Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 27 July 2016 at Sentinel House, 4-6 Nuffield Road, Poole,
Dorset, BH17 0RB commencing at 1:00pm
If you are unable to attend please notify Keith Eales on 01202 277008.
Yours Sincerely,

Ann Abraham
Chair
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Agenda Item 2

Patient Story
Part 1 Board Meeting 27 July 2016
Author

A patient story on St Brelades Ward, Aldeney Hospital
assisted by Katie Childerhouse (Patient Experience and
Complaints Manager)

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the patient’s experiences.

Recommendation

The Board is asked to discuss and consider the narrative

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

Monitoring and Assurance Summary
This report links to
the Strategic Goals




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


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information

Patient Story – St Brelades Ward, Alderney Hospital
I met with GM at her home. GM’s husband was diagnosed with Early Onset
Alzheimer’s at the age of 51. He is now 57 years old and still lives in his family home
with his wife and two (out of three) children, with the support of Monday to Friday
dementia specialist day centre, alternate weekend days at dementia nursing home
(while GM continues to work) plus daily visit from carers and occasional respite
support overnight at home.
During December 2014 JM became very unwell, experiencing hallucinations,
sleeplessness and anxiety attacks, which took a toll on his health. JM was admitted
to St Brelades Ward, Alderney Hospital during January 2015 to enable a full health
assessment to be undertaken.
During GM’s visits to her husband she noticed a change in her husband’s health; he
seemed to have a heightened sense of anxiety, was agitated and upset about being
on the ward. GM also began to visit her husband at meal times, as she had noticed
that little help was being given to her husband. Due to JM’s poor dexterity in his
hands he was unable to use the cutlery and feed himself. GM has observed other
patients’ food being taken away untouched, as no one was helping to feed them.
After 10 days there was an admission meeting, chaired by an Old Age Psychiatrist
and with seven other health/social care professionals. During the meeting GM was
told that nothing could be done for her husband and that the Consultant wanted to
discharge him. She was also told they needed the bed space as soon as possible.
GM was taken aback by the coldness and lack of compassion that she experienced
within this meeting. She felt as though the questions she asked were not listened to
and her thoughts and opinions were ignored. She left the meeting feeling very
distressed. With further negotiation, and the input from a family friend who is also a
consultant at Poole, JM stayed a further 10 days in St Brelades. His medication was
changed and he was discharged home with substantial support from social services.
JM is regularly visited by Occupational Therapists from Kings Park who are very
supportive.
GM is very concerned about what will happen the next time her husband needs
inpatient care as she feels there is nowhere appropriate locally that can meet her
husband’s needs. GM said that “just because it’s rare, it’s no less important”. JM is
currently being seen by a consultant who specialises in old age dementia, not early
onset. GM feels that this consultant has little understanding of her husband’s
condition or the support that is required to keep him healthy and at home.
GM feels as though she and her husband are in “no -man’s land” and is frightened for
the future. She does not know what specialised support is available to her husband
and her as a carer. GM has been thrown into looking after her husband, running a
household and looking after her three children (one has just left University, one is just
starting University and one is working in London) and dealing with all their emotions
linked to their father’s diagnoses. She has joined the Alzheimer’s Society in
Bournemouth, but they mostly support much older people with dementia. She
attends a bi-annual carers support group in Southampton Hospital (as there is little
support in Dorset for early onset Alzheimer’s patients and their carers).
GM met with the Director of Poole & East Dorset Locality and the Matron of St
Brelades ward on 11 January 2016 and 11 April 2016 to discuss the above concerns
and the actions that have been taken as a result of this feedback. In addition a copy
of the nursing notes from JM’s time on St Brelades is being shared with GM.
GM’s worry onward is what will happen to JM if he becomes poorly again and where
he will go as there are no specialist early onset beds as support for patients in
Dorset. She feels we need a consultant to be made available in Dorset for those
suffering from early onset dementia - even if it's a clinic just once a month but for that

consultant to have a specialist knowledge in early onset dementia and for the NHS to
provide reassurance that suitable bed spaces will be made available should inpatient
support be needed.
By way of background, the number of patients with dementia, who are under the age
of 65 and who have made contact with the Trust since September 2014 is
Bournemouth, Poole & Christchurch – 36
The rest of Dorset – 37
Additionally the number of patients with a diagnosis of Mild Cognitive Impairment is
Bournemouth, Poole & Christchurch – 10
The rest of Dorset – 28

Agenda Item 4i

Minutes of the Board of Directors Meeting held at 1pm on Wednesday 29 June 2016
at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Fiona Haughey
David Brook
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Linda Boland
Colin Hague
Sally O’Donnell
Nicola Plumb
Eugine Yafele

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

In Attendance:
Keith Eales
Nick Jenvey
Ian Rodin
Sarah Wright

Trust Secretary
Associate Director of IM&T
Acting Medical Director
Associate Director of Finance

Apologies:
Ron Shields
John Hughes
Jackie Chai
Lynne Hunt
Nick Kosky

Chief Executive
Non-Executive Director
Director of Finance
Deputy Chair and Non-Executive Director
Medical Director

Governor Observers:
Judith Adda
Chris Balfe
Scottie Gregory
Sue Howshall
Stefan Morawiec
Jan Owens
Patricia Scott
Sue Evans-Thomas
Angela Bartlett
Peter Kelsall
Becky Aldridge
Bobbie Dove

Public Governor (Bournemouth)
Public Governor (Dorset RoE) (Lead Governor)
Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Public Governor (Poole)
Public Governor (Poole)
Staff Governor
Staff Governor
Partner Governor (Service User Group Representative)
Partner Governor (Bournemouth Borough Council)

590/16 Welcome and Apologies
The Chair welcomed members and observers to the meeting and reported the
apologies received.
591/16 Patient Story
The meeting commenced with a story illustrating the experience of a patient
supported by the Rehabilitation Services at St. Leonards Community Hospital
following a referral from The Royal Bournemouth & Christchurch Hospitals NHS
Foundation Trust.
The patient had been advised that he would be discharged and referred for
rehabilitation after spending four months in The Royal Bournemouth & Christchurch
Hospitals NHS Foundation Trust. However, he was subsequently advised that the
referral would not proceed because St. Leonards Community Hospital did not accept
patients requiring a hoist. Following a letter from a Consultant, and a visit by the
Trust Matron for St. Leonards and a physiotherapist, the referral was arranged. The
patient’s experience at St Leonards was good and had a positive outcome.
The Acting Chief Executive/Director of Nursing and Quality advised that it was not
the case that referrals could not proceed if patients required a hoist. It was
recognised that further investigation was required into the circumstances surrounding
the initial referral which did not proceed.
Board members sought clarification with regard to whether admission thresholds
varied between Trust Community Hospitals. The Locality Director Poole and East
Dorset advised that this should not be the case but was now under investigation.
The Board noted the patient story.
592/16 Declarations of Interests in Relation to Agenda Items
No declarations were made.
593/16 Minutes and Notes of Previous Meetings
The Board approved as a correct record the minutes of the meetings held on the
morning and afternoon of 25 May 2016, and the Workshop notes of 1 June 2016.
The minutes of the Board meeting held on 1 June 2016 were approved subject to the
addition of the following as a fourth bullet point on page 2 of minute 589/16:• ‘how IM&T costs beyond 2016/17 could be funded out of income and
expenditure rather than reserves’.
594/16 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
The Board noted the report.
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595/16 Chair’s Update
The Chair gave her monthly update to the Board.
The Chair referred to the recent volunteers’ tea party that she had attended. This was
one of two held to recognise and celebrate the contribution of volunteers to the Trust.
The Board considered that there was merit in receiving a report on the volunteers’
strategy and the contribution of volunteers to the Trust.
The Board noted the report.
596/16 Chief Executive’s Update
The Acting Chief Executive/Director of Nursing and Quality submitted a report setting
out key issues of concern and interest.
The Acting Chief Executive/Director of Nursing and Quality advised that the Trust
had been required to resubmit the financial element of the Trust Operational Plan for
2016/17 by today, which has been achieved. No further information had been
received with regard to the resubmission of the rest of the plan.
However, a further letter had been received from NHS Improvement with regard to
the national financial position and the acceptance of control totals by trusts. It was
noted that 19 trusts had not accepted their control total. It was recognised that the
Board had made clear the basis on which the Trust had not been able to accept the
control total. The position remained unchanged.
The Acting Chief Executive/Director of Nursing and Quality updated the Board on
developments in respect of the Sustainability and Transformation Plan (STP) and the
Clinical Services Review (CSR). It was noted that there were a number of key dates
in respect of the CSR in the next month including the Board Workshop on 6 July, the
Council of Governors on 13 July, the Clinical Reference Group on the same day and
the Dorset Clinical Commissioning Group (CCG) Governing Body meeting on 20
July. The Chair advised that she and the Chief Executive had recently met with the
Chair and Chief Officer of the CCG.
The Acting Chief Executive/Director of Nursing and Quality advised that Chalbury
Ward was now closed and one patient had been transferred to Alderney Community
Hospital.
The Locality Director Bournemouth and Christchurch advised that the Trust had been
shortlisted, as part of two consortia, in respect of bids to provide forensic services.
Assessment panels were being held later in the day to consider the bids.
The Acting Chief Executive/Director of Nursing and Quality advised that a letter had
been sent to all staff, following the outcome of the recent European Union
membership referendum, affirming the important contribution of our international staff
and the value placed on them by the Trust.
The Board noted the report.
597/16 Board Integrated Corporate Dashboard
The Acting Medical Director submitted the dashboard for May.
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The Acting Medical Director drew attention to the following:•

The number of patient on patient violent incidents had remained consistent.
However, over the last four years there had been a significant reduction in
physical assaults on staff;

•

The number of patient falls had remained consistent over the past 13 months;

•

There had been a recent increase in the number of incidents of prone
restraint;

•

The number of seclusion incidents was above the locally set threshold and
was the highest reported figure since reporting of the metric began;

•

The number of mental health patients readmitted as an emergency within 28
days of a previous discharge was above the threshold.

The Locality Director, Bournemouth and Christchurch commented that the position in
respect of readmission rates, prone restraint and seclusion incidents were indicators
of a health system under significant pressure.
The Board sought clarification with regard to the reasons for the increase in seclusion
incidents. The Locality Director, Bournemouth and Christchurch commented that this
reflected the practice nationally of the Police not taking people with a mental illness
into custody. Locally, individuals were being taken to St Ann’s Hospital, with
seclusion being used whilst an assessment was awaited. Individuals were not being
admitted following assessment. Discussions were taking place with the Police as this
practice was not considered to be in the best interests of the individuals concerned.
Clarification was sought with regard to the action being taken in respect of CMHT
services given the rising referral rates and staffing challenges. The Locality Director,
Poole and East Dorset advised that a detailed improvement plan was in place in
respect of access times. It was anticipated that this would begin to have an impact by
December. In addition, additional members of staff had been appointed to the team in
Bournemouth and Christchurch, where demand was at its highest.
It was noted that, whilst the indicator in respect of vacancy numbers was within the
acceptable range, the quality of data was low. Clarification was sought as to whether
this had an impact on reported budget positions. The Associate Director of Finance
advised that, annually, budget managers were required to confirm their staffing
establishment. This process, which was underway, underpinned the reported position
on staffing.
Clarification was sought with regard to the reporting frequency of indicators which
were not meeting the planned level of performance but which had an anticipated date
by which the target or threshold would be met. The Acting Medical Director advised
that if an indicator was not on track to return to the target level of performance, then
the Board would be advised in advance of the next scheduled reporting date.
The Board noted the dashboard for May.
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598/16 Finance Report for May
The Associate Director of Finance submitted the finance report for May.
The Associate Director of Finance advised that, at month two, the Trust had a deficit
of £0.7m which was £0.6m ahead of plan. At the end of May, £4.2m of the cost
improvement plan for the year had been achieved. The Financial Sustainability Risk
Rating at the end of May was ‘4’.
It was noted that agency expenditure year to date was £0.9m. The Acting Chief
Executive/Director of Nursing and Quality advised that a letter had been received
from NHS Improvement congratulating the Trust on the progress made in reducing
agency expenditure.
Clarification was sought with regard to the reporting of progress in achieving the cost
avoidance measures agreed as part of the budget for 2016/17. The Associate
Director of Finance advised that this would be monitored by the Programme
Management Office on a quarterly basis and included in the monthly finance report.
The Chair advised that she had written to all Board members inviting ideas on
approaches to provide the Board with the additional assurances sought in respect of
finance.
The Board noted the report.
599/16 People Management
The Director of Human Resources submitted the monthly People Management
report.
The Director of Human Resources drew particular attention to the implementation of
the Apprenticeship Levy nationally and the action being taken within the Trust,
funding changes to be implemented by Health Education England from 1 August and
a range of organisational development initiatives being implemented.
The Acting Chief Executive/Director of Nursing and Quality referred to the conference
held on 22 June for Trust Bank staff. This had been a success with over 80 Bank
staff attending.
The Board noted the report.
600/16 Annual Plan Deliverables 2015/16 and 2016/17
The Director of Organisational Development, Participation and Corporate Affairs
submitted a report on the achievement of the Annual Plan deliverables for 2015/16
and proposing an approach to setting the deliverables for 2016/17.
The Board noted the evaluation undertaken in respect of the 2015/16 deliverables.
The Director of Organisational Development, Participation and Corporate Affairs
commented that further consideration had been given to the process of setting the
deliverables for 2016/17 in the light of the year-end review of those agreed for
2015/16. In particular, it had been recognised that a greater distinction could have
been made between the small number of quality and business-critical priorities for
the year and those actions that were better recognised as business as usual.
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As a result of these reflections, for 2016/17 five over-riding delivery themes had been
established with areas for achievement under each.
In endorsing the broad approach for 2016/17 Board members made a number of
observations:•

The target date for the three year financial plan should be available by
November 2016;

•

There was merit in establishing a baseline position for each theme to support
the assessment of progress;

•

With regard to integration and transformation, consideration should be given
to identifying initiatives for the benefits of patients that were within the control
of the Trust;

•

Within the theme of quality, further emphasis could be placed on consistency
of provision and equality of access;

•

With regard to enablers, the focus on IM&T should extend to supporting
corporate as well as front-line teams, and with greater clarity on outcomes.

The Board
(a) Noted the assessment of progress against the Annual Plan deliverables for
2015/16;
(b) Endorsed the approach for setting the deliverables for 2016/17;
(c) Agreed that a further report on the themes and areas for achievement
would be submitted to the Board following further review by the Executive
in the light of discussion at the meeting.
601/16 IM&T Priorities and Expenditure
The Director of Organisational Development, Participation and Corporate Affairs
submitted a report on the year-end position for IM&T investment and delivery in
2015/16 and the proposed priorities and expenditure for 2016/17, which had been
requested as part of the decision to approve the Trust budget for 2016/17.
The Director of Organisational Development, Participation and Corporate Affairs
gave an overview of IM&T development in the Trust, areas of expenditure in 2015/16
and the outcomes of the investment made, the recurrent element of the 2015/16
investments and plans for 2016/17.
The Chair of the Audit Committee reported on his recent visit, with the Chair of the
Appointments and Remuneration Committee, to the IM&T service and discussions
with staff. He commented that it was clear that there was a considerable need for
both one-off and continuing investment. It was clear, however, that there was a
significant element of ongoing expenditure being met from reserves. This would need
to be assessed against other priorities for expenditure and incorporated within the
base budget. It was also clear that it was timely to review the IM&T strategy, which
could be undertaken at the September 2016 Board Workshop.
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The Chair summarised by commenting that the Board was consciously investing in
IM&T from reserves in 2016/17, for one year only, pending a review of the direction
of IM&T in the Trust. In future years IM&T expenditure would need to be
accommodated within the base budget.
The Board
(a) Noted the report;
(b) Agreed the IM&T budget for 2016/17;
(c) Agreed to consider the frequency for future IM&T reports at the September
Board Workshop.
602/16 Equality and Diversity Objectives 2016/17
The Director of Organisational Development, Participation and Corporate Affairs and
the Director of Human Resources submitted a report setting out a proposed
approach to the development of equality and diversity objectives for the Trust.
The Director of Human Resources advised that a three-year approach was being
proposed to strengthen, more fully integrate and give priority to equality and diversity
throughout the Trust. In 2016/17 the baseline position would be established, with
extensive engagement and further analysis in the following year and rolling
evaluation, objective setting and annual planning in the third year.
Alongside this, specific objectives were proposed for 2016/17 to build on the
achievements of 2015/16:•
•
•
•

Better health outcomes
Improved patient access and experience
A representative and supported workforce
Inclusive leadership

The Board agreed
(a) The three-year approach to more fully integrate and give priority to equality
and diversity throughout the Trust; and
(b) The equality and diversity objectives for 2016/17.
603/16 Quality Improvement Plan
The Acting Chief Executive/ Director of Nursing and Quality introduced the monthly
update on progress in implementing the Quality Improvement Plan following the June
2015 CQC inspection.
The Board noted that of the 60 ‘must do’ recommendations, 37 were complete or
rated as green, 12 were rated as amber/green on the basis of being in progress to
meet the deadline. One action was rated as being amber and was at risk of not
achieving the target date. Ten actions were rated as red and were not progressing or
had not met the target date. The Board noted the action being taken with regard to
the red-rated actions.
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Of the 89 ‘should do’ recommendations, 56 were complete or rated as green, 16
were rated as amber/green on the basis of being in progress to meet the deadline.
Three actions were rated as being amber and were at risk of not achieving the target
date. Fourteen actions were rated as red and were not progressing or had not met
the target date.
The Acting Chief Executive/ Director of Nursing and Quality commented that,
reflecting on the year since the inspection in June 2015, it was clear that
considerable progress had been made in building front-line engagement with and
ownership of the actions plans. There was also a clear recognition on the part of local
teams about the improvements that were required.
It was noted that five of the outstanding ‘must do’ actions related to children’s
services. The Acting Chief Executive/ Director of Nursing and Quality explained that
this was an area of continuing focus.
The Board noted the report.
604/16 Revalidation for Dorset HealthCare Nurses
The Acting Chief Executive/ Director of Nursing and Quality submitted a report
setting out progress in respect of the revalidation of Trust nursing staff.
The Acting Chief Executive/ Director of Nursing and Quality gave an overview of the
revalidation requirements, explained that 2,086 registered Trust nurses were required
to meet the revalidation requirements and summarised the experiences of those who
had undertaken the process to date. It was noted that 249 staff would be required to
revalidate in September 2016.
The Board noted the report and requested a further update in October 2016.
605/16 Trust Meeting Programme
The Trust Secretary submitted the draft meeting programme for 2017. It was noted
that this largely reflected the pattern of meetings in 2016.
The Board agreed the meeting programme.
606/16 Annual Cycle of Board Business
The Board received the annual cycle of business, which formed the basis of Board
agendas.
The importance of having a comprehensive cycle of business in place was
emphasised. Directors were asked to advise the Trust Secretary of additions or
amendments to the draft cycle.
The Board noted the updated cycle of business.
607/16 Other Items
The Locality Director, Dorset advised that the Weymouth Urgent Care Centre would
be formally opened on 1 July 2016.

8

The Chair advised that she had spoken to her counterparts at the other three
Foundation Trusts in Dorset to propose a joint Board event to be held on 2 November
2016 at Kingston Maurward College. Further details would be available in due
course.
608/18 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:•

Clarification was sought with regard to whether or not the Trust would be
submitting a bid for the Devon and Dorset Prison healthcare contracts. The
Acting Chief Executive/ Director of Nursing and Quality advised that the
tender documents were being assessed following which a decision would be
made as to whether or not to submit bids.

•

Further information was sought with regard to Trust practice in respect of
whistleblowing arrangements, complaints processes, appraisals, end of life
care and innovation.

•

Governors congratulated the Trust on arrangements for the revalidation of
nurses. Clarification was sought with regard to the involvement of Bank
nursing staff in the revalidation process. The Acting Chief Executive/ Director
of Nursing and Quality advised that the processes in place covered Bank
nursing staff.

•

Reference was made to the integrated corporate dashboard and the number
of red ratings in respect of children’s services.

•

Reference was made to the CCG engagement events on integrated
community services which would culminate in a report to the Governing Body
on 20 July 2016.

609/16 Next Meeting
The Board noted that the next meeting would be held on 27 July at 1.00pm at
Sentinel House, Poole.

Signed:

Date:

Ann Abraham, Chair
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Notes of the Board Workshop held at 9.30am on Wednesday 6 July 2016 at Sentinel
House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Fiona Haughey
John Hughes
Lynne Hunt
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Jackie Chai
Colin Hague
Nick Kosky
Nicola Plumb
Eugine Yafele

Chair
Acting Chief Executive/ Director of Nursing & Quality
Non-Executive Director
Non-Executive Director
Deputy Chair and Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Finance
Director of Human Resources
Medical Director
Director of Organisational Development, Participation and
Corporate Affairs
Locality Director – Bournemouth and Christchurch

In Attendance:
Keith Eales

Trust Secretary

Apologies:
Ron Shields
David Brook
Linda Boland
1

Chief Executive
Non-Executive Director
Locality Director-Poole and East Dorset

Welcome and Apologies
The Chair welcomed members to the workshop and reported the apologies received.

2

Demonstration of Diligent Boards
MyXa Elgstedt of Diligent attended to present the Diligent Boards digital board pack
solution.
MyXa Elgstedt gave an overview of the features of Diligent Boards and the benefits
and opportunities that it presented to Board members.

The Board thanked MyXa Elgstedt for her presentation.
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Clinical Services Review (CSR) Update

The Locality Director, Dorset gave a presentation on progress with the CSR. The
Board had received, as background information, the Locality Profiles produced by
Dorset Clinical Commissioning Group (CCG).
The presentation covered:•

The timeline over 2014-16 covering the









•
•
•
•
•
•
•
•
•

decision to initiate the CSR in June 2014
case for change
initial review, analysis and design stage and the preferred acute model
CCG preferred integrated community services approach
rescheduling of public consultation
acute configuration and the mental health acute pathway review
decisions of the Clinical Senate in May 2016
expected process through to August 2016

The community hospital sites in Dorset with inpatient beds
The current services in all 13 localities
Models of care and levels of need
Proposals for urgent and routine care and the implications
Services that could be available in all localities
Services that each cluster could have
The possible location for hubs
The evaluation of proposed sites
The impact for patients, staff and, estates

In reviewing the progress on the CSR, the Board considered that there were a
number of matters that should be brought to the attention of the CCG
•

It was noted that the timescales for the CSR and the mental health acute
pathway review were not aligned. Concern was expressed that this could
result in less focus and attention being given to the outcome of the pathway
review.

•

Achieving the planned level of care through the out of hospital model would
require sufficient funding for packages of care.

•

The terminology in respect of localities and clusters would need to be
explained through the public consultation to avoid confusion.

•

The modelling and proposals should be supported by demographic
information and trends to support an assessment of the demand for, and
planning of, services.

•

The initial analysis of staffing numbers required considerable further work.

The Director of Finance gave an overview of the key financial assumptions
underpinning the CSR.
The Director of Organisational Development, Participation and Corporate Affairs
reported on progress with the Trust communications plan to support the response to
the CSR. Key components of the plan would include:-
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•
•
•
•
•

the commitment of the Trust to the need for change;
the broad support of the Trust for the vision of the CSR;
support for the emerging models and the opportunities presented;
no decisions had been date yet-the proposals were subject to consultation;
all staff would have an opportunity to shape the Trust response.

Board members considered that there would be merit in producing a ‘roadmap’
setting out the key decision points for the Trust in responding to the CSR. The
Locality Director, Dorset undertook to produce this.

Signed:

Date:

Ann Abraham, Chair
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Agenda Item 5

Matters Arising
Part 1 Board Meeting 27 July 2016

Minute
535/16

Topic
Patient Story

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

Lead
FH

Deadline Response
TBC
Being included in
forward programme.

Trust Budget
2016/17

Clarification would be provided in respect of the
2016/17 year end position on reserves assuming
delivery of the budget, the use of contingency and
the minimum cash level required for liquidity
purposes.
The Board considered that there was merit in
receiving a report on the volunteers’ strategy and
the contribution of volunteers to the Trust.

JC

TBC

Initial briefing note
attached.

NP

October
2016

Included in the cycle
of business for
October 2016.

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

NP

Sept
2016

A report will be
submitted to the
September Board.

(March 2016)

589/16
(1 June 2016)

595/16

Chair’s Report

(29 June 2016)
600/16
(29 June 2016)

Annual Plan
Deliverables
2016/17

Keith Eales
Trust Secretary
July 2016
1

Appendix to Item 5
Reserves and Investments
Board Decision
1. The Board, on 1 June 2016, agreed that:
‘Clarification would be provided in respect of the 2016/17 year end position on reserves
assuming delivery of the budget, the use of contingency and the minimum cash level
required for liquidity purposes.
2. Assuming that the 2016/17 outturn is to plan and the contingency is fully utilised, the
Trust will have cash of £21m at 31 March 2017.
3. The minimum cash holding, based on one month’s payroll and pay overs for tax,
National Insurance and pension payments, is assessed as being £16m. This suggests a
maximum cash balance of £5m being available for investment.
Background Information
4. NHSI does not mandate a minimum cash level. There is no requirement, as was the
case previously, for a bank working capital facility.
5. The NHSI risk rating liquidity metric covers more than just cash. The calculation uses the
working capital balance which includes current assets and current liabilities as well as
cash.
6. The position of 71 other Trusts has been assessed based on their cash balance and
Department of Health or FT financing loans for 31 Mar 2015 and 2014. (Benchmarking
information for 31 Mar 2016 is not yet available.) The average cash balance at 31 Mar
2015 was £27m. This is slightly lower than the Trust’s cash balance at 31 Mar 2015 of
£30m. The average cash balance held is expected to fall by 31 Mar 2017 based on
widely publicised information on deficits and ambitious CIP plans, which would be in line
with the Trust’s position.

Agenda Item 7

Chief Executive’s Report
Part 1 Board Meeting 27 July 2016

Author

Ron Shields

Sponsoring Board
Member

Ron Shields

Purpose of Report

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

Recommendation

The Board is asked to note the report

Engagement and
Involvement

-

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









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

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

Yes
Detail in report











No











1.

Introduction

1.1

My monthly report to the Board highlights
•

•
•
2

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

Trust and Local News
Sustainability and Transformation Plan (STP)

2.1

The Dorset STP, one of 44 required across the country, has progressed to the stage of
national level review.

2.2

The STP has been generally well-received, recognising the benefit that has accrued from
the work on the Clinical Services Review (CSR) over the last two years.

2.3

The STP was reviewed by a national team on 15 July, bringing together representatives
from NHS England, NHS Improvement and other agencies. The key issues arising from the
review were
•

the capital investment needed for the acute hospital reconfiguration

•

how the acute hospitals would work more closely together in the future

•

support for and the funding of community hubs

Clinical Services Review
2.4

Dorset Clinical Commissioning Group’s (CCG) Governing Body agreed, on 20 July, the
site-specific options for the future of integrated community services in the County which will
go out for public consultation.

2.5

A letter has been sent to all staff confirming the decision and reiterating that a programme
of Trust events will be held to seek views and comments to help shape the Trust response.

2.6

Board members will have received a letter from the Chief Executive of Poole Hospital NHS
Foundation Trust to the CCG clarifying its position in respect of the CSR.
Care Quality Commission (CQC) Review of Investigating Deaths

2.7

The Trust has received further details of the CQC visit to the Trust as part of the national
review into deaths across mental health, acute and community settings.

2.8

The visit will take place between 16 and 17 August 2016. Documentation has been
requested in advance of the visit, including relevant policies, procedures and guidance,
reports and investigations, terms of reference of appropriate committees and groups and
records for review. The CQC would also like to meet the Medical Director, the governance
lead, the led for mortality governance, key operational leads, and, if available, the Chair or
Chair of the Quality Governance Committee, the complaints manager and the Mental
health Act lead for governance.

2

Implementing the Five Year Forward View for Mental Health
2.9

The Government has published guidance on how the Five Year Forward View for mental
health are to be delivered, setting out details on the implications for workforce, where and
when funding will be allocated and how data and payments will be used to drive and
monitor the change.

2.10 An on the day briefing from NHS Providers has been distributed to Board members.
Agency Expenditure Ceilings
2.11 The Trust has received a letter from NHS Improvement congratulating the organisation for
the action taken to reduce agency expenditure and for submitting a plan which meets the
ceiling set (which totals £9m for 2016/17). The Trust will be monitored on a monthly basis
against this plan.
Tenders
2.12 The Executive is developing responses to a number of key tenders at present including
those in respect of
•
•
•

The six Dorset and Devon Prisons
Diabetic retinopathy screening service
The Courts Liaison and Diversion Service

3

Recommendation

3.1

The Board is asked to note my report.

Ron Shields
Chief Executive
July 2016
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Trust Board Integrated Corporate Dashboard June 2016
Part 1 Board Meeting 27 July 2016

Author

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

Sponsoring Board
Member

Dr Nick Kosky, Medical Director /
Fiona Haughey, Director of Nursing and Quality

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 July 2016

Any action required?
Yes










Yes
Detail in report








No




Trust Board Integrated
Corporate Dashboard
Month 3 – June 2016

Contents
1.0 Timetable of reporting
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4.3 Metric Progress Report Sheets – Are we Caring?
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4.4 Metric Progress Report Sheets – Are we Well Led?
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4.5 Metric Progress Report Sheets – Are we Responsive?
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Pages 36-37
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Pages 39-48

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

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

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Report date

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

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

Indicates months that metric is not due to be reported

4

2.0 Executive Summary
The data for the metrics which are outside of threshold either this month or previous months, and are
not in this month’s reporting schedule, have been reviewed and there are no ongoing exceptions of
concern that require an update report this month. All metrics can be seen in the overview dashboard
on page 7.
•

•
Are we Safe?

•
•

•

•

•

Are we
Effective?

•

•
•
•

•

Patients not feeling safe on inpatient wards – the number of people responding
they did not feel safe has been lower during most months in 2016, compared
with 2015. Further details are on page 8.
Mandatory training completed -Trustwide performance has improved steadily
during the last 12 months and is now just below the 95% threshold. Further
details are on page 9.
Vacancy rate - the Trust has kept below the 10% threshold for each of the last
13 months. Further details are on page 10.
Sickness rates – the cumulative sickness rate has consistently been just
above the 4.5% threshold over the last 12 months. Further details are on page
11.
Percentage of bed days with delayed transfer from mental health unit Performance has improved during the last three months and was well below
the 7.5% threshold in June. Further details are on page 12.
Percentage of patients with delayed transfer from physical health unit –While
there has been some improvement this year this indicator is still falling short of
the threshold. There is a two year plan for continued improvement of delayed
transfers and length of stay as part of the CQUIN local scheme. Further details
are on pages 13-14.
Up to date care plans in place for all patients on the care programme approach
(CPA). The improvements that occurred in March and April still left us 10%
below the 95% threshold and there has been a decline in the last two months Further details are on page 15.
Risk assessments updated in previous 12 months (mental health) – Although
there is an improving trend, we remain around 10% below the 95% threshold.
There has been a slight dip in performance in the last two months. Further
details are on page 16.
CPA 7 Day Follow Up – Performance remains above threshold as has been
the case for the last year. Further details are on page 17.
Venous Thromboembolism (VTE) risk assessment – Performance over last
three months has been above threshold. Further details are on page 18.
Appraisals –There has been little change over the last six months with
performance being around 5% below the 95% threshold. Further details are on
page 19.
Nothing to report this month.

Are we
Caring?
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•

Are we Well
Led?

Are we
Responsive?

Good practice

NHS
Improvement
Indicators
Research &
Development
Mental Health
Act

•

•

Nothing to report this month.

•

A good practice example on improvements to the review processes following a
death in custody is reported. Further details are on page 21.

•
•

All indicators are ‘green’ for the month and for Quarter 1. Further details on
page 22.

•

The research and development metrics for Q1 show one amber rating and
three green ratings and are included on page 24.

•

A detailed Q1 Mental Health Act dashboard, on pages 25-34 shows 8 red and
8 green metrics.

Inpatient Nursing •
Staffing
•
Data Quality

The Month 3 net financial position is a cumulative deficit of £1.1m (1.7%)
which is £0.8m ahead of Plan year to date. £5.0m (62%) CIP has been
banked as at Month 3 and the FSRR rating is 4. Further information may be
found in the Month 3 Trust Finance Report.
Staff Friends and Family Test – there has been an increase in the percentage
of staff recommending the Trust as a place to receive care and as a place to
work. Further details on page 20.

The national return on inpatient staffing fill rates for June is included on page
35.
A Priority Plan is in progress to review and improve the quality of data. Of the
11 Red indicators in the plan, one has improved to Amber and three have
been removed from the plan because they are no longer Board indicators (or
the measure has changed). Eight indicators remain and are at different stages
of progress.

Summary Recommendations/comments
The Board is asked to:

•

Note the contents of this report and actions planned
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Board Dashboard – Quality Metrics (Month 3 - June 2016)
Are We Safe?
Metric

In Month

YTD

Threshold

Are We Effective?
Current
Status

Trend 6
Forecast
months next month

Data
Quality

Patient experience
Patients not feeling safe in our inpatient
wards

4
(227)

25

-

A

A

Current
Status

Readmission within 28 days to
Community Hospitals

4.0%

12.0%

-

-

Readmission within 28 days to Mental
Health Wards

8.0%

10.0%

<9%

G

Are We Well Led?
Trend
Forecast
6 months next month

Data
Quality

M

Metric

YTD

Threshold

Operational Efficiency

£000

M

Cash Balance

28,364

-

-

R

H

Capital Expenditure

425

1,094

-

Current
Status

Trend
Forecast
6 months next month

Data
Quality

£000 £000
-

-

-

1,117

G

-

G

H

H

-

<7.5%

G

G

M

CIP Performance

800

5,030

4,306

G

-

G

H

G

M

% patients with delayed transfer from
Physical health unit

-

<7.5%

R

R

M

YTD (Surplus)/Deficit

389

1,063

1,919

G

-

G

H

G

M

Assessments

4

4

3

-

G

H

M

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

83.2%

-

>=95%

R

R

L

-

Green

-

G

H

M

Risk Assessments updated in previous
12 months (mental health)

85.1%

-

>=95%

R

R

L

M

CPA 7 Day Follow Up

96.8%

97.5% >=95%

G

G

H

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

R

M

Falls Assessment within 24 hours

98.3%

97.0% >=95%

G

G

M

Community Mental Health Teams
(4 weeks)

82.3%

G

R

H

Venous Thromboembolism (VTE) risk
assessment

99.6%

97.5% >=95%

G

G

M

IAPT Dorset
(treated within 6 weeks)

0 per
month

G

G

H

Pressure ulcer risk assessments
Braden

96.6%

97.3% >=95%

G

G

M

<=6

G

G

M

Workforce

21

-

Violent incidents - Patient on Patient

34

93

<30

R

Violent Incidents - Patient on Staff

39

106

<45

G

Falls on inpatient wards

89

277

-

6

17

<=6

G

13

55

TBA

-

Seclusion

4

22

<=3

R

Healthcare associated infections – C.diff

0

3

<=1 per
month

Healthcare associated infections – MRSA
bacteraemia

0

0

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

2

8

-

-

-

-

G
-

Workforce
94.9%

93.8%

>95%

R

R

H

Vacancy rate

8.39%

-

0-10%

G

G

M

-

4.51%

<4.5%

R

R

M

10.9%

NHS Improvement Financial
Sustainability Risk Rating

88.4%

Completed Appraisals last year

Mandatory training completed

Clinical supervision according to Trust
standard (6 monthly)

87.9% >=95%

-

-

R

R

>95%

-

-

-

In Month

YTD

Threshold

Current
Status

Trend 6
Forecast
mnths next month

R

M

87.7%

89.0% >=75%

G

G

H

IAPT Dorset
(treated within 18 weeks)

100%

100% >=95%

G

G

H

IAPT Southampton
(treated within 6 weeks)

99.6%

98.6% >=75%

G

G

H

M

IAPT Southampton
(treated within 18 weeks)

100%

100% >=95%

G

G

H

L

IAPT contractual requirement (treated in
4 weeks - Dorset)

74.7%

-

>=95%

R

H

CAMHS Tier 3 (4 weeks)

65%

-

-

R

R

M

CAMHS Tier 2 (8 weeks)

82%

-

-

R

R

M

Data
Quality

86.8%

89.9% >=75%

G

G

M

L

Memory Assessment Service
(6 weeks)

97.4%

97.9% >=95%

G

G

M

11%

13%

-

Current status

FFT - % Recommended (total responses)

97%

97%

>=95%

G

G

M

Patient experience

Patients involved in their care?

95%

94%

>=95%

G

G

M

Number of complaints

G

Achieving against Trustwide threshold this month

R

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

A

Attention required

Are We Well Led?
Metric

In Month

YTD

Threshold

Current
Status

Number of compliments
Trend
1 yr

Forecast
next month

Data
Quality

Organisational Development

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

M

Moderate. Potential issues that could affect assurance of figures

L

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

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

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

>=72%
>=61%

-

-

-

Memory Assessment Service
(4 weeks)

FFT - Response Rate (hospitals)

-

G

Are We Responsive?

Legend / Key

-

G

R

Are we Caring?
Metric

NHS Improvement Governance Rating

>=95%

Patient Satisfaction

H

In Month

% of Bed days with delayed transfer from
4.57%
mental health unit

11

Sickness rates

Threshold

M

PSIs - moderate to catastrophic actual
harm. [Excluding falls/pressure ulcers]

Prone Restraint

YTD

Patient Experience

Incidents (number of)

Number of Patients Absconding

In Month

Metric

M
M

43

147

-

-

-

M

756

2012

-

-

-

M

2015/16
71% (31)

-

>73%

-

-

M

1

6

-

-

-

M

Key
CAMHS - Child and Adolescent Mental Health Services
CIP - Cost Improvement Programme
CPA - Care Programme Approach
FFT - Friends and Family Test
IAPT - Improving Access to Psychological Therapies
MRSA - Meticillin Resistant Staphylococcus aureus
PSIs - Patient Safety Incidents
YTD - Year to date

-

4.1.1 Metric Progress Report Sheet: Patients not feeling safe on inpatient wards
Current metric status
There is no threshold for this unit. The number of patients reporting they do not feel safe is on a downward trend, however it does tend to fluctuate on a monthly basis.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Patients not feeling safe on inpatient wards

This metric reports the number people who have reported that they do not feel safe in hospital. It includes community hospitals and
mental health hospitals. People are asked as part of the mental health patient safety thermometer snapshot collection in adult and
adolescent mental health wards and are asked as part of the discharge survey from hospital, sometimes carried out on handheld
devices.

30
25
20

4 out of the 227 people asked the question in June responded 'no' that they did not feel safe. These were on the following mental
health wards:
Harbour Ward - 2
Linden Unit - 1
Haven Ward - 1

15
10
5
0
Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Number of people not feeling safe

Nov-15

Dec-15
Median

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

4 is the lowest number of people to respond no to the do you feel safe question in the last 13 months. Most people who respond 'no'
are patients on a mental health ward, however there are occasionally 'no' responses on community hospital wards.

Linear (Number of people not feeling safe)

In June, 4 people responded that they did not feel safe from 227 respondents in the month.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

During 2015, an option to include the reason why a person did not feel safe was included on the handheld questionnaires. This
information is not always completed. The following are examples of reasons provided when a patient has responded 'no'.

Managers are alerted when a patient responds that they do not feel safe on the electronic survey, so that any issues or concerns can
be addressed in a timely way.

- delays in a transfer to another unit
- anxieties related to the reason for their admission.
- feeling that I pose a risk to others
- it was too noisy
- felt that the other patient was too close to them
- four physical fights

One ward at St Ann's Hospital is asking the patients more regularly to get regular feedback and to enable staff to act in real time and
not waiting until discharge, when it may too late to sort things out. Feedback from this ward will be shared to identify whether this can
be rolled out to other mental health wards. The outcome will be included in the September report, when information on this metric is
next due to be reported.
Ongoing monitoring of responses to identify hotspots in order to target action over the coming three months.
Measures to reduce violent incidents were discussed at the June Board meeting.
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4.1.2 Metric Progress Report Sheet: Mandatory training completed
Current metric status
The threshold for this metric is 95%.
The measure

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

Mandatory training

Trust rate: 94.94%
Target rate: 95%

100%
98%
96%

The following 5 teams were identified as having the lowest performance in March 2016 and the performance for the following 3
months is also shown.

94%
92%
90%

Prison HMP Exeter

88%
86%
Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Mandatory training compliance

Nov-15

Dec-15

Median

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Linear (Mandatory training compliance)

Headcount
(30/6/2016)
23

Mar-16

Apr-16

May-16

Jun-16

49.30%

42.60% 48.03% 67.36%

AMH CMHT Bmth West

22

71.67%

79.17% 82.81% 86.72%

DN Christchurch

42

72.96%

73.48% 71.68% 80.00%

Poole Intermediate Care Serv

49

Dorset MSK

29

74.57%
78.13%

74.02% 74.92% 81.52%
77.04% 76.06% 80.77%

Mandatory training required by all staff has recently been reviewed in consultation with the Trade Union Partnership Forum, and new
measures have been introduced in June 2016. The purpose of the review was to ensure all staff are adequately trained to support
the provision of high quality patient care. This has resulted in some changes to the frequency of some training, namely Fire, Moving
and Handling and Conflict Resolution.

The rate in June was 94.94%

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
Prison HMP Exeter
• Staff awareness of availability of eHub updates.

Actions being taken and target dates.

AMH CMHT Bournemouth West
• Administration staff vacancies and absence have impacted on maintaining an overview of mandatory training.
• Issues with accuracy of mandatory training data to be investigated.
• Staff sickness absence has meant some mandatory training has not taken place.
• Impact of maternity leave and career break leave.
• Staff awareness of availability of eHub updates.

AMH CMHT Bournemouth West
• Development of a management supervision tool and spreadsheet management of mandatory training due.
• Additional mandatory training days were scheduled in April to assist staff to complete outstanding training.
• Staff returning from maternity leave have prioritised completion of outstanding mandatory training.

District Nursing Christchurch
• Some training can only be done face-to-face (e.g. Adult Safeguarding, Manual Handling) and some have limited availability, causing logistical
difficulties for community teams.
• Changes in requirements for Manual Handling training require all staff to receive face to face training.
• Sickness levels have been high for several months (8.07%) which has impacted on mandatory training compliance - some staff due to complete
training are off sick (but still on report as the absence is not long term), remaining staff have prioritised front line care due to reduced capacity, and
therefore have been unable to complete mandatory training within the required timeframe. Sickness is now reducing month on month.
• Mandatory training day arranged for Christchurch staff to attend at Christchurch Local Office was cancelled due to trainer’s sickness – further dates
arranged.

District Nursing Christchurch
• Targeted support from the L&D team - bespoke mandatory training sessions arranged at Loring Road Office, Christchurch
• Staff encouraged to make use of the mandatory training sessions at Induction courses.
• Arrangements in progress for some community-based Manual Handling training sessions from September 2016.
• Creation and training of Trust Moving & Handling Champions to act as a local resource.
• Team Leader contacted each individual outstanding on mandatory training to emphasise importance and arrange completion.

Poole Intermediate Care Service
• Large community based team, largely part-time, dispersed across the county with no central office base. Practical limitations in terms of hours
available for training.
• Staff awareness of availability of eHub updates.

Poole Intermediate Care Service
• Admin team now runs regular reports and communicates to teams to book in advance of the training date.
• Engagement with the L&D team to give online training guidance and ensure Ulysses logons are current.

Dorset MSK
• Significant numbers of part-time staff, some of whom work for other Trusts with different requirements for frequency of mandatory training. This can
cause confusion and time limitations in completing training during Dorset HealthCare time.
• Impact of Systm One training.
• Staff awareness of availability of eHub updates.

Dorset MSK
• A requirement to complete mandatory training before any funded or external study leave will be approved has been introduced.
• Regular reminders to staff, also reinforced at team meetings.

Prison HMP Exeter
• Training programme is currently being organised to be delivered in Devon.

Expected date to be within threshold
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30/09/2017

4.1.3 Metric Progress Report Sheet: Vacancy rate
Current metric status
The threshold for this metric is 0%-10%.
The measure

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

Vacancy rate

Trust rate: 8.39%
Trust target: 0%-10%

9.0%

The following 5 teams were identified as having the lowest performance in March 2016 and the performance for the following 3
months is also shown.

8.5%
8.0%

Team
7.5%
7.0%
Jun-15

Jul-15

Aug-15 Sep-15

Oct-15 Nov-15 Dec-15

Vacancy rate

Median

Jan-16

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

Linear (Vacancy rate)

Establishment
(30/6/2016)

Mar-16

Apr-16

May-16

Jun-16

Bridport Hospital Services

21.2

23.73%

23.73%

23.73%

23.73%

AMH In-pat Twynham Ward

39.72

23.26%

22.38%

26.62%

37.81%

Occupational Health

18.91

23.10%

11.70%

15.02%

19.99%

AMH In-pat Chine Ward

30.36

22.74%

27.08%

22.27%

Bridport Hospital Ryeberry

24.14

22.53%

25.42%
8.75%

8.00%

12.14%

The percentage in June was 8.39%

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
Bridport Hospital Services (Langdon and Ryeberry wards)
• Staff taking promotional opportunities elsewhere in Trust; some resignations attributed to one member of staff who has
now left.
• 15 Band 5 vacancies as a result of increased ratio of RGNs to patients.
• Impact of rural location.
• Poor attendance of shortlisted candidates for interview. Most common reason is acceptance of another job.

Actions being taken and target dates.

AMH In-pat Twynham Ward
• Retention – changing management structure.
• Retention - no equity with other national low secure service providers, e.g. forensic lead, recruitment/retention
allowances. Competition with Southern Health who offer leads/bonuses.
• National shortage of trained staff; few suitably qualified applicants.
• Loss of 3 staff at same time – proving difficult to replace.
• High turnover of mental health support workers, typically due to career progression.
• Forensic services have no involvement with Bournemouth University in terms of developing/leading practice/providing
information, talks, etc.
• Resignation rate due to existing pressures (for RMNs) to backfill shortages of trained staff.

AMH In-pat Twynham Ward
• Recruiting regularly albeit failing to attract sufficient applicants.
• MHSW advertisements have attracted high numbers of applicants, interviews booked.
• Advertisements now include night workers to attract more applicants and relieve the frequency of rotations for day staff.
• Discussions with Bournemouth University about service development.
• Historically, Twynham has only taken 3rd year students; this is now opened up to all students regardless of placement status.
• Consideration being given to long day working.
• Urgent consideration currently for block contract agency booking to relieve immediate shortage.

Occupational Health
• National shortage of qualified occupational health advisors (those registered with the NMC as specialist practitioners).
• Vacancies created in part by internal promotion and retirement – difficult to fill 1.6 Band 7 vacancies.
• Changes to establishment have not yet caught up in the ledger thus vacancy factor is likely to be overstated.

Occupational Health
• Consideration of alternative roles, including physiotherapist and occupational therapist.
• 1 x Band 6 recruited; currently recruiting to 1.8 fte Band 5 posts.
• All administration posts now filled.

AMH In-pat Chine Ward
• Historical vacancies.
• Some resignations likely attributable to changes in ways of working.
• Challenges of ward/reputation have made recruitment difficult.
• All female ward with difficult client group requiring specific skills is less popular choice for recruits.

AMH In-pat Chine Ward
• 1 x Band 6 recruited, commencing end June
• 5 x Band 5 recruited – 1 experienced commencing end August, 4 newly qualified RMNs commencing September-November
• 3 x Band 3 recruited – 2 from Bank with immediate start, 1 external
• 1 Band 6 vacancy remaining.

Bridport Hospital Services
• Broad spectrum of advertising, online and journal plus recruitment events.
• Specific marketing for Bridport as part of advertising and events.
• 2 appointees progressing through recruitment checks.
• 4 candidates booked for interview.
• Consideration of overseas recruitment.

Expected date to be within threshold
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Within Threshold

4.1.4 Metric Progress Report Sheet: Sickness rates (12 month rolling figure)
Current metric status
The threshold for this metric is 4.0%.
The measure

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

Sickness rates (12 month rolling figure)

Trust rate: 4.51%
Trust target: 4.00%

4.80%
4.75%

The following 5 teams were identified as having the lowest performance in March 2016 and the performance for the following 3
months is also shown.

4.70%
4.65%
4.60%
4.55%
4.50%

Night & Twilight Service

4.45%
4.40%
Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Vacancy rate

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Median

Headcount
(30/6/2016)
26

Mar-16

Apr-16

May-16

Jun-16

14.10% 13.16% 11.58% 10.40%

St. Ann’s Facilities - Domestic

23

12.25% 10.96%

9.62%

8.88%

OPMH In-pat St. Brelades

48

10.41% 10.08%

9.77%

9.37%

DN Bournemouth Central

34

Crisis Service East

31

9.64%
9.39%

8.59%
9.37%

8.41%
9.78%

9.97%
8.66%

The most up-to-date national sickness data available is for March 2016.

The rate in June was 4.51%

Trust sickness absence rate (June 2016): 4.51%
National sickness absence rate
(Mental Health/LD/Community Trusts – March 2016): 4.67%
Best Mental Health/LD Trust: 2.03%
Worst Mental Health/LD Trust: 8.0%
Best Community Trust: 2.94%
Worst Community Trust: 8.24%

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Night & Twilight Service
Night & Twilight Service
• Impact of higher than average numbers of long-term sickness cases, predominantly due to planned surgery, and some involving work- • Supportive phased return to work programmes with successful outcomes.
related stress.
• Robust clinical and management supervision has been established to ensure staff are supported at work.
• Good sickness management practice has had positive impact on absence levels.
• Action taken to ensure that all night staff receive regular unpaid breaks which were not previously happening.
• Pro-active management of annual leave to ensure even distribution through the year.
• Identification of training needs to ensure safety at work and to support staff within the workplace, including promotion of Care
first.
• Continuation and development of regular team meetings to identify any concerns within the team that may affect health and
wellbeing.
St. Ann’s Facilities – Domestic
• No recurrent themes.
• Greater exposure as a staff group to hospital infections.

St. Ann’s Facilities – Domestic
• 5 team members with long-term sickness absence now back at work.
• Good management of sickness with support of HR Co-ordinator.

OPMH In-pat St. Brelades
• Challenging group of male patients with dementia who can be volatile and violent at times.
• The ward has taken on additional capacity.
• Sickness absence often work related.
• High turnover of staff, particularly night staff.
• Impact of long-term sickness absence.

OPMH In-pat St. Brelades
• Sickness management is progressing cases through health and wellbeing procedures with occupational health and HR support.
• Upward trajectory on sickness rate in response to the above.
• Pro-active support from Security Management and Learning & Development teams to give staff methods and techniques for
managing volatile patients.
• On-going support through supervision and also Care first.

DN Bournemouth Central
• Impact of higher than average long-term sickness cases.
• Pressure on team of high numbers of vacancies and sickness absence.
• Indications of team burnout through requirement to work additional hours and increasing complexity of patients.

DN Bournemouth Central
• Good sickness management is having positive outcomes with support from HR Co-ordinator. Only one team member on longterm sick leave now.
• On-going recruitment focus.

Crisis Service East
• Impact of long-term sickness.
• Impact on team of high numbers of vacancies and consequent use of Bank and agency staff.
• Case loads have consistently exceeded the maximum numbers and lack of regular, experienced staff has compounded this issue.
• The team has experienced management changes and have moved from Hahnemann House to St. Ann’s Hospital.
• Above average numbers of staff on maternity leave.

Crisis Service East
• Improved internal processes have led to decreasing caseloads – staff are feeling better.
• Recruitment is improving – now only one agency staff member.
• Good sickness management is having positive outcomes. Valued support from the HR Co-ordinator with training in this area and
HR team.
• Staff away days with focus on staff engagement.

Expected date to be within threshold
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31/03/2017

4.2.1 Metric Progress Report Sheet: Delayed Transfers of Care - Mental Health
Current metric status
The threshold for this metric is 7.5%.
The measure

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

Delayed Transfers of Care - Mental Health

This metrics reports of those occupied bed days in mental health units, how many were occupied by a patient
whose transfer was delayed.

10%

At the end of June there were 279 delay days from 6107 occupied bed days (OBDS). This equates to 4.57%.
11 patients are still delayed as at 30/06/2016 a further 9 were discharged within the month.

8%
6%

For those clients still delayed the split is as follows;

4%
2%
0%
Jun-15

Jul-15

Aug-15 Sep-15

Oct-15 Nov-15 Dec-15

Delayed transfers - mental health

Median

Jan-16

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

Linear (Delayed transfers - mental health)

The NHS Improvement quarterly compliance is 6.20%. This equates to 1147 delay days against 18489
occupied bed days (OBDS).

The delayed transfer rate in June was 4.57%

This is on an improving trajectory.
Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

A close focus remains in place for this indicator.
There has been a significant cut back in Local Authority funding for supported accommodation in
Bournemouth. This has a resulted in a number of accommodation providers closing. Remaining
providers have had funding cut which has resulted in a shortage of beds to discharge patients to in the The discharge Co-ordinator works closely with services and Local Authorities.
community. This means patients with high care needs and challenging behaviour are more difficult to
Stimulation of the market remains a key component in compliance with this indicator. Close working with
place.

accommodation providers is in place and CMHT's are considering alternative funding streams such as Section
117 when applicable.
Work is being undertaken in partnership with the CCG to improve the number of supportive accommodation
placements locally.
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4.2.2 Metric Progress Report Sheet: Delayed Transfers of Care - Physical Health (page 1 of 2)
Current metric status
The threshold for this metric is 7.5%. There is a two year trajectory plan for continued improvement of delayed transfers and length of stay as part of the CQUIN local scheme for 2016/17.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Delayed Transfers of Care - Physical Health

This metric reports on the percentage of patients delayed on an agreed snapshot day in the month, usually at
midnight on the last Thursday of the month. It is calculated using the number of available community hospital
beds as the denominator. This is a contractually set threshold and is reported to Dorset CCG each month,
alongside data on the total number of delayed days incurred in the month. The graph for this measure since
June 2015 is shown as a comparison. The two measures are linked, as can be see by the similarities in the
graphs, but are not mutually dependant as the DTOC percentage is a snapshot on a particular day of the month
whilst the number of delayed days measures the effectiveness of discharges over the whole month. Due to the
complexities of validating the delayed days the figure for June is not yet available.

25%
20%
15%
10%
5%
0%
Jun-15

Jul-15

Aug-15 Sep-15

Oct-15 Nov-15 Dec-15

Delayed transfers - physical health

Median

Jan-16

Data on delayed transfers of care is also supplied by the Trust to Unify each month. This data shows the
number of delayed patients on the snapshot date and the number of days of delay in the whole month. This
data is split in accordance with nationally defined reasons for the delay and the authority responsible (health
service trust or Social Services). All delayed days are agreed with the authorities responsible before they are
formally reported, hence the length of time it takes to complete validation. This data is amalgamated with
delayed discharge data from our mental health inpatient units. The data provided by all Trusts with inpatient
services, including acute hospital Trusts, is published monthly by NHS England and is therefore available for
scrutiny by the public and media. Over the past year or so there have been a number of enquiries from local
media regarding the data supplied by this Trust.

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

Linear (Delayed transfers - physical health)

The delayed transfer rate in June was 10.9%

For Community Hospitals the target of no more than 7.5% of available beds being occupied by patients who are
awaiting discharge amounts to 22 or fewer patients being delayed on the snapshot date. This in turn equates to
only one or two delayed patients on average in each Community Hospital inpatient ward. This remains a very
challenging target in the context of the physical frailty and instability of many of the patients admitted to
Community Hospital wards. This is often combined with cognitive impairment, complex social needs and
unpredictable family relationships and behaviours, all of which can present significant barriers to discharge.
All delayed patients who are 'Self Funders' are formally accountable to Dorset HealthCare on the DTOC reports
and the number of delays of 'Self Funders' has been subject to particular scrutiny by Dorset CCG. Considerable
work has been undertaken to reduce delays of 'Self Funders', particularly through earlier use of the Choice
Policy where this is applicable. Analysis shows that there is now a very high level of turn round of delayed 'Self
Funders' month on month.
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4.2.2 Metric Progress Report Sheet: Delayed Transfers of Care - Physical Health (Page 2 of 2)
Current metric status
Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Considerable analysis of Delayed Transfer of Care (DTOC) has been undertaken nationally and
locally. The following lists of inhibiting factors and enablers have been compiled from a mix of
national reports, such as 'High Impact Change Model Managing Transfers of Care'
(TDA/NHSE/Monitor/DoH March 2016), local studies and reports and the multi-agency case
conferences that have so far been held in Community Hospitals.

The Dorset HealthCare Community Hospital working group convened in January 2016 has instigated the following actions to reduce avoidable delayed
discharges:
- Agreed and implemented a set of admission reasons on SystmOne for inpatients within community hospitals
- Developed a Rehabilitation framework that categorises patients into three rehabilitation pathways: Fast track, Intermediate rehabilitation and Slow
stream rehabilitation and the Estimated Discharge Date (EDD) for each. It defines multi-agency roles and responsibilities within to support proactive
discharge planning commensurate with the expected EDD.
Discharge of patients from Community Hospitals can be inhibited by a number of factors, including: - Developed Community Hospital dashboards that profile Average Length of Stay and supporting reports that show the overall community hospital
- Frailty of patient
positions for review and oversight within the Trust.
- Medical instability of patient
- Agreed the format of a Referral Notice and a Discharge Notice with each Local Authority to remove any ambiguity, to evidence notification and to have
- Mental capacity of patient
one process across all community hospitals.
- Family circumstances
- Developed and implemented a revised welcome letter for patients and families that provides a structured approach to supported discharge to manage
- Patient or family choices
patient expectations in line with the Choice Policy.
- Legal issues
- Implemented a multi-agency Case Conference approach with Dorset CCG and senior decision makers in each organisation to formally review all
- Availability of local residential nursing or care home provision
patients initially with a Length of Stay greater than 60 days in Bridport, Alderney and St. Leonards to enable safe discharge within an agreed timeframe.
- Availability of domiciliary social care provision
Key themes:
- Communication difficulties between partner organisations
o The level of frailty of elderly female patients in Alderney to commence rehabilitation and the lack of provision of care packages in patients own
- Lack of forward planning
home (e.g. 4 visits a day)
- Late escalation of complex cases
o Patients with complex nursing needs in St. Leonards with LoS > 70 days but skill mix in the hospital facilitates a lower actual LoS (In June 82
- Delays in Advocacy services, when IMCAs are required
days compared to >100 days)
- Ineffective links to Housing Associations and escalation processes, particularly in West Dorset
o Lack of dedicated social worker input for patients at MDT meetings in Bridport
o Need for more proactive approach by some social care staff rather than 'wait and see'
Effective discharge processes are usually facilitated by:
o Improved communication channels between health and social care staff and knowledge of available support for discharge, especially in
- Good discharge planning from admission
locations where patients are discharged into more than one Local Authority area
- MDT meetings attended by all parties involved in patient discharge with agreed actions
o Multi-agency learning in each patient case for prompt action and impetus
- Pro-active engagement with patients and families using the Choice Policy from admission
This has been extended into a programme of case conferences across all community hospitals with a defined follow up and escalation approach. The
- Robust and effective communication channels between health and social care staff
specific case conference notes are available on request.
- Agreed escalation processes to unblock barriers to discharge
- Agreed specific actions with Dorset County Council for shared learning and training particularly in relation to the MDT process and meetings
Statistical analysis of DTOC and Average Length of Stay (ALOS) in Dorset's Community Hospitals
shows that when patient stays are below 70 days the overall ALOS will meet the target of 24 days.
90% of patient stays are of fewer than 70 day, but the remaining 10% of patients have an ALOS of
almost 100 days. This shows that once a patient has stayed in a Community Hospital for 70 days,
their discharge will become more difficult.
One of the reasons for long lengths of stay in Community Hospitals is the frailty of the patient. In
March 2016 a study of patient frailty in Dorset's Community Hospitals was undertaken using the
Rockwood Frailty Score. The study showed that over 80% of inpatients had a frailty score of 6
(Moderately Frail), 7 (Severely Frail) or 8 (Very Severely Frail) and could therefore be expected to
have a medium or slow rehabilitation with a potentially long stay and complex discharge.

Next steps to drive continuous improvement
- Continue programme of case conferences across all community hospitals, embed approach and learning - ongoing
- Implement use of Rockwood Frailty Score on SystmOne to take account of patient frailty when assigning Estimated Discharge Date - scheduled for
July
- Develop reporting directly from SystmOne with TPP - to be implemented in July
- Deliver actions from meetings with Local Authorities including joint workshops on the importance of the MDT meeting, attendance and documentation from August
- Develop and implement easy to use toolkit and training for community hospital staff including the use of the choice policy and timely action - training
commencing July
- Work with Dorset CCG to progress a revised approach to the completion of CHC documentation and in managing conversations with patients and
families - from July
- Commencement of 'Trusted Assessor' pilot at Alderney Hospital to reduce duplication of work. To be evaluated for potential wider roll-out commenced July
- Two year Trajectory plan for continued improvement for DToC and LoS as part of the CQUIN local scheme for 2016/17 - ongoing

Expected date to be within threshold Two Year Trajectory as part of CQUIN
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4.2.3 Metric Progress Report Sheet: Up to date care plans in place for all mental health patients on the Care Programme Approach (CPA)
Current metric status
The threshold for this metric is 95%.
The measure

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

Up to date care plans in place (mental Health)
100%

This metric reports on whether up to date care plans are in place for all patients on the care programme
approach. The threshold has been locally set.
There are 61 teams included in this indicator across Mental Health Adult and Older Peoples CMHTs & Learning
Disability Services. This covers 2595 patients who are on CPA and have care plans recorded in RiO. Of the
61 teams;

95%

90%

- 20 are above the 95% threshold (133 patients)
- 5 are between 90 - 94.9% (210 patients)
- 13 are between 80 - 89.9% (721 patients)
- 23 are below 80% (1531 patients)

85%

The 10 teams with the lowest compliance are:

80%

The75%
percentage in June was 83.2%
Jun-15

Jul-15

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15

Up to date care plans in place

Median

Jan-16

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

Linear (Up to date care plans in place)

The LD teams equate to 2 patients in each team with care plans that haven't been updated whereas the
Hahnemann team equates to 135 patients and the Bridport team 128 patients.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Community care plans are being closed down by inpatient staff when admitted and inpatient care plans
opened and then not closed down on discharge
Teams feel they duplicate workload as they include clinical information in letters and have to then put into
relevant fields/screens in RiO
Considerable amount of time spend inputting data into RiO, some clinicians do not have adequate
keyboard/typing skills. Some staff report spending anywhere between 1 - 4 hours updating RiO following a 1
hour patient assessment.
Team caseloads are variable across teams, some staff have a caseload between 35 - 80 patients and
insufficient capacity to maintain a high standard of record keeping
The Care Plan screens in RiO are reported as being cumbersome and time consuming.
There is no functionality to formally "update" a care plan in RiO. If a care plan has not changed this still
requires the CCO to physically amend the care plan with "No Change" for this to be noted as an updated care
plan in the Quality Metric stats. This does not assure the quality of the care plan.
A review of CMHTs demonstrated that there is a significant variation in the capacity and staffing skill mix within
teams. This does not currently reflect the prevalence of SMI and patient population.

The Medical Director and Business Partner have undertaken vists to 10 Mental Health CMHTs over the past 3
months. A significant amout of feedback has been gained a flavour of which is included in the contributory
factors and work will be done to develop action plans to address these.
Good practice guidance on Care Standards and Writing Good Care Plans have been purchased from the Care
Coordiantion Assoication (CCA). These have been sent to every qualified member of staff within the CMHTs.
Work is taking place wiht the CMHT Team Leaders to support them on improving compliance of care plans.
A new Mental Health Care Framework is being rolled out which makes clinicans accountable for the quality and
compliance of thier work using standardised documentation and processes. It will streamline the process for
data entry into the Clinical Record and use clinical audit as the quality measure. Compliance with CPA 12
Month Review will be the overarching performance indicator.
The outcome of the Acute Care Pathway (ACP) is awaited from the CCG. Recommendations from the ACP will
determine the staffing configuration of teams. The outcome is anticipated by September 2016. The Trust has
actively contributed to the development of service models which support improvement of quality which inlcudes
this metric..
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4.2.4 Metric Progress Report Sheet: Risk Assessments updated in previous 12 months (mental health)
Current metric status
The threshold for this metric is 95%.
The measure

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

Risk assessments updated in previous 12 months (mental health)

This metric reports on the percentage of patients with an open referral and a Risk Summary completed on RiO
(clinical records) where it has been updated in the previous 12 months. The threshold has been locally set.

100%

There are 94 unique teams included in this indicator across Mental Health Adult and Older Peoples CMHTs,
Learning Disability Services & CAMHS. This equates to 12748 patients with an open referral in RiO.

95%

95% of patients on CPA have a risk assesment that has been updated in the last 12 months (2392/2520).
82.7% of patients not on CPA have a risk assesment that has been updated in the last 12 months (8458/10228).

90%

The 10 lowest performing teams are:
85%

80%

75%
Jun-15

Jul-15

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16

Risk assessments updated in previous 12 months

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

Median

Linear (Risk assessments updated in previous 12 months)

There are 16 teams below the 95% threshold for patients on CPA and 58 teams for patients not on CPA.

The percentage in June was 85.11%

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

The highest proportion of patients are held on caseload by Doctors under Standard Care. These make up the
majority of patients with out of date risk assessments. Doctors report they do not use RiO as they dictate into
clinical letters, which contains risk assessment information. This information isn't being consistently transferred
into the Risk Screen in RiO for patients on Standard Care.
Teams feel they duplicate workload as they include clinical information in letters and then put into relevant
fields/screens in RiO
Staff spend a considerable amount of time spend inputting data into RiO, some clinicians do not have adequate
keyboard/typing skills. Some staff report spending anywhere between 1 - 4 hours updating RiO following a 1 hour
patient assessment.
Team caseloads are variable across teams, some staff have a caseload between 35 - 80 patients and insufficient
capacity to maintain a high standard of record keeping
A review of CMHTs demonstrated that there is a significant variation in the capacity and staffing skill mix within
teams. This does not currently reflect the prevalence of SMI and patient population.
Risk assessments cannot be closed on discharge from Services. Patients who are re-referred into the service
after 12 months will automatically be out of date. Teams aim to see patients within 4 weeks of referral, during
which time the risk assessment will be showing as overdue.
A proportion of patients with an overdue Risk Assessment have an open referral but are not receiving care from
DHC staff as they are being treated out of area. These cannot be excluded from reporting as there is no feild in
RiO to identify them.
Risk Assessments are not routinely updated as part of MDT via the CPA/s117 review process.

The Medical Director and Business Partner have undertaken vists to 10 Mental Health CMHTs over the past 3
months. A significant amout of feedback has been gained a flavour of which is included in the Contributory
factors.
Good practice guidance on Care Standards have been purchased from the Care Coordiantion Assoication (CCA).
These have been sent to every qualified member of staff within the CMHTs.
A new Mental Health Care Framework is being rolled out which makes clinicans accountable for the quality and
compliance of thier work using standardised documentation and processes. It will streamline the process for data
entry into the Clinical Record and use clinical audit as the quality measure. Compliance with CPA 12 Month
Review will be the overarching performance indicator.
The outcome of the Acute Care Pathway (ACP) is awaited from the CCG. Recommendations from the ACP will
determine the staffing configuration of teams. The outcome is anticipated by September 2016. The Trust has
actively contributed to the development of service models which support improvement of quality which inlcudes
this metric.
The CPA Policy has been revised and circulated. This means CMHT's offer primarily a CPA only Service.
Teams are currently reviewing caseloads in light of this change which will have an impact on improving
compliance.
A 4 week buffer has been inlcuded into the performance reporting process to take account of the time it takes for
patients to be seen and assessed before they show as an exception.
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4.2.5 Metric Progress Report Sheet: CPA 7 day follow-up
Current metric status
The threshold for this metric is 95%.
The measure

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

CPA 7 day follow-up

The number of people under adult mental illness specialties and on the Care Programme Approach (CPA) who
were followed up either face to face or by phone with 7 days of discharge from psychiatric inpatient care. This is
an NHS Improvement target.

100%
98%

This indicator remains consistently above the 95% threshold. In June there were 93 discharges of which 90
were followed up within the required timescale. The 3 breaches were as follows:

96%
94%
92%
90%
Jun-15

Jul-15

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15
CPA 7 day follow-ups

Median

Jan-16

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

Linear (CPA 7 day follow-ups)

The delayed transfer rate in June was 96.77%

The NHS Improvement quarterly position for Q1 is 97.52%
There were 282 discharges in the quarter and 7 breaches.

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Patients not engaging with services on discharge

To continue to monitor compliance and trends of breaches.

Patients discharged out of area/repatriated back to county of residence and follow-up not undertaken by
receiving Trust and/or patient not engaging with follow-up from DHC staff.

The Inpatient Nurse Consultant is currently working with ward managers to ensure improved communication
between teams on discharge. She is currently undertaking a discharge audit to establish the baseline and will
work with managers to improve this. She is in the process of building key relationships with management within
the wards to help improve discharges and overall patient experience.

Communication between inpatient service and CMHT

Individual feedback was given to the wards about these cases in order to learn from these situations.
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4.2.6 Metric Progress Report Sheet: Venous thromboembolism (VTE) risk assessment
Current metric status
The threshold is >=95% assessments are completed within 24 hours of admission.
The measure

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

VTE risk assessment

This metric reports on the percentage of applicable patients who receive a venous thromboembolism risk
assessment within 24hours of admission to hospital. Community hospital patients and mental health
patients >=65 years old. Contractual target.

100%
95%

Within Community hospitals all 205 applicable paitents received a venous thromboembolism risk
assessment within 24hours of admission to hospital.

90%
85%

Within Mental Health Services there were 18 patients admitted to Inpatient wards who met the criteria for
this assessment. Of the 18, 17 had the assessment completed within 24 hours of admission (94.44%).

80%
75%
Jun-15

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16
Percentage of timely VTE assessments carried out on admission

Median

One patient did not have the assessment completed within the timescale on Waterston Ward as the
patient was too agitated on admission and was transferred to a more appropriate care setting to meet the
care needs of the patient.
Ward
Herm Ward
Melstock
St. Brelades
Waterston

99.6% patients had a VTE risk assessment on admission to hospital.

No of Admissions/Assessments completed
5
5
7
1

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.
Nurse consultant is working with ward managers to address process in place for ensuring the checks are completed
on admission.

Ward Manager hasn’t robustly monitored compliance
Presentation of patients on admission means the assessment cannot be completed within the timescale
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There has been a recent change of Ward Manager on Waterston. This issue has been raised with him to implement
robust admission process. In particular to ensure when the patient is agitated on admission the assessment is
completed as soon as possible.

4.2.7 Metric Progress Report Sheet: Completed appraisals
Current metric status
The threshold for this metric is 95%.
The measure

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

Completed appraisals

Description of indicator and context. What does ‘good’ look like?
Trust rate end Quarter 1: 88.38%
Trust target rate: 95%

100%
98%
96%

The following 5 teams were identified as having the lowest performance in March 2016 and the performance for the following 3 months
is also shown.

94%
92%

Team

90%
88%
86%
Jun-15

Jul-15

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15
Completed appraisals

Median

Jan-16

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

Linear (Completed appraisals)

The percentage in June was 88.38%

Headcount (3

Mar-16

Apr-16
30.00%

May-16
76.67%

Jun-16

Wheelchair Service

37

35.48%

93.55%

Prison HMP Exeter

23

38.46%

0.00%

8.33%

8.33%

DN East Dorset

56

42.86%

39.02%

61.54%

81.58%

AMH CMHT Bmth West
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St Ann’s Facilities - Domestic

24

42.86%
47.06%

50.00%
25.00%

60.00%
25.00%

66.67%
25.00%

The Learning & Development team continues to contact teams with low appraisal compliance to identify what support, advice/guidance
and training can be provided to improve compliance rates. This includes gaining feedback on how to improve the overall process and
engagement with high performing teams so that approaches can be shared with others. On-going work with Ulysses provider to
modify the system following staff feedback.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
Wheelchair Service
• All appraisals were due for completion in the same month each year which has proved to be impractical and caused
delays in meeting completion targets.
• Staff shortages.

Actions being taken and target dates.
Wheelchair Service
• Appraisal dates have been phased throughout the year. The completion rate is now on a rising trajectory and dates have been scheduled to
maintain and improve the situation.
• Additional staff have been trained in appraisal.

HMP Exeter Prison
• Staff vacancies and difficulties in recruiting band 5 nurses – managers needing to work clinically to cover patient need.
• Access to IT systems – ulysses via remote server problematic.
• Increased clinical incidents in HMP Exeter – NPS related incidents disrupting regimes and management time supporting
staff.
• Devon Prisons Smokefree – activites prioritised throughout Q4 and Q1 for smoking cessation actvity and staff training.
• Access to face to face training – mandatory training face to face sessions not programmed and planned in advance
leading to reactive, short notice bookings (ie conflict resolution).
• 1 staff member’s long term absence still remains on outstanding appraisal report and has not been excluded from
outstanding reports as indicated on report template.
• In general priorities have been given to mandatory training completions and other “urgent” training sessions ie smokefree

HMP Exeter Prison
• On-site training and support from the L&D team has been provided; further support offered.
• Devon Prisons now transferred onto 1 server and IT systems now improved.
• Discussion taken place with Locality Director and agreement made that 1 to 1 discussion for appraisal outweighed reporting mechanisms directly
on Ulysses and as a result agreement was made to use “paper” appraisal and submit completion dates via L&D.
• Local performance reporting tool developed by Team Leader for monthly completion and return to Operational Managers Meeting. The purpose
was to closer monitor our teams performance and early identification of problem areas.

District Nursing East Dorset
• Focus had shifted towards mandatory training, adversely affecting appraisal.
• Management changes and absences have contributed to low completion levels.
• Significant numbers of appraisals all due at the same time and unplanned absence of team manager impacted as well.

District Nursing East Dorset
• Focus on metrics at monthly Band 6 meetings.
• Forward planning managed within spreadsheet.
• Objectives included in appraisals with fortnightly review.
• Appraisals planned and booked at least 2 months in advance of due date, ideally up to 1 month in advance of due date.
• Consideration of Band 5s appraising Band 3s instead of Band 6s.

Adult CMHT Bournemouth West
• Interim management arrangements pending recruitment doubling appraisal workload.
• Staff absence in the last quarter.
• 2 staff on maternity leave.
• Long term sickness.

Adult CMHT Bournemouth West
• Management supervision tool and spreadsheet management of appraisal in progress.
• All outstanding appraisals have been scheduled.
• Included in management supervision sessions.
• Most CMHT members have now attended additional Mental Capacity and DOLs training sessions.

St Ann’s Facilities – Domestic
• Staff group has problems accessing the appraisal system – not routine users of IT.
• Impact of long-term sickness.
• Some issues with timing of appraisals during the year.

St Ann’s Facilities – Domestic
• Collaborative work L&D to ensure that appraisal data is entered into the online system.
• Better spacing of appraisals through the year.
• Collaborative work with HR to review monthly appraisal rates. Triangulation data to be montiored through monthly DMG.
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4.4.1 Metric Progress Report Sheet: Staff Friends and Family Test
Current metric status (place to work)
Current metric status (place for care and treatment)
The thresholds have been increased to reflect the most recent staff survey results. Both thresholds have been met for Q1.
The measures

Staff Friend & Family Test Summary Graph

In Q1 or 2016/17:

70% of responders were
extremely likely or likely to
recommend Dorset
HealthCare as a place to
work.

% responders

86% of responders were
extremely likely or likely to
recommend Dorset
HealthCare as a place to
receive care or treatment.

2016/17 - Q1

Response Rates

100%

Staff Surveyed
Staff Responded

90%

Response rates in absolute number of people and by number Response Rate
of cost centres will be reported ongoing.
Once baselines have been established, targets will be set.
Teams Surveyed

80%
70%
60%

Note that response rate reporting is not required for NHS
England.

50%
Q1 15/16

Q2 15/16

Q4 15/16

Q1 16/17

Q4 response rate was 4%, however, previous response rates
are not comparable due to the method of asking staff. The
survey was cumulative over the year so staff are only able to
respond once during the year. Overall response for the year
2015-16 was 25%.

Care Target
% responders recommend us as a place to receive care
Work Target
% responders recommend us as a place to work

Background and context
Description of indicator and context. What does ‘good’ look like?
The 2014/15 and 2015/16 SFFT followed a process where all colleagues were asked in the first quarter and if a response
was received, they were excluded from subsequent quarters.

3430
430
12.54%
177

Teams with no responses

54

Teams Response < 50% of staff

93

Teams Response between 50% &
100%
Teams 100% staff responses

22
8

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
The measure can be affected by two main criteria:
Access to means of responding: Staff are now able to respond through internal systems, by post, and by the new method of
Survey Monkey. This will mitigate the risk of people not being able to respond due to IT access. This will allow staff on external
sites to complete the survey, where they hadn't been able to previously. Method of surveying will be reviewed on an ongoing
basis and more paper surveys are likely to be sent due to many staff having limited access to e-mails or computers.

The revised staff friends and family test is carried out each quarter. Staff have been divided into two groups by work
type/service and will each be asked twice a year. i.e.: Group one will be asked in quarters 1 and 3 and group two will be
asked in quarters 2 and 4.
Data is submitted to NHS England in quarters 1, 2 , and 4. Quarter 3 is not reported separately, to NHS England, it is
reported as part of the national NHS staff survey.
The mandatory questions are:
How likely are you to recommend Dorset HealthCare to friends and family if they needed care or treatment? Trust threshold
increased from >66% to >72%
How likely are you to recommend Dorset HealthCare to friends and family as a place to work? Trust threshold increased
from >55% to >61%
The increased thresholds reflect improved performance in the comparable questions in the NHS Staff Survey in 2015
compared to 2014.

Engagement levels: feedback from other surveys such as the NHS Staff survey indicate that staff do not feel that they are
informed about any changes that take place as a result of their feedback, and that they do not care enough to respond. To
address these concerns, all survey results and actions are now published in weekly roundup and on the intranet. E-mails are
being sent to all respondents individually who were happy to be contacted. Departmental survey reports are now being sent to
locality and team leaders upon request.

Quality improvement actions

Actions being taken and target dates.
Actions being taken based on quarter 1 results are:
• Making sure we communicate any changes are being made as a result of feedback. All survey results and actions are now published in weekly roundup and on the intranet. E-mails are being sent to all respondents individually who were
happy to be contacted. Departmental survey results are now being sent to locality and team leaders upon request.
• Many of the comments received in the survey relate to issues with their line manager. Work is being developed with L&D to strengthen line management through better information, support and training.
• Improving response rates by working with teams to identify the best methods of surveying staff.
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5. Areas of Good Practice - Are we Safe?
Are people protected from abuse and avoidable harm?
Review processes following deaths in custody
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

Within prisons, all deaths in custody are independently reviewed on behalf of the Parliamentary
Prison Ombudsman (PPO). Findings and recommendations are shared with the Governor and
Prison Healthcare Teams. Historically, the Trust has been historically poor at carrying out any
internal review prior to the PPO process.

A good internal review process has improved the recommendations and subsequent action plans
included in the PPO report because the Trust has been able to demonstrate learning and action that
has taken place in the time between an incident occurring and the independent review taking place.
This in turn reduces potential harm for other prisoners.

The internal review process is now in line with the Trust's Serious Incident Process. There is now the
completion of a 72 hour summary and root cause analysis review. This is either a FULL or Concise
depending of the nature of the death. On completion this is then presented to the Serious Incident
Panel. This ensures that learning is timely and changes can be implemented as necessary and
shared at the Prison Clinical Governance Meeting and Local Operational Groups to ensure shared
learning across the Dorset & Devon Prisons Cluster.

Staff are more prepared when they attend coroner's court because they have been actively involved in
the review and are able to articulate any learning and changes made.

There has been a delay in the completion of these internal investigations due to numbers of staff
trained to carry out root cause analysis investigations. In June 2016, the patient safety team
delivered additional root cause analysis review training with prison healthcare staff.

The success of the panel held with a broad range of representation of staff from the prison estate being
held locally has resulted in the proposal of ongoing panels being held in Devon. The feedback from the
staff attending the June panel was positive and provided a forum for a more meaningful way of sharing
learning.
The good practice that the prison healthcare team has undertaken to prepare staff for Coroner's Court
inquests has informed the information pack now available for all Trust staff, should they be required to
attend an inquest.

Panels using telephone conferencing had proved not to be as successful as face to face panels in
supporting team reflection and offering challenge. A panel was held in Devon with the Medical
Director, Director of Nursing and Quality, Head of Patient Safety and the Non-Executive Director
representative of the panel. The purpose of the panel was to review a number of deaths in custody
at Dorset and Devon prisons and facilitate sharing of learning across the prison estate.
Tracking actions and sharing learning across all prison healthcare teams has been identified as an
area requiring further improvement.
Staff receive training in attending Coroner's Courts to ensure they are able to contribute in an
effective way to the inquest.
The benefits of the revised internal review process have been highlighted at a recent Coroner's
Court Inquest into the death of a prisoner. Dorset HealthCare was commended by the Senior
Coroner on a number of points including:
- the care of the person whilst in our care
- the changes the prison healthcare service had taken to address issues identified through our own
root cause analysis
- the staff from the Trust who acted as witnesses came prepared to answer questions
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Jun 15
6.1 Board Dashboard - NHS Improvement Indicators
Month 3 - June 2016
Current
reporting
month

Latest Quarter

Weighting

Target

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Apr - Jun 2016

1.0

0 (above
contract)

3

3

1

2

1

0

0

1

0

1

1

2

0

3

1.0

> 92%

97.59%

97.66%

97.61%

97.53%

96.31%

95.47%

93.65%

95.40%

98.16%

99.07%

99.05%

98.47%

98.42%

98.65%

1.0

> 95%

99.98%

98.98%

99.95%

99.97%

100.00%

100.00%

99.97%

100.00%

99.97%

99.92%

99.93%

99.95%

100.00%

99.97%

> 95%

95.82%

96.76%

96.60%

95.54%

96.97%

97.14%

97.85%

98.15%

98.08%

96.39%

99.94%

97.89%

96.77%

97.52%

> 95%

95.7%

95.1%

95.5%

95.8%

96.1%

95.8%

95.2%

94.1%

95.0%

96.39%

95.20%

95.20%

96.90%

97.30%

< 7.5%

5.23%

5.24%

5.44%

5.77%

5.20%

6.51%

9.65%

7.24%

8.20%

9.26%

6.96%

7.05%

4.57%

6.20%

1.0

> 95%

97.18%

97.37%

98.75%

95.83%

98.67%

94.44%

95.95%

97.65%

97.06%

97.67%

98.70%

97.78%

98.25%

98.32%

1.0

Annual target
125

100.00%

81.8%

85.0%

102.2%

103.6%

108.7%

114.47%

113.80%

105.4%

103.0%

4

13

23

40

1.0

> 97%

99.7%

99.7%

99.6%

99.68%

99.7%

99.7%

99.7%

99.7%

99.7%

99.7%

99.7%

99.7%

99.8%

99.7%

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

1.0

Compliance
against 6
criteria

6

6

6

0

6

6

6

6

6

6

6

6

6

6

Mental health data completeness: outcomes for patients on CPA

1.0

> 50%

54.8%

54.3%

55.3%

54.9%

55.4%

54.7%

54.9%

54.7%

54.8%

55.4%

55.4%

55.1%

55.1%

55.1%

92.04%

90.92%

92.60%

93.62%

93.76%

92.15%

92.02%

92.39%

92.37%

92.23%

91.89%

92.29%

93.15%

93.15%

1.0

> 50%

94.56%

97.28%

98.05%

97.48%

98.63%

98.65%

98.48%

98.63%

98.66%

98.50%

99.90%

99.89%

99.94%

99.94%

87.29%

91.58%

91.93%

90.11%

92.66%

92.63%

91.20%

91.87%

92.17%

90.86%

97.98%

97.97%

97.93%

97.93%

67%

81%

67%

55%

55%

53%

54.55%

Indicator Name
C. difficile – meeting the C. difficile objective
Maximum time of 18 weeks from point of referral to treatment
(RTT) in aggregate – patients on an incomplete pathway
A&E: maximum waiting time of four hours from arrival to
admission/transfer/discharge
Care programme approach (CPA) patients receiving follow-up
contact within seven days of discharge
Care programme approach (CPA) patients having formal review
within 12 months
Minimising mental health delayed transfers of care
Admissions to inpatient services had access to crisis
resolution/home treatment teams
Meeting commitment to serve new psychosis cases by early
intervention teams* (cumulative figure for 16/17)
Mental health data completeness: identifiers

1.0

1.0

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

1.0

> 50%

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

1.0

>75%

89.28%

90.70%

88.87%

91.43%

90.77%

90.53%

93.07%

90.87%

91.43%

89.10%

91.32%

91.62%

90.36%

90.36%

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

1.0

>95%

98.97%

99.75%

99.60%

99.36%

99.58%

100.00%

99.84%

99.73%

99.85%

99.50%

100.00%

100.00%

100.00%

100.00%

*The requirement is to be compliant with commissioner targets. Dorset CCG have this year given the Trust an annual target of 125 new cases to be seen by end March 2017.
** Data from April 2016 is combined Dorset and Southampton (previous months show Dorset only).
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6.4 Nationally reportable concerns- Early intervention in Psychosis
Current metric status
The threshold for this metric is >50%
The measure

Background and context
This is a new indicator that has been reported since January 2016.

Percentage of people experiencing a first episode of psychosis treated with a NICE
approved care package within 2 weeks of referral
100%
80%
60%
40%
20%
0%
Jun-15

Jul-15

Aug-15 Sep-15

Oct-15 Nov-15 Dec-15
Vacancy rate

Jan-16

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

Series2

The rate in June was 53%

Contributory factors

Quality improvement actions

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

Actions being taken and target dates.

Early Intervention in Psychosis (EIP) is on a declining trajectory, this is due to a delay in onward referral of
suspected First Episode of Psychosis (FEP) from Community Mental Health Teams to EIP services for known
patients

The Service is reviewing the dates and working with the teams to improve the timeliness of referrals.
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6.5 Research and Development Metrics
The following provides details of the Quality Metrics for the Trust’s Research and Development (R&D) activities.
Metric

In Quarter

Current Status

100%

G

21

A

Green

G

Number of incidents
(target < 2)

1

G

Number of studies in
progress

40

-

Number of studies in
set-up

2

-

Time taken to issue
NHS permissions

Recruitment to target
Recruitment of first
participant to the study

R & D Metrics Status per Quarter
4
3
2
1
0

Additional details
All studies received permission within 15 day timescale. The recent change to NHS permission has
meant a likely change to this performance measure and exactly how this will be measured in the new
system has not been agreed. The metrics for the Trust Board will be updated when the revised
performance measures are published.
Recruitment is currently 21 in Quarter 1. This amber as we have a target of 162 for the year so 40
would be on target in Q1. However, recruitment has been slow in Q1 and is variable over the year
depending on study phase. The team anticipate meeting the annual target.
This is within target.
There was one incident in Q1 relating to an individual feeling lightheaded following giving blood as part
of a research study. Patient monitored and referred to GP for review and no issues persisted beyond
the single event. Changes to messaging within R&D team made as a result.
Currently active in 40 studies:
19 open to recruitment (some of these studies are national studies)
21 closed to recruitment and in follow up
(Full list available on request from R&D team)
2 studies currently in set up.

Areas/specialities involved in research
•

Perinatal

•

•

Dementia

•

Podiatry

•

Eating Disorder
Physiotherapy
Psychosis pathway

•
•

Prisons Healthcare
Autism

•
•

Stroke
Cancer

Review of capacity to participate in commercial studies:
Q1
Q2
Q3
Q4
Q1
(2015-16) (2015-16) (2015-16) (2015-16) (2016-17)
Red

Amber

Green

The Trust R&D team were successful in an application to secure further funding following a call
for applications by National Institute for Health Research (NIHR) Wessex. The Trust received
£39,000 to support the development of capacity to participate in commercial studies which will be
used to support the appointment of the Clinical Trials Pharmacist and further Research
Practitioner time to support the delivery of clinical trials. A 0.5 wte Advanced Specialist Clinical
Trials Lead has been appointed and due to take up the role on 12 September, 2016. This post is
being funded by NIHR Wessex. All necessary alterations to Pharmacy have been made and all
equipment required is in place. Scanning of available clinical trials is in hand to identify a suitable
study to begin with.
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6.6 Mental Health Act Metrics – Q1

CQC Reportables
Apr –
Jun
2016

Deaths of
detained
patients

1

Previous
quarter

0

Threshold

0

Current
Status

Trend
over 6
months

Additional details

There was one death of a detained patient in the quarter. This was an unexpected
death of a 70 year old lady who was an inpatient at Melstock House. Was found
unconscious in the garden area, Staff and paramedics were unable to resuscitate.
Cause of death was deep Vein Thrombosis.

There were no admissions of a minor (under 18) to an Adult ward during the quarter.
Admissions of
under 18’s to
Adult wards

AWOL
patients
(Twynham)

Notification of
outcome of
DoLS
authorisation
requests

0

0

0

There were no AWOLs reported from Twynham Ward in the quarter.
0

33/33
100%

1

18/18
100%

0

100%

All required notifications with respect to Deprivation of Liberty Safeguards were made
to the Care Quality Commission. (Implementation of Standard Authorisation, Granting
of further Standard Authorisation and Discharge of patient subject to a DoL)
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Compliance with Code of Practice
Apr –
Jun
2016

Previous
Quarter

Threshold

Current
Status

Trend
over 6
months
MHA Code of Practice and the Mental Health Act outline instances which could result
in a patient’s detention being unlawful due to incorrect assessment procedures or
errors related to the detention papers.
Reasons why detentions were unlawful:
A) Application for section 2 made St. Ann’s Hospital patient admitted to Linden
Unit
B) The patient’s name and address was written in the box designated for the
admitting hospital
C) The two doctors wrote section 2 medical recommendations not section 3
medical recommendations

Number of
detentions
under the Act
that were
deemed
unlawful in
the quarter

3

3

0

Actions taken to remedy unlawful detentions:
A) Patient had been placed on section 17 leave home at the time error was
identified. Patient remained on leave and no further detention was required.
Patient informed of the error.
B) Patient re-assessed and section 2 application made. Patient lacked capacity to
understand the error therefore next of kin informed
C) Doctors re-wrote their recommendations and a new application for section 3
was made. Patient informed of error
What escalation process has been used to notify of the lapsed detention?:
A) Escalated to the AMHP lead to discuss with the AMHP
B) Raised with the junior doctor and included in the list of incidents to the medical
director. Ward Manager raising with staff who accepted the section as this
issue should have been identified
C) Raised with Medical Director through list of doctor related MHA incidents
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Apr –
Jun
2016

Number of
detentions
which lapsed
in the quarter

4

Previous
Quarter

6

Threshold

0

Current
Status

Trend
over 6
months
Reasons given for the lapsed sections:
A) RC advised that the CTO had expired due to an oversight and lack of
reminders from MHA Office
B) Doctor forgot to discharge the section 5(4) when they decided not to invoke
section 5(2)
C) Patient was subject to section 2 and under the care of Crisis Team on
extended S.17 leave and was AWOL at the time the section was due to expire
D) Section 3 was due to expire, the RC completed the renewal of section
documentation but the paperwork went missing on route to the MHL Office and
no copies had been kept
What escalation process has been used to notify of the lapsed section:
All cases have been included in the escalation report to the Medical Director.

Compliance with Code of Practice
Section 132
25 patients were discharged from section with no attempts made to give them
information with regard to their rights under the Act. The main wards where poor
compliance was identified were:
Seaview (AAU) – 12
Haven - 5

Section 132
Number of
patients
discharged
with no
attempts
made to read
them their 132
rights.

25

30

0

In relation to Seaview of these six incidents were relating to section 5(4), 5(2) and
CTO recalls, all of which last no longer than 72 hours. Of the six section 2 cases, two
of these were transferred to other hospitals within 24 hours of the sections
commencing. More information is contained within the Agenda Paper regarding
Seaview Ward.
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Previous
Quarter

Threshold

Current
Status

Trend
over 6
months
In relation to Haven Ward, five of the six incidents related to sections 5(4), 5(2) and
CTO recalls. In the case of the section 2 patient, the patient was transferred out of
area within 24 hours of the section commencing.
Of the remaining instances, 4 related to inpatient care and five related to CMHTs.
All instances were reported using Ulysses and brought to the attention of the ward
manager and Service Lead / Manager. A monthly report regarding patients discharged
from section where no attempts have been made to give information relating to 132
rights is sent to the ward managers and service leads / managers for action.

CTO paperwork
Number of
cases where
the MHA
Office has not
notified the
patient in
writing of the
commenceme
nt and
conditions of
their CTO.

In all instances was available on RiO to demonstrate that the MHL Offices had notified
patients in writing about the commencement of their CTO and the conditions attached
to it.

0

0

100%
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Previous
Quarter

Threshold

Current
Status

Trend
over 6
months

Compliance with Code of Practice
Consent to Treatment
Was a valid
authorisation
in place at the
3 month
stage?
Did the RC
record their
discussion
and patient’s
capacity to
consent when
completing
consent
documents?
Is the
treatment
authorisation
attached to
the
prescription
card and does
the treatment
match that
detailed in the
prescription
card?

40/40

39
100%

(100
%)

(97.5%)

36/40

38

(90%)

(95%)

In all of the cases audited RCs had completed statutory consent to treatment
documentation by the end of the 3rd month of detention.

In four instances, RCs had not recorded their discussion with patients and their
assessment of the patient’s capacity.
100%
All instances were reported using Ulysses and brought to the attention of Medical
Director.

In all instances a copy of the statutory documentation was found attached to the
prescription cards.
40/40
(100
%)

40

This is 100% compliance for the second successive quarter
100%

(100%)
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Have the
Statutory
consultees
(where
applicable)
made a record
of their
discussion
with the SOAD
Did the RC
record their
discussion
with the
patient
feeding back
the SOAD
decision?

Previous
Quarter

Threshold

Current
Status

Trend
over 6
months
In eight instances the statutory consultees had failed to record their discussions with
the SOAD.

18/26

24

The professionals involved were five nurses, one social worker and two occupational
therapists.

100%
(69%)

(83%)

In all eight cases the omission had been raised with the relevant line manager. In all
cases retrospective entries were made.

15/15
(100
%)

In one instance, the RC made a conscious decision to not feedback the SOAD
decision as the patient’s section had been discharged and as the patient lacked
capacity to understand all their care it was not deemed appropriate to inform the
patient. The RC however had recorded his rationale in the progress notes.

11
100%
(91.6%)

Compliance with Code of Practice
Section 17 Leave
Has the RC
documented
why SCT is not
appropriate for
leave authorised
for more than 7
days.

178/1
78
100%

This is a new area of reporting. The MHL Administrators review all S.17 leave forms
which are written and review whether the RCs have recorded reasons why SCT has
not been used for leave over 7 days. There have been no instances of noncompliance during the quarter.

N/A
100%

Not
previously
reported

N.B. The Trust is currently creating an electronic section 17 leave form which will
form part of the RiO record. When in use, leave being authorised in excess of 7 days
will have a mandatory field for RCs to complete to detail why SCT is not appropriate.
S.17 leave forms will not be signed off without this being completed. Once in place
consideration could be given to removing this compliance marker.
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Previous
Quarter

Threshold

Current
Status

Trend
over 6
months

Section 136
Number of
MHA
assessments
under section
136 which did
not concluded
within the
locally agreed
timescale of 3
hours

This is a new area of reporting which commenced from 1 April 2016.
Of the 85 cases where MHA assessment did not conclude within 3 hours:
N/A
85/16
9

100%

(51%)

Not
previously
reported

•
•
•
•

27 assessments (32%) due to waiting for a professional to arrive
25 assessments (29%) due to the detainee being under the influence of alcohol or
illicit substances
6 assessments (7%) due to the presentation of the detainee
5 assessments (6%) due to other section 136s taking place

A full report of delays is being reviewed at the Mental Health Legislation Multi-Agency
Group.

Renewals of Section
Number of
MHA Panel
Meetings to
review
renewals of
detention
which took
place before
the current
period of
detention
expired?

The MHL Administrators are required when sending expiry of section notices to RCs
to offer dates for a MHA Panel Meeting before the expiry date of the current period of
detention. MHL Administrators will be required to allocate dates where the RC or their
PA fails to confirm a date for a hearing.
0%

Not
collated

100%

Not
previously
reported

This is the first quarter of implementing this process, and although no compliance has
yet achieved, in 76% of the renewals (29/38) hearings were scheduled within two
weeks of the expiry date. For the month of July 4 hearings have so far been
scheduled prior to the expiry date.
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Previous
Quarter

Threshold

Current
Status

Trend
over 6
months

Compliance with Code of Practice

All Panel Meetings
Number of
Panel Meetings
which were
cancelled on
the day

Number of
Panel Meetings
held in the
quarter
Number of
panel meetings
for CTO
renewals
where service
user did not
attend

3

39

13/17

Not
collated

Not
collated

Not
collated

1

n/a

n/a

Not
previously
reported

Not
previously
reported

Not
previously
reported

Causes of Cancellations:
In all three cases the patient’s on the day of the panel advised that they had
requested legal representation but solicitors were unable to attend. This information
had not been communicated to the MHL Offices in advance of the panel meeting.
Solicitors have been requested to inform the relevant MHL Office if they advise a
patient that they are unable to attend a Managers Hearing. The MHL Administrators
are also following up more robustly with CCOs to establish patient’s attendance and if
they wish to have legal representation.

Number of renewals:
Number of applications:
Number of Managers requests:
Number of Nearest Relative Applications:

38
1
0
0

In thirteen out of seventeen managers reviews of CTOs, patients did not attend their
CTO hearing. It should be noted that patients are encouraged by the MHL Offices in
writing and by CCO’s and RCs to attend but have the right to choose not to attend.
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Previous
Quarter

Threshold

Current
Status

Trend
over 6
months

Mental Health Tribunals
Number of
Mental Health
Tribunal
applications
and referrals
made

Number of applications: 76

81

Not
collated

n/a

Not
previously
reported

Number of referrals:

5

Compliance with Code of Practice
Mental Health Tribunals
Number of
Mental Health
Tribunals held

Number of applications:
21
Number of referrals:
8
Number of adjournments: 3
Number of Nearest Relative Applications: 0
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Not
collated

n/a

Not
previously
reported

Number of applications/referrals withdrawn before the hearing: 31
Number of applications/referrals withdrawn in the Tribunal:
0
Number of applications/referrals where section was discharged before the
hearing: 25
Number of applications/referrals where the patient was transferred to another
Trust: 4
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Deprivation of Liberty Safeguards

30

Numbers of
patients still
awaiting
assessment
for a standard
DoL at the end
of the period.

Number of outstanding assessments by Local
Authority
25

20
10

2

3

Poole
Borough
Council

Bmth
Borough
Council

0
Dorset
County
Council

0
Out of
County

When completing the standard / urgent DoLS paperwork, the patient is then subject to
an urgent authorisation for the next 7 days. In this time they should be assessed for a
standard authorisation. Urgent authorisations can be extended for another 7 days, to
allow further time for the assessment to take place. Assessments should take place
before the end of the 14 day urgent authorisation period.
Where assessments for a standard authorisation are not undertaken within 14 days,
nursing staff should be phoning the relevant local authority for an update on a weekly
basis and recording this within the progress notes.
On 30 June 2016, there were a total of 30 Standard DOLs authorisation requests still
outstanding for assessment by the Supervisory Bodies. 83% of these sitting with
Dorset County Council to process. 43% of the outstanding assessments relate to
new Urgent DOLs implemented in June 2016. There continue to be four long-term
outstanding assessments (all with Dorset County Council). A Court of Protection
Application for a DOLS authorisation has been made in all four cases by the Trust.

Previous Quarter

Have
applications
been made for
all eligible
DoLS patients

eligible patients not subject to DoLS

Threshold
With effect from 1 April 2016, every quarter the MHL Office will audit 4 randomly
selected wards, 2 community and 2 mental health hospital wards to check whether
there are any patients eligible for DoLS, where applications have not been made.

2

A review of the patients not already subject to the Mental Health Act or Deprivation of
Liberty Safeguards has taken place on Chalbury Ward, Herm Ward (Mental Health)
and Castletown Ward and Radipole Ward (Physical Health).

1
0
Chalbury
ward (WES)

Herm ward
(ALD)

Castletown
Radipole
ward (POR) ward (WES)

On the records of all four wards there was sufficient evidence to demonstrate whether
patients had capacity and consented to being in hospital. Where patients lacked
capacity to consent or were not consenting to being in hospital appropriate Urgent
DOLs authorisations were in place or the Mental Health Act had been invoked.

34

6.7 Inpatient Nursing Staffing – National Return for June 2016

Day
Average fill rate registered
nurses/midwives (%)

Hospital Site Details
Ward name
Site code

Specialty

Hospital Site name

Night
Average fill rate - care
staff (%)

Average fill rate registered
nurses/midwives (%)

Average fill rate - care
staff (%)

RDY22

ALDERNEY HOSPITAL

Guernsey Ward

314 - REHABILITATION

90.5%

80.5%

100.0%

200.0%

RDY22

ALDERNEY HOSPITAL

Jersey Ward

314 - REHABILITATION

71.9%

78.3%

96.7%

115.8%

RDY22

ALDERNEY HOSPITAL

Herm Ward

715 - OLD AGE PSYCHIATRY

95.4%

122.1%

86.1%

130.2%

RDY22

ALDERNEY HOSPITAL

St Brelades Ward

715 - OLD AGE PSYCHIATRY

84.6%

110.1%

62.1%

120.5%

RDYER

BLANDFORD COMMUNITY HOSPITAL

Tarrant Ward

314 - REHABILITATION

97.8%

95.9%

98.3%

100.0%

RDYEJ

BRIDPORT COMMUNITY HOSPITAL

Langdon Ward

314 - REHABILITATION

91.9%

90.1%

81.7%

133.3%

RDYEJ

BRIDPORT COMMUNITY HOSPITAL

Ryeberry Ward

314 - REHABILITATION

160.3%

85.0%

103.3%

143.3%

RDYEW

FORSTON CLINIC

Melstock House

710 - ADULT MENTAL ILLNESS

88.1%

127.5%

100.3%

100.3%

RDYEW

FORSTON CLINIC

Waterston AAU

710 - ADULT MENTAL ILLNESS

132.0%

121.8%

99.0%

113.5%

RDYFX

NIGHTINGALE HOUSE

Florence House

710 - ADULT MENTAL ILLNESS

128.9%

117.3%

100.0%

100.0%

RDYFX

NIGHTINGALE HOUSE

Nightingale Court

710 - ADULT MENTAL ILLNESS

90.0%

248.9%

100.0%

130.0%

RDYFX

NIGHTINGALE HOUSE

Nightingale House

710 - ADULT MENTAL ILLNESS

80.1%

90.1%

100.0%

101.7%

RDY32

KIMMERIDGE COURT

Kimmeridge Court

710 - ADULT MENTAL ILLNESS

112.4%

121.1%

100.0%

100.0%

RDYFT

MAIDEN CASTLE HOUSE

Glendinning Unit

710 - ADULT MENTAL ILLNESS

106.6%

100.8%

105.2%

106.3%

RDYMR

PEBBLE LODGE

711- CHILD and ADOLESCENT PSYCHIATRY

104.1%

79.0%

152.6%

95.8%

RDYEH

PORTLAND HOSPITAL

Castletown Ward

314 - REHABILITATION

97.4%

100.3%

91.7%

116.7%

RDY10

ST ANN'S HOSPITAL

Alumhurst Ward

710 - ADULT MENTAL ILLNESS

113.8%

160.8%

105.9%

150.9%

RDY10

ST ANN'S HOSPITAL

Dudsbury Ward

710 - ADULT MENTAL ILLNESS

97.5%

107.7%

105.8%

107.5%

RDY10

ST ANN'S HOSPITAL

Harbour Ward

710 - ADULT MENTAL ILLNESS

97.4%

101.6%

111.5%

100.7%

RDY10

ST ANN'S HOSPITAL

Seaview AAU

710 - ADULT MENTAL ILLNESS

87.0%

172.7%

66.7%

195.1%

RDY10

ST ANN'S HOSPITAL

Twynham Ward

712 - FORENSIC PSYCHIATRY

92.6%

103.1%

93.3%

103.8%

RDYFG

ST LEONARDS COMMUNITY HOSPITAL

Canford Ward

314 - REHABILITATION

77.4%

99.3%

100.0%

100.0%

RDYFG

ST LEONARDS COMMUNITY HOSPITAL

Fayrewood Ward

314 - REHABILITATION

101.5%

96.2%

100.1%

100.0%

Stanley Purser Ward

314 - REHABILITATION

81.8%

93.0%

73.5%

155.4%

Hanham Ward

314 - REHABILITATION

102.2%

91.6%

98.3%

110.3%

Saxon Ward

314 - REHABILITATION

81.0%

100.1%

81.2%

143.3%

Pebble Lodge

RDYFF

SWANAGE COMMUNTIY HOSPITAL

RDYFE

VICTORIA HOSPITAL W'BORNE

RDYFD

WAREHAM COMMUNITY HOSPITAL

RDYEG

WESTHAVEN HOSPITAL

Linden Unit

710 - ADULT MENTAL ILLNESS

93.8%

111.6%

101.6%

100.0%

RDYEG

WESTHAVEN HOSPITAL

Radipole Ward

314 - REHABILITATION

97.4%

97.8%

89.1%

124.0%

RDYEY

WESTMINSTER MEMORIAL HOSPITAL

Ashmore/Shaston Ward

314 - REHABILITATION

89.4%

100.3%

95.3%

110.0%

RDYEF

WEYMOUTH COMMUNITY HOSPITAL

130.0%

71.4%

121.9%

84.7%

RDYFC

YEATMAN HOSPITAL

The Willows

314 - REHABILITATION

93.8%

87.2%

100.0%

100.0%

RDY10

ST ANN'S HOSPITAL

Haven Ward

996 - PSYCHIATRIC INTENSIVE CARE UNIT

67.5%

132.1%

100.0%

101.1%

Chalbury Unit

715 - OLD AGE PSYCHIATRY
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8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Whether patients do not feel safe in our
hospitals

System
Elephant /
Mental
Health
Patient
Safety
Therm.

Patient Safety Incidents
Ulysses
Violent incidents patient on patient
Ulysses

Violent incidents patient on staff
Ulysses
Falls on inpatient wards
Ulysses

Number of Patients Absconding
Ulysses

Are We Safe?

Prone Restraint
Ulysses

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

Ulysses

Manual

Healthcare Associated Infections: MRSA
bacteraemia
Manual

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

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

Vacancy rate

Sickness rates
ESR

Re-admission within 28 days to Community
Hospitals
Re-admission within 28 days to Mental
Health Wards
Minimising mental health delayed transfers
of care
nb. This is also a NHS Improvement
indicator

SystmOne

RiO

RiO

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

Up to date care plans are in place for all
patients

RiO

Are we Effective?

Risk Assessments updated in previous 12
months
RiO

Care programme approach (CPA) patients
receiving follow-up contact within seven
days of discharge
nb. This is also a NHS Improvement
indicator
Falls assessments within 24 hours

RiO

SystmOne
and RiO
Venous Thromboembolism (VTE) risk
assessment

SystmOne
and RiO

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

Ulysses

no threshold

Number of patient safety incidents which have actual impact
moderate, major or catastrophic (excluding pressure ulcers and slips,
no threshold
trips and falls which are reported under separate metrics).

Staff expect to work in a safe and therapeutic
environment. Violent incidents are no more
acceptable in inpatient units than in the
community.
All falls put patients at risk of more serious
injury e.g. fracture. The focus on falls resulting
in injury is to help understand the number of
falls that result in harm, including minor harm.

Number of incidents reported on Ulysses for inpatient areas of
physical assault from patients to staff in the month. Threshold based
on a 20% reduction on 2013/14 incidents as used in the Quality
Priority indicators for 2014/15.
Number of incidents of falls resulting in injury reported on Ulysses in
the month in hospitals. Threshold based on 20% reduction on 2014
incidents.

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

Many patients brought into hospital are at risk Number of absconding incidents in the month of inpatients sectioned
of harming themselves or others. Patients who under the Mental Health Act. It excludes failure to return incidents.
abscond may harm themselves or others.
Threshold based on a 20% reduction on 2014 incidents.
People must not be deliberately restrained in a Number of prone restraint incidents. Threshold to be agreed.
way that impacts on their airway, breathing or
circulation such as prone restraint (Department
of Health April 2014).
Seclusion should not be included in a care
plan and only used as a last resort.
Clostridium difficile can be life threatening in
the elderly or otherwise vulnerable patients.
Good infection control measures on inpatient
units should prevent/limit the numbers of
patients infected.

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

MRSA bacteraemia can be life threatening in Number of MRSA bacteraemia cases identified on a hospital ward in
the elderly or in otherwise vulnerable patients. the month. This includes those which are found not to be due to a
Good infection control measures on inpatient lapse in care. The threshold is based on a national zero tolerance.
units should prevent/limit the numbers of
patients infected.

Ulysses

Ulysses

Threshold

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

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

Mandatory training completed

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

Number of avoidable grade 3 and above (including unstageable)
pressure ulcers acquired in care provided by the Trust reported to
commissioners in the month. This is identified after a root cause
analysis review which will be completed up to 45 days after the
event. Threshold based on a 20% reduction on 2014 incidents.

<30 green
>=30 red

<45 green
>=45 red

no threshold

<=6 green
>6 red

TBA

<=3 green
>3 red

<=1 green
>1 red

0 = green
>=1 red

<=6 = green
>6 = red

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

Percentage of staff at month end having completed the required core
>95% green
mandatory training as per Trust stated update frequencies. Threshold
<=95% red
has been locally set.
The full time equivalent active vacancies at month end from the
<=10% green
Electronic Staff Record (ESR) and expressing them as a percentage
>10% or <0%
of budgeted establishment. Threshold has been locally set.
red

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

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

Early readmission may be an indicator that
discharge planning was inappropriate.
Delayed discharges are a significant factor
with negative consequences for the
effectiveness and quality of care received and
also contribute to significant additional costs.

Of those patients admitted as an emergency to a community hospital,
how many had been previously discharged from a Trust community
hospital within 28 days.
Of those patients admitted as an emergency how many had been
previously discharged within 28 days. National benchmarking
threshold.
Of those occupied bed days in mental health units, how many were
delayed. Monitor target.

Delayed discharges are a significant factor
with negative consequences for the
Percentage of patients delayed on an agreed snapshot day in the
effectiveness and quality of care received and month, calculated using the number of community hospital beds.
also contribute to significant additional costs. Contractual target (increased from 3.5% to 7.5% from April 2016)
A care plan is an essential component for the
delivery of evidence based patient centred
care.
An up to date risk assessment is required to
ensure that the care plan includes measures to
reduce risks if possible. Also the risk
assessment will be used by clinicians in an
emergency to review an up to date summary of
risk concerns
Evidence shows that mental health patients
are at highest risk of suicide in the first two
weeks after leaving hospital.

Up to date care plans are in place for all patients on the care
programme approach. Threshold has been locally set.

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

Percentage of applicable patients who receive a falls risk
assessment within 24hours of admission to hospital. Contractual
target changed from within 48 to 24 hours from Oct15). Community
hospital patients and mental health patients >=65 years old.
Contractual target.
Percentage of applicable patients who receive a venous
thromboembolism risk assessment within 24hours of admission to
hospital. Community hospital patients and mental health patients
>=65 years old. Contractual target.
Percentage of applicable patients who receive a pressure ulcer risk
assessment within 4hours of admission to hospital. Community
hospital patients and mental health patients >=65 years old.
Contractual target.
Percentage of staff having an appraisal within a rolling 12 month
period. Threshold has been locally set.

Venous thromboembolism (VTE) is a life
threatening condition causing thousands of
preventable hospital deaths each year.
Pressure ulcer risk assessments should be
carried out in order for interventions to be
implemented to avoid pressure ulcers
developing.
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.

36

<4% green
>=4% red

TBA

9%

< 7.5% green
>= 7.5% red

< 7.5% green
>=7.5% red

>= 95% green
<95% red

Percentage of clients with an open referral and a Risk Summary
completed on RiO (clinical records) where it has been updated in the
previous 12 months. Threshold has been locally set.
>= 95% green
<95% red

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.

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Clinical supervision occurring according to
Trust standard

System

Ulysses

Are We Caring?

Patient Friends & Family Test - Response
Rate

Patient Friends & Family Test - %
Recommended

Elephant

Elephant

Patients involved in their care
Elephant

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

Are We Well Led?

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

Internal
system

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

Description
Reported 6 monthly. The percentage of registered clinical staff
(excluding medical staff) receiving a minimum of two clinical
supervision sessions during April – September and two sessions
during October – March.

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

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

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

Cash balance
Capital Expenditure

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

YTD Surplus / Deficit

Monitor Governance Rating

Are We Responsive?

Patients have appointments and treatments
within agreed limits (Southampton)
- IAPT
nb. These are also NHS Improvement
indicators
Patients have appointments and treatments
within agreed limits
- IAPT (contractual requirement 4 weeks
Dorset)
Patients have appointments within agreed
limits CAMHS Tier 3

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

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

Figure taken from the accounts ledger.

Financial Sustainability Risk Rating

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

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

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

CIP Performance

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

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

RiO

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

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

IAPTUS

IAPTUS

RiO

Patients have appointments within agreed
limits CAMHS Tier 2

RiO

Patients have appointments within agreed
limits MAS (4 weeks)

RiO

Patients have appointments within agreed
limits MAS (6 weeks)

RiO

Complaints
Ulysses
Compliments

Complainants rating of the handling of their
complaints

Duty of Candour

Ulysses

Patients have the right to timely assessment
and treatment.

Patients have the right to timely assessment
and treatment.

TBA

95%

95%

>=61%

>=72%

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

3

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

Percentage of clients being seen in 4 weeks of referral to
assessment within Steps to Wellbeing services. Contractual target is
100%, however in line with our agreement with Dorset CCG 95% to
100% is rated green.
Patients have the right to timely assessment
Percentage of patients seen within four weeks of referral to
and treatment.
assessment to Tier 3 Child and Adolescent Mental Health Services
(CAMHS). Contractual target.
Patients have the right to timely assessment
Percentage of patients seen within eight weeks of referral to
and treatment.
assessment to Tier 2 Child and Adolescent Mental Health Services
(CAMHS). Contractual target.
Patients have the right to timely assessment
Percentage of patients seen within four weeks of referral to
and treatment.
assessment in the Memory Assessment Service (MAS). Contractual
target.
Patients have the right to timely assessment
Percentage of patients seen within six weeks of referral to
and treatment.
assessment in the Memory Assessment Service (MAS). Contractual
target.
Patients' experience of not being satisfied with Number of complaints received, both written and verbal.
their care and treatment provides an
opportunity for learning.
Patients' experience of being satisfied with
Number of compliments received.
their care and treatment provides an
opportunity for learning.
How people's concerns or complaints are
Percentage of complainants who rated the handling of their
listened to and responded to is an indicator of complaints as 'very good', 'good' or 'satisfactory' in the quarterly
complainant satisfaction survey. The threshold is based on improving
the quality of their care.
on the 2013/14 position as included in the 2014/15 Quality Priorities.
Ensuring openness and transparency with
Number of times duty of candour disclosure was identified as
patients and their representatives in relation to appropriate following incidents resulting in moderate, major or
care and treatment. Duty of candour includes catastrophic harm.
informing people about incidents, providing
reasonable support, providing truthful
information and an apology when things go
wrong.
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>95% green
<=95% red

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

Patients have the right to timely assessment
and treatment.

Any amendments from the previous month / updates are shown in blue

Threshold

Green

>=95%

>75%

>95%

>75%

>95%

>=95%

no threshold

no threshold

>=75%

>=95%

no threshold

no threshold

>73% green
<=73% red

no threshold

8.2 Indicator Overview - NHS Improvement
Area

Description / Notes

Target

Monitoring
period

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

> 92%

Quarterly

> 95%

Quarterly

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

> 95%

Quarterly

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

> 95%

Quarterly

> 95%

Quarterly

> 95%

Quarterly

< 7.5%

Quarterly

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

Quarterly

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

Quarterly

> 97%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

> 50%

Quarterly

Name

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

Access

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

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

Waiting time is assessed on a provider basis, aggregated
across all sites: no activity from off-site partner
organisations should be included. The 4-hour waiting time
indicator will apply to minor injury units/walk in centres.

This indicator applies only to admissions to the foundation
trust’s mental health psychiatric inpatient care. The
indicator applies to users of working age (16-65) only,
unless otherwise contracted. This includes CAMHS clients
Admissions to inpatient services had access to only where they have been admitted to adult wards. An
crisis resolution/home treatment teams
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.
Meeting commitment to serve new psychosis
cases by early intervention teams

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

The percentage of non-acute patients (aged 18 and over
on admission) per day under consultant and nonconsultant led care whose transfer of care was delayed
during the quarter out of the total number of occupied bed
days .
Applies to any inpatient facility with a centrally set C.
difficile objective. C. difficile cases should be reported
regardless of whether or not a ‘lapse of care’ has been
confirmed. Trusts should retrospectively revise any
C. difficile – meeting the C. difficile objective
adjustments to numbers where lapse of care criteria are
not met. Monitor’s annual de minimis limit for cases of C.
difficile is set at 12. However, Monitor may consider
scoring cases of <12 if Public Health England indicates
multiple outbreaks.
Meeting the six criteria for meeting the needs of people
with a learning disability, based on recommendations set
out in Healthcare for All (DH, 2008). NHS foundation trust
Certification against compliance with
boards are required to certify that their trusts meets these
requirements regarding access to healthcare for
requirements above at the annual plan stage and in each
people with a learning disability
quarter. Failure to do so will result in the application of the
service performance score for this indicator.

Outcomes

Minimising mental health delayed transfers of
care

Patient identity data completeness metrics (from MHLDDS)
: NHS number / DOB / Postcode / Current gender /
registered general medical practice organisation code /
commissioner organisation code
Completeness of outcomes (from MHLDDS): employment
Mental health data completeness: outcomes for
status / accommodation status / HoNOS assessment in
patients on CPA
past 12 months
Data completeness: community cervices - RTT Data completeness levels for trusts commissioned to
provide community services, using Community Information
information
Data Set (CIDS) definitions. While failure against any
Data completeness: community services threshold will score 1.0, the overall impact will be capped
referral information
at 1.0. Failure of the same measure for three quarters will
Data completeness: community services result in a red-rating.
treatment activity information
Early intervention in psychosis (EIP): people
People experiencing a first episode of psychosis treated
experiencing a first episode of psychosis
with a NICE approved care package within two weeks of
treated with a NICE-approved care package
referral.
within two weeks of referral

New

Mental health data completeness: identifiers

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

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

> 75%

Quarterly

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

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

> 95%

Quarterly
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9.0 Data Quality Assurance Activity Summary
1.0

Priority plan progress

1.1

Board indicators are given Confidence Ratings to guide the Trust Board on data quality. A
Priority Plan is in progress to review and improve the quality of data. Of the 11 Red
indicators in the plan, four have improved to Amber and three have been removed from the
plan because they are no longer Board indicators (or the measure has changed since the
new style report). Four indicators remain Red and are at different stages of progress. See
the table below.

2.0

Improvement

2.1

Reviewing the data quality for an indicator confirms the Confidence Rating for the indicator
and identifies where further work is required. Work on data quality is iterative and takes time.

2.2

There are two means of supplying a confidence rating: The old method whereby a manager
responsible for the data provides a self-assessment; and the new method, where an
objective review led by the Data Quality Lead confirms the confidence rating against agreed
standards (see Appendix 1). The self-assessment offers speed for supplying an initial
confidence rating for newly added Board indicators in time for monthly reporting. The
objective review enables deeper assessment of the data quality but takes longer.

3.0

Audits

3.1

In agreement with the Audit Committee and as part of the Internal Audit plan, TIAA will audit
the following areas for data quality:
• Recording of Care Plans by Community Matrons
• Board indicator: Friends and Family Test response rate
• Record Keeping Practise by the Night Nursing Service

3.2

Clinical audit planning has started for the Monitor indicator: Access to health for people with
a learning disability. This audit is new and a positive outcome from the review.

3.3

The Trust’s Coded Clinical Data was externally audited for quality and compliance with
information governance. The Trust attained Level 3 IG Toolkit compliance (maximum
assurance).

3.4

As a key part of the action plan agreed with Dorset CCG following their external audit of
District Nursing Service contractual activity, four workshops have been arranged and led by
the Business & Performance Team around Dorset for District Nursing Team Leaders. The
workshops were attended by over 40 Team Leaders across all Localities. The key outcomes
of the workshops are to:
•
•
•
•

Ensure a common understanding of what constitutes contractual activity in the District
Nursing Service and why it is important to record this accurately
Ensure a common understanding of the key actions and quality checks that should be
undertaken to ensure accurate recording of activity
Advise Team Leaders of the most common errors that reduce accuracy of recording
and how to avoid them
Provide Team Leaders with a single page poster of the key steps to accurate activity
recording to be displayed in their bases
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•

•
•
•

Equip Team Leaders with a range of quality monitoring reports to help them identify
whether their staff are recording activity accurately. Team Leaders have been given
self-service access so they can monitor record keeping quality at their convenience
and have been shown how to access and refresh the reports.
Offer ongoing support, through site visits from the Business & Performance Team, to
District Nursing bases to support Team Leaders and staff in small groups or on an
individual basis.
Ensure Team Leaders are aware of and accept their responsibilities for leading their
teams to record activity accurately.
Ensure Team Leaders understand where and how to access further support as
necessary, including escalation processes.

3.4.1 The consistency of activity recording in the District Nursing Service has improved over the
past few months and the impact of these workshops will be assessed through regular
monitoring by the Business & Performance Team of the prevalence of common errors with
targeted improvement activity where errors still occur. It is planned that errors will reduce and
accuracy consequentially increase further over the next few months.
4.0

Clinical Engagement

4.1

A key part of improving data quality is clinical engagement. The Chief Clinical Information
Officer has set up a group to discuss and develop RIO documentation standards (mental
health). This group is made up of senior medical staff and senior managers from the IM&T
and Business & Performance teams. The proposed output from the exercise is to produce
standards for:
•
•
•
•
•

Progress notes
Outpatient letter content and position of information
Mental Health Act letters
CPA review letters
Assessment review letters
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5.0

Data Quality Priority Plan

5.1

These indicators have been removed from the plan as the indicator has change or is no longer on the Integrated Corporate Dashboard
as agreed with the Medical Director and the Director of Nursing and Quality:
• Staff engagement
• Whether patients feel safe
• Safe & therapeutic staff levels

Ref

Added
to the
priority
plan

1

Dec
2015

Indicator

Monitor indicator: Access to
health for people with a
learning disability

Objective
review
completed

Original
rating





L



Manager’s
selfassessment
since

n/a

Confirmed
rating /
expected
date of
revised
rating
M

Comments

New assurance controls
in place from 2016/17

Monitor indicators for IAPT:

2

Dec
2015

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



L

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

Due Aug 16

Findings of the review
required strengthening of
processes during data
transfer. Changes are
being made and
effectiveness will be
reassessed.

Ref

3

4

5

Added
to the
priority
plan

June
2015

June
2015

June
2015

Indicator

Staff Friends & Family Test

Vacancy Number Rates

Clinical Supervision occurring
according to Trust standard.

Objective
review
completed

Due Aug
2016

Due Aug
2016

Due Sept
2016

Original
rating

L

L

L
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Manager’s
selfassessment
since

M

M

n/a

Confirmed
rating /
expected
date of
revised
rating

Due Aug
2016

Comments

This indicator changed
owner in March 2016.
The new owner has
reviewed, improved, &
documented processes.
The objective review
awaits final discussion to
agree any further work
required.

Due Aug
2016

Definition & validity of the
measure used is now
confirmed. The objective
review awaits final
discussion to agree any
further work required.

Due Sept
2016

Policy has now been
reviewed and clarified.
New Ulysses model
created for data capture.
Multiple data sources on
this indicator is now
streamlined to one
source. Objective review
due to be undertaken.

Ref

6

Added
to the
priority
plan

Dec
2015

Indicator

Duty of candour

Objective
review
completed

Due Oct
2016

Original
rating

L



Manager’s
selfassessment
since



M

Confirmed
rating /
expected
date of
revised
rating

Comments

Due Oct
2016

The data quality has
been self-assessed and
there is greater
confidence in the data. It
remains on the list for
objective assessment by
the Data Quality Lead.

Eugine Yafele and
Lindsey White leading a
project to improve this.

Risk Assessments updated in
previous 12 months for
mental health care
7

June
2015

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

Due Oct
2016

L



n/a

Result due
Nov 2016

This will be
Internally
Audited by
TIAA in Q3

L



n/a

Result due
early 2017

Care Programme Approach
12 month review

8

June
2015

Friends and Family Test –
response rate
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Appendix 1
Data Quality Assurance Framework Standards
Standards

Definition

Assessment - Sufficient

Assessment - Insufficient

Relevant

This is the extent to which the data is
captured for the purposes for which it
is used. This entails periodic review of
the selection of key performance
indicators to reflect changing needs,
such as new strategic objectives. For
example, is this indicator the right
indicator by which to measure
performance against a strategic
objective?

The indicator is appropriate and well
defined.

This indicator is no longer relevant to the
measurement of performance against the
performance area and strategic
objective.

This is the time taken between the
end of the data period and when the
information can be produced and
reviewed. The acceptable data lag will
be different for different performance
indicators. Data should be captured
as quickly as possible after the event
or activity and must be available for
the intended use within a reasonable
time period. Data must be available
quickly and frequently enough to
support information needs and to
influence the appropriate level of
service or management decisions.

Where data is available as required
and is felt to be relevant and up to
date by the time it is reported.

Timely

The metric build and threshold are
evidence based.

It is not measuring the right thing.
It is the best available measure of this
performance area and strategic
objective.

There is a better way to measure this
performance area.

Where the lag is unacceptable.
Does not meet board reporting
deadlines.
Manual production of the data results in
data being considered old or not really
useful by the time it is presented
because ‘things have moved on since’.
The snapshot is felt to be out of date by
those who rely on it and the data needs
to be available more quickly, maybe even
real time.
The lag between snapshot and reporting
leaves managers having to explain and
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Standards

Definition

Assessment - Sufficient

Assessment - Insufficient
justify a position that has moved on.

Monitored

The degree to which the full audit trail
is available.

Tier 1
The degree to which the trust can drill
down into data to the right level (for
example patient level or service level)
in order to review and understand
operational performance.

Audit trail is available.

Full audit trail is not available

Data can be drilled down to the right
level to inform decision making on
operational performance.

Unable to drill down into the data to the
right level

The service can provide assurance
that this information is reviewed on a
regular basis at that level.

No assurance that this information is
appropriately routinely reviewed and
assured at different levels.

The degree to which data is routinely
monitored by teams and individuals
for typical errors and errors that affect
performance.
Complete

The extent to which all of the
expected attributes of the data are
populated and the extent to which all
of the records for the relevant
population are provided.

Fewer than 3% blank or invalid fields
in expected data set.

More than 3% blank or invalid fields in
expected data set

This standard applies unless a
different standard is explicitly stated
for a KPI within commissioner
contracts or through national
requirements.

Inadequate assurance or no assurance
that effective controls are in place to
ensure that 100% of records are included
within the total population.

Additionally, the KPI owner can
provide assurance that effective
controls are in place to ensure that
100% of records are included in
population. In other words, no
individual records are omitted from the
population due to fraud or error.
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Standards

Definition

Assessment - Sufficient

Assessment - Insufficient

Validated

This is the extent to which the data
has been validated to ensure it is
accurate and in compliance with
relevant requirements. For example,
correct application of rules and
definitions. The level of validation
required will vary from indicator-toindicator and will depend on the level
of data quality risk. Final validation is
classified as sufficient where
validation has been completed and
where the indicator has received final
approval from responsible individuals.

The trust has agreed upon procedures
in place for the validation of data for
the KPI.

Either:

A sufficient amount of the data,
proportionate to the risk, has been
validated by the trust to ensure data
is:

An insufficient amount of data has been
validated as determined by the KPI
owner; or

• Accurate; and
• In compliance with relevant rules
and definitions for the KPI.
The KPI owner or Data Quality Lead
is responsible for determining what a
‘sufficient’ amount of data validation is
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No validation has taken place; or

Validation has found that the KPI is not
accurate or does not comply with
relevant rules and definitions.
Commentary should be available to
indicate which of the above is the case?

Standards

Definition

Assessment - Sufficient

Assessment - Insufficient

Audited

This is the extent to which the integrity
of data (completeness, accuracy,
validity, reliability, relevance, and
timeliness) has been audited by
someone independent from those that
usually own / handle the data. For
example, Internal Audit, External
Audit, Clinical Audit or evidence
based Peer Review. And the extent to
which the assurance provided from
the audit is positive. See the Data
Quality Policy for a description of the
three lines of defence.

The data quality of the KPI has been
audited in the last 3 years and either:

1. The data quality of the KPI has not
been reviewed by audit in the last 3
years; or

Tiers 2 and 3

Reliable

This is the extent to which the data is
generated by a computerised system,
with automated IT controls, or a
manual process.
It also relates to the degree of
documentation outlining the data flow,
i.e. documented process with controls
and data flows mapped.
Data should reflect stable and
consistent data collection processes
across collection points and over time,
whether using manual or computer
based systems or a combination.
Managers and stakeholders should be
confident that progress toward

• Positive assurance was received; or
• Recommendations and actions from
the audit have been completed.

2.The data quality of the KPI has been
reviewed by audit in the last 3 years but:
• Negative assurance was received; and
• Recommendations and actions have
not yet been completed.
Commentary should be available to
indicate which of the above is the case

Mostly a computerised system, with IT
automated controls, and therefore
less prone to human error. Automated
controls may include field validation,
system interface reconciliations and
system configuration.
Process is fully documented with
controls and data flows mapped.
Process is stable and consistent over
the last 12 months unless the change
in reporting was necessary to reflect a
change in operational / statutory
requirement.
Where a manual process exists, this
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Mostly a manual system, with no IT
automated controls, and therefore more
prone to human error.
Reporting process is not documented for
manual data production and / or does not
adequately detail controls and validation
procedures.
Process has changed during the last 12
months therefore there is an increased
risk that data is not consistent between
reporting periods. Any change in
reporting methodology cannot be linked
back to an operational / statutory
requirement.

Standards

Definition

Assessment - Sufficient

Assessment - Insufficient

performance targets reflects real
changes rather than variations in data
collection approaches or methods.

is documented with controls and
validation procedures detailed.

Where data travels across a number of
teams and is at risk of inaccuracy due to
manual intervention, rekeying,
manipulation etc.

The extent to which the data is
assured across its journey from ward
to board.

Where the data journey is complex
and across multiple teams there are
documented procedures or other
quality controls in place to ensure
data quality.

The extent to which the data travels
from ward to board or service to
submission with little requirement for
manual or human assistance.
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Commentary should be available to
indicate which of the above the case is.
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Recommendation
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The Board is asked to consider the report.
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FINANCE REPORT FOR 2016/17 MONTH 3, JUNE 2016

Metric

YTD
Position

Summary

 = Improved
Performance

Budgetary
Performance

1. OVERALL POSITION

↑

The Month 3 net position is a cumulative deficit of £1.1m (1.7%) which is £0.8m ahead of Plan year to date
(YTD). Further detail is in Appendix 1 (Income & Expenditure Summary) and in the sections below.
The first indicative forecast position for the Trust is a deficit of £6.8m, £0.9m ahead of Plan. Further detail is in
Appendix 2 (Forecast Outturn Bridge). At this early stage in the year and to arrive at an indicative forecast, a
number of assumptions have been made, such as the full utilisation of Contingency (£1.3m) and Investment
Funds (£1.0m).
It should be noted though that there is currently no expenditure against Contingency.
Agency expenditure YTD is £1.2m, maintaining the reduced expenditure trend seen in the last quarter of
2015/16.
£5.0m (62%) CIP has been banked at Month 3.
Month 3 FSRR rating is 4.
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2. BUDGETARY PERFORMANCE
The YTD performance against budget by Locality/Directorate is represented in the graph below. The YTD
planned deficit of £1.9m is excluded.
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3. INCOME





Plan to date: £64.6m
Actual to date: £64.5m
Variance to date £0.1m adverse, driven by NCA under performance
Forecast £0.5m adverse
This position is driven by under performance against NCA activity budget. This income is highly
volatile and extremely difficult to predict. Budgeted targets will be reviewed against income trends in
recent years.

4. EXPENDITURE






Plan to date: £60.8m
Actual to date £61.8m
Variance to date £1.0m adverse
£0.9m ahead of planned deficit to date of £1.9m YTD (3/12ths of £7.7m) (£0.8m net of income)
Forecast £6.3m adverse
The forecast position includes the planned deficit. Excluding this gives an underlying operational
favourable expenditure outturn of £1.4m.

5. MAIN DETERMINANTS OF EXPENDITURE POSITION
PAY





Plan to date: £46.6m
Actual to date: £45.9m
Variance to date: £0.7m favourable
Forecast £0.3m favourable
The forecast is based on current forecasting assumptions for recruitment timelines and reducing
vacancy underspends.
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The main areas of YTD underspend, driven by vacancies, are:
£000

(122)
(110)
(96)
(78)
(66)
(61)
(533)

Nurse Executive & Quality
North Dorset 1 (Addictions Services, District Nurses & CMHTs)
Prison Services
Steps to Wellbeing, Paediatric SALT & Podiatry
Medical Staffing
Finance, IT, Business Perf.

Bournemouth and Christchurch are reporting a net pay overspend at Month 3 (£113k). The largest contributor
is Pebble Lodge CAMHs Inpatient Ward (£62k). Patient acuity has increased and a national shortage of PICU
beds for children has resulted in the need for more one to one care on the ward. Pay realignment funding was
allocated for Mental Health Wards in June. Investigation is underway to understand the budgetary pressure,
and pay budgets will be checked as part of this process.
As at Month 3 the allocation of pay inflation funding to budgets to cover the annual pay award, national
insurance increases and incremental changes is complete, subject to final validation checks and a few
outstanding cost centres where pay budgets are under review.
Further detail regarding Agency spend is provided in section 5.1.

NON-PAY





Plan to date: £14.2m
Actual to date: £15.9m
Variance to date: £1.7m adverse (including £1.9m budgeted deficit, 3/12ths of £7.7m)
Forecast £6.6m adverse
This represents a favourable operational forecast of £1.1m when excluding the planned deficit. This
is based on early assumptions including full requirement for Contingency and Investment funding,
emerging trends and reference to last year’s performance.

After removing the £1.9m budgeted deficit from the YTD non-pay overspend of £1.7m, there is an underlying
underspend of £0.2m within operational budgets.
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Notable areas of variance, and key drivers are:
£000

(133)
(64)
(63)
119
(141)

Strategy & Estates (Premises costs & Gardening contract)
Prison Services (Smoke Stop).
Poole Central (Dementia Care Services)
MH Inpatients & Rehab. (Patient transport & ward costs)

With the allocation of pay inflation largely complete, a review of non-pay budgets will commence to identify
operational budgets requiring uplift from the centrally held sum set aside at budget setting. Areas of focus will
be premises related costs, drugs expenditure, maintenance contracts etc.

5.1

Impact of Agency Spend

Total agency expenditure YTD at the end of June is £1.2m, maintaining the reduced agency expenditure
position. Agency expenditure during the month of June was £371k.
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The total agency expenditure YTD is comprised of:
Nursing agency spend is £0.6m (2% of total Nursing staff expenditure)
Medical agency spend is £0.4m (11% of total Medical Staff expenditure)
Other Professional Groups £0.2m (2% of total Other Professional Groups expenditure)
Non Clinical agency spend is £0.1m (1% of total Non Clinical staff expenditure)
(Non-Clinical includes A&C, estates, ancillary and IM&T)






This compares with full year agency spend in 2014/15 and 2015/16 of £11.4m and £12.0m respectively.

Agency Expenditure Trend by Staff Group
700
600
500

£'000

400
300
200
100
0
July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Medical

Nursing Qualified

Non-Clinical

Other Professional Groups

Mar

April

May

June

Nursing Unqualified

The highest YTD agency expenditure is in the following areas:
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£000

473
247
105
93
87
63

Prisons (both nursing and medical staff)
Medical staff (excluding Prisons)
Community Hospitals - nursing staff & other professional groups
Community Services (mainly AHPs)
Community Mental Health Services (mainly nursing staff)
Canford Ward – nursing staff

Bank staff expenditure has been consistently above the level seen in 2015/16 YTD, demonstrating the positive
results from efforts to recruit to this staff group.
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5.2

Out of Area Placements

Overview:
 Actual expenditure: £549k
 This is £322k less than as at Month 3, 2015/16.
 Forecast £1.8m
A comparison of expenditure to date compared to 2015/16 is tabled below:
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The Trust is not commissioned for the provision of this service and all expenditure is treated as overspend. A
risk share agreement is in place where, should expenditure exceed £1.0m, Dorset CCG will fund 50% of
additional costs to a maximum contribution of £0.5m. The current forecast provides an estimated risk share
income value of £0.4m.
The number of placements out of county is 11, of whom 5 are women in PICU units.
The new PICU unit for women is scheduled for completion at the end of November 2016. Until then, effort
continues to minimise out of area placements.
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CIP

↓
(Forecast)

6. COST IMPROVEMENT PROGRAMME
Plan: £8.1m
Delivered: £5.0m
At Month 3, 62% of the CIP target for 2016/17 has been banked with the largest contributions relating to the sale
of Castle Hill House (£0.9m), Vacancy Management (£1.3m) and Agency savings targets (£1.1m).
The current forecast for the programme is £7.8m achievement. Within this figure there is risk with regard to
achievement of £0.6m site disposals scheme, where savings will not be realised until the properties sales have
completed (buyers are yet to be secured).
The 2016/17 Cost Prevention target is £4.0m, with a forecast outturn of £3.8m at Month 3. Savings of £0.9m
(23%) have been achieved YTD and work is underway to address the £0.2m forecast gap.
A summary of actual performance against CIP and Cost Prevention schemes in 2016/17 is set out at Appendix 3.
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Capital

↔

7. CAPITAL
Forecast expenditure: £12.2m
Total year to date: £1.1m
Work on the design plans and enabling works continue for St Ann’s PICU. Total spend to date is £0.5m, £0.2m of
which was 2015/16 spend. Project completion is expected in late November due to remedial works eg asbestos.
Following Board approval, the Capital Programme was resubmitted to NHS Improvements with an updated
monthly forecast. Capital expenditure achieved 97.9% for Quarter 1 against the new forecast.
St Gabriel’s and Douglas House have been withdrawn from sale, the Trust will now utilise these properties.
The transfer of Whitfield Rural Centre to NHS Property Services has now been processed. This will result in an
impairment charge impact of £0.3m in July.

Cash

↑

8. BALANCE SHEET
Cash position: £28.4m, increase of £0.1m compared to last month.
Sales ledger debt stands at £5.5m, an increase of £2.0m against last month. Since the end of the month, receipt
of £3.3m was received relating to current debts with Dorset County Council. Over 90 day debt has increased to
£1.0m of which £0.2m has been receipted in July and £0.5m relates to ongoing contractual issues which are
being investigated. Of these remaining debts with contractual issues there is sufficient doubt with £0.3m to
require a provision for doubtful debt even though they are still being pursued.
A detailed statement of the Trust’s financial position at 30 June 2016 is attached at Appendix 4.

FSRR

↔

9. FINANCIAL SUSTAINABILITY RISK RATING (FSRR)
The Financial Sustainability rating comprises 4 metrics, which are equally weighted, as follows:

Capital Service Cover
Liquidity
I&E Surplus Margin
I&E Margin Variance

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

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

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

FSRR 4
> 2.5
>0
> 1%
0 =>
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Should one or more of the metrics score a ‘1’, then an override will be triggered, resulting in a maximum overall
rating of ‘2’.
The risk rating YTD at Month 3 is as follows:
Capital Service Capacity rating
Liquidity rating
I&E Margin rating
I&E Margin Variance rating
Financial Sustainability Risk Rating before overrides
1 Rating Trigger for FSRR
Financial Sustainability Risk Rating after 1 rating override
Overall Financial Sustainability Risk Rating

4
4
4
4
4
No Trigger
4
4

10. CONCLUSION
The financial position at Month 3 is a deficit of £1.1m, ahead of plan by £0.8m. The initial forecast outturn for
2016/17 position is £6.8m, ahead of plan by £0.9m.
THE BOARD IS ASKED TO:
 Consider the Finance report
Appendices
 1.
 2.
 3.
 4.

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

Month 3 2016/17 (June)
CURRENT ANNUAL BUDGET
Pay

Non-Pay

£000

£000

YEAR TO DATE
Budget

Total

FORECAST @ M3

Actual

Variance Over/(Under)

Inc & Exp

Pay

Non-Pay

Inc & Exp

Pay

Non-Pay

Inc & Exp

Pay

Non-Pay

Inc & Exp

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

%

Pay

Non-Pay

Income

£000

£000

£000

INCOME
Baseline Income

(234,547)

(58,770)

(58,770)

0

0%

G

0

Dorset Locality

(4,925)

(1,297)

(1,345)

(48)

(4%)

G

42

Poole & East Dorset Locality

(4,598)

(948)

(943)

5

1%

R

170

Bournemouth & Christchurch Locality

(3,326)

(847)

(766)

82

10%

R

247

Other Income

(7,243)

(2,679)

(2,661)

18

1%

R

76

(254,640)

(64,542)

(64,485)

57

0%

R

535

Total Trust Income

EXPENDITURE
Dorset Locality

48,772

17,881

66,653

12,142

4,478

16,620

11,872

4,390

16,262

(270)

(88)

(358)

(2%)

G

Poole & East Dorset Locality

50,899

17,273

68,172

12,577

4,213

16,791

12,368

4,094

16,461

(209)

(120)

(329)

(2%)

Bournemouth & Christchurch Locality

47,360

10,413

57,773

11,755

2,606

14,361

11,868

2,689

14,557

113

83

196

1%

Medical Staffing

14,410

718

15,128

3,465

158

3,622

3,399

146

3,545

(66)

(12)

(77)

4,321

909

5,230

1,066

227

1,293

944

227

1,172

(122)

1

(121)

10,075

4,628

14,704

2,057

1,067

3,124

1,996

1,110

3,106

(61)

43

Human Resources

4,733

1,259

5,992

1,260

243

1,503

1,218

203

1,421

(42)

Strategy & Estates

6,856

7,022

13,878

1,712

1,733

3,445

1,699

1,600

3,298

(14)

Org Dev & Participation and Corporate

2,328

939

3,267

581

246

827

549

217

766

(33)

(29)

0

(684)

(684)

0

(1,919)

(1,919)

0

96

96

0

2,015

189,754

60,359

250,113

46,616

13,051

59,667

45,913

14,771

60,684

(703)

1,720

1,018

(3,801)

(703)

1,720

1,074

Nurse Executive & Quality
Finance, IT, Business Performance

Central Budgets
Total Trust Expenditure

NET INCOME & EXPENDITURE

(4,527)

(4,876)

(66)

Interest Received *
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT

4,593

4,593

(16)
1,148

(0)

1,148

1,148

(3,744)

EBITDA

152

(204)

G

36

(177)

R

581

(52)

(2%)

G

(129)

(20)

(9%)

G

(248)

26

(18)

(1%)

G

(792)

248

(40)

(82)

(5%)

G

(9)

(106)

(133)

(147)

(4%)

G

164

272

(61)

(7%)

G

(38)

2,015

(105%)

R

2%

G

(28)

0

0

(12)

71%

G

1,148

0

0

0

0%

G

(2,681)

(703)

1,720

1,063

7.6%
Memorandum Note

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

£000
254,640
254,640
66
254,706

Performance v Monitor Plan
Income versus Expenditure
Annual
YTD
YTD
Plan
Plan
Actual
£000
£000
£000
7,676

(1,049)

(2,681)

Segmental Performance
YTD
Forecast
£000
£000
Bournemouth & Christ'ch Locality
738
6,647
Dorset Locality
94
(91)
Poole & East Dorset Locality
231
254
Total
1,063
6,810

G

(22)
6,606

(283)

6,570

(283)

6,570

535

(12)

6,810
3.4%

APPENDIX 2
Dorset HealthCare University NHS Foundation Trust
2016/17 Forecast Outturn Bridge

Month 3
(Under)
Over
£000

Planned Outturn
Operational Pay
Operational Non Pay
Estimated Pay Inflation surplus
Estimated Non-Pay Inflation surplus
CIP Schemes slippage
NCA Income
Other Miscellaneous
Forecast Outturn

7,676
(283)
(677)
(453)
(235)
260
450
73
6,810

APPENDIX 3
Dorset HealthCare University NHS Foundation Trust

2016/17 CIP
Forecast Full
Year Effect
(recurrent)

£000

£000

£000

Workforce Redesign
Workforce redesign/agency

LB

1,700

1,700

900

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

EY

166

167

166

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

LB

167

167

167

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

SO'D

167

306

206

16-CIP-1.1c

Vacancy Management

LB/EY/SO'D

1,300

1,300

1,300

16-CIP-1.5

Medical Staffing

NK

280

270

290

16-CIP-4.1a.1

Finance Directorate Workforce

JC

83

83

110

16-CIP-4.1b

E Procurement

JC

17

17

70

16-CIP-7.1

Business Development workforce

RS

12

12

12

16-CIP-7.2a

Human Resources workforce

CH

71

71

54

Operational Efficiencies
16-CIP-1.2

Rationalisation of Service Level Agreements

SO'D

250

75

500

16-CIP-1.3

Community Hospitals income

SO'D

172

172

172

16-CIP-6.0

Operational Travel Savings by Directorate

JC

322

322

322

Support Services
14-CIP-4.6

Tax Efficiencies

JC

213

216

0

16-CIP-4.1a

Finance Directorate efficiency savings

JC

510

581

10

16-CIP-4.3

Procurement led initiatives

JC

300

300

300

16-CIP-5.1

Medicines Management

FH

77

77

77

16-CIP-7.2b

Human Resources efficiencies

CH

8

8

8

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

NP

9

9

9

Property Management (Estates) Savings
15-CIP-4.11

Soft FM efficiencies

RS

1

1

16-CIP-2.1

Reduction in rental across the estate

RS

250

116

222

16-CIP-2.2

Income from premises rental

RS

296

250

113

16-CIP-2.3

Energy savings on utilities (includes energey savings)

RS

28

69

75

15-CIP-4.1

Coburg Court tenancy disposal

RS

100

0

100

Estates Disposal
16-CIP-3.1

Sale of Castle Hill

RS

900

962

0

16-CIP-3.2

New site disposals from opportunity list

RS

672

559

0

8,070

7,810

5,184
(2,627)

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

(260)

QIA
complete
Level 1

Stakeholde
rs engaged
/ managed

Lead Director

16-CIP-1.1a

Total 2016/17 CIP savings to be achieved

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 CIP Scheme

2016/17 CIP
Current
Forecast

Plan Status

CIP Ref

2016/17 CIP
Plan

Risk Level against
2016/17 achievement

2016/17 Cost Improvement Programme (CIP)

APPENDIX 3

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

CIP Ref

Recurrent
('R), Non
Recurrent
(NR)

R/NR

Forecast

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

-

-

-

-

92

124

123

123

125

-

-

-

-

-

-

-

-

-

167
167

125

862

126

16-CIP-1.1a

Workforce redesign/agency

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

R

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

R

2

35

-

130

-

-

-

-

-

-

-

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

R

12

12

202

-

-

-

-

-

-

-

-

306

16-CIP-1.1c

Vacancy Management

R

-

-

-

-

-

-

-

-

-

1,300

16-CIP-1.5

Medical Staffing

R

-

26

26

-

-

-

44

-

-

270

16-CIP-4.1a.1

Finance Directorate Workforce

R

38

-

-

-

-

-

-

-

83

16-CIP-4.1b

E Procurement

R

-

-

-

-

-

-

17

-

-

17

16-CIP-7.1

Business Development workforce

R

12

-

-

-

-

-

-

-

-

-

12

16-CIP-7.2a

Human Resources workforce

R/NR

54

-

-

-

-

-

-

-

-

-

71

16-CIP-1.2

Rationalisation of Service Level Agreements

R

-

-

-

-

-

-

25

25

25

75

16-CIP-1.3

Community Hospitals income

R

86

1

15

172

16-CIP-6.0

Operational Travel Savings by Directorate

R

322

14-CIP-4.6

Tax Efficiencies

R

16-CIP-4.1a

Finance Directorate efficiency savings

R/NR

16-CIP-4.3

Procurement led initiatives

R

16-CIP-5.1

Medicines Management

R

16-CIP-7.2b

Human Resources efficiencies

R

8

-

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

R

9

15-CIP-4.11

Soft FM efficiencies

R

1

16-CIP-2.1

Reduction in rental across the estate

16-CIP-2.2

80

1,300
34

140
45

17
17

1

16

1

1

16

23

(4)

50

-

-

-

17

17

17

10

47

345

180

-

74

-

-

1,700

1

1

16

-

-

-

-

-

-

322

17

17

17

15

15

15

216

-

-

-

-

-

-

-

581

76

-

-

75

-

-

75

300

-

-

-

4

2

77

-

-

-

-

-

-

-

-

8

-

-

-

-

-

-

-

-

-

9

-

-

-

-

-

-

-

-

-

1

R

-

-

100

16

-

-

-

-

-

116

Income from premises rental

R

-

-

250

-

-

-

-

-

-

250

16-CIP-2.3

Energy savings on utilities (includes energey savings)

R

-

-

-

-

-

-

-

-

-

69

15-CIP-4.1

Coburg Court tenancy disposal

R

-

-

-

-

-

-

-

-

-

-

16-CIP-3.1

Sale of Castle Hill

NR

14

-

-

-

-

-

-

-

-

962

16-CIP-3.2

New site disposals from opportunity list

NR

-

-

-

-

-

-

-

-

559

559

7,810

56

69
948

7

4

4

Total CIP savingsachieved/to be achieved:

1,712

2,518

800

485

218

470

49

110

221

244

168

816

Actual 2016/17 Cumulative CIP savings profile

1,712

4,230

5,030

5,515

5,733

6,203

6,252

6,362

6,582

6,827

6,995

7,810

Planned 2016/17 Cumulative CIP profile

1,362

2,188

4,306

5,035

5,148

5,448

5,728

5,893

6,303

6,667

6,916

8,070

Monthly cumulative CIP variance: Fav / (Adv)

350

2,042

724

480

585

755

524

469

279

160

79

(260)

APPENDIX 3
Dorset HealthCare University NHS Foundation Trust

£000

£000

£000

QIA
complete
Level 1

Lead
Director

Stakeholde
rs engaged
/ managed

2016/17 Cost Prevention Scheme

RAG Status applicable to 2016/17

Financial
benefits on
track

Cost Prevention
Ref

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

Plan Status

2016/17 Cost
Prevention
Plan

Risk Level against
2016/17 achievement

2016/17 Cost Prevention Programme

Operational Efficiencies to manage cost pressures
16-RED-4.1

Bournemouth and Christchurch

EY

692

383

383

16-RED-4.2

Poole and East Dorset

LB

247

168

168

16-RED-4.3
16-RED-3.0
16-RED-2.0
16-RED-1.0
16-RED-5.0

Dorset

SO'D

199

199

199

Prisons

SO'D

1,500

1,500

1,500

PICU Male and Female

EY

1,100

1,100

1,100

Patient Transport

RS

250

250

250

Procurement

JC

0

198

198

3,988

3,798

3,798

Total 2016/17 Cost Prevention savings to be achieved

0

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

(190)

2016/17 Cost Prevention Programme - Profiling Detail
2016/17 Monthly Profiling
Forecast

Actual
Cost Prevention
Ref

2016/17 CIP Scheme

Recurrent
('R), Non
Recurrent
(NR)

Apr

May

£000

£000

Jul

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Actual
Outturn
Total

£000
363

£000
-

£000
-

£000
20

£000
-

£000
-

£000
-

£000
-

£000
-

£000
-

£000
383

Jun

16-RED-4.1

Bournemouth and Christchurch

R

16-RED-4.2

Poole and East Dorset

R

27

-

-

47

-

-

47

-

-

47

16-RED-4.3

Dorset

R

199

-

-

-

-

-

-

-

-

-

16-RED-3.0

Prisons

R

60

129

129

130

129

129

130

129

129

130

1,500

16-RED-2.0

PICU Male and Female

R

-

-

-

-

-

-

-

-

1,100

16-RED-1.0

Patient Transport

R

-

-

84

-

-

83

-

-

83

250

16-RED-5.0

Procurement

R

-

-

132

-

-

66

-

-

-

198

345

(69)

1,100

Total CIP savingsachieved/to be achieved:

345

(69)

649

129

129

413

129

1,229

326

129

129

260

Actual 2016/17 Cumulative Cost Prevention savings profile

345

276

925

1,054

1,183

1,596

1,725

2,954

3,280

3,409

3,538

3,798

1,444

2,544

152

(819)

3,409

3,538

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

722
345

276

203

1,054

1,183

3,266
2,954

14

3,988
(190)

168
199

3,798

APPENDIX 4
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 30 June 2016

NON-CURRENT ASSETS

£000's

£000's

£000's

31 March
2016

31 May
2016

30 June
2016

£000's
Movement
(Month on
Month)

Intangible assets
Property, plant and equipment

148
159,646

141
158,700

138
159,086

(3)
386

TOTAL NON-CURRENT ASSETS

159,794

158,841

159,224

383

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

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

739
610
2,666
(235)
18
1,549
3,362
2,822
1,708
0
28,271

744
0
1,456
(328)
18
4,822
4,048
583
1,814
0
28,364

39,165

41,510

41,521

11

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

(1,603)
0
(8,453)
(801)
(645)
0
(8,200)
0
(1,189)

(1,937)
0
(7,989)
(1,183)
(437)
0
(8,055)
0
(1,188)

(334)
0
464
(382)
208
0
145
0
1

TOTAL CURRENT LIABILITIES

(21,583)

(20,891)

(20,789)

102

TOTAL ASSETS LESS CURRENT LIABILITIES

177,376

179,460

179,956

496

TOTAL CURRENT ASSETS

5
(610)
(1,210)
(93)
0
3,273
686
(2,239)
106
0
93

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

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

0
(2,010)

0
(2,015)

0
(1,908)

0
107

175,366

177,445

178,048

603

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

(31,080)
(90,094)
(56,271)

(31,080)
(90,697)
(56,271)

0
(603)
0

(175,366)

(177,445)

(178,048)

(603)

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:

£20,732 k

APPENDIX 4

NOTES

1.

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

Total Trade Debtors

£000's

£000's

£000's

31 March
2016

31 May
2016

30 June
2016

£000's
Movement
(Month on
Month)

1,386
112
504
561

1,770
625
323
756

3,918
149
468
951

2,148
(477)
144
195

2,563

3,475

5,486

2,011

2. The interest rate as at 30 June for our Government Bankings Service Account and our Lloyds TSB
Account was 0.25%
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People Management
Part 1 Board Meeting 27 July 2016
Author

Julia Wiffen, Associate HR Director

Sponsoring Board Member

Colin Hague, HR Director

Purpose of Report

To give an update on people management over the last month.

Recommendation

The Board is asked to note the report

Engagement and Involvement

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

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

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

Yes

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











Yes
Detail in report

No











1.0 Executive Summary – July 2016
This document highlights the key programmes of work undertaken across the HR Directorate
during the last month.
The organisational change affecting the Trust is set out in Section 2.1 and includes the position
on the provision of payroll and pension services to Dorset County Hospital NHS Foundation
Trust and the transfer of the Secure Counter Fraud and Security Management Team to TIAA
(The Independent Audit Association).
Positive steps have been taken to improve attraction and recruitment including:
• Attendance at the RCN Congress in Glasgow and Nursing Times recruitment event in Bristol
• Consideration of a recruitment advertising campaign specifically aimed at London
• Reviewing the redeployment and talent pool functionalities in TRAC (HR recruitment system)
• Bespoke recruitment support for our vacancy hotspot areas
• Unblocking delays in the new starter process
203 full time equivalent additional staff were in post in June 2016 compared with June 2015.
Nursing vacancies have reduced from 199 to 194 during this period, nursing recruitment in
difficult areas of recruitment continues, particularly in Organic Older People’s Mental Health,
Prison Healthcare and also some Community Hospitals.
The latest position on the Junior Doctors Contract following its rejection by the BMA earlier this
month is detailed at section 2.5.
Agreement has been reached to uplift the Trust’s local business mileage reimbursement rate as
confirmed in section 2.6.
Positive developments continue to take place in connection with health at work as outlined in
section 4.1.
The mandatory training review, as discussed at the January Board, has been undertaken as
outlined in section 5.1.

2

2.0

HR Update

2.1

Organisational Change
Weymouth & Portland Urgent Care Centre
The transfer of staff from the Practice Plc to the Trust is complete and the Weymouth and
Portland Urgent Care Centre opened on 1 July 2016. With the exception of one role all
transferred roles will still be required. Suitable alternative employment is currently being
explored for the affected member of staff.
Community Mental Health Teams (CMHTs) and Mental Health Acute Care Pathway
Reviews (MHACP)
Consideration will be given in July to the findings of the recent CMHT audit alongside the
implications arising out of the MHACP review. Following this, proposals and models of working
will be developed to enable consultation with staff and the trade unions to take place.
Reconfiguration of Inpatient beds for the treatment of patients with Organic illness
(Dementia)
The consultation for the consolidation of inpatient services at Alderney and the introduction of an
Intermediate Care Service for Dementia (ICSD) in the West of the County has concluded. A
management response into the proposals has been shared with the 31 affected staff currently
working on Chalbury who are currently being supported to secure suitable alternative
employment. The Trust will seek to avoid redundancies where at all possible.
Provision of Payroll and Pension Service to Dorset County Hospital NHS Foundation
Trust
Due to financial reasons Dorset County Hospital has served notice on the Trust to end the
contract to provide payroll and pension services as at the end of March 2017. At this time,
there is no indication as to whether the service provision will go out to tender or be brought inhouse.
Learning Disability Domiciliary Care Agency
A contract for a single service user accessing care through the Domiciliary Care Service has
been terminated due to their increased need for specialist healthcare. This has affected four
members of staff who have been temporarily redeployed within the service. Three of these
redeployments are on a long term basis and we are currently looking at alternative employment
for one member of staff.
Secure
The formal transfer of the Secure Counter Fraud and Security Management Team, comprising 5
members of staff, to TIAA (The Independent Audit Association) was completed on 30 June 2016
under the provisions of TUPE. Dorset HealthCare will continue to deliver security management
and counter fraud and related training services to a number of clients including NHS
commissioning and provider organisations, private healthcare providers and local government
authorities. Those clients who will remain with Dorset HealthCare and SAFE have been notified
and this will have no effect on the clients transferring to TIAA or services they receive. The
SAFE Service is headed by Roger Ringham.
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2.2

Current Recruitment and Vacancy Position
Measure
Actual FTE
Vacancy Rate from ledger
Budgeted establishment
Vacant fte (excludes vacancies of 0.2 or less)
Nursing vacancies
Nursing establishment
Non-nursing vacancies
•
•

2.3

30 June 2015
4437.83
8.38%
4861.64
407.35
199.95
1699.56
207.4

30 June 2016
4641.39
8.39%
5089.14
427
184.41
1714.08
242.59

Nursing vacancies still remain a particularly difficult staff group to recruit to with Organic
Older Peoples Mental Health and Prison Healthcare services in Devon remaining the
most difficult areas, with a vacancy factor of 29.61% and 23.87% respectively.
Most of the Community Hospitals have Registered General Nurse vacancies with
Bridport Community Hospital, St Leonards and Wareham Hospitals reporting the highest
vacancy factor at 30.71%, 27.04% and 26.02% respectively.

Workforce and Agency Project
As a result of significant actions, agency expenditure was £371k for month 3 with a YTD position
of £1.2 m, this is an improved position from the previous month.

NHS Improvement notified the Trust of a new agency expenditure ceiling of £9,062,000 in
addition to the other reporting expectations and controls. At the end of month 3 the Trust was in
a positive position of £1.2m against the NHS Improvement threshold of £2.6m and a Trust
stretch target of £1.6m.
Medical staffing agency expenditure was significant at 11% of total spend.
2.4

Attraction, Recruitment and Retention
•
•

4

Attendance at the RCN Congress in Glasgow and the Nursing Times Recruitment event in
Bristol has resulted in over 50 interested candidates being added to our ‘Talent Pool’ and 2
candidates who were interviewed on the day being progressed for employment.
The ‘Talent Pool’ functionality in TRAC holds details of 141 potential candidates and work is

•
•
•
•

•

•

being undertaken to consider how this pool of candidates can be fully utilised.
Relocation support has proved to be effective as a recruitment incentive for hard to fill posts
including nursing, physiotherapy, pharmacy and podiatry, with eleven new employee claims
having been processed since January 2016.
A recruitment advertising campaign specifically aimed at London is being developed to run
over the course of a year from the autumn of 2016.
The ‘redeployment’ functionality in TRAC is being explored to enable its full utilisation to
support a more centralised approach for redeployment of staff.
A monthly vacancy tracker to enable bespoke recruitment strategies to support hard to
recruit posts.
The outdoor recruitment banners are proving successful at generating increased interest and
subsequent applications; these are currently in use at Swanage, Wareham, Alderney and
Bridport Hospitals. These will be rotated around different sites to coincide with targeted
recruitment campaigns.
The Trust took a stand at the 2016 Royal College of Psychiatrists International Congress
which generated some interest from doctors in opportunities in Dorset.

End to End Recruitment Process
• A new online new starter checklist has been launched simplifying the management process
and reducing time to hire.
• HR Roadshows to deliver dedicated HR training, focused workshops and question and
answer sessions are being planned for early autumn.
Future Recruitment and Careers Events
• Events currently being booked include the Dorset Air Show, Dorset County Show, RCN
Exhibition in London and the International Conference on Psychiatric Mental Health Nursing
2.5

Junior Doctors Contract
On 5 July the BMA announced that members had rejected the proposed new contract for junior
doctors. In a subsequent statement to the House of Commons, the Secretary of State outlined
his intention to introduce the new contract in August 2016, with doctors transitioning onto the
new terms on a phased basis from October 2016. Trusts will now be expected to apply the new
contract and the final model contract and other relevant documentation will be made available on
the NHS Employers website.

2.6

Trust Business Mileage Rate
Agreement has been reached at the Trade Union Partnership Forum to uplift the Trust’s local
reimbursement rate for business mileage to bring it closer to the national rate, effective from 1
July 2016.
The national rate is subject to a national review that takes account of changes to travel and
petrol costs. The action taken has been concerned to respond to staff and union representations
on the need for harmonisation. The national review has the potential to achieve a fully
harmonised position in the foreseeable future.

2.7

2015 Staff Survey Actions
We are currently preparing for the 2016 Staff Survey which is anticipated to be issued in
October. This includes reviewing the methods in which people are able to respond, reflecting
the lower response rate from 2015 compared with 2014.
A meeting has been set up with staff side representatives for 28 July and will continue every 3

5

months to discuss feedback and actions from the staff survey and ensure action plans and work
streams are progressing.
3.0
3.1

Equality and Diversity Update
Workforce Race Equality Standard (WRES)
The WRES team has extended the deadline for reporting to 1 August 2016 and the Trust has
shared its data for comment prior to it being submitted.

3.2

Prejudice Free Meeting - Post EU Referendum
Dorset Police called a multi-agency meeting on 4 July 2016 due to the build-up of events that are
being referred to as post referendum, which include the attack in Orlando, the murder of Jo Cox
and the EU referendum itself. As a result, Police Neighbourhood Teams are stepping up patrols
and local data information is being monitored on a daily basis. Bus and train stations are seen as
places for concern and Prejudice Free Dorset has issued a joint press release.

4.
4.1

Health, Safety and Wellbeing Update
Health Promotion
Bike Week (11 – 19 June) was well supported across the Trust and the Business Travel Network
(BTN), of which the Trust is now a member, donated cycle goodie packs to the first 18 staff who
emailed in their reasons for cycling to work.
There have been positive responses from staff to the call for netball players to play in a social
league in Poole.
Following the success of the recent Wellbeing Week, work is taking place in collaboration with
the Communications Team to co-ordinate an ongoing programme of monthly wellbeing activities
for staff to participate in.
In collaboration with Care First, awareness sessions and webinars for staff and managers are
being developed with a plan to roll these out across the Trust.
Together with a member of the Communications Team and Dorset CCG, opportunities for joint
working on wellbeing initiatives are being developed.
A comprehensive list of sports/leisure facilities across Dorset which can offer
discounts/corporate memberships to NHS staff has been compiled. Details have been uploaded
to the intranet and publicised in the Weekly Roundup.

4.2

Commissioning for Quality and Innovation (CQUINS)
The CQUIN action plan related to health and wellbeing initiatives for staff was completed and
has been submitted to the CCG for peer review. Updates will be provided on a monthly basis.

5.0
5.1

Learning and Development Update
Mandatory Training Review
Further to the Board meeting in January 2016, a review of mandatory training has been
undertaken to further enhance the achievement of quality standards in terms of both quality of
learning and quality of care, together with safeguarding the health and safety of Trust staff,
patients, carers and visitors.
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The enhancements have provided solutions to:

5.2

•

reduce the amount of “mandatory” training and frequency of repeats

•

offer greater flexibility for staff to attend discretionary updates as required and encourage
ongoing workplace competency assessments as part of everyday supervision
arrangements to enhance patient and staff safety.

Leadership Development through 360° Feedback Assessments
Nine Trust staff are completing the nationally approved HealthCare Leadership Model (HLM) 360°
feedback training programme during the summer of 2016. This will enable the roll-out of the HLM
360° feedback assessment tool to up-to 40 senior leaders (Band 8B+) as part of a pilot
commencing September 2016.
Outcomes and learning from a senior leaders’ 360° feedback assessment will be discussed as
part of their appraisal/ongoing development conversations with their manager and integrated into
their overarching Personal Development Plan to support their leadership development.
The pilot will be evaluated to assess its effectiveness for a wider organisational roll out.

5.3

Health Education England Changes
Further to the June 2016 Board report, this section provides an update on the Health Education
England Changes.
Following Health Education England’s (HEE) Board decision to move from 13 Local Education and
Training Boards to four regional Local Education and Training Boards, the below details the new
Chair appointments which will take effect from 1 August 2016:
•
•
•
•

South region - Jane Barrie
London and South East region - Dame Christine Beasley
Midlands and East region - Professor Gerry McSorley
North region - Sally Cheshire

The new Chairs will be working closely with the outgoing Chairs over the course of the next few
weeks to ensure that an orderly handover takes place and that business continuity is maintained.
The new Local Education and Training Boards will carry out the same functions as the previous
13, but on a larger footprint. This is specifically designed to support the aims of the Five Year
Forward View and the current development of Sustainability and Transformation Plans and the
Local Workforce Action Boards on which HEE will lead.
Colin Hague, HR Director has written to Jacqueline Swift to thank her on behalf of Dorset
HealthCare for the proactive, collaborative and positive way she has carried out her Chair role.
The Trust’s Education and Training arrangements improved as part of its membership with Health
Education England (Wessex), Jacqueline Swift’s leadership, and the collaborative support
received from the executive team led by Ruth Monger.
The Wessex local office will continue to work with Wessex providers through two Local Workforce
Action Boards, one aligned to Dorset Sustainability and Transformation Planning Area and one for
Hampshire and Isle of Wight.
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5.4

Health Education England Funding Reforms
Further to the June 2016 Board report, the Trust has submitted a response to the Department of
Health’s consultation on how the national education funding reforms will be implemented.
The Government’s annual £1.2 billion that is currently invested into non-medical education
programmes, includes the fees for all non-medical education programmes, not just those included
within the Department of Health’s education funding reform proposals. The loss of the nonmedical education funding impacts on the below list of programmes which are not currently part of
the consultation for the new loans system but are currently commissioned through Health
Education England.
•

Clinical Psychology

•

Health Visiting

•
•
•
•
•

Child Psychotherapy
Improved Access to Psychological Therapies
Pharmacy
District Nursing
School Nursing

•
•
•
•

Sexual Health
Occupational Health
Audiology
Paramedics

The Department of Health’s consultation needs to be extended to include consideration on how
the above programmes will be funded and delivered, to avoid a detrimental impact on the
healthcare workforce. This message was a key theme throughout the Trust’s consultation
response. Anyone interested in receiving a copy of the final Trust response can email:
learning.developmentservice@dhuft.nhs.uk.
Outcomes from the consultation are expected in October 2016.
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Agenda Item 11

Overview Summary of Annual Reports 2015/16
Part 1 Board Meeting 27 July 2016
Author
Sponsoring Board Member
Purpose of Report

Recommendation

Various Authors
Fiona Haughey, Director of Nursing and Quality
To provide an overview of Trust Annual Reports for 2015/16.
The overview provides the assurance processes in place that
support the Trust in its compliance with regulations and
standards required within the subject areas. The key
outcomes and achievements are noted and the actions going
forward for 2016/17.
The Board is asked to receive and note the overview summary
of the seven annual reports:
• Annual Report on Positive and Proactive Care: Reducing
the Need for Restrictive Interventions
• Serious Incidents Requiring Investigation & Mortality
Annual Report 2015/16
• Safeguarding Adults Annual Report 2015/16
• Safeguarding Children Annual Report 2015/16
• Infection Prevention and Control Annual Report 2015/16
• Complaints Annual Report 2015/16
• Patient Experience Annual Report 2015/16
Full reports available on request.

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


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment
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Overview Summary of Annual Report 2015/16
TITLE
OVERVIEW

ANNUAL REPORT ON POSITIVE AND PROACTIVE CARE: REDUCING THE
NEED FOR RESTRICTIVE INTERVENTIONS 2015/16
In April 2014 the Department of Health launched its two year national ‘Positive
and Safe’ programme, aimed at reducing the need for restrictive interventions in
health and social care services. As a key element of the programme, two
guidance documents were published entitled ‘Positive and Proactive Care’ and
‘A Positive and Proactive Workforce’. These documents together set out a
number of recommendations for providers to implement, and a framework of
measures to support and assess the effectiveness of their delivery.
Five major categories of restrictive intervention are identified – physical restraint,
mechanical restraint, chemical restraint (or rapid tranquilisation), seclusion, and
long-term segregation – and providers of health and social care services were
urged to develop organisation-level plans to reduce their frequency, and phase
out altogether the use of prone restraint.
Additionally, the CQC were also assigned a number of key responsibilities under
the guidance, including monitoring and inspection of compliance, scrutiny of the
quality of positive behaviour support plans, and review of organisational progress
against restrictive intervention reduction programmes.
This report focusses on progress within Adult Mental Health Services.

This is the second annual report describing our response to the national
guidance, and the impact on restrictive intervention trends to date. The report
provides an update on progress and includes a more detailed briefing on the
ongoing ‘Positive and Safe’ interventions across the Trust.
KEY
It is difficult to quantify the impact of any single intervention towards reducing
OUTCOMES /
restrictive practice. Progress should be considered as a consequence of
ACHIEVEMENTS combined and collective efforts to improve safety and patient experience. It is
notable however that:
• Overall incidents of prone restraint have decreased by 23% from 165 in
2014-15 to 127 in 2015-16 (year 2).
• Overall incidents of seclusion have decreased by 46% from 83 in 2014-15 to
45 in 2015-16 (year 2).
• Overall incidents of rapid tranquilisation have decreased by 26% from 175 in
2014-15 to 147 in 2015-16 (year 2).
•
Key actions that have been implemented during the 2nd year of the programme
include:
• The Trust Policies ‘Seclusion Use within Mental Health Policy IN- 069’ and
‘Therapeutic Management of Aggression and Violence IN-194’ have been
reviewed and updated to reflect restrictive interventions work stream,
Safewards and changes in practice regarding reporting of seclusion.
• Training for clinical staff regarding the sites of intramuscular medication
administration has occurred and is now included on the Prevention and
Management of Violence and Aggression (PMVA) courses. This intervention
reduces the need to place someone in the prone position for the purposes of
administering intramuscular medications during a psychiatric emergency.
• Greater emphasis within PMVA training on the use of de-escalation and
raising staff awareness of initiatives to reduce restrictive interventions.
• Therapeutic observation training has been reviewed and condensed into a
two day course with more emphasis placed on the use of communication
skills, self-awareness, appropriate boundaries, therapeutic activity and use of
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de-escalation skills.
A programme of facilitated learning sets were held by the Trust in partnership
with ImROC (Implementing Recovery through Organisational Change) and
the Dorset Mental Health Forum to support teams in developing a culture of
recovery, to promote safety planning and reduce restrictive practices.
• Continued roll out of Safewards initiatives across adult and older adult
services, and recent launch into adult rehabilitation services.
• Comprehensive implementation of safety plans / my crisis plans across adult
inpatient services as an innovative way of ensuring Positive Behavioural
Support is in place in a co-produced and recovery focussed way.
• The use of ‘Business Object’ reporting by team managers to highlight those
patients who have been rated as being medium or high risk of violence
towards others and therefore require a Positive Behavioural Support plan.
• Improvements to ward environments to ensure there are appropriate facilities
to safely de-escalate patients in a manner that promotes their right to privacy
and dignity.
• The development of local guidance on the use of de-escalation rooms and
de-escalation techniques.
• The sharing of learning from incidents across the AMH management groupand improvements in the timeliness of completion of Root Cause Analysis
after incidents of restrictive practice.
• Work has continued in partnership with Dorset Mental Health Forum to
develop person focused recovery orientated practice including providing Peer
Specialists working on the wards. Peer Specialists have supported staff and
delivered specific support to patients in addition supporting the
implementation of aspects of Safewards, such as the delivery of the
intervention ‘Mutual Help’.
The following actions are identified as being fundamental for the achievement of
further progress to reduce restrictive interventions during 2016/17:
1. Improve the quality of reporting of the duration of prone restraint.
2. Standard template for Behavioural Support Plans to be put in place for all
patients identified at medium risk and above of violence and aggression.
3. Continued Rollout of Safewards
4. To improved sharing learning from incidents across the Acute and
Rehabilitation services.
5. To ensure internal audit programs include reviews of the quality, design and
application of behaviour support plans.
6. To review the Root Cause Analysis tools to promote learning from incidents
and to develop a tool for use after a seclusion incident.
7. There is a need to extend this work stream in community hospitals, in
particular where predictable physical or mechanical restraint is being used.
8. Improving education for undergraduate students in the prevention of
restrictive interventions
9. Further learning sets to promote recovery and reducing restrictive
interventions.
•

KEY ACTIONS
FOR 2016/17
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TITLE
OVERVIEW

SERIOUS INCIDENTS REQUIRING INVESTIGATION AND MORTALITY
ANNUAL REPORT 2015/16
It is a national requirement for all Trusts to carry out comprehensive reviews of
serious incidents reported via incident reporting using the online reporting system
to ensure that risks to patient safety are minimised where possible and lessons
are learnt and shared.
The national framework for the management of Serious Incidents Requiring
Investigation (SIRI) states all incidents should be reported using the Strategic
Executive Information System (STEIS) within 2 working days. The national
framework was reviewed in 2015 and the previous level 1 and 2 categories of
incidents with differing timeframes of 45 and 60 days have been removed.
All SIRIs ('major harm' e.g. death by suicide of patient in receipt of mental health
care in the community, pressure ulcer acquired in care provided by the Trust, fall
resulting in fracture) undergo a root cause analysis (RCA) investigation and
learning and actions identified and reported on STEIS within 60 working days.
Not all deaths within our services meet the requirements for the SIRI process or
are considered to be a reportable incident.
For patients who die in an inpatient setting – the majority of whom are being
cared for in a community hospital - consideration is given to whether the death is
expected or unexpected.
The mortality review looks at deaths of inpatients and data for this review is
collated mainly from the Patient Administration Systems (PAS) but also any
deaths reported via the incident reporting system). However, not all deaths in
community hospitals prior to April 2016 were reported on the Ulysses incident
reporting system.
All deaths of patients in community hospitals are automatically recorded on the
electronic patient record, SystmOne. There is local multi-professional review of
deaths in these service settings and reporting arrangements are in place under
the Hospital Standard Mortality Ratio (HSMR) process. Unexpected deaths
attract a greater level of scrutiny.
A quarterly after death analysis review is carried out by the clinical team with
support from the End of Life Care facilitator. Findings from this are reported
quarterly to the Executive Quality and Clinical Risk Group, where they are
subject to further scrutiny.

KEY
There were 137 incidents reported in 2015/16 that met the Serious Incidents
OUTCOMES /
Requiring Investigation (SIRI) criteria.
ACHIEVEMENTS The 4 most frequent types of incidents were as follows:
• Pressure Ulcers Grade 3 and above acquired in care (38 compared with 43
in 2014/15). The 15/16 figure will need to be refreshed following the
completion of the outstanding investigations.
• Apparent/actual/suspected self-inflicted harm (41, compared with 53 in
2014/15)
• Falls resulting in fractures (28 compared with 20 in 2014/15)
• Deaths in custody (23 compared with 12 in 2014/15)
There have been 15 confirmed suicides for 2015/16 with 20 cases where there is
yet to be an inquest (8 of which are deaths in custody). Of the 20 cases awaiting
inquests, if all result in findings of suicide this would result in a projected figure of
approximately 35 suicides for 2015/16 which is comparable to the 36 reported in
2014/15.
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The Mortality Governance process has been reviewed following the publication
of the review into Southern Health Trust. A paper outlining mortality governance
process was reported to the April 2016 Quality Governance Committee. From
April 2016 onwards all inpatient deaths are being recorded within the incident
reporting system and mortality data will be included in the monthly and quarterly
moderate harm and above incident reports to the Executive Quality and Clinical
Risk Group.
The mortality data for 2015/16 shows that the total number of Community
Hospital inpatient deaths in 2015/2016 was 277 which is an increase when
compared with 239 in 2014/2015 and comparable to 2013/2014 which was 275.
The Sign Up To Safety Campaign includes work streams on the Trusts highest
SIRI reported incidents - Suicide Prevention, Falls Prevention and Management
and Pressure Ulcer Prevention and Management. The Annual Sign Up To Safety
report provides an overview of the progress being made against each work
stream aim.
Internal Audit carried out 3 audits in 2015/16 which relate to SIRIs. The Pressure
Ulcer Management and Falls Management Audits found reasonable assurance
with the Review of Learning from Incidents, Complaints and Claims showing
substantial assurance.
KEY ACTIONS
FOR 2016/17

1. To continue the work under the Sign Up to Safety work streams.
2. From April 2016/17 the time frame of reviewing deaths of patients who have
been discharged from our services is being reduced from 12 months to 6
months in order to be in line with what other Trusts are working to and the
proposed national data collection.
3. Following the success of the learning events in 2015/16 a further programme
of events has been planned for 2016/17 commencing in July 2016.
4. To continue to review, monitor and improve the Trust mortality governance
processes taking an active part in the pan-Dorset Mortality Review Group.
5. The Trust has been selected as one of twelve NHS Trusts to participate in
the CQC review of investigations into deaths in NHS setting. The learning
from this review will inform and guide the Trust in regard to implementing
robust mortality governance processes across all our services.
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TITLE

SAFEGUARDING ADULTS ANNUAL REPORT 2015/16

OVERVIEW

Living life free from harm is a fundamental right for every person. The
implementation of the Care Act (2104) places a duty the Trust to work in
partnership with other agencies and communities to prevent harm from occurring
to vulnerable adults and to respond appropriately when risk of harm is identified.
DHC staff also have a new responsibility to undertake the nominated enquirer
role to make enquiries into safeguarding concerns regarding the care provided
by DHC service.
The Director of Nursing and Quality is the executive lead for Safeguarding Adults
and represents the Trust at the Bournemouth and Poole and the Dorset
Safeguarding Adults Boards (BPDSAB).

KEY
BPDSAB strategic plan for 2105/16 detailed four strategic areas of work. In the
OUTCOMES /
last financial year, DHC’s Safeguarding Adults Team has completed actions in
ACHIEVEMENTS each of these areas:
Effective Prevention
• Jointly provided to community staff on how to use Multi Agency Risk
Management Meetings (MARM) for service users who self - neglect or
decline care.
• Continues to provide advice and support to staff on cases of self-neglect and
patients who decline care. Frequency of advice provided continues to
increase.
• Promoted the Safer and Independent Living Scheme by publishing an article
in the Quality Matters Newsletter. Subsequently all staff received an
information leaflet on the scheme with their payslip.
Effective Safeguarding
• Supported initiatives to raise staff awareness on a variety of issues. Topics
included Domestic Violence Awareness Week when stands were displayed in
key service areas including Minor Injury Units, Psychological Services and
Community Mental Health Teams.
• Reviewed the content of the organisations two domestic violence and abuse
guidance documents for staff and these have been circulated to all staff via
the intranet and the weekly communication newsletter.
• The Action Plan for NICE Domestic Violence has been completed
Effective Learning
• A variety of learning packages to inform and support staff about adult
safeguarding. The team is currently involved with a monthly presentation on
“When does a Pressure Sore Become a Safeguarding Concern”. The
presentation illustrates the links between safeguarding, pressure ulcers and
the Mental Capacity Act 2005.
• Presented a case study to both Safeguarding Adults Boards in the last year
concerning a person who was self-neglecting.
• Reviewed DHC’s mandatory integrated safeguarding level 1 and 2 training to
ensure it is compliant with the National Competency Framework and
Essential Standards for Training.
• A new eLearning integrated safeguarding adults package is being developed
in partnership with DHC’s learning and development team and the
Safeguarding Children’s Team.
Effective governance
• Worked collaboratively with the Mental Health Legislation Team and Learning
and Development Team to complete an audit and deliver training on the
implications of the Cheshire West Judgement and Deprivation of Liberty
Safeguards (DoLS) for Community Hospitals (physical services). Compliance
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•
•

with the Cheshire West Judgment has been demonstrated to have increased
from 31% in September 2014 to 88% by June 2015.
Quarterly review of a sample of Root Cause Analysis forms on avoidable
pressure ulcers to provide assurance that any safeguarding concerns are
identified and referred appropriately to the Local Authorities
Assures Nominated Enquirer Reports completed by DHC staff. This ensures
that all of the reports clearly document if the safeguarding concerns were
substantiated or otherwise. Lessons learnt and associated action plans are
contained within the reports with the aim of improving patient care and
sharing learning where applicable across the organisation.

The Safeguarding Adults team have contributed to the review of the Guidance on
Managing Allegations about Staff who work with Children or Adults at Risk which
has been uploaded onto the intranet.
The Safeguarding Adult Team continue to undertake investigations,
Safeguarding Adult Reviews and reports for Domestic Homicide Reviews – these
cases are reported in the annual report for 2015/16.
KEY ACTIONS
FOR 2016/17

The Safeguarding Adult’s team key priorities for 2016/17 include:
1. To continue to develop the new eLearning integrated safeguarding training.
2. To submit a business plan for additional resources for the safeguarding
adults team to promote business continuity.
3. To review DHC internal Safeguarding Adults Policy to ensure it remains
consistent with the Multi-Agency Policy and Procedures.
4. To support the implementation of action plans that will be agreed by the
current DHR and SAR panels.
5. To complete the training on MARMM to DHC staff.
6. To develop a database of safeguarding incidents raised by DHC staff on the
Ulysses recording system to replace the manual data base currently
populated by the Safeguarding Adults team.
7. Continue to support to the sub groups and task and finish groups of the
Safeguarding Adult Boards
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TITLE

SAFEGUARDING CHILDREN ANNUAL REPORT 2015/16

OVERVIEW

Safeguarding and promoting the welfare of children is defined as protecting
children from maltreatment; preventing impairment of children’s health or
development; ensuring that children grow up in circumstances consistent with the
provision of safe and effective care; and taking action to enable all children to
have the best outcomes.
There is a requirement for the Trust Board to receive an annual report on the
safeguarding arrangements for all the Trust. The annual report ensures that
there is a clear line of accountability from front line practitioners to the Board.
The quarterly safeguarding reports, which are submitted to the Joint
Safeguarding Group, also contribute to this line of accountability and assist in
meeting the statutory requirements under Section 11 of the Children Act 2004.
The Director of Nursing and Quality is the Trust’s Executive Lead for
Safeguarding Children. The Director of Nursing and Quality has responsibility for
meeting all statutory requirements and for implementing statutory guidance in
relation to safeguarding children.
The Named Nurse and Named Doctor for Safeguarding Children offer advice to
the Trust Chief Executive and Senior Managers on safeguarding issues.
Section 11 of the Children Act 2004 requires health services to ensure that they
consider the need to safeguard and promote the welfare of children when
carrying out their functions. An annual audit of compliance with Section 11 by all
agencies, including Dorset HealthCare, is undertaken by the LSCBs and the
Trust complies with this audit.
Section 10 of the Children Act 2004 requires health services to cooperate with
local authorities to promote the well-being of children in each local authority area
This cooperation should exist and be effective at all levels of the organisation,
from strategic level through to operational delivery. The Trust works in
partnership with the Police and Children’s Social Care in all three local
authorities across the county of Dorset, to ensure that children’s needs are met
and that they are kept safe from harm.

The Trust is compliant with the Accountability and Assurance Framework
requirements to demonstrate that they have safeguarding leadership and
commitment at all levels of the organisation and that they are fully engaged and
in support of local accountability and assurance structures, in particular via the
Local Safeguarding Children’s Boards, Safeguarding Adult Boards and their
commissioners. Most importantly, DHC must ensure a culture exists where
safeguarding is everybody’s business and poor practice is identified and tackled.
KEY
A Trust Safeguarding Children Policy is in place to ensure that all Trust staff are
OUTCOMES /
aware of and understand what constitutes child abuse and neglect and know
ACHIEVEMENTS what action to take and how to access advice and support and was last updated
in 2015. The Trust has/is:
• Responded to the recommendations from ‘Themes and lessons learnt from
NHS investigations into matters relating to Jimmy Savile’ by Kate Lampard &
Ed Marsden, which was published by the Department of Health in February
2015 (www.gov.uk).
• A training strategy for safeguarding children, which ensures that all staff,
including Board Level for Chief Executive Officers, Trust and Health Board
Executive and non-executive directors / members, at a level commensurate
with their role, as indicated in Safeguarding Children and Young People:
Roles and Competences for Health Care Staff Intercollegiate Document
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•
•

•

•

•

•
•

KEY ACTIONS
FOR 2016/17
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(2014) (www.rcpch.ac.uk).
Records data to evidence that all staff are compliant with the organisational
training matrix. The minimum expectation for training compliance is 95%
across all levels; this also includes Board level training.
A Safeguarding Supervision Policy which defines the requirements for
safeguarding children supervision for Trust staff. The Trust ensures that all
staff has access to safeguarding children supervision, reflective practice and
case consultations, as appropriate to their role.
Contributing to the development of the Multi-Agency Safeguarding Hub
(MASH), which is based at Poole Police Station. The Trust has
representation on the MASH Project Board, Development Group and Team
Group. DHC has been commissioned to provide the health component of the
developing MASH. Specialist safeguarding children advisors and
administrators have been recruited and are now co-located with Police and
Children’s Social Care staff in the Police Station.
Ensuring that serious incidents involving children are reported and
investigated in line with guidance provided by NHS England, using the STEIS
process as required. The total number of safeguarding children significant
events reported in the Trust in 2015-16 is twenty three. The total number of
STEIS reportable incidents in respect of children in the Trust in 2015-16 is
one.
Contributing effectively to Serious Case Reviews and Serious Case Audits
undertaken by the LSCBs, as identified in Working Together (2015) and
ensures that relevant staff are supported to attend case meetings and
learnings events, as appropriate. The Trust has contributed to eight SCRs in
2015-16 and one Domestic Homicide Review, where children were involved.
Complies with NHS Employers NHS Employment Check Standards in the
recruitment of staff. These standards apply to all applications for NHS
positions and staff in ongoing NHS employment. (www.nhsemployers.org)
Since February 2016 the Multi-Agency Risk Assessment Conferences
(MARAC) process has been managed by a specialist health visitor, working
in the safeguarding children team. 100% of MARAC conferences have been
attended in 2015-16, for victims who are pregnant, or have children.

1. Review the Trust Safeguarding Children Policy.
2. Review of the Trust Safeguarding Supervision Policy.
3. Further development of the health component of the MASH, as commissioned
by Dorset CCG.
4. Review the mandatory Trust Level 1 and Level 2 training, in conjunction with
the Safeguarding Adult Lead.
5. Further development of the Trust Level 3 safeguarding children training in
conjunction with other health partners and the LSCBs.
6. Implementation of the safeguarding CQC recommendations arising from
inspection reports during 2015/16

Agenda Item 11
TITLE

INFECTION PREVENTION AND CONTROL ANNUAL REPORT 2015/16

OVERVIEW

The Annual Report provides assurance to the Board of Directors and the public
on compliance with the Health and Social Care Act 2008: Code of Practice on
the prevention and control of infections and related guidance (commonly known
as The Hygiene Code) and also in relation to National Institute for Health and
Clinical Excellence (NICE) guidance. The Health and Social Care Act 2008:
Code of Practice on the prevention and control of infections and related guidance
(2015) sets out 10 compliance criteria against which the Trust will be judged by
the CQC on how it complies with the registration requirements for cleanliness
and infection control. It sets out the framework for the Trust’s Annual IPC Work
Programme, which is monitored by the Infection Prevention and Control Group.
The Trust acknowledges that on-going work is required to ensure continued
compliance and quality improvement as part of the patient safety agenda.
The Infection prevention and control agenda is led by the Director of Nursing and
Quality, who acts as the Director of Infection Prevention and Control (DIPC). The
Infection Prevention and Control Group (IPC Group), chaired by the Associate
Director of Nursing and Quality meets on a quarterly basis to monitor infection
rates, review progress against the IPC Annual work programme and the
Clostridium difficile Task and Finish Group Action Plan: linking with the
Clostridium difficile infection objectives for NHS organisations in 2015-16.

KEY
Surveillance
OUTCOMES /
National targets are not set for the community trusts in relation to
ACHIEVEMENTS MRSA, MSSA, E Coli bacteraemia and CDI: however local targets were set by
Dorset Clinical Commissioning Group. The figures were 0 cases of MRSA
bacteraemia and 12 cases for Clostridium difficile infection for 2015-16.
Five Joint Post Infection Reviews were undertaken in 2015-16 between Dorset
CCG IPC team and DHC IPC team regarding patients who developed an MRSA
Bacteraemia. All of these patients had received visits from the district nursing
services and other DHC community services as part of their ongoing care and
the investigation was to establish if DN/other community services intervention
had contributed to the bacteraemia. There was no evidence that this was the
case – however there was some learning from one case of urosepsis relating to
catheter maintenance solution management and prescription, along with
requirement for staff update training and improved documentation.
There were 14 cases of Clostridium difficile infection reported for the year 201516 against the target of 12. This was an increase in cases from 2014-15 when 8
cases were reported. (This increase mirrors the national trend). Six of the cases
were deemed not to be as a result in lapses of care and following review at the
Healthcare Associated Infection/ Post Infection Review meeting chaired by
Dorset CCG was agreed to be removed from the trajectory figure.
Outbreaks
There have been 12 outbreaks of viral gastroenteritis during 2015-16: 6 of which
occurred in quarter 4. 9 outbreaks were confirmed as norovirus the other 3
outbreaks of diarrhoea and vomiting were not found to have a causative
organism. All cases occurred in the inpatient wards of community hospitals
and/or mental health units. A total of 101 patients and 81 staff were affected with
symptoms. This is an increase from last year of 46% of patients and 65% of staff
who were affected by these outbreaks.
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The 2015-16 IPC work programme based on the 10 criteria is reported within the
full report.
IPC Clinical Audits
• Hand hygiene
• Sharps Bin
• Urinary Catheterisation Assessment and Monitoring tool (UCAM)
• Peripheral Vascular Devices – insertion and ongoing care
• Prison and Detainee Healthcare Units
• Minor Injury Unit activity and practice
KEY ACTIONS
FOR 2016/17

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

11.
12.
13.
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To have zero tolerance to MRSA/MSSA bacteraemia.
To achieve local reduction target for Clostridium difficile infections.
To ensure IPC policies are reviewed and updated to include new national
guidance on a rolling programme.
To develop the work of the Decontamination Group (to include the
environment, linen, equipment and reusable medical devices.
To work with Facilities to ensure provision of a clean, safe environment for
staff, visitors, patients and service users.
To implement the new IPC audit schedule: to include validation audits by the
IPC team.
To deliver IPC training to staff as part of mandatory and ad hoc
requirements.
To progress the work on Sepsis as part of the Sign up to Safety Campaign.
To deliver the IPC work programme.
To work in collaboration with the Lead Pharmacist to deliver the Antibiotic
Stewardship Strategy and support good antimicrobial stewardship across
the organisation.
To review Aseptic non touch technique practices.
To review and update all IPC patient information leaflets: the IPC intranet
and internet pages.
To develop a Communications, plan to ensure robust messages about
preventing infections are disseminated.

Agenda Item 11
TITLE

COMPLAINTS ANNUAL REPORT 2015/16

OVERVIEW

The local Authority Social Services and National Health Service Complaints
(England) Regulations 2009 requires the Trust to produce an Annual Complaints
Report for each year. A copy of the report will be published on the Trust website.
Complaints
Throughout 2015/16 the Trust received 421 complaints, averaging 35 per month
and representing an overall reduction of 18 (4%) in the number of complaints
received from the previous year. The highest proportion of complaints received
being from Dorset Locality (159) and Poole & East Dorset (154).
A total of 172 (41%) of complaints were upheld, this is a reduction of 1% from the
previous year (42%). 49% of Poole and East Dorset locality (PED) complaints
were upheld followed by 44% Dorset locality (DOR) and 43% for Bournemouth &
Christchurch locality (BC).
48 complaints were re-opened due to complainants being dissatisfied with
incomplete or factually incorrect responses. This is split by 23 for Dorset locality,
13 for Poole and East Dorset locality and 12 for Bournemouth & Christchurch
locality.
24 complaints were withdrawn by complainants, who considered their concerns
had already been addressed by the local care teams.
The largest increase occurred within the community mental health teams, crisis
home treatment team, podiatry and pain clinic services and is represented by the
increase in proportion of complaints relating to communication and information.
The most common themes for complaints this year were ‘Access to Treatment or
Drugs (107) equating to 25% of the total number of complaints received and
clinical treatment (82 – 19%).
Parliamentary Health Service Ombudsman (PHSO)
During 2015/16 5 complaints (3 for Bournemouth & Christchurch locality and 2
for Dorset locality) were referred to the Parliamentary Health Service
Ombudsman a reduction of 4 from the previous year. 1 complaint was also
referred to the Local Government Office (Poole & East Dorset locality), this is still
being investigated. The PHSO investigated all complaints and partly upheld 2
complaints (BC) and did not upheld 1 complaint (BC). 3 complaints are currently
under investigation and outcome waited.
Compliments
7,084 compliments (written and verbal) were received, representing an overall
reduction of 1069 (13%) from the previous year.
PALS enquiries
2,276 PALS enquiries were received, an increase of 1,028 (82%) from the
previous year. The highest proportion of PALS enquiries relates to Non Trust
enquiries (681) these type of enquiries related to concerns regarding GP’s, NHS
Dentists, and a variety of concerns regarding care being received at NHS
organisations at various locations across the country. The second highest
proportion of PALS enquiries related to Mental Health (365) which is a decrease
of 53% from the previous year.
Lessons Learnt
To ensure shared learning and to identify any lessons to be learnt across the
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Trust, a monthly directorate compliments/complaints report (included within the
monthly Quality Report) is discussed at the Locality Management Groups
providing a more in-depth overview by unit / team level. In addition key themes
and lessons learnt are identified on a quarterly basis to the Quality Governance
Committee and the Board, which are then published on the Trust’s website to
promote to the public our desire to share and learn from comments and
complaints.
Examples of lessons learned and shared are highlighted in the report.
KEY
•
OUTCOMES /
ACHIEVEMENTS •
•

•
•
•
•
•
•

KEY ACTIONS
FOR 2016/17
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Involved patients and carers in staff training, service improvement initiatives
and in recruitment activities.
Provided ‘investigation’ training for staff who handle and respond to
complaints to ensure that investigations are proportionate and fair, including
the use of complaint case scenarios and learning from complaints.
Revised our complaints guidance in line with ‘My expectations for raising
concerns and complaints’ PHSO, Healthwatch England, LGO (2014) and
created a simpler complaints process for staff, patients, carers and relatives
to follow.
Promoted early contact and conversation with complainants to understand
their issues of concern, to determine complexity and reach agreement about
how best to respond.
Facilitated opportunities for local resolution meetings.
Established a data quality audit to monitor and review the standard of data
collection in relation to complaints.
Introduced an updated survey to evaluate the satisfaction of our complaint
handling.
Developed various ways of sharing the themes and learning from complaints
at locality and ward/departmental level – lessons learnt events.
Review of the Investigators of Complaints training, which is co-produced and
co-facilitated by a Peer Specialist has been undertaken to review its content
placing more emphasis on care and compassion, overcoming barriers and
promoting local resolution of complaints handling with a focus on improving
both response times and the quality of final responses.

1. To continue to target improvement on the timeliness of complaints
management, ensuring monitoring at department level on the number of
breaches and the reasons for those breaches.
2. Reorganisation of the Complaint’s and PALS team to strengthen its delivery
of high quality responses and efficient processes.
3. Further work on promoting how we use learning from complaints and PHSO
investigations.
4. The monitoring of complaints including learning through an electronic
complaints database (Ulysses). It’s critical to ensure actions can be
monitored electronically and learning is embedded.
5. Focus on target training for key areas and reviewing the methods used in
training to include an E-Learning training platform.
6. Triangulating work with Patient Safety and Assurance Teams.
7. Evaluation of PALS processes, including recording of data.

Agenda Item 11
TITLE

PATIENT EXPERIENCE ANNUAL REPORT 2015/16

OVERVIEW

Over the past year the Trust has continued to use a variety of different methods to
collect feedback from patients and carers about their experience with the Trust.
These have included the use of Handheld Devices, Local Surveys, Patient Stories,
Focus Groups and Forums/Events.
This report describes the experiences of people we provide care for, demonstrating
our commitment to putting patients, carers and their families at the heart of
everything we do. Ongoing feedback is used to help us reflect on how we are
performing, as well as helping us to strengthen our patient engagement and
participation which in turn will lead to more positive patient and carer experiences.
Throughout the past year we have developed and implemented robust patient
experience tools and measures that allow patients to provide their feedback in realtime through community and inpatient surveys, social media (Twitter and Facebook),
NHS Choices, postal surveys, service user focus groups, face to face engagement
and through our patient advice and liaison and complaints services.

The Friends and Family Test has become embedded into Community Services.
KEY
During 2015/16 2,995 surveys were completed within Inpatient Services 93% being
OUTCOMES /
ACHIEVEMENTS extremely likely/likely to recommend family and friends. Within Community Services
a total of 28,531 surveys were offered with 97% being extremely likely/likely to
recommend our services to family and friends.
Overall satisfaction with services provided found that 92% of inpatients rated their
overall care as ‘excellent, very good and good’. Similarly 93% of community patients
rated their overall care as ‘excellent, very good and good’.
171 local paper surveys have been undertaken during 2015/16, from 126 services.
Ten (10) inpatient wards took part in the Quality of Interaction Schedule (QUIS). 93%
of interactions were rated positively, the other ratings were neutral and action plans
were developed locally to improve interactions.
Services held a number of different forums and events across the year, for example
education/exercise sessions for Parkinson patients. These events give patients and
carers the opportunity to discuss their experience and what they would like services
to be doing.
10 Patient Stories have been shared at Board of Directors Meetings. The key
themes identified from these stories are: coordination and partnership working,
delivering integrated patient centred care, keeping patients informed, importance of
first impressions and self-management.

KEY ACTIONS
FOR 2016/17
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1. Focusing on learning from complaints and patient feedback from the Friends and
Family Test and develop more robust ways to share lessons learnt with
complainants and patients.
2. To support the 2016/17 Patient Experience quality priority the following three
quality indicators will be implemented:
• We will develop a carers’ passport/care plan with carers in three different
services across the organisation.
• As a partner agency we will adopt the pan-Dorset Carers Strategy.
• We will sign up to the Quality Mark for Elderly Friendly Hospital Wards. These
indicators will be monitored quarterly to ensure there is steady progress being
made and that we are achieving our priority.
3. To review existing methods of capturing patient and staff experience and
consider implementation of an experience insight dashboard which enables

Agenda Item 11
triangulation of both staff and patient feedback. Providing greater insight and
understanding into our patients/carers experiences of our services. This work will
be done in conjunction with the Improvement and Experience Manager.
4. Review of wider patient experience surveys, including the review of the core
quality questions to bring in line with national patient experience context. The aim
of the review will also be used to identify those teams who are routinely
undertaking these, identifying gaps in services and changes made as a result of
the feedback.
5. Recognise the surveys and other patient experience work being undertaken by
clinical operational services and consider how this is captured in the future.
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CQC QUALITY IMPROVEMENT ACTION PLAN
Part 1 Board Meeting 27 July 2016
Author
Hazel McAtackney, Head of Regulation and Compliance
Sponsoring Board
Fiona Haughey, Director of Nursing and Quality
Member
Purpose of Report
The purpose of this report is to update the Trust Board on progress with
the Quality Improvement Plans developed to address the findings for the
16 core services from the CQC Comprehensive inspection.
Of the 60 ‘must do’ recommendations:
• 44 (73%) are rated green or complete
• 6 (10%) are rated amber/green (coded blue) and are in progress and
on target to meet the target date
• 1 (2%) is rated amber and is at risk of not achieving the target date
(community health services for adults)
• 9 (15%) are rated red and are not progressing or have not met the
target date
Of the 89 ‘should do’ recommendations:
• 65 (72%) are rated green or complete
• 11 (12%) are rated amber/green (coded blue) and are in progress and
on track to meet the target date
• 3 (4%) are rated amber and are at risk of not achieving the target
date.
• 10 (12%) are rated red and are not progressing or have not met the
target date
Recommendation
The Trust Board is asked to note:
• Areas which have been noted as core areas of concern and action
being taken.
• Red actions detailed in Appendix 1 which have not met the target date
and progress updates submitted to confirm action being taken to
achieve these.
• Progress with the CAMHS action plan and proposed refreshment of
the plan to enable achievement of the CQC recommendations.
• The anticipated reports from the focussed inspection undertaken in
March 2016 due 27 July 2016.
Engagement and
Locality Directors
Involvement
Previous
28 October 2015, 25 November 2015, 27 January 2016
Board/Committee
24 February 2016, 30 March 2016, 27 April 2016, 25 May 2016, 22 June
Dates
2016
Monitoring and Assurance Summary
This report links to the  To provide high quality care; first time, every time;
Strategic Goals
Any action required?
I confirm that I have considered each of
the implications of this report, on each Yes
Yes
No
of the matters below, as indicated:
Detail in report


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
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1.

INTRODUCTION

1.1

The purpose of this report is to update the Trust Board on progress with the Quality
Improvement Plans developed to address the findings for the 16 core services from the
CQC comprehensive inspection in June 2015.

1.2

Core Service Leads report progress to the Programme Management Office (PMO) and the
updates are used to inform the Quality Assurance visits to confirm actions have been
implemented and are achieving the required outcome of the ‘must do’ and ‘should do’
recommendations made by the CQC.

1.3

The rating system used is:

G

Action on target or met

A/G

Work in progress, expected to meet deadline

A

Action in progress but at risk of not achieving the deadline

R

Action not progressing and will not/has not met the deadline

1.4

This report is supported at an operational level by the PMO, which monitors that all actions
are being implemented including those, which are not yet due.

2.

SUMMARY OF PROGRESS

2.1

Core Service Leads confirmed their status for all 16 core service areas as at 25 May 2016.
The breakdown of the actions is shown below:

2.2

Of the 60 ‘must do’ recommendations:
• 44 (73%) are rated green or complete
• 7 (12%) are rated amber/green (coded blue) and are in progress and on target to meet
the target date
• 1 (2%) is rated amber and is at risk of not achieving the target date (community health
services for adults)
• 8 (13%) are rated red and are not progressing or have not met the target date

2.3

The 9 red rated actions are across 6 of the 16 core service areas. 4 actions have moved
from amber to red during May 2016. These actions have not progressed sufficiently to meet
the target date. The core services these 9 actions relate to are shown below and highlighted
in Appendix 1.
•
•
•
•
•

2.4

Mental health crisis services and health-based places of safety – 1 action
Children and adolescent mental health services (CAMHS) – 2 actions
Wards for older people with mental health problems – 1 action
Community health services for children, young people and families – 2 actions
Urgent care services (MIU) – 2 actions

The 4 additional red actions have made some progress however; currently there is not
enough evidence to demonstrate that these actions are met. 2 of the new red actions relate
to mandatory training and supervision targets not being met (wards for older people with
mental health problems and mental health crisis services), and the final action relates to
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ensuring reception cover in all MIU units to cover opening times to prevent lone working
(urgent care services).
2.5

The amber action relates to community health services for adults; it is in relation to one ‘must
do’ recommendation, which had an action deadline of 31 May 2016 (see Appendix 1). The
objective to meet the compliance action is to review the capacity and demand tool, which is
being piloted in the Bournemouth locality to confirm this meets the needs of community staff
in identifying safe staffing levels. Other methods of assurance in the interim include
information such as caseload numbers, number of community visits undertaken, QUESTT
tool, and e-roster staffing levels.

2.6

Of the 89 ‘should do’ recommendations:
•
•
•
•

2.7

66 (74%) are rated green or complete
11 (12%) are rated amber/green (coded blue) and are in progress and on track to meet
the target date
2 (2%) are rated amber and are at risk of not achieving the target date.
10 (11%) are rated red and are not progressing or have not met the target date

The 10 red rated actions are across 6 of the 16 core service areas: these were reported last
month and relate to the following shown below and highlighted in Appendix 1:
•
•
•
•
•

Acute wards for adults of working age and psychiatric intensive care units (PICU) – 1
action
Mental health crisis services and health-based places of safety – 2 actions
Children and adolescent mental health services (CAMHS) – 4 actions
Community health inpatient services – 2 actions
Urgent care services (MIUs) – 1 action

2.8

Whilst some actions have been assessed by the Programme Management Office to be red
there has been some progress reported by Core Service Leads. Core Service Leads need
to make sure that actions are applied across all teams pan-Dorset so that when Dorset
Health Care are inspected in the future, we can demonstrate that learning has taken place
and improvements made across all areas rather than just the teams where issues were
identified.

3.

INTERNAL QUALITY ASSURANCE VISITS

3.1

As well as ensuring that actions are being achieved, the quality assurance visits will review
the original recommendation made by the CQC to confirm that the outcome will be met and
focus has not detracted which is attributable to over-complicating the action plans.

3.2

In June 2016 internal quality assurance visits have taken place in 4 of the core service areas
(it should be noted that these services received an overall CQC rating of ‘good’ or
‘outstanding’ with only the forensic inpatient services being identified as breaching
regulations):
•
•
•
•

Acute wards for adults of working age and psychiatric intensive care units (rated as
outstanding)
Forensic inpatient/secure wards (rated as good)
Community forensic mental health services (rated as outstanding)
Child and adolescent mental health wards (rated as good)
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Acute wards for adults and psychiatric intensive care units (PICU)
3.3

The following acute wards for adults of working age and PICU received an assurance visit:
• Chine Ward
• Harbour Ward
• Haven Ward
• Linden Unit
• Seaview Admission Assessment Unit (AAU)
• Waterston Admission Assessment Unit (AAU)

3.4

The CQC identified the need to address training across all staff groups on the new Mental
Health Act (MHA) Code of Practice. This action was divided in to two sub actions; to ensure
that staff attend the MHA training as part of the Mental Health Foundation Programme, and
the other sub action related to a training package being developed and rolled out to inform
ward staff about the MHA Code of Practice.

3.5

The sub action in relation to MHA training has been coded amber based on the evidence
available. There has been an issue with the availability of courses to enable staff to
complete the training and this has been escalated to Learning and Development. They have
advised that there is one further course available in July 2016, which is fully booked. There
will be two additional courses run throughout July and August 2016. 12 additional dates
have been identified throughout September to March 2017; however, these dates are not yet
available to book as venues need to be confirmed. It is anticipated that there will be an
online e-package available to staff from July 2016, which will increase accessibility to staff.

3.6

In their report, the CQC stated that when they visited the acute wards and PICU, ‘records
showed that all patients received a physical health assessment on admission and regularly
from there on in and that risks to physical health were identified and managed effectively’.
They noted that ‘the teams, made up of qualified nurses, offered a weekly physical health
clinic for patients, sexual health consultations, advice on nutrition, substance misuse, legal
highs, as well as a consultancy function to ward staff’. The CQC did identify a ‘should do’
recommendation to maximise use of the physical health team and the assurance visits to all
wards found that there was an identified physical health lead in place. All wards were at
slightly differing stages in the process however, all had made contact with the physical health
team. There was evidence that there were either drop in clinics on the wards or at the
Purbeck Suite. For example, on Chine ward, in addition to weekly allocated physical health
clinics at the Purbeck Suite, staff are in the process of setting up daily hourly drop ins
between 1pm - 2pm which will be more informal and give patients the opportunity to request
information, access phone/email to make appointments and receive support from staff.
Forensic Inpatient/Secure wards

3.7

As reported in to the Board in June 2016, the Forensic Inpatient core service area confirmed
to the PMO that they have completed their action plan. The assurance visit carried out to
Twynham ward in June 2016 confirmed that the 3 ‘must do’ recommendations and 6 ‘should
do’ recommendations made by the CQC were met.

3.8

The CQC made a ‘must do’ recommendation to identify environmental risks on the ward and
take action to mitigate them. A Ligature Management Plan (LMP) has been completed and
reviewed by the Health and Safety Manager. CQC also made a ‘must do’; recommendation
to provide clear written policies on procedural security on the ward which should include
management of barred items, use of emergency alarms and security of keys. The inpatient
guidance document has been updated to reflect environmental and relational security
pertinent to both patients and staff safety. The Business Support Assistant supports the
Ward Manager to make updates as required particularly if new problems are encountered.
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3.9

The CQC made a ‘should do’ recommendation to review the seclusion room in accordance
with the Mental Health Act Code of Practice. Evidence has verified that the review has been
undertaken which involved a detailed inspection of the existing facilities against the
standards as detailed in the Code of Practice; both immediate and longer-term actions were
identified. The longer-term issues have been submitted as a business case however, the
outcome is not yet known.

3.10

Another ‘should do’ recommendation was to review access to occupational therapy and
psychology on the wards. A review has been undertaken and the Consultant Forensic
Psychiatrist for the service has confirmed that activity groups are co-produced and facilitated
by the OT and Psychology teams. This has been confirmed in the Group Strategy
Intervention meeting and the programme is due to commence at the end of June 2016.
Community Forensic Mental Health Team

3.11

As reported in to the Board in June 2016, the Forensic Community Services core service
area confirmed that they have completed their action plan. An assurance visit was
undertaken to Dorset Forensic Team as the service had a quality improvement plan to
address two areas which required some improvements although there were no regulatory
breaches; evidence was available to confirm both actions have been achieved.

3.12

The CQC identified a need to review the lone working arrangements. The team have
completed this and have implemented a robust SPOC (Specific Person of Contact) process
(using the Assertive Outreach Team model to promote shared learning and best practice).

3.13

The other area was in relation to the access to secure services for women. This was also
highlighted as a ‘should do’ recommendation in the forensic inpatient quality improvement
plan. The response from NHSE (NHS England) is that ‘there is work progressing nationally
around procurement of secure services and women’s provision is factored within this ‘.
Although the action lies with NHSE as this is a commissioning issue, it remains as an item
on the contract meeting agenda as it recognised as a need.
Child and Adolescent Mental Health Wards

3.14

An assurance visit was undertaken to Pebble Lodge, which confirmed that the updates
submitted to the PMO identified that one action remains in progress and work is ongoing to
achieve this. This is in relation to a ‘should do’ recommendation made to review the use of
prone restraint in accordance with the Department of Health Guidance and is mainly
contributable that there are 5 sub actions to achieve before confirming the action is fully
complete. Progress will be assured at the next quarterly assurance visit.

3.15

The CQC did make a ‘should do’ recommendation to ensure that the ward environment and
bedrooms are age appropriate. On observation at the time of the assurance visit, it was
evident that young people are given the opportunity to use liquid chalk to decorate the ward
and their bedrooms; they use this to draw pictures and write motivational quotes throughout.
It was also noted that young people are given access to a variety of craft activities and this
was evident in the sensory bathroom where patients had created decorative bathroom tiles
and following a request from the children were given the opportunity to decorate the trees in
the outdoor area. A Quality Network for Inpatient peer visit was also complementary about
the ward environment and noted that is very bright and airy. Evidence of the report was seen
at the time of the visit.

3.16

The CQC also made a ‘should do;’ recommendation to ensure that outcome measures are
used consistently. There was clear evidence that a robust process has been implemented
with a Lead identified to confirm this is undertaken monthly. Results are evaluated and
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improvements identified and action taken; audits were viewed at the time of the visit for April,
May and June 2016.
Core Services of potential concern and action being taken
3.17

The CAMHS core service is of most concern due to the action plan being over complicated
and difficult to achieve due to the amount of sub actions within the quality improvement plan.
There are 39 actions to address nine recommendations made by CQC

3.18

Due to the unwieldy quality improvement plan and in light of the pending CQC reports from
the March 2016 re-inspection, a refreshed quality improvement plan will be implemented.
With agreement from the Director of Nursing and Quality, the Specialist Services Manager
and Regulation and Compliance team will be working together to simply the current quality
improvement plan so that there is one action for each recommendation. This would mean
that the quality improvement plan would be more manageable and meaningful in achieving
the required outcomes across the core service area. Once we are in receipt of the CQC
reports, the actions can be mapped across to areas, which require improvement.

3.19

Progression is slow with the mental health crisis services and health-based places of safety
quality improvement plan; there has been no change in the overall status of actions
reported in May 2016. One ‘must do’ recommendation relating to mandatory training
compliance remains red, however the expectation is that compliance targets will be achieved
by end of June 2016. Four ‘should do’ sub actions also remain red; three relate to patient
feedback as while tablets are now in use by the team and available to patients, the collation
and analysis of feedback is yet to be undertaken. The other red sub-action again relates to
the involvement of peer volunteers. It has been confirmed that peer workers can start
working with the Crisis teams from August.

4.

FOCUSSED INSPECTION MARCH 2016

4.1

A focussed re-inspection of 7 core services was undertaken 15 -17 March 2016. The 7 core
services were:
•
•
•
•
•
•
•

Community based mental health services for working age adults
Community based mental health services for older people
Crisis and Health based Place of Safety
Wards for older people with mental health problems
Long stay rehabilitation mental health wards for working age adults
Specialist community mental health services for children, young people and families
Urgent care services (Minor Injury Units)

4.2

CQC have now communicated with us that our draft reports are due to be with us
Wednesday 27 July 2016. The reports are being received by the CQC’s National
Quality
Assurance Board for approval on Monday 25 July 2016 and so long as they are approved
they will be issued to us.

4.3

We will have ten working days in which to respond with any factual inaccuracies within the
reports. Preparations are underway to share the reports with core service leads including
those teams who were part of the inspection to share with their teams and start to collate the
responses.

4.4

A workshop will be held on working day 6 (2 August) to collate the responses and draft the
action plans to address any recommendations made.
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5.

RECOMMENDATION

5.1

The Trust Board is asked to note:
•
•
•
•

Areas which have been noted as core areas of concern and action being taken.
Red actions detailed in Appendix 1 which have not met the target date and progress
updates submitted to confirm action being taken to achieve these.
Progress with the CAMHS action plan and proposed refreshment of the plan to
enable achievement of the CQC recommendations.
The anticipated reports from the focussed inspection undertaken in March 2016 due
27 July 2016.
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TRUST OVERVIEW OF PROGRESS AGAINST THE CQC RECOMMENDATIONS – MUST DO
AND SHOULD DO ACTIONS

For clarity amber/green is shown as blue
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CORE SERVICE OVERVIEW OF PROGRESS AGAINST THE CQC RECOMMENDATIONS – MUST DO AND SHOULD DO ACTIONS
For clarity amber/green is shown as blue
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BREAKDOWN BY CORE SERVICE
MUST DO ACTIONS
Core Service

SHOULD DO ACTIONS

No of
Recs

Red

Amber

Amber
green

Green

Complete

No of
Recs

Red

Amber

Amber
green

Green

Complete

Acute wards for adults and psychiatric
intensive care units PICU

0

0

0

0

0

0

6

1

0

0

5

0

Mental Health Crisis Services and
Health-Based Places of Safety

4

1

0

0

3

0

4

2

0

0

2

0

Forensic Inpatient/Secure wards

3

0

0

0

0

3

6

0

0

0

0

6

Community Forensic Mental Health
Team

0

0

0

0

0

0

2

0

0

0

2

0

Child and Adolescent Mental Health
Wards

0

0

0

0

0

0

6

0

0

1

5

0

Specialist Community Mental Health
Services for Children and Young People

3

2

0

0

1

0

7

4

0

0

2

1

Long stay/Rehabilitation Mental Health
Wards for Working Age Adults

3

0

0

0

0

3

15

0

0

0

5

10

Wards for Older People with Mental
Health Problems

8

1

0

1

1

5

2

0

1

1

0

0

CMHT Adults Working Age

5

0

0

2

3

0

5

0

0

4

1

0

CMHT Older People

1

0

0

0

0

1

5

0

0

3

2

0

Community Mental Health Services for
People with Learning Disabilities or
Autism

0

0

0

0

0

0

4

0

0

0

0

4

Mental Health Services
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MUST DO ACTIONS
Core Service

SHOULD DO ACTIONS

No of
Recs

Red

Amber

Amber
green

Green

Complete

No of
Recs

Red

Amber

Amber
green

Green

Complete

CHS for Adults

3

0

1

1

1

0

2

0

0

0

1

1

CHS Inpatient Services

9

0

0

1

4

4

6

2

1

0

2

1

CHS for Children, Young People and
Families

6

2

0

0

4

0

3

0

0

1

1

1

End of Life Care

3

0

0

2

0

1

5

0

0

1

1

3

Urgent Care Services (Minor Injury
Units)

12

2

0

0

9

1

11

1

0

0

5

5

TOTAL

60

8

1

6

26

18

89

10

3

11

33

32

Community Health Services (CHS)
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INTERNAL RATING TO ACHIEVE CORE SERVICE ACTION PLAN
Core Service Area

Overall
rating

Acute wards for adults and
A/G/G
psychiatric intensive care units PICU
Mental Health Crisis Services and
A
Health-Based Places of Safety

Forensic Inpatient/Secure wards

C

Community Forensic Mental Health
C
Team

Child and Adolescent Mental Health
G
Wards

Specialist Community Mental Health
Services for Children and Young R
People
Long
stay/Rehabilitation
Mental
G
Health Wards for Working Age Adults

Wards for Older People with Mental
A/G
Health Problems

Gaps in Assurance

Action Required

Lead Director and Core
Service Lead

Insufficient evidence to assure that 1 Progress MHA Code of Practice EY
‘should do’ recommendation is met
training
Acute Services Manager
No change in overall status of
actions reported this month. 1 ‘must
do’ sub action relating to mandatory
training compliance remains red this
month.
None identified at this time – quality
assurance visit undertaken in June
2016 confirm actions are met.
None identified at this time - quality
assurance visit undertaken in June
2016 confirm actions are met.
1 ‘should do’ recommendation is in
progress to be fully complete; this is
attributable to there being 5 actions
however assurance visit confirmed
evidence available that this is near
completion.
Progress limited during June.

Ensure 95% compliance with EY
appraisal
and
mandatory Acute Services Manager
training is achieved

Continue to sustain processes EY
to embed in practice.
Head of Mental Health
Services
Continue to sustain processes EY
to embed in practice.
Head of Mental Health
Services
To fully implement co-produced LB
safety plans which are being CAMHS and Rehabilitation
developed with young people Services Lead
and peer specialists on the
ward.

Assurance that actions are
progressing across the teams
pan-Dorset.
None identified at this time – quality None required at this time
assurance visit to be undertaken in
May 2016
1 ‘must do’ action in relation to the Progress actions
re-provision of 2 wards is in
progress.
1 sub action of a ‘must do’ action
has been rated red, but is compliant
based on Trust compliance target of
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LB
CAMHS and Rehabilitation
Services Lead
EY
Head of Mental Health
Services
EY
Poole Central Locality
Manager

Core Service Area

CMHT Adults Working Age

CMHT Older People

Overall
rating

Gaps in Assurance

A/G

95%
2 ‘should do’ actions regarding the
strategy for older people with mental
health problems are unlikely to meet
the deadlines.
Outstanding actions are on target to Continue to progress actions.
meet deadlines as actions have
been
aligned
to
external
dependencies.
Outstanding actions are on target to Continue to progress actions.
meet deadlines as actions have
been
aligned
to
external
dependencies..
None identified at this time.
None required at this time

A/G

Community Mental Health Services
for People with Learning Disabilities G
or Autism

CHS for Adults

A/G

Outstanding actions are in progress.
Evidence needed that actions are
being embedded across all teams
within the core service.
All ‘must do’ actions have been
completed.

CHS Inpatient Services

A/G

CHS for Children, Young People and
A/G
Families

2 ‘should do’ actions are rated red as
the deadline have passed

Action Required

Lead Director and Core
Service Lead

EY
Head of
Services

Mental Health

EY
Head of
Services

Mental Health

EY
Specialist
Service
Manager, Children’s and
Adult Learning Disabilities.
Core Service Lead to liaise with S O’D
other Locality Managers and Locality
Manager
ensure
all
teams
are Weymouth and Portland
progressing actions as relevant
to them.
Core Service Lead to liaise with S O’D
other Locality Managers and Locality Manager Purbeck
ensure
all
teams
are
progressing actions as relevant
to them.

1 ‘should do’ action is ongoing.
Completion was reported against 2 Ensure there is sufficient LB
‘must do’ actions. Further assurance evidence that actions are being Locality
required to meet 2 ‘must do’ actions. implemented across all teams.
Dorset
Core Service lead to liaise with
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Manager

Mid

Core Service Area

End of Life Care

Lead Director and Core
Service Lead

Overall
rating

Gaps in Assurance

A/G

other Locality Managers and
ensure
all
teams
are
progressing actions as relevant
to them.
None identified at this time
None required at this time
S O’D
End of Life Care Facilitator
Good progress reported in the month Progress action being taken to S O’D
with completion reported against 3 resolve
issues
with
lone Clinical Lead MIU
‘must do’ actions and 2 ‘should do’ working.
actions.

Urgent Care Services (Minor Injury
A/G
Units)

Page 14 of 21

Action Required

APPENDIX 1
MUST DO ACTIONS
Core Service

CQC Compliance Action

Red Zone
Crisis and Health Staff working in the crisis team
Based Place of have up to date mandatory
Safety
training and that staff working in
the health-based place of safety
have training on Section 136 of
the Mental Health Act.
(Review the use of staff in the
health-based place of safety who
were already part of the safe
staffing complement in another
area)
CAMHS
- Implement a consistent risk
community
assessment process for all cases
of children and young people
waiting
for
assessment
or
treatment.

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Progress to date

Supervision,
appraisals
and
mandatory training
compliance
target of 95% set for the team to
achieve by Feb 2016

It is evident that there has been a steady progress on appraisal
and mandatory training to achieve the expected 95%. Team
Leader is working with Project Coordinator to ensure all staff is up
to date and booked onto relevant courses as per the action
identified.

All assessments are discussed
within the multi-disciplinary team
meeting. To include presenting
difficulty, formulation and risk
assessment

A CAMHS meeting template has been developed based on good
practice identified by the CQC inspection to the North Dorset
Team. This template provides a clear pathway for assessment,
treatment and case discussion. Copies of the template have been
shared with the team leaders and are being used for the Multi
Disciplinary Meeting for all CAMHS Teams. Audit needed to
ensure templates are being consistently and appropriately used
across CAMHS teams. Target also outlines that all cases are to
be discussed however for example the Weymouth and Portland
team only discuss patients with complex presentation that require
multi-disciplinary input.
All cases waiting for treatment will The action is near completion however requires a wider audit to
have a completed risk assessment ensure the process is embedded.
and management plan for the
waiting period
Team Leaders and Team to Each CAMHS team has an existing database, however each
maintain and review the database differs. Work needs to be undertaken to ensure consistency of
capturing vulnerable groups of format across teams.
children,
e.g.
Looked
After
Children, Children in Need and
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Core Service

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)
safeguarding plan.

Keep staff up to date with their Use of case load supervision tool
mandatory training.
and appraisal process to ensure
oversight of outstanding and
completed
mandatory
training
requirements.
Monthly supervision for team
leaders by locality leads.

Wards for Older
People
with
Mental
health
Problems
CHS
Children
Young
People
and Families

Progress to date

Requirement for review of use by Weymouth and Portland team,
Poole, East Dorset, North Dorset and West Dorset.

Assurance of Team Leader supervision evidenced for
Bournemouth, Weymouth, West Dorset and Poole team.
Requirement for remaining teams to evidence Team Leader
supervision.
Provide patients with enough All staff to be up to date with Action states that all staff to be up to date with fire training – Trust
access to outside areas and mandatory ‘fire’ training.
compliance is 95% of staff however action states ‘all staff’ to
ensure that staff are competent in
complete.
fire evacuation procedures.
Provide enough staff in school Locality
Managers
to
agree Due to dependency upon commissioners this deadline has not
nursing to deliver the health and allocation of resources to target been met
wellbeing
programmes
for resource to meet the needs of the
children, young people and locality areas with Public Health
families.
Dorset
Provide
robust
governance Clinical Risk Manager to be invited Paediatric Speech and Language Therapy (SLT) - Team Leaders
arrangements,
including to sessions to demonstrate how to will cascade the learning from their attendance at the Risk
management of the risk register use Ulysses system and reinforce Management Training to their respective team at Cluster Team
to assess, monitor and improve the
purpose
of
Incident meetings.
the quality and safety of the Reporting/Risk
Management
services provided and to assess, Guidelines
Unclear as to whether the action has been met as comments
monitor and mitigate the risks
suggest outstanding items.
relating to the health, safety and
welfare of service users and
others who may be at risk
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Core Service
Urgent
(MIU)

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)
Care Implement a formal system that Reception/HCA input to be in every
ensures all patients attending a single handed unit.
minor injuries unit receive a timely
clinical assessment in line with Review skill mix to ensure no lone
national guidance
working, and opening hours to be
adjusted to reflect demand.

Progress to date
Matrons meeting reviewed Lone Working Trust Policy agreed that
staff were not lone working if within shouting distance of a
colleague. Additional reception and/or
HCA cover at
Blandford/Shaftesbury/Sherborne. Swanage have advertised for
reception 5-8 to cover MIU opening times.

Approach to CCG re model going
forwards
Provide
enough
adequately Review skill mix to ensure no lone All Units with previous lone working, with exception of Swanage
experienced and skilled staff to working, and opening hours to be have reception cover. Swanage have recriuted for reception cover
to fill 17 - 20 MIU opening hours
ensure safe,
effective and adjusted to reflect demand
responsive care and treatment at
all times.
Ensure all staff
received the appropriate training,
support and clinical supervision to
enable them to carry out the
duties they are employed to
perform.
Amber Zone
CHS Adults

Ensure that there are sufficient
numbers of suitably qualified staff
in all community teams and that
staff have safe caseload levels,
especially the night nursing team

The review of a capacity and
demand planning tool being piloted
in the Bournemouth locality, to see
if this meets the needs of
Community Staff in identifying safe
staffing levels
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Capacity and demand tool for community nursing is available and
has been trialled in Bournemouth. Other information such as
caseload numbers, visit numbers/FTE, QUESTT tool, e-roster
staffing levels are also available to understand safe staffing levels

SHOULD DO ACTIONS
Core Service

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Progress to date

a) Ensure that staff book on and
attend the MHA training as part of
the MH Foundation Programme
b) A training package is to be
developed and rolled out to inform
acute ward staff about the MHA
code of practice.

The training package is still in development and therefore has not
rolled out the training as planned. The expected date that the
package will be ready is by 01/04/16- and we will endeavour to roll
out the training over the following 6 weeks. It would be more
realistic to anticipate completion by the end of June. Original
deadline set as 31.03.16.

Crisis and Health Develop a crisis care pathway Team are currently developing
Based Place of audit programme
and
implementing
a
Safety
comprehensive feedback system
to enable carers and service
users to inform the team about
their experience of the CRHT.
Team currently have a lead on
user/ carer feedback. The lead
person is teaming up with IT
department to use an existing
tablet allowing instant feedback
from patients and carers. Paper
copies will also be available for
service users who prefer to give
feedback in a paper form.
Team currently using Friends and
Family Test to collect user and
carer experience of the service.

Crisis team are still awaiting tablets to be returned from IT, Team
Leader is chasing this with IT. Meanwhile, staff have been advised
to continue to use paper forms, Team Leader is taking lead on this
and will forward the completed form to analyse the results. No
collation of feedback and no analysis of results has been
undertaken to date.

Red Zone
Acute wards for Address training across all staff
adults
and groups on the new MHA Code of
Practice
psychiatric
intensive
care
units PICU
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Details as above.
RAG status remains Red in recognition that no analysis of results
has yet been undertaken

Core Service

CAMHS
community

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)
Review processes for receiving Current ongoing workshops and
regular feedback from people peer work with Dorset MH Forum
using crisis services and the and Social Inclusion Lead to
health-based place of safety
support
design
and
implementation of feedback from
services users and carers using
peer volunteers from the Dorset
Mental Health Forum.
- Ensure correspondence referring
children and young people to
other services is sent
promptly without delaying their
treatment.

Review of transition protocol
between CAMHS and Adult
services to be taken forward.
Routine/non-urgent Inter-agency
referrals are made within 5 days
of the identification of need for
referral except where there are
safeguarding concerns which
require a more rapid response.

Ensure that all care plans are up Care planning to be discussed at
to date.
monthly
supervision
to
be
attended by all clinical staff, in
adherence with the supervision
policy. Supervisors/supervisee to
use
supervision
template
documentation.
All cases reaching CPA threshold
will have an up to date care plan.
Care Plans are linked to risk
assessments where there is a
identified high or medium risk.
CPA/RIO training dates to be
attended by 100% of CAMHS
clinical staff from 05.11.15.
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Progress to date
Following meeting with Mental health forum on the 13 May 2016, it
was agreed that peer workers could start working with crisis team
as soon as the costing was agreed. Service are awaiting the
costings from the MH Forum.

An initial meeting was held January 2016 to begin to review the
transition protocols. The new Lead for CAMHS transformation to
take forward.
Safeguarding referrals are prioritised as per LSCB/Trust policy. All
team leaders are aware of the requirement for timely onward
referral. Review of administrative systems has been undertaken
and all teams have facility to dictate letters and summary reports to
enable timely typing of referral documentation. Sample of patient
records to be viewed to assess compliance. Audit evidence
outstanding
Templates to record supervision have been agreed and are
available to all staff. An audit of the use of supervision templates to
be undertaken to evidence compliance.
Confirmation of the completion of the audits need to be visible on
Ulysses to provide assurance of this action. Not yet achieved.

Require assurance that the process is embedded before upgrading
RAG status.

In order to be compliant, there needs to be evidence that there has
been a increase of completed care plans.

Core Service

CQC Compliance Action
Ensure that correspondence to
carers and young people relating
to their treatment plans is sent to
them promptly

Review caseloads regularly to
ensure that they are manageable
and that young people receive
appropriate treatment.

CHS Inpatient

Urgent
(MIU)

Provide staff with access to
appraisal, clinical supervision and
training to meet the needs of
patients in a sub-acute inpatient
setting.
Ensure that discharge planning
processes are proactive and wellcoordinated with social services
to reduce delayed transfers out of
hospital
Care Ensure appropriate lone working
arrangements for nurses, and the
availability
of
healthcare
assistants and receptionists for
MIUs when they are open

IMPROVEMENT ACTION
(SMART OBJECTIVE)
Editable letters and care plans to
be used and shared with children,
young people and families as
appropriate.
Audit use of editable letters sent
to CYP and families detailing
treatment plans against agreed
standards
Monthly supervision to be
attended by all clinical staff, in
adherence with the supervision
policy to demonstrate that case
loads are reviewed.
Supervisors/supervisee to use
supervision template
documentation.
Targets for appraisal, supervision
and mandatory training rates are
achieved.

Discharge
checklist
to
commenced within 72hrs
every
patient
admitted
Community Hospitals.
Review
times

skill mix

Progress to date
CAMHS Consultant sent out information to Team Leads regarding
the need to work towards letters being sent out in 5-days. Some
cultural change required to achieve this
Assurance visits have determined that no audits are being
undertaken.

Templates to record supervision have been agreed and are
available to all staff via the CAMHS resource drive. Bournemouth
CAMHS team currently using the template on a monthly basis.
Need to ensure rolled out across all teams and audit compliance.

Clinical supervision at amber (88.26%) .

be Actions are being progressed and discharge checklists are being
for implemented across the Hospitals – however, there is insufficient
to assurance that these processes are fully embedded throughout the
12 Community Hospitals so further work is required.

and opening There has been a great deal of debate around what constitutes
lone working as some units are still raising concerns regarding
Lone working. This issue was be discussed at Matrons meeting on
26.04.16, Lone working policy reviewed and agreement that staff
not lone working if in shouting distance of a colleague 24.05.16 All
Units with previous lone working, with exception of Swanage have
reception cover. Swanage have recruited to reception cover to fill
17 - 20 MIU opening hours.
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Core Service
Amber Zone
Wards for Older
People
with
Mental
Health
Problems

CHS Inpatient

CQC Compliance Action

IMPROVEMENT ACTION
(SMART OBJECTIVE)

Improve communication between Launch the strategy and agree a
senior management and ward launch programme and staff
staff regarding planning for engagement processes
services for older people with
mental health problems to provide
good support and reassurance to
the teams.

Progress to date

Multidisciplinary Team members including Team Leaders, Ward
Managers, Consultants and other clinical staff engaged in
developing Estates options and outline business case for Chalbury.
Ward Managers and Consultant Clinical leads key members of
Clinical Working Group to develop overarching Clinical Strategy for
Older People and interim solutions. Senior managers have
attended staff meetings on Chalbury.

Clinical lead visits all inpatient units on a minimum of once per
week. Associate Director for Nursing & Quality supporting Ward
Manager at Chalbury.
Action in progress
Review medicines ordering and Work
with
medicines The Medicines Management Team has undertaken a review of
supply processes to minimise management team to review the supply services and is working with the suppliers to improve
delays in treatment initiation and ordering and supply processes
contracted-out services.
ensure that patients have access
to their medicines as prescribed
The specification is currently being drawn up and it will include
in a timely way
twice daily deliveries to inpatient units. The new contract will be in
place from 1 October 2017.
We have been provided with a training video in relation to ordering
from YDH (as part of the pharmacy review), which although not fit
for purpose, we will use the concept to develop our own. The
Medication Safety Officer) is currently working with L&D to develop
this. This would ensure that staff use the ordering systems
appropriately and have appropriate expectations with regard to
delivery.
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NHS Improvement Quarterly Return for Quarter 1, June 2016
Part 1 Board Meeting 27 July 2016
Author

Senior Project & Costing Accountant and Director of Nursing &
Quality

Sponsoring Board Member

Director of Finance

Purpose of Report

Sections 1 and 2 of the narrative along with appendix A and D
are for information only as the deadline for submission to NHS
Improvement was Friday 22nd July.
Sections 3, 4 and 5 of the narrative and Appendix B and C are
due to be submitted to NHS Improvement on Friday 29th July.
The proposed Q1 narrative includes exception reporting in
respect of financial elements, compliance, Governors, Board
changes and any other items which NHS Improvement should
be advised of.
Also included are:
 Appendix A – Summary Financials
 Appendix B – Targets and Indicators
 Appendix C – Governance Statements
 Appendix D - Workforce
Although based on the same source of data as the monthly
Finance Report to the Trust Board, the outputs reported in the
NHS Improvement monthly and quarterly returns differ to the
outputs reported in the Board report. The reasons for difference
are summarised in the table below.
Regarding our internal reporting process, and assurance of the
data quality for these two different financial reports, it should be
noted that:
 Both the NHS Improvement performance position and the
Trust reported position can be found in Appendix 1 of the
Finance Report.
 Accuracy of the NHS Improvement returns is tested via the
regular Financial Accounting audit carried out by our Internal
Auditors.

Plan

NHS Improvement
Return

Board Report

Fixed per June
submission

Live and moving, to aid
management control of
budgets

1|P a g e

Profiling

Recommendation

Reflective of prior
year profile at the
highest level –
Income received
evenly and
expenditure rising
through the year

Budgets are specific and
detailed to each service
and cost centre reflecting
the year in question as
new items arise

Reported
Trust wide
By service / locality
Categories expenditure by
category e.g. Pay,
Drugs, Clinical
Supplies, agency
Governance Statements (Appendix C)
The Board is required to submit an in Year Governance
declaration which requires a response of ‘confirm’ or ‘not
confirm’ to the following statements.
The recommended
responses are:
For Finance that:
The Board anticipates that the Trust will continue to maintain
a financial sustainability risk rating of at least 3 over the next
12 months – Not Confirmed (see section 3.20)
The Board anticipates that the Trust’s capital expenditure for
the remainder of the financial year will not materially differ
from the amended forecast in this financial return Confirmed
For Governance, that:
The Board is satisfied that plans in place are sufficient to
ensure: ongoing compliance with all existing targets (after
the application of thresholds) as set out in Appendix A of the
Risk Assessment Framework; and a commitment to comply
with all known targets going forwards – Confirmed
Otherwise:
The Board confirms that there are no matters arising in the
quarter requiring an exception report to NHS Improvement
(per the Risk Assessment Framework Table 3) which have
not already been reported – Confirmed


The Board is asked to consider and agree Sections 3,4 and
5 of the narrative of the proposed Quarter 1 submission.

Engagement and Involvement

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

Previous Board/Committee

Executive Performance and Corporate Risk Group

Board of Directors March 2015
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Agenda Item 13

Dates

19 July 2016.

Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To 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
Any action required?
the implications of this report, on each of
Yes
Yes
No
the matters below, as indicated:
Detail in report
All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
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Dorset HealthCare University NHS Foundation Trust
NHS Improvement Financial Monitoring
Narrative Quarter 1 2016/17
1.0

Income & Expenditure (I&E) Position

1.1

The Quarter 1 Income & Expenditure position is a £2,681k surplus which is a
variance of £1,632k from our Q1 planned surplus of £1,049k.

1.2

‘NHS Clinical Income’ is behind plan for the Quarter by £453k. The main variations
are:
 £146k reduction in activity in the Pain Service
 £113k income behind on Non Contract Activity
 £125k risk share income is phased evenly but the income is not fully known and
received until activity thresholds are reached later in the year

1.3

‘Non Clinical Income’ is ahead of plan for the Quarter by £465k. The main variations
are:
 £126k from Smoke Cessation Service not reflected in plan due to timing of agreed
contract
 £255k income received earlier than planned

1.4

‘Employee Expenses’ are lower than plan for Quarter 1 by £1,502k, most
significantly for the following reasons:
 £1,008k due to vacancies and sustained reduction in agency costs
 £250k delay to expenditure on investments
 £244k CIP ahead of plan YTD

1.5

‘Drug Expenses’ are £150k higher than plan for Quarter 1. This is due to:
 £85k due to increased stock levels
 £65k due to increased activity across the Trust

1.6

‘Clinical Supplies and Services Expenses’ are higher than plan for Quarter 1 by
£260k.This is primarily due to:
 £188k of expenditure occurring earlier than planned
 £37k due to Smoke Cessation Service, offset by additional income (Ref 1.3)

1.7

‘Other Operating Expenses within EBITDA’ are lower than plan for Quarter 1 by
£169k most significantly due to a £146k reduction in activity in the pain service,
offset by reduced income (Ref 1.2).

1.8

‘Operating Expenses excluded from EBITDA’ are lower than planned for Quarter 1 by
£394k. This is primarily due to a delay in transferring a property to NHS Property
Services, which has now occurred.

1.9

[Re NHS Improvement template, CIP which excludes revenue generation and profit
on disposal] CIP of £3,970k has been achieved in Quarter 1, £673k ahead of the
planned £3,297k. This is due to schemes being realised earlier in the year than
planned. CIP is forecast to over achieve by £182k.

1.10

[Re full Trust CIP plan, which includes revenue generation and profit on disposal]
The full internal CIP for Quarter 1 is £5,029k, £729k ahead of the planned £4,306k.
The full internal CIP is forecast to under achieve by £260k.

1.11

The Trust’s forecast outturn is £6,810k deficit, £866k ahead of the planned £7,676k
deficit.

2.0

Statement of Financial Position (Balance Sheet)

2.1

The planned cash balance for the end of June was £29.2m. The actual cash
balance was £28.4m, £0.8m below plan. The main reasons are set out below.
£m

3.0
3.1

Planned cash

29.2

The expected surplus is ahead of plan

1.6

NHS trade receivables including NHS accrued income are
below plan

0.8

Non NHS trade receivables are above plan

(2.7)

Accruals are ahead of plan

2.1

Provisions are below plan

0.3

Other payables are below plan

(2.3)

Other assets and liabilities

(0.6)

30 June 2016 actual cash

28.4

NHS Improvement Governance Compliance
This section of the report will address reports and outcomes for the period April
through to June 2016 (Q1) in five areas namely CQC compliance, including
unannounced CQC Mental Health Act Inspections; Independent Inquiries;
Coroner’s Regulation 28 Reports; Internal Audit Reports and reporting against NHS
Improvement targets.
Care Quality Commission Enforcement Action

3.2

As reported in Q4 the Trust has no enforcement actions outstanding.
Care Quality Commission Compliance Inspections (covers the period Q1)

3.3

As reported in Q4 the Trust received a focused inspection for 7 of the 16 core
services 15 -17 March 2016. We are still waiting for the draft reports from CQC
now expected toward the end of July 2016.
Thematic Reviews

3.4

The Trust received notification on 24 June 2016 that we have been selected as one
of 12 Trusts to take part in a review of investigating deaths of mental health patients
across NHS mental health, acute and community settings

3.5

The purpose of the review is to identify what current practice there is to identify
report and investigate deaths, what variations apply, what barriers there are and what
good practice exists.

3.6

CQC plan to visit the Trust 16-17 August 2016, specific arrangements will be
confirmed nearer the time.

3.7

The Targets and Indicators sheet within the Financial Template has been
completed as follows based on the items listed in the Rationale column.
INDICATOR
RESPONSE RATIONALE
Risk of, or actual, failure to
No
No change in risk factors
deliver mandatory services
CQC
Compliance
action
Yes
The 17 reports resulting from the
outstanding (as at time of
comprehensive inspection undertaken in
submission)
June were published on 16 October
2015. The Trust has developed action
plans to address the findings of this
inspection.
CQC enforcement action within
No
last 12 months (as at time of
submission)
CQC enforcement action
No
(including notices) currently in
effect
(as
at time of
submission)
Moderate CQC concerns or
Yes
The suite of reports identify 60 ‘must do’
impacts regarding safety of
actions – these have been developed
healthcare provision (as at
into a formal action plan and shared with
time of submission)
CQC.
Major CQC Concerns or
impacts regarding the safety of
healthcare provision (as at
time of submission)

No

There are currently no outstanding major
impact findings.
The CQC have not taken any
enforcement action against the Trust.

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

Yes

The reports have identified breaches in
regulations however these have not
resulted in any enforcement action being
taken against the Trust.

CQC Mental Health Act Inspections
3.8

Seaview Acute Admissions Unit at St Ann’s Hospital received a Mental Health Act
monitoring visit on 15 April 2016, the report was received 17 May 2016 and the action
statement submitted by 7 June 2016.

3.9

The report identified that the number of patients taking up an IMHA referral was low.
We have put actions in place to address this including referring all patients
detained under the Mental Health Act to the IMHA service unless they choose to opt
out.

3.10

Record keeping including care planning and recording consent were also highlighted
and a number of actions are being progressed to address this.

3.11

The report also stated that patients who were detained were being made aware of

their rights under the Mental Health Act. It was also noted that when patients with a
learning disability were admitted to the ward special arrangements such as additional
staff support were put in place.
3.12

The inspectors found that some records viewed did not indicate whether detained
patients had been told about their rights to receive support from an IMHA. Not all
patients were being re-presented with their section 132 rights when previous attempts
to inform them had not been successful.

3.13

The action statement to address the findings from this visit has been submitted to
CQC.

3.14

The inspectors also found that engagement and interaction between staff and
patients was positive and supportive. Information on therapies offered was readily
available to patients in the ward information leaflet and the welcome booklet.

3.15

Nightingale House long stay rehabilitation ward and Melstock House ward for older
people have received MHA visits on 25 and 27 June respectively. We are awaiting
the reports at the time of this report.
Independent Inquiries

3.16

As previously reported, the Trust received the draft report from HASCAS during
Quarter 2 and has fed back on factual accuracy. The report is due to be published in
July 2016.

3.17

Following a workshop which was held to review actions which needed to be taken, an
action has been developed with the CCG and Chair of the Adult Safeguarding Board.
Coroner’s Regulation 28 Reports

3.18

No Coroner’s Regulation 28 reports have been received during Quarter 1.
Internal Audit Reports and Progress

3.19

The Trust received no internal audit reports with findings of limited assurance during
Quarter 1.
NHS Improvement Targets

3.20

The declaration that "The board anticipates that the Trust will continue to maintain a
financial sustainability risk rating of at least 3 over the next 12 months” is not
confirmed. Our risk rating on the basis of the submitted operational plan, will be 2 at
the end of this year. The Trust is working closely with Dorset CCG towards a
sustainable health system in Dorset through the development of the Sustainability
and Transformation Plan.
Delayed Transfers

3.21

The overall Trust performance and compliance for Quarter 1 2016/17 is 6.20%
against a target of 7.5%. This is a recovered position from the Q4 compliance
(8.24%) and continued close monitoring and partnership working has contributed to
this improved position. There continues to be an impact on availability of nursing

home placements due to a decrease in funding for supported accommodation by
Local Authorities. The lack of suitable nursing home placements for patients with
highly complex and challenging behaviour in dementia services continues to be the
reason for ongoing challenges with this indicator.
3.22

The Trust is still awaiting a definitive response from Monitor on the interpretation of
this measure. We acknowledge an update received from Monitor on 6th April
advising that mental health delayed discharges and supporting guidance are currently
under review by NHS England and one of the areas being addressed is the
interaction between Delayed Transfers of Care and the Mental Health Act.
Clostridium Difficile

3.23

In Q1 there have been three cases of Clostridium difficile infection reported. They
were at St Leonard’s Hospital, Yeatman Hospital and Alderney Hospital. Root Cause
Analyses (RCAs) have been completed and no lapses in care have been identified
for Alderney Hospital and Yeatman Hospital. The RCA on the St Leonard’s case
found that there had been a delay in sampling and a delay in in adopting contact
precautions.

3.24

The Trust has taken the details of Yeatman Hospital and Alderney Hospital cases to
the Post Incident Review meeting with the CCG on 7th July as no lapses in care were
identified internally by the Trust.

3.25

The learning from the RCA of the St Leonard’s case will contribute to training for
staff.

4.0

Trust Membership

4.1

As at the end of the Quarter 1 2016/17 the total membership stands at 11,222.
Staff
Public
Total Members

5.0

6,809
4,413
11,222

Governors and Board Changes
Board

5.1

The Trust has created a new voting Board position of Director of Finance and
Strategic Development. This combines the post of Director of Finance and the vacant
position of Director of Strategy and Business Development. Recruitment is underway
and it is anticipated that the decision will be made as to the successful candidate on
26 July. Pending this, Jackie Chai remains as Director of Finance.

5.2

The Board membership at the end of Quarter 1 was:
Non – Executive Directors
Ann Abraham – Chair
Lynne Hunt – Deputy Chair
David Brook – NED
Dr. John Hughes – NED
John McBride – NED
Sarah Murray – NED
Peter Rawlinson - NED

Nick Yeo – NED
Executive Directors
Ron Shields – Chief Executive
Jackie Chai – Director of Finance
Colin Hague – Director of Human Resources
Fiona Haughey – Director of Nursing and Quality
Dr. Nick Kosky– Medical Director
Associate Directors
Linda Boland – Director Poole / East Dorset Locality
Vacant – Director of Strategy and Business Development
Sally O’Donnell – Director Dorset Locality
Nicola Plumb – Director for Organisational Development, Participation and
Corporate Affairs
Eugine Yafele – Director Bournemouth / Christchurch Locality
Governors
5.3

There were three Governor resignations during Quarter 1. Simon Thorneycroft, a
Partner Governor for the Dorset Police, Probation and Prisons , resigned after
appointment to a new role. Teresa North resigned as a Staff Governor upon her
retirement from the Trust. Michael Bevan resigned as the Partner Governor for Dorset
County Council on his retirement as a Councillor.

5.4

Three Public Governor vacancies have been filled in the last quarter-Judith Adda
and Pat hedges have been elected for the Bournemouth Constituency and Stefan
Morawiec for the Dorset and Rest of England and Wales Constituency.

5.5

Councillor Bobbie Dove has been elected as the local government Partner
Governor for Bournemouth Borough Council

5.6

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

5.7

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

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

Sue Evans-Thomas
Patricia Scott
Anna Webb
John Bruce
Judith Adda
Pat Hedges
Chris Balfe (Lead
Governor)
Scottie Gregory
Sue Howshall
Justine McGuinness
Jan Owens
Stefan Morawiec
Angela Reed
Jan Turnbull
Angela Bartlett

Staff Governor
Staff Governor
Staff Governor
Staff Governor
Local Government
Local Government
Local Government
Local Government
Partnership Governor
Partnership Governor
Partnership Governor
Partnership Governor

Dorset District Councils
Dorset County Council
Bournemouth Borough
Council
Poole Borough Council
Bournemouth University
Dorset Police, Probation
and The Prison Services
Third sector organisations
Service user, voluntary and
carer groups

Steve Clark
Pat Cooper
Peter Kelsall
Vacant
Bill Batty Smith
Vacant
Bobbie Dove
Vishal Gupta
Karen Parker
Vacant
Vacant
Becky Aldridge

Appendix A

Summary of Financial Statements for Dorset Healthcare University NHS Foundation Trust
Plan
Actual
Variance
Month
Month
Month
ending
ending
ending
30-Jun-16 30-Jun-16 30-Jun-16

Plan
Actual
Variance
YTD
YTD
YTD
ending
ending
ending
30-Jun-16 30-Jun-16 30-Jun-16

Adjusted Forecast
Plan
Forecast Variance
Year
Year
Year
ending
ending
ending
31-Mar-17
31-Mar-17 31-Mar-17

units

Audited
PrevYE
ending
31-Mar-16

£m
£m
£m
£m

236.497
4.786
9.559
250.842

19.991
0.312
0.830
21.133

19.645
0.344
1.267
21.256

(0.346)
0.032
0.437
0.124

59.974
1.017
2.529
63.519

59.521
1.022
2.994
63.536

(0.453)
0.006
0.465
0.017

Employee Expenses, total
Non-pay expenses (excluding PFI/LIFT), total
PFI/LIFT operating expenses, total
Operating expenses (inc. in EBITDA), total

£m
£m
£m
£m

(182.872)
(58.234)
(241.107)

(15.790)
(4.352)
(20.142)

(15.293)
(4.339)
(19.632)

0.496
0.013
0.510

(47.415)
(12.476)
(59.890)

(45.913)
(12.815)
(58.728)

1.502
(0.340)
1.162

EBITDA
EBITDA Margin %

£m
%

9.735
3.88%

0.991
4.69%

1.624
7.64%

0.633
2.95%

3.629
5.71%

4.808
7.57%

1.180
1.85%

7.176
2.84%

7.977
3.15%

0.801
0.30%

£m

0.603

-

0.001

0.001

-

0.001

0.001

-

-

-

£m
£m
£m
£m

(7.534)
(0.581)
(8.114)

(0.667)
(0.667)

(0.648)
(0.648)

0.019
0.019

(1.998)
(0.346)
(2.345)

(1.951)
(1.951)

0.047
0.346
0.393

(8.021)
(3.867)
(11.887)

(7.895)
(3.867)
(11.762)

0.126
0.126

£m
£m
£m
£m
£m

0.118
0.473
0.591

0.007
0.007

0.009
0.001
0.010

0.002
0.001
0.003

0.015
0.900
0.915

0.028
0.948
0.976

0.013
0.048
0.061

0.062
1.572
1.634

0.077
1.507
1.584

0.016
(0.065)
(0.050)

Interest expense (non-PFI / LIFT)
Interest Expense on PFI leases & liabilities
PDC dividend expense
Other Finance Costs
Non-Operating PFI costs (e.g. contingent rent)
Losses on transfers by absorption
Other non-operating expenses (including tax)
Non-operating expenses, total

£m
£m
£m
£m
£m
£m
£m
£m

(0.000)
(4.695)
(0.022)
(4.718)

(0.383)
(0.000)
(0.383)

(0.383)
(0.001)
(0.384)

(0.000)
(0.001)
(0.001)

(1.148)
(0.001)
(1.150)

(0.000)
(1.148)
(0.004)
(1.153)

(0.000)
(0.000)
(0.003)
(0.003)

(4.593)
(0.006)
(4.598)

(0.000)
(4.593)
(0.018)
(4.611)

(0.012)
(0.012)

Surplus / (Deficit) after tax

£m

(1.903)

(0.052)

0.602

0.654

1.049

2.681

1.632

(7.676)

(6.810)

0.866

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

£m

-

-

-

-

-

-

-

-

-

-

Surplus / (Deficit) after tax from Continuing Operations

£m

(1.903)

(0.052)

0.602

0.654

1.049

2.681

1.632

(7.676)

(6.810)

0.866

Surplus / (Deficit) before impairments and transfers

£m

(1.322)

(0.052)

0.602

0.654

1.396

2.681

1.285

(3.809)

(2.944)

0.866

One off income/costs
Normalised Surplus / (Deficit)
Normalised Surplus / Deficit Margin %

£m
£m
%

(0.108)
(1.795)
(0.71%)

(0.052)
(0.25%)

0.001
0.602
2.83%

0.001
0.654
3.08%

0.554
0.496
0.78%

0.948
1.733
2.73%

0.394
1.238
1.95%

(2.295)
(5.381)
(2.13%)

(2.360)
(4.450)
(1.75%)

(0.065)
0.931
0.40%

£m
£m
£m
£m
£m

0.145
159.649
159.794

0.081
158.485
158.567

0.138
159.086
159.224

0.057
0.601
0.657

0.081
158.485
158.567

0.138
159.086
159.224

0.057
0.601
0.657

0.622
158.324
158.946

0.622
158.450
159.072

0.126
0.126

£m
£m
£m

30.733
8.432
39.165

29.174
11.445
40.619

28.364
13.157
41.521

(0.810)
1.712
0.902

29.174
11.445
40.619

28.364
13.157
41.521

(0.810)
1.712
0.902

21.173
9.635
30.809

21.913
9.635
31.549

0.740
0.740

£m
£m
£m
£m
£m

(0.001)
(21.582)
(21.583)

(20.535)
(20.535)

(20.789)
(20.789)

(0.253)
(0.253)

(20.535)
(20.535)

(20.789)
(20.789)

(0.253)
(0.253)

(20.306)
(20.306)

(20.306)
(20.306)

0.000

PFI/LIFT leases, Non-Current
Other borrowings
Other non-current liabilities
Non-current liabilities, total

£m
£m
£m
£m

(2.010)
(2.010)

(2.235)
(2.235)

(1.908)
(1.908)

0.327
0.327

(2.235)
(2.235)

(1.908)
(1.908)

0.327
0.327

(1.759)
(1.759)

(1.759)
(1.759)

0.000

Total Equity & Reserves

£m

175.366

176.416

178.047

1.632

176.416

178.047

1.632

167.690

168.556

0.866

Summary Income and Expenditure Account
Operating income (inc. in EBITDA)
NHS Clinical income, total
Non NHS Clinical Income, total
Non Clinical income (included in EBITDA), total
Operating income (inc. in EBITDA), total

239.895
4.240
8.960
253.095

238.928
4.159
10.547
253.634

(0.967)
(0.081)
1.588
0.540

Operating expenses (inc. in EBITDA)
(189.290) (190.570)
(56.629) (55.087)
(245.919) (245.657)

(1.280)
1.542
0.262

Operating income (exc from EBITDA)
Donations & Grants received of PPE & intangible assets, total

Operating expenses (exc from EBITDA)
Depreciation and Amortisation, total
Impairment (Losses) / Reversals net, total
Restructuring Costs
Operating expenses (exc. From EBITDA), total

Non-operating income
Finance Income (for non-financial activities), total
Gain/(loss) on asset disposals
Gains on transfers by absorption
Other Non-Operating income
Non-operating income, total

Non-operating expenses

Memorandum Lines:

Summary Statement of Financial Position
Non-current Assets
Intangible Assets, total
Property, Plant and Equipment, total
On balance sheet PFI/LIFT assets, Non-Current, total
Other
Non-current assets, total

Current Assets
Cash and Cash Equivalents (excluding overdrafts), total
Other current assets
Current assets, total

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

Non-current Liabilities

Summary Statement of Cash Flows
£m

2.224

0.324

0.977

0.653

1.284

2.858

1.574

(4.711)

(3.784)

0.927

Non-operating and non-cash items in operating surplus/(deficit)
Operating Cash flows before movements in working capital

£m
£m

7.981
10.205

0.666
0.990

0.648
1.625

(0.018)
0.634

2.343
3.627

1.951
4.809

(0.392)
1.182

11.882
7.170

11.756
7.972

(0.126)
0.801

Movements in working capital
Increase/(Decrease) in non-current lines
Net cash inflow/(outflow) from operating activities

£m
£m
£m

4.009
(0.484)
13.730

1.077
2.068

(0.804)
(0.107)
0.714

(1.882)
(0.107)
(1.354)

(6.778)
0.225
(2.926)

(8.569)
(0.102)
(3.862)

(1.792)
(0.327)
(0.936)

(4.482)
(0.251)
2.437

(4.482)
(0.251)
3.238

0.801

(9.806)
(0.330)
1.517
0.053
(8.566)

(0.428)
(0.168)
0.007
(0.589)

(0.422)
(0.208)
0.001
0.009
(0.620)

0.006
(0.040)
0.001
0.002
(0.031)

(1.117)
0.084
2.421
0.015
1.403

(1.094)
0.095
2.469
0.028
1.498

0.023
0.011
0.048
0.013
0.096

(12.240)
0.230
4.580
0.062
(7.368)

(12.240)
0.230
4.515
0.077
(7.417)

(0.065)
0.016
(0.050)

(0.001)
(0.007)
(4.537)
(4.545)

0.000

0.000

0.000

(0.001)
(0.035)
(0.036)

(0.003)
(0.003)

(0.002)
0.035
0.033

(0.001)
(4.628)
(4.629)

(0.001)
(4.640)
(4.641)

(0.012)
(0.012)

27.695
1.479
29.174

28.273
0.094
28.367

0.578
(1.385)
(0.807)

30.733
(1.559)
29.174

30.733
(2.367)
28.367

0.000
(0.808)
(0.807)

30.733
(9.560)
21.173

30.733
(8.820)
21.914

0.740
0.740

7.238
(4.599)
1.57
2

8.055
(4.612)
1.75
2

0.817
(0.012)
0.17

Surplus (Deficit) from Operations

Operating activities

Investing activities
Capital Expenditure (Accruals basis)
Increase/(decrease) in Capital Creditors
Proceeds on disposal of PPE, intangible assets and investment property
Other cash flows from investing activities
Net cash inflow/(outflow) from investing activities

£m
£m
£m
£m
£m

i

Financing activities
Public Dividend Capital repaid
Repayment of borrowings
Capital element of finance lease rental payments
Interest element of finance lease rental payments
Interest paid on borrowings
Other cash flows from financing activities
Net cash inflow/(outflow) from financing activities

£m
£m
£m
£m
£m
£m
£m

Opening cash and cash equivalents less bank overdraft
Net cash increase / (decrease)
Changes due to transfers by absorption
Closing cash and cash equivalents less bank overdraft

£m
£m
£m
£m

30.115
0.618
30.733

£m
£m
£m
£m
0.0x
Score

9.853
(4.725)
2.09
3

3.644
(1.151)
3.17
4

4.836
(1.156)
4.19
4

1.193
(0.005)
1.02

£m
£m
£m
£m
Days
Score

15.036
(241.107)
22.45
4

19.041
(59.890)
28.61
4

19.988
(58.728)
30.63
4

0.948
1.162
2.02

£m
£m
£m
£m
%
Score

(1.795)
251.563
(0.71%)
2

0.496
63.534
0.78%
3

1.733
63.565
2.73%
4

1.238
0.031
1.95%

(5.381)
253.156
(2.13%)
1

(4.450)
253.712
(1.75%)
1

0.931
0.555
0.40%

%
%
Score

(0.71%)
0.39%
4

0.78%
0.39%
4

2.73%
1.95%
4

1.95%

(2.13%)
0.39%
4

(1.75%)
0.37%
4

0.40%

Text

-

-

-

-

-

Score

No Trigger
3

Trigger
2

Trigger
2

%
£m

1.80%
4.413

2.26%
5.677

2.52%
6.349

i
i
i

Financial Sustainability Risk Rating
Capital Service Cover
Material Adjustments to:
Revenue Available for Capital Service
Capital Service
Revenue Available for Capital Service
Capital Service
Capital Service Cover metric
Capital Service Cover rating

Liquidity
Material Adjustments to:
Working Capital for FSRR
Operating Expenses within EBITDA, Total
Working Capital for FSRR
Operating Expenses within EBITDA, Total
Liquidity metric
Liquidity rating

9.735
10.475
(245.919) (245.657)
14.25
15.35
4
4

0.740
0.262
1.10

I&E Margin
Material Adjustments to:
Normalised Surplus/(Deficit)
Total Income
Normalised Surplus/(Deficit)
Adjusted Total Income for FSRR
I&E Margin
I&E Margin rating

I&E Margin Variance From Plan
I&E Margin
I&E Margin Variance From Plan
I&E Margin Variance From Plan rating

2* Override
1 Rating Trigger
Overall Financial Sustainability Risk Rating

No Trigger No Trigger
4
4

CIPs
CIPs as a percentage of opex within EBITDA less PFI expenses
CIPs

9.10%
2.017

3.91%
0.799

(5.19%)
(1.218)

5.22%
3.297

6.33%
3.970

1.11%
0.673

0.30%
0.673

Appendix B

Declaration of risks against healthcare targets and indicators for 201617 by Dorset Healthcare University NHS Foundation Trust
Annual Plan

Scoring
Threshol Per Risk
d or
Assessm
target
ent
YTD
Framewo
rk

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

Scoring
Per Risk
Risk
Assessm
declared
ent
Framewo
rk

Quarter 1

Performa
nce

Declaration

Comments /
explanations

Scoring
Per Risk
Assessm
ent
Framewo
rk

Key:
must complete
may need to complete
Target or Indicator (per Risk Assessment Framework)
Referral to treatment time, 18 weeks in aggregate, incomplete pathways
A&E Clinical Quality - Total Time in A&E under 4 hours
Cancer 62 Day Waits for first treatment (from urgent GP referral) - post local breach re-allocation
Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral) - post local breach re-allocation
Cancer 62 Day Waits for first treatment (from urgent GP referral) - pre local breach re-allocation
Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral) - pre local breach re-allocation
Cancer 31 day wait for second or subsequent treatment - surgery
Cancer 31 day wait for second or subsequent treatment - drug treatments
Cancer 31 day wait for second or subsequent treatment - radiotherapy
Cancer 31 day wait from diagnosis to first treatment
Cancer 2 week (all cancers)
Cancer 2 week (breast symptoms)
Care Programme Approach (CPA) follow up within 7 days of discharge
Care Programme Approach (CPA) formal review within 12 months
Admissions had access to crisis resolution / home treatment teams
Ambulance Category A 8 Minute Response Time - Red 1 Calls
Ambulance Category A 8 Minute Response Time - Red 2 Calls
Ambulance Category A 19 Minute Transportation Time
C.Diff due to lapses in care (YTD)
Total C.Diff YTD (including: cases deemed not to be due to lapse in care and cases under review)
C.Diff cases under review
Minimising MH delayed transfers of care
Early intervention in psychosis: first experience treated with a NICE-approved package within 2 weeks
Improving access to psychological therapies: % patients beginning treatment within 6 weeks of referral
Improving access to psychological therapies: % patients beginning treatment within 18 weeks of referral
Data completeness, MH: identifiers
Data completeness, MH: outcomes
Compliance with requirements regarding access to healthcare for people with a learning disability
Community care - referral to treatment information completeness
Community care - referral information completeness
Community care - activity information completeness

%
%
%
%
%
%
%
%
%
%
%
%
%
%
%
%
%
%
#
#
#
%
%
%
%
%
%
%
%
%
%

Risk of, or actual, failure to deliver Commissioner Requested Services
Date of last CQC inspection
CQC compliance action outstanding (as at time of submission)
CQC enforcement action within last 12 months (as at time of submission)
CQC enforcement action (including notices) currently in effect (as at time of submission)
Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)
Major CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)
Overall rating from CQC inspection (as at time of submission)
CQC recommendation to place trust into Special Measures (as at time of submission)
Trust unable to declare ongoing compliance with minimum standards of CQC registration
Trust has not complied with the high secure services Directorate (High Secure MH trusts only)

#
#
#
#
#
#
#
#
#
#
#

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

Results left to complete:
Checks Count:
Checks left to clear:
Service Performance Score

92%
95%
85%
90%

1.0
1.0
1.0
1.0

No
No
N/A
N/A

94%
98%
94%
96%
93%
93%
95%
95%
95%
75%
75%
95%

1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0

N/A
N/A
N/A
N/A
N/A
N/A
No
No
No
N/A
N/A
N/A
No

<=7.5%
50%
75%
95%
97%
50%
N/A
50%
50%
50%

1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0

No
No
No
No
No
No
No
No
No
No

Report by
Exception

No
N/A
Yes
No
No
Yes
No
N/A
N/A
Yes
N/A

0
0
0

0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

98.7%
100.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
97.5%
97.3%
98.3%
0.0%
0.0%
0.0%
1.00
3
1
6.2%
54.6%
90.4%
100.0%
99.7%
55.1%
N/A
93.2%
99.9%
97.9%

Achieved
Achieved
Not relevant
Not relevant

Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Achieved
Achieved
Achieved
Not relevant
Not relevant
Not relevant
Achieved

Achieved
Achieved
Achieved
Achieved
Achieved
Achieved
Achieved
Achieved
Achieved
Achieved

0
0
0

0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

No
17/03/2016
Yes
See Q1 Narrative
No
No
Yes
See Q1 Narrative
No
Requires improvement
No
Yes
See Q1 Narrative
N/A
0
OK
0

0

Appendix C

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

Board Response

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

The Board anticipates that the trust's capital expenditure for the remainder of the financial year will not materially differ from the amended forecast in this
financial return.

Not Confirmed

Confirmed

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

Confirmed

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

Confirmed

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

0

Signed on behalf of the board of directors

Signature

Signature

Name
Capacity
Date

Name
[job title here]

Capacity

[job title here]

Date

Responses still to complete:

0

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

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

A The Trust Board, despite its determination to deliver a financial sustainability risk rating of at least 3, is at this stage unable to confirm this.The Trust is working closely with Dorset
CCG towards a sustainable health system in Dorset through the development of the Sustainability and Transformation Plan.

B

C

Appendix D

Workforce for Dorset Healthcare University NHS Foundation Trust
units

This layout is based on your Annual Plan

Plan
Actual
Variance
Month
Month
Month
ending
ending
ending
30-Jun-16 30-Jun-16 30-Jun-16

Plan
Actual
Quarter
Quarter
ending
ending
30-Jun-16 30-Jun-16

Plan
Actual
Variance
YTD
YTD
YTD
ending
ending
ending
30-Jun-16 30-Jun-16 30-Jun-16

Adjusted Forecast
Plan
Forecast Variance
Year
Year
Year
ending
ending
ending
31-Mar-17
31-Mar-17 31-Mar-17

Analysis of Pay Costs
Medical and Dental staff
£m
£m
£m
£m
£m
£m
£m
£m
£m
£m

(0.874)
(0.082)
(0.116)
(0.175)
(0.068)
(1.315)

(0.782)
(0.092)
(0.081)
(0.184)
(0.048)
(1.187)

0.092
(0.010)
0.036
(0.009)
0.020
0.129

(2.603)
(0.263)
(0.349)
(0.522)
(0.220)
(3.956)

(2.419)
(0.341)
(0.238)
(0.557)
(0.166)
(3.721)

(2.603)
(0.263)
(0.349)
(0.522)
(0.220)
(3.956)

(2.419)
(0.341)
(0.238)
(0.557)
(0.166)
(3.721)

0.183
(0.078)
0.110
(0.035)
0.054
0.235

(10.565)
(0.907)
(1.395)
(2.119)
(0.759)
(15.746)

(9.750)
(1.805)
(0.925)
(2.270)
(0.845)
(15.594)

0.816
(0.898)
0.470
(0.150)
(0.086)
0.152

£m
£m
£m
£m

(5.247)
(0.451)
(0.327)
(6.024)

(5.311)
(0.280)
(0.129)
(5.720)

(0.064)
0.171
0.198
0.305

(15.657)
(1.385)
(1.053)
(18.095)

(15.554)
(0.925)
(0.475)
(16.954)

(15.657)
(1.385)
(1.053)
(18.095)

(15.554)
(0.925)
(0.475)
(16.954)

0.103
0.460
0.578
1.141

(63.185)
(5.388)
(3.633)
(72.206)

(66.469)
(2.908)
(0.991)
(70.368)

(3.284)
2.480
2.642
1.838

£m
£m
£m

(0.084)
(0.007)
(0.091)

(0.098)
(0.005)
(0.103)

(0.015)
0.003
(0.012)

(0.251)
(0.022)
(0.273)

(0.294)
(0.005)
(0.299)

(0.251)
(0.022)
(0.273)

(0.294)
(0.005)
(0.299)

(0.043)
0.018
(0.026)

(1.005)
(0.087)
(1.092)

(1.185)
(0.050)
(1.235)

(0.180)
0.038
(0.143)

£m
£m
£m
£m

(2.352)
(0.061)
(0.064)
(2.477)

(2.211)
(0.053)
(0.045)
(2.309)

0.141
0.008
0.019
0.169

(7.036)
(0.195)
(0.206)
(7.436)

(6.671)
(0.153)
(0.145)
(6.969)

(7.036)
(0.195)
(0.206)
(7.436)

(6.671)
(0.153)
(0.145)
(6.969)

0.365
0.041
0.060
0.467

(28.315)
(0.687)
(0.709)
(29.711)

(28.365)
(0.536)
(0.282)
(29.183)

(0.050)
0.151
0.427
0.528

£m
£m
£m
£m

(0.069)
(0.001)
(0.002)
(0.072)

(0.059)
(0.001)
(0.060)

0.010
0.000
0.002
0.012

(0.206)
(0.004)
(0.006)
(0.216)

(0.180)
(0.001)
(0.181)

(0.206)
(0.004)
(0.006)
(0.216)

(0.180)
(0.001)
(0.181)

0.027
0.003
0.006
0.036

(0.823)
(0.021)
(0.021)
(0.865)

(0.817)
(0.001)
(0.818)

0.006
0.020
0.021
0.047

£m
£m
£m
£m

(0.010)
(0.001)
(0.011)

(0.009)
(0.001)
(0.000)
(0.011)

0.000
(0.000)
(0.000)
0.000

(0.030)
(0.003)
(0.032)

(0.029)
(0.001)
(0.000)
(0.030)

(0.030)
(0.003)
(0.032)

(0.029)
(0.001)
(0.000)
(0.030)

0.001
0.002
(0.000)
0.002

(0.119)
(0.010)
(0.129)

(0.123)
(0.001)
(0.000)
(0.124)

(0.004)
0.009
(0.000)
0.005

£m
£m
£m
£m
£m
£m

(3.277)
(0.140)
(0.080)
(0.035)
(0.020)
(3.552)

(3.483)
(0.272)
(0.157)
(0.032)
(0.020)
(3.964)

(0.206)
(0.132)
(0.077)
0.003
0.000
(0.412)

(9.793)
(0.431)
(0.250)
(0.114)
(0.064)
(10.653)

(10.403)
(0.879)
(0.507)
(0.084)
(0.051)
(11.923)

(9.793)
(0.431)
(0.250)
(0.114)
(0.064)
(10.653)

(10.403)
(0.879)
(0.507)
(0.084)
(0.051)
(11.923)

(0.610)
(0.448)
(0.256)
0.030
0.013
(1.271)

(39.387)
(1.677)
(0.967)
(0.392)
(0.222)
(42.644)

(43.510)
(2.769)
(1.596)
(0.277)
(0.170)
(48.323)

(4.123)
(1.093)
(0.630)
0.115
0.052
(5.679)

£m
£m
£m
£m

(2.024)
(0.115)
(0.094)
(2.233)

(1.820)
(0.073)
(0.033)
(1.926)

0.205
0.042
0.060
0.307

(6.056)
(0.356)
(0.302)
(6.714)

(5.497)
(0.224)
(0.074)
(5.794)

(6.056)
(0.356)
(0.302)
(6.714)

(5.497)
(0.224)
(0.074)
(5.794)

0.559
0.133
0.228
0.920

(24.342)
(1.360)
(1.040)
(26.743)

(23.601)
(0.675)
(0.295)
(24.572)

0.741
0.685
0.745
2.171

Any other spend (substantive)
Any other spend (bank and overtime)
Any other spend (agency)
Others, total

£m
£m
£m
£m

(0.013)
(0.013)

(0.014)
(0.014)

(0.001)
(0.001)

(0.039)
(0.039)

(0.041)
(0.041)

(0.039)
(0.039)

(0.041)
(0.041)

(0.002)
(0.002)

(0.155)
(0.155)

(0.354)
(0.354)

(0.199)
(0.199)

Staff Costs (excluding contingency), total

£m

(15.790)

(15.293)

0.496

(47.415)

(45.913)

(47.415)

(45.913)

1.502

£m
£m
£m
£m

(0.000)
(0.000)
(0.000)

0.000

0.000
0.000
0.000

(0.000)
(0.000)
(0.000)

0.000

(0.000)
(0.000)
(0.000)

0.000

0.000
0.000
0.000

Substantive medical and dental staff, total costs
Substantive non-medical, clinical staff, total costs
Substantive non-medical, non-clinical staff, total costs
Substantive, total costs including contingency
Bank and overtime staff, total costs including contingency
Agency staff, total costs including contingency
Staff Costs, total

£m
£m
£m
£m
£m
£m
£m

(1.166)
(11.039)
(2.037)
(14.242)
(0.856)
(0.691)
(15.790)

(1.047)
(11.171)
(1.833)
(14.051)
(0.842)
(0.400)
(15.293)

0.119
(0.132)
0.204
0.191
0.014
0.291
0.496

(3.473)
(32.972)
(6.095)
(42.540)
(2.647)
(2.228)
(47.415)

(3.214)
(33.130)
(5.537)
(41.882)
(2.695)
(1.336)
(45.913)

(3.473)
(32.972)
(6.095)
(42.540)
(2.647)
(2.228)
(47.415)

(3.214)
(33.130)
(5.537)
(41.882)
(2.695)
(1.336)
(45.913)

0.259
(0.158)
0.557
0.658
(0.048)
0.892
1.502

Agency Ceiling
Variance from ceiling
Agency Costs
From APR SoCI:
Substantive, bank and overtime Staff
Contract and agency staff

£m
£m
£m

Consultants (substantive)
Consultants (bank and overtime)
Consultants (agency)
Trainee grades (substantive)
Trainee grades (bank and overtime)
Trainee grades (agency)
Career/staff grade (substantive)
Career/staff grade (bank and overtime)
Career/staff grade (agency)
Medical and Dental staff, total

Qualified nursing, midwifery and health visiting staff
Qualified nursing, midwifery and health visiting staff (substantive)
Qualified nursing, midwifery and health visiting staff (bank and overtime)
Qualified nursing, midwifery and health visiting staff (agency)
Qualified nursing, midwifery and health visiting staff, total

Nursing, midwifery and health visiting learners
Nurses, midwives and health visiting learners (substantive)
Nurses, midwives and health visiting learners (bank & overtime)
Nursing, midwifery and health visiting learners, total

Qualified scientific, therapeutic and technical staff
Qualified scientific, therapeutic and technical staff (substantive)
Qualified scientific, therapeutic and technical staff (bank and overtime)
Qualified scientific, therapeutic and technical staff (agency)
Qualified scientific, therapeutic and technical staff, total

Qualified healthcare science staff
Qualified healthcare science staff (substantive)
Qualified healthcare science staff (bank and overtime)
Qualified healthcare science staff (agency)
Qualified healthcare science staff, total

Qualified ambulance service staff
Qualified ambulance service staff (substantive)
Qualified ambulance service staff (bank and overtime)
Qualified ambulance service staff (agency)
Qualified ambulance service staff, total

Health care assistants and other support staff
Support to clinical staff (substantive)
Support to nursing staff (bank and overtime)
Support to clinical staff, excluding support to nursing staff (bank and overtime)
Support to nursing staff (agency)
Support to clinical staff, excluding support to nursing staff (agency)
Health care assistants and other support staff, total

Managers and infrastructure support
Managers and infrastructure support (substantive)
Managers and infrastructure support (bank and overtime)
Managers and infrastructure support (agency)
Managers and infrastructure support, total

Others

(189.290) (190.570)

(1.280)

Contingency
Substantive staff
Bank and overtime staff
Contract and Agency staff
Contingency, total

(0.000)
(0.000)

0.000
0.000
0.000

0.000
0.000
0.000

Analysis of staff costs
(14.080) (12.944)
(132.834) (140.469)
(24.497) (23.955)
(171.411) (177.369)
(10.196)
(8.537)
(7.682)
(4.664)
(189.290) (190.570)
(9.062)
1.380
(9.062)

(9.062)
4.398
(4.664)

1.136
(7.636)
0.542
(5.958)
1.660
3.018
(1.280)

£m
£m

(15.098)
(0.691)

WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE

0.2
60.5
0.0
60.7
18.9
33.7
113.3

1.2
60.2
61.4
17.5
32.4
111.3

1.0
(0.3)
(0.0)
0.7
(1.4)
(1.3)
(2.0)

0.2
60.5
0.0
60.7
18.9
33.0
112.6

0.5
60.2
60.7
17.5
34.1
112.3

0.2
60.5
0.0
60.7
18.9
33.0
112.6

0.5
60.2
60.7
17.5
34.1
112.3

0.3
(0.3)
(0.0)
(0.0)
(1.4)
1.1
(0.3)

0.2
60.5
0.0
60.7
18.9
34.4
114.0

0.5
60.2
60.7
17.5
35.4
113.6

0.3
(0.3)
(0.0)
(0.0)
(1.4)
1.1
(0.3)

WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE

218.6
672.7
7.1
0.5
584.1
49.1
30.2
1,562.4

238.8
664.5
6.1
0.6
518.5
46.1
28.2
1,502.9

20.1
(8.2)
(0.9)
0.1
(65.5)
(3.0)
(2.0)
(59.5)

218.0
668.7
7.1
0.5
580.8
49.1
30.2
1,554.4

235.2
661.5
5.9
0.6
523.0
47.0
28.3
1,501.4

218.0
668.7
7.1
0.5
580.8
49.1
30.2
1,554.4

235.2
661.5
5.9
0.6
523.0
47.0
28.3
1,501.4

17.2
(7.2)
(1.2)
0.1
(57.8)
(2.1)
(2.0)
(53.0)

219.3
676.7
7.1
0.5
586.8
49.1
30.2
1,569.8

236.5
669.5
5.9
0.6
529.0
47.0
28.3
1,516.8

17.2
(7.2)
(1.2)
0.1
(57.8)
(2.1)
(2.0)
(53.0)

Analysis of Workforce Numbers
i

Substantive medical and dental staffing WTE
Consultants
Accident and emergency
Anaesthetics
Dentistry/Dental (NHS employed)
GP, Community & Public Health (NHS employed)
Medicine
Obstetrics and gynaecology
Paediatrics
Pathology
Psychiatry
Radiology
Surgery
Other
Substantive consultants, total WTE
Trainee grades
Career/staff grades
Substantive medical and dental staffing, total WTE

Substantive non-medical staffing WTE
Qualified nurses, midwives and health visiting staff
Acute, Elderly and General
Community Services (including district nurses)
Education Staff
Maternity Services (including Special Care Baby Units)
Paediatric Nursing
Psychiatry (including mental health nurses and community psychiatry nurses)
Learning Disabilities (learning disability nurses)
School Nurses
Other Nursing
Substantive qualified nurses, midwives and health visiting staff, total WTE

MEMO LINE: Substantive registered midwives total WTE contained in the above

WTE

-

-

-

-

-

-

-

-

-

-

-

Substantive nurses, midwives and health visiting learners, total WTE

WTE

40.0

14.0

(26.0)

40.0

14.0

40.0

14.0

(26.0)

40.0

14.0

(26.0)

WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE

1.6
38.5
11.4
172.0
96.6
3.7
63.5
387.4

1.6
34.9
11.4
169.6
99.7
2.7
64.8
384.7

(3.6)
(2.4)
3.0
(1.0)
1.3
(2.7)

1.6
38.5
11.4
171.4
96.0
3.7
63.5
386.0

1.6
35.6
11.4
170.3
100.6
2.7
64.5
386.7

1.6
38.5
11.4
171.4
96.0
3.7
63.5
386.0

1.6
35.6
11.4
170.3
100.6
2.7
64.5
386.7

(2.9)
(1.0)
4.6
(1.0)
1.0
0.7

1.6
38.5
11.4
172.7
97.3
3.7
63.5
388.7

1.6
35.6
11.4
171.7
101.9
2.7
64.5
389.4

(2.9)
(1.0)
4.6
(1.0)
1.0
0.7

Clinical psychology
Dental
Multi therapies
Operating theatres
Pharmacy
Psychotherapy
Social services
Other STT staff
Substantive other scientific, therapeutic and technical staff, total WTE

WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE

66.1
7.5
0.6
3.3
27.1
5.1
2.0
154.0
265.8

61.1
2.6
0.8
2.9
26.4
4.8
3.8
159.8
262.2

(4.9)
(4.9)
0.2
(0.4)
(0.7)
(0.3)
1.8
5.7
(3.5)

66.1
7.5
0.6
3.3
27.1
5.1
2.0
154.0
265.8

62.6
2.6
0.8
2.9
25.4
5.3
3.8
157.3
260.6

66.1
7.5
0.6
3.3
27.1
5.1
2.0
154.0
265.8

62.6
2.6
0.8
2.9
25.4
5.3
3.8
157.3
260.6

(3.5)
(5.0)
0.2
(0.4)
(1.7)
0.2
1.8
3.3
(5.1)

66.1
7.5
0.6
3.3
27.1
5.1
2.0
154.0
265.8

62.6
2.6
0.8
2.9
25.4
5.3
3.8
157.3
260.6

(3.5)
(5.0)
0.2
(0.4)
(1.7)
0.2
1.8
3.3
(5.1)

Substantive qualified scientific, therapeutic and technical staff, total WTE

WTE

653.1

646.9

(6.2)

651.8

647.4

651.8

647.4

(4.4)

654.5

650.0

(4.4)

WTE
WTE
WTE
WTE
WTE

16.0
3.8
19.8

13.5
3.8
17.3

(2.5)
(2.5)

16.0
3.8
19.8

13.5
3.8
17.3

16.0
3.8
19.8

13.5
3.8
17.3

(2.5)
(2.5)

16.0
3.8
19.8

13.5
3.8
17.3

(2.5)
(2.5)

WTE
WTE
WTE
WTE

2.8
2.8

2.0
2.0

(0.8)
(0.8)

2.8
2.8

2.0
2.0

2.8
2.8

2.0
2.0

(0.8)
(0.8)

2.8
2.8

2.0
2.0

(0.8)
(0.8)

WTE
WTE
WTE
WTE
WTE

892.0
174.6
524.7
1,591.2

957.3
179.9
537.0
1,674.1

65.3
5.3
12.3
82.9

892.0
174.6
524.7
1,591.2

953.1
180.9
530.9
1,664.9

892.0
174.6
524.7
1,591.2

953.1
180.9
530.9
1,664.9

61.1
6.3
6.3
73.7

892.0
174.6
524.7
1,591.2

953.1
180.9
530.9
1,664.9

61.1
6.3
6.3
73.7

Managers and senior managers
Admin and estates staff
Other infrastructure and support staff
Substantive managers and infrastructure support, total WTE

WTE
WTE
WTE
WTE

107.8
393.6
178.5
679.9

132.1
542.7
674.8

24.3
149.1
(178.5)
(5.1)

107.1
391.0
175.9
673.9

133.5
538.3
671.8

107.1
391.0
175.9
673.9

133.5
538.3
671.8

26.3
147.4
(175.9)
(2.1)

108.4
396.3
180.4
685.1

134.8
543.7
4.5
683.0

26.3
147.4
(175.9)
(2.1)

Substantive any others, total WTE

WTE

1.6

1.6

(0.0)

1.6

1.6

1.6

1.6

(0.0)

1.6

1.6

(0.0)

WTE

4,550.9

4,533.6

(17.2)

4,535.5

4,520.4

4,535.5

4,520.4

(15.1)

4,564.8

4,549.6

(15.1)

WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE

116.0
1.3
18.8
0.6
0.1
112.3
67.4
88.0
404.6

100.3
17.9
0.6
0.3
144.8
10.6
97.2
371.7

(15.8)
(1.3)
(0.9)
0.0
0.2
32.4
(56.8)
9.3
(32.8)

114.7
1.3
18.8
0.6
0.1
111.7
67.4
88.0
402.6

113.9
21.0
0.2
0.2
168.2
21.0
104.5
428.9

114.7
1.3
18.8
0.6
0.1
111.7
67.4
88.0
402.6

113.9
21.0
0.2
0.2
168.2
21.0
104.5
428.9

(0.8)
(1.3)
2.2
(0.4)
0.1
56.5
(46.4)
16.5
26.4

117.4
1.3
18.8
0.6
0.1
113.0
67.4
88.0
406.6

116.6
0.0
21.0
0.2
0.2
169.6
21.0
104.5
432.9

(0.8)
(1.3)
2.2
(0.4)
0.1
56.5
(46.4)
16.5
26.4

WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE
WTE

3.9
8.4
45.5
8.9
0.4
5.8
4.4
5.1
82.3

2.7
2.9
38.5
13.5
0.0
11.6
7.1
4.4
80.7

(1.2)
(5.5)
(7.0)
4.6
(0.4)
0.0
5.9
2.7
(0.7)
(1.6)

3.9
9.1
52.1
9.6
0.4
7.1
4.4
6.5
93.0

3.3
2.9
29.2
10.8
0.0
9.1
5.5
4.3
65.1

3.9
9.1
52.1
9.6
0.4
7.1
4.4
6.5
93.0

3.3
2.9
29.2
10.8
0.0
9.1
5.5
4.3
65.1

(0.6)
(6.2)
(22.9)
1.2
(0.4)
0.0
2.0
1.2
(2.1)
(27.9)

3.9
7.7
39.4
8.2
0.4
4.4
4.4
4.6
73.1

3.3
1.5
16.4
9.4
0.0
6.4
5.5
2.5
45.2

(0.6)
(6.2)
(22.9)
1.2
(0.4)
0.0
2.0
1.2
(2.1)
(27.9)

WTE

5,151.0

5,097.4

(53.7)

5,143.7

5,126.7

5,143.7

5,126.7

(17.0)

5,158.4

5,141.4

(17.0)

WTE
WTE
WTE
WTE
WTE
WTE
WTE

113.3
3,869.3
681.5
4,664.1
404.6
82.3
5,151.0

111.3
3,857.3
676.4
4,644.9
371.7
80.7
5,097.4

(2.0)
(12.1)
(5.2)
(19.2)
(32.8)
(1.6)
(53.7)

112.6
3,860.0
675.5
4,648.1
402.6
93.0
5,143.7

112.3
3,847.0
673.4
4,632.7
428.9
65.1
5,126.7

112.6
3,860.0
675.5
4,648.1
402.6
93.0
5,143.7

112.3
3,847.0
673.4
4,632.7
428.9
65.1
5,126.7

(0.3)
(13.0)
(2.2)
(15.5)
26.4
(27.9)
(17.0)

114.0
3,878.1
686.7
4,678.7
406.6
73.1
5,158.4

113.6
3,865.1
684.5
4,663.3
432.9
45.2
5,141.4

(0.3)
(13.0)
(2.2)
(15.5)
26.4
(27.9)
(17.0)

%
%
%
%
%
%
%
%
%

10.0%
3.2%
1.4%
4.6%
7.5%
88.7%
100.0%
62.4%
0.1%

9.1%
1.5%
3.1%
4.6%
8.4%
88.4%
100.0%
61.3%
0.1%

(10.0%)
(3.2%)
(1.4%)
(4.6%)
(7.5%)
(88.7%)
(100.0%)
(62.4%)
(0.1%)

10.0%
3.2%
1.4%
4.6%
7.5%
88.7%
100.0%
62.4%
0.1%

6.1%
2.1%
1.0%
3.0%
5.3%
58.4%
66.7%
41.0%
0.0%

10.0%
3.2%
1.4%
4.6%
7.5%
88.7%
100.0%
62.4%
0.1%

6.1%
2.1%
1.0%
3.0%
5.3%
58.4%
66.7%
41.0%
0.0%

(3.9%)
(1.1%)
(0.4%)
(1.6%)
(2.2%)
(30.3%)
(33.3%)
(21.4%)
(0.1%)

10.0%
3.2%
1.4%
4.6%
7.5%
88.7%
100.0%
62.4%
0.1%

6.1%
2.1%
1.0%
3.0%
5.3%
58.4%
66.7%
41.0%
(0.0%)

(3.9%)
(1.1%)
(0.4%)
(1.6%)
(2.2%)
(30.3%)
(33.3%)
(21.4%)
(0.1%)

Qualified scientific, therapeutic and technical staffing
Allied health professionals
Art/music/drama therapy
Chiropody/podiatry
Dietetics
Occupational therapy
Othoptics/optics
Physiotherapy
Radiography (diagnostic)
Radiography (therapeutic)
Speech and language therapy
Substantive allied health professionals, total WTE

Other scientific, therapeutic and technical staffing

Qualified healthcare scientists
Life sciences
Physiological sciences
Physical sciences and biomedical engineering
Other
Substantive qualified healthcare scientists, total WTE

Qualified ambulance service staff
Ambulance paramedic
Ambulance technician
Other qualified ambulance staff
Substantive qualified ambulance service staff, total WTE

Support to clinical staff
Support to nursing staff
Support to STT and HCS staff
Support to ambulance staff
Other clinical support staff
Substantive support to clinical staff, total WTE

Managers and infrastructure support

Substantive non-medical staffing, total WTE

Bank and overtime staffing, WTE
Consultants, bank and overtime
Trainee grades, bank and overtime
Career/staff grades, bank and overtime
Qualified nursing, midwifery and health visiting staff, bank and overtime
Nursing, midwifery and health visiting learners, bank and overtime
Qualified scientific, therapeutic and technical staff, bank and overtime
Qualified healthcare scientists staff, bank and overtime
Qualified ambulance staff, bank and overtime
Support to nursing staff, bank and overtime
Support to clinical staff, excluding support to nursing staff, bank and overtime
Managers and infrastructure support, bank and overtime
Any others, bank and overtime
Bank and overtime staffing, total WTE

Agency staffing, WTE
Consultants, agency
Trainee grades, agency
Career/staff grades, agency
Qualified nursing, midwifery and health visiting staff, agency
Qualified scientific, therapeutic and technical staff, agency
Qualified healthcare scientists staff, agency
Qualified ambulance staff, agency
Support to nursing staff, agency
Support to clinical staff, excluding support to nursing staff, agency
Managers and infrastructure support, agency
Any others, agency
Agency staffing, total WTE
Total WTEs

Analysis of WTEs
Substantive medical and dental staff, total WTE
Substantive non-medical, clinical staff, total WTE
Substantive non-medical, non-clinical staff, total WTE
Total substantive WTE
Bank and overtime staff, total WTE
Agency staff, total WTE
Total WTEs

KPIs
Workforce KPIs
Staff turnover
Staff sickness rates (long term rate)
Staff sickness rates (short term rate)
Staff sickness rates (overall rate)
Percentage of vacancies
% of staff appraisals in last 12 months
% of medical staff appraisals as reported to the board
Qualified nurses to total nurses, midwives, health visitors and HCAs
Qualified paramedics and ECPs to total front line staff
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1.

Introduction

1.1

The Board Assurance Framework (BAF) provides a structure and process that enables an
organisation to focus on those risks that might compromise the achievement of strategic
objectives, to map out the key controls in place to manage the objectives and to confirm that
sufficient assurance is available.

1.2

The Board agreed the BAF for 2016/17 at its May meeting, with four key risks identified in
respect of the seven strategic goals
Strategic goal for 2015/16

1

2

3

4
5
6

7

Significant
risk Risk
scoring 15+ as at Score
May 2016
To provide high quality care; first time, every Failures in care
time.
Failure to recruit,
equip, engage and
effectively
utilise
staff
To be a valued partner and expert in Failure to engage
partnership working with patients, communities effectively
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 Financial
used in an efficient and sustainable way.
challenge.

Risk
Owner

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.

-

-

EY
S O’D

NP

-

JC

2.

Quarter 1 Review of the 2016/17 BAF

2.1

Each Lead Director has undertaken a quarterly view of the relevant BAF risk, and assessed
the progress in respect of risk treatment and mitigation. An assessment has been made of
whether or not the risk has increased, reduced or remained the same as a result of progress
with agreed actions and performance in respect of key measures and indicators. The key
actions to be completed in the next quarter are also set out. This approach addresses the
recommendation in the external governance review that the focus of the Board should be on
the effectiveness of risk mitigation rather than the application of a score.

2.2

The outcome of the quarterly review will be assessed by the Executive Performance and
Corporate Risk Group 19 July 2016, the Quality Governance Committee on 21 July 2016 and
the Audit Committee 25 July 2016.
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3.

Recommendations

3.1

The Board is asked to consider the outcome of the quarter one review of the BAF for 2016/17.

Keith Eales,
Trust Secretary
July 2016
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Trust Strategic Goals 2016/17

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

Significant Risk Register 2016/17
Strategic Goal

To provide high
quality care first
time every time

Risk

Failures in care, caused by a failure to support staff in
delivering high quality evidence-based care and a failure to
adhere to Trust policy and practice.

Initial
Score

Current
score

4x4
16

4x4
16

Target
score

Lead

Monitoring
Group

4x4
16

EY

Executive Quality
and Clinical Risk
Group

4x4
16

S O’D

Executive Quality
and Clinical Risk
Group

May result in poor patient experience, failure to protect
patients from harm, disengaged demotivated staff; poor
performance against quality metrics, increase in complaints
and in Duty of Candour incidents, adverse publicity, regulatory
scrutiny.

Failure to recruit, develop, engage with and utilise effectively
sufficient staff to deliver services, caused by
•
•
•
•
•
•
•

Inadequate workforce planning
Insufficient workforce availability
Over-reliance on temporary staff
High turnover
Inadequate workforce development
Inadequate staff engagement
Low workforce productivity

May result in inadequate patient experience, failure to protect
patients from harm, a disaffected workforce, low workforce
productivity, adverse publicity, disruption to services,
regulatory scrutiny.

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

Failure to deliver the Trust financial plan, caused by failure to
deliver the cost improvement programme for the year, lack of
budgetary control, inadequate forecasting, inadequate
medium and long term forecasting and failing to take account
of the changing external environment.

4x4
16

4x3
12

JC

Executive
Performance and
Corporate Risk
Group

4x4
16

4x3
12

NP

Executive
Performance and
Corporate Risk
Group

May result in undue pressure on service budgets and
reduction in service levels, service and structural changes to
ensure continued viability, loss of contracts, adverse publicity
and regulatory scrutiny.

To be a valued
partner and expert
in partnership
working with
patients,
communities and
organisations

Failure to develop and implement partnership agreements;
failure to engage effectively with the public.
Caused by competing priorities in the Trust or on the part of
partners.
May result in the inadequate reflection of Trust priorities and
plans in place-based planning priorities, loss of confidence on
the part of commissioners, inadequate resourcing of Trist
priorities, operational risk, lack of public awareness about the
Trust and regulatory scrutiny.

Board Assurance Framework 2016/17
Failures in Care
Strategic Goal:
To provide high quality care first time, every time (Strategic Goal 1)
Risk:
Failures in care, caused by a failure to support staff in delivering high quality evidence-based care and a failure to adhere to Trust policy and
practice.
May result in poor patient experience, failure to protect patients from harm, disengaged demotivated staff; poor performance against quality
metrics, increase in complaints and in Duty of Candour incidents, adverse publicity, regulatory scrutiny.
Monitoring Group: Executive Quality and Clinical Risk Group
Lead Director: Locality Director, Bournemouth and Christchurch
Risk Scoring:
Initial (April 2016)
Target (March 2017)

4x4= 16

Current

4x4= 16

Quarterly Review by the Lead Director: Q1
Key developments over the last quarter, impacting on the assessment of the likelihood of this risk materialising, have been;•

There has been an overall increase in the number of serious incidents requiring investigation during the quarter attributable to an
increase in falls resulting in fractures. A deep dive is being carried out to understand the trends and themes and will be reported in
September 2016. 70% of incidents reviewed in this quarter were identified as having care or service delivery problems and 12% met the
Duty of Candour requirements (pressure ulcers and falls).There is also evidence of progress in the reduction of the number of times
care planning and risk assessments have been identified as an issue for mental health incidents and a reduction in failure to carry out
skin inspections in this quarter.

•

The Implementation of the CQC action plan continues across all service areas. The pace of implementation has been slower that
expected, however, there appears to be greater service level ownership, with assurance visits demonstrating that changes are being
embedded in the teams. The CAMHs service remains a concern as the actions have not been progressed to a satisfactory standard.
This remains an area of focus for Directors. There have been four CQC Mental Health Act monitoring visits during the quarter, the main

Board Assurance Framework 2016/17
Failures in Care
themes in the feedback reports relate to patient rights and working to the revised code of practice.
•

A number of quality metrics have been below the expected threshold during the quarter; there has been an increase in prone restraint,
rapid tranquilisation and seclusion. There has also been an increase in readmissions to hospital and patients placed out of area. There
has been a significant increase in Section 136 detentions presenting at St Ann’s Hospital. The metrics collectively evidence an increase
in pressure across the mental health system, which increase the risks of failures in care. The Medical Director and Locality Director are
working with the CCG to address this concern.

•

There has been a positive improvement in mandatory training and supervision compliance, however, it is still below 95% compliance .

Although there is evidence of changes in practice and a gradual shift towards achieving compliance and meeting standards on a range of
indicators, there is still a high likelihood of the risk materialising. The risk level remains unchanged for the quarter.
The key actions for quarter 2 are:•
•
•
•
•

A deep dive is being carried out to understand the trends and themes in serious incidents related to falls (to be reported in September) .
Actions arising from MHA monitoring visits to be implemented across all wards.
Engagement with Dorset CCG and Dorset Police to address Section 136 concerns as well as system pressures across mental health.
Maintain the focus on mandatory training, supervision, appraisals and across all services.
Review leadership arrangements and priorities for change in the CAMHS service.

Board Assurance Framework 2016/17
Failures in Care

Control

Assurance from
the First Line of
Defence
(Front line)

Assurance from
the Second
Line of Defence
(Management
evidence)

Assurance from
the Third Line
of Defence
(Independent
evidence)

Gaps in Control

Gaps in Assurance

Action to be taken

Effective locality
governance
structure

Locality
governance
structure in
place

Monthly
Integrated
corporate
dashboard to
Board

Slow response
in some areas
to CQC action
plan
implementation

Full local ownership
by teams and
services, and Trustwide delivery of
CQC action plans

Monthly report to the Board
on CQC action plan
progress and level of team
engagement and ownership
of plans (FH)

Effective clinical
engagement and
leadership

Team level
dashboards

CQC
announced and
unannounced
inspections
(including June
2015/ March
2016)

Evidence of
learning from
incidents

Report of CQC reinspection awaited

Robust
framework of
clinical policies,
standards,
guidelines and
processes in
place

Review of
incidents/ RCA’s

Action plan following
Internal audit of locality
governance (Locality
Directors)

Quarterly
reporting to
Quality
Governance
Committee

Communication
programmes in
key areas eg
quality priorities,
learning from
incidents

Director
walkarounds

Board to ward
systems of
quality
governance

Local CQC
action plans
Staff satisfaction
rates

Risk
management
and incident
reporting
systems

Effective training
of staff to deliver

Systems of
reporting

Internal quality
assurance visits

Clinical Audit
programme
2016/17

Six-weekly
meeting with
CQC re Trust
action plan
CCG
announced and
unannounced
inspections
Monitor/NHS
Improvement/
HM Prisons
Inspectorate/
CQC and NHS
England reports
and reviews

Comprehensive
Framework of
Board to ward
metrics not yet
in place

Internal audit of
locality governance
underway
Evidence that
clinical policies are
being appropriately
used

Targeted action on areas
not showing pace and
progress in implementing
CQC action plan (FH)
Continued implementation
of programme to
understand how learning
from adversity is translated
into practice (FH)
Delivery of the clinical audit
programme (FH)
Internal audits of risk
management (Q2), Mental

Board Assurance Framework 2016/17
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safe and
compassionate
care

Robust system
of obtaining
feedback from
friends and
family
Implementation
of the
Behavioural
Framework

concerns via
Ulysses;
Whistleblowing

Monthly
reporting to the
Executive
Quality and
Clinical Risk
Group on risks
reviewed, SI’s,
falls, pressure
ulcers,
moderate,
major and
catastrophic
incidents,
staffing,
complaints

Internal audit
programme
Well-Led review
June 2015

health Act compliance (Q2),
CQC outcomes (Q3),
locality governance
(Q1,2,3,4), safety alert
systems (Q1), NICE
guidance (Q1)
Deep dive into pressure
ulcers (FH, July 2016)

Board Assurance Framework 2016/17
Failure to recruit, equip, engage and effectively utilise staff
Strategic Goal:
To provide high quality care first time, every time (Strategic Goal 1)
Risk:
Failure to recruit, develop, engage with and utilise effectively sufficient staff to deliver services, caused by








Inadequate workforce planning
Insufficient workforce availability
High turnover
Over-reliance on temporary staff
Inadequate workforce development
Inadequate staff engagement
Low workforce productivity

May result in inadequate patient experience, failure to protect patients from harm, a disaffected workforce, low workforce productivity, adverse
publicity, disruption to services, regulatory scrutiny.
Monitoring Group: Executive Quality and Clinical Risk Group
Lead Director: Locality Director, Dorset
Risk Scoring:
Initial (April 2016)
Target (March 2017)
Current

4x4=16
4x4=16

Quarterly Review by the Lead Director: Q1
Key developments over the last quarter, impacting on the assessment of the likelihood of this risk materialising, have been :

The implementation of initiatives to strengthen staff engagement including vision and values workshops, the continued embedding of
the Heroes awards scheme, with 74 nominations received in the quarter, the continuation of ‘air and share’ drop in sessions for staff

Board Assurance Framework 2016/17
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(although numbers attending have fallen) and the launch of the Dragon’s Den initiative


The completion of roster reviews for the majority of wards



The implementation of a review process on monthly inpatient staffing with detailed review and a follow-up with those wards classified as
being in the red zone



A continued focus on agency resulting in further reductions (the total expenditure in the quarter was £1.235m which is below the
trajectory ceiling target of £1.660m)



Recruitment to the Trust bank (20-30 staff a month)



The development of dashboards for Intermediate Care, District Nursing, CAMHS and Mental Health Services.



Vacancy rates in the first three months of the years were-April 7.5%, May 8.1% and June 8.4%

This risk is broad in scope and contains a number of distinct strands. The summary above demonstrates the progress that has been made in a
number of areas, particular in relation to the continued control on agency expenditure, initiatives to enhance staff engagement and the
development of methods of assessing productivity in some areas.
Whilst progress has been made, the likelihood of the risk materialising is not considered to have changed at the end of quarter 1. Further
progress in respect of staff engagement and productivity will, in particular, be an important influence in respect of an assessment of any change
in the likelihood of the risk materialising.
Key actions planned for quarter 2 include:

Data in respect of the organisational barometer is being collated for reporting in July



Intermediate Care and District Nursing productivity summaries will be included in the Community Rehabilitation dashboard developed
in the new Business Objects environment



Actions plans will be developed in respect of the staff friends and family tests results



IT focus groups will take place in July to support the development of an action plan for the IT and clinical systems service desk to better
support staff
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The development of plans, for implementation at the end of Q2, to support an increased response rate to the next Staff Survey



The development of the agency/bank triangulation tracker



Completion of a roster review in August and September

Control

Assurance from
the First Line of
Defence
(Front line)

Assurance from
the Second Line
of Defence
(Management
evidence)

Assurance from
the Third Line of
Defence
(Independent
evidence)

Gaps in Control

Recruitment and
retention plans

Recruitment
response time

Monthly people
Management
report to the
Board

CQC announced
and unannounced
inspections
(including June
2015 inspection
and March 2016
re-inspection)

Staffing shortfalls
remain in place in
key areas

Systematic
process in place
for establishing
staffing levels and
managing
unplanned
absences
Centralisation of
temporary staffing
team
Agency project
implementation
plan

Daily monitoring
of shift reports
Monitoring
processes and
systems in place
to record staffing
levels
Team incident
and e-rostering
escalation
processes

Monthly staffing
report to
Executive Quality
and Clinical Risk
Group
Quarterly report to
Quality
Governance
Committee; halfyearly report to
the Board on
inpatient ward
staffing

Six-weekly
meeting with CQC
re Trust action
plan
CCG announced
and unannounced
inspections
Agency
framework
reporting

Gaps in
Assurance

KPI’s to be
developed for the
performance of
the Trust bank
(FH)

Visibility of Trust
as an employer of
choice in the
employment
market
Some teams not
on e-roster

Action to be taken

Full
implementation of
e-roster for clinical
teams

KPI’s to be
developed for
recruitment and
retention activity
(CLH)
E-roster roll-out
(JC)
Participation in
the national study
of organisational
health of
healthcare trusts

Board Assurance Framework 2016/17
Failure to recruit, equip, engage and effectively utilise staff
Staff Survey
action plan
Agency reduction
project plan with
workstreams

Agency/vacancy
tracker
Recruitment and
Retention Group

Internal audit
programme

(CLH, December
2016)
Internal audit
reviews of agency
spend (Q1),
health and safety
management (Q2)
Reporting on the
cultural barometer
(NP, July 2016)
Delivery of the
staff survey action
plan (CLH)
Development of
an agency/bank
triangulation
tracker (LB,
September 2016)

Board Assurance Framework 2016/17
Failure to deliver the financial plan
Strategic Goal:
To ensure the Trust’s resources are used in an efficient and sustainable way (Strategic Goal 6)
Risk:
Failure to deliver the Trust financial plan, caused by failure to deliver the cost improvement programme for the year, lack of budgetary control,
inadequate forecasting, inadequate medium and long term forecasting and failing to take account of the changing external environment.
May result in undue pressure on service budgets and reduction in service levels, service and structural changes to ensure continued viability,
loss of contracts, adverse publicity and regulatory scrutiny.
Monitoring Group: Executive Performance and Corporate Risk Group
Lead Director: Director of Finance
Risk Scoring:
Initial (April 2016)
Target (March 2017)
Current

4x4
16
4x3
12

Quarterly Review by the Lead Director: Q1
It has been a strong first quarter with the monthly finance reports to the Board showing that performance has been ahead of plan. Over 50%of
the CIP for the year has been delivered.
Key actions completed in the quarter
•

report on IM&T to Board in June

On the basis of the progress made in the first quarter, the likelihood of the risk in respect of delivering the financial plan for the year
materialising is considered to have diminished. However, it needs to be borne in mind that the risk also reflects wider developments in respect
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Failure to deliver the financial plan
of the health economy, most notable the CSR and the STP. There remains a considerable degree of uncertainty about the longer-term financial
implications of the STP and the CSR for the Trust. Over this longer-term horizon the risk for the Trust remains significant.
Key actions for Q2 are:•
•
•
•
•
•

delivery of the financial plan for Q2
delivery of the CIP programme for Q2
progress with the delivery of the asset disposals in the 2016/17 CIP
progress with the PICU project and the associated cost avoidance forecast (from Q3 onwards)
development of the three year financial plan
development of the CIP pipeline

Control

Assurance from
the First Line of
Defence
(Front line)

Assurance from
the Second Line
of Defence
(Management
evidence)

Assurance from
the Third Line of
Defence
(Independent
evidence)

Financial control
and reporting
systems

Monthly finance,
performance and
workforce reports

Monthly reports to
the Executive
Performance and
Corporate Risk
Group and Board

Internal and
external audit
reviews of
systems

Oversight of CIP
delivery
Oversight of
delivery of the
capital strategy
and investment
programme
Planning to
mitigate financial
challenge in future

Individual capital
programme
project monitoring

PMO reports to
the Executive
Performance and
Corporate Risk
Group on CIP
delivery
Monthly meetings
of the Capital
Oversight Group

Quarterly
reporting to and
feedback from
Monitor
Monitor approval
of the Operational
plan for 2016/17

Internal audits

Gaps in Control

Gaps in
Assurance

Action to be taken

Medium to longterm sustainability
of Trust unknown
pending outcome
of Clinical
Services Review

Three year
financial strategy
to be agreed (JC
November 2016)

Deliverability of
the 2016/17 CIP
programme
Robustness of the
CIP pipeline

Internal audit
reviews of CIP
and budgetary
control process
(Q2) and financial
accounting (Q3)

Board Assurance Framework 2016/17
Failure to deliver the financial plan
years
Engagement in
STP process

Full engagement
in the STP
planning meetings

Annual
operational and
planning budget
cycle overseen by
the Board

Approval of STP
by partners

Board Assurance Framework 2016/17
Failure to engage with external partners and the wider community
Strategic Goal:
To be a valued partner and expert in partnership working with patients, communities and organisations (Strategic Goal 2)
Risk:
Failure to develop and implement partnership agreements; failure to engage effectively with the public.
Caused by competing priorities in the Trust or on the part of partners.
May result in the inadequate reflection of Trust priorities and plans in place-based planning priorities, loss of confidence on the part of
commissioners, inadequate resourcing of Trust priorities, operational risk, lack of public awareness about the Trust and regulatory scrutiny.
Monitoring Group: Executive Performance and Corporate Risk Group
Lead Director: Director of Organisational Development and Participation
Risk Scoring:
Initial (April 2016)

4x4= 16

Target (March 2017)
Current

4x2=8
4x3=12

Quarterly Review by the Lead Director: Q1
Actions taken and evidence of impact in quarter one show that the organisation has fully engaged in the place based planning processes,
actively influencing the CSR and ICS in particular. The evidence is shown in the ICS vision, which is aligned to the Trust’s own strategy of
delivering integrated community services and in the vision of the STP, which was endorsed by the Board in May 2016. Underpinning
engagement with partners is increased engagement with local communities through delivery of the Membership engagement plan. The critical
action for Q2 is agreeing the approach to the delivery of the Trust’s formal response to the ICS consultation, in conjunction with staff and local
communities and partners.
Key actions completed in the last quarter were

Board Assurance Framework 2016/17
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•
•
•
•
•

submission of the Operational Plan to NHSI
briefing the Council of Governors on the STP
the submission of the draft STP to the Board in May
submission of the Trust Annual Plan delivery themes for 2016/17 to the Board in June
membership engagement plan agreed

On the basis of the above, the likelihood of the risk materialising is considered to have reduced.
Key actions for Q2 include
•
•
•
•

agreement on the approach to monitoring Annual Plan delivery
delivery of the membership engagement plan
reviewing feedback from NHS England on the STP
agreeing how the Trust response to the Clinical Services Review will be developed
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Control

Assurance from
the First Line of
Defence
(Front line)

Assurance from
the Second
Line of Defence
(Management
evidence)

Assurance from
the Third Line
of Defence
(Independent
evidence)

Gaps in Control

Gaps in
Assurance

Action to be
taken

Engagement in
the CSR/STP
process

Attendance at
CSR, STP and
System
Leadership
Group
meetings

Board review of
annual plan
delivery

Monitor review
of Operational
Plan for
2016/17

Framework for
STP delivery to
be agreed

Community
engagement
plan to be
developed (NP)

Reports to
Council of
Governors on
delivery of
membership
engagement
plan

Integrated
community
services
proposals
published by
CCG

Trust led
community
engagement
plans re STP
and CSR to be
agreed

Established
Trust annual
planning cycle

Membership
engagement
plan

Monitoring of
Annual Plan
delivery

Annual plan
delivery

Engagement in
Acute Care
Pathway
Review

Relationships
between
localities and
stakeholders

Feedback from
partners

Partnership
working with
local authorities

Monitoring on
membership
engagement
plan

STP feedback
from NHSE not
received

Develop Trust
response to
STP (Executive
team)
Arrangements
for Annual plan
delivery to be
agreed (NP,
September
2016)
Implementation
of membership
engagement
plan (NP)

Trust to lead
STP
community
engagement

Board Assurance Framework 2016/17
Failure to engage with external partners and the wider community
strategy (NP)
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Well-Led Governance Review Action Plan
Part 1 Board Meeting 27 July 2016

Author

Keith Eales

Sponsoring Board
Member

Ann Abraham

Purpose of Report

Recommendation

This report presents the outcome of the quarterly review of the
action plan prepared in response to the external evaluation, in
2015, of the Trust against the Monitor Well-Led Framework.
It suggests that, in addition to the quarterly reviews of the
action plan, progress could be assessed through an external
assessment of the position of the Trust in respect of the
measurement domain (the weakest area of performance in the
assessment) and by internal audit in relation to the remaining
Framework questions.
The Board is asked to
(a) note the action plan;
(b) consider commissioning an external review of the Trust
in respect of the measurement domain of the Well-led
Framework and, in particular, on data quality;
(c) request the Audit Committee to consider including in
the annual internal audit programme an assessment of
the position of the Trust against the other questions in
the Framework.

Engagement and
Involvement

-

Previous
Board October 2015, January 2016 and April 2016,
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 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:

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

2

No











1.

Background

1.1

Under the Risk Assessment Framework, and in line with the NHS Foundation Trust Code of
Governance, Monitor expects Foundation Trusts to carry out an external review of their
governance every three years. To support this process, Monitor has published the Well-Led
Framework. The Framework is outcomes-led with four domains, ten high-level questions
and 34 subsidiary questions based around good practice outcomes. Trusts and reviewers
can use the domains and questions to assess governance.

1.2

The four domains that the Framework covers are:
• Strategy & Planning; How well is the Board setting direction?
• Capability & Culture; Is the Board taking steps to ensure it has the appropriate
experience and ability, now and into the future? Can it shape the organisation’s culture?
• Process & Structure; Do reporting lines and accountabilities support effective oversight?
• Measurement; Does the Board receive appropriate, robust and timely information that
supports the leadership of the Trust?

1.3

The underpinning high-level questions in each domain are.
Strategy and
planning

Capability and
Culture

Process and
structures

Measurement

Does the Board have
a credible strategy to
provide high-quality,
sustainable services
to patients and is
there a robust plan to
deliver?

Does the Board have
the skills and
capability to lead the
organisation?

Are there clear roles
and accountabilities in
relation to Board
governance (including
quality governance?)

Is appropriate
information on
organisational and
operational
performance being
analysed and
challenged?

Is the Board
sufficiently aware of
potential risks to the
quality, sustainability
and delivery of current
and future services?

Does the Board shape
an open, transparent
and quality-focused
culture?
Does the Board
support continuous
learning and
development across
the organisation?

Are there clearly
defined, well
understood processes
for escalating and
resolving issues and
managing
performance?

Is the Board
assured of the
robustness of
information?

Does the Board
actively engage
patients, staff,
governors and other
key stakeholders on
quality, operational
and financial
performance?

1.4

The Trust commissioned PM Governance to undertake the review. The on-site field work
was undertaken in July 2015 and reported to the Board in October.

1.5

The scoring by PM Governance in respect of each domain is attached as appendix 1. The
report identified 17 recommendations and a number of areas of good practice that the Trust
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could consider. No material governance concerns were identified. The report commented
that
‘The Trust has built a good governance structure that is conceptually sound, incorporating
leading edge practices in risk management and board assurance’.
1.6

Monitor was advised of the outcome of the review and of the recommendations, as
required under the Risk Assessment Framework.

1.7

A lead Director(s) was identified for each of the 17 recommendations and the action to be
taken approved by the Board in January 2016. The first quarterly review was submitted in
April 2016.

2.

Progress in Implementing the Action Plan

2.1

The outcome of the second quarterly review of the action plan is attached to this report
(appendix 2).

2.2

Nine of the 17 actions have been completed. The remaining actions have been completed
in part, with the latest assessment of progress set out in the appendix.

2.3

Three of the actions warrant specific mention
(a) Clinical Services strategy (action 3, page 1); whilst the implementation date envisaged
for the agreement of a strategy has not been met, a process has been set for taking
forward its development. A first draft of the strategy is available. Timescales for taking
this forward are being agreed.
(b) Corporate improvement methodology (action 9, page 5); discussions have been held in
various forums with regard to taking this forward. Whilst the implementation date has
gone beyond the originally envisaged timescale, an approach has been agreed for
developing the Trust approach in this area.
(c) Data quality (action 17, page 9); the measurement domain received the lowest score in
the PM Governance assessment (see appendix 1). Whilst plans are in place to improve
performance in this area, the Audit Committee has noted that these will take some time
to fully implement.

2.4

Trusts are required to carry out an external governance review every three years. The next
review for the Trust is scheduled for 2018.

2.5

The Board may wish to consider the merit in testing the position of the Trust in respect of
the domains and the 10 questions (paragraph 1.3 above) during the intervening period.

2.6

Given the significance of the measurement domain and data quality, and the fact that this
was the weakest of the domains in the 2015 review, there may be merit in considering an
external assessment of the progress made by the Trust and the plans in place to improve
performance.

2.7

With regard to the remaining domains and questions, there may be merit in a review of the
position of the Trust being included in the annual internal audit programme. One or two
questions could be included in each annual programme.

3.

Recommendation

3.1

The Board is asked to
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(a) note the action plan;
(b) consider commissioning an external review of the Trust in respect of the measurement
domain of the Well-led Framework and, in particular, on data quality;
(c) request that the Audit Committee consider including, in the annual internal audit
programme, an assessment of the position of the Trust against the other questions in the
Framework.

Keith Eales
Trust Secretary
July 2016

Appendix 1

5

Scoring of each question by the PM Governance Review Team (July 2015).

Key
Does not meet expectations. (Major omission in quality governance identified. Significant volume of action plans required and
concerns about management capacity to deliver).
Partially meets expectations, but with some concerns on management capacity to deliver within a reasonable timeframe. (Some
elements of good practice, some minor omissions. Action plans to address perceived gaps in early stage development with
limited evidence of track record of delivery)
Partially meets expectations, but confident in management capacity to deliver green within a reasonable timeframe. (Some
elements of good practice, no major omissions and robust action plan to address perceived gaps with proven track record of
delivery)
Meets / exceeds expectations. (Many elements of good practice and there are no major omissions).
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Appendix 2
Well-Led Governance Review Action Plan: July 2016
Recommendation

Action to be taken agreed at January
2016

Lead

Target

Progress Update

Strategy and Planning Domain
1

That the Board develop strategic
options aligned to a variety of
possible outcomes from the
CSR, while at the same time
seeking to shape the CSR.

The key action being taken is in respect
of the development of the “out of
Hospital model”. This will be used to
influence and respond to the CSR.

S O’D

March
2016

Following a presentation to the
Board Workshop in March, models
in respect of out of hospital care
were submitted to commissioners.
The Trust is continuing to work with
the CCG and partners in shaping
the out of hospital model.
Commissioners held a series of
public engagement events during
June.
Following the CCG Governing Body
meeting on 20 July the Board will
develop a response to, and
consider the implications of, the
CSR through planned workshops
and meetings.

2

That the Executive sets out more
precisely the measures of
success for each strategic goal,
and outline in more detail
implementation plans beyond the
current year.

The Stages of Excellence methodology
will be used to measure delivery of the
strategic goals.

1

NP

Progress
report to
Board in
February
2016

The revised scoring for the Stages
of Excellence model was agreed by
the Board in May 2016. The model
will continue to be used to evaluate
progress in delivering the Trust
strategy and Directors are
reviewing the development of the
methodology prior to a further

report to the Board.
3

That a Clinical Strategy is
developed and agreed in order to
provide a clearer steer on future
clinical models and strategic
decisions concerning the Trust’s
future estate requirements.

A strategy will be developed for
submission to the Board

NK

Revised
from July
to Sept
2016

The approach for developing the
strategy has been agreed
1. Meet with key individuals to
discuss architecture and
direction clinical strategy
2. Identify national and local
context and priorities which will
have bearing on strategy
development, including
perspective of relevant
stakeholders and partners
3. Draft initial document
4. Draw up strategy by target
population
5. Test strategy at Clinical
Executive and Board Workshop
6. Prepare and implement
communication plan to broaden
awareness within the Trust and
with relevant stakeholders and
partners.
7. Develop process whereby
strategy delivery is tracked
8. Maintain overview so that
Strategy remains ‘live’ and

2

updated
The first draft of the strategy has
been prepared. Further
consideration needs to be given to
the timescales for its development
4

To enhance further control over
risk, the Board should put greater
emphasis on effective risk
treatment and move beyond a
focus on scoring or risk
definitions.

Reports to the Board, Audit and Quality
Governance Committees will provide
more emphasis on risk treatment

KE

January
2016

The reporting template to the Board
and Board Committees now
provides for an assessment by
each risk lead as to the
effectiveness of the risk treatment
plans. This has provided the basis
for a more comprehensive
discussion at monitoring
committees.
This approach has been developed
further in the reporting template for
the 2016/17 BAF which provides a
focus for a narrative by each lead
Director on the extent to which the
risk is being mitigated and the
actions and evidence which
supports this.. This approach is not
yet embedded, and will only be
reported on for the first time in
quarter 1 of 2016/17 (hence the
amber rating).

5

That the Board explore what
additional assurance it requires
in order to declare ongoing
compliance with the CQC’s
minimum standards for

Develop the CQC Quality Improvement
Plan (QIP) in response to the recent
published inspection outcome for
discussion at the Trust Board

3

FH

January
2016
Board

Completed

registration.

The QGC to consider the evidence
required to ensure the actions have been
met and how assurance is currently
achieved

Map any assurance deficits using the 3
lines of defence model and propose
solutions

4

31/12/15

31/12/15

Completed
Assurance reports to the QGC
highlighting where there are gaps
and potential risks to compliance.
Plans to meet the actions are
outlined and open to discussion
and challenge from the QGC.
Report highlights when
recommendations are complete
and the evidence available to
demonstrate this.
Internal Quality Assurance visits
take place to individual sites with
reports outlining the progress
toward implementation of the
recommendations. Reports are
shared with the clinical leaders and
Locality Director with proposed fast
track action for any areas failing to
meet the re commendation.
Highlights of these site reports are
shared quarterly with QGC for
discussion and challenge.
The full reports are available on
request.
A lead manager and Director are
assigned to each core service
action plan. They liaise with the
leads from the teams within the
core service and collate the
evidence and assure compliance
with the actions. Progress is
reported to the PMO monthly who
maintain the action tracker.

The PMO review the submissions
and where the evidence is not
clearly demonstrating compliance
will flag this in their reports.
Quality assurance visits are
undertaken to a sample of teams
within core services to assess what
is happening in practice and that
progress with the actions is
achieving the outcome of the CQC
recommendation.
Reports are presented to the
Executive Performance and
Corporate Risk Group, Executive
Quality and Clinical Risk Group,
and Trust Board on a monthly
basis. Assurance reports are also
presented to the Quality
Governance Committee quarterly.

6

That the Board develop horizon
scanning and scenario analyses
to evaluate the risks to strategy,
applying a greater emphasis on
strategic risks in the BAF.

Ongoing operational monitoring and
review CQC at the EQCRG

Ongoing

Assurance reports to the QGC
highlighting where there are gaps and
potential risks to compliance

Quarterly

Horizon scanning and scenario analysis
to be undertaken through the Annual
plan process and key strategic risks
identified

5

NP

Jan/Feb
2016

In place

As part of the development of the
Operational Plan for 2016/17 a
number of strategic risks were
identified. These included key
strategic developments such as the
STP and CSR as well as the
medium and longer-term financial
challenge facing the NHS and the

Trust. These formed the core of the
2016/17 BAF. Given this, the
content of the BAF and the current
environment, the development of
further scenarios is not being
undertaken.
Capability and Culture Domain
7

8

That the Remuneration
Committee sets out clearly for
the Board its programme of work
in relation to succession planning
and Executive development.

The Appointments & Remuneration
Committee will consider succession
planning and Executive Director
development

To inform current practice and
variation between Localities, the
Board incorporate Locality
performance into the dashboard
for comparable indicators of
quality.

To review the dashboard with regard to
the possibility of including locality
performance.

To enhance understanding of
best practice in the sector the
Board extend the use of clinical
benchmarking, where
appropriate.

To investigate and propose prior to
implementation, which clinical
benchmarking is appropriate for use.

6

CH

January
2016

Completed
The Appointments and
Remuneration Committee has
agreed an annual cycle of business
which includes a review of
succession planning in January
each year and reviewing the
outcome of Director appraisals.

JC/FH/
NK

March
2016

A revised integrated corporate
dashboard has been agreed by the
Board and was submitted for the
first time in May 2016. This review
of the dashboard did not priority, in
terms of Board reporting, a focus
on localities (which is addressed at
executive level).
Benchmarking features more
prominently in the new dashboard.
However, reporting through the
revised dashboard is not yet
embedded (hence the amber
rating).

9

That the Board consider the
To agree an appropriate methodology
benefits of adopting a clear
corporate methodology that it can
use to drive improvement across
the organisation.

10 That the Executive ensure any
care management problem
identified using root cause
analysis is evaluated and acted
upon.

Directors to agree recommendations and
identify trends on a monthly basis
.
Head of Patient Safety and Risk/Medical
Director to review trends quarterly,
monitor repeat recommendations.
Patient Safety team to report on
evidence of change in practice on
selection of recommendations that have
been reported as completed.

FH

March
2016

FH

January
2016

A full discussion took place at the
Quality Governance Committee on
19 May 2016 on standardised
approaches to quality improvement,
strategic direction and planning. It
was agreed that the Director of
Nursing and Quality, the Medical
Director and the Chair of the
Committee would develop an
implementation plan.
The Directors review process has
commenced
Quarterly reporting arrangements
are in place for Quality Governance
Committee. This process has been
implemented

Progress of recommendations to be
reported quarterly to the Quality
Governance Committee

Completed

Processes and Structure Domain
11 That action be taken to improve
the effectiveness of the
Executive Group meetings. Such
action may involve clarifying
more directly the information
requirements in advance,

Meeting planning and arrangements for
the two main Executive Groups will be
reviewed.

7

RS/FH/
NK/KE

January
2016

The terms of reference of the
Executive Quality & Clinical Risk
Group have been reviewed and a
cycle of business established.
Additional meeting time has been
programmed.

standardising the structure of
reports, prioritising agendas and
major decisions as part of the
annual cycle of business, and
giving each agenda item an
appropriate amount of
time, rather than a standard ten
minute allocation, in order to get
through the required business.

The annual cycle of business for
the Executive Performance &
Corporate Risk Group has been
reviewed and arrangements agreed
for the distribution of items outside
meetings to streamline agendas.
The arrangements will be reviewed
by the Trust Secretary in August
2016. Progress has been rated as
amber pending this review.

12 That the Non-Executive Directors
consider whether the outputs of
the clinical audit programme
assume sufficient prominence in
the assurance framework or
sufficient scrutiny by
the assurance committees.

A review will be undertaken and a report
submitted to the Chairs Meeting

13 In the event that a whistleblowing
concern is raised which relates to
an Executive Director, an
exception be considered to allow
a Non-Executive Director to lead
the investigation, which might
complement the existing role of
the Senior Independent Director.

The Speaking up and Whistleblowing
Policy will be amended to reflect this.

Chairs
Meeting

CH

January
2016

January
2016

The clinical and internal audit
programmes have been reviewed
by the Audit Committee and aligned
to support the Board Assurance
Framework.

Completed
The revised policy, agreed by the
Board in November, included the
following
“Concerns relating to the Chief
Executive or a Director can be
raised with the Senior Independent
Director (details for content are in
5.6 above) and/or with the Chair of
the Trust”.

Measurement Domain
8

14 That the Board explore and
debate its tolerance for serious
incidents and review the
threshold accordingly.

To understand how the thresholds have
been set and the rationale that underpins
this

FH

October
2015

Completed
The threshold for the PSI moderate
and above is set at 8.08%. This
was determined from reviewing the
available data nationally on PSI’s at
this level. Nationally over a 6
month period (NRLS data) the
average for moderate and above
harms was 8.08%. We are
currently measuring our
performance monthly so is subject
to in-month variation that may be
higher or lower than the 6 month
average and hence misleading.
The data is six months behind so
should be reviewed every six
months to understand the national
position from which to base our
own threshold.

Consider whether the threshold needs to
be changed in the light of the review.

FH

October
2015

Completed
Measure has been adjusted on the
Trust Integrated Corporate
Dashboard to reflect the finding
from the review of the indicator.

15 That the Audit Committee satisfy
itself that the frequency of
reviewing assurance on data
quality is proportionate to the
level of concern within the Trust.

The Audit Committee to review
frequency of assurance reporting

9

JC

October
2015

Completed, existing reporting
considered appropriate

16 The Audit Committee obtains
assurance and is satisfied that
there is sufficient clarity
regarding the numerator and
denominator for all indicators
expressed as a percentage in the
dashboard.

FH and lead clinicians to join the Data
Quality Steering group to work with the
informatics team on dashboard data
quality.

NK/FH

The Data Quality Steering Group to
provide assurance reports to the Audit
Committee from the clinical perspective
regarding the data quality and that it is
understood in practice regarding the
collection and recording of the data.
The Data Quality Steering group to
highlight any quality issues regarding the
data to the Audit Committee as required.
17 The Trust reviews the
mechanism for making
judgements on data quality
confidence ratings and explores
how this could be automated or
at least become less dependent
upon the judgement of one
individual.

The Audit Committee will review this.

JC

January
2016

The Director of Nursing and Quality
has joined this Group. Appropriate
clinical representation is being
identified.

As
required

Completed

As
required

Completed

October
2015

The Audit Committee has reviewed
the current mechanisms
The Committee has noted the
programme and timescale for the
action to be taken to addressing the
recommendation.
A Trust Data Quality Lead has been
appointed to take this action
forward. Whilst data quality in
reports to the Board is considered
to be reliable, there is a need for a
systematic process to evidence the
quality of data and the programme
proposed is underway. The

10

programme is overseen by the Data
Quality Steering Group, which
includes clinicians amongst its
members.
The programme of regular
independent audits which evidence
the reliability of data, such as the
year-end audit by PWC will
continue. The outcome of these
audits will continue to be reported
to the Audit Committee.
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Whistleblowing Report
Part 1 Board Meeting 27 July 2016
Author

Barbara Martin, Associate Director HR (Specialist Services)

Sponsoring Board Member

Colin Hague, HR Director

Purpose of Report

This report details formal whistleblowing incidents for the period
April-June 2016 together with actions taken and current status.

Recommendation
The Board is asked to note the report and agree the
recommended policy changes subject to trade union
consultation.
Engagement and Involvement

Data and information has been gathered from directorates via
HR Business Partners and senior management.

Previous Board/Committee
This follows a previous report to Part II of the Board on 27 April
Dates
2016.
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;

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

Any action required?
Yes










Yes
Detail in report

No











1.

INTRODUCTION

1.1

Seven cases were raised under the whistleblowing provisions during the period April
to June 2016. However, upon further initial investigation, two cases were found not to
meet the whistleblowing criteria and were dealt with through other procedures. The
five cases dealt with under the Whistleblowing and Speaking Up Policy are detailed
below.

1.2

If, during discussion of this report, it becomes necessary to disclose any confidential
information as defined by the Freedom of Information Act, the Board discussion of the
particular case will be deferred to the Part 2 item.

2.

NEW CASES RAISED INTERNALLY

2.1

6/2016
Concerns have been raised alleging bullying and harassment and inappropriate
behaviour towards staff and patients by a manager within mental health.
7/2016
A community services employee raised concerns about another employee’s
professional practice, management of the case and service, and the implications for
the service.
8/2016
Concerns have been raised alleging bullying and harassment towards staff by the
manager of a support services team.
9/2016
Concerns have been raised relating to standards of care within a mental health unit,
including the competency of those staff required to carry the response bleep and
undertake PMVA techniques. Bullying by a manager has also been alleged.
10/2016
Concerns were raised relating to the impact of low staffing levels and the subsequent
risk this posed to service users.

3.

CASE UPDATES

3.1

Case 5/2016
This case arose following the management of an employee through a health and
wellbeing process which raised concerns about the employee’s capability and case
involving a disciplinary process. The employee raised concerns including alleged
“corruption”.
The case was referred to Nick Yeo, Senior Independent Non-Executive Director who
commissioned independent investigation arrangements.
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The complainant in this case indicated they were making representations to the CQC.
There has been no contact from the CQC.
Nick Yeo determined, based on the evidence provided, that the concerns raised did
not fall under the framework of the Speaking Up and Blowing the Whistle Policy, as
they related entirely to individual employment circumstances, and recommended
alternative policies that may assist the employee more appropriately.
CASES RAISED EXTERNALLY
4.1

There have been no known cases raised externally during the period April-June 2016.

5.

NEW FREEDOM TO SPEAK UP: WHISTLEBLOWING POLICY FOR THE NHS

5.1

Introduction of a national ‘standard integrated policy’ was one of a number of
recommendations of the review by Sir Robert Francis into whistleblowing in the NHS,
aimed at improving the experience of whistleblowing in the NHS. It is expected that
this policy (produced by NHS Improvement and NHS England) will be adopted by all
NHS organisations in England as a minimum standard to help to normalise the raising
of concerns for the benefit of all patients. The Trust is taking steps to amalgamate
the national policy with its local procedure. A new local policy has been drafted and
will be subject to further consideration and consultation. As part of this review Trust
whistle blowing guardian arrangements are being reviewed. The revised policy and
arrangements will be considered by the Board later this calendar year.

5.

WHISTLEBLOWING REVIEW GROUP

5.1

The Whistleblowing Review Group met on 6 July for their six-monthly review of cases.
The arrangements for reviewing and overseeing whistleblowing cases are felt to be
helpful in supporting a positive whistleblowing culture.

6.

NEW NATIONAL GUARDIAN FOR THE NHS
Dr Henrietta Hughes, currently the Medical Director for NHS England’s North Central
and East London region and practising GP, has been appointed as the new National
Guardian for speaking up freely and safely within the NHS. Dr. Hughes will work four
days a week as National Guardian, continuing to work as a GP and GP appraiser
outside of this role.

7.

RECOMMENDATION

7.1

The Board is asked to note the report.

Colin Hague
Director of HR
July 2016
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Medical Staff Revalidation Update
Part 1 Board Meeting 27 July 2016
Author

Denise Cope

Sponsoring Board Member

Nick Kosky

Purpose of Report

To update the Board on the Trust’s arrangements to enable
revalidation of medical staff.

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

N/A

Previous Board/Committee
N/A
Dates
Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:
All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information

Any action required?
Yes











Yes
Detail in report

No
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MEDICAL STAFF REVALIDATION – UPDATE
JULY 2016
1

EXECUTIVE SUMMARY

At the end of the 2015/16 appraisal year there were 94 doctors with a prescribed connection
to Dorset HealthCare University NHS Foundation Trust.
All doctors with a prescribed connection have been allocated a trained appraiser and have
had an appraisal meeting or a valid reason, in line with national guidance, for exception
within the 2015/16 appraisal year.
2

PURPOSE OF REPORT

2.1

The purpose of this report is to provide assurance that there is a robust system in
place that meets GMC guidelines for the appraisal and revalidation of all medical staff
for whom Dorset HealthCare is their Designated Body.

2.2

Revalidation of doctors is an established national process. The enhanced appraisal
to support the revalidation process, within Dorset HealthCare University Foundation
Trust, has been in place since 2011 and has been subject to internal audit review in
2012 and 2013 and an Independent Verification visit by NHS England in March 2015.

3

BACKGROUND

3.1

Medical Revalidation was launched in 2012 to strengthen the way that doctors are
regulated, with the aim of improving the quality of care provided to patients,
improving patient safety and increasing public trust and confidence in the medical
system.

3.2

Provider organisations have a statutory duty to support their Responsible Officers in
discharging their duties under the Responsible Officer Regulations and it is expected
that provider boards will oversee compliance by:


Monitoring the frequency and quality of medical appraisals in their
organisations;



Checking there are effective systems in place for monitoring the conduct
and performance of their doctors;



Confirming that feedback from patients is sought periodically so that their
views can inform the appraisal and revalidation process for their doctors;
and



Ensuring that appropriate pre-employment background checks (including
pre-engagement for Locums) are carried out to ensure that medical
practitioners have qualifications and experience appropriate to the work
performed.
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4
4.1

4.2

4.3

5

GOVERNANCE ARRANGEMENTS
The Trust has in place the following key personal to support the appraisal and
revalidation process:

Responsible Officer – Nick Kosky



Appraisal and Revalidation Lead – Denise Cope



Appraisal and Revalidation Facilitator – Annette Sanders

Progress of the appraisal and revalidation process during 2015/16 is monitored via
regular reporting as follows:

Quarterly reports to Revalidation England-South



Annual Organisational Audit 2015/16

A system involving Medical HR is in place to enable the Revalidation Facilitator to
update and maintain an accurate list of doctors with a prescribed connection to
Dorset HealthCare via the Trust’s GMC Connect Account.
MEDICAL APPRAISAL

5.1 Doctors with prescribed connection
5.1.1 As at 31 March 2016, of the 94 doctors with a prescribed connection to the Trust, 92
have had an appraisal meeting.
Two appraisals were defined as approved missed appraisals, according to national
guidance, due to the following reasons:


1 doctor on prolonged sick leave



1 doctor joined the Trust late February 2016 from overseas

Eight appraisals are defined as approved incomplete appraisals, according to national
guidance, due to the following reasons:

The outputs for 3 appraisals were unable to be signed-off within the
prescribed timescale due to doctor annual leave



The outputs for 1 appraisal were unable to be signed-off within the
prescribed timescale due to the doctor and the appraiser being on annual
leave



The outputs for 4 appraisals were unable to be signed off within the
prescribed timescale due to appraiser annual leave
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5.1.2 All doctors have access to a funded 360° appraisal, once within each 5 year cycle
unless there is an indication for more frequent, to meet minimum revalidations
requirements.
5.1.3 All doctors are required to submit their appraisal data on the electronic Medical
Appraisal Guide (MAG) form to enable monitoring, audit and quality assurance of
revalidations recommendations.
5.2 Appraisers
5.2.1 The Trust has 17 trained appraisers. Eight doctors have expressed an interest in
becoming a medical appraiser for the Trust. Five of these doctors are undertaking
training during June 2016 with appraiser training to be arranged later in the year for
the remaining 3 doctors.
5.2.2 Appraisers are supported in their role in 3 ways:

Allocated peer group of appraisers



Twice yearly Appraisal Training and Support meetings



Individual meetings with Appraisal and Revalidation Lead



Personal Development Plans for appraisal role agreed with Appraisal and
Revalidation Lead



Twice yearly Appraiser Development Workshop

5.3 Quality Assurance
5.3.1 Internal audits of the Appraisal and Revalidation system were conducted in 2012 and
2013. The second review of the appraisal process occurred between September and
October 2013. The results are as follows:No major weaknesses or unmanaged risks were identified. No specific
recommendations were raised and significant assurance over the Trust’s revalidation
processes in operation was given.
5.3.2 Under the Framework of Quality Assurance, an Independent Verification Review by
NHS England to place on 5 March 2015. The purpose of the visit was to look at the
Trust’s Appraisal and Revalidation processes and systems.
The review team spent the day meeting with the Responsible Officer, Trust Appraisal
and Revalidation Lead, Appraisal and Revalidation Facilitator, Trust Appraisers,
Associate Human Resource Director, the Trust PPI lead, service user and carer
representative, Beck Aldridge (Chief Executive of Dorset Mental Health Forum) and a
number of medical staff.
The review report gave Dorset HealthCare an overall rating of 5 placing the Trust in
the excellence range.
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5.3.3 Two audits have taken place following the 2014/15 appraisal year as part of the
quality assurance process for appraisal and revalidation, these are:


Appraisal Quality Assurance Audit
Medical Questionnaire Feedback Audit

5.4 Access, Security and Confidentiality
5.4.1 All medical staff appraisal information and evidence is stored on Trust’s Revalidation
drive – access is limited to staff involved in the co-ordination and delivery of the
appraisal and revalidation process.
5.5 Clinical Governance
5.5.1 The following data is provided to doctors and their appraisers to facilitate their
appraisal and revalidation:-

6
6.1



Individual monthly complaint data is forwarded to all involved doctors.



Serious Untoward Incident (SUI) data and reports are forwarded to
individual medical staff for inclusion in their appraisal document.



It is expected that doctors will reflect on the data provided and include this
in their annual appraisal documentation.

Revalidation Recommendations
During 2015-16, the Responsible Officer was required to make revalidations
recommendations on 30 doctors. Four doctors had their revalidation deferred for the
following reason:


7

Four doctors were deferred due to lack of sufficient information to support a
positive recommendation. Three of these doctors have now successfully
revalidated. One doctor has since left the Trust before the revised
revalidation submission date occurred.

Recruitment and Engagement Background Checks

7.1

Medical HR has a robust process in place to verify ID and qualifications and obtain
references for all medical staff employed by Dorset HealthCare.

7.2

Locums are recruited using Government Procurement Service agencies. The locum
agency is required to provide the Trust with the following information:

GMC confirmation that the doctor has a licence to practice (inclusion on the
Specialist Register for all consultant posts)



Name of the doctor’s Responsible Officer
5
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Date of last appraisal (within 12 months)



Two references to be provided, which would include 1 from the most recent
assignment



Section 12 approved (Psychiatry only)



Enhanced DBS disclosure



Photographic ID and right to work documentation



Up to date Basic Life Support Certificate



Occupational Health Fitness to Practise Certificate with full immunisation
details



Must be able to drive with own vehicle

7.3

The Medical HR Department independently checks the doctor’s GMC registration, the
photographic ID is verified on the locum doctor’s initial meeting with Medical HR.
Medical HR also carries out additional ID checks.

7.4

The locum doctor is given a ‘Welcome Pack’ on commencement of employment. The
pack contains the following:

Induction checklist for locum doctors



Fitness to Practice Form



Confidentiality declaration



DBS declaration and a form to be completed by the RO



Prescription Signature



Day 1 Agency Worker’s letter

7.5

At the end of the locum’s assignment an end of assignment form is completed by the
appropriate medical manager.

7.6

There is a Trust policy in place on the Management of Medical Locums which
includes an application checklist.

7.7

A Medical Locum Audit took place in 2015/16 to ensure the Trust is meeting quality
standards for medical locums. A re-audit is planned during 2016/17.

8

Responding to Concerns and Remediation

8.1

There were no investigations of medical staff conducted by the Trust during the
period 2015/16 and no suspensions during this period.

8.2

The Trust has the following policies in place:

Disciplinary Procedures and Concerns for Doctors and Dentists
6
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9



Doctors Return to Practice Policy



Monitoring of Conditions Imposed by or Agreed with the General Medical
Council

Risk and Issues

No risks identified relating to the appraisal and revalidations process.
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Minutes of the Appointments and Remuneration Committee Meeting held at 10.00am
on Wednesday 30 March 2016 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset,
BH17 0RB
Present:
Peter Rawlinson
Ann Abraham
David Brook
John Hughes
Lynne Hunt
Sarah Murray
Nick Yeo

Committee Chair and Non-Executive Director
Trust Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:
Ron Shields
Keith Eales
Colin Hague

Chief Executive
Trust Secretary
Director of Human Resources

Apologies:
John McBride

Non-Executive Director

51/16 Welcome and Apologies
The Chair welcomed members to the meeting. The apology received from John
McBride was noted.
52/16 Declarations of Interests in Relation to Agenda Items
No specific declarations were made. However, it was noted that Committee
considerations could affect the terms and conditions of the Chief Executive and the
Director of Human Resources.
53/15 Minutes: 24 February 2016
The minutes of the meeting held on 24 February 2016 were approved as an accurate
record.
54/15 Matters Arising
The Trust Secretary submitted, and the Committee noted, the matters arising report.

55/16 Director of Finance and Business Strategy
The Committee discussed and endorsed the approach to appointing a Director of
Finance and Business Strategy.
As a follow-up action, the Committee also requested a structure identifying the
resulting key roles and functions within the responsibility of each Director.
56/16 Work Programme
The Committee noted the work programme.
57/16 Date of Next Meeting
The next scheduled meeting would be held immediately after the Board meeting on
27 July 2016.

Signed:

Date:

Peter Rawlinson, Chair
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Quarterly
review of BAF
Quality
Improvement
Plan monthly
update

