fully identified in a timely manner. Training on budgetary control has
been implemented.
32 | Page

6.6

Flaghead Unit Income - £61k

6.6.1 From 1st April there has been a change to Commissioning arrangements where income
funding has changed from a block basis to cost per case. Occupancy has been less than
20% during April (break even is 60%) which has resulted in the Flaghead Inpatient Detox
Unit not being financially sustainable.
6.6.2

Cost is key in the placement decision. We are expensive, but have reviewed our costs
and due to the nature of our service it is also not viable to reduce our rate. As a result,
the unit has, in effect, been decommissioned; we anticipate closure following completion
of the 2 current admissions, approximately the end of May. There will be a residual cost of
the empty unit.

6.7

Out of Area Placements - £123k

6.7.1 In respect of Out of Area Placements there have been 6 new admissions and 10
discharges during April. The net result was 11 patients being placed out of area at the
end of the month, of which 6 were female PICU.
6.7.2 Expenditure for the month is £0.3m. This has caused an adverse variance of £0.1m,
despite a £0.8m budget increase for 2015/16 giving a total annual budget of £1.9m. As a
comparison, expenditure in 2014/15 totalled £2.6m, generating an overspend of £1.5m.
6.7.3 Activity is difficult to predict and subject to significant fluctuation making it very difficult to
forecast the expected cost accurately. The inflow and outflow of patient numbers over the
past 12 months are demonstrated within the graph below.

6.8

Cost Improvement Programme (CIP)

6.8.1 CIP totalling £0.1m was identified during Month 1, resulting in an overachievement
against target of £0.1m. A summary of actual and forecast performance against CIP
schemes in 2015/16 is set out in Table 2 at the end of the narrative.
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6.8.2 A trust wide Pay Budgeting Policy has now been substantially agreed by Directors and a
review and realignment of all pay budgets is now commencing in accordance with this
document. It is anticipated that this will contribute to the CIP Programme by identifying
budget surpluses.
6.8.3 This is a significant undertaking which will be split into 2 phases. The first phase, which
will cover 80% of the Trust’s total pay budget, will be completed by July with remaining
cost centres to be realigned in the second phase by September.

6.9

Balance Sheet

6.9.1 Cash holdings remain strong at £29.8m at the end of Month 1.

.

6.9.2 Invoicing in March was very high as expected, however, debtors have decreased overall
by £869k. Debts older than 90 days have decreased by £155k to a level of £465k. Of
this £53k is provided and debts are being chased.
6.9.3 A detailed statement of the Trust’s financial position at 30th April 2015 is provided in
Table 3 at the end of the narrative.

6.10

CoSRR

6.10.1 The Continuity of Services Risk Rating (CoSRR) is comprised of 2 metrics, which are
equally weighted. The 2 metrics are Capital Service Cover Rating and Liquidity Rating.
6.10.2 Quarterly CoSRR ratings of 4 are expected in each quarter in 2015/16 as presented in the
Trust’s 2015/16 Annual Plan.
6.11

Revised Financial Reporting

6.11.1 This is the first finance report for the financial year 2015/16 within the new integrated
report format. It is anticipated that this report will evolve as feedback is received and
incorporated.
6.11.2 Items within previous Board Report papers, no longer included are listed below:
• EBITDA performance
• Directorate performance narrative

6.12

Other

6.12.1 The 2014/15 Annual Accounts are currently being audited, which is progressing well, and
the Board sign off is expected on 21st May.
6.12.2 The Annual Plan for 2015/16 has been submitted to Monitor in accordance with the
national timetable.
6.12.3 As with previous years, forecasting is not undertaken for the first few months of the
financial year. This will commence in month 4 for 2015/16.
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Table 1
Income & Expenditure Summary
Month 1 2015/16 (April)
CURRENT ANNUAL BUDGET

YEAR TO DATE
Budget

Pay

Non-Pay

Total
Inc & Exp

Pay

£000

£000

£000

£000

Actual

Non-Pay Inc & Exp
£000

£000

Pay

Variance Over/(Under)

Non-Pay Inc & Exp

£000

£000

£000

Pay

Non-Pay Inc & Exp

£000

£000

%

£000

INCOME
Baseline Income

(226,018)

(18,832)

(18,832)

(0)

(0%)

Dorset Locality

(6,649)

(624)

(547)

77

12% R

Poole & East Dorset Locality

(4,570)

(104)

(103)

1

Bournemouth & Christchurch Locality

(6,282)

(568)

(606)

(38)

(7%)

G

Other Income

(3,095)

(262)

(262)

(0)

(0%)

G

(246,614)

(20,389)

(20,349)

40

Total Trust Income

G

1% R

0% R

EXPENDITURE
Dorset Locality

52,274

18,640

70,915

4,370

1,495

5,865

4,526

1,478

6,004

156

(17)

139

Poole & East Dorset Locality

50,592

16,355

66,947

4,200

1,362

5,562

4,132

1,420

5,552

(68)

58

(10)

Bournemouth & Christchurch Locality

53,002

11,025

64,027

4,435

914

5,349

4,479

1,034

5,513

45

120

165

3,785

841

4,626

305

70

376

287

69

356

(19)

(1)

(20)

Nurse Executive & Quality

2% R
(0%)

G

3% R
(5%)

G

Finance & IT

8,763

5,151

13,914

722

315

1,037

767

333

1,100

45

18

63

6% R

Human Resources

4,591

1,139

5,730

372

56

427

383

72

455

12

16

28

7% R

Strategy & Estates

5,610

5,638

11,248

441

485

925

416

447

864

(25)

(37)

(62)

Corporate Services

2,086

885

2,970

157

78

235

153

100

253

(4)

22

18

0

1,641

1,641

0

(180)

(180)

0

0

0

0

180

180

180,702

61,317

242,019

15,002

4,594

19,596

15,144

4,952

20,096

142

358

500

Central Budgets
Total Trust Expenditure

NET INCOME & EXPENDITURE
Interest Received *
Trust Debt Remuneration

RETAINED (SURPLUS)/DEFICIT

4,660

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

G

8% R
(100%)

G

3% R

(4,595)

(793)

(252)

142

358

540

(66)

(5)

(8)

0

0

(3)

52% G

4,660

388

0

388

388

(410)

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

(7%)

388

0

0

0

0% G

128

142

358

537

R

4.3%

£000
246,614
246,614
66
246,680

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

128

128

Segmental Performance

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

YTD
£000
154
173
168
495
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Table 2 (i)
Dorset HealthCare University NHS Foundation Trust
2015/16 Cost Improvement Programme (CIP) Summary

CIP Ref

2015/16 CIP
Current
Forecast

2015/16 CIP
Forecast Full
Year Effect

£000

£000

£000

Psychiatric on-call rota

22

22

22

Estates Strategy Project

463

463

0

Prescribing

23

23

23

E-travel

90

90

90

Tax Efficiences

64

65

65

0

81

5

2015/16 CIP Scheme

2015/16 CIP
Plan
Executive Sponsor

14.15 Schemes bfwd -

Other 14/15 Schemes
15/16 Schemes 1.1

Vacancy Review and Adjustment

Colin Hague

2,000

2,000

2,000

2.1

Workforce Management - Agency

Sally O'Donnell

1,450

1,450

1,450

2.2

Team Productivity - Community Health Services

Linda Boland

250

250

250

2.3

Team Producivity - CMHT

Eugine Yafele

250

250

250

2.4

Agency Procurement Project

Linda Boland

550

550

550

3.1

Procurement Plan

Jackie Chai

300

300

300

4.1(1)

Soft FM reorganisation efficiencies

Steve Hubbard

500

500

500

4.1 (2)

Tenancy Agreement Disposal

Steve Hubbard

100

100

100

6,062

6,143

5,604

Total 2015/16 CIP savings to be achieved

(539)

Full Year Effect towards 2016/17 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

81
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Table 2 (ii)

37 | Page

Table 3
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 30th April 2015
£000's

NON-CURRENT ASSETS

£000's

Audited
31st March 31st March
2014
2015

£000's
30th April
2015

£000's
Movement
(Month on
Month)

Intangible assets
Property, plant and equipment

148
148,184

107
151,933

104
151,343

(3)
(590)

TOTAL NON-CURRENT ASSETS

148,332

152,040

151,447

(593)

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
TOTAL CURRENT ASSETS

835
3,226
2,310
(59)
20
2,427
1,372
526
1,381
28
34,598

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

753
2,334
2,173
(53)
0
1,417
3,158
870
1,506
0
29,804

(2)
0
(610)
0
0
(91)
1,859
645
(102)
(75)
(311)

46,664

40,649

41,962

1,313

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

(1,010)
(8)
(9,775)
(313)
(346)
(13)
(7,848)
0
(1,179)

(77)
0
55
(313)
326
(1)
(881)
0
26

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

(1,457)
(191)
(10,549)
0
(929)
0
(6,376)
0
(2,587)

TOTAL CURRENT LIABILITIES

(22,089)

(19,627)

(20,492)

(864)

TOTAL ASSETS LESS CURRENT LIABILITIES

172,907

173,062

172,918

(144)

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

(1,271)
(909)

(1)
(2,494)

(1)
(2,478)

0
17

170,727

170,567

170,439

(128)

(31,080)
(89,990)
(49,657)

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

(31,080)
(88,315)
(51,044)

0
128
0

(170,727)

(170,567)

(170,439)

128

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:
NOTES

000's

000's

31st March 31st March
2014
2015
1.

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

Total Trade Debtors

000's
30th April
2015

£21,470
000's
Movement
(Month on
Month)

£2,929
£1,091
(£47)
£430

£2,338
£717
£173
£620

£1,443
£655
£418
£465

(£896)
(£63)
£245
(£155)

£4,403

£3,849

£2,981

(£869)

2. The interest rate as at 30th April 2015 for our Government Bankings Service Account and our Lloyds
TSB Account was 0.25%
3. Not included in the above balance sheet, the Trust has the following amount in NHS bank accounts
in respect of patients' investments £33k.
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7.1

Indicator Overview- Quality Metrics

KLoE

Indicator
Whether patients feel safe in our
mental health inpatient wards

Patient Safety Incidents

Violent incidents patient on patient

Violent incidents patient on staff

Falls on inpatient wards

Number of Patients Absconding

Are We Safe?

Prone Restraint

Why we are using this metric

Description

Feeling safe is essential for recovery and therapeutic
interventions.

Number of patients answering 'yes' to the 'Do you
feel safe question' on the handheld device
questionnaire in mental health wards as a
percentage of all responses. Target has been locally
set.
Percentage of all patient safety incidents which have
A good safety culture is shown by high reporting of
actual impact moderate, major or catastrophic.
patient safety incidents with low or avoided harm and a Target based on being in the top half of mental
low reporting of moderate impact or above incidents.
health trusts from latest NRLS data (Sep 14)
Patients expect to be treated in a safe and therapeutic Number of violent incidents (patient on patient)
environment. Violent incidents are no more acceptable reported on Ulysses of physical assault between
on inpatient units than in the community.
patients in the month. Target based on a 20%
reduction on 2013/14 incidents as used in the
Quality Priority indicators for 2014/15.
Staff expect to work in a safe and therapeutic
Number of incidents reported on Ulysses of physical
environment. Violent incidents are no more acceptable assault from patients to staff in the month. Target
in inpatient units than in the community.
based on a 20% reduction on 2013/14 incidents as
used in the Quality Priority indicators for 2014/15.
All falls put patients at risk of more serious injury e.g.
fracture. The focus on falls resulting in injury is to help
understand the number of falls that result in harm,
including minor harm.
Many patients brought into hospital are at risk of
harming themselves or others. Patients who abscond
may harm themselves or others.

Number of incidents of falls resulting in injury
reported on Ulysses in the month. Target based on
20% reduction on 2014 incidents.
Number of absconding incidents in the month of
inpatients sectioned under the Mental Health Act. It
excludes failure to return incidents. Target based on
a 20% reduction on 2014 incidents.

People must not be deliberately restrained in a way that Number of prone restraint incidents. Threshold to be
impacts on their airway, breathing or circulation such as agreed.
prone restraint (Department of Health April 2014).

Seclusion

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

Number of seclusion incidents. The target 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 target is based on an annual maximum of 12 as
set by Dorset CCG for 2015/16.
Healthcare Acquired Infections: MRSA MRSA bacteraemia can be life threatening in the elderly Number of MRSA bacteraemia cases identified on a
bacteraemia
or in otherwise vulnerable patients. Good infection
hospital ward in the month. This includes those
control measures on inpatient units should prevent/limit which are found not to be due to a lapse in care.
the numbers of patients infected.
The target is based on a national zero tolerance.
Avoidable pressure ulcers acquired in Good nursing care should prevent pressure ulcers from Number of avoidable grade 3 and above (including
care (Grade 3 and above)
being acquired in care.
unstageable) pressure ulcers acquired in care
provided by the Trust. This is recorded after a root
cause analysis review which will be completed up to
45 days after the event. Target based on a 20%
reduction on 2014 incidents.
Mandatory training completed

Vacancies

Sickness rates

All trust inpatient units to have safe
and therapeutic staffing levels

Are We Effective

Re-admission within 28 days to
Community Hospitals

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

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

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

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

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

Delayed discharges are a significant factor with
negative consequences for the effectiveness and
quality of care received and also contribute to
significant additional costs.
Delayed discharges are a significant factor with
negative consequences for the effectiveness and
quality of care received and also contribute to
significant additional costs.
Up to date care plans are in place for A care plan is an essential component for the delivery
all patients
of evidence based patient centred care.
Risk Assessments updated in previous An up to date risk assessment is required to ensure that
12 months
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
CPA 7 Day Follow Up
Evidence shows that mental health patients are at
nb.This is also a Monitor Risk
highest risk of suicide in the first two weeks after
Assessment Framework indicator
leaving hospital.

Percentage of staff at month end having completed
the required core mandatory training as per Trust
stated update frequencies. Target 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. Target has been locally set.
Full Time Equivalent hours expressed as a
percentage of Available Full Time Equivalent
hours.Target has been locally set.
Shifts staffed to expected levels as a percentage of
all shifts in the month. Target has been locally set.

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

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

Up to date care plans are in place for all patients.
Target 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.Target 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.

Target
>=90% green
<90% red

< 8.08% green
>=8.08% red

<30 green
>=30 red

<45 green
>=45 red

<=30 green
>30 red

<=6 green
>6 red

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

0 = green
>=1 red

<=6 = green
>6 = red

>95% green
<=95% red

<10% green
>=10% red

<4% green
>=4% red

>95% green
<=95% red

TBA

9%

< 7.5% green
>= 7.5% red

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

>= 95% green
<95% red
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7.1

Indicator Overview- Quality Metrics

Are We Effective

KLoE

Indicator

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

Venous Thromboembolism (VTE) risk
assessment

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

Pressure ulcer risk assessments
(Braden)

Pressure ulcer risk assessments should be carried out
in order for interventions to be implemented to avoid
pressure ulcers developing.
tbc
Appraisal is an important opportunity for staff to discuss
with their manager concerns about performance,
practice and working environment. Objectives to be set
which both improve individual practice and the care
provided to patients.
Clinical supervision 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.

Walsall
Completed Appraisals in the last year

Clinical supervision occurring
according to Trust standard

Are We Caring

Friends & Family Test - Response
Rate

Are We Well Led

Why we are using this metric

Falls assessments within 48 hours

Friends & Family Test - %
Recommended

Target
>= 95% green
<95% red

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

>= 95% green
<95% red

Percentage of applicable patients who receive a
>= 95% green
pressure ulcer risk assessment within 4hours of
<95% red
admission to hospital. Contractual target.
tbc
tbc
Percentage of staff having an appraisal within a
rolling 12 month period. Target has been locally set.
>= 95% green
<95% red
Percentage of registered staff receiving a minimum
of quarterly clinical supervision. Target has been
locally set.

>95% green
<=95% red

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

TBA

We want local people to use our services. It helps to
Those responding 'extremely likely' plus those
identify where we are getting care right and when we
responding 'likely' as a percentage of all responses
might need to take action to improve patient experience. in the month. Target has been locally set.

It is important that patients are involved in planning and Percentage of respondents answering 'yes definitely'
making decisions about their care and treatment.
to whether they were involved in their care. This is
taken from questionnaires on the Trust’s handheld
device. The target is based on a 10% improvement
on the 2013/14 position as included in the 2014/15
Quality Priorities.
Whether staff would recommend
This is a nationally reported measure and allows for
Percentage of staff responding 'extremely likely' or
teams in which they work to family and Trust benchmarking. It is a proxy indicator as to staff
'likely' to the question "How likely are you to
friends (Staff Vision Test) - place of
engagement and morale.
recommend Dorset HealthCare to friends and family
work
is they needed care or treatment?" The survey is
carried out three times in the year and all staff have
at least one opportunity to respond. Target based on
10% improvement for the Trust based on the
comparable question in the 2014 annual staff
survey. (Mean for all trusts was 54% in 2014)

95%

Patients involved in their care

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

New measure of staff engagement
Cash balance
Capital Expenditure

CIP Performance

tbc

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 Surplus / Deficit
Monitor Continuity of Services Risk
Rating

Percentage of staff responding 'extremely likely' or
'likely' to the question "How likely are you to
recommend Dorset HealthCare to friends and family
as a place to work? The survey is carried out three
times in the year and all staff have at least one
opportunity to respond. Target based on 10%
improvement for the Trust based on the comparable
question in the 2014 annual staff survey. (Mean for
all trusts was 59% in 2014)
tbc
Figure taken from the accounts ledger.
Figure taken from the accounts ledger.

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

95%

>=55%

>=66%

tbc
no target
Within 15% of
target green
>15% or < 15%
red
On target green
< target red
Surplus green
Deficit red

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

The rating for the Trust based on quarterly returns to
Monitor. Possible ratings from 1 (lowest) to 4
(highest).
The rating for the Trust based on quarterly returns to
Monitor which is either red, under review, or green

Green

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

Patients have the right to timely assessment and
treatment.

Percentage of clients being seen within 4 weeks of
referral to a CMHTs. Contractual target.

100%

Percentage of clients being seen in 4 weeks of
referral to assessment within Steps to Wellbeing
services. Contractual target.
Patients' experience of not being satisfied with their
Number of complaints received, both written and
care and treatment provides an opportunity for learning. verbal.

no target

Compliments

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

no target

Monitor Governance Rating

Are We Responsive

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

Patients have the right to timely assessment and
treatment.

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

4

100%

Number of compliments received.

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

>73% green
<=73% red

39 | Page

7.2
Area

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

Access

Referral to treatment waiting times within 18
weeks - incomplete pathways

Description / Notes

> 90%
Performance is measured on an
aggregate (rather than specialty) basis and NHS
foundation trusts are required to meet the threshold on a
monthly basis. Will apply to consultant-led admitted, nonadmitted and incomplete pathways provided

Waiting time is assessed on a provider basis,
aggregated across all sites: no activity from off-site
A&E - % of patients waiting less than 4 hours
partner organisations should be included. The 4-hour
waiting time indicator will apply to minor injury units/walk
in centres.
All patients discharged to their place of residence, care
Individuals on enhanced Care Programme
home, residential accommodation, or to non-psychiatric
Approach receiving follow up within 7 days
care must be followed up within seven days of discharge.
Individuals on enhanced Care Programme
Failure against either threshold represents a failure
Approach having formal review within 12 months
against the overall target.

Inpatient access to crisis resolution home
treatment services

Target

This indicator applies only to admissions to the
foundation trust’s mental health psychiatric inpatient
care. The indicator applies to users of working age (1665) 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.

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

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

Delayed discharges per annum

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

> 95%

Outcomes

Data completeness: Community Services Referral information
Data completeness: Community Services Treatment Activity Information

New

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

People experiencing a first episode of psychosis treated
with a NICE approved care package within two weeks of
referral
People with common mental health conditions referred to
the IAPT programme will be treated within 6 weeks of
referral

Improving access to psychological therapies
(IAPT) - to commence reporting in Quarter 3 of
People with common mental health conditions referred to
2015/16
the IAPT programme will be treated within 18 weeks of
referral

Quarterly

Quarterly
> 95%
Quarterly

> 95%
Quarterly
> 95%
Quarterly

> 95%

Quarterly

> 95%

Quarterly

< 7.5%
Quarterly

Will apply to any inpatient facility with a centrally set C. de minimus: limit currently set at 12.
difficile objective. Monitor will assess trusts for breaches (Monitor may consider scoring cases
of the C.diff objective at each quarter using a cumulative
of <12 if PHE indicates multiple
YTD trajectory
outbreaks)
Meeting the six criteria for meeting the needs of people
with a learning disability, based on recommendations set
out in Healthcare for All (DH, 2008). NHS foundation
Access to health for people with a learning
trust boards are required to certify that their trusts meets Compliance against 6 criteria set out
disability
these requirements above at the annual plan stage and
in Healthcare for All (DH, 2008)
in each quarter. Failure to do so will result in the
application of the service performance score for this
indicator.
Patient identity data completeness metrics (from
> 97%
MHMDS) : NHS number / DOB / Postcode / Current
Data completeness - identifiers
gender / GP organisation code / commissioner
organisation code
Completeness of ourcomes (from MHMDS): employment
> 50%
Data completeness - outcomes for patients on
status / accomodation status / HoNOS assessement in
CPA
last 12 months
Data completeness levels for trusts commissioned to
provide community services, using Community
Information Data Set (CIDS) definitions. While failure
against any threshold will score 1.0, the overall impact
will be capped at 1.0. Failure of the same measure for
three quarters will result in a red-rating.

Quarterly

> 92%

Meeting the Clostridium. difficile objective

Data completeness: Community Services - RTT
information

Monitoring period

Quarterly

Quarterly

Quarterly

Quarterly

> 50%

Quarterly

> 50%

Quarterly

> 75%

Quarterly

> 95%

Quarterly
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People Management and Organisation Development
Part 1 Board Meeting 27 May 2015

Author

Barbara Martin

Sponsoring Board
Member

Colin Hague

Purpose of Report

To give a monthly update on people management and
organisation development.

Recommendation

The Board is asked to note the report

Engagement and
Involvement

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

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









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

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

Yes
Detail in report











No












1.

Summary
Further positive steps have been taken to improve attraction and retention including:
 Making early job offers to graduate nurses with 20 offers made to commence work in
September
 Engagement in further Job Fairs and Open Days
 Collaborative working with neighbouring Trusts
 Offering secondments to Pre-Registration Training to commence in September
 Development of Mental Health Practitioner roles
 Development of rotational posts/secondments to different areas of work
The Trust has been successful with its submission to become a Stonewall Health
Champion.
Dr Nick Kosky has been appointed Medical Director following a recruitment event on the 28th
April and will formally commence in post on 1st July 2015.

2.

Organisational Change
The following Organisational Change programmes are in progress:
Devon Prisons Workforce Review
The review of staff structure and shift patterns currently in operation across the Devon
prisons to improve meeting service need reported in the March report is continuing. Formal
consultation has now commenced with staff and a series of roadshows have taken place.
The consultation period was extended until 8 May 2015 to take account of one-to-one
meetings, and a formal response is to be provided to staff. It is anticipated that, subject to
an agreed implementation plan, the changes will be effective from 1 June 2015.
Smoke Stop Services
Dorset HealthCare had been commissioned to provide Stop Smoking Services throughout
Bournemouth and Poole. The service is commissioned by Public Health Dorset, whose
intention is to develop a more comprehensive and integrated health improvement service.
The new integrated health improvement service was awarded to Optum and commissioned
from 1 April 2015; it includes key elements of the current specialist smoking cessation
pathway, but as the service is significantly different it was agreed that TUPE would not
apply.
Following consultation all team members were placed ‘at risk’ of redundancy for a period of
four weeks to allow time for roles to be identified and secured. Notice has now been served
to all team members. Five of the twelve team members have already found alternative
employment, either inside or outside of the Trust and one is a secondment. Other team
members continue to secure alternative roles within the Trust and support is being provided
to achieve this. However, due to the majority of role holders being Band 5 support workers,
there have been some difficulties in identifying suitable alternative employment.
TUPE Transfer – Dental Nurse
Consultation has commenced to support a TUPE transfer of a Dental Nurse working within
the Devon Prisons Cluster to Devon Dental Services (Access Dental) who were awarded the
dental contract in 2014. It is proposed the transfer will take effect from 1 June 2015.
Reconfiguration of Mental Health Nursing within Dorset Prisons and the IRC
It is proposed to reconfigure the role and working pattern of mental health nursing staff
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working within the Dorset Prisons and Immigration and Removal Centre (IRC). The
changes proposed are intended to support the development of a seamless and fully
integrated mental health service for the prison population. It is anticipated that as a result,
the service will provide evidence based interventions across all tiers of the mental health
pathway, under the governance and supervision of one multidisciplinary clinical structure. It
is also proposed that this change will improve access to evidence based mental health
interventions for prisoners/detainees with a low level mental health need and bring the
service in line with that available to the wider community.
It is anticipated that the impact of this proposal for staff is limited. Revised job descriptions
have been assessed by a job matching panel who have confirmed that the changes
proposed do not have an impact on banding. The proposed change in working patterns will
have an impact on enhancements received and it is proposed therefore that short term pay
protection will apply.
Consultation is underway with the trade unions and formal consultation with the staff
concerned occurred during April. Informal discussions have already commenced with staff,
all of whom appear fully on board with the proposed changes.
3.

Attraction Strategy
A range of activities continue to take place to support recruitment outcomes and recent
activities have included:
Early Job Offers for RMN Graduate Nurses from Bournemouth University
The process of matching graduates to vacancies has now been completed with 20 Band 5
Staff Nurse posts being offered, primarily in inpatient MH Services. A further 3 graduates
have development plans in place with a view to making them an offer of employment within
the next few months. The graduates will commence work in September and this will have a
very significant impact on the reduction of vacancies in inpatient MH services.
Recruitment for Jersey and Guernsey Wards, Alderney Hospital
Due to an increase in the staffing numbers for RGN’s at Alderney Hospital, an additional 11
new Band 5 Staff Nurse posts have been created and this together with 3 existing vacancies
makes a total of 14 vacancies. In order to address the shortfall the following action is being
taken:




Registered Nurse Recruitment Open Day is being held on 4 June 2015;
A radio advertising campaign is being run across Dorset and Hampshire to promote the
open day; and, an
Overseas Recruitment Campaign in Italy is currently being planned for early July 2015.

RCN Recruitment Fair in Glasgow – April 2015
To date two nurses have been recruited from the RCN Job Fair held in Glasgow on 9 and 10
April 2015, to work at Alderney Hospital and it is anticipated that further offers of
employment will be in the pipeline as interviews are arranged.
RCN Congress and Exhibition – June 2015
The Trust has booked a stand at the RCN Congress Exhibition in Bournemouth from 21 to
24 June 2015, which has an anticipated attendance of 5,000 and provides an ideal
opportunity to showcase employment with Dorset HealthCare.
RCN Recruitment Fair in Birmingham – July 2015
The Trust has booked a stand to attend this event in Birmingham held on 2 and 3 July 2015.
Collaborative Recruitment Meeting
A collaborative recruitment meeting was held on 14 May 2015 with colleagues from Poole,
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Salisbury, Royal Bournemouth and Christchurch and Dorset County Hospitals. The aim of
the group is to share current recruitment processes/systems and to generate ideas for
improvements.
4.

Retention Strategy
A range of activities are taking place to support retention outcomes and recent activities
have included:
Secondments to Pre-Registration Training
Interviews have been held during May for secondments to pre-registration training in Mental
Health and Adult Nursing and Occupational Therapy. This cohort of staff will commence
their training in September 2015.
Redesigning Roles/Skill Mix Reviews
In order to address the difficulties of recruiting RMNs to work in OPMHS, Mental Health
Practitioner Roles are being developed and a job description has been produced and
matched at Band 5. The post-holder could either be an RGN, RMN, RNLD, or an
Occupational Therapist.
The Learning and Development Department are taking forward proposals to introduce
Foundation Degree Courses and Trust accreditation is being sought. Once the courses are
up and running, Assistant Practitioner roles can be implemented.
Rotation Posts/Secondments to a different area of work
Rotational posts or the opportunity to undertake a secondment in a different area of work
were discussed at the Recruitment and Retention Group and the group was supportive of a
framework/process being developed as a potential staff retention tool.

5.

Recruitment
Recruitment has taken place for the Medical Director post. Interviews were held on
Tuesday 28 April and Dr. Nick Kosky has been appointed to the post. Nick brings significant
experience both as a Consultant Psychiatrist and also in terms of medical leadership. Nick
is currently Associate Medical Director in the Trust and has supported Laurence in the
management of the Trust’s mental health services. Nick will formally commence in post on
1 July 2015.
Recruitment arrangements are also being made for a Non-Executive Director to replace Gill
Fozard who is stepping down from her role at the end of May 2015. The Trust has sought a
Non-Executive Director who is a qualified clinician with strategic leadership experience.
Interviews were held on 13 May and an appointment recommendation is being made to the
Trust Governors on 20 May.
Medical staff recruitment, particularly Consultant Psychiatrists, continues to be an area of
concern with low or no numbers of applicants across a number of vacancies during the last
year. Of 12 Consultant appointment panels scheduled during 2014/15, 8 were cancelled
owing to no applicants; however we have been more successful recently. This is
contributing to the high level of expenditure on locums.
Actions under consideration include approaching foreign medical schools and psychiatry
training rotations, the use of GP federations for some tasks, GP Fellows and Foundation
Year doctors.
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6.

Equality, Diversity and Workforce
Equality Delivery System 2 (EDS2)
The Equality Delivery System (EDS) for the NHS was made available to the NHS in June
2011. It was formally launched on 11 November 2011. Following an evaluation of the
implementation of the EDS in 2012, and subsequent consultation with a spread of NHS
organisations, a refreshed EDS is now available. It is known as EDS2.
The main purpose of the EDS was, and remains, to help local NHS organisations, in
discussion with local partners including local people, review and improve their performance
for people with characteristics protected by the Equality Act 2010. By using the EDS, NHS
organisations can also be helped to deliver on the public sector Equality Duty (PSED).
The Trust Equality and Diversity Manager is leading on EDS2 in Dorset for all the NHS,
mainly the Community Engagement assessment. We are working with Dorset CCG to
refresh the Trust Goals and Objectives for 2016.
This will also be an opportunity to report on the progress the Trust has made since setting
its objectives in 2012.
Agreed Objectives for 2011- 2014
1. Better health outcomes for all
1.3 Changes across services are discussed with patients, and transitions are made
smoothly.
2. Improved patient access and experience
2.4

Patients’ and carers’ complaints about services, and subsequent claims for
redress, should be handled respectfully and efficiently.

3.

Empowered, engaged and well-supported staff.
3.4 Staff are free from abuse, harassment, bullying, violence from both patients and
their relatives and colleagues, with redress being open and fair to all.

4.

Inclusive leadership at all levels
4.1 Boards and senior leaders conduct and plan their business so that equality is
advanced, and good relations fostered, within their organisations and beyond

Further information can be found on:
http://intranet.dorsethealthcare.nhs.uk/supporting-staff/equality-diversity/eds.htm
Equality and Human Rights Week 11–15 May 2015
NHS Employers marked this week with events across the country. The Trust held a
promotional event at Sentinel House as well as joined in with additional partnership events
across the county. We also supported a South West Trains event at Bournemouth Train
Station on Monday 11 May 2015 promoting health information including Time to Change
Dorset.
Workplace Race Equality Standard (WRES)
The Trust’s Equality and Diversity Manager is pulling together the workforce data and has
made other relevant areas of the Trust aware of the requirements of the WRES, e.g.,
Learning and Development, Staff Survey and HR Workforce disciplinary outcomes.
Once the base data has been collected and analysed work will begin to identify any gaps in
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the information and also any disproportionate impact on BME staff. The areas of reporting
are at Appendix 1.
Dorset CCG has made reporting on the WRES part of the Trust contract for delivering
Equality and Diversity as a provider service.
The WRES metrics and indicators are currently being looked at within the Trust to ensure
they are allocated to most appropriate staff for the raw data collection before any analysis of
the information takes place in time for the 1 July 2015 deadline.
Stonewall Workplace Health Equality Index 2015.
The Trust has been successful with its submission to become a Stonewall Health
Champion. Coming eleventh out of all of the submissions for this year is the highest
position the Trust has achieved over the three-year programme. NHS Employers has made
contact with the Trust to showcase areas of best practice in this field for a future NHS
publication.
Translation and Interpretation Policy
The Trust has been selected for the pilot accessibility project by NHS England. The project
team has worked with the Equality and Diversity Manager to update the Trust’s Translation
and Interpretation Policy. The aim has been to make the policy more user- friendly and also
to add additional information about accessibility to translation and interpretation services
both locally and nationally.
Veterans and Families Wellbeing
One of the current projects being led by the Access and Equalities Development Team is
the Veterans and Families Wellbeing.
The second meeting of the Staff Veterans network took place on 15 May with the main aim
of establishing specific task and finish groups to undertake a number of key projects, e.g.,







Setting up an Intranet Page
Links to Military Medical Resettlement Offices
Links to established Local and National Charities
Links to additional support services outside of health
Links to Public Health and Social Services
Possibility of widening the membership to other health organisations

Vlademiro Rocas, Community Development Worker, attended the National Veterans
Conference on behalf of the Trust on 30 April 2015. A report will be presented at the next
Equality and Diversity Steering Group.
Community Events
The Coffee and Chat group in Bovington was featured on Dorset Solent Radio on 21 April
2015. Graylings have been provided with copies of the interviews.
The overall aim is to develop a tool kit of information for Veterans moving to live in Dorset
and to replicate this across other areas in the country where there are an increasing number
of military families due to the reduction military bases abroad.
Prevent (WRAP 3) Train the Trainers
The Equality and Diversity Manager was engaged by Southwest Ambulance Service Trust
(SWAST) to deliver a WRAP3 Train the Trainer Event for 13 learning and development
officers. The successful candidates will be registered with the regional PREVENT lead and
deliver the WRAP3 session to SWAST staff across the Southwest.
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Clinical Services Review
The Equality and Diversity Manager is currently working with Dorset CCG, health equality
leads and local community groups to promote the need for joint consultation on health
matters. We are looking at better ways of working which remain inclusive and also meets
the needs of the health services and the communities.
7.

Mileage rates
There is an ongoing commitment to explore the scope to harmonise travel rates or to move
to a harmonised position.
Nationally, the Agenda for Change mileage rates are reviewed in May and November of
each year. The next review of mileage rates is expected during May and will be available
after the AA has published its new information on motoring costs.
As soon as the new national rates are published, a proposal paper on mileage rates will be
provided to Directors for consideration.
Any change in the national mileage rate will be effective from 1 July 2015.

8.

Staff Benefits
The Home Technology salary sacrifice scheme opened on 27th April and so far there have
been over 80 orders. The scheme offers a wide range of goods from the latest smart TVs,
smart phones, laptops, tablets, cameras and white goods. The scheme will be run three
times a year with the next due in August in time for back to school/college/university. The
current scheme closes on 29th May.

9.

Learning and Development
Being a Valued Partner
Verve Communications and Channel 3 Group are the facilitation partners that have been
commissioned by the Dorset Better Together Programme to deliver a behavioural change
programme to support the new integrated locality teams to work in a collaborative and
coordinated way. This investment has the potential to support development and retention.
The facilitation partners have commenced the diagnostic phase of the project, to identify
organisational and locality needs and desired outcomes from the behaviour change
programme. This has involved speaking to DHC staff as part of the locality meetings, and
an initial conversation with the Director of Organisational Development and Associate
Director of Learning and Development (L&D).
The facilitation partners will be attending the Trust’s July Leadership Forum development
day to meet with locality leaders. This will enable them to understand, first hand, the needs
of the Trust and support with the co-creation and test phase of the behavioural change
activities, resources, interventions and communications that will help each of the newly
formed locality teams across Dorset.
Team Development
A menu of team development opportunities is available to leaders to support teams in
developing a better understanding of themselves, in order to continue to improve teambased practice and the achievement of their objectives. 16 teams have engaged in this
development opportunity during 2014/15. This does not include team development sessions
organised by individual teams unknown to the L&D Service.
Team development will continue to be invested in as an important element of the Trust’s
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development offering during 2015/16, with 17 teams having booked/expressed interest to
date. The L&D Service is heightening the promotion of team development opportunities
available to teams, to enhance awareness, and to also capture team development activity
that is organised by individual teams.
Sharing Learning
The Associate Director of Learning and Development presented the learning from the
Empowering Leaders: Empowering Teams (EL:ET) evaluation to the Thames Valley and
Wessex Leadership Academy Community of Practice on 15 April 2015.
Members of the community fedback their appreciation for having the opportunity to learn
from the EL:ET evaluation. This included the openness about what worked well, lessons
learnt and future developments, in order to support the leadership development offerings
within their own organisations.
Appraisals
The Trust appraisal compliance rate at 30th April 2015 is 95.36%.
In response to feedback on the staff survey, and to improve the quality of appraisals within
the Trust, we have organised workshops to support staff. All staff can access a three-hour
workshop to help them to prepare to participate in their appraisal conversation and get the
most out of the annual review.
Appraisers can also attend a one-day session to help them to support staff.
Further work is planned over the coming months to improve staff satisfaction with
appraisals, and periodic updates will be provided for the Board.
Access to Live Training Records
Staff can view their live Trust central learning record, including all the mandatory training
that they are due and outstanding, via the eAppraisal module on the Ulysses system.
Managers can also view the live learning records for individual staff within their team via the
staff management section of the eAppraisal module.
The eAppraisal module has a live link to the Trust’s central learning records and will show all
learning that has been recorded centrally by the Learning and Development Service. This is
updated as soon as possible after learning has been completed.
The Trust is committed to achieving 95% compliance across all mandatory training topics.
Having access to information to inform staff of their individual compliance is crucial to
achieving this objective.
Access to this live learning information is in addition to the fortnightly team based reports
that are updated and emailed to managers to access.
Learning at Work Week
From 18th-22nd May, 2015, the Learning and Development Service will be providing a range
of activities in support of Learning at Work Week. The Trust is proud to support a
commitment to learning, and this series of events will support staff at every level to engage
with learning and development opportunities.
An invitation has been extended to Non-executive Directors and Governors to come along
and meet the Learning and Development Service and find out more about all the
opportunities that are available to them and staff.
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10.

Occupational Health and Wellbeing
Flu Strategy Group
A flu strategy group met on 30th April to develop a project plan for this year’s staff flu
programme. With attendance from key stakeholders, including pharmacy, communications
and learning and development, as well as representation from all localities, the meeting
helped to identify a number of new ideas for improving the programme this year. A further
meeting is planned for the end of June and a working group to address communications and
branding of the campaign is due to meet in early July.
Employee Health and Wellbeing Strategy
A small group representing occupational health, health and safety, human resources,
recovery, and social inclusion met recently to discuss the development of an employee
health and wellbeing strategy. A number of key aims for a strategy were identified including






Creating a safe and healthy working environment for staff
Improving physical and emotional wellbeing
Encouraging and supporting employees to develop and maintain a healthy lifestyle
Supporting people with manageable health problems or disabilities to maintain
access to or regain work
Improving staff satisfaction, recruitment and retention

The next stage in developing a strategy is to engage with other key representatives in the
organisation, to ensure that all activity supporting employee health and wellbeing across the
Trust is reflected in the strategy and to consider additional projects to meet the strategy
aims.
Prevention and Management of Dermatitis
A task and finish group has been set up to review the current control measures for the
prevention and management of dermatitis within the Trust. This follows a recent HSE
prosecution of Royal Cornwall Hospitals Trust and the issue of an improvement notice to
Poole Hospital NHS Foundation Trust highlighting a failure to have robust management
systems in place. The working group has developed an organisational risk assessment and
whilst a number of Trust policies address the prevention and management of dermatitis the
task and finish group is currently developing a specific policy to address this issue. The
policy will include measures to educate staff at risk of developing dermatitis (primarily ‘wet
workers’) and developing a robust surveillance system for those staff.
11.

Health and Safety
Health and Safety Committee
The Health and Safety Committee met on the 30th April, and the following policies were
agreed:
 Health and Safety Policy
 Non-Clinical Risk Assessment Policy
 Display Screen Equipment Policy
 Working at Height Policy
 Safe Marking of Equipment Policy
 Collapsible Rails Policy
Additional comments were received for the Display Screen Equipment Policy which will be
taken to the next Health and Safety Committee meeting in July.
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Asbestos Exposure At Westminster Hospital, Shaftesbury
There has been no further contact from the HSE at this time. The Health and Safety Team
are waiting for the Asbestos Officer’s report so that any action can be taken in relation to
any staff with potential exposure to asbestos.
12.

Secure
Counter Fraud
The Counter Fraud team has passed the Pre-Qualification Questionnaire (PQQ) stage at
Avon and Wiltshire Mental Health Partnership NHS Trust (A&WP) and have been invited to
tender. They are currently busy completing the tender documents for the submission date
which is the 27th May.
A&WP would be a new client for Secure but with the two mental health Trusts in Dorset and
Somerset already receiving the service from Dorset HealthCare, they should be strong
contenders. If they are not successful consideration will need to be given to restructure the
team.
Secure are preparing to write out to local Housing Associations to see if they can find new
business in that sector.
Security Management
Western Sussex Hospitals NHS Foundation Trust has pulled its security tender. The
situation will be monitored.
A business proposal for security services has been submitted to Yeovil Hospital for
consideration. A meeting with the Director of Finance has been rescheduled for the 27th of
May.
Compliance
NHS England is now in discussion with the Trust about their potential liability for staff costs
for the Compliance Team. A breakdown of the salary costs has been submitted for
discussion at a senior level. They were also provided with copies of the service level
agreements for the Compliance work.

10

Appendix 1
Workplace Race Equality Standard (WRES) – Loose Minute 7 April 2015
The Workforce Race Equality Standard is a set of metrics that would, for the first time, require all
NHS organisations with contracts over £200k, to demonstrate progress against a number of
indicators of race equality, including a specific indicator to address the low levels of Board
representation.
Process and Timescales
September 2014

Informal stakeholder consultation

October 2014

Formal consultation

April 2015

Agreed approach introduced and guidance, support.
Sharing of good practice and resource and benchmarking
developed.

2015-16

CQC pilots its approach to using the Standard in
inspections. Trusts inspected in 2015-2016 will also be
asked how they are developing plans to address any issues
arising from Standard data.

July 1st 2015

Deadline for publishing baseline data

April 2016

CQC formally begins role. Part of the CQC’s inspection will
be to speak to BME staff as part of the Well Led domain.

EDS2 is being mandated in parallel – they complement each other
The Matrix and Indicators are attached and I have added a column for comments which I have
also started to populate.
1.
2.
3.
4.
5.

We need to confirm who will be providing the raw data.
John Fox will provided the analysis
David Corbin will produce the final report
We need to agree where the report needs to before being published on 1 July.
The best way of informing BME Staff about the introduction of the WRES. There is every
likelihood the CQC will be asking BME Staff about this during our inspection in June.

I’m sure further developments will be identified as we work through this process. 2015 should be
seen as a benchmarking year and 2016 should be seen as a year to start to show improvements.
NHS England is also in the process of producing a standard reporting framework but in the
absence of this at present I feel we need to produce our own in preparation for 1 July deadline.
The Technical Guidance for the NHS WRES and the Frequently Asked Questions has been
added to the RACE equality folder on the Trust Intranet.
http://intranet.dorsethealthcare.nhs.uk/supporting-staff/equality-diversity/race-equality.htm
Particular attention should be paid to the Technical Guidance, Paragraph 5 on the Definitions of
Ethnicity.
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5 Definitions of ethnicity
The definitions of “Black and Minority Ethnic” and “White” used in the Standard and in this
Guidance have followed the national reporting requirements of Ethnic Category in the NHS
Data Model and Dictionary, and are as used in Health and Social Care Information Centre
data. At the time of publication of this Guidance, these definitions were based upon the 2011
ONS Census categories for ethnicity.
“White” staff include White British, Irish and Any Other White i.e. categories A, B and C in the
table below. The “Black and Minority Ethnic” staff category includes all other staff except
“unknown” and “not stated.” To aggregate results for BME, employers should exclude A, B, C
and Z from current values in the table below and also exclude 0 and 9 from the old values of
which there are around 500 records. They should also exclude all ‘NULL’ values. The
category C. ’Any other white’ contains minority groups including white European
There is further information in the guidance document.
If anyone has any questions please come back to me.

Dave Corbin
Dorset HealthCare
Equality and Diversity Manager
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Themes and lessons learnt from NHS investigations into matters relating
to Jimmy Savile, February 2015, Kate Lampard & Ed Marsden
Part 1 Board Meeting 27 May 2015
Author

Fiona Haughey, Director of Nursing and Quality

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

The purpose of this paper is to provide an update of the
main issues raised and recommendations arising from
the Lampard report ‘Themes and lessons learnt from
NHS investigations into matters relating to Jimmy Savile’,
commissioned as a result of allegations of abuse by
Jimmy Savile. Based on this report a review has been
undertaken to assure of our own processes and practices
against the recommendations.

Recommendation

The Trust Board is asked to review the action plan for
DHC in response to the Kate Lampard Lessons Learnt
Report, and to:


Note the seven recommendations with the associated
assurance and evidence



Agree the three recommendations with the planned
actions to meet compliance that will be submitted to
Monitor by 15 June 2015



Receive a final report in October 2015 when the Trust
is expected to meet all the recommendations.

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

Monitoring and Assurance Summary
 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;
Any action required?
I confirm that I have considered each
of the implications of this report, on
Yes
No
Yes
each of the matters below, as
Detail
in
indicated:
This report links to the
Strategic Goals

report





All three Domains of Quality
Board Assurance Framework
Risk Register
1





Legal / Regulatory
People / Staff
Financial / Value for Money /
Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

2

















1.

BACKGROUND

1.1

Following the death of Jimmy Savile and subsequent allegations of his wrongdoing
at NHS organisations, the Department of Health launched an inquiry into his
activities across the NHS. In total, 44 reports have now been published following
investigations triggered by this exercise.

1.2

In October 2012 the Secretary of State for Health asked Kate Lampard to provide
independent oversight of the investigations at three NHS hospitals (Leeds General
Infirmary, Stoke Mandeville and Broadmoor) and the Department of Health into the
associations that the late Sir Jimmy Savile OBE, (Savile), had with those hospitals
and the Department, and allegations that Savile committed sexual abuses on the
hospitals’ premises.

1.3

The Secretary of State also asked Kate Lampard to identify the themes that
emerged from the investigations and to look at NHS-wide procedures in light of the
investigations’ findings and recommendations.

1.4

The finding of this investigation has now been completed and are summarised in
the report ‘Themes and lessons learnt from NHS investigations into matters relating
to Jimmy Savile’, (February 2015, Kate Lampard & Ed Marsden). The report
includes 14 recommendations for the NHS, the Department of Health and wider
government. The full report can be accessed via the link below:
https://www.gov.uk/government/news/the-nhs-savile-investigations

1.5

The Secretary of State for Health has accepted in principle 13 of these
recommendations, 10 of which apply to NHS trusts and foundation trusts. Although
the Secretary of State did not accept recommendation 6 on Disclosure and Barring
(DBS) checks, organisations are asked to consider the use of these checks
(standard or enhanced) where appropriate.

1.6

Monitor have written to all NHS Trust Chief Executives requesting an assessment
as to the relevance of these recommendations to their own organisation and take
any action necessary to protect patients, staff, visitors and volunteers (see
Appendix 1). The Trust is required to respond to Monitor by Monday, 15 June 2015
with an overview of any necessary actions taken as a result of the
recommendations in the report or, where these are in progress, the date by which
they will be completed (see Appendix 2).

1.7

The purpose of this paper is to report to the Trust Board the progress of Dorset
HealthCare against the recommendations that are relevant to our organisation and
forms the action plan that will be submitted to Monitor.

2.

COMMON THEMES EMERGING FROM THE INVESTIGATION

2.1

Lampard and Marsden identified that the common themes and issues that have
emerged from the investigations’ findings which are considered as relevant to the
wider NHS today can be grouped under the following general headings:



Security and access arrangements, including celebrity and VIP access:
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o

Hospitals should try to reduce opportunities for those without
legitimate reasons from gaining access to wards and other clinical
areas

o

NHS Trusts should draw up a policy for managing celebrity and VIP
visits. Staff must be adequately supported to ensure that they feel
able to keep relationships with VIPs and celebrities on an appropriate
footing and to supervise and regulate their visits. To this end, they
need clear and accepted policies and procedures.

The role and management of volunteers:
o

Robust arrangements must be in place to ensure that volunteers are
properly managed and operate within defined and acceptable
parameters

o

Volunteers should be given regular safeguarding training to ensure
that they are equipped to identify safeguarding issues and respond to
them appropriately.

Safeguarding:
o

It is essential that all staff should be trained to identify safeguarding
issues and should be able at all times to access specialist support and
advice if necessary.

o

Safeguarding messages should be reinforced through regular training
and communication with staff. As part of this, organisations also need
to demonstrate and give feedback to staff to show that they respond
appropriately to specific safeguarding concerns.

Raising complaints and concerns (by staff and patients):
o

DBS checking - it would be proportionate and justified to require all
those who work or volunteer in hospitals and have access to patients
or their visitors to be subject to barring list checks. There should be
DBS checks on NHS hospital staff and volunteers every three years.

o

NHS engagement with wider safeguarding systems - There should be
effective engagement of NHS Trust in Local Safeguarding Boards and
NHS Trusts should fulfilled their obligations to make referrals to the
local authority designated officer (LADO) and to the Disclosure and
Barring Service (DBS) in respect of staff who had harmed or posed a
risk of harm to children or adults vulnerable to abuse.

o

Internet and social media access - NHS Trusts should have a clear
and consistent policy on managing internet and social media access
by patients and visitors.

o

The management of human resources - Many people working on NHS
premises, including many estates and security personnel, are
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employed by third-party contractors. Recruitment, checking and
training of staff including contract and agency staff should be
managed professionally and consistently across a hospital trust. HR
processes expected of third party contractors should be devised and
compliance with them should be monitored by the Trust professional
HR managers. Overall responsibility for HR matters and board
assurance in relation to HR matters should ultimately rest with a single
executive director.




Raising complaints and concerns: Preventing abusive and inappropriate
behaviour in hospital settings requires that victims, staff and others should
feel able to make a complaint or raise their concerns and suspicions, and that
those to whom they report those matters are sensitive to the possible
implications of what is being reported to them and escalate matters to
managers with authority to deal with them.
o

Policies and using the right terminology - All NHS organisations
should ensure that the title and content of their policy make clear that
it applies to raising all concerns, whether or not they amount to
matters some might describe as ‘whistleblowing’.

o

Staff should also be trained and encouraged to report any matters
which indicate a risk of harm to others even if such matters appear to
amount only to suspicion, innuendo or gossip.

o

All organisations must continue to think imaginatively and share ideas
about how they encourage feedback and the raising of concerns by
staff and patients.

Fundraising and charity governance;
o



The first element of best practice in charitable fundraising is proper
risk management to ensure not only the protection of charitable assets
and funds raised but also the good name and reputation of the charity.
In considering the risks to an NHS charity and the organisation it
seeks to benefit, trustees and hospital managers must look at the
hospital’s and the charity’s relationships with celebrities, major donors,
commercial partners and other charitable organisations.

Observance of due process and good governance: the Savile case vividly
illustrates the dangers of allowing an individual celebrity to have unfettered
access or involvement in management, and of not ensuring that good
governance procedures are followed at all times and in all circumstances.

3.

DHC ACTION PLAN IN RESPONSE TO THE RECOMMENDATIONS

3.1

From the Lampard investigation report there are 14 recommendations, 13 of which
have been accepted of which 10 are directly actionable by NHS Trusts, the other
four are actions for other agencies (Department of Health, NHS England, Home
Office, CQC, Monitor and TDA).
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3.2

An action plan has been developed to review compliance/assurance against the
recommendations and identifies work planned to be fully complaint. Appendix 2
outlines the planned work for return to Monitor as requested by 15 June 2015.

4.

CONCLUSION AND RECOMMENDATIONS

4.1

Good progress has been made by the Trust in providing assurance to the Board
against the recommendations arising from the Lampard Report. The Trust can
provide evidence and assurance against seven of the recommendations, however
there are three areas that require further work and these are detailed in Appendix 2.

4.2

The Board is asked to:


Note the seven recommendations with the associated assurance and evidence



Agree the three recommendations with the planned actions to meet compliance
that will be submitted to Monitor by 15 June 2015



Receive a final report in October 2015 when the Trust is expected to meet all the
recommendations.
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APPENDIX 1

Recommendation

Director
Lead

Current Position/Assurance
and Action Agreed

Embedded
Evidence

R1: All NHS hospital trusts
should develop a policy for
agreeing to and managing visits
by celebrities, VIPs and other
official visitors. The policy
should apply to all such visits
without exception.

Director of
HR

The vast majority of VIP / celebrity visits to
the Trust would be “one-off” events, which
means that standard safeguarding
arrangements such as Disclosure and Barring
Service (DBS) checks may not be appropriate.

R2: All NHS Trusts should
review their voluntary services
arrangements and ensure that:
they are fit for purpose;
 volunteers are properly
recruited, selected and
trained and are subject to
appropriate management
and supervision; and
 all voluntary services
managers have
development opportunities
and are properly supported.

Director of
HR

Develop a Trust corporate policy on the
management of visits from VIP’s
The Trust has processes in place which will be
reviewed to ensure they are fit for purpose.
HR managers should undergo Safeguarding
training specific for their role and this will be
explicit within the policy.
The Volunteers Policy overarches the practice
for recruiting volunteers. NAVSM share good
practice.
Importance of effective on site management
and line management of volunteers to be
reinforced.
Developmental opportunities exist resulting
in a specialist qualification, designed for
operational managers of volunteers and
Volunteer Programmes.
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Nil

Policies:
Whistle
blowing,
Security,
Recruitment,
CRB
Safeguarding,
and Applicant
checklist
All prospective
candidates both
substantive and
fixed term
including
volunteers are
subject to Trust
policy.

Gaps/Issues

In
Progress
Y
N

No specific policy in place
It is also important to protect
the safety and security as well
as the privacy and dignity of
patients, families and staff.

Volunteer Policy to be
reviewed and updated
Managers should not
underestimate the
importance of the initial
‘informal interview’ with a
prospective volunteer and
outcomes should be given
due consideration.

N

Y

Date for
Completion
September
2015

September
2015

R3: The Department of Health
and NHS England should
facilitate the establishment of a
properly resourced forum for
voluntary services managers in
the NHS through which they
can receive peer support and
learning opportunities and
disseminate best practice.
R4: All NHS Trusts should
ensure that their staff and
volunteers undergo formal
refresher training in
safeguarding at the appropriate
level at least every three years.

DH/NHSE

Director of
HR

The Trust Volunteers Co-ordinator is a
member of NAVSM (National Association of
Volunteer Service Managers). Established by
VSM’s to offer the same as R3, however it
does operate mostly on the goodwill of those
involved providing quarterly meetings of the
Southern Hub with a pre agreed agenda and
training at each session. Sharing best practice
and advice forum available
All staff joining the Trust undertake
integrated Children and Adult safeguarding
training at level 1 as a mandatory part of their
induction before commencing duties.
All non-clinical staff do a refresher level one
integrated training session every 3 years in
accordance with the Multi-Agency
Safeguarding Policy requirements.
All clinical staff undertake level 2 integrated
safeguarding training within 3 months of
joining the Trust and are required to do
refresher training (taught sessions or e
learning module) every 3 years.
All clinical staff working directly with children
who are required to undertake the Level 3
safeguarding children training are also
required to do stand-alone level 2
safeguarding adult refresher training every 3
years.
The content of the training is reviewed
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NIL

Our Trust would welcome the
establishment of a forum for
Voluntary Services managers
in the NHS and share best
practice across the NHS.

Safeguarding
Adult Policies,

Project in early stages to
create easy access and
platform (DVD) for plain
language training for all
volunteers to cover
Safeguarding and include
Mandatory Training.

Mandatory
Training Policy,
Learning and
Development
Prospectus and
Training
compliance
statistics that
are reported to
the Trust Board
on a quarterly
basis.

In effect a one stop training
package that meets all
requirements.
Need to instil the importance
of 3 yearly update training on
volunteers and line managers

Y

In place ,
ensure
continuous 3
year rolling
project

R5: All NHS Hospital Trusts
should undertake regular
reviews of:
 their safeguarding
resources, structures and
processes (including their
training programmes); and
 the behaviours and
responsiveness of
management and staff in
relation to safeguarding
issues to ensure that their
arrangements are robust
and operate as effectively
as possible

Director of
Nursing
and
Quality

annually; this was last carried out in July 2014
with further revision in March 2015 to reflect
new requirements in respect of Prevent and
the Care Act. A further review of the training
content is included in the DHC safeguarding
Adult Work Plan for 2015 to be carried out
when the revised Multi Agency Policy and
Procedures have been published. This review
will be carried out jointly with the children’s
safeguarding team.
The Director of Nursing has Executive
responsibility for Safeguarding and will
oversee the review of safeguarding processes.
The organisation has a Named Nurse who will
regularly review all safeguarding processes,
including policies, training programmes and
recruitment processes.
The organisation also has a Named Doctor for
Safeguarding Children, who works with the
Named Nurse and provides support with
medical staff.
The safeguarding adult resource was
increased by 24.5 hours per week from
01.11.14 and this has enabled a whole time
Safeguarding Adult Advisor to be recruited to
support the Safeguarding Adult Lead. The
Lead is responsible to the Director of Nursing
and Quality who has executive responsibility
for safeguarding.
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Safeguarding
Children Policy
Recruitment &
Selection Policy
Disclosure and
Barring Service
(DBS) checks
Whistleblowing
Policy
Management of
Allegations
Against People
Who Work With
Children Policy
Mandatory
Training Policy
Training

DBS checks undertaken on
recruitment, but are not
routinely repeated whilst staff
are in post
Safeguarding Children Policy
is currently being refreshed
and will be strengthened to
incorporate the Savile
recommendations
The Mental Health Service
Manager (Specialist Services)
is arranging a review of the
Staff Relationships with
service Users Policy. The
safeguarding adult service will
receive a draft of the revised
document to comment upon
from a safeguarding adult
perspective.

Y

In place

programmes

R6: The Home Office should
amend relevant legislation and
regulations so as to ensure that
all hospital staff and volunteers
undertaking work or
volunteering that brings them
into contact with patients or
their visitors are subject to
enhanced DBS and barring list
checks.
R7: All NHS Hospital Trusts
should undertake DBS checks
(including, where applicable,
enhanced DBS and barring list
checks) on their staff and
volunteers every three years.
The implementation of this
recommendation should be
supported by NHS Employers.

Home
office
change in
legislation

Colin
Hague

The DHC Safeguarding Adult Policy has been
revised in March 2015 to reflect the initial
changes following enactment of the
safeguarding element of the Care Act 2014
and the ethics of Making Safeguarding
Personal. The 2015/16 work plan includes
further revision when the Pan Dorset Multi
Agency Policy and Procedures are published.
To ensure the Trust is aware with the relevant
legislation once it is published.
HR should ensure during this time that all
staff, including volunteers are up to date
with the eDBS

Enhanced DBS and barring checks are
currently carried out on all volunteers that
are or could be in contact with patients
whether considered to be in a regulated
activity or not.
Recommendation that the checks are carried
out every 3 years and possible changes to
guidelines concerning regulated activity – not
yet agreed
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Await further guidance

Recruitment &
Selection Policy
Disclosure and
Barring Service
(DBS) checks

DHC would encumber
administration charge only for
this as volunteers are not
charged by the DBS. However,
increased in house admin and
record keeping would involve
cost pressure. Volunteers
themselves may create
barriers.

N/A

Y

Continuous
3 year rolling
project

R8: The Department of Health
and NHS England should devise
and put in place an action plan
for raising and maintaining NHS
employers’ awareness of their
obligations to make referrals to
the local authority designated
officer (LADO) and to the
Disclosure and Barring Service.

R9: All NHS Hospital Trusts
should devise a robust Trustwide policy setting out how
access by patients and visitors
to the internet, to social
networks and other social
media activities such as blogs
and Twitter is managed and

Director of
HR

Currently outside of DHUFT remit, however,
to note:
The Director of HR is the Trust designated
officer for managing allegation against staff.

Management of
Allegations
Against People
Who Work With
Children Policy

N/A

The Trust Disciplinary and Capability Policy
and Procedures requires that:
In the event that an employee is dismissed or
a volunteer is removed from working with
children and/or vulnerable adults because
they have harmed or pose a risk of harm to a
child or vulnerable adult, the Trust has a legal
duty to inform the DBS.
Where a disciplinary or capability situations
involves children or vulnerable adults,
particularly those that result in dismissal, all
relevant information should be provided to
the Executive Director of Nursing in order
that a referral can be made as appropriate.

Director
for
Organisati
onal
Developm
ent &
Participati
on &

Referrals to a Professional Body or the
Disclosure & Barring Service should not be
made until such time that the member of
staff has exhausted their right to appeal.
Project currently in progress to install
wireless connection into our hospitals which
will give limited access to any guest user for
general internet browsing.
The Trust has Social Media Policy in place,
however, it has limited reference to how
patients and visitors access the internet and
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Social Media
Policy

Update of the Social Media
Policy
Policy should apply to all
internet use within a hospital.
It should give staff the power
to enforce acceptable use of
I.T.

Y

September
2015

where necessary restricted.
Such policy should be widely
publicised to staff, patients and
visitors and should be regularly
reviewed and updated as
necessary.
R10: All NHS Hospital Trusts
should ensure that
arrangements and processes
for the recruitment, checking,
general employment and
training of contract and agency
staff are consistent with their
own internal HR processes and
standards and are subject to
monitoring and oversight by
their own HR managers.

Associate
Director
IM&T

other social media activities and where
restrictions are in place

Patients should sign an
agreement with regard to use
of I.T. especially with regard
to personal items using 3 or
4G

Director of
HR &
Director of
Finance

The Crown Commercial Service (formerly the
Government Procurement Service) is an
executive agency of the Cabinet Office and is
the delivery arm of Government
Procurement. Its priority is to provide
procurement savings for central government,
health and the wider public sector.
CCS serves the whole of the public sector,
covering the categories including energy,
fleet, travel and professional services. As part
of its services, CCS operates four frameworks
agreements for the supply of health related
agency staff. The four frameworks cover
medical locums, nursing staff, allied health
professionals and non-medical, non-clinical
staff.
The frameworks offer assurance that the
temporary staff supplied by the agencies
operating under the frameworks are of
sufficient quality, having undergone the
required employment checks in accordance
with the NHS Employment Check standards.
While the frameworks offers assurance, the
final responsibility for safe working practices
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Recruitment &
Selection Policy
Disclosure and
Barring Service
(DBS) checks

In place

lies with the Trust to check the relevant
information on the temporary worker
supplied, or to be assured through our own
monitoring that the chosen provider has
reliably done so on our behalf.

R11: NHS Hospital Trusts
should review their
recruitment, checking, training
and general employment
processes to ensure they
operate in a consistent and
robust manner across all
departments and functions and

Director of
HR

The Procurement Team have included within
the obligations for contractors the standard
NHS conditions with regard to the provision
of staff, in particular:
 Employ only staff who are careful,
skilled and experienced;
 Properly and sufficiently trained and
instructed;
 Qualified;
 Maintain licenses and registration;
and,
 Questioned on convictions and
obtained appropriate disclosures
from DBS.
Recruitment of agency staff are subject to
robust HR processes to ensure checks and
measures are in place that comply with NHS
standards.
All employment-related policies are subject to
a periodic review and the Recruitment and
Selection Policy and supporting Procedures
were reviewed in February 2015. The
Learning and Development Policy has also
been reviewed and was ratified by the Trade
Union Partnership Forum in April 2015.
The monitoring of all HR policies has recently
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Recruitment &
Selection Policy
Disclosure and
Barring Service
(DBS) checks
Mandatory

In place

that overall responsibility for
these matters rests with a
single executive director.
R12: NHS Hospital Trusts and
their associated NHS charities
should consider the adequacy
of their policies and procedures
in relation to the assessment
and management of the risks
to their brand and reputation,
including as a result of their
associations with celebrities
and major donors, and whether
their risk registers adequately
reflect such risks
R13: Monitor, the Trust
Development Authority, the
Care Quality Commission and
NHS England should exercise
their powers to ensure that
NHS hospital trusts,(and where
applicable, independent
hospital and care
organisations), comply with
recommendations 1, 2, 4, 5, 7,
9, 10 and 11.
R14: Monitor and the Trust
Development Authority should
exercise their powers to ensure
that NHS hospital trusts comply
with recommendation 12.

Director of
Finance

been reviewed in light of the change in
governance arrangements and once
approved, a framework for monitoring
reporting will be implemented.
Dorset HealthCare Charitable Funds.

Training Policy
Training
programmes

No risks at present. No association with
celebrities or major donors. No fund raising
activities.

Charitable Funds Policy to be
developed to include any
potential risk to Trust
reputation.

N

September
2015

External
Bodies
lead

N/A

External
Bodies
lead

N/A
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APPENDIX 2
Report on actions in response to Kate Lampard’s report into Themes and lessons learnt from NHS investigations into matters
relating to Jimmy Savile
NAME OF TRUST:
Dorset HealthCare
Recommendation

Issue identified

Planned Action

Progress to date

Due for completion

R1: All NHS hospital trusts should
develop a policy for agreeing to
and managing visits by celebrities,
VIPs and other official visitors. The
policy should apply to all such
visits without exception.

All official visitors are
expected to be
accompanied by
appropriate staff member
and visits to be prearranged and the clinical
sites aware.
The current Social Media
Policy has limited
reference to internet
access and social media
channels for patients and
visitors.

Visitors are expected to
have ID visible and be
expected on site. If not
expected the visitor
should be questioned on
arrival in a clinical site if
not accompanied.
To develop the current
Social Media Policy so it
is all inclusive

Specific policy being
developed

September 2015

Specific policy being
developed

September 2015

Access to internet for
patients and visitors on
Trust sites

Review access to
internet access on Trust
sites

Project currently in
progress to install
wireless connection into
our hospitals which will
give limited access to
any guest user for
general internet
browsing.

R9: All NHS Hospital Trusts should
devise a robust Trust-wide policy
setting out how access by patients
and visitors to the internet, to
social networks and other social
media activities such as blogs and
Twitter is managed and where
necessary restricted. Such policy
should be widely publicised to
staff, patients and visitors and
should be regularly reviewed and
updated as necessary.
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September 2015

R12: NHS Hospital Trusts and
their associated NHS charities
should consider the adequacy of
their policies and procedures in
relation to the assessment and
management of the risks to their
brand and reputation, including as
a result of their associations with
celebrities and major donors, and
whether their risk registers
adequately reflect such risks

There is no specific policy
in place in regard to the
assessment and
management of the risks
to DHC brand and
reputation.

Charitable Funds Policy
to be developed to
include any potential risk
to Trust reputation.

Specific policy being
developed

September 2015

I confirm that this NHS foundation trust Board reviewed the full recommendations in Kate Lampard’s lessons learnt report
SIGNED: DATE:
CE NAME:
Please return to MonitorJSlearnings@monitor.gov.uk by 5pm Monday 15 June 2015. If you have any questions or queries you may also use
this email address to send them to us.
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Review of the Dorset Prisons Contract
Part 1 Board Meeting 27 May 2015

Author

Keith Eales, Trust Secretary

Sponsoring Board
Member

Ron Shields, Chief Executive

Purpose of Report

To set out the conclusions of the review of the Dorset Prisons
Contract tendering exercise and the subcontract with EDP.

Recommendation

To note the report and authorise the signing of the Dorset
Prisons Contract and the subcontract with EDP.

Engagement and
Involvement

Board January 2015

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

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

Board of Directors May 2015

Yes
Detail in report

No
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Review of the Dorset Prisons Contract
1.

Introduction

1.1

At the January 2015 meeting, the Board considered a report on the signing of the contract
with NHS England (NHSE) for the Dorset Prison Services. The contract was submitted to the
Board due to its value i.e. £26,778,467 over 5 years, and the EDP sub-contract, value
£4,929,723 over 5 years.

1.2

The Trust has delivered primary care, specialist substance misuse prescribing and mental
health services in the Dorset prisons for a number of years. The contract was previously
commissioned by Dorset PCT, and moved to NHSE Health and Justice Commissioning from
April 2013.

1.3

Following the latest tender the five year contract was awarded for commencement 1 October
2014. It was for the delivery of services as per previous contract, but additionally expanded
the substance misuse service to the provision of the entire spectrum of interventions
including the non-pharmaceutical interventions previously provided by Avon and Wiltshire
Partnership Trust (AWP). The Trust bid in partnership with EDP Drug & Alcohol Services
(EDP) a third sector provider with a proven track record in delivering effective integrated
recovery-focused services.

1.4

The Board considered that with the current information it would be difficult to approve the
contract and that advice on the most appropriate way to formalise the contract should be
sought. This was due to the following issues:

1.5



The contract has been in operation since 1 October 2014 without formal
approval by the Board;



The service had been provided by the Trust prior to the re-tender. The main
difference is that the Trust has entered into a sub-contract with EDP, to the
value of £4.9m, to deliver the service;



At the time of bidding for the contract the Trust proceeded on the basis that it
was partnering EDP and therefore issues in respect of tendering, value for
money and European Regulations were not considered relevant;



The immediate issue to be addressed at the January Board was the
establishment of a payment facility in respect of EDP through a sub-contract
arrangement; and



The requirement now is to agree the information needed and process to be
followed to enable proper authorisation of the main and sub-contract
arrangements by the Board.

To address this, following discussion between the Chair, Chair of the Audit Committee and
the Chief Executive, Internal Audit was commissioned to undertake a review so that the
Board could:

Board of Directors May 2015
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Receive assurances that the risks to the Trust of entering into the contract and
sub-contract have been properly identified, assessed and mitigated; and



Satisfy itself that entering into the contract and sub-contract was appropriate.

2.

Review by Internal Audit

2.1

The key points from the review by Internal Audit are as follows:
Contract Background

2.2

The contract notice was issued by NHSE on 17 January 2014, The Trust had been notified
of the award and a project team had been set up.

2.3

Due to the successful partnership working arrangement with EDP that had been operating in
Devon Prisons from 1 April 2013 that there was a joint agreement that they would be the
partner for the Dorset tender submission in respect of the integrated substance misuse
service element of the contract. EDP was felt to be the only provider in the local area that
could deliver this element of the contract. The sub-contract arrangements as operated with
EDP in Devon Prisons were to be replicated for the Dorset Prison Service contract.
Board Sub-Committee Approval

2.4

A Project Proposal document was presented to the Finance, Investment & Performance
(FIP) Committee meeting on 5 February 2014 (although the report was only sent to
Committee members on the morning of 4 February 2014).

2.5

The report explained that the current commissioned contract did not include providing
Substance Misuse Services. It explained that In the Devon Prison Cluster this element of
the contract was included and there was a formalised partnership with EDP. It explained that
it was proposed to have the same partnership approach for the Dorset tender. The report
identified that no significant risk had been identified as the Trust already provided this
service.

2.6

The Committee agreed that the Trust should tender for this service. The minutes were
reported to the Board on 9 April 2014.
Contract Tender Process

2.7

They submitted its bid on 27 May and was notified that the tender had been successful on 1
July 2014. The Board was advised of the success at the meeting on 9 July 2014.

2.8

Contract discussions took place subsequent to the contract award notification, particularly
around elements of TUPE that also had an effect on the ‘sub-contract’ element with EDP.
NHS England did not appear to push for the contract to be signed off and agreed by both
parties.

2.9

All parties have therefore worked ‘at risk’ since 1 October 2014. The notice letter issued on 1
July 2014 clearly stated that the letter does not constitute a legally binding acceptance of
your offer or an award of the contract. It also states that ‘if any of the matters (relating to
agreement of contract content) are not resolved in a reasonable time then the Commissioner
may end the engagement with you by reverting to another bidder or terminate the
procurement process without making an award’. Non-agreement of contract content prior to
commencement date of service provision could leave the Trust vulnerable to cancellation of
arrangements and therefore loss of business, income and reputation.

Board of Directors May 2015
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Governance Compliance
2.10

A review was undertaken by TIAA of the Trust’s corporate governance documents to assess
whether these had been complied with in respect of the sub-contracting of the Substance
Misuse Service element to EDP for £4,929,723 over 5 years.

2.11

Standing Financial Instructions in operation at the time of the contract tender and award
include the following
 the Chief Executive is responsible for ensuring the Trust enters into suitable legally
binding contracts with NHS commissioners for the provision of services;
 that contracts above specified thresholds are advertised and awarded in
accordance with EU and GATT rules on public procurement; and
 Delegated Limits of Authority which outline invoice value thresholds for staff at all
levels from Sister to Chief Executive. Invoice value is interpreted as contract value
for the purposes of this report. The Chief Executive could then sign up to
£1,000,000. Above that, the transaction should be referred to FIP and / or Board for
approval depending on the contract value.

2.12

Standing Orders in operation at the time of the contract tender and award contained the
following:
 EU Directives Governing Public Procurement shall have effect as if incorporated in
these Standing Orders; and
 the Trust shall ensure that competitive tenders are invited for the rendering of
services. Trust quotation and tender thresholds are detailed in SFI’s.

2.13

Reservation, Delegation of Powers of the Board of Directors in operation at the time of the
contract tender and award set out thresholds and proposed minimum requirements for
quotes and tenders. Where the proposed contract value is above the OJEU limit (£113,057
excluding VAT) for supplies and services, it states that the ‘EU public procurement process
applies’.

2.14

Internal audit comment that the above documents would indicate that, to demonstrate pure
compliance, the opportunity for engaging a partner to provide the integrated substance
misuse service element of the Dorset Prison contract should have been tendered for in
accordance with OJEU requirements.

2.15

However, Internal Audit also recognise there are two counter-arguments to this compliance
requirement.


The first is that, EDP were considered to be the only provider in the local area
that could provide the integrated substance misuse service



operationally this may not always be logically feasible to facilitate given the
contracting timescales and the resources required to undertake this.
However, providing the Trust was well-positioned and informed in terms of
upcoming tender opportunities, that it could place Prior Information Notices
(PIN’s) to advertise opportunities for market engagement at an early stage
(without commitment). If Procurement were involved at this stage then they
would undertake the necessary formal due diligence checks on the potential
partners that applied.

Board of Directors May 2015
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Tender Identification, Submission and Reporting
2.16

The review noted that, at the time of the Dorset Prison Service tender process,
arrangements for the identification, accountability and responsibility for co-ordination of
identifying tender opportunities, ensuring all relevant parties were involved and the
monitoring and reporting of this activity for assurance purposes were not clear. The Director
of Strategy and Business Development will put in place a set of guidelines on how the Trust
identifies and responds to tenders and the various gateways for approvals given contract
values etc (building on SFI’s which have currently been re-written in this respect). A monthly
search will be undertaken of the relevant web-portals (and Contract Finder website). Also,
NHS and Local Authority Board Papers will be scanned using specialist software to get a
‘heads up’ of any services potentially coming up for tender in future as this could give the
Trust more time to respond / select a partner using due process

2.17

The Director of Strategy and Business Development will be producing a monthly directorate
report for the Executive Risk and Performance Group that will set out the tender
opportunities arising and tenders for decision in terms of bid / no bid. In the longer term it is
his aim to be scoping work around the Trust’s key service provision areas to undertake
analysis of the market (including taking account of the outcome of the Clinical Services
Review), do we want to be in them, what the service delivery model does / could look like etc
and how we could mobilise. This should result in operational decisions being taken at the
appropriate level but also strategic decisions being taken to and by the Board when deemed
required.

2.18

There are likely to be more opportunities for partnership working in the future, including
commercial partnerships and joint venture vehicles. It will be important for the Trust to have
the appropriate governance and accountability frameworks in place to govern this activity.
Internal Audit Recommendations

2.19

Internal Audit has made four recommendations following the review, all of which are
accepted and are being implemented


Corporate governance documents require updating to include specific reference to
how the Trust governs it’s approach to future partnership / sub-contract / joint venture
enterprise arrangements to ensure all EU Procurement Directives are adhered to



Committee Chairs to ensure that, where late papers are accepted onto agendas, they
are able to receive the full scrutiny required of them, particularly where they require a
decision to be made



Reports on status of contract signing negotiations to be presented regularly to the
appropriate committee for monitoring, scrutiny, challenge and assurance to ensure
that services are not provided where there is no formal signed contract in place or
‘working at risk’ is agreed as the way forward for a given timescale.



Business Development Team to liaise with Contracting & Procurement Teams to
ensure that accountability and processes linked to tender submissions are clear,
particularly where elements are to be sub-contracted to ensure an assessment is
made of the procurement route that needs to be used.

Board of Directors May 2015
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3.

Conclusion

3.1

The requirement set by the Board to agree the information needed and process to be
followed to enable proper authorisation of the main and sub-contract arrangements by the
Board. This led to the brief to Internal Audit to:


Receive assurances that the risks to the Trust of entering into the contract and
sub-contract have been properly identified, assessed and mitigated; and



Satisfy itself that entering into the contract and sub-contract was appropriate.

3.2

The review has identified that the tender was prepared by a Project Group and included an
assessment of the risks to the Trust. The outcome of the work of the project group was
reported to the Finance and Investment Committee in February 2014.

3.3

From a service perspective, an assessment was made of the value and likely effectiveness
of the sub-contract with EDP, based largely on the experience with the Devon Prisons
Contract and the fact that there were no other likely providers of the service.

3.4

From the perspective of the sub-contract with EDP, the Internal Audit review has recognised
that, in terms of strict compliance with Trust governance documents, the Trust should have
tendered for the service Set against this is the fact that these documents do not address the
type of partnership arrangement that has been established with EDP. However, given that
the contract and sub-contract have been in operation for a number of months, without
challenge, it is considered appropriate for both contracts to be signed.

4.

Recommendation

4.1

The Board is recommended to note the report and approve the signing of the Dorset Prisons
contract and the sub-contract with EDP.

Keith Eales
Trust Secretary
May 2015
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Blueprint End of Year Review
Part 1 Board Meeting 27 May 2015
Author

Steve Hubbard, Ann Parramore

Sponsoring Board Member

Steve Hubbard Director of Strategy and Business
Development

Purpose of Report

To provide the Board for approval an end of year review
of the Trust`s Blueprint and to show how the 6 key
themes described within the Blueprint will be monitored
going forward.
The Blueprint set out 36 deliverables; 32 were completed
by 30 April 2015 leaving 4 ongoing.
Of the 4 deliverables yet to be completed 2 are waiting
papers to go to the Board in May and June 2015 (The
Estates Strategy and the Performance measures for the
new Strategic Plan) and therefore RAG rated Amber
Green.
The remaining 2 rated Red are the “To carry out a root
and Branch review of Recruitment and Retention” and
“Review of Mandatory Training”.
Although a lot of work has been undertaken within
recruitment and retention this area is still a major risk for
the Trust and therefore rated Red. Mandatory Training
again, although a lot of work has been undertaken as of
March 2015 the Trust had a compliance rate of 91.19%
against a target of 95% and again therefore rated Red.
Section 7 of the review (page16) describes how the 6 key
themes within the Blueprint will be monitored going
forward.
The review proposes that through the monthly reporting
within the Trust Board Integrated Corporate Dashboard,
the developing monthly PMO Report and Annual Report
of progress against the Trust’s 7 new strategic goals will
provide the Board with a line of sight so that it can
continue to monitor the Trust’s progress against the 6
key themes within the Blueprint.

Recommendation

The Board note the progress that has been made in
delivering against the 36 deliverables described within
the Blueprint.
The Board approve the proposed ongoing monitoring of
the key themes through the process described in section
7 (page 16) of the review.

Engagement and Involvement

Previous Committee/s Dates

Over the past year a monthly report has been presented
to the Board noting progress in delivering against the 36
Blueprint key deliverables.
A six month progress report was presented to the Board
at the November 2014 Board Meeting.

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
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

No

Detail in report
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Introduction
The purpose of The Blueprint was to record how Dorset HealthCare responded to significant
failings in both governance and in the quality of patient care in its plans and ambition for the future,
to become an exemplar in the delivery of personalised, integrated care in localities.
The Blueprint explained how during 2014/15 we would undertake a programme of Governor, staff
and wider stakeholder engagement to refresh our vision, articulate our organisation’s purpose,
reaffirm our values and renew our strategic objectives.
It identified the six key themes where we continued to develop towards organisational excellence
and signposted the more detailed strategies and plans that will follow:


Board and leadership development;



organisational development and our people;



governance, quality and risk management;



staffing;



performance and information reporting;



partnership working and participation.

The purpose of this report is to provide a review after one year of where we are against these six
key themes.
The Blueprint set out thirty-six deliverables; thirty-two were completed by 30 April 2015 leaving four
ongoing. The deliverables are summarised in Appendix A and evidence is reviewed by the
Programme Management Office (PMO) and held locally.
Of the four deliverables yet to be completed two are waiting papers to go to the Board in May and
June 2015 (The Estates Strategy and the Performance measures for the new Strategic Plan) and
therefore RAG rated Amber Green. The remaining two rated Red are the; To carry out a root and
branch review of Recruitment and Retention, although a lot of work has been undertaken in this
area recruitment and retention are still a major risk for the Trust. Again, although a lot of work has
been undertaken in Review of Mandatory Training, as of March 2015 the Trust had a compliance
rate of 91.19% against a target of 95%.
The top ten risks identified associated with The Blueprint have been being evaluated, and within
the wider piece of work on risk management undertaken last year have been incorporated into
those systems where still relevant.
In January 2015 the Trust Board approved its refreshed Strategy 2015-2020. The six key themes
in The Blueprint are areas that will continue to be taken forward and monitored within this
framework.
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1

Board and Leadership Development

Blueprint May 2014 – Board and leadership development
“Significant progress was made in developing the Trust Board and leadership capacity from
October 2013 and we will build on this as we move forward. We now have the right people,
doing the right things, in the right way. The Board is providing appropriate challenge and setting
ambition.
We have capability in the Board and we are building the capability throughout the organisation.
The clinical leadership programme in the Trust will continue to develop and promote team
development opportunities for all teams.
We have conducted a skills audit of Non-Executive Directors which is informing the recruitment
to our two existing non-Executive Director vacancies.
In April 2014 the newly-created Director for Organisational Development, Participation and
Corporate Affairs took up post.
Board development will have a particular focus on governance, risk management and assurance
systems.
To continue our board development we have appointed Frontline to support delivery of a
programme of work throughout 2014/15. This programme will include an annual skills audit,
capacity building, competency review, succession planning, and developing to work as a unitary
team.
In completing the locality restructure we will appoint to three locality director posts in September
2014. We have already appointed a Programme Director to lead the locality transformation
work.”

1.1

Board Development Programme

To continue the Trust Board development we worked with Frontline to support delivery of a
programme of work throughout 2014/15.
Following a diagnostic process, a facilitated Board workshop in August 2014 considered the
current position of the Board and key insights to explore what ‘great’ Boards look like and what this
meant for Dorset HealthCare. This helped shape the Board development programme for the next
18 months. There was a strong focus in the initial phases on risk, governance and quality at Board
level. The Board also discussed broad themes relating to how it would undertake experiential
development that links to actual work priorities e.g. risk assurance and corporate governance,
strategy development, organisational development.
The Board continues to use real time strategic themes and experience as the basis for
development, providing for the capture, reflection and enhancement of the Board’s learning.
Individual Board members are required to integrate their individual development and outcomes as
part of the personal development review process.
The Trust has commissioned an external governance review for the summer of 2015. This will use
Monitor’s Well-Led Framework to assess the position within the Trust.
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1.2

New Executive and Non-Executive Appointments

We continued to strengthen our senior leadership team and now have a permanent fully resourced
team in place to deliver our future, approved by Monitor. Executive and Non-Executive Director
appointments made since May 2014 are:
Executive Directors
Jackie Chai, Director of Finance
Fiona Haughey, Director of Nursing & Quality
Steve Hubbard, Director of Strategy & Business Development
Linda Boland, Locality Director, Poole & East Dorset
Sally O'Donnell, Locality Director, Dorset
Eugine Yafele, Locality Director, Bournemouth & Christchurch

Non-Executive Directors
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo

Further non-executive recruitment is anticipated early in 2015/16 with the aim being to submit a
recommendation to the Council of Governors on 20th May when Gill Fozzard stands down.
1.3

Director Service Area Visits

The knowledge and insight gained by Directors when engaging with patients and staff by hearing
patient stories, and visiting services areas / departments is used to cross check or ‘triangulate’
what they learn from documents and other sources. This provides Directors with greater
understanding and growing capabilities to satisfy themselves as to the quality of service provided
by the Trust.
At the July 2014 Board meeting the Board approved the conventions on the use of patient stories
and visits to service areas and departments by Directors to foster learning and development. Each
Non-Executive Director has a personalised programme to reflect their particular interests and
availability.
1.4

Leadership Development

Alongside the work to strengthen our Board and provide a greater Board to Team understanding,
we have also been developing and investing in our leaders across the Trust in the following ways:
•

a new quarterly Leadership Forum bringing together senior staff to reflect and make
decisions on cross-Trust operational and strategic issues and to support their development
without being restricted by professional or functional roles;

•

the Leadership Development Pathway – 119 Band 7 team leaders and consultants have
completed the Trust’s Empowering Leaders: Empowering Teams Leadership development
pathway. Evaluated by Bournemouth University, outcomes show a positive impact,
including enhancing the leadership awareness and abilities of participants; a further eight
cohorts are arranged for 2015/16 to meet demand;

•

Line Leader Development Programmes – a comprehensive menu for leaders, irrespective
of banding, to undertake to enhance their leadership knowledge, skills, and confidence.
The Trust also supports its leaders to participate in the national professional development
leadership programmes through the NHS Leadership Academy;

•

the establishment of the Coaching Network, enabling staff to focus on development goals
specific to them, and to gain greater personal insight to enhance their strengths and
capabilities now and in the future: fifty staff accessed coaching as a development activity
during 2014/15;

•

Team Development - opportunities are available to leaders to support teams in developing
a better understanding of themselves, in order to continue to improve team-based practice
and the achievement of their objectives. Team development will continue to be invested in
as an important element of the Trust’s development offering during 2015/16.
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1.5

Progress against the Blueprint key deliverables

All five of the key deliverables set for this theme have been delivered and are rated Green

2

Organisational Development and Our People

Blueprint May 2014 – Organisational development and our people
“We have been in a position where three legacy organisations did not merge or share a single
common purpose, in which too many staff do not relate to Dorset HealthCare, feel undervalued
and not listened to.
There have been incremental improvements, but there is much more to be done to break down
functional silos, embrace matrix working and multi-disciplinary team working and ultimately unite
the organisation in common purpose. In the short-term, organisation-wide engagement events
have allowed staff to share views and ideas.
We have already: introduced Chief Executive and non-Executive services visits; increased direct
communication between the Chief Executive and all staff; spent more time with staff
representative organisations and improved engagement with our clinical staff. There has been a
positive response from staff and a clear commitment to change, with a desire for one organisation
with strong, visible leadership. We have Implemented the national e-learning management
system for mandatory training.
A broader organisational development strategy will nurture a strong, positive culture that supports
and enables all staff to deliver consistently excellent standards of care. A focus on our cultural
development is particularly important after a period of concentration on ensuring rigorous systems
and processes are introduced and embedded across the organisation.”

The Organisational Development Strategy, Participation Strategy and Communication Strategy
were approved at the August 2014 Board meeting. These three strategies interlock, bringing
together systems, process, culture and values that help the Trust celebrate success and empower
staff as part of its organisational development. Improving participation and its role and function will
be reviewed with input from third sector partners; and reviewing and implementing communication
channels and structures will continue to develop brand integrity whilst supporting the thirteen
integrated localities.
2.1

Organisational Development Strategy

The Organisational Development Strategy sets out our ambition to improve as an organisation,
focusing particularly on culture, leadership and staff experience. Our strategy for cultural and
experiential improvement is to go back to basics on values, behaviours and humanity. We will
focus on relationships, promote kindness and recognise and empower staff to innovate and
improve services for those we serve. We will nurture a culture that will be an enabler and support
us to achieve our business objectives:


to promote connectivity and trusting relationships amongst our people and with patients, to
welcome ‘authentic patient partnerships’ and enable collective leadership;



to nurture a single, strong organisational culture that puts quality of care above all else,
hallmarked by openness, transparency and candour;



to give our staff the best possible experience at Dorset HealthCare, so they will be at their
very best for our patients and service users;



to make quality everyone’s responsibility.

6

The strategy included a detailed set of actions that form an overarching framework for
improvement. Work undertaken in the last year included the launch of a dedicated programme of
staff workshops to develop our vision and purpose and inform our strategic objectives.

Trust vision and purpose
After a significant development process that eventually included contributions from approximately
500 staff, the Trust’s revised vison and purpose statements were signed off at the January 2015
Board Meeting.
Their development took place through a series of facilitated workshop engagement sessions that
refined and distilled the statements and stimulus materials, to reflect the feedback of as many
people as possible. Feedback came through an online survey, workshops, one to one interviews,
Council of Governors and board workshops, and formal and informal discussion with staff side
representatives.
At the heart of the Trust we describe the organising principle of being Better Every Day. This
guides us in all that we do and provides a single common thought that applies not only to the
experience and outcomes of our patients, but also to our staff. It connects to the journey described
in The Blueprint and our ambition for the future.
Our Trust vision is:
‘To lead and inspire through excellence, compassion and expertise in all that we do’
And our purpose is:
‘To deliver integrated healthcare services that empower people to make the most of their lives. We
look after people when they are unwell, support their recovery and give them the knowledge and
confidence to stay as health as possible.’
These statements form the basis for the Trust’s ongoing organisational development and refreshed
focus on improving staff engagement, which are designed to help everyone recognise and
describe their role in enabling Dorset HealthCare to be the best it can be for patients and staff
alike.
A staff engagement steering group of senior leaders has been established to meet on a monthly
basis and act as a barometer for the effectiveness of staff engagement activities; set the direction
for future activities; take back feedback and ideas to teams; and develop as peer leaders in this
area of activity.
Staff recognition
The Trust has also now launched its staff recognition programme, which is a monthly awards
scheme called Dorset HealthCare Heroes. Developed with the ideas and contributions of staff, the
awards say thankyou to those unsung staff who go above and beyond for colleagues, patients,
families or carers. A monthly certificate and tea party celebration is accompanied by an annual
awards ceremony to celebrate the achievements of our staff and teams. The 2015 awards
ceremony will be on 16 September.
2.2

The Communications Strategy

The Communications Strategy sets out how a coordinated and consistent approach to our
communications will support us to constantly improve the services we deliver to the people of
Dorset and beyond.
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The Trust has continued to seek regular opportunities to raise its profile and celebrate staff
success. A review of internal communications has been launched to identify the information staff
want to share and how they want to share and receive it. Alongside this a digital review has invited
views about improvements needed to the Trust websites and intranet so that everyone can feel
informed and connected about the Trust and its services. Refreshed internal communications
bulletins have demonstrated the Trust’s commitment to improving its internal communications and
have laid the foundations for further improvement work internally and externally.
2.3

Staff involvement in the Cost Improvement Programme

The development of the Cost Improvement Programme (CIP) 2015/16 included staff engagement
in the process of developing CIP schemes. We involved teams through creative workshops and
through an online interaction to gather ideas to improve quality and save money. We provided
feedback to the originators for any ideas declined, whether not appropriate, already planned or not
achievable right now. Successful ideas included an initiative to reduce agency staff procurements
costs, and use of tele- and videoconferencing which has been be picked up within the Trust’s IM&T
Programme. Longer term plans for increased revenue generation are being progressed.
2.4

Progress against the Blueprint key deliverables

All 3 of the key deliverables set for this theme have been delivered and are rated Green
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3

Governance, Quality and Risk Management

Blueprint May 2014 – Governance, quality and risk management
“We have set out the early improvements that have been made to take the Trust from a position
of being unable to assure itself of the quality of its services to one where it is much closer to
functioning and monitoring its quality and performance.
We will continue to work with PM Governance to respond to the findings of their independent
review of the Trust risk management and quality governance arrangements.”
3.1

An improved Risk, Assurance and Quality Framework

From the beginning of June 2014, PM Governance worked with the Trust to develop risk
management, assurance processes and governance arrangements across the Trust. This work
was summarised at the September 2014 Board workshop and a number of key decisions about
future governance arrangements were agreed. The Implementation Steering Group oversaw
delivery of key decision points through to the Board which ‘went live’ on the 1st April 2015. The
work with PM Governance has now been completed and the Trust is implementing and embedding
the revised risk and quality assurance processes. Chief Risk Officer responsibilities are split
between the Director of Nursing & Quality (clinical risk) and the Trust Board Secretary (non-clinical
risk).
Embedding of assurance processes via Board Committees is underway and it is acknowledged
that this is not a quick fix. Milestones have included:


a Trust Board Workshop on risk horizon scanning with the output set out in a strategic risk
plot, to more readily identify the strategic risks for new financial year. This facilitated the
population of the Board Assurance Framework (BAF) for 2015/16, and the acquisition of
assurances throughout the year from internal and clinical audit teams. This process and full
Board involvement and engagement has given confidence about the design and operation
of controls which mitigate these significant risks;



between January and March 2015, agreement by the Audit Committee of the internal audit
programme for 2015/16 and by the Quality Assurance Committee of the Clinical Audit Plan.
The Audit Committee reviewed both plans in March 2015;



a revised Risk Management Policy approved by the Executive Quality and Clinical Risk
Group and Executive Performance and Corporate Risk Group in February 2015, noted by
the Audit Committee in March;



the senior groups of the Executive as from 1st April 2015 are the Executive Quality and
Clinical Risk Group and an Executive Performance and Non-Clinical Risk Group. These
Groups have been forming over the past two months and are now established and
operational working to their Terms of Reference;



as from 1st April 2015 two Assurance Committees reporting to Board; the terms of
reference of these and the Executive’s senior groups were reviewed by the steering group
on 19 November 2015;



the introduction of letters of assurance from Assurance Committee Chairs to the Trust Chair
at the end of each financial year, setting out their review of assurances of control systems
during the year. Letters of management representation by Executives and their direct
reports to the Chief Executive about disclosure of quality failings and unmitigated risks has
been discussed but will not be introduced yet.
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3.2

Provider Compliance Assessments and Peer reviews

We continue to improve our use of provider compliance assessment (PCA) tools and roll out of
peer reviews. The peer review tools have been refreshed to reflect the CQC Key Lines of Enquiry
(KLoE). The essential standards have been mapped to the KLoE’s enabling staff to transition to
the new standards.
Training has been provided and a programme of standards to be peer reviewed is in place within a
quality assured process. As action plans are developed the Regulation and Compliance Team are
involved to provide an objective view of the actions proposed. A time-limited peer support team
has been established to work alongside teams in the community to ensure standards are being
met and can be evidenced.
Quality Strategy and Priorities
Quality priorities for 2014/15 were disseminated through our Quality Matters newsletter with an
update provided on our performance against them each quarter. We set up a visual display at
Trust headquarters for all staff and staff accessing the site for training, displaying the quality
priorities and our performance against them. Posters and flyers were printed and sent to every
clinical area outlining the priorities and these are evident on internal quality visits on the wards and
clinic areas.
A series of staff workshops were also held throughout September 2014 to engage staff in
reviewing the quality strategy. At the Trust Annual General Meeting held in September 2014, we
included five questions for staff, patients, public and stakeholders that included consideration of
quality priorities for the Trust.
The Quality Strategy for 2015-2018 was presented at the March 2015 Board. This sets our
Strategic Quality Objectives and Annual Quality Priorities, and our refreshed approach to ensuring
high quality care for all our patients, to measuring quality and data quality assurance, to quality
governance, and to identifying and managing key risks to quality.
The Quality Objectives will be reviewed regularly to ensure that they remain relevant and continue
to support our Trust vision and strategic goals.
Annual quality priorities for 2015/16
Flowing from the Quality Strategy are the three Annual Quality Priorities areas and indicators to be
taken forward in 2015/16:


patient experience - lessons learned from the findings from local investigations and reviews
will be shared beyond the team involved to improve the experience of our patients;



safety - to promote safe and therapeutic staffing levels within community mental health
teams (including home treatment) and district nursing teams;



clinical effectiveness - support staff to implement the National Institute for Health and Care
Excellence (NICE) quality standards with accessible, user friendly guidelines and policies to
enable the provision of high quality evidence based care to our patients.

3.3

Progress against the Blueprint key deliverables

All 4 of the key deliverables set for this theme have been delivered and are rated Green
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4

Staffing

Blueprint May 2014 – Staffing
“Staffing – having the right levels and mix of skills, experience and knowledge, in the right place is fundamental to delivering consistently high quality care. We are committed to recruiting and
retaining a workforce that can flex the skills and capacity to where they are needed.
A review of staffing levels was undertaken as part of Trust recovery and an escalation tool
introduced to highlight areas where wards are not appropriately staffed. In response, further
action and assurance came from the Director of Nursing and Quality and the Medical Director and
additional funding was committed. We will review staffing levels on an ongoing basis and further
refine the escalation tool to ensure it incorporates professional and clinical judgement alongside
staffing levels.
We also commissioned a review of Crisis and Home Treatment service and in-patient mental
health acute wards, which gave assurance that staffing levels were appropriate numbers, but that
we must do more to ensure the appropriate skills mix.
A clear escalation process for in and out-of-hours has been introduced and Directors regularly
review this information. A recruitment and retention group was established to improve the
efficiency of recruitment processes and to reduce the vacancies within the Trust.”

4.1

Setting Staffing Levels

Implementation of the February 2014 nurse staffing levels plan was achieved in community
hospital wards (13 older people’s physical health / rehabilitation wards). Of the 17 adult / older
people’s mental health wards the February 2014 plan has been implemented in 12 of the wards. In
this plan there were four wards that were assessed as being able to safely reduce the staffing
levels but on further review this was not found to be possible due to the acuity / dependency of the
patients. The other ward (older people’s mental health) was also reassessed and professional
judgement considered an increase in ratio of registered to non-registered nurse was required. Of
the specialist mental health wards (two) the February 2014 plan has been implemented.
In August 2014 our Board agreed revisions to the staffing plan including additional funding for the
three acute mental health wards (Haven, Dudsbury and Seaview) and additional investment for
Harbour Ward and Alumhurst Ward.
This addressed the wards where the February 2014 Plan was not implemented as the report
initially recommended. All wards now have clearly defined and funded levels of staffing.
4.2

Achieving Staffing Levels

Staffing however remains the biggest risk to the organisation. We are not succeeding in achieving
the levels of recruitment and retention we want. We have been experiencing high numbers of
qualified nursing vacancies, which is consistent with the national picture, and have been
competing with local NHS organisations to attract applicants from the same limited pool of
suitable people. Mental Health and Prison Health Care Services are the most difficult areas to
recruit nursing staff, particularly in Older Persons Mental Health Services. The achievement of our
agreed staffing levels thus continued to be one of our main areas of concern and a key area of the
Board’s focus.
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Action taken in the last year included:


a Recruitment and Retention Project Group chaired by the Chief Executive led on a full
review of the Trust’s position and implementation of a robust plan to fast track recruitment
and retention initiatives, and then continued focus on improvement by the Recruitment
and Retention Project Group;



a Board Workshop devoted to improving retention and recruitment. Areas of activity
identified included ensuring recruitment operates effectively and efficiently; a focus on
retention; and using lateral approaches to re-define the recruitment;



a number of initiatives to support attraction and retention such as “refer a friend” scheme,
secondment to undertake pre-registration training, return to practice placements, national
advertising through radio campaigns, overseas recruitment, skill mix reviews and service
reconfigurations, health professionals recruitment/careers fairs, relocation allowance, coordinated approach to generic rolling adverts, early job offers for RMN graduate nurses
from Bournemouth University and developing a flexible professional central nursing
support team;



ongoing actions to improve the end-to-end recruitment process: time to hire has reduced
from an average of over 10 weeks in March 2014 to about 8 weeks in March 2015.

We continue to provide information to NHS England about the registered and non-registered
nursing on day and night shifts. There is a monthly report to the Board on inpatient staffing levels
highlighting wards that have a higher ratio of red shifts (where actual staff on duty fell short from
what was planned, either in numbers or in skill mix). Shifts are displayed daily on the ward
notice boards.
The Blueprint included a target reducing the use of agency staff. Whilst we were committed to a
reduction in the use of agency staff this has had to be balanced against the risk of not having
adequate staff on each shift due to vacancies and difficulties experienced in recruitment. No
specific target has therefore been set.
The new HR Strategy was approved by the Board in March 2015.
4.3

Training

We remain committed to achieving our target in mandatory training (95%) and have taken action in
supporting our staff to access these courses:


monitoring mandatory training at our Performance Review Meetings, identifying percentage
compliance by directorate and team together with Board reporting;



mandatory training exception reports were introduced in February 2014 with a web based
reporting system for managers to use;



incremental pay progression linked to completion of mandatory training completion has
been agreed with the unions;



a new e-appraisal system enabling individual staff to access and view their complete
training record including mandatory training due, outstanding and completed;



new more flexible methods of delivering training were well received, with a new Information
Governance video, e-assessments and new workbooks.

Progress has been made but at 91.19% in March 2015 we have not yet reached our target level of
95% for this training, and this will remain a focus for improvement in 2015/16.
4.4

Progress against the Blueprint key deliverables

Of the thirteen key deliverables set for this theme, eleven have been delivered and are rated
Green, and two discussed above have been deemed as not delivered and thus rated Red.
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5

Performance and Information Reporting

Blueprint May 2014 – Performance and information reporting
“We have done much to improve the monitoring and reporting of performance at team,
Directorate, Committee and Board level, taking best practice into consideration as highlighted in
the Monitor Quality Governance guidance.
The integrated corporate dashboard has been significantly updated to include directorate
performance set against updated quality metrics, as well as overall Trust performance that is now
tracked with trend analysis over a 13 month period.
Further improvements to the way we track team and directorate performance have been
introduced, with team outcome reports that drill down to ward level now available across a range
of metrics and the introduction of directorate performance review meetings. These meetings
review and challenge quality metrics with a focus on ensuring swift action is taken where changes
in performance are identified.”
5.1

Reporting

The Trust has a clear vision of being an organisation that is truly enhanced by the use of
Information Management and Technology (IM&T) and utilises technology in the best possible way
to support patient care. A two year plan to introduce a comprehensive electronic management
information system was included firstly in the interim IM&T strategy approved in January 2014 and
then again in an updated IM&T strategy approved in January 2015. We appointed a Head of
Information who has brought the strands of performance and information reporting together to
provide a holistic approach, ensuring this activity drives quality improvements.
As a result of our recent locality management restructure, our internal reporting has been updated,
and Business and Performance Teams have been reshaped to support this.
5.2

Review of quality metrics and integrated corporate dashboard

The integrated corporate dashboard and report continued to evolve over the year to meet users’
needs. A report to the August 2014 Board included a revised executive summary with enhanced
narrative and reporting on The Blueprint deliverables. Deteriorating performance was clearly visible
with 13 month rolling trend lines and continues to be reported as part of the improved reporting.
The review of quality metrics was completed and a revised set of metrics agreed to improve Board
to Team sight of performance and standardisation of team level reporting.
Work has been completed to implement a new dashboard which will be used at team, locality,
directorate and trust levels, incorporating the quality metrics, and with internal benchmarking
functionality, allowing teams and services to compare their own performance against peer groups.
This is a significant milestone for the Trust in our journey to introduce a more robust performance
led culture, providing meaningful information to clinicians and services and enabling pro-active
decision making and improvement action.
This forms the basis of the new Integrated Corporate Dashboard agreed after consultation with
staff, clinicians and Board members, and implemented in April 2015. It provides the clear line of
sight from Board to Team, and has been subject to a rigorous data quality assurance process,
which has included Internal Audit involvement.
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5.3

Progress against the Blueprint key deliverables

All 5 of the key deliverables set for this theme have been delivered and are rated Green

6

Partnership Working and Participation

Blueprint May 2014 – Partnership working and participation
“Partnership working and building a local coalition for quality and service improvement are critical
for us to successfully move to delivering patient-centred, integrated services. A summary of our
partners and stakeholders can be found in Appendix 3 [of the original Blueprint].
We know that in the past there were many fractured, dysfunctional relationships, both internally
and externally and we have been working hard to repair and rebuild these. Confidence has been
restored in some cases, but those relationships are still fragile and we recognise there is much
more to be done.
We intend to develop formal and informal mechanisms to improve our partnership working and
build strong working relationships, including seeking opportunities to work more closely with local
partners such as the Health and Wellbeing Boards, and Healthwatch Dorset.
We will strengthen our partnership with Bournemouth University, which brings benefits including
supporting innovation, attracting and retaining high quality staff, professional development and
research opportunities. We will work with the university to ensure our new models of service
delivery are based on best evidence, supported by training and robustly evaluated. We also
recognise that our services will be most effective and of the highest quality where we have
involved local people and patients in their design and delivery and have listened to and acted on
what people tell us they want from our services.
Our ambition for participation is to empower individuals and their carers in their interactions with
our services. We will work much more closely with our local population, to determine the future
direction and design of our services. We will welcome 360 degree feedback and introduce
rigorous mechanisms to understand local experiences of our services, local perceptions and
people’s ambitions for our services.
We will build on the work done to date to strengthen the Council of Governors and continue to
develop and support them in their role in the organisation and seek to expand the membership of
the Trust, so that we may genuinely hear from every part of our local population.”

The Organisational Development Strategy, Participation Strategy and Communication Strategy
were approved at the August 2014 Board meeting.
6.1

The Participation Strategy

The Participation Strategy is the next step on from the Patient And Public Engagement Strategy
2011–2014, which set a strong vision and direction of travel for the Trust to fully involve patients
and the public in its work and their care.
The Participation Strategy stretches our ambition even further, so that beyond engaging and
involving people, they are actively empowered in their relationship with Dorset Healthcare, whether
locally resident or someone accessing our services. The objectives of the strategy are:


to make sure the voices of patients, service users, carers and local people are present
throughout Dorset HealthCare, in its services and in setting the strategic direction;



to give patients and service users, carers and our staff the confidence, knowledge and skills
to make individual participation and patient-centred services a reality;
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to strengthen collective participation, so that we may be held to account and may hear
patient and public voice, ensuring we involve all in the constant improvement of our
services;



to strengthen our insight and feedback mechanisms to ensure we are listening to and acting
on what patients and local people tell us they want from our services.

The Participation Strategy set out an ambitious timescale for delivery and the Trust must remain
ambitious whilst ensuring it allows adequate time to co-produce the appropriate mechanisms and
behaviours to make participation a reality at Dorset HealthCare.
Reflecting this, a participation and public engagement workshop in December 2014 continued the
developmental conversation about how the Trust should build strong relationships with local
communities. The feedback was that the public want the NHS to engage within existing forums
rather than constantly creating something new, so we have begun to work more closely with the
Clinical Commissioning Group to identify opportunities for joint engagement initiatives built around
the thirteen Dorset localities. We established some local participation pilots, to test out ideas for
improving engagement and involvement of patients and the public. We were also pleased to be
selected to be a national pilot site for Information Standard implementation: we received funds to
improve the way we identify and use patients’ communications needs and preferences to provide
more personalised care.
6.2

The Council of Governors

Strengthening the Council of Governors has been and remains a priority, given the vital role of
Governors at the heart of our Foundation Trust. The Council is a dynamic and constant connection
to local communities and the people we serve and we have worked hard to improve its
effectiveness and to enable it to influence all areas of Trust activity where appropriate.
In January 2014 an external trainer, Claire Lea was appointed to work with the Council on its
development and priorities.
A further step to strengthen and facilitate the effectiveness of the Council was to reduce the
number of members in April 2014. This reshaping led to new Governor appointments and the
opportunity to collectively determine future development and training needs. During the period of
change for the Trust, Lead Governor Patricia Scott kindly remained in-post for a longer period and
a new Lead Governor, Chris Balfe, was appointed at the Annual Members’ Meeting on 18
September 2014.
The Council has had training days in May, June and October 2014, and an Awayday in February
2015. The content has been developed in conjunction with the Chair and the Lead Governor. At
each of these sessions the discussion and activity has focused on elements of the Council’s role
and functions; relationships with the Board; Membership and Governor engagement; and public
participation. Much of the focus has been on supporting the Council to be proactive in its
relationships and to identify how it connects to local people and brings back insight and feedback
to the Board.
The Council was invited to have an integral role at this year’s Annual Members’ Meeting in
September 2014. Governors identified what they consider to be five of the most important issues
for the Trust, and led discussion groups throughout the afternoon of the Members’ Meeting, inviting
feedback on the themes of local, personal and integrated care; older people’s health and
wellbeing; mental health; trust promotion; and engagement and participation. The feedback from
the Council was positive about the principle of connecting to Trust Members in such a direct way
and being able to openly discuss important topics with people from a range of backgrounds.
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6.3

Bournemouth University

A proposal for renewing the Memorandum of Understanding between Bournemouth University and
Dorset HealthCare University NHS Foundation Trust was first drafted in April 2014. A joint paper
from the Trust and Bournemouth University was presented to the October 2014 Trust Board, and
was approved by the Bournemouth University Senate on 29 October 2014, confirming the
Memorandum of Understanding.
A joint official signing event is being arranged between the Trust Board and the University Senate
for early summer 2015 and a programme of joint work is being developed for 2015/16
As a foundation Trust with University status Bournemouth University is one of the Trust key
partners. Over the next year the Trust is committed to deepening the partnership with the
University by not only working with the school of Health and Social Care, but the University as a
whole.
The aim of this work will be to support innovation and research with the Trust and help the Trust
achieve its Strategic Goals of becoming a national leader in the delivery of integrated care and
support its goal of being a learning organisation.
As well as working with the Trust on professional and organisation development again helping the
Trust achieve its Strategic Goals around having a skilled, diverse and caring workforce, who are
proud to work for Dorset HealthCare, to provide high quality care; first time, every time, and to be a
valued partner and expert in partnership working with Patients, Communities and Organisations
We will review how we are working together is reviewed during quarter four with any revised
proposals being developed for the new financial year 2016/17.
6.4

Progress against the Blueprint key deliverables

All 3 of the key deliverables set for this theme have been delivered and are rated Green

7 Ongoing monitoring of the Trust`s delivery against the six key
themes set out in the Blueprint
7.1

Remaining undelivered deliverables

This document marks the end of the Trust’s monthly reporting and its progress against delivering
against the six key themes set out within The Blueprint.
There are only four deliverables that were not met within the year timetable of The Blueprint.
Two i.e. The Estates Strategy and The Performance measures for the new Strategic Plan are
awaiting papers to go the May and June 2015 Board Meeting to be complete.
The remaining Two; To carry out a root and Branch review of Recruitment and Retention and
Review of Mandatory Training, remain ongoing issues for the Trust and progress against these
deliverables is reported to The Board through the HR Report and the new Trust Board Integrated
Corporate Dashboard.
7.2

How will progress be maintained?

Lots of progress has been made over the last year through the Blueprint process, but how will the
Board know that the Trust is continuing to make progress going forward?
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This will happen in two ways:
On a month to month basis
The six key themes of the Blueprint map to the five key themes (Are we Safe, Are we Effective, Are
we Caring, Are well Led, and Are we Responsive) of the new Trust Board Integrated Corporate
Dashboard, in the following way:

Are we Safe

Organisational
development
and our people
Governance,
quality and risk
management
Staffing

Are we
Effective

Are we Caring

Organisational
development
and our people
Governance,
quality and risk
management
Staffing
Performance
and information
reporting

staffing

Partnership
working and
participation

Are we Well
Led
Board and
leadership
development
Organisational
development
and our people
Governance,
quality and risk
management
Staffing

Are we
Responsive

Staffing

Partnership
working and
participation

Therefore on a month-by-month basis the Board will see if there are any concerns within in any of
the key themes as they are reported through the Trust Integrated Corporate Dashboard.
At a strategic level
Through the work of the Blueprint the Trust has produced a new set of Strategic Goals as well as
supporting strategies for HR, IM&T, Estates and Quality.
All of these Strategies have work programmes developed with them. The newly formed
Programme Management Office (PMO) will be monitoring the delivery of these work programmes
on a month-by-month basis. This process will be described in detail within the The Performance
measures for the new Strategic Plan paper to be presented to the Board in June 2015.
The Trust has set seven new Strategic goals. Progress in delivering against these seven new
strategic goals will be reported annually and again this process will be described in detail within
The Performance measures for the new Strategic Plan paper to be presented to the Board in June
2015.
7.3

In summary

Through the monthly reporting within the Trust Board Integrated Corporate Dashboard, the
developing monthly PMO Report and Annual Report of progress against the Trust’s seven new
strategic goals will provide the Board with a line of sight so that it can continue to monitor the
Trust’s progress against the six key themes within the Blueprint, as the Trust strives to become
“Better Every Day”.
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Steve Hubbard
Director of Strategy and Business Development
Dorset HealthCare University NHS Foundation Trust
30 April 2015
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As at 30 April 2015

Theme
General
General

Progress against The Blueprint key deliverables

Deliverable
New strategic plan and objectives, outcomes and performance
measures
Estates strategy to the Board

General
Board & leadership
development
Board & leadership
development

IM&T paper to the Board
Deliver a development programme for the Board

Organisational
development and
our people

Develop a communications and content strategy to ensure we have the
appropriate formal and informal channels and feedback mechanisms in
place to enable the timely and transparent flow of information across
and around the organisation
Review staff involvement in the development of QIPP and CIP projects
across the Trust

APPENDIX A

RAG
Outcomes planned for
June Board
To be presented to May
Board

Strengthen the board by appointing a Director of Strategy and Business
Development, having been unsuccessful in efforts to date to recruit to
this new post
Board & leadership Make permanent appointments to the posts of Director of Nursing and
development
Quality, and the Director of Finance and Performance
Board & leadership Appoint a further two non-Executive directors
development
Board and
Agree a programme for ward and team visits, to include the purpose,
leadership
frequency and content of the visits
development
Organisational
Develop and deliver an organisational development framework that will
development and
enable us to: develop and articulate our vision and purpose; drive
our people
cultural improvement; build trust; support a single patient focus and
empower all of our staff to deliver the very best for our patients

Organisational
development and
our people
Governance, quality
and risk
management
Governance, quality
and risk
management

Work with PM Governance to develop our risk management and to
support the implementation of systems and processes to embed a
culture of risk management
Review the training and proposed rollout of peer review processes to
assess compliance with CQC standards and consider further, alternative
ways to ensure that timely actions are taken to address any areas of noncompliance
Governance, quality Refresh the Trust Quality Strategy to ensure its objectives are SMART
and risk
and that quality goals are aligned to business objectives. We will involve
management
staff and stakeholders in the refresh
Governance, quality We will clearly communicate our quality priorities through a range of
and risk
channels, including information displays in clinical and non-clinical
management
areas, so that we may be held to account
Staffing
Carry out a root and branch analysis of recruitment and retention issues Analysis undertaken, but
recruitment remains a
risk area
Staffing
Continue Implementation of the staffing plan agreed by the Board in
February 2014
Staffing
Ensure systems are in place to monitor the key metrics agreed by the
Board including staffing levels and a reduction in the use of agency staff
to within agreed tolerance limits:
Staffing
To agree a plan to implement a range of quality metrics to monitor
performance at team, locality and Board level.
Staffing
To monitor the achievement of the agreed staffing levels in terms of
absolute numbers, proportion of qualified and unqualified staff and the
use of agency, locum and bank staff.
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As at 30 April 2015

Progress against The Blueprint key deliverables

APPENDIX A

Theme
Staffing

Deliverable
To set a target for a reduction in the use of agency staff in inpatient
wards.

Staffing

Ensure an internal audit is undertaken on the appropriate staffing ward
RAG tool, specifically examining the quality assurance of the tool and
how regular checks are undertaken
Be open and transparent about staffing levels on a daily basis through
displays on notice boards on wards and by publishing information on our
website for all inpatient wards
Review mandatory training compliance and develop an action plan to
Further improvement
address non-compliance by directorate
required to meet target
levels in all areas
Roll out e-rostering for inpatient services in Children and Young
People’s services1, to improve production of off-duties and give this
facility increased senior oversight
Roll out e-rostering for inpatient services in Mental Health2 to improve
production of off-duties and give this facility increased senior oversight

Staffing

Staffing

Staffing

Staffing

Staffing

Staffing
Performance and
information
reporting
Performance and
information
reporting
Performance and
information
reporting
Performance and
information
reporting
Performance and
information
reporting

Roll out e-rostering for inpatient services in Community Health
Services3 to improve production of off-duties and give this facility
increased senior oversight
Review the community hospitals’ staffing levels using the safer nursing
care tool as part of ongoing monitoring
Develop an information and performance plan for the Trust, which will
include a comprehensive electronic management information system
that will give access to key metrics at team level across all domains of
quality, workforce, performance and finance
Implement changes from the review of quality metrics to improve Board
to ward sight of performance
Ensure internal audit is conducted on the reporting of quality metrics

Implement standardised team level reporting across all domains

Continue to improve the integrated corporate dashboard and report,
including enhancing the quality of the narrative about interdependences
across metrics, providing further insight and context and clearly
identifying deteriorating performance
Partnership working Develop a strategy and work programme to maximise individual and
and participation
collective participation at Dorset HealthCare, recognising patients and
local people as equal partners and valuable assets in all of our work.
Elements will include an insight dashboard and the introduction of 360
degree feedback
Partnership working Introduce training and development opportunities for the newly-formed
and participation
Council of Governors, to focus on their role, the role of the Lead
Governor, the effectiveness of the Council overall and the way that
information flows between the Council and the Trust
Partnership working Agree a new Memorandum of Understanding with Bournemouth
and participation
University

2

RAG
Levels monitored but
agency levels left flexible
to ensure safety
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Introduction
The purpose of this document is to develop a set of strategic objectives for the development and management of the Trust’s estate as well as
show how these objectives will support the Trust in the delivery of the Trust’s seven strategic goals.
The document will also show how the Trust plans to maintain its current Estate through the use of its ongoing Capital Investment Plan, as well
as how it plans to develop a wide reaching Major Capital Investment Strategy.
This document creates a supporting strategy to the Trust Five Year Strategy 2015 – 2020.

Background
The Trust
Dorset HealthCare University NHS Foundation Trust provides a comprehensive range of community and mental health services through 5,000
staff and a budget of £240 million to a population estimated at 754,000 people.
These services are delivered across 13 GP localities in Dorset and the unitary authorities of the Borough of Poole and Bournemouth Borough
Council. We also deliver the Steps to Wellbeing Service in Hampshire and Prison Health Services in Devon.
The Trust operates from a complex portfolio of property. The Trust has a formal interest in 58 sites and provides services from a further 248
premises on a less formal basis, these include acute hospitals, schools, community facilities, GP surgeries etc., where the quality and clinical
suitability of all of these different sites varies considerably. One of the key objects of developing this Estate Strategy is to ensure that the Trust
delivers its service from clinical safe sites of good quality.
The Trust’s property portfolio has evolved over many years and is the result of a historical number of mergers and agreements. There are over
300 properties from which the Trust delivers activity.
The Trust’s current total property spend is £18.5m.
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NHS Five Year Forward View
The NHS Five Year Forward View is a clear strategic framework for transforming Health and Health Care systems. In developing this Estate
Strategy for the next 5 years the Trust needs to recognise the changes the Five Year Forward View will have on the Trust’s clinical models and
therefore the estate from which these services will need to be delivered from.

Dorset Clinical Services Review
NHS Services in Dorset are not clinically or financially sustainable in their current form. To meet the increased demand for services, public
expectation and workforce challenges within the available resources will be very challenging. If nothing changes in the way services are
provided, Dorset will face a predicted shortfall between the income it gets and rising costs in excess of £200 million in five years.
In response to these challenges the Dorset Clinical Commissioning Group (CCG) established a whole healthcare system Clinical Services
Review, looking at how services may be delivered in an integrated way across health and social care, and between hospital and primary and
community services. It is anticipated that public consultation will commence in August 2015 with decision-making and implementation from
2016/17.
It is proposed that this Review will make proposals that will have a far reaching impact on how and where health services are delivered within
Dorset. A core component of the review is how more services can be delivered in an integrated way in “out of Hospital” settings.
Therefore the outcomes of the Clinical Services Review will have a major impact on the type, nature and location of the estate the Trust will
need to deliver its services from in the future.

Better Together
Linking to the Clinical Services Review, Dorset HealthCare is working with the three local authorities in Dorset and Dorset CCG on “Better
Together”. This is a Dorset-wide initiative that aims to change fundamentally the way health and adult social care services are delivered in the
future.
Key projects include early intervention and prevention, helping people to stay independent for longer and receive care and support in their
homes or closer to their homes, delaying the need for long-term care and unnecessary hospital admissions.
Again this will have an impact on the type of estate the Trust will need in the future.
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The Trusts Strategic Estates Objectives
As described above the Trust operates out of a complex portfolio of property. This portfolio has evolved to meet the needs of different historic
organisations and services through time and as such has not been strategically planned to meet the needs of the services and populations the
Trust now serves.
The Challenges of the Clinical Serves Review, the NHS Five Year Forward View and Better Together provides an opportunity to look again and
re-design services and therefore the sites from which they are delivered so that they better meet the needs of the people that they serve.
To help take advantage of the above opportunities the Trust is setting the following Strategic Estates Objectives:


To provide good quality facilities for the delivery of the Trust`s services;



To support the delivery of integrated locality based services in line with the aspirations of the Five Year Forward View, the Clinical
services Review, and the Better Together Programme;



To find new ways of delivering Estates solutions that meet the challenges of delivering healthcare now and in the future;

By delivering on the above three key Estates Objectives will help the Trust deliver against its seven Strategic Goals which are set out in the
Trust`s Five Year Strategy 2015 to 2020 and Annual Plan 2015/16.
The following sections of this document will describe how the Trust plans to deliver against each of it 3 Strategic Estates Objectives which in
turn will lead to the development of the Major Capital Investment Strategy.
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To provide good quality facilities for the delivery of the Trust`s services
Current Estate Profile, its Condition and Performance
As mentioned above the Trust has a formal interest in 58 sites and provides services from a further 248 premises on a less formal basis. To
understand the condition and performance of the 58 key sites that the Trust has a formal interest in. The Trust commissioned Oakleaf
Surveyors in December 2014 to undertake a 6-Facet survey i.e. what the Physical Condition, Statutory Compliance, Space Utilisation,
Functional Suitability, Quality Audit and Environmental Management of these key 58 sites.
The overall summary of the Trust’s property grading, is as follows.
Of the 58 sites that the Trust has a formal interest in:





2 were Grade A, Good, performing as intended;
32 were Grade B, Satisfactory, with only minor deterioration;
21 were Grade C, Poor, exhibiting defects and/or not performing as intended;
And 3 were Grade D, Bad, life expired and/or serious risk of imminent failure.

When assessing the backlog maintenance the survey found:

The total cost of the current condition backlog maintenance works is £8.265m. This figure is broken down by risk category as follows:
•

Low Risk

£1.782M

(22%)

•

Moderate Risk

£3.119M

(38%)

•

Significant Risk

£2.675M

(32%)

•

High Risk

£0.690M

(8%)
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As a result of the Physical Condition element of the Six Facet Survey, the backlog maintenance requirements to bring the buildings up to a
Grade B standard has been identified, with the requirements associated with High Risk and Significant risk being met within the 2015/16
Capital Plan described below.
The survey included a five year forecast for each property. The total five year requirement is £22.279m, but some properties will be included in
the various service reconfiguration schemes over this period and the future maintenance requirements will be incorporated into these projects.
Thus a reduced annual maintenance figure can be accepted.
It is intended to review the Six Facet Survey on an annual basis, with one third of the portfolio being reviewed each year. This will provide a
more in-depth and up-to-date consideration of the backlog maintenance requirements.
The reactive maintenance work undertaken by the Estates Maintenance team provides the balance between the capital development
programme and the identified building maintenance risks. The ideal balance between planned preventative maintenance (PPM) and reactive
work is 80:20. The PPM work involves reviewing major infrastructure equipment and planning the replacement programme before the item fails
and becomes a reactive maintenance issue. Historically the Estates team has had insufficient resources to deliver this system for a number of
years and hence the reactive maintenance tasks are averaging over 1200 calls per month.
A plan to resolve these historic funding issues was presented to the Trust’s Finance, Investment and Performance Committee in February 2014
and the team is working hard to restore the balance between planned preventative maintenance and reactive work.
Within the PPM programme are all the statutory inspections and checks. Until all these items are loaded into the MICAD system and monitored
by the APs, the Trust is at risk. The current PPM system consists of the trade’s staff being issued with paper dockets with the required
inspections to be done. Contractors are employed to undertake the remaining PPMs.
The Trust’s capital investment programme is designed to remove the high and significant risk items from the identified backlog maintenance
summary. Further work on the moderate and low risk elements will be undertaken during the annual capital programme if they are contained
within any of the service reconfiguration projects.
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Ongoing Capital Plan
The Trust’s ongoing capital investment programme is designed to remove the high and significant risk items from the identified backlog
maintenance summary. Further work on the moderate and low risk elements will be undertaken during the annual capital programme if they are
contained within any of the service reconfiguration projects.
The Trust’s five year capital programme is listed below and covers the period 2015/16 to 2019/20.
Description
Refurbishment Building Schemes
New Building Schemes
Maintenance - Routine Non Backlog Statutory Compliance Schemes
Maintenance - Routine Non-Backlog Service Reconfiguration
Schemes
Maintenance - Backlog Infrastructure Schemes
Major Equipment
General Equipment
IM&T Projects
IM&T General
IT Total
Total Capital Programme

15/16
Plan A

16/17

17/18

18/19

£000
70
0
4,082

£000
70
0
3,853

£000
70
0
4,294

£000
0
0
3,710

2,508
1,401
676
1,370
56
1,426
10,163

4,866
2,270
564
1,153
100
1,253
12,876

3,454
1,431
419
1,048
85
1,133
10,801

3,164
1,199
430
1,475
95
1,570
10,073

19/20

Total

£000
0
0
2,435
1,563
1,199
380
2,231
75
2,306
7,883 55,897

The 15/16 plan has been agreed by the Board with £3m being invested into the programme from reserves. The following years at this stage
only represent a forecast and as part of each year’s planning round a detail plan will be developed and presented to the Board for approval.
The annual property depreciation provides the main funding for the capital budget. All major investments are funded separately and result from
the Trust’s business development programme through the business case process.
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At this stage this capital plan does not assume any investment in major property schemes except the £4m already approved by the Board to
refurbish the St Ann’s site.
The development of a major capital investment strategy will be covered later in this Paper.
Approximately £7m of funding each year for the capital programme comes from the annual property deprecation with the remainder being
made up from investments from reserves.
The above forecast for the 4 years 16/17 to 19/20 assumes £28m worth of funding coming from deprecation, with the Trust using this funding to
support the forecasted £25.9m worth of expenditure the forecasted routine backlog maintenance of high and significant risk.
The balance is made up with the Trust then making choices around further investment into Equipment and IM&T based on its financial
performance at the time.
Other sources of funding for the capital programme include receipts from site disposal.
The current site disposal programme is expected to deliver £4.4m of capital for reinvestment by the end of the 15/16 financial year.
The small Capital Development team manages the delivery of the capital investment programme once agreed annually by the Trust Board. The
Capital Investment Group (CIG) and the Space Utilisation Group (SUG) meet monthly to review the capital expenditure and deliberate over the
allocation of space. The process of agreeing the capital programme commences in October each year with a draft Five Year Plan being
submitted to the Trust Board in the following January for final approval in March. Inevitably the main bulk of the minor reconfiguration schemes
are concentrated in year one of the capital investment programmes, with the backlog maintenance, new builds and strategic IT projects spread
throughout the following five years.

Development of Estates Team
The Estates Department was formed from the previous mergers of stand-alone Trusts. In 2013 the East and West Estates Teams were
completely separate. They worked on different Computer Aided Facilities Management (CAFM) systems; the tradesmen had different shift
patterns, different on-call arrangements and different trade structures. The statutory compliance regime was non-existent and there were
insufficient Authorised Engineers and Authorised Persons in the department structure.
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A Paper to resolve the Estates issues was submitted to the Trust’s Finance, Investment and Performance Committee in February 2014 and
authority was granted for an increase in the Estates and Facilities structure of 18.32 wte posts.
During 2014/15 the Estates and Facilities Division has been formed, initially in the Finance Directorate, but more recently in the Strategy and
Business Development Directorate. The CAFM system, MICAD, has been deployed across the whole of Dorset and is now used by all Estates
and Ward staff to report and manage reactive maintenance requests. The introduction of the planned preventative maintenance module on
MICAD is expected to be operational by September 2015.
A programme of recruitment for the seven Authorising Engineers is now almost complete. The appointment of sufficient Authorised Persons
(AP) is well underway with training and inductions were completed by 31 March 2016.
The harmonisation of the Estates trade staff job descriptions, shift patterns and on-call arrangements is expected to be completed by
September 2015. Recruiting of qualified people remains a significant issue with 15 of the 55 posts within Estates being vacant for over a year.
The Soft Facilities Management (FM) services are managed by a combination of the community hospital Matrons in the West of the County and
the Facilities Services team. The Executive Group agreed a proposal to form a combined Estates and Facilities Division in the Finance &
Performance Directorate in August 2014. The process of forming up a Facilities Group is on-going. The MICAD Credits for Cleaning (C4C)
software is being introduced to monitor cleaning standards across the Trust sites.
The Estates and Facilities Division (EFD) provides the essential support services to the localities. There are three delivery groups, a Capital
Development team, an Estates Maintenance Team and the Facilities Management Services. The three delivery groups are supported by a
Business Support Group.
The Headquarters and Business Support Team is based in Sentinel House, Poole. The Estates Team is based at Forston Clinic and Shelley
Road, Boscombe. The Facilities Team is based at Forston Clinic and St Ann’s Hospital, Poole.

Statutory compliance
The Health Technical Memorandum HTM00 sets out eleven areas that need to have Estates Staff trained and appointed as Authorised
Persons and external Authorising Engineers to give assurance that the Estate is being managed in a compliant manner.
Following the investment made in February 2014 it has proved very challenging to find and recruit the relevant personnel.
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The below table show the Trust’s position as of May 2015.
Specialism

AP Status

AE or equivalent Status

Electrical

In Post

Appointed

Ventilation

In Post

Recruitment underway

Medical Gas Pipeline System

In Post

Appointed

Lifts

Training Booked – July 2015

Appointed

Pressure Systems

Not Required

Not Required

Asbestos

In Post

Appointed

Natural Gas

In Post

N/A

Legionella

In Post

Appointed

Decontamination

Training Booked – September
2015

Appointed

Confined Spaces

Training being explored

N/A

Working at Heights

In Post

N/A

.
Estates Computer Aided Facilities Management System
In early 2013 the Trust selected the MICAD Computer Aided Facilities Management (CAFM) system as the most appropriate replacement for
the two Estates CAFM systems, PLANON in the West and ECLIPSE in the East.
The process to transfer the two CAFM systems into MICAD has taken much longer than was initially expected. Although the reactive
maintenance module went live in September 2014 the Planned Preventative Maintenance (PPM) will not be fully active until September 2015.
The MICAD system has a compliance module which will contain all the records of statutory inspections and provides an automatic reminder
that an inspection is due. The system will be configured to ensure all the Code 1 and 2 defects are issued as Works Orders to the relevant
Estates Authorised Persons.

Page 10 of 18

Once Planned Preventative Maintenance function is fully active a list of tests completed during each month along with the results will be
provided to the Trust Health & Safety Committee on a regular basis. The MICAD system, at this point, will provide these reports.
Privacy and dignity
Privacy and dignity issues are identified through site inspections. These include Infection Control audits, PLACE inspections and mock CQC
inspections undertaken by multidisciplinary teams including Estates. Privacy and dignity issues are also reported in the Six Facet Surveys.
Deficiencies are then fed into the Capital Development Team for inclusion in future schemes and schemes that are required to address privacy
and dignity are considered a high priority in the capital planning process.

To support the delivery of integrated locality based services in line with the aspirations of
the Five Year Forward View, the Clinical services Review, and the Better Together
Programme
There are fundamentally two key issues that the Trust needs to work towards addressing regarding the use and function of its current estate to
enable it to support the delivery of integrated locality based services in line with the aspirations of the Five Year Forward View, the Clinical
Services Review and the Better Together Programme
These two key issues are:
1. To find the best way the Trust’s estate can support the delivery of the Trust’s new integrated locality service model including defining
what is the role and function of the Trust’s Community Hospitals ;
2. To modernise the Trust’s Mental Health estate.
This section looks at each of these fundamental issues in turn as a means of developing a major capital investment strategy for the Trust.
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New integrated locality service model including the role and function of the Trust’s Community
Hospitals
There is a real need to undertake a piece of detailed work in each of the Trust’s 13 localities’ to devise an Estates Plan that will help each
locality deliver the need of the Trust’s new locality service model as well as the implication of the Five Year Forward View and the Clinical
Services Review on the role and function of its Community Hospitals.
It is proposed that this work will start with a strategic workshop with the Executive Team in the Summer 2015 followed by detailed project work
in each of the Trust’s 13 localities during the Autumn 2015, as the Trust should by then have a clearer view as to the impact of the Clinical
Services Review will have on each locality.
One of the key purposes of developing this Plan will be to identify how the Trust can reduce the number of sites it operates out of and thus
reduce its cost base while still maintaining clinical excellence.
Key elements of this work will also include:
o
o
o
o
o

The ongoing role of the St Leonards site;
The estate solution for the Purbeck project;
The estate solution for Weymouth and Portland;
The future of the Maiden Castle site;
Services on the Alderney site.
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Mental Health Estate
The Trust’s mental health estate is in need of modernisation. This is a complex problem with a large number of interdependencies.
Key issues include:
o
o
o
o
o

Lack of Female Psychiatric Intensive Care Beds;
The need for and location of the Chalbury older person’s inpatient mental health unit;
The future role of the St Ann`s Hospital site;
The future role of the Forston Clinic site;
The location of the Lindon inpatient mental health unit.

To tackle all of these interdependent issues this Paper is proposing the following work programme:

Outline Business Case (OBC) 1 – Psychiatric Intensive Care Unit (PICU)
The current provision for male PICU is delivered at St Ann’s Hospital in a 5 bed unit in Haven Ward. A Strategic business case was produced in
January 2015 that provided a strategic appraisal for a 12 bed PICU at either Forston Clinic or St Ann’s Hospital. An OBC is currently being
written to formally appraise the best long term option for this Unit, as well as devise a short term solution that will enable female beds to be
delivered in the county as soon as possible. This OBC will be presented to the July 2015 Trust Board.
OBC 2 – The Chalbury Unit
The Chalbury Unit is currently located on the first floor of the Weymouth Hospital. The unit provides in-patient services for older people with
mental ill health. The ideal location for the Unit is on a ground floor with an enclosed external space. The options are to remain in Weymouth,
return to the Betty Highwood Ward at Blandford, or a new build at Alderney Hospital or Forston Clinic. An outline business case is currently
being produced to formally appraise all of these options and make recommendations as to the long term for this service. This OBC will be
presented to the July 2015 Trust Board.
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Final Business Case 1 St Ann`s Site
It is likely that the OBC for the PICU will recommend that the PICU stays co-located with the current mental health inpatients wards that are
currently on the St Ann`s site.
This will trigger the need for a final business case for the future of the services that are currently located on this site.
Work is currently underway investigating the current value of the site and how this could be maximised to help fund future capital programmes
as well as providing the best option for the services currently located on this site.
This FBC would aim to report to the November 2015 Trust Board outlining a final solution to the St Ann`s site and the services currently located
on it.
Final Business Case 2 Forston Clinic
Again it is likely that the Chalbury OBC will trigger the need for a Final Business case for the Forston Clinic Site. This will need to support the
FBC for the St Ann’s site as well as describe the future for the current services on the site as well as the Lindon Unit.
As with the FBC for the St Ann’s site this FBC will aim to report to the November 2015 Trust Board.
Strategic Business Case 1 Shelley Road / Kings Park Hospital
There is a recognised need for a clinical hub in the Boscombe area. The Trust’s owns two properties in the area, one at Shelley Road and the
other at Kings Park Hospital. A strategic business case will be produced by December 2015 to provide an investment appraisal on the options
for the area, including the potential for the development opportunity with the Local Authority as well as other partners.
It is envisaged that these five major pieces of work will provide the basis for modernising the Trust’s mental health estate for the foreseeable
future.
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Methods of funding
The cost of the proposed above estates modernisation programme is likely to be large.
Therefore in developing the above 13 locality Estate Plans as well as the business cases, each plan or business case will formally assess the
best option for funding its proposed scheme.
These options are likely to include:


The Trust funding the development out of its own reserves;



The Trust seeking to borrow the capital to fund the development;



The proposed development being funded and built by a third party i.e. a LIFT company or other such developer and then renting
back the development to the Trust;



Or the Trust forms some sort of partnership/joint venture with a third party. This partnership/joint venture builds and operates the
proposed services/development some sort of profit/risk share with the Trust.

Each of these options has its advantages and disadvantages depending on the project that the funding is being sort for.
Due to the individual nature of all of the projects in the above programme it is proposed that each project will make recommendations
depending on which option best meets the individual project needs.
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To find new ways of delivering Estates solutions that meet the challenges of delivering
healthcare now and in the future

New ways of working
It is proposed that in the development of 13 locality Estate Plans as well as the Business Cases described above that the Trust will take the
opportunity to rethink how it provides estate’s solutions for it services.
Examples of these types of opportunity are:


Take advantage in the development of technology through;
o Telly care and telly medicine
o Remote working and the ability this has to free staff from the ties of staff bases



Where and what’s in a team base;



Where team meetings and training can be held;



Hot desking and working from home;



Hubs and what’s in them.

It’s is expected that the implementation of these types of new ways of working will enable real efficiencies to be delivered through the Trust’s
Estate.
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Reducing the Current spend
In January 2014 as part of the turnaround work PWC did for the Trust, PWC suggested that there was between £1.0 - £2.5m worth of recurring
savings the Trust could make on Estates and FM services with a further £2.0 - £5.4m one off savings through site disposal and Business Rate
rebates.
Recurring savings
PWC suggested that these saving could be made from:




Reduction in the overall footprint that the Trust operates from;
Consolidating FM services;
And savings from the Trust supply chain.

Reduction in the overall footprint that the Trust operates from
Desktop work following on from the PWC work would suggest that the Trust could reduce the number of sites it operated out of, at least 50 this
would save £1m per annum on-site rental fees.
However this work now needs to be tested clinically and will be taken forward through the development of the Estates Locality Delivery Plan for
each of the 13 localities as described above.
Consolidating FM and supply Change
During the winter of 2014/15 a consultation process was undertaken with all the Trust’s FM staff with the aim of consolidating all FM staff into a
new management structure within the Estates Directorate.
As a result of this consultation a revised hybrid model emerged that enabled some of the efficiencies of the single manage structure for FM
services to be achieved, but also recognised community Hospital Matron Duty for Nutrition and Cleanliness.
Along with the work on the Trusts’ estate supply change the Trust is planning to reduce the cost of estates and FM services through the
2015/16 Cost Improvement Plan by £600k as well as absorbing £250k worth of cost pressures.
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One off savings
The current site disposal programme will deliver £4.4m worth of capital for reinvestment by the end of the 2015/16 financial year.
More one off savings will be achieved through work currently under way looking at the St Ann`s site, as well as through site identified for
disposal through the development of the 13 localities Estate Plans.
In summary
Through work currently in train the Estates team has found £600k worth of recurring savings with a possible further £1m to come through site
rationalisation as well as £4.4m worth of capital for reinvestment with possible further releases in capital to come.

Production of a Major Capital Investment Strategy
It is proposed that the programme of work described in this document will be completed by the end of December 2015 ready to form a major
part of the Trust’s finance planning round 2016/17.
The results of which will form a Major Capital Investment Strategy being developed and presented to the Board during January/February 2016.

Delivery Plan
Project
13 Locality Estates Plans
PICU OBC
Chalbury OBC
St Ann`s FBC
Folston Clinic FBC
Shelley Road/Kings Park Hospital
Major Capital investment Strategy

Work undertaken
Sept to Nov 2015
April to June 2015
April to June 2015
Aug to Oct 2015
Aug to Oct 2015
Sept to Nov 2015

Results presented to the Board
December 2015
July 2015
July 2015
November 2015
November 2015
December 2015
Jan / Feb 2016
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Authors

Sponsoring Board
Member
Purpose of Report

Recommendation

Speaking Up and Blowing the Whistle Policy
Part 1 Board Meeting 27th May 2015
Colin Hague, Director of Human Resources
Fiona Haughey, Director of Nursing and Quality
Colin Hague, Director of HR
This report addresses part of one of the recommendations of the
Freedom to Speak Up review (February 2015) and provides a
new draft whistle blowing policy for the Trust to consider. The
report identifies the ongoing work to meet other parts of the
recommendation.
The Board is asked to:
1) Note this report
2) Consider and approve in principle the Speaking Up and Blowing
the Whistle Policy & Procedure
3) Task the Executive Directors to draft and deliver an action plan
for the organisation wide implementation of this policy and
procedure.
4) Undertake a gap analysis of the Freedom to Speak Up Review
and report back to the Board.

Engagement and
Involvement
Previous
This new draft policy and procedure replaces the Trust Whistle
Board/Committee Dates Blowing Policy dated March 2007 (version 7 dated June 2013)
Monitoring and Assurance Summary
 To provide high quality care; first time, every time;
This report links to the
Strategic Goals
 To be a valued partner and expert in partnership working with
Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research
and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To 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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1.

INTRODUCTION

1.1 In February 2013 Sir Robert Francis published the outcome of his final review (a
public inquiry) of the care and treatment of patients at the Mid Staffordshire NHS
Foundation Trust.

1.2 The Francis review has had a profound impact on the NHS and led to many
improvements across the NHS.

1.3 In June 2014 Sir Robert Francis was asked to review whistleblowing in the NHS and
he reported on the findings of this review in February 2015 making a number of
recommendations.

1.4 The review is entitled “Freedom to speak up” and aims to help the NHS create an
open and honest reporting culture.

1.5 The purpose of this paper is to address key recommendations of that review.
1.6 The paper proposes an initial response in setting before the Board of Directors a
new policy entitled “Speaking Up and Blowing the Whistle”.

2.

BACKGROUND

2.1 The Freedom to Speak Up review was established in response to what Francis
describes as a continuing disquiet about the way in which organisations deal with
concerns raised by NHS staff and the treatment of some of those who have spoken
up.

2.2 There were further concerns that the leadership in some organisations was unaware
of either the existence of problems or indeed their scale.

2.3 The review seeks to pull together the lessons from the experience of those involved
in raising concerns and from those handling concerns.

2.4 Francis comments that the anguish of staff who raised concerns was every bit as
serious as the suffering he witnessed in patients and their families during the Mid
Staffordshire inquiries.
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3.

LEGAL CONTEXT

3.1

Francis suggests that the legal and policy framework surrounding whistleblowing is
complex and multilayered.

3.2

The key acts which provide for the protection of whistleblowers are the Employment
Rights Act 1996 and the Public Interest Disclosure Act 1998 which amends the
former legislation.

3.3

The two acts are limited in their effectiveness and open to varied interpretation. By
the time they have been invoked and used, it is often too late for the person raising
concerns.

4.

KEY MESSAGES

4.1

There are 222 pages comprising the Freedom to Speak Up review and it may seem
to seek to identify five key messages from this comprehensive review but it is helpful
to understand why the Board of Directors needs to give this report their considered
attention.

4.2

The first message is that speaking up is integral to patient safety and care.

4.3

Secondly, the culture of an organisation and its leadership determine whether
people feel able to speak up.

4.4

Thirdly, when an issue or concern is raised there needs to be a simply and timely
process for dealing with it.

4.5

Fourthly, those who raise an issue or concern have a right to know that is being
taken seriously, dealt with and what the outcome is.

4.6

Lastly, when a person raises an issue or concern there must be no personal
recriminations or attempts to bully that person.

5.

Review Recommendations

5.1

The Freedom to Speak Up Review makes just two recommendations.

5.2

The first recommendation is that all organisations should implement the Principles
and Actions set out in the report. (Note - there are 20 principles and 38 actions).

5.3

The second recommendation is that the Secretary of State for Health should review
at least annually progress made in implementing the first recommendation and the
performance of the NHS in handling concerns. His/her review should be reported to
parliament.

5.4

The recommendations and principles/actions are reproduced from the Executive
Summary of the Freedom to Speak Up review in appendix 1 to this paper.

5.5

The full Executive Summary and the full review report can be found at:https://freedomtospeakup.org.uk/
Board members can view hardcopies in the offices of Director of Nursing & Quality
or the Director of Human Resources.
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6.

Focus of this Paper

6.1

This paper, proposing as it does a new policy and procedure for speaking up and
blowing the whistle, seeks to address Principle 2, Action 2.1; Principle 7, Actions 7.1
and 7.2; Principle 8, Action 8.1 and Principle 11 Actions 11.1, and 11.2. It also
touches in part on a number of other principles and actions.

6.2

Principle 2 states that “Culture of raising concerns: Raising concerns should be part
of the normal routine business of any well led NHS organisation.

6.3

Action 2.1 states that “Every NHS organisation should have an integrated policy and
a common procedure for employees to formally report incidents or raise concerns”.

6.4

Principle 7 states that”Raising and reporting concerns: All NHS organisations should
have structures to facilitate both informal and formal raising and resolution of
concerns”.

6.5

Action 7.1 states that “Staff should be encouraged to raise concerns formally and
work together with colleagues to find solutions”.

6.6

Action 7.2 states that “All NHS organisations should have a clear process for
recording all formal reports of incidents and concerns and for sharing that record
with the person who reported the matter”.

6.7

Principle 8 states that “Investigations: When a concern has been raised, there
should be prompt, swift, proportionate, fair and blame-free investigations to establish
the facts”.

6.8

Action 8.1 states that “All NHS organisations should devise and implement systems
which enable such investigations to be undertaken, where appropriate by external
investigators”.

6.9

Principle 11 states that “Support: All NHS organisations should ensure that there is a
range of persons to whom concerns can be reported easily and without formality.
They should also provide staff who raise concerns with ready access to mentoring,
advocacy, advice and counselling”.

6.10

Action 11.1 states that “The Boards of all NHS organisations should ensure that their
procedures for raising concerns offer a variety of personnel, internal and external, to
support staff who raise concerns”. (There is more detail to this action in appendix 1).

6.11

Action 11.2 states that “All NHS organisations should have access to resources to
deploy counselling and other means of addressing stress and reducing the risk of
resulting illness after staff have raised a concern”.
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7.

NEW TRUST POLICY

7.1

A new draft Speaking Up and Blowing the Whistle policy and procedure is attached
in appendix 2.

7.2

This new policy and procedure will replace the current Whistleblowing Policy (2007).

7.3

The new policy and procedure is written in simple language and the processes it
outlines are by design simple.

7.4

Few Trusts have yet attempted to implement new policies in line with the Francis
review of whistleblowing.

7.5

The Trust will be setting new ground by including references to service users
speaking up in its proposed policy. This reflects its strategic goals and its vision of
being an exemplary organisation.

7.6

It may be the case that the NHS regulators will produce a new integrated policy and
procedure at some point in the future but at the present time there is no timetable for
this.

7.7

The proposed new policy and procedure sets criteria for when issues and concerns

should be treated as a whistle blow.
7.8

The new policy and procedure identifies distinct roles for the executive directors
(procedural) and non-executive directors (scrutiny).

7.9

The Board of Directors will receive a regular report on speak ups and whistle blows.

7.10 On behalf of the Board the lead executives will be the Directors of Nursing & Quality
and Human Resources. The scrutinising non-executive directors will be the chair of
the Audit Committee and the Senior Independent Director.
8.

GAP ANALYSIS

8.1

This paper and proposed policy and procedure address four principles and 6
actions.

8.2

The Francis review contains another 16 principles and 32 actions most of which are
relevant to the Trust.

8.3

Within many of the principles (e.g. leadership, accountability, transparency) the Trust
has made progress in the work it has already completed.

8.4

What is now needed is a review of all the principles and a gap analysis of the
Francis review so that the Board of Directors can be informed about what action is
outstanding, allowing it to make decisions about future work priorities.

9.

RECOMMENDATIONS

9.1

The Board is asked to:
9.1.1

Note this report

9.1.2

Consider and approve in principle the Speaking Up and Blowing the Whistle
Policy & Procedure

9.1.3 Task the Executive Directors to draft and deliver an action plan for the
organisation wide implementation of this policy and procedure.
9.1.4 Undertake a gap analysis of the Freedom to Speak Up Review and report
back to the Board.

Colin Hague
Director of Human Resources

May 2015
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Fiona Haughey
Director of Nursing and Quality

APPENDICES
Appendix 1
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Freedom to Speak Up Report - Executive Summary Extra

Recommendations, Principles
and Actions
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Recommendations, Principles and Actions

Recommendations
Recommendation 1
All organisations which provide NHS healthcare5 and
regulators should implement the Principles and
Actions set out in this report in line with the good
practice described in this report.

Recommendation 2
The Secretary of State for Health should review at
least annually the progress made in the
implementation of these Principles and Actions
and the performance of the NHS in handling
concerns and the treatment of those who raise
them, and report to Parliament.

Action 2.1:
Every NHS organisation should have an integrated
policy and a common procedure for employees to
formally report incidents or raise concerns. In
formulating that policy and procedure organisations
should have regard to the descriptions of good practice
in this report.
Action 2.2: NHS England, NHS TDA and Monitor
should produce a standard integrated policy and
procedure for reporting incidents and raising concerns
to support Action 2.1.
Principle 3
Culture free from bullying: Freedom to speak up about
concerns depends on staff being ableto work in a
culture which is free from bullyingand other
oppressive behaviours.

Action 3.1:
Bullying of staff should consistently be considered, and be
Principles and Actions
shown to be, unacceptable. All NHS organisations should
be proactive in detecting and changing behaviours which
Culture Change
amount, collectively or individually, to bullying or any
form of deterrence against reporting incidents and raising
Principle 1
concerns; and should have regard to the descriptions of
Culture of safety: Every organisation involved in providing good practice in this report.
NHS healthcare, should actively foster a culture of safety
and learning, in which all staff feel safe to raise concerns. Action 3.2:
Regulators should consider evidence on the prevalence
of bullying in an organisation as a factor in determining
Action 1.1:
whether it is well-led.
Boards should ensure that progress in creating and
maintaining a safe learning culture is measured, monitored
Action 3.3:
and published on a regular basis.
Any evidence that bullying has been condoned or covered
up should be taken into consideration when assessing
Action 1.2:
whether someone is a fit and proper person to hold a post
System regulators should regard departure from good
practice, as identified in this report, as relevant to whether at director level in an NHS organisation.
an organisation is safe and well-led.

Principle 4

Principle 2
Culture of raising concerns: Raising concerns should be
part of the normal routine business of any well led NHS
organisation.

Culture of visible leadership: All employers of NHS staff
should demonstrate, through visible leadership at all
levels in the organisation that they welcome and
encourage the raising of concerns by staff.
Action 4.1:
Employers should ensure and be able to demonstrate
that staff have open access to senior leaders in order to
raise concerns, informally and formally.

4 Referred to in these principles as ‘NHS organisations’ – see glossary
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Recommendations, Principles and Actions

Principle 5
Culture of valuing staff: Employers should show
that they value staff who raise concerns,and
celebrate the benefits for patients and the public
from the improvements made in response to the
issues identified.

Action 8.1:
All NHS organisations should devise and implement
systems which enable such investigations to be
undertaken, where appropriate by external
investigators, and have regard to the good practice
suggested in this report.
Principle 9

Action 5.1:
Boards should consider and implement ways in which
the raising of concerns can be publicly celebrated.
Principle 6
Culture of reflective practice: There should be
opportunities for all staff to engage in regular
reflection of concerns in their work.
Action 6.1:
All NHS organisations should provide the resources,
support and facilities to enable staff to engage in
reflective practice with their colleagues and their
teams.

Mediation and dispute resolution: Consideration
should be given at an early stageto the use of expert
interventions to resolve conflicts, rebuild trust or
support staff who have raised concerns.
Action 9.1:
All NHS organisations should have access to
resources to deploy alternative dispute resolution
techniques, including mediation and reconciliation to:
• address unresolved disputes between staff or
between staff and management as a result of or
associated with a report raising a concern
• repair trust and build constructive relationships.
Measures to support good practice

Better Handling of Cases
Principle 10
Principle 7
Raising and reporting concerns: All NHS
organisations should have structures to facilitate
both informal and formal raising and resolution of
concerns.
Action 7.1:
Staff should be encouraged to raise concerns
informally and work together with colleagues to find
solutions.
Action 7.2:
All NHS organisations should have a clear process for
recording all formal reports of incidents and concerns,
and for sharing that record with the person who
reported the matter, in line with the good practice in
this report.
Principle 8
Investigations: When a formal concern has been
raised, there should be prompt, swift,
proportionate,fairandblame-free investigations to
establish the facts.
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Training: Every member of staff should receive training
in their organisation’s approach to raisingconcerns and
in receiving and acting on them.
Action 10.1:
Every NHS organisation should provide training which
complies with national standards, based on a
curriculum devised jointly by HEE and NHS England in
consultation with stakeholders.
This should be in accordance with the good practice set
out in this report.
Principle 11
Support: All NHS organisations should ensure that
there is a range of persons to whom concerns can be
reported easily and without formality. They should
also provide staff who raise concerns with ready
access to mentoring,advocacy, advice and
counselling.
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Action 11.1:
The Boards of all NHS organisations should ensure that their
procedures for raising concerns offer a variety of personnel,
internal and external, to support staff who raise concerns
including:
a) a person (a ‘Freedom to Speak Up Guardian’)
appointed by the organisation’s chief executive
to act in a genuinely independent capacity
b) a nominated non-executive director to receive
reports of concerns directly from employees (or
from the Freedom to Speak Up Guardian) and to
make regular reports on concerns raised by staff
and the organisation’s culture to the Board
c) at least one nominated executive director to
receive and handle concerns
d) at least one nominated manager in each
department to receive reports of concerns
e) a nominated independent external organisation
(such as the Whistleblowing Helpline) whom
staff can approach for advice and support.
Action 11.2:
All NHS organisations should have access to resources to
deploy counselling and other means of addressing stress and
reducing the risk of resulting illness after staff have raised a
concern.
Action 11.3:
NHS England, NHS TDA and Monitor should issue joint
guidance setting out the support required for staff who have
raised a concern and others involved.
Principle 12
Support to find alternative employment in theNHS: Where
a NHS worker who has raised a concern cannot, as a result,
continue in their current employment, the NHS should
fulfil its moral obligation to offer support.
Action 12.1:
NHS England, the NHS Trust Development Authority and
Monitor should jointly devise and establish a support
scheme for NHS workers and former NHS workers whose
performance is sound who can demonstrate that they are
having difficulty finding employment in the NHS as a result
of having made protected disclosures.
Action 12.1:
All NHS organisations should actively support a scheme to
help current and former NHS workers whose performance
is sound to find alternative employment in the NHS.
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Principle 13
Transparency: All NHS organisations should be
transparent in the way they exercise their
responsibilities in relation to the raising of
concerns, including the use of settlement
agreements.
Action 13.1:
All NHS organisations that are obliged to publish
Quality Accounts or equivalent should include in
them quantitative and qualitative
data describing the number of formally reported
concerns in addition to incident reports, the action
taken in respect of them and feedback on the
outcome.
Action 13.2:
All NHS organisations should berequired to report
to the National Learning and Reporting System
(NLRS), or to the Independent National Officer
described in Principle 15, their relevant regulators
and their commissioners
any formally reported concerns/public interest
disclosures or incidences of disputed outcomes to
investigations. NLRS or the Independent National
Officer should publish regular reports on the
performance of organisations with regard to the
raising of and acting on public interest concerns; draw
out themes that emerge from the reports; and identify
good practice.
Action 13.3:
a) CEOs should personally review all settlement
agreements made in an employment context
that contain confidentiality clauses to satisfy
themselves that such clauses are genuinely in
the public interest.
b) All such settlement agreements should be
available for inspection by the CQC as part of
their assessment of whether an organisation is
well-led.
c) If confidentiality clauses are to be included in
such settlement agreements for which Treasury
approval is required, the trust should be
required to demonstrate as part of the approval
process that such clauses are in the public
interest in that particular case.
d) NHS TDA and Monitor should consider whether
their role of reviewing such agreements should be
delegated to the Independent National Officer
recommended under Principle 15.
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Principle 14
Accountability: Everyone should expect to be held
accountable for adopting fair, honest and open
behaviours and practices when raising or receiving
and handling concerns. There shouldbe personal and
organisational accountability for:
• poor practice in relation to encouraging the
raising of concerns and responding to them
• the victimisation of workers for making
public interest disclosures
• raising false concerns in bad faith or for
personal benefit
• acting with disrespect or other
unreasonable behaviour when raising or
responding to concerns
• inappropriate use of confidentiality clauses.
Action 14.1:
Employers should ensure that staff who are
responsible for, participate in, or permit such conduct
are liable to appropriate and proportionate disciplinary
processes.
Action 14.2:
Trust Boards, CQC, Monitor and the NHS TDA should
have regard to any evidence of responsibility for,
participation in or permitting such conduct in any
assessment of whether a person is a fit and proper
person to hold an appointment as a director or
equivalent in accordance with the Health and Social
Care Act 2008 [Regulated Activities] Regulations 2014
regulation 5.
Action 14.3:
All organisations associated with the provision, oversight
or regulation of healthcare services should have regard
to any evidence of poor conduct in relation to staff who
have raised concerns when deciding whether it is
appropriate to employ any person to a senior
management or leadership position and whether the
organisation is well-led.
Principle 15
External Review: There should be an Independent
National Officer (INO) resourced jointly by national
systems regulators and oversight bodies and
authorised by them to carry out the functions
described in this report, namely:
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• review the handling of concerns raised by NHS

•

•
•
•
•

workers and/or the treatment of the person or
people who spoke up, where there is cause for
believing that this has notbeen in accordance
with good practice
advise NHS organisations to take appropriate
action where they have failedto follow good
practice, or advise the relevant systems
regulator to make a direction to that effect
act as a support for Freedom to Speak Up
Guardians
provide national leadership on issues relating to
raising concerns by NHS workers
offer guidance on good practice about
handling concerns
publish reports on the activities of this
office.

Action 15.1:
CQC, Monitor, NHS TDA, and NHS England should
consider and consult on how such a post might
jointly be created and resourced and submit
proposals to the Secretary of State, as to how it
might carry out these functions in respect of
ongoing and future concerns.
Principle 16
Coordinated Regulatory Action: There shouldbe
coordinated action by national systems and
professional regulators to enhance the
protection of NHS workers making protected
disclosures and of the public interest in the
proper handling of concerns.
Action 16.1:
CQC, Monitor, NHS TDA in consultation with the
Department of Health should work together to
agree procedures and define the roles to be played
by each in protecting workers who raise concerns
in relation to regulated activity. Where necessary
they should seek amendment of the regulations to
enable this to happen.
Action 16.2:
Healthcare professional regulators should review
their procedures and processes to ensure
compliance with the good practice set out in this
report and with this Principle
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Principle 17
Recognition of organisations: CQC should recognise NHS organisations which show theyhave
adopted and apply good practice in the support and protection of workers who raise concerns.
Action 17.1:
CQC should consider the good practice set out in this report when assessing how organisations
handle staff concerns. Good practice should be viewed as a positive factor contributing to a good or
outstanding rating as part of their well-led domain.
Particular measures for vulnerable groups
Principle 18
Students and Trainees: All principles in this report should be applied with necessary adaptations to
education and training settingsfor students and trainees working towards a career in healthcare.
Action 18.1:
Professional regulators and Royal Colleges in conjunction with Health Education England should
ensure that all students and trainees working towards a career in healthcare have access to policies,
procedure and support compatible with the principles and good practice in this report.
Action 18.2:
All training for students and trainees working towards a career in healthcare should include training
on raising and handling concerns.
Principle 19
Primary Care: All principles in this report should apply with necessary adaptations in primary care.
Action 19.1:
NHS England should include in its contractual terms for general/primary medical services standards
for empowering and protecting staff to enable them to raise concerns freely, consistent with these
Principles.
Action 19.2:
NHS England and all commissioned primary care services should ensure that each has a policy and
procedures consistent with these Principles which identify appropriate external points of referral
which are easily accessible for all primary care staff for support and to register a concern, in
accordance with this report.
Action 19.3:
In regulating registered primary care services CQC should have regard to these Principles and the
extent to which services comply with them.
Enhancing the legal protection

12

Principle 20
Legal protection should be enhanced
Action 20.1:
The Government should, having regard to the material contained in this report, again review the
protection afforded to those who make protected disclosures, with a view to including discrimination
in recruitment by employers (other than those to whom the disclosure relates) on grounds of having
made that disclosure as a breach of either the Employment Rights Act 1996 or the Equality Act 2010.
Action 20.2:
The list of persons prescribed under the Employment Rights Act 1996 should be extended to include
all relevant national oversight, commissioning, scrutiny and training bodies including NHS Protect,
NHS England, NHS ClinicalCommissioning Groups, Public Health England, Healthwatch England,
local Healthwatch, Health Education England, Local Education and Training Boards and the
Parliamentary and Health Services Ombudsman.
Action 20.3:
The Government should ensure that its proposal to widen the scope of the protection under the
Employment Rights Act 1996 includes all students working towards a career in healthcare.
Note: Annex B to this report contains a list of actions showing the organisations responsible for
implementing each one.
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EXECUTIVE SUMMARY
1.

This is the guidance for raising issues or concerns about the Trust.

2.

The Trust welcomes people speaking up and pledges to value what is said, deal with
the issue fairly and quickly and report back on what it has found and done.

3.

There are no unmentionable issues.

4.

The Trust will protect those who raise issues and concerns from any form of
discrimination or victimisation.

5.

If in doubt raise it.
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1.0

INTRODUCTION

1.1

Dorset HealthCare University Foundation NHS Trust (referred to throughout this
document as “the Trust”) believes in being open and honest with service users, with
staff and with the public.

1.2

The Trust values all questions, comments and feedback because these help the
Trust to learn and fulfil its aspiration to be better every day.

1.3

It is important to us all that issues or concerns can be freely raised without any fear of
recrimination either as a service user or as a member of staff.

1.4

Many issues or concerns are addressed and resolved immediately. This policy and
procedure is aimed at those issues and concerns which are not resolved, require
help to get resolved or are about serious underlying concerns.

1.5

The Trust wants the process for handling issues and concerns to be as simple and
as quick as possible.

1.6

The Trust will be open and honest with those who raise issues and concerns and will
share with them the outcome of the action the Trust takes.

1.7

There are neither wrong questions to ask nor any unmentionable issues. The Trust
encourages all to speak up:“If in doubt raise it”

1.8

The Trust will create and maintain a culture that encourages questions and
comments and make sure that this is the routine approach for all its staff.

2.0

WHAT’S IT ABOUT?

2.1

Quality of Care
If the quality of care is put at risk through the actions of an individual, a group of
individuals or the actions of the Trust it is important that people speak up.

2.2

Negative impact
The actions of individuals, groups of individuals or the Trust can have a detrimental
impact on service users, staff of the Trust, the local community and the wider public.
It is important that people speak up about that impact.

2.3

Covert bad practice
On occasions a member of staff or a group of staff may be secretly acting
inappropriately, for example in being dishonest or abusing their position(s) of trust. It
is important that people speak up to expose that inappropriate behaviour.
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2.4

Alerting those responsible
Central to this policy is the principle “If in doubt raise it” and everyone is encouraged
to follow that principle. If you have an issue or a concern let someone in the Trust
know.

2.5

Blowing the whistle
The Trust will try as hard as it can to address all the issues and concerns that people
raise very quickly. If the Trust fails to follow the up the issue or concern that has been
raised or fails to follow this policy, an individual should blow the whistle.

2.6

What it’s not about
Speaking up and blowing the whistle is not about individual user complaints or
incidents or about individual employment matters. It is not about individual or
collective grievances. All these matters have their own policy and procedures which
should be followed.

3.0

WHO SHOULD DO WHAT?

3.1

Current Service Users
If you are a current user of the Trust’s services and have concerns about the care
and treatment you are receiving you should talk to the staff giving your care. If you
find this difficult to do please contact the Patient Advice and Liaison Service (PALS)
(details of how to do this are attached in appendix 1) who can help you either through
their intervention or by finding an independent advocate for you.

3.2

Service Users
If you are a service user whose episode of care has finished you can still use the
PALs service or you can raise your concerns with the Trust through a complaint
(details of how to do this are attached in appendix 2).

3.3

Service User Representatives/Advocates
A representative or advocate will help a service user raise concerns about the care
they are receiving or have received. A service user representative/advocate may also
raise wider concerns with the Trust.

3.4

Members of staff
As a member of Trust staff either in a permanent job or in a temporary job (e.g. bank,
locum, and agency) you have a responsibility to report all incidents and concerns to
your immediate team leader or manager. You should document the incident or
concern on the Trust’s incident reporting system (Ulysses) or get someone to help
you document the incident or concern. If you see something you think is wrong or
unacceptable you should speak up.
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3.5

Managers and team/shift leaders
As a manager or a team/shift leader you have a responsibility to create and maintain
a culture of openness and honesty. You also have a responsibility to ensure that
action is taken when issues and concerns are raised with you.

3.6

The Board of Directors
As a member of the Board of Directors you have a responsibility to ensure that this
policy and procedure is delivered. Executive Directors of the Board have the
responsibility for making it happen and Non-Executive Directors have the
responsibility for scrutinising whether it is happening and happening as it should.
Together all Directors, as a Board, are accountable for the Trust and its culture.

3.7

Patient Experience and PALs
The Patient Experience and PALs Team are responsible for helping or finding help
for service users who have issues or concerns about the care they receive from the
Trust. In addition the team will highlight for the Trust where there are recurrent
themes or concerns arising from service users.

3.8

Human Resources (Personnel)
The Human Resources team (Personnel team) are responsible for helping or finding
help for members of staff who believe that the issues or concerns that they have
raised have not been satisfactorily dealt with. The Director of Human Resources or
their nominated deputy will act as Freedom to Speak Up Guardian for the Trust.

3.9

Staff organisations
Staff organisations have a responsibility to help their members raise issues or
concerns. Staff organisations working in partnership with the Trust have a
responsibility to highlight recurrent themes or concerns arising from members of staff.

4.0

WHEN TO SPEAK UP

4.1

As soon as possible
It is very important that issues or concerns are raised as soon as possible. This gives
an opportunity for the issue or concern to be resolved quickly and helps prevent any
continuing risk.

4.2

Unresolved issues
The Trust will try very hard to resolve any issues or concerns you raise as speedily
as possible. However if you feel that the concerns and issues you have raised are
not being dealt with please speak up.
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4.3

Danger
No one wants a dangerous situation to continue so it is really important that you
speak up if you think there is danger to service users, members of staff or the public.

4.4

Malpractice and Professional Misconduct
The Trust has rigorous systems in place for the recruitment of staff and the ongoing
supervision of all staff. However events elsewhere have shown that no system is fool
proof so if you come across any malpractice or professional misconduct please
speak up.

4.5

Blowing the whistle
In line with its desire to be open and honest the Trust encourages people to blow the
whistle when it fails to listen or take action when a person speaks up.

5.0

HOW TO SPEAK UP

5.1

Care Giver
If you are a service user and have an issue or concern with any aspect of the care
you are receiving please speak to the care giver.

5.2

Care Lead
Sometimes as a service user it is not easy to talk to the person giving your care
directly so please feel free to speak to the care leader (for example the nurse in
charge, sister, team leader or your consultant)

5.3

Representative
It is sometimes helpful to have someone to help you speak up. If you are a service
user the PALs service can help you to speak up or find someone else who can help
you. If you are a member of staff the human resources team or your staff
organisation can help you to speak up.

5.4

Your Manager
One of the responsibilities of your manager is to listen and take action when a
member of staff speaks up. Speak to them about issues and concerns.

5.5

Trust Guardian
The Trust has appointed the Director of Human Resources as the Freedom to Speak
Up Guardian. You can contact them if you feel you are not being listened to (Contact
number 01202 277208).
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5.6

The Trust
Sometimes it may be too difficult to use any of the ways of speaking up outlined
above. If that is the case please contact the Chief Executive’s office by phone, e-mail
or letter (contact number 01202 277003). The Chief Executive’s Office will ensure
that an appropriate person follows up your contact and will advise you directly of the
action that is being taken. You will also be advised as to the support available to you
during this process to ensure that your health and wellbeing is looked after.

5.7

Outside Help to Speak Up
There may be occasions when the individual who wants to raise an issue does not
feel able or comfortable to do this through any of the direct Trust routes. It is critical
that there are other avenues available to you that can be used to raise your concern
in this event. There are a number of options available to you where you can seek
external advice and support and have a third party raise your concern to the Trust on
your behalf. This includes Citizen’s Advice, the Care Quality Commission (CQC)
alongside specific Whistle Blowing help line. Appendix 3 highlights the external
support that you may feel more able and comfortable to use

6.0

WHAT THE TRUST WILL DO

6.1

Step 1
If the person to whom you speak up is unable to resolve the issue or concern
immediately they will acknowledge in writing that you have spoken up and what your
issue(s) or concern(s) is and do so within 5 working days. In the acknowledgement
the person will identify whether they will be following the issue or concern up
themselves or whether they have passed this to someone more appropriate.

6.2

Step 2
The person taking responsibility for acting on the issues or concerns you have
spoken up about will investigate and decide what action needs to be taken. They will
write within 20 working days to confirm the outcome of their investigation and any
action that is being taken.

6.3

Whistle blows
If the issue or the concern you raise is beyond the responsibility or those involved in
steps 1 & 2 above or concerns a very serious issue (e.g. danger or malpractice) it will
be referred to the Director of Nursing and Quality. The Director of Nursing and
Quality will convene a panel involving a Board member, a member of the Patient
Experience and PALs team and a member of the Human Resources team to review
the issue or concern.

6.4

The panel will consider whether the issues or concerns are a blow of the whistle
against the following criteria:

the issues or concerns have been raised previously and not dealt with.
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the issue or concerns are about malpractice



the issues or concerns are about a systemic weakness in the Trust.

6.5

If the issue or concern meets any of these criteria it will be treated as a whistle blow
(see step 3 below) where there is not a whistle blow but a need for further
investigation and action the panel will appoint a responsible person and an
investigator, proceeding as in step 2.

6.6

Step 3
The Director of Nursing and Quality will act as the responsible person in a whistle
blow and commission an independent investigation. The Director of Nursing &
Quality will write to you within 10 working days to confirm the setting up of the
investigation. The Trust will seek to complete the investigation within 30 working days
and will keep you updated on progress every 10 days.

6.7

At the conclusion of the investigation the Director of Nursing and Quality will write
and tell you the outcome and invite you to give feedback on the process you have
been through.

7.0

HOW WILL I BE TREATED?

7.1

You will be valued
The Trust believes that encouraging people to speak up will help it achieve its
aspiration to be better each day in what it does. You will be thanked for having the
courage to speak up and your contribution will be valued.

7.2

Treat seriously
The Trust will treat all issues or concerns raised by people speaking up seriously,
taking action where it is necessary. Sometimes there will be simple and obvious
answers to the issue or concern you raise and the Trust will share those answers
with you and thank you for taking the trouble to raise the issue.

7.3

Communication
The Trust will stay in touch with you and at key points will write to you. Your
issue/concern will be acknowledged and the action the Trust is taking explained. If for
any reason there is a delay in the process of handling your issue/concern the Trust
will tell you.

8.0

HOW WILL I BE PROTECTED?

8.1

Assurance of confidentiality
The Trust recognises that there may be circumstances when you wish to speak up in
confidence. Please tell us at the outset and we will protect your identity within the
law.

22
Speaking Up and Blowing the Whistle Policy and Procedure

8.2

Assurance of no detriment
The Trust gives an unequivocal assurance that when you speak up your care or your
job will not suffer any detriment and you will not be victimised or discriminated
against in any way.

8.3

Qualifying/Protected disclosure
The law of the land provides protection for members of staff who raise legitimate
concerns about specific matters and these are called qualifying/protected
disclosures. The member of staff can make such a disclosure where they reasonable
believe that the law has been broken or there has been a breach of a legal obligation.
Examples would include a criminal offence, a miscarriage of justice, an act breaching
health and safety legislation or concealment of an offence/breach.
Handling malicious/vexatious issues

8.4

The above assurances are not extended to service users or members of staff who
maliciously or vexatiously speaks up. A member of staff found to have maligned a
colleague will be subject to discipline.

9.0

HOW WILL I KNOW WHAT HAS HAPPENED?

9.1

The Trust will acknowledge your speaking up, tell you what its investigation has
found and tell you what action it is taking.

9.2

Should there be an unforeseen delay in the investigation the Trust will tell you and
identify when it is likely to conclude.

9.3

If your speaking up is determined to be a whistle blow the Trust will tell you and keep
you up to date with progress.

9.4

The Board of Directors will receive a report of the outcome of all whistle blows (from
the Freedom to Speak Up Guardian) and receive statistics on the number and type of
speak up events (from the Director Of Nursing & Quality).

10.0

MAKING SURE THIS POLICY AND PROCEDURE ARE WORKING

10.1

The Trust is committed to making this policy and procedure work and believes that it
should be embedded into the culture of the organisation.

10.2

The Trust will educate staff about the benefits of people speaking up and train all
staff in how to handle the situation when someone speaks up to them.

10.3

To provide assurance to the Board of Directors two Non-Executive Directors (the
chair of the Audit Committee and the Senior Independent Director) will meet with the
Freedom to Speak Up Guardian and Director of Nursing & Quality on a six monthly
basis to review the handling of all whistle blow cases and the feedback received from
whistle blowers.

23
Speaking Up and Blowing the Whistle Policy and Procedure

10.4

The themes arising from speaking up and whistle blowing will be incorporated into
the Trusts analysis of issues arising from complaints, PALs cases, incidents and
untoward events.

11.0

GETTING HELP FROM OUTSIDE THE TRUST

11.1

The Trust recognises that it is sometimes helpful to have support from outside the
Trust.

11.2

As a service user the PALs team can help you find an independent advocate or
representative.

11.3

As a member of staff your staff organisation/union can help you to speak up.

11.4

Attached in appendix 3 is a list of other organisations that may also be able to help
you. The Trust will be pleased to speak to any of these organisations if you ask them
to help you speak up.

12.0

THANK YOU AND OUR PLEDGE

12.1

Thank you for taking the time to read our Speaking Up and Blowing the Whistle
policy and procedure. We hope it gives you the confidence to speak up when you
need to. We pledge to continue to be better every day and welcome you speaking up
to help us to do so.

24
Speaking Up and Blowing the Whistle Policy and Procedure

APPENDIX 1
PALS INFORMATION
What does PALS do?
Patient Advice and Liaison Services (PALS) is a free, confidential and impartial service that
is independent to the wards or clinical team. If you have a concern, you may, as a first port
of call, choose to contact the Patient Advice Liaison Service (PALS) to help sort out any
problems quickly and easily.
PALS aims to:


Improve the service user and patient experience



Advise and support service users, patients, their families and carers



Provide information on the NHS services



Listen to and respond to your concerns, suggestions or queries



Influence changes in the service

Services offered by PALS include:


Ward and telephone consultation to address any queries



Trouble shooting to provide early resolutions to potential problems and concerns



Supporting service user and patients’ rights



Providing information and support to access other information including NHS
Complaints Procedure



Providing information and signposting to independent, specialist advocacy services
and support groups



Providing information about any aspect of Trust Services



Liaison between professionals for service users and patients



Support service user, patient and public involvement in care



Raising staff awareness of public concerns and issues

Whilst we hope that your concerns or problems can be resolved, the use of PALS does not
remove your right to make a complaint at any stage, and neither does it replace the existing
complaints system. All complaints will continue to be made through the Trust's Complaints
Procedure.
PALS will not:


Investigate complaints
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Deal with a problem that is currently being investigated under the NHS Complaints
Procedure



Pursue a concern that has already exhausted the NHS Complaints Procedure

PALS may be contacted by post, telephone or email.
You can write to us:
Customer Services/PALS Co-ordinator
Dorset HealthCare University NHS Foundation Trust
Sentinel House
4-6 Nuffield Industrial Estate
Poole
BH17 0RB
Or telephone our direct line:
0800 587 4997
(When the office is unattended a confidential answerphone service is provided)
There are local PALS representatives at all our sites and for all our community teams /
clinics. You can ask to speak to the local PALS representative. If they are not available or
you wish to speak to someone who does not work as part of the hospital / team you can ask
a member of staff to contact the PALS Coordinator for you.
You can email us at: pals@dhuft.nhs.uk

26
Speaking Up and Blowing the Whistle Policy and Procedure

APPENDIX 2
COMPLAINTS INFORMATION
We want to hear your compliments, complaints and ideas on your patient experience. You
can tell us about your experience in the following ways:



Speak to a member of staff on the ward or department



Talk to Patient Advice and Liaison Service (PALS) on 0800 587 4997 or
email: pals@dhuft.nhs.uk



Talk to Customer Services on 01202 277024 / 25 or email:
customerservices@dhuft.nhs.uk



Online comments form - http://www.dorsethealthcare.nhs.uk/feedback/trustonline-comments-form.htm



Online Patient Experience survey at http://www.dorsethealthcare.nhs.uk/feedback/friends-and-family.htm

You can also complete a patient experience survey on a variety of devices including:



Information kiosks available throughout our outpatient departments



Electronic handheld devices and patient experience cards, available
throughout the wards / hospitals
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APPENDIX 3
HELP FROM OUTSIDE THE TRUST
Citizen’s advice
The Citizens Advice Bureau can to help you raise an issue and provide advice for you. They
have local branches (see website) as well as a national online services at:https://www.citizensadvice.org.uk/
Staff organisations
Your Trade Union or Professional Association can help advise you and support you in
speaking up. (Please contact the HR Department on 01202 277153 if you require a contact
telephone number/address).
ACAS
ACAS provides a helpline on 0300 123 1100 for free support and advice or to check your
workplace policies and practices. The ACAS Helpline provides free and impartial advice for
employers, employees and representatives on a range of employment relations, employment
rights, HR and management issues.
Helpline number: 0300 123 1100
Monday-Friday: 8am-8pm and Saturday 9am-1pm
View further information about our Helpline service, including our new Helpline Online on
the ACAS Helpline page.
Public concern at work
Public Concern at Work is a charity offering free advice on raising whistle blowing concerns.
Their contact details are:
Confidential Telephone: 020 7404 6609
Website: http://www.pcaw.org.uk/
Email: helpline@pcaw.co.uk
Whistleblowing Helpline
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A national service provided for the NHS by the Royal Mencap Society. NHS staff who have
concerns and are unsure how to raise them or would like free, independent and confidential
advice are able to call the helpline provided. The helpline is also open to employers for good
practice advice.
The telephone number is 0800 724 725.
The helpline is available weekdays between 08.00 and 18.00 with an out of hour’s answering
service on weekends and public holidays.
CQC
The Care Quality Commission invites service users and NHS staff to speak up. The CQC
cannot give legal advice to workers or employers but they will listen to your concerns and
investigate. The CQC can be contacted on 03000 616161 or enquiries@cqc.org.uk.
Counter fraud
If you suspect fraud and would like help the Local Counter Fraud Specialist (LCFS) on
01202 305716 or 01202 305754 or NHS Counter Fraud Line on 0800 028 40 60 can help
and advise you.
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APPENDIX 4

HELPFUL READING/SOURCES OF INFORMATION
Secretary of State’s Guidance for Staff on Relations with the Public and the Media (1993).
The Employment Rights Act 1996, as amended (ERA). The legislation in which the rights of
workers to make a protected disclosure and find recourse for detriment is contained
The Public Interest Disclosure Act 1998 or ‘PIDA’ is the legislation which inserted
whistleblowing legislative provisions into the 1996 Act.
HSC 1999/198: The Public Disclosure Act 1998 Whistleblowing in the NHS.
Equality Act 2010
Social Partnership Forum and Public Concern at Work (2010) Speak up for a Healthy NHS.
BSI Code of Practice on Whistle Blowing Arrangements – www.pcaw.co.uk/bsi
Nursing and Midwifery Council (November 2010) – Raising and Escalating Concerns:
Guidance for Nurses and Midwives.
R. Francis (2013) Report of the Mid Staffordshire NHS Foundation Trust Public Enquiry. The
London Stationery Office.
The Enterprise and Regulatory Reform Act 2013. This introduced significant changes to Part
IVA and Part V and other whistleblowing legislative provisions in the 1996 Act
Care Quality Commission 2013 -Whistleblowing: Guidance for providers who are registered
with CQC
R. Francis (2015) Freedom to Speak Up An independent review into creating an open and
honest reporting culture in the NHS. Available at http://freedomtospeakup.org.uk/the-report/
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Part 1 Board Meeting 27 May 2015
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Keith Eales, Trust Secretary

Sponsoring Board
Member

Ron Shields, Chief Executive

Purpose of Report

To set out the sources of assurance that will enable the Board
to self-certify against the Monitor compliance statements

Recommendation

That the Board is able to certify each statement as confirmed.

Engagement and
Involvement

-

Previous
Audit Committee 20 April 2015
Board/Committee Dates
Monitoring and Assurance Summary
This report links to
the Strategic Goals



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

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
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MONITOR LICENCE COMPLIANCE: DECLARATIONS ON CORPORATE GOVERNACE, JOINT
VENTURES AND GOVERNOR TRAINING

1.

Purpose

1.1

This paper provides the Board with the information in respect of the proposed selfcertification submission which the Board is required to submit by the end of June.

1.2

The Board is required to self-certify against three statements


Corporate Governance Statement as required by the Risk Assessment
Framework



Certification on AHSC’s and Governance, including joint ventures and Academic
health Science Centre, as required by the Risk Assessment Framework



Certification in Training of Governors, required by the Health & Social Care Act
2012

1.3

Each of the statements and the sources of assurance were reviewed by the Audit Committee
on 20 April. The Committee has recommended that the Board confirms each statement.

2.

Corporate Governance Statement

2.1

This is a prospective declaration, at the date of signature, for the coming year.

2.2

The Trust has devoted considerable attention, over the last 12 months, to the development
of systems, processes and principles of good corporate governance and to the design of
effective accountability and committee structures. The principles underlying the development
of these systems and practices were set out in the Blueprint and have been the focus of
Board attention at workshops and formal meetings. The system came into effect in full from
1 April.

2.3

Alongside this, the Well-Led Framework self-assessment has been completed and
considered at a Board workshop prior to the external governance review in the summer.

2.4

On the basis of this evidence, it is considered that the Board can mark Declaration 4 as
confirmed.

3.

Proposed Declaration Regarding Academic Health Science Centres and/or Joint
Ventures

3.1

This prospective declaration is for consideration by FT’s which are either a part of, or which
are planning to be part of an Academic Health Science Centre. As the Trust has no plans to
join an AHSC or other joint venture it is compliant with this condition.

4.

Proposed Declaration Regarding Training of Governors

4.1

Section 151 of the Health & Social Care Act requires the Trust to ensure that Governors are
equipped with the necessary skills and knowledge they require in their capacity as
Governors.

Board May 2015
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4.2

The Trust has, over the last year, devoted resources to the development and training of
Governors. Governors have been supported through a number of externally facilitated
training days in May, June and October 2014 and a further session in February 2015. These
sessions have addressed the role and functions of the Council, relationships with the Board,
membership and Governor engagement and participation.

4.3

This has been supplemented with the provision of information, access to meetings to
facilitate Governor awareness and understanding and attendance at external events to
support networking.

4.4

Governors discussed support and training provided at the awayday held in February 2015
and were supportive of the commitment being made to Governor development.

4.5

Governors views on the training and support provided to date, and further assistance
required, will be assessed as part of the forthcoming Council self-evaluation.

4.6

On the basis of the above, it is considered that the declaration can be marked as confirmed.

5.

Recommendation

5.1

The Board is recommended to confirm each of the self-certification statements..

Keith Eales
Trust Secretary
May 2015

Board May 2015
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Self-Certification Template
FT Name:
Organisation Name:
NHS Foundation Trusts are required to make the following declarations to Monitor:
1&2
3
4
5
6

Systems for compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence
Corporate Governance Statement - in accordance with the Risk Assessment Framework
Certification on AHSCs and governance - in accordance with Appendix E of the Risk Assessment Framework
Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act

Declarations 1 and 2 above are set out in a separate template, which is required to be returned to Monitor by 29 May 2015.
Declaration 3 is included in the APR 2015/16 Final Financial Template, which is required to be returned to Monitor per communications on final operational plan submissions.
Declarations 4, 5 and 6 above are set out in this template, which is required to be returned to Monitor by 30 June 2015.
Templates should be returned via the Trust portal, marked as a Trust Return with the activity type set to Annual Plan Review.
How to use this template
1) Copy this file to your Local Network or Computer.
2) Select the name of your organisation from the drop-down box at the top of this worksheet.
3) In the Corporate Governance Statement and Other Certifications worksheets, enter responses and information into the yellow data-entry cells as appropriate.
4) Once the data has been entered, add signatures to the document, as described below.
5) Use the Save File button at the top of this worksheet to save the file to your Network or Computer - note that the name of the saved file is set automatically - please do not change this name.
6) Copy the saved file to your outbox in your Monitor Portal.
Notes:

Monitor will accept either:
1) electronic signatures pasted into this worksheet (always use Paste-Special to do this) or
2) hand written signatures on a paper printout of this declaration posted to Monitor to arrive by the submission deadline.
In the event than an NHS foundation trust is unable to fully self certify, it should NOT select 'Confirmed’ in the relevant box. It must provide commentary (using the
section provided at the end of this declaration) explaining the reasons for the absence of a full self certification and the action it proposes to take to address it.

Worksheet "Corporate Governance Statement"
Corporate Governance Statement
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

4

Corporate Governance Statement

Response

Risks and mitigating actions

1

The Board is satisfied that the Trust applies those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier of health care services to the
NHS.

Confirmed

The Trust has developed robust systems, based on principles of good governance,
through the Blueprint work over the last 12 months. The system is in place from April
2015.

2

The Board has regard to such guidance on good corporate governance as may be issued by Monitor from time Confirmed
to time

The role of Trust Secretary provides the conduit for bringing matters to the attention
of the Board.

3

The Board is satisfied that the Trust implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

The Trust has restructured its decision-making system through the Blueprint work,
advised on best practice by external consultants, and refined proposals through
workshops. The system is in place from April 2015. The key risk is that the system
will not be fully implemented or will not achieve the objectives set for it. The role of
the Chair, Trust Secretary and the quarterly meetings of chairs will mitigate this risk.
The external governance review will provide further assurance.

4

The Board is satisfied that the Trust effectively implements systems and/or processes:
(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board
and statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

Confirmed

The redevelopment of governance processes and systems, implementation of a new
Board and Executive Committee strucure, the appointment of new Board Directors,
the introduction of a Board development programme and the appointment of external
consultants to advise on best practice provides assurance. Key to this is the
separation of assurance from management in the way that the Board and Executive
interact. The Board continues to oversee the development of new systems and
processes to support its role, such as agreement on a new integrated corporate
dashboard.The key risk is that the agreed systems are not fully implemented. The
mitigation is as referred to in the above confirmation.

5

The Board is satisfied that the systems and/or processes referred to in paragraph 5 should include but not be
restricted to systems and/or processes to ensure:

Confirmed

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality
of care provided;
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of
care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date
information on quality of care;
(e) That the Trust, including its Board, actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Trust including but not restricted to
systems and/or processes for escalating and resolving quality issues including escalating them to the Board
where appropriate.
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Confirmed
The Board is satisfied that there are systems to ensure that the Trust has in place personnel on the Board,
reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately
qualified to ensure compliance with the conditions of its NHS provider licence.

Signed on behalf of the board of directors, and having regard to the views of the governors

Signature

Signature

Name

Name

The board are unable make one of more of the above confirmations and accordingly declare:
A

The Board has in place structures for leadership on quality both in terms of personal
accountability-the Medical Director and Director of Nursing and Quality, supported by
their teams-and structure, through the Quality Governance Committee. Quality issues
are reported to the Board through the integrated corporate dashboard. Information is
cascaded through supporting dashboards.The risk is that many of the systems and
structures are new-such as the Quality Governance Committee and the revised
integrated corporate dashboard-and may not be implemneted as planned. Board and
Director oversight remain the key mitigating actions.The external governance review
will provide further assurance

The appointment of a number of Board Directors, following regulatory action, has
enabled the Trust to consider the skills and backgrounds required from Board
members. The work undertaken through Blueprint provides assurance in respect of
the capability of the organisational leaders.

B

C

Worksheet "Other declarations"
Certification on AHSCs and governance and training of governors
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements. Explanatory information should be provided where required.
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Certification on AHSCs and governance

Response

For NHS foundation trusts:
• that are part of a major Joint Venture or Academic Health Science Centre (AHSC); or
• whose Boards are considering entering into either a major Joint Venture or an AHSC.
The Board is satisfied it has or continues to:
• ensure that the partnership will not inhibit the trust from remaining at all times compliant with the
conditions of its licence;
• have appropriate governance structures in place to maintain the decision making autonomy of the
trust;
• conduct an appropriate level of due diligence relating to the partners when required;
• consider implications of the partnership on the trust’s financial risk rating having taken full account of
any contingent liabilities arising and reasonable downside sensitivities;
• consider implications of the partnership on the trust’s governance processes;
• conduct appropriate inquiry about the nature of services provided by the partnership, especially
clinical, research and education services, and consider reputational risk;
• comply with any consultation requirements;
• have in place the organisational and management capacity to deliver the benefits of the partnership;
• involve senior clinicians at appropriate levels in the decision-making process and receive assurance
from them that there are no material concerns in relation to the partnership, including consideration of
any re-configuration of clinical, research or education services;
• address any relevant legal and regulatory issues (including any relevant to staff, intellectual property
and compliance of the partners with their own regulatory and legal framework);
• ensure appropriate commercial risks are reviewed;
• maintain the register of interests and no residual material conflicts identified; and
• engage the governors of the trust in the development of plans and give them an opportunity to
express a view on these plans.
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Confirmed

Training of Governors
Confirmed
The Board is satisfied that during the financial year most recently ended the Trust has provided the
necessary training to its Governors, as required in s151(5) of the Health and Social Care Act, to ensure
they are equipped with the skills and knowledge they need to undertake their role.

Signed on behalf of the Board of directors, and having regard to the views of the governors
Signature

Name
Capacity [job title here]
Date

Signature

Name
Capacity [job title here]
Date

Where boards are unable to self-certify, they should make an alternative declaration by amending the self-certification as necessary, and including any significant prospective
risks and concerns the foundation trust has in respect of delivering quality services and effective quality governance

The Board are unable make one of more of the confirmations on the preceding page and accordingly declare:
A

B

C
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Author

Keith Eales, Trust Secretary

Sponsoring Board
Member

Ann Abraham, Trust Chair

Purpose of Report

To submit for approval the following elements of the
Governance Manual
 Mental Health Act Scheme of Delegation
 Terms of Reference for the Appointments and
Remuneration Committee
 Terms of Reference for the Charitable Funds
Committee

Recommendation

The Board is asked to approve the
 Mental Health Act Scheme of Delegation
 Terms of Reference for the Appointments and
Remuneration Committee
 Terms of Reference for the Charitable Funds
Committee

Engagement and
Involvement

Appointments and Remuneration Committee, Charitable Funds
Committee and members of the Mental Health Legislation
Assurance Committee

Previous
Board March 2015, Charitable Funds Committee 20 April and
Board/Committee Dates Appointments and Remuneration Committee 29 April
Monitoring and Assurance Summary
This report links to
the Strategic Goals




To provide high quality care; first time, every time;
To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
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:

Yes
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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No











Governance Manual Items
1.

Introduction

1.1

The Board has previously agreed the content of the revised Governance Manual and noted,
in March, a schedule setting out progress in completing each of its components.

1.2

Three documents which form part of the Manual are attached for agreement at this meeting
 Mental Health Act Scheme of Delegation
 Terms of reference for the Appointments and Remuneration Committee
 Terms of Reference for the Charitable Funds Committee

1.3

The three remaining parts of the Manual requiring approval will be submitted to the June
meeting. These are
 Standing Orders
 Reservation of Powers and Scheme of Delegation
 Standing Financial Instructions

2.

Documents for Approval

2.1

Mental Health Act Scheme of Delegation
The Mental Health Scheme of Delegation has been reviewed following the publication of a
revised code of practice for the Mental Health Act 1983.
The code, which came into effect on 1 April 2015, shows professionals how to carry out their
roles and responsibilities under the Mental Health Act 1983, to ensure that all patients
receive high quality and safe care. There have been significant changes in legislation, case
law, policy and professional practice since the last code was published in 2008.The revised
code aims to provide stronger protection for patients and clarify roles, rights and
responsibilities.
The Mental Health Scheme of Delegation has been reviewed by the members of the Mental
Health Legislation Assurance Committee to take account of the new code and, more
generally, to ensure clarity with regard to the governance arrangements for the application of
the legislation and code within the Trust.
Legal advice has been taken on the attached draft to ensure compliance with the legislation
and code.

2.2

Terms of Reference for the Appointments and Remuneration Committee
The attached terms of reference were reviewed by the Committee on 29 April and have been
recommended for approval by the Board. The Chair of the Committee wishes to discuss
further potential changes to the terms of reference. These will be discussed at the next
meeting of the Committee.
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2.3

Terms of Reference for the Charitable Funds Committee
The attached terms of reference were reviewed by the Committee on 20 April and have been
recommended for approval by the Board.

3.

Recommendation

3.1

The Board is asked to approve the following components of the Governance Manual
 Mental Health Act Scheme of Delegation
 Terms of Reference for the Appointments and Remuneration Committee
 Terms of Reference for the Charitable Funds Committee

Keith Eales
Trust Secretary
May 2015

3

Mental Health Act Scheme of Delegation

Date Approved by Board

Contents
Section

Page

1

Introduction

3

2

Governance Arrangements

3

3

Functions that cannot be delegated to officers of the Trust

5

4

Functions delegated to officers of the Trust

5

5

Review of Scheme of Delegation

8

1.0

Introduction

1.1

The Mental Health Act (MHA) 1983 was amended by the Mental Health Act 2007, with the main
changes taking effect from 3rd November 2008. Under the Mental Health Act 1983, as
amended, NHS Hospitals are managed by NHS Trusts and NHS Foundation Trusts. For these
hospitals (including acute/non-mental health hospitals), the Trusts themselves are defined as
the ‘hospital managers’ for the purposes of the Act1.

1.2

Hospital managers have the authority to detain patients under the Act. They have the primary
responsibility for seeing that the requirements of the Act are followed. In particular, they must
ensure that patients are detained only as the Act allows, that their treatment and care accord
fully with its provisions, and that they are fully informed of, and are supported in exercising, their
statutory rights.

1.3

In practice, most of the decisions of the hospital managers are actually taken by individuals (or
groups of individuals) on behalf of the Trust Board. In particular, decisions about discharge from
detention and community treatment orders are taken by panels of people specifically selected
for the role (see paragraph 2.3 below).

1.4

A revised Code of Practice to the Mental Health Act 1983, as amended, came into effect on the
1st April 2015. The Code of Practice (paragraph 37.9) requires that the arrangements for who is
authorised to take which decisions on behalf of the Trust Board should be set out in a Scheme
of Delegation.

1.5

This Scheme of Delegation identifies to whom the Trust Board delegates its responsibilities
under the Mental Health Act (1983) as amended.

1.6

The term ‘patient’ is used in this Scheme of Delegation to reflect the terminology used in both
the Mental Health Act 1983, and the revised Code of Practice.

2.0

Governance Arrangements

2.1

The Trust Board is responsible for the use and application of the Mental Health Act.

2.2

The Trust Board receives assurance regarding the use of Mental Health Legislation from the
Mental Health Legislation Assurance Committee. This Committee is the specialist arm of the
Quality Governance Committee and is chaired by a Non-Executive Director of the Trust Board.
The Terms of Reference of the Committee are set out in the Governance Manual.

2.3

The Trust Board delegates the power to exercise the discharge of patients detained under the
Mental Health Act to the Mental Health Act Panel Members through Managers Panel Hearings.
Mental Health Act Panel Members are specifically selected and trained for the role and are
provided with administrative support from the Mental Health Legislation Office. Mental Health
Act Panel Members may include Non-Executive Directors of the Trust, but not Executive
Directors who are employees of the Trust.
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2.4

A Non-Executive Director of the Trust Board chairs a biannual Mental Health Act Panel
Members’ Forum.

2.5

The Trust Board also delegates responsibilities to Trust staff who are also referred to in the
MHA as “officers” of the Trust.

4
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3.0

Functions that cannot be delegated to officers of the Trust

3.1

As required by the Mental Health Act 1983 as amended by the Mental Health Act 2007 and Regulations in the Mental Health (Hospital,
Guardianship and Treatment (England)) Regulations 2008, the following powers are reserved to Mental Health Act Panel Members:

FUNCTION

STATUTORY REFERENCE (1)

CODE OF PRACTICE
REFERENCE

AUTHORISED PERSON (S)

Review of patient’s detention

Section 20(3)

Chapter 38

Mental Health Act Panel Members

Discharge of unrestricted
patients

Section 23

Chapter 38

Mental Health Act Panel Members

4.0

Functions delegated to officers of the Trust

4.1

The following functions are delegated to officers of the Trust
FUNCTION

STATUTORY REFERENCE (1)

CODE OF PRACTICE
REFERENCE

AUTHORISED PERSON (S)

Admission and detention of
patients
(Completion of form H3)

Sections 5(2), 40(1) and
40(3)

Chapter 35 and 37

Mental Health Legislation
Administrator (MHLA),
Registered Mental Health Nurse

Receiving and scrutinising
documents

MHA s.11(2)

Chapter 35

Receiving documents
MHLA, Registered Mental Health
Nurse

Regulation 3
Scrutinising documents
MHLA, Registered Mental Health
Nurse, Lead Mental Health
Consultant
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FUNCTION

STATUTORY REFERENCE (1)

CODE OF PRACTICE
REFERENCE

AUTHORISED PERSON (S)

Recording admission

Regulation 4

Chapter 35

Rectification of applications
and medical
recommendations

MHA Section 15 and
Regulation 4

Chapter 35

Receipt of renewal
documentation
Authorisation of the transfer
of patients

Section 20(3)(b)

Chapter 35

Notification to local
authorities of patients
detained after application by
nearest relative
Authorisation of S17(3) leave

Section 14 and Regulation
19

Chapter 5

MHLA, Registered Mental Health
Nurse
Power to Authorise - Responsible
Clinician
Administration Process - MHLA,
Registered Mental Health Nurse
MHLA

Section 17(3)
Regulation 19
Section 18
Regulation 19

Chapter 27

Responsible Clinician

Chapter 27

Any Trust officer authorised in writing
by the Responsible Clinician

Chapter 12

MHLA

Section 19 and Regulation 7 Chapter 37
Paragraphs 37.16 –
37.22

Authorisation to take and
return detained patients or
those recalled from
supervised community
treatment (in addition to those
listed in Section 18(1)(c)
Submission of statements to
Rule 6 of the Mental Health
Tribunal Service (Mental
Review Tribunal Rules 1983
Health)
(S.I. 942)

MHLA, Registered Mental Health
Nurse
Administration process - MHLA,
Power to rectify - Registered Medical
Practitioners (RMP), Approved Mental
Health Professionals (AMHP)
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FUNCTION

Referral of cases to Tribunal
Service (Mental Health)
Assisting patients with
Tribunal Service (Mental
Health) applications
Giving information to patients
and nearest relatives
Providing information
regarding Independent
Mental Health Advocacy
service
Duties in respect of victims of
crime
Withholding patients’
correspondence
To ensure part 2 & 3 patients
are allocated a Responsible
Clinician
Appropriate accommodation
for children and young people

STATUTORY REFERENCE (1)

Section 68

Section 132, 132A and 133

CODE OF PRACTICE
REFERENCE

Chapter 37, Paragraphs
37.39 – 37.43
Chapter 37

MHLA

Chapter 4 and 37
Paragraph 37.32 – 37.33

MHLA, Registered Mental Health
Nurse

Section 130A

Chapter 6 and 37
Paragraphs 37.14 –
37.15
Domestic Crime and Victims Chapter 37, Paragraph
Act 2004. MHA 2007
37.34 – 37.36
Schedule. 6
Section 134
Chapter 37 Paragraph
37.37 – 37.38
Section 34

Chapter 36

Section 131A

Chapter 19 and 37
Paragraph 37.47

Assisting patients detained
under section 35 and 36 in
exercising a right to an
independent psychiatric
report.

AUTHORISED PERSON (S)

Chapter 22

MHLA, Registered Mental Health
Nurse

Responsible Clinician, Registered
Mental Health Nurse and MHLA
Responsible Clinician, MHLA
Power to withhold – Responsible
Clinician,
Administration Process – MHLA
Medical Director

Responsible Clinician, Registered
Medical Practitioner, Child &
Adolescent Mental Health Service
(CAMHS) Tier 4 Manager
Registered Mental Health Nurse,
MHLA

7
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5.0

Review of Scheme of Delegation

5.1

The Scheme of Delegation is subject to change when either legislation and/or case law requires a change in legal responsibilities
under the MHA.

5.2

This Scheme of Delegation will be reviewed in May 2017 in the event that no changes are required by either legislation and/or case
law before then.

8
N:\Secretariat\Board\Meetings\2015\05 - May\27_05_2015 Board Meeting\Agenda\Part 1\04d_App N_Section 2 3 Dorset Healthcare MH Scheme of delegation May15_1.doc

Section 4.7
TERMS OF REFERENCE:

APPOINTMENTS and REMUNERATION
(of Execs) COMMITTEE (by NEDs)
The NHS Act 2006 Schedule 7 para 17(4) requires a Committee consisting of the Chair, the Chief Executive
and the other Non-Executive Directors to appoint or remove the Executive Directors. For the purpose of
these Terms of Reference, and the scope of the Committee, the purview includes those Associate
Directors who participate routinely in Board meetings in line with guidance in the Code of Governance
(Code Provision D.2.2).
In the case of the Chief Executive, the NHS Act 2006, schedule 7, para 17(5) stipulates that an
appointment of a Chief Executive requires the approval of the Council of Governors.
The Trust’s Constitution requires the Board of Directors to establish a Committee of Non-Executive
Directors to decide the remuneration and any other terms and conditions of office for the Chief Executive
and other Executive Directors. The Code of Governance (Section D: Remuneration) provides policy
guidance that levels of remuneration should be sufficient to attract, retain and motivate directors of
quality, and with the skills and experience required to lead the Trust successfully, but that the Trust
should avoid paying more than is necessary for this purpose.
The Code of Governance (Main Principle B.7.a) requires that the performance of Executive Directors is
subject to regular appraisal and review and (Main Provision D.1.1) that the Committee has a role in
performance management of Executive Directors.
This Committee undertakes preparatory work to make these elements of governance possible and then
makes the decision.

Purpose
The purpose of the Committee is to appoint Executive Directors to and remove them from the Board. In
addition, the Committee determines appropriate remuneration and other terms of service for the Chief
Executive and Executive Directors.
The Committee will have the delegated power to act on behalf of the Board in making decisions upon the
remuneration and terms of service for the Chief Executive and Executive Directors. These decisions will
cover all aspects of salary, including performance-related elements or bonuses, the provisions of other
benefits, the approval of arrangements for termination of employment and other major contractual terms.
Duties
Appointments
a)

b)

Review the structure, size and composition of the Executive Director team, together with succession
planning and individual and team development, in the light of the Trust’s strategic choices, commercial
opportunities and pressures.
Select and appoint candidates to fill Executive vacancies.
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c)

d)
e)

Before any appointment is made, evaluate the balance of skills, knowledge and experience on the
Board. In the light of this evaluation approve a description of the role and capabilities required for a
particular appointment. In identifying suitable candidates the Committee will use open advertising or
the services of external advisers to facilitate the search.
Consider candidates on merit and against objective criteria.
Additionally, for the appointment of the Chief Executive the Committee will keep the Council of
Governors informed of the progress of a campaign and report the appointment of the Chief Executive
to the first general meeting of the Members Council after the appointment, for their approval.

Remuneration and performance
a)
b)

c)

d)
e)
f)

g)
h)
i)
j)
k)

l)

m)

n)

Approve the Trust’s remuneration strategy and overall pay structure.
Approve the Trust’s arrangements for performance review and development, including
arrangements for rewarding exceptional performance, and satisfy itself that they are being
effectively implemented.
Seek independent advice regarding salaries, pay scales and conditions of service for Executive
Directors and their senior first line reports, benchmarking within the NHS and the wider public sector
locally and nationally.
Determine the terms of appointment and remuneration package for the Chief Executive.
Determine the terms of appointment and remuneration package of the other Executive Directors
using guidance from the Chief Executive.
Consider and determine all remuneration issues for the Executive Directors and their senior first line
reports having regard to the principles of corporate governance (i.e. openness, fairness and probity),
and the overall affordability within the Trust budget.
Approve the prospective annual objectives for the Chief Executive with the Chair.
Approve the prospective annual objectives for the other Executive Directors with the Chief Executive.
Receive a report from the Chair on the Chief Executive’s performance for the year under review.
Receive reports from the Chief Executive on the performance of the Executive Directors.
Receive reports from the Chief Executive on the remuneration of Executive Directors, their senior
first line reports and Medical Staff contracted for more than 10 Programmed Activities, and for any
individuals on any outlying salaries for the year under review.
Satisfy itself that the Trust has inserted into contracts of Executive Directors clauses that are
compliant with Monitor’s Licence Condition G4(3), which provides for summary termination in the
event of a Director becoming an unfit person.
Review controls over extra-contractual payments including severance payments proposed to be paid
to Executive Directors and their senior first line reports. Ensure that prior approval of any such
payment is sought from Monitor or the Treasury as required.
Be informed by the Director of Human Resources of all new employment legislation, relevant
guidance and circulars, Trust policies and any other matters relating to remuneration issues for Trust
staff in order for the Remuneration Committee to give a decision on such subjects.
Membership, Chair

All Non-Executive Directors are members of the Committee. The Chief Executive has a right to be in
attendance as a member of the Committee when other Executive Director appointments are being
determined. The Chief Executive may be invited to be in attendance when the remuneration of the other
Executive Directors is under discussion.
The Trust Chair may be the Committee Chair but best practice suggests that another Non-Executive
Director will be the Committee Chair. Alternatively, the Trust Chair may be the Committee Chair but
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choose not to act as Committee Chair when decisions regarding the Chief Executive’s remuneration are
under discussion.
One Non-Executive Director will attend as a member the meetings of the Clinical Excellence Awards
Committee for Consultants and also the Discretionary Points Committee for Associate Specialists and Staff
Grade Doctors and will also attend any follow on appeals.
The Trust Secretary will be in attendance at all meetings and will provide support to the Committee Chair.
Quorum
A quorum is the Chair and two Non-Executive Directors. Committee decisions will be taken by a straight
majority vote. In the event of an equality of votes the Committee Chair will have the casting vote.
Frequency of Meetings
The Committee will meet at least annually or more frequently if required.
Standing Agenda Items






Apologies.
Minutes of the last meeting.
Matters arising.
Action log.
Discussion of items to be escalated to the Board.

Relationships with the Board
The Committee Chair will report to Board on the topics discussed at Committee meetings. The Minutes will
be circulated to Members of the Committee only.
Monitoring effectiveness and Review Date
The Committee will, at last once a year, review its own performance and Terms of Reference to ensure its
effectiveness. It will notify the Board of any changes it considers necessary.
The Committee will report on its activities each year by way of the Remuneration Report as required by
specific guidance set out each year in Monitor’s Annual Reporting Manual, within the statutory annual
report and accounts.
Reviewed: March 2015

Next Review Date: May 2017

Document Owner
Trust Secretary
Date
March 15

Contact
Andy
Chittenden

Version
0.1
0.4

April 15

Keith Eales

Section

Details of change
First draft.
Specific references added to Constitution and the Code of
Governance.
Amended following comments from NEDs and CEO
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Section 4.8

TERMS OF REFERENCE:
CHARITABLE FUNDS COMMITTEE
The antecedent organisation to Dorset HealthCare NHS Foundation Trust was appointed as Corporate
Trustee of the antecedent charitable fund to DORSET HEALTHCARE CHARITABLE FUND (Charity No
1056550). The original Declaration of Trust dated 1 April 1996 was amended by a Deed of Variation
dated 25 February 2009.
Under these arrangements, the Dorset HealthCare Trust Board serves as the Corporate Trustee of the
charity and is its agent in the administration of the Charitable Fund. The Charitable Funds Committee has
been formally constituted by the Board of Directors to act as the representative of the Corporate
Trustee. Not all Members of the Trust Board need be members of the Charitable Funds Committee. The
Trust’s Director of Finance, Jackie Chai, is registered with the Charity Commission as the named contact.
http://apps.charitycommission.gov.uk/Showcharity/RegisterOfCharities/CharityWithoutPartB.aspx?Registe
redCharityNumber=1056550&SubsidiaryNumber=0

1.

Purpose
The purpose of the Charitable Funds Committee is to make and monitor arrangements for the
control and management of the Charitable Fund investments of the Trust.

2.

Duties

2.1
2.2

To approve and oversee an overall strategy for the effective use of the Charitable Fund.
To satisfy itself with regard to compliance with the requirements of statute, Monitor, the Charity
Commission and the Trust’s governing policies in so far as they apply to charitable fund matters.
2.3 To receive a report on the performance of the stockbrokers and to consider whether any action is
required.
2.4 To approve and monitor the performance against any benchmark or other terms of agreement
between the Corporate Trustee and any investment manager.
2.5 To monitor the level of funds held and make recommendations to the Corporate Trustee if action is
required.
2.6 To receive an expenditure and income report for each fund at each meeting.
2.7 To consider any other issues relating to Charitable Funds referred to the Committee by the Trust
Board.
2.8 To review the appointment of investment managers at least every three years based on
performance.
2.9 To approve and monitor the policy on Charitable Funds Income Generation schemes that may arise
from time to time.
2.10 To approve and monitor an overall expenditure policy that sets the pace at which funds may be
extinguished.
2.11 Annually to review and approve a report and accounts prepared in accordance with regulatory
guidance.
2.12 An approved schedule of key reports will be held by the Secretary to the Committee.
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3.

Membership

3.1

The membership of the Committee will comprise:
• Non-Executive Directors (at least three), one of whom will be appointed Chair of the Committee
by the Trust Chair.
• Director of Finance (or their nominated deputy subject to the Chair’s approval)

3.2

All members of the Corporate Trustee, that is, the Trust Board, have the right to attend meetings of
the Committee ex officio.

3.3

The Trust Secretary will be in attendance at meetings of the Committee.

3.4

A representative from the investment manager will be invited to be in attendance as required.

4.

Quorum
In order for decisions taken by the Committee to be valid, the meeting must be quorate. This will
consist of three members of the Committee being present at the point when any business is
transacted, one of whom must be the Director of Finance or their nominated deputy. In extremis,
any member of the Committee who is able to speak and be heard by each of the other members will
be deemed to be present in person and will count towards the quorum.

5.

Frequency of Meetings
The Committee will meet at least twice a year.

6.

Standing Agenda Items







Apologies.
Minutes of the last meeting.
Matters arising.
Action log.
Income and expenditure report
Any other business

7.

Relationships and reporting

7.1

The minutes of the Charitable Funds Committee will be formally recorded and submitted to the
Corporate Trustee, that is, the Trust Board. The Chair of the Committee will draw to the attention of
the Board any significant issues that require disclosure, decision or action.

7.2

The Committee will provide an Annual Report to the Trust Board, which will summarise its
performance against the delivery of its work programme, setting out the challenges and successes
over the year; it will also report on attendance during the year. It will maintain an annual
programme of work for the forthcoming year. In particular, the annual programme will incorporate
all key areas within the Committee’s duties, as set out in Section 2 of these Terms of Reference.
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8.

Monitoring Effectiveness
The Committee will, at least once a year, review its own performance and Terms of Reference to
ensure it is operating at maximum effectiveness and recommend any changes it considers necessary
to the Board for approval.

Reviewed: April 2015
9.

Next Review Date:

April 2017

Document Owner
Trust Secretary

Date

Contact

Version

Jan 14

Chris
Harvey
Andy
Chittenden

1.0

March
15

April 15

Keith Eales

1.1

1.2

Section

Details of change
Published in the Trust’s Governance Structure document.

3

5
All

Add preamble.
Remove conflicting reference stating Chief Accountant it not a
member of the Committee as Chief Accountant is DoF who is a natural
choice as a representative of the corporate trustee; amend secretary
arrangements from Director of Finance to Trust Secretary. Amend
nominated deputy attendance arrangements to require Chair’s
approval.
Amend minimum meeting frequency from x3 p.a. to x 2 p.a.
Amended following review by Committee on 20 April 15
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Non-Executive Director Membership of Board Committees
and Appointment of Senior Independent Director
Part 1 Board Meeting 27 May 2015

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 and the appointment of the Senior Independent
Director with effect from 1 June 2015

Recommendation

The Board is asked to confirm, with effect from 1 June 2015:
1. Non-Executive Director membership of Board Committees
2. Appointment of the Senior Independent Director

Engagement and
Involvement

Council of Governors

Previous
25 March 2015 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



Board of Directors May 2015
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NON-EXECUTIVE DIRECTOR MEMBERSHIP OF BOARD COMMITTEES
1.

INTRODUCTION

1.1

At its meeting on 25 March 2015 the Board confirmed the Non-Executive Director
membership of Board Committees effective from 1 April 2015.

1.2

The Board also noted that a recruitment process was underway to fill the Non-Executive
Director vacancy created by Gill Fozard’s departure at the end of May 2015 and that, when
that vacancy was filled, there would be a further review to confirm the Non-Executive
Director membership of Board Committees effective from 1 June 2015. At its meeting on
20 May the Council of Governors confirmed the appointment of John Hughes commencing
on 1 July 2015.

1.3

Paragraph 2 below gives details of the Non-Executive Director proposed membership of the
various Board Committees, effective from 1 June 2015.

2.

NON-EXECUTIVE DIRECTOR MEMBERSHIP OF BOARD COMMITTEES

2.1

Audit Committee
Chair: John McBride
Members: Lynne Hunt, Peter Rawlinson, Nick Yeo

2.2

Quality Governance Committee
Chair: David Brook
Members: John Hughes (from 1 July 2015), Lynne Hunt, Sarah Murray, Nick Yeo

2.3

Mental Health Legislation Assurance Committee
Chair: Sarah Murray
Members: Ann Abraham, Lynne Hunt

2.4

Charitable Funds Committee
Chair: Lynne Hunt
Members: Ann Abraham, Peter Rawlinson
All Board Members have the right to attend ex officio as Trustees.

2.5

Appointments and Remuneration Committee
Chair: Peter Rawlinson
Members: All Non-Executive Directors, including the Trust Chair, are members of the
Appointments and Remuneration Committee.

3.

SENIOR INDEPENDENT DIRECTOR

3.1

Gill Fozard has undertaken the role of Senior Independent Director since April 2015.
Following consultation with the Lead Governor and the Council of Governors’ Nominations

Board of Directors March 2015
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and Terms of Service Committee, it is proposed to appoint Nick Yeo as Senior Independent
Director with effect from 1 June 2015.
4.

RECOMMENDATION

4.1

The Board is asked to confirm, with effect from 1 June 2015:
i.
Non-Executive Director membership of Board Committees
ii.
Appointment of the Senior Independent Director.

Keith Eales
Trust Secretary
May 2015

Board of Directors May 2015
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Board Cycle of Business
Part 1 Board Meeting 27 May 2015

Author

Keith Eales, Trust Secretary

Sponsoring Board Member

Ann Abraham, Trust Chair
To provide the Board with the cycle of business from
May 2015 to April 2016 together with the three month
rolling agendas.
The Board is asked to review and approve the content of
the paper.

Purpose of Report

Recommendation
Engagement and Involvement

The paper has been prepared based on the topics
included within the original Board cycle of business which
was submitted to the August and December 2014 Board
meetings.

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 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











PREAMBLE
The annual cycle of planned business was approved at the August 2014 Board meeting and further
presented to the December 2014 Board meeting and subsequent meetings thereafter.
The attached paper sets out the Board’s cycle of business for the period May 2015 to April 2016
which sets out external deadlines that the Trust is working to.
In addition to the annual cycle of business a three month rolling agenda will assist Executive
Directors. It also provides Non Executives with a clear horizon on which to base expectations of
topics being addressed. The monthly cycle should stimulate an ongoing dialogue with the Trust
Secretary as to any omissions and amendments to the outline plan.
The Executive Directors will be expected to regularly update the Trust Secretary and give early
indication of additional items for coming Board meetings.
RECOMMENDATIONS
The Board is asked to review and approve the content of the paper.

Keith Eales
Trust Secretary

Annual Board Cycle of Business
Board of Directors 27 May 2015
1. The table below sets out the annual cycle of business for the Board
Standing Items
Apologies
Patient Story
Declarations of Interests in relation to agenda items
Minutes of the previous Part 1 Board Meeting
Chair’s Communications
Chief Executive’s Report
Approved minutes from Board Committees
Integrated Corporate Dashboard
Monthly update on People Management and Organisation Development
Three month Board Cycle of Business
Any Other Business
Periodic Items
Date
May 2015

Business
Infection Annual Prevention & Control
Report 14/15 to include work plan for
15/16
Draft Quality Account
Annual Report and Accounts
12 month review of Blueprint
deliverables
Estates Strategy
Annual Complaints Report 2014/15
Annual Patient Experience Report
2014/15
Whistleblowing Policy
Standing Orders for the Board
Scheme of Reservation and Delegation
of Powers
SFI’s
Scheme of Mental Health
Legislation Scheme of Delegation
Terms
of
Reference
for
the
Remuneration/Appointments
Committee(s).
Terms of Reference for the Charitable
Funds Committee

External Deadline

29 May 2015
29 May 2015

Date
June 2015

July 2015

September 2015
October 2015

November 2015

December 2015
January 2016

February 2016

March 2016

April 2016

Business
Annual Plan 2015/16 – approval
financial plan
Operational Plan for the Year
Annual Responsible Officer Report
– Medical Revalidation and
Appraisal
Annual Safeguarding Report
2014/15
Nursing Strategy
Annual SUI Report 2014/15
Monitor Q1 submission
Quarterly review of the Board
Assurance Framework
Safe Staffing six monthly report

External Deadline

Monitor Q2 submission
Quarterly review of the Board
Assurance Framework
Review of progress report against
Corporate Objectives
Infection Prevention six monthly
report
Quarterly review of Board
Assurance Framework

End October 2015

Monitor Q3 submission
Strategic Plan 2016
Operating Framework – Planning
Assumptions for Annual Plan
Quarterly review of the Board
Assurance Framework
Safe Staffing six monthly Report
Annual Plan 2016/17 – Contract
agreements
Performance Management
Framework
Annual Plan 2015/16 - draft
financial plan
Proposed Quality Priorities for
16/17
Going Concern Report
Monitor Q4 submission
Board Register of Interests

End January 2016
TBC
TBC

2. The Board is asked to note the annual cycle.
Keith Eales
May 2015

End July 2015

TBC

April 2016
End March 2016

Board Cycle of Business
June-September 2015
1. The following table sets out the items for discussion at the June, July and September 2015 Board meetings

PART 1 BOARD MEETING
WEDNESDAY 24 June
1:00 – 3:30
Draft Agenda
1) Welcome, Apologies and
Previous Meetings
•
Patient Story – Reader NY
•
Quorum
•
Declarations of Interests
•
Board Minutes
•
Matters Arising
•
Chair Update

PART 1 BOARD MEETING
WEDNESDAY 29 July
1:00 – 3:30
Draft Agenda
1) Welcome, Apologies and
Previous Meetings
•
Patient Story – Reader PR
•
Quorum
•
Declarations of Interests
•
Board Minutes
•
Matters Arising
•
Chair Update

PART 1 BOARD MEETING
WEDNESDAY 30 September
1:00 – 3:30
Draft Agenda
1) Welcome, Apologies and
Previous Meetings
•
Patient Story – Reader PR
•
Quorum
•
Declarations of Interests
•
Board Minutes
•
Matters Arising
•
Chair Update

2) Strategy Implementation:
Current Affairs and Operational
Performance
 CEO update
 Approved Minutes from Board
Committees
 Integrated Corporate
Dashboard
 People Management and
Organisation Development
Report
 Nursing Strategy

2) Strategy Implementation:
Current Affairs and Operational
Performance
 CEO update
 Approved Minutes from Board
Committees
 Integrated Corporate
Dashboard
 People Management and
Organisation Development
Report

2) Strategy Implementation:
Current Affairs and Operational
Performance

CEO update

Approved Minutes from
Board Committees

Integrated Corporate
Dashboard

People Management and
Organisation Development
Report

PART 1 BOARD MEETING
WEDNESDAY 24 June
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making
 Operational plan 2015/16
 Mileage rates (if not May)

PART 1 BOARD MEETING
WEDNESDAY 29 July
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making

PART 1 BOARD MEETING
WEDNESDAY 30 September
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making

4) Regulatory and Compliance
Matters
 Annual Plan 2015/16 –
Approve Financial Plan
 Annual Responsible Officer
Report – Medical Revalidation
and Appraisal
 Annual Safeguarding Report
2014/15
 Annual SUI Report 2014/15
 Annual Complaints Report
2014/15
 Annual Patient Experience
Report 2014/15
 Annual Infection prevention &
Control Annual Report
2014/15
 The 3 month Board Cycle of
Business

4) Regulatory and Compliance
Matters
 Quarterly submission to
Monitor
 Quarterly review of the Board
Assurance Framework
 The 3 month Board Cycle of
Business

4) Regulatory and Compliance
Matters

Safe staffing review

5) Other Matters
 Any Other Business

5) Other Matters
 Any Other Business

5) Other Matters
 Any Other Business

6) Date and Time of Next Meeting
7) Exclusion of Public

6) Date and Time of Next Meeting
7) Exclusion of Public

6) Date and Time of Next Meeting
7) Exclusion of Public

2. The Board is asked to note the report.
Keith Eales
May 2015

