Board Meeting
A virtual meeting will be held Wednesday, 24 June 2020 commencing at 1:00pm
If you are unable to attend please notify Keith Eales on 01202 277008.
Yours sincerely,
Andy Willis
Chairman
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Agenda Item 4

Minutes of a virtual meeting of the Board of Directors held at 1pm on Wednesday,
20 May 2020
Present:
Andy Willis
Eugine Yafele
Heather Baily
David Brook
John Carvel
Sarah Murray
Steve Peacock
Tristan Phillips
Belinda Phipps
Dawn Dawson
Kris Dominy
Matthew Metcalfe
Nicola Plumb
Steve Tomkins

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Nursing, Therapies and Quality
Chief Operating Officer and Deputy Chief Executive
Director of Finance and Strategic Development
Director of People and Culture
Medical Director

In Attendance:
Keith Eales

Trust Secretary

Apologies:
None

51/20 Welcome and Apologies
The Chairman welcomed Board members and Governors. No apologies had been
received for the meeting.
52/20 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
53/20 Minutes: 29 April 2020
The Board approved as a correct record the minutes of the meeting held on 29 April
2020 subject to the following amendments:
Minute 40/20: Matters Arising (Minute 05/20 Flu Vaccination)
The replacement of the second paragraph in the minute with the following:

‘There had been an increase in the actual number of staff vaccinated in year
compared to last year; this resulted in an additional 560 colleagues receiving the
vaccine. However, the broadening of the inclusion criteria (to include bank staff)
increased the total size of the cohort to be vaccinated and this resulted in a decrease
in the percentage uptake to 59.26%. On a like for like comparison the vaccination
rate would have improved on the previous year. In 2019/20 over 75% staff engaged
with the campaign by either being vaccinated or providing a reason why they were
declining.’
Minute 44/20: Key Service Changes in Response to Covid-19
The replacement of ‘Attend Anyway’ with ‘Attend Anywhere’ in the seventh bullet
point.
54/20 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
The Board noted that the timing of submission of items to the Board would be
affected by the Covid-19 preparations and the diversion of senior management time.
Minute 51/19: Board Briefing (Children and Young Person’s Public Health Services)
The Chief Executive advised that the contract had not yet been received. He
undertook to investigate this further.
Minute 48/20: Reports from Committee Chairs (Health and Safety Reporting)
The Trust Secretary advised that further discussions had been held with the Director
of People and Culture and the Chairs of the Audit and Quality Governance
Committees about health and safety reporting.
The conclusion that had been reached was that, to improve visibility in respect of
health and safety risks:


any health and safety risks which had a clinical impact and which exceeded
the threshold in the risk appetite statement would continue to be reported to
the Quality Governance Committee;



any health and safety risks which had a non-clinical impact and which
exceeded the threshold in the risk appetite statement would continue to be
reported to the Audit Committee;



on a six monthly basis, the Audit Committee would receive a composite report
of all health and safety risks which exceeded a score of 10 along with a
narrative from the Director of People and Culture on how effectively health
and safety risks had been managed in the preceding six months and a
forward look on any emerging concerns; and



the Audit Committee reports to the Board on its conclusions from this review.

The Board endorsed the proposals.
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Minute 48/20: Reports from Committee Chairs (Board Committee Meetings)
The Trust Secretary advised that the Executive had given consideration to the
appropriate timing for the recommencement of Board meetings. The
recommendation was that the Committees recommence meetings in July 2020 with
the Board reverting to meeting every other month. This was endorsed by the Board.
The Board noted the report.
55/20 Chairman’s Report
The Chairman advised that he had given a particular focus to system working over
the last month. The new Chair of the integrated care system had commenced in post
and considerable was being given to the system reset.
The Board noted the report.
56/20 Annual Report and Accounts 2019/20
The Board received the:




ISA260 Annual External Audit Report;
Letter of Representation to KPMG; and
The draft Annual Report and Accounts 2019/20

The Chair of the Audit Committee reported on the consideration of the documents by
the Audit Committee and the subsequent recommendation to the Board.
The Chair of the Audit Committee advised that the accounts preparation
requirements had been impacted on by the Covid-19 pandemic. In particular, the
implementation of IFRS 16 had been deferred for a year and the Quality Account was
not required to be produced until later in the year.
The Chair of the Audit Committee advised that the audit of the accounts was nearing
completion. The external auditors were awaiting national data to complete the audit.
However, on the basis of the work completed, an unqualified audit opinion would be
issued with one recommendation in respect of median pay.
The auditors had commenced a review of two indicators. However, testing had not
been undertaken following the decision to delay the preparation of Quality Accounts.
On the basis of the work undertaken, an issue had been identified in respect of the
completeness of data on the indicator relating to inappropriate out-of-areaplacements for adult mental health services. The Chair of the Audit Committee
advised that a report had been requested on this in due course.
The Director of Finance and Strategic Development advised that the accounts had
been prepared on a going concern basis.
The Director of Nursing, Therapies and Quality advised that the Quality Account
would be produced by the end of the year.
Given that the external auditors were awaiting some national data, the Board
considered it appropriate to delegate authority to sign the accounts to the Chief
Executive and Director of Finance and Strategic Development in liaison with the
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Chairman of the Board. Pending this, Board Directors were invited to submit any final
comments on the document to the Trust Secretary.
The Board expressed its thanks to those staff involved in the preparation of the
Annual Report and Accounts 2019/20.
The Board:
(a) Received the ISA260 Annual External Audit Report;
(b) Authorised the Director of Finance and Strategic Development to sign the
Letter of Representation;
(c) Approved the Annual Report and Accounts 2019/20 subject to any further
detailed amendment; and
(d) Authorised the Chief Executive and Director of Finance and Strategic
Development, in liaison with the Chairman of the Board, to sign the Annual
Report and Accounts 2019/20.
57/20 Chief Executive’s Report
The Chief Executive gave a verbal report to the Board on key issues.
The Chief Executive drew attention to:


The continuation of the national Level 4 emergency in response to the Covid19 pandemic. It was noted that a national review would be taking place the
following week. This was likely to lead to the publication of guidance on
recommencing services, both in their current form whilst also planning for the
longer-term;



The anticipated increase in Care Quality Commission (CQC) inspections,
which had been reduced in scale at the height of the pandemic;



The award to the Trust, as sole provider, of the contract for sexual health
services in the County;



The plan to provide a full briefing to the Council of Governors meeting the
following week on the impact of the pandemic on the Trust and plans for the
future;



The emergency powers available to Trusts under the Mental Health Act
which, it was noted, had only been used by one Trust; and



The prosecution of a former member of staff following the identification of
images downloaded onto a computer. The Chief Executive advised that
patients had been advised and a help line had been established.

Clarification was sought in respect of the likely timescale for the withdrawal of the
emergency powers under the Mental Health Act. The Chief Executive advised that
the powers would be withdrawn once the Level 4 incident was concluded.
Confirmation was sought that communication with Trust services in general had been
maintained during the pandemic rather than focusing on those responding to Covid19. The Chief Executive confirmed that normal channels of communication with staff
had been maintained which would assist in the recommencement of services.
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An assurance was sought that, in recommencing services, an assessment was being
made of the potential risks to the Trust in six to 12 month’s time from treatment to
non-Covid-19 patients being limited during the pandemic. The Chief Executive
advised that this was an important part of the programme of work being undertaken
by the care recovery cell. A further update would be provided to the next meeting.
Further information was sought with regard to the anticipated CQC interest in the
care of mental health patients during the pandemic. The Chief Executive advised
that, nationally, the CQC had expressed concern at the potential blanket imposition
of rules to restrict the movement and freedoms of mental health patients. The
inspection programme would review this.
Clarification was sought with regard to the strategic risks facing the organisation and
the extent to which the pandemic had changed this. The Chief Executive advised that
the most significant risk remained failures in care, with patients not being able to
access services. This was an important component of the work programme for the
care recovery cell.
In response to a question, the Chief Executive advised that recent months had been
challenging for staff. The Executive team was providing support and staff were being
encouraged to take leave.
The Board noted the report.
58/20 Board Integrated Corporate Dashboard
The Medical Director gave a verbal update on the dashboard for April 2020.
The Medical Director advised that, as the date of the Board meeting was early in the
month to comply with the timetable for approving the Annual Report and Accounts
2019/20, the information required to complete the dashboard was still being
analysed.
However, on the basis of the data, the Medical Director highlighted a number of
emerging themes:



Four patients had tested positive for Clostridium difficile during April;



The number of Covid-19 positive cases in the Trust, which had peaked at 47;



Delayed transfers of care, which were below the 7.5% threshold in both
mental health services (7.3%) and community services (4.2%);



The percentage of patients with a Care Programme Approach (CPA) 12month review, which was at 88.2% against a target of 95%. An action plan to
improve performance was being taken forward by a task and finish group;



The percentage of patients waiting more than eighteen weeks from referral to
treatment, which had decreased tob70%% against a threshold of 92%. This
reflected the cancellation of clinics in accordance with national guidance as
part of the pandemic preparations; and



Risk assessments in respect of venous thromboembolism and pressure
ulcers and which had improved but which remained below the threshold.
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MUST assessments (to detect patients who at risk from malnutrition) were
now being completed within the threshold.
Board members sought further information on the availability of any data in respect of
the more disadvantaged patients not being able to access care during the pandemic.
The Chief Operating Officer and Deputy Chief Executive advised that this was being
considered as part of the Trust care recovery cell.
The Board noted the progress made in respect of discharges during the pandemic.
Clarification was sought with regard to the action that could be taken to maintain the
process improvements made. The Chief Executive commented that this would be a
topic of significant lobbying both regionally and nationally. It was inevitable that there
would be a variety of views on which processes should be maintained.
Board members discussed the need for extensive modelling of the future delivery of
services given capacity constraints and the limitations on face-to-face contact. The
Medical Director advised that a clinical cell was meeting on a weekly basis to
undertake this planning.
The Board noted the dashboard for April.
59/20 Trust Finance Report
The Director of Finance and Strategic Development presented the Finance Report for
April 2020.
The Board noted that, at the end of the month, the Trust was in a breakeven position
in line with the interim plan provided to NHS Improvement (NHSI).
The Trust had made a cost collection submission in respect of Covid-19 expenditure.
To date, the Trust had incurred expenditure of approximately £700,000. The Board
noted that the Trust would be reimbursed to a breakeven position. Costs would not
be reimbursed if this resulted in an organisation making a surplus.
It was noted that agency expenditure was £352,000 for the month. This was
favourable to the NHSI plan by £190,000 and to the Trust target by £26,000.
The Board noted that £3.9m of the £12.3m cost improvement plan had been banked
in the month.
The Board noted that capital expenditure was £200,000 for the month against a plan
of £2.2m.
The Board noted the Finance Report for April 2020.
60/20 Reports from Committee Chairs
As part of the short-term changes to the Board governance structure, which included
the suspension of Committee meetings, Chairs were invited to escalate to the Board
any matters of concern or which merited wider awareness.
No matters of concern were raised.
61/20 Review of the Meeting
No matters were highlighted for consideration.
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62/20 Vote of Thanks
The Board thanked the Medical Director, who was attending his last meeting, for his
contribution to the Trust.
63/20 Next Meeting
The next scheduled, virtual, meeting of the Board would be on Wednesday, 24 June
2020 at 1.00pm.

Signed:

Date:

Andy Willis, Chairman
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Matters Arising
Part 1 Board Meeting 24 June 2020

Minute
51/19

Topic
Board
Briefing

Action
The Board agreed to authorise the Chief Executive to sign, in
consultation with the Chairman, the contract for the provision
of children and young person’s public health services.

Lead
EY

Deadline
ASAP

Response
The contract is
awaiting signature. At
the May 2020 meeting
the Chief Executive
undertook to clarify the
position.

73/19

Board
Briefing

That the Executive develop an ambitious and challenging
sustainability policy and a programme of appropriate actions
which are aligned with the core purpose and activities of the
organisation.

MM

Sept 2020

Scheduled for
September 2020
Board meeting.

92/19

Trust Five
Year
Strategy

The Board agreed:

Sept 2020

The strategic
framework, including
the supporting
strategies, will be
submitted to the
September 2020
Board meeting.

(a) That the enabling strategies in respect of digital
and estates be discussed at the Board workshop
in November;

MM

(b) A report on actions and milestones for delivery be
submitted to the January 2020 Board meeting.

NP
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101/19

Workforce
Race
Equality
Report

The action plans would be updated in the light of the review of
the data and feedback from focus groups with staff.

Workforce
Disability
Equality
Standard

The action plans would be updated in the light of the review of
the data and feedback from focus groups with staff.

114/19

Sustainabilit
y

05/20

Dorset Care
Record
(DCR)

And
05/20
102/19
And
05/20

NP

Sept 2020

Scheduled for
September 2020
Board meeting.

NP

Sept 2020

Scheduled for
September 2020
Board meeting.

Agreed that the Finance and Investment Committee would
consider the actions that could be taken as part of the
transformation programme which would also have the effect of
reducing the Trusts’ CO2 emissions

MM

Sept 2020

To be incorporated in
73/19 above.

The DCR was under review by the System Leadership Team
and further discussions would be held in April. An update
would be provided to the Board.

MM

Sept 2020

A commitment was
made in January to
continue with Orion as
the key service partner
for DCR delivery.
Mental Health data will
be available to end
users by the end of
June. The risk of local
authority funding of
DCR is re-emerging as
an issue in the light of

It was considered that the revised data and action plans
should be submitted to the May Board meeting.

It was considered that the revised data and action plans
should be submitted to the May Board meeting.
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financial pressures
connected to Covid19.
An up dated report on
DCR will be provided
to the September
Board.
12/20

Review of
CAMHS
Staffing

Agreed that the Executive should give further consideration to
the approach and timescale for providing the Board with the
assurances sought.

DD

Sept 2020

Scheduled for
September 2020
Board meeting.

28/20

Health and
Safety
Strategy
2019/202024

The Board endorsed the strategy for implementation whilst
recognising that further changes would be reported in due
course to reflect the matters discussed at the meeting.

NP

June 2020

Completed. An update
has been provided to
Board Directors via
email.

47/20

Trust
Finance
Report

(a) Agreed that the Director of Finance and Strategic
Development would give further consideration to the
need for a reassessment of the Trust budget as the
forecast was being developed and report to the Board;

MM

June 2020

An update will be
provided in the Chief
Executive’s report to
the June 2020
meeting.

(b) Agreed that the Executive would consider the continuing
need for the Finance and Investment Committee and
advise the Board accordingly.

EY

July 2020

The Executive is
reviewing its
arrangements for the
oversight of
operational and
financial performance,

3

Agenda Item 5

which would underpin
the work of any Board
level Committee. This
work will be concluded
and a recommendation
made to the Board.
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Agenda Item 8
Integrated Corporate Dashboard
June 2020
(Based on May 2020 data)
Author

Kristin Dominy, Chief Operating Officer
Steve Tomkins, Medical Director
Kyoko Monk, Business & Performance Corporate Business Partner

Purpose of Report

To provide the Board with insight and foresight concerning Trust
performance.
To support effective decision making, highlighting key areas of exception
and good practice.

Executive Summary
Metrics for May continue to be affected by the current Coronavirus Pandemic. For example, some services
have been stepped down, data collection has been suspended, some data is unvalidated or there have
been changes to operational practice.
Violent incidents (patient on staff) – During May, 37 patient on staff incidents were reported. Of those
incidents, 15 resulted in an injury to staff, all of which were minor or no harm.
Bed occupancy rates – Due to the requirement to create capacity during the COVID-19 outbreak, bed
occupancy levels remain low. During May Community Hospitals are reporting an occupancy rate of 55%
and Mental Health Units 71.2%.
Supine Restraint – There were 54 incidents of supine restraint During May, which is a noticeable increase
on previous months. Further detail is included in body of the report.
Percentage of patients with CPA 12 month review - The Trust achieved 89.9%, which is an
improvement on the previous month (88.2%). Specialist Services have made progress on April’s position of
84.69% to 87.37% in May. The Child and Adolescent Mental Health Services achieved 73.58% (55.74% in
April).
Risk assessments – Falls assessments and pressure ulcer risk assessments reported a position above
the 95% threshold, reporting 95.8% and 96.2% respectively. VTE and MUST assessments reported below
the 95% threshold.
Falls assessments within 24 hours – Whilst falls assessments reported above the threshold in May
across the Trust, there are continued challenges within mental health units, reporting 70.6% compliance.
VTE – The Trust achieved 93.7% against 95% threshold with Community Services achieving 99.2% and
Mental Health Services achieving 88.5%.
MUST risk assessment within 24 hours – The Trust achieved 93.6% against the 95% threshold with
Community Services achieving 98.4% and Mental Health Services 58.8%
Further details on the breaches and actions being taken to improve compliance with these assessments
are in the full report.
Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate – patients on an
incomplete pathway. The RTT figure has further reduced to 51.8% (against 92% threshold) due to the
suspension of clinics in line with national COVID guidance. Further detail is included within the body of the
report.
Maximum 6-week wait for diagnostics – The diagnostics position is reported as 7.9% against a threshold
of 99%. This is a significant reduction from previous months due to services being suspended during the
COVID-19 outbreak.
Steps to Wellbeing /Talking Therapies - proportion of people completing treatment who move to
recovery. The Steps to Wellbeing service has been affected by COVID; this metric achieved 43.9% in May
against a threshold of 50%.
Recommendation
To note the report

Contents
Section

Page No

1.0

Integrated Corporate Dashboard Analysis

2.0

National Reporting Frameworks

1-19

2.1

CQUINS (Quarterly)

N/A

2.2

External Benchmarking (as appropriate)

N/A

2.3

Nationally reportable concerns (as appropriate)

N/A

2.4

Research and Development Metrics (Quarterly)

N/A

2.5

Mental Health Act Metrics (Quarterly)

19-33

2.6

Learning From Deaths Report (Quarterly)

N/A

2.7

Data Quality Assurance Activity Summary (Quarterly)

N/A

2.8

Inpatient Nursing Staffing

N/A

Integrated Corporate Dashboard Analysis –
June (based on May 2020 data)
This paper summarises key messages from workforce, finance, quality and performance
domains, set out by key lines of enquiry.
Many of the metrics have been affected by prioritisation for the current Coronavirus Pandemic.
For example, some services have been stepped down, data collection has been suspended,
some data is unvalidated or there have been changes to operational practice. Where this is
the case ‘C-19’ is cited in the Data Quality column of the metric tables. Where services or data
collection are suspended ‘no data’ is in the ‘In Month’ column.

Are We Safe

By safe, we mean people are protected from abuse and harm. This covers medicines
management, enough staff of the necessary skill mix to provide good care and infection
control management and practise.

Are we Safe Summary
Patient on staff and patient on patient violent incidents continue a decreasing trend;
however there has been an increase in the total number of violent incidents since the
start of the year.
Bed occupancy rates in both Community and Mental Health wards have been at lower
than normal levels during the coronavirus pandemic.
Cases of Covid-19 across all inpatient areas have been declining during May in line with the
regional and national picture. (On 1st May there were 22 cases and by 31st May there were
eight). Two cases of Covid-19 were inpatients on Jersey ward who were both in the same bay.
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Patients not feeling safe – As advised by NHS Digital, data collection has been suspended
due to Covid-19. Services have been made aware that the Board were concerned that safety
metrics had been suspended and that they should continue to ensure that patients feel safe
during this time, along with considering any other metrics that may give reassurance regarding
patient safety.
Incident reporting metrics – Nine hundred and fifty-one (951) incidents are reported on in
the Integrated Corporate Dashboard during May; this is an increase from an average of 900
per month over the last six months due to a rise in the number of violent incidents reported.
The total number of violent incidents reported within the Trust has been increasing since
March. Despite a trend of decreasing patient on staff and patient on patient violent incidents
throughout 2020 there have been increases in other categories of violent incidents. In
particular Physical disruptive behaviour (+84% since March) and Verbal abuse (+43% since
March). These incidents are being addressed through a number of approaches and forums
depending on the nature of the incident. A range of clinical interventions are being applied to
self-harm/self-abuse incidents. In-patient management are working closely with SAFE security
management to address any security related incidents the trusts safeguarding team and
health and safety team regarding appropriate incidents.
Following the transfer of 111/CAS services from South Western Ambulance Service (SWAST)
to Dorset HealthCare (DHC) as part of the Integrated Urgent Care Service, a process to
ensure timely direct electronic reporting is being implemented. In the interim incidents are
being recorded on a manual basis by the reporters and entered onto the incident reporting
system once received centrally. The validation of data onto the electronic system has been
impacted by vacancies and redeployment during Covid-19 and this has incurred a delay in
data entry and incidents for each of the following metrics are likely to be under reported:
• Patient Safety Incidents (PSIs)
• Patient on patient violence
• Patient on staff violence
• Medication
This will be refreshed as data is entered.
Incidents reported manually are screened by Integrated Urgent Care Acting Quality Lead and
Integrated Urgent Care Clinical Audit Lead initially and then through the Trust Clinical Risk
Manager/incident management team with escalation as appropriate to the Professional Lead
for Safeguarding, Serious Incident Manager and Patient Safety Manager to ensure patient
safety is not compromised during this period
Patient on staff violence – Thirty-seven (37) incidents were reported in May. Fifteen (15)
resulted in minor injury (non-permanent harm up to one month), 22 were no injury. These
were reported by:
• St Brelades - (eight)
• Psychiatric Intensive Care Unit (PICU) male - (five)
• Acute Assessment Unit (Seaview) - (five),
• Psychiatric Intensive Care Unit (PICU) female – (four)
• Domiciliary Care Agency LD – (three)
• Health Based of Safety (HBPos) – (two)
• Herm – (five)
• Other – (five)
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All patients have clinical care plans in place and appropriate risk assessments which are
updated following any incident and reviews take place via Multi-disciplinary Teams (MDT).
Staff involved used appropriate breakaway, de-escalation techniques and Safety Huddles to
discuss outburst of behaviour, injured team members received medical treatment.
Falls on inpatient wards – Falls Root Cause Analyses (RCA) were not undertaken in April
2020 due to the Covid-19 pandemic. RCA's have since been requested retrospectively. RCA
review panels were paused from 20th March and were reinstated via Microsoft Teams on 28th
May. During this period all incidents of falls were reviewed and triaged by the serious incident
team to identify concerns. If either a fracture or head injury was identified the fall would be
reviewed against falls prevention criteria to establish future action and learning.
In May, 56 falls were reported in inpatient wards: 34 patients sustained no harm, 21 patients
sustained minor harm and one patient sustained a fractured neck of femur, and was
transferred to an acute provider for ongoing care. The RCA is to be reviewed at panel on 25th
June. Local learning has been identified and shared.
Infection Control - No cases of Clostridium difficile (CD) were reported in May. The year to
date total is four. Relapse cases reported in April have been raised for discussion with the
Clinical Commissioning Group and the trust awaiting a response. These cases were
previously identified as CD positive in other Trusts and were treated accordingly, but have
become symptomatic again whilst in our care and samples have returned a positive result.
No outbreaks of other infections such as viral gastroenteritis were reported in the month.
Physical health bed occupancy – Discharge to Assess guidance required bed occupancy in
Acute and Community Hospitals to be below 55% in preparation for Covid19. Due to regular
monitoring of people who are ready to leave this has been achieved.
Discharge to assess and a lower level of acute hospital activity has led to continued low bed
occupancy across Community Hospitals. This is expected to rise across hospitals in June, as
acute hospital activity increased due to resuming planned activity.
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Mental health bed occupancy - Adult Occupancy rates dropped below the Royal College of
Psychiatrists recommended threshold of below 85% in April and May due to Covid-19 and the
requirement to create capacity in preparation for the pandemic. This was driven by the vacant
Linden Ward and other wards reducing to single occupancy as well as identifying single
occupancy isolation rooms.

Adult Acute
Older People MH Functional
Older People MH Organic
Psychiatric Intensive Care Unit
Rehab
Specialist
Total

Mar
89.2%
95.1%
62.3%
96.5%
88.9%
80.1%
86.1%

Apr
69.7%
71.9%
48.7%
95.8%
78.5%
65.6%
70.8%

May
72.9%
76.9%
44.6%
93.4%
74.7%
76.6%
71.2%
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Are We Effective?

By effective, we mean that people’s care, treatment and support achieves good outcomes,
promotes a good quality of life and is based on the best available evidence. This enquiry line
includes patient choice, appraisals, training, ongoing referrals, consent to care and treat,
restraints, nutrition and tissue viability.

Are we Effective Summary
The number of adult supine restraints has increased over the previous three months:
54 incidents were reported in May the two year average is 22 incidents per month.
Three patient assessments did not reach the 95% completion threshold in May.
Supine restraint (adult) - There were 54 inpatient incidents reported in May, 44 on specialist
wards and 10 by Intermediate Care Services Dementia East (ICDS):
• Psychiatric Intensive Care Unit (PICU female) – 31 (three patients )
• Seaview Ward– eight (five patients)
• St Brelades Ward– two (one patient)
• Alumhurst Ward- one
• Herm Ward - one
• Waterson Ward - one
The 10 incidents of restraint/restrictive essential care reported by ICDS were planned
interventions, relating to two patients whom the team were supporting in a care home, to
complete intimate personal care and a blood test using wrist holds and overhand lower arm
hold. Actions taken were care planned within Best Interests and Mental Capacity outcomes,
performed by staff trained in safe holding with minimum necessary force. Supine restraint in
April was also higher due to the level of patient specific incident reported by ICDS (21), this is
not a trend. One patient during April and May has required restrictive essential care (in line
with the mental health use of force act) in most instances of personal care which takes place
three times per day. The patient has not required restraint however when the patient is
agitated or presents with challenging behaviour the restrictive essential care planned
intervention is used.
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Thirty-one (31) incidents of supine restraint were attributable to 3 female patients. All 3
patients have co-morbid presentations and complex needs. Since admission to PICU one
patient has been on an escalating trajectory of disturbed behaviour despite interventions
available on the ward such as DBT, distress tolerance and emotional regulation techniques. A
full psychological assessment and formulations has been undertaken and a specialist Out of
Area placement funded by the CCG has been commissioned. One patient was admitted
directly to PICU from the community and her behaviour escalated due to emotional
dysregulation. Re-assessment and formulation completed with re-orientation to diagnosis
provided with emotional containment and relational and procedural security provided. Patient
is now discharged following a period of stability. One patient has prominent dissociative
symptoms and has periods of disturbed behaviours. Out of area specialist placement is
currently being looked for following 2 specialist providers declining referral following
assessment.
Following all incidents My Wellbeing Plans and risk assessments were reviewed and updated
as appropriate, risk huddles were used for discussion to revise interventions to manage any
further deterioration in mental state and agree a management plan to contain similar incidents.
Supine restraint has been taught as part of our Prevention & Management of Violence and
Aggression training should de-escalation techniques be unsuccessful. The Quality
Improvement initiative linked to mental health use of force act promoting positive practices in
mental health settings has highlighted to staff that supine restraint is a less restrictive
intervention compared to prone restraint if required. The treatment based interventions to treat
acutely unwell patients with inter-muscular injections is often done under supine restraint even
though it’s a restrictive intervention it is used as a treatment intervention when patients refuse
other forms of medication often contributed by their mental state. In April and May there has
been an increase in admissions to In-patient settings that are unknown previously to in-patient
and community services, first episode psychosis induced by drugs/substances and increased
acuity in PICU.

Under 18 restrictive interventions
Prone Restraint (<18):
One under 18 year old prone restraint incident was reported in May. The patient was held in
restraint to administer medication following a patient on staff incident. The patient presented
with physically abusive behaviour, was non-compliant with de-escalation techniques and was
6

restrained in arm hold and moved to the low secure unit. Prone restraint lasted five minutes
then returned to seated restraint and released. Restraint was used for shortest possible time;
risk assessment and My Wellbeing Plan was updated, staff were de-briefed and the patient
was reviewed at MDT.
Rapid Tranquillisation (<18):
One incident of rapid tranquilisation for an under 18 year old was reported in May as part a
Prone Restraint intervention. The patient was floridly psychotic and intoxicated on admission
and became verbally threatening and physically injured two members of staff. Patient refused
physical observation and did not respond to de-escalation techniques. Consideration was
given to transferring patient to adult female Psychiatric Intensive Care Unit (PICU) in order to
manage level of aggression. However, patient settled overnight following rapid tranquilisation.
Pulse, oxygen level monitoring and non-contact observations were taken post–rapid
tranquilisation. A multi-disciplinary Team (MDT) including Responsible Clinician (RC) review
took place the next morning following this incident. Further incidents occurred but not requiring
prone restraint. Patient required 2:1 observations and following further assessment and review
by the RC and discussion with CAMHS service manager the patient was transferred to a
CAMHS PICU to manage the risks.
Violence and restrictive intervention quarterly update - The incident and restraint
indicators are overseen and monitored at the monthly use of force steering group:
Violent incidents - patient on patient in hospital
Violent Incidents - patient on staff all settings
Prone Restraint (Adult)
Prone Restraint (<18 y.o.)
Supine Restraint (Adult)
Supine Restraint (<18 y.o.)
Seclusion (Adult)
Seclusion (<18 y.o.)
Long Term Segregation (included in seclusion data above)
Rapid Tranquilisation (Adult)
Rapid Tranquilisation (<18 y.o.)

March
18
43
10
0
18
0
4
0
0
13
0

April
15
46
8
0
43
0
2
0
0
19
0

May
13
37
9
1
54
0
3
0
0
24
1

Total
46
126
27
1
115
0
9
0
0
56
1

Adult & Older People
Fifty-six (56) incidents of rapid tranquilisation and nine seclusions occurred in this quarter in
comparison to 59 incidents of rapid tranquilisation reported in the previous quarter. All patients
will have been subjected to rapid tranquillisation post monitoring of pulse, oxygen saturation
levels, blood pressure and respiratory rate. This is recorded on NEWS 2 chart which is
uploaded to patients’ clinical documentation. Patients who refuse contact observations are
observed via non contactable observations which monitors their respiration, level of agitation,
colour, diet, fluid intake and observable side effects of medication.
Following all incidents, care plans and risk assessments are updated, in some cases risk
huddles are used as part of the MDT review and patient/staff de-briefs take place.
Percentage of patients with CPA 12 month review - The Trust achieved 89.9%, a two
month upward trajectory. A deep dive has been completed which identified some actions to
improve compliance which has had a positive impact; this included data quality issues which
have been resolved.
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Older People CMHTs achieved the target threshold and the Child and Adolescent Mental
Health Services (CAMHS) made significant progress on April’s position of 55.74% to 73.58%
in May.
April 88.2%
May 89.9%
Adult CMHT
90.03%
587/652
90.31%
587/650
Older People
94.58%
192/203
95.31%
203/213
CMHT
CAMHS
55.74%
34/61
73.58%
39/53
Learning
96.43%
27/28
92.59%
25/27
Disabilities
Specialist Services
84.69%
166/196
87.37%
173/198
The Head of Community Services met with the Adult Mental Health Consultant on 10th June
to review medical practice and discussed improving the process to support increased CPA
compliance.

Falls assessment within 24 hours (Trust total 95.8%)
Community Hospitals - Performance against falls assessments is consistently above the
target. There were a total of 10/397 breaches in the quarter with compliance above 95% at
97.5% for the quarter, and compliant each month in quarter.
Mar 20: 99.2%, 1/128
Apr 20: 96.6%, 5/149
May 20: 96.7%, 4/120
The importance of completing assessments on admission is regularly discussed at Community
Hospital management meetings.
Mental Health - Mental Health Inpatient Services achieved 83% compliance against a
threshold of 95% (7/41 breaches) in the quarter:
March – 77.8%, 2/9 - Alumhurst 1/3, Melstock 1/1
April – 100%
May – 70.6%, 5/17 - Seaview 3/9, Herm 1/2, Melstock 1/2
Five breaches were due to patient presentation on admission, one to a patient’s physical
presentation, an ambulance was called and patient transferred to general hospital. There was
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one student nurse error, assessment completed by a trained member of staff outside of target
time.
Ward Managers are raising Over 65 yrs assessments at Team Meetings and in staff
supervision checking that team members are competent in updating the clinical electronic
record. Breaches will continue to be monitored weekly by the Business and Performance
Team and shared with the Clinical Director.
Venous Thromboembolism assessment within 24 hours (Trust total 93.7%)
Community Hospitals - Community Hospitals were 99.2% compliant to the 95% threshold in
May 2020 for VTE assessments. There was one breach at Alderney (Jersey Ward). This was
completed after the 24 hour target.
Mental Health - Mental Health Inpatient Services achieved 85.5% compliance against a
threshold of 95% (12/83 breaches). This is an improved position on last month (77.5%).
Services continue to embed 16-65 yrs VTE assessments. Wards with breaches include:
• Seaview 7/52
• Chine 1/1
• Herm 1/2
• Pebble Lodge 2/2
• Florence 1/2
MUST assessment within 24 hours (Trust total 93.6%)
Community Hospitals - Community Hospitals achieved 98.4% against the 95% threshold in
May 2020 with 122 out of 124 completed within 24 hours. There were two breaches at
Alderney (Jersey Ward). This was due to not being able to use equipment until a clear Covid19 swab was obtained. Both were completed after the 24 hour target.
Mental Health - Mental Health Inpatient Services achieved 58.8% compliance against a
threshold of 95% (7/17 breaches). On Seaview Ward 4/9 new admissions were isolated.
Patients are isolated until tested negative, in order to complete MUST the patients height,
weight, and BMI are taken which can only be done in the Treatment rooms on all our wards.
MUST has not been done until they have negative swab to avoid contamination therefore this
has been completed after 48 hours during the COVID period. Other wards breaching include:
• Herm 2/2
• St Brelades 1/4
All Mental Health breaches have been followed up with Ward Managers and a weekly breach
update submitted to the Clinical Director. As a result of this physical health checks have been
added to the existing admission template to allow the admitting practitioner to capture all
checks on admission. A Lead role system has been introduced on Seaview ward to ensure
that all checks on the admission checklist have been completed the following day after an
admission. Physical health checks are added to the Matrons weekly audit for their individual
wards.
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Are We Caring?
By caring, we mean that staff involve and treat people with compassion, kindness, dignity and
respect.

Patient Satisfaction Metrics – As advised by NHS Digital, data collection has been
suspended due to Covid-19.
Compliments data collection/reporting has also been suspended.

Are We Responsive?

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

Are we Responsive Summary
Four metrics within the Are We Responsive Key Line KLOE were below threshold in
May. Three of these directly related to the reduction in services the Trust has been able
to provide in response to the Coronavirus pandemic. One Looked after child was
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placed in an Out of Area bed, even though this bed was outside Dorset it was the closet
bed to the child’s local area.
Out of Area Placements (OAPs) - There was one Adult Acute out of area placement in
March and no other placements due to bed capacity in April & May. This is a significant
decrease on the previous quarter’s total of 10. The Trust remains on track against NHSE
OAP trajectories for 20/21, however bespoke data collection and monthly assurance
processes by NHSE/South West Region are on hold due to Covid-19.
New Placements in Month
Mar
Apr
May
Total

In bed at month end
Mar
Apr
May

Adult Acute Out of area placement

1

0

0

1

0

0

0

Adult MH Specialist Out of area placement

0

0

0

0

5

5

4

Learning Disabilities Out of area
placement

0

0

0

0

13

13

13

Forensic Out of area placement

0

0

0

0

32

32

31

CAMHS Out of area placement

0

0

1

1

13

13

13

Rehabilitation Out of areas placement

CCG rehab data currently recorded on RiO - TBC

OOA Incidents

0

0

0

0

Total

1

0

1

2

63

63

61

There was one CAMHS out of area admission (OAP) for a Dorset Looked After Child (LAC)
who was admitted to a hospital closest to their local area.
Sixty-one (61) patients remain in OAP due to clinical need at the end of the quarter compared
to 66 in the previous quarter.
All DHC OAP patients are monitored and no concerns were identified. No incidents were
reported in this quarter.
There are 13 young people in Out of Area beds at the end of May and one new placement in
month. The Dorset young person is currently placed out of area as a Looked After Child
(LAC), admitted to hospital on 18th May closest to their LAC placement and due to be
discharged back to their placement soon.
Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate –
patients on an incomplete pathway - As reported previously, a number of community
services have been suspended since mid-March in line with national guidance. As a
consequence all of the services that contribute to the Trusts RTT position have been
suspended and as a consequence there has been an expected corresponding month on
month deteriorating position against the target.
During April, an issue with the administration of a small number of patient records led to a
misreporting of the RTT position. These records have now been corrected and all relevant
RTT waiting times are now included in the reported figure. The RTT position reported for April
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was 70%, but with corrections made, this has improved performance to 71.8%.No patients
were adversely affected by this administrative issue.
For all of the services that contribute to the RTT position (except Podiatric surgery), the
Trust is reliant on the supply of specialist staff under Service Led Agreement from our acute
partners, who will equally be looking at the recovery of their services. The Trust is working
closely with its acute partners and taking account of national guidance which sets out four
priority levels for the recovery of surgical activity along with a traffic light assessment of
readiness and the expectation of a geographical (ie system approach) to waiting list
management. Surgical recovery in Dorset is currently focused on priority groups 1 and 2, the
surgical specialties within community hospitals fall within priority 4. The position in relation to
podiatric surgery is currently being scoped out, which whilst not depended on our acute
colleagues needs to take into account the use of our theatre staff in supporting priority 1 and
2 surgical activity and equipment and Personal Protective Equipment (PPE) availability.
Once theatre procedures can restart, it is estimated that ‘productivity’ will be reduced by 50%
taking into account the requirements for air disposal and Infection Control Procedures
requirements and cleaning between procedures.
Referral to Treatment position within the Trust will therefore continue on a downward trajectory
at this time, equally as the outpatient element of the pathways restart the numbers waiting will
increase.

Maximum 6-week wait for diagnostic procedures - The services that contribute to the
Trusts Diagnostic position have been suspended and as a consequence there has been an
expected corresponding month on month deteriorating position against the target. (Please
note there was an error in reporting last month due to administrative errors in the management
of the waiting list, with the position incorrectly reported as 100% instead of 42.1%.
There are a number of specialities contributing to this target. Of note Endoscopy is reliant on
the supply of specialist staff under service led agreement from Poole General Hospital
(PGH). The Trust is working closely with PGH and taking account of national guidance and
prioritisation which directly impact on the ability to step up within the community hospitals in
the same way as outlined for Referral to Treatment (RTT) services. Any urgent cases in are
being transferred with agreement to PGH at this time.
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Ultra Sound and X-ray urgent cases have continued. Ultra sound are now clearing
the backlog of those waiting whilst the service was suspended and will be opening to routine
referrals from the end of June. However, as with other services productivity will be
compromised, which dependent on the number of referrals as primary care step back up could
impact the Diagnostic target. Patients moving through the diagnostics part of the pathway will
also impact on numbers waiting under RTT.
Audiology is the biggest contributor to the diagnostic target. The positon is currently being
scoped out taking into account recent changes to national guidance allowing hearing aids to
be posted rather than patients needing to come in for fittings. This should create increased
staff capacity which is being factored into the scoping; however like other areas ‘productivity’
will also be impacted.
It is anticipated that the diagnostic position in the Trust will remain below target, with a slow
recovery over the course of the next 6 – 9 months assuming the service doesn’t need to be
suspended in a second surge or significant loss of staff.

People with a first episode of psychosis begin treatment with a NICE-recommended
package of care within 2 weeks of referral - The Trust achieved 50% against a threshold of
60%, a declining position on April’s 100%. Four patients met the Early Intervention in
Psychosis First Episode – National Institute for Healthcare and Care Excellence (EIPFNICE)
outcome. The four patients were seen within the 14 days target, two commenced treatment
within the 14 days, one was seen however the clinical electronic record was not updated, one
patient was seen whilst admitted in a specialist hospital and remains an inpatient.
The Service Manager has raised in supervision with the Health Care Specialists the need to
update clinical records within 24hrs.
Steps To Wellbeing / Talking Therapies –The Covid-19 pandemic has generated a high(er)
level of depression and anxiety in clients currently within treatment, which has understandably
impacted on their outcomes in treatment (and the recovery rate). The service has also
experienced a higher dropout rate than usual in the pandemic, and is about to start a piece of
work to try and re-engage patients who have recently dropped out of treatment. The drop-out
rate has a negative impact also on the recovery rate. The service is involved in promotional
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work to try and increase access rates, for example lots of media coverage for mental health
awareness week and a social media campaign.
Teams are proactively engaging in local and national Continuing Professional Development
training and webinars to improve their delivery of interventions remotely, and with increased
supervision; fine tuning their communication to patients about how to (and benefits of) access
digital treatments such as webinars and computerised Cognitive Behavioural Therapy; and are
preparing to re-open bases for face to face treatments, for those patients that require this.
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Are We Well-Led?

By well-led, we mean that the leadership, management and governance of the organisation
assure the delivery of high-quality, person-centred care, supports learning and innovation, and
promotes an open and fair culture.

Finance update - The capital expenditure target for 2020/21 is £19m per the latest capital
planning submission. Capital expenditure is 45% of month 2 target; spending in month has
been affected by Covid-19. Total capital commitments at M2 are £6,001k of which £4,076k
relates to commitments raised last year carried over into this year.
The cash balance is higher due to June contract income (£18.3m) being received in advance
as part of the response to Covid-19.
The Trust breakeven position is in line with the NHSI provided breakeven plan which is
currently in place until 31st July
Savings of £62k were banked in May making the total ytd £4,008k.
Agency cost as a percentage of gross payroll cost is 1.82%
Data Quality Maturity Index (DQMI) – Due to a configuration error with the RiO server the
primary reason for referral data has not been included in the May submission of the Mental
Health Services Dataset (MHSDS) that included activity data from the whole of 2019/20.
Previously 54% of records had valid primary reasons for referrals recorded; this will reduce to
0%. Data cannot be re-submitted as the 2019/20 submission window has now closed. The
mental health component of the Data Quality Maturity Index is expected to decrease by 1.5%
points as a result. The error has been rectified and data from April 2020 onwards is expected
to be back to previous levels of data quality.
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Workforce

Workforce Summary
Appraisal completion rates and staff sickness rates have decreased since the start of
the pandemic.
Mandatory training compliance has maintained above 95% despite the impact of Covid19 across the Trust. Information Governance compliance in particular has remained high
with less than 200 staff requiring their annual update.
Medical is the only area falling below 95% and staff will have been emailed reminders to
complete the required training.
All mandatory training during this period has been delivered online via eLearning / Video.
Appraisal and Clinical supervision – We are not back to how we were before but as we are
getting back to normal we are starting to increase communication with teams/people with
regard to encouraging them to complete their Clinical Supervision and Appraisals. It is
stressed it is for people's health and wellbeing and personal development and it is a good
mechanism in providing support, positivity and valuing colleagues. They can be conducted two
metres apart or virtually.
As part of the six week programme led by the Chief Operating Officer, Operational
Directorates are working as part of this programme to increase compliance.
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The overall staff turnover figure in May 2020 was 8.83%, which represents a marginal
decrease on the position report in April 2020 (8.85%). Turnover has been on a downward
trajectory for the third consecutive month.
There were 36 leavers during May 2020, which is one less than the previous month (37 in
April 2020). This is likely to be attributable to the Covid-19 pandemic and the measures
imposed by the Government affecting some employment environments.
Turnover by Service / Directorate for the 12-month period ending May 2020:
• Childrens and Young Peoples Services = 9.64%
• Integrated Community Services = 9.33%
• Medical = 11.86%
• Mental Health Services = 7.04%
There were 542 leavers during the period June 2019 and May 2020 - the top five reasons for
leaving remain the same, albeit with minor changes in numbers
• Retirement Age x 148 staff (27.31%)
• Voluntary Resignation - other/not known x 102 staff (18.82%)
• Voluntary Resignation - work life balance x 84 staff (15.50%)
• Voluntary Resignation - relocation x 54 staff (9.96%)
• Voluntary Resignation - promotion x 35 staff (6.46%)
Further work remains required on the quality of data around leavers to ensure that accurate
reasons for leaving are captured and that the volume of 'other/not known' is reduced.
The overall vacancy factor has increased to 5.31%, which equates to 282.38 WTE.
This represents a rise on the previous month's position of 5.17% and 268.45 WTE.
Vacancy levels remain within the process limits and are currently below the mean set at 5.7%.
Across the clinical services, vacancy rates are:
• Children & Young Peoples Services = 5.91% (23.53 WTE)
• Integrated Community Services = 5.33% (104.43 WTE)
• Mental Health & LD Services = 4.44% (87.01 WTE)
• Medical = 9.31% (12.04 WTE)
• Support Services = 6.35% (55.37 WTE)
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WTE vacancies by staff groups - highest to lowest:
• Admin and Clerical = 76.47 WTE
• Nursing and Midwifery = 71.65 WTE
• Allied Health Professionals = 31.04 WTE
• Additional Professional Scientific and Technical = 30.61 WTE
• Additional Clinical Services = 30.52 WTE
We have continued to engage in various local, regional and national workforce schemes in
order to increase workforce capacity in response to the COVD-19 pandemic.
Many of the regional and national schemes have now progressed to a largely demand-based
model of deployment of staff. The Trust will continue to engage in these schemes, relaying
staffing needs as appropriate and receive deployed returners according to specific workforce
demand.
Supply of staff from these schemes has outweighed demand in many cases though despite
this, and in anticipation of a second phase of the outbreak, we have continued to bolster the
Trust's supply of bank staff in order to respond quickly to an increase demand in staffing if
required.

The overall in-month sickness absence figure for May 2020 is 3.76%. This represents a
decrease on April's figure of 4.24%. It should also be noted that the sickness absence figure
for the rolling 12-month period ending May 2020 is higher at 4.73%. The average number of
working days lost due to sickness is 10.46. Breakdown of sickness absence by service:
• Children & Young Peoples Services = 3.31%
• Integrated Community Services = 4.11%
• Medical = 2.64%
• Mental Health & LD Services = 5.13%
Staff who are self-isolating in line with the Covid-19 guidelines are being recorded as 'special
leave' and these absences are not therefore reflected in the sickness absence figures.
Additionally, we have staff who have been shielding due to an underlying health issue that
puts them in the high risk group, but they have still been able to work from home. These
factors will have had an impact on the decreased levels of sickness absence recorded.
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Additional Papers:
The Mental Health Legislation Dashboard has been included in Section 3.5.
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3.5 MHLAC Dashboard

Mental Health Legislation Dashboard
Mental Health Legislation Assurance Committee
27 April 2020
Author

Gavin Macfarlane, Mental Health Legislation Manager

Purpose of Report

The purpose of this paper is to provide an update on the use of
Mental Health Legislation and to confirm current compliance with
guidance in associated Code of Practices.

Executive Summary
This report provides the Committee with assurance and progress with complying with the:
•
•
•

Mental Health Act 1983 and its Code of Practice 2015
Mental Capacity Act 2005 and its associated Code of Practice
Deprivation of Liberty Safeguards

Areas worthy of note:
•

An increase in detentions under the Act, after a substantial drop during December 2019.

•

One instance of an under 18 being admitted to an adult ward during February 2020.

•

The fourth consecutive quarter where no sections were allowed to lapse by Mental Health
professionals.

•

Two unlawful detentions were recorded during February 2020.

•

A reduction in the number of MHA panel hearings to take place before the new period of
detention commenced.

•

An increase in the total number of MHA panel hearings held in the quarter.

•

Sustained improvement in terms of the number of patients awaiting assessment for a
standard DoL.

Recommendation

The Committee are asked to:
•
Note the report, good progress made and areas where work is being
supported to ensure compliance with the Code of Practice improves.
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Mental Health Legislation Dashboard – Period 1 January 2020 – 31 March 2020

Use of the Mental Health Act Monthly Data
SECTION

5(4)

5(2)

4

2

3

3
ren

135

136

Jan 2019
3
12
Feb 2019
4
14
Mar 2019
3
9
Apr 2019
7
9
May 2019
5
8
Jun 2019
2
3
Jul 2019
5
8
Aug 2019
0
4
Sept 2019
5
7
Oct 2019
4
7
Nov 2019
4
6
Dec 2019
4
1
Jan 2020
4
10
Feb 2020
2
2
Mar 2020
2
5
Exceptions / Narrative

0
0
0
0
0
0
0
0
0
0
0
0
0
0
1

40
39
38
51
55
45
59
53
48
46
39
50
37
53
46

19
29
23
20
30
16
34
32
23
41
29
18
26
20
28

13
15
7
5
13
5
8
9
15
5
14
7
11
11
11

0
0
0
0
0
0
0
0
1
0
0
0
0
0
0

45
50
59
48
55
56
73
53
49
72
62
33
55
54
50

35
(inc
ren)
0
0
0
0
0
0
0
0
0
0
1
0
0
0
0

36
(inc
ren)
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

37

37
ren

37/41

0
0
0
2
1
0
0
1
0
0
0
0
0
1
0

1
0
0
0
0
0
0
1
0
0
0
0
1
1
0

0
1
0
0
1
0
1
0
2
0
0
0
2
0
0

38
(inc
ren)
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

47

47/49

48

48/49

CTO

CTO
ren

CTO
recall

CTO
revoke

TOTAL

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

0
0
0
0
0
0
0
1
0
0
0
0
0
0
0

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

0
0
1
1
1
0
0
0
0
0
0
0
0
0
0

8
5
3
7
9
5
4
5
6
4
6
8
6
13
7

10
8
7
7
7
5
6
10
5
11
16
4
10
8
5

2
2
1
6
6
9
3
2
3
5
5
1
5
3
5

2
2
1
3
2
7
2
1
2
4
4
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172
166
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There were a total of 170 uses of the Mental Health Act 1983 (The Act) for the month of January 2020. 169 sections were put in place for the month of February 2020 and 164 Sections were put in place in the month of March
2020. This is an average of 168 sections per month over the three month period. A large increase in s5(2) doctors holding power, is noted within January. There is also a large increase in the implementation of CTO during
February
The highest use of section across January, February and March 2020 falls within section 136 – police removal to a place of safety, which was used 159 times over the 3 month period (32% of total sections).
During each of the three months, section 136 accounted for the highest use of section with 55 section 136’s in January (32%) and 50 section 136’s in the month of March (30%). During February, section 2 saw 53 uses, with
section 136 accounting for 54 uses (31% and 32% of total usage for the month respectively)
Section 2 (application for admission for assessment for up to 28 days), was the section used predominately by mental health professionals during the period between January and March 2020, where it was used 37 times in
January (22% of total usage for the month), 53 times in February (31%) and 46 times in March (28%). Higher use of section 2 to section 3 should be expected as the MHA Code of Practice states that this should be used where:
•
•
•

the full extent of the nature and degree of a patient’s condition is unclear;
there is a need to carry out an initial in-patient assessment in order to formulate a treatment plan, or to reach a judgement about whether the patient will accept treatment on a voluntary basis following admission, or
there is a need to carry out a new in-patient assessment in order to re-formulate a treatment plan or to reach a judgement about whether the patient will accept treatment on a voluntary basis.

Section 3 should only be used if:
•

the patient is already detained under section 2 (detention under section 2 cannot be renewed by a new section 2 application), or
the nature and current degree of the patient’s mental disorder, the essential elements of the treatment plan to be followed and the likelihood of the patient accepting treatment as an informal patient are already
sufficiently established to make it unnecessary to undertake a new assessment under section 2.
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CQC NOTIFICATIONS
Item
Ref
No.

CQC Reportable

CQC1

Nov
2018

Dec
2018

Jan
2019

Feb
2019

Mar
2019

Apr
2019

May
2019

Jun
2019

July
2019

Aug
2019

Sep
2019

Oct
2019

Nov
2019

Dec
2019

Jan
2020

Feb
2020

Mar
2020

Deaths of detained patients

1

0

2

0

1

1

1

0

0

0

1

0

0

1

0

0

0

CQC2

Admissions of under 18’s
to Adult wards

0

1

0

2

1

0

1

0

0

0

2

0

0

0

0

1

0

CQC3

AWOL patients (Twynham)

0

1

0

0

0

0

1

0

0

1

1

1

2

0

0

0

2

Item
Ref
No.

Exceptions comments

CQC1

Details of the individual cases will be discussed at the assurance committee.

CQC2

An under 18 was admitted to Seaview ward on 08/02/2020, under section 2 of the Act. On admission the patient was 17yrs and 2 months and admitted to Seaview ward as no local CAMHS beds were
available and a full referral required, from the CAMHS team if an out of area bed was to be sought. Agreement made that patient would remain under level 3 observations for the duration of the stay on
Seaview ward and support would be provided from the CAMHS team. Patient was discharged from Seaview ward on the 06/03/2020.

CQC3

Only instances of AWOL from low, medium or high secure units must be reported to the CQC. Twynham is the only ward within Dorset HealthCare that meets this threshold.
AWOL 1 – The patient absconded during authorised leave on the 17/03/2020 at 17:15 hours, and was returned by hospital staff on the 17/03/2020 at 19:15 hours. The AWOL period lasted 2hrs.
AWOL 2 – The patient absconded during authorised leave on 17/03/2020 at 16:55 hours, and was returned by hospital staff on the 17/03/2020 at 18:30 hours. The AWOL period lasted 1hr 35mins.

Code of Practice

Threshold

Jan

Fab

Mar

Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar
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Item Ref
No.

2019

2019

2019

2019

2019

2019

2019

2019

2019

2019

2019

2019

2020

2020

2020

last report

COP1

Number of
detentions
which lapsed
in the quarter

0

0

1

1

0

0

0

0

0

0

0

0

0

0

0

0

Compliant

COP2

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

0

0

0

1

1

0

0

0

1

1

0

0

0

0

2

0

Decreased
Compliance

COP3

Number of
patients not
informed in
writing of the
commenceme
nt and
conditions of
their CTO.

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Compliant

COP4

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

0

3

4

0

11

5

3

4

0

2

5

3

0

5

0

3

Sustained
Compliance

COP5

Refusal of
adult visitors
to MH wards

0

0

0

0

0

0

0

0

0

0

0

0

0

0

No visitors
currently
to
inpatient
wards

Item
Ref No.

Exceptions comments

COP2

February 2020

Status

Section 5(4) and 5(2) were implemented for a patient on Melstock ward on the 15/02/2020, once this documentation had reached the MHL Office and scrutiny could take place, it
was apparent that the criteria for detention was not met and the holding powers were deemed unlawful.
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COP4

January 2020
There were five cases of patients being discharged from section or hospital with no attempts made to read their 132 rights.
Alumhurst ward – Detained under s2 on 11/01/2020 and discharged from section on 13/01/2020 (time on section - 1 day 18 hrs 31 mins)
Alumhurst ward – Detained under s5(4) on 13/01/2020, which was regraded to s5(2) on the 13/01/2020 (time on section - 1hr 38 mins)
Alumhurst ward – Detained under s5(2) on 13/01/2020 and discharged from section on 14/01/2020 (time on section - 14 hrs 10 mins)
Seaview ward – Detained under s5(2) on 13/01/2020 and discharged from section on 14/01/2020 (time on section - 22 hrs 20 mins)
Seaview ward –Detained under s2 on 05/01/2020 and discharged from section on 06/01/2020 (time on section - 28 hrs 15 mins)
February 2020
There were no cases of patients being discharged from section / hospital without attempts being made to give information with regard to their s132 rights.
March 2020
There were three cases of patients being discharged from section or hospital with no attempts made to read their 132 rights.
Seaview ward – Detained under s2 on the 06/03/2020 and discharged from section on 12/03/2020 (time on section - 6 days 11hrs 20 mins)
Seaview ward – Detained under s2 on the 06/03/2020 and discharged from hospital on 10/03/2020 (time on the ward - 3 days 18 hrs 10 mins)
Seaview ward – Detained under s2 on the 11/03/2020 and discharged from section on 12/03/2020 (time on section - 1 day 7 hours 40 mins)
There were a total of 503 uses of the Act with records of rights being given in all but the above documented cases. This resulted in 98% of detained patients having attempts
made to give them information relating to their rights under the Act.
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Item
Ref
Number

Code of Practice

Threshold

Jan – Mar
2018

Apr – May
2018

Nov – Dec
2018

Trend since
last report

CONS1

Did the RC record their discussion and
patient’s capacity to consent when
completing consent documents?

100%

34/40
(85%)

34/40
(85%)

40/40
(100%)

Maintained

CONS2

Have the Statutory consultees (where
applicable) made a record of their
discussion with the SOAD

100%

29/40
(72.5%)

24/24
(100%)

19/24
(79%)

Reduced
Compliance

CONS3

Did the RC record their discussion with
the patient feeding back the SOAD
decision?

100%

18/20
(90%)

6/8
(75%)

12/12
(100%)

Improved
Compliance

Current Status

Item
Ref
Number
CONS2

There were five cases where statutory consultees had not made a record of their consultation with the SOAD. In one case, the consultee stated that they were not aware that the
conversation with the SOAD was for this purpose and had only confirmed that the patient was still on section. This was fed back to the SOAD service.
In a separate case the nurse had omitted to make the record and had left the organisation by the time the SOAD form had been completed. MHL staff had duly made records to
this effect.
In the other three cases, these all related to the same nurse on Herm Ward. The matter has been raised with the staff member through clinical supervision. No further instances
of failure to record have been noted in relation to this member of staff.
Due to local ward audits, future consent audits undertaken by the MHL Office will occur annually. The next consent to treatment audit is scheduled to take place in May / June
2020.

25

3.5 MHLAC Dashboard

Item Ref
Num

S136-1

S136-2

Code of
Practice

Number of
MHA
assessments
under
section 136
which did
not conclude
within the
Code of
Practice
timescale of
3 hours

Threshold

Jan
2019

Feb
2019

Mar
2019

Apr
2019

May
2019

Jun
2019

Jul
2019

Aug
2019

Sep
2019

Oct
2019

Nov
2019

Dec
2019

Jan
2020

Feb
2020

Mar
2020

Trend since
last report

10%

26/45

33/54

26/62

24/44

31/59

17/52

41/73

29/53

23/55

36/72

30/62

19/32

28/55

31/54

32/50

(58%)

(61%)

(42%)

(54%)

(53%)

(32%)

(56%)

(49%)

(42%)

(50%)

(48%)

(59%)

(51%)

(57%)

(64%)

Decreased
compliance

19/45

25/54

24/62

20/44

25/59

12/52

29/73

17/53

21/55

23/72

18/62

13/32

34/55

19/54

18/50

(43%)

(46%)

(39%)

(45%)

(42%)

(23%)

(40%)

(40%)

(38%)

(32%)

(29%)

(41%)

(38%)

(35%)

(36%)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Number of
assessments
that
exceeded
timescale of
4 hours

Current
Status

S136-3

Number of
extensions
to section
136 granted

Item Ref
Num

Exceptions comments

S136-1

There are a number of factors affecting how quickly a s.136 patient is assessed under the Act following detention, these can include physical health, intoxication, presentation and number of s.136 patients on site.
The majority of assessments conducted outside the 3 hour window, following arrival at St Ann’s Hospital were as a result of the non-availability of the Approved Mental Health Professional (AMHP), one of the
assessing doctor’s or both assessing professionals. It is acknowledged that there is a continued issue with the number of s.12 doctors available to undertake MHA assessments, work has been undertaken to
attempt to mitigate this by pulling together a list of doctors willing to assist at short notice and outside of normal working hours. This issue has been further complicated by the current covid situation, with some
doctors regularly used currently self-isolating and not undertaking assessments.
The s136 data reports covering January to March 2020 indicate that there continued to be a number of assessments being delayed due to patient’s presentation and intoxication with alcohol. The availability of
section 12 approved doctors account for the majority of delays, however intoxication with alcohol and patients presentation was also a significant factor, availability of the AMHP was also reported to be a factor in
some cases, although this had reduced. Following a large decrease in total number of s136 detainees for December (32), this three month period saw numbers return to a more anticipated level (January – 55,
February – 54, March – 50)
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At present there is a reported reduction in the number of section 12 approved doctors being available to undertake MHA assessments, this is attributed to long term health conditions and the need to self-isolate.
Local authorities advise that they are at times experiencing challenges in getting a second doctor to MHA assessments, although this does not appear to have had a enormous effect on the s136 assessment figures
(assessment taking longer than 3 / 4 hours). Local authorities have also seen a reduction in AMHPs available to work, due to the ongoing covid situation with some AMHPs self-isolating at home.
Regular meetings are being co-ordinated by Dorset Clinical Commissioning Group with regard to MHA assessments and section 12 doctors, where information is fed in and data collected. Attendees at this meeting
include representatives from DHC, BCP Council, Dorset Council, the three general hospitals within Dorset and SWAST. There is an escalation to NHS England, which ensures Dorset can feed into the decision to
enact the MHA related amendments, brought in by the Coronavirus Bill.
A revised list of available section 12 doctors has been collated and distributed detailing those doctors willing to undertake MHA assessments within the county, including specific days and times they are available.
In terms of the figures for January, February and March assessments taking longer than 3 hours to complete (after arrival at the place of safety) have increased slightly, when compared to last 3 month period (Oct to
Dec). It is worth noting that the percentage of assessments outside the 4 hour threshold fall dramatically, when compared to the 3 hour threshold, suggesting that a number of assessments are taking slightly longer
than 3 hours to complete, i.e. 3hrs 5 mins or 3hrs 10 mins. It is also acknowledged that a number of assessments could not take place even if the professionals were available due to patient presentation, intoxication
with alcohol / drugs or a refusal to engage by the patient.

70%
59%

60%

54%

39%

54%

50%

46%
37%

36%

48%

57%
51%
percentage outside 3
hr timescale

42%

43%
43%

29%

59%

56%
49%

44%

30%

20%

56%

49%

50%

40%

64%

61%

45%
39%

42%

32%
40%
32%

30%
23%

41% 40%

38%
32%

35%
29%

36%

percentage outside 3
hr timescale
(excluding 3-4 hour
category)

10%

0%
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100
90

UCL (3 σ)

80
70
60

Mean

50
40
30
20

LCL (3 σ)

10
0

SPC chart / control chart – number of section 136 detainees (month)
A control chart is a chart used in the monitoring of the quality of a process, it is a quality control tool. The blue line represents the sample data, in this case the number of
section 136 detainees brought to the place of safety at St Ann’s Hospital by month. The green line is the upper control limit and the purple line is the lower control limit. If a
data point falls outside of these two lines (UCL and LCL), it indicates that it is statistically likely that there is a problem with the process. There is a 99.73% probability that a
data point will fall between the UCL and LCL.
Furthermore, if seven data points in a row fall either above the mean or below the mean, this would indicate that there is a problem with the process (seven run rule). Likewise,
if seven data points or values were to be seen to increase or decrease in a row this would indicate there was a problem with the process.
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100
90

Adult

Under 18

80
70
60
50
85
40
30

55

63

67
52

54
44

20

70

68

61

49

46

51

51

59

56

50

52

42

43

69
59

50

53

49

2

5

47

29

10
0

4

3

1

2

5

3

6

2

5

3

5

7

1

3

3

2

3

0

3

3

5

3

3

3

3

Bar chart – breakdown of section 136 detainees (age)
The bar chart above displays total number of persons detained under section 136 and brought to the place of safety at St Ann’s Hospital by month. The data is further broken
down into the number of adults detained by the police and number of under 18’s detained by the police.
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Item Reference
Number

Panel Meetings

MHAPM1

Number of MHA Panel Meetings
to review renewals of detention
which took place before the new
period of detention
commenced?

MHAPM2

Number of Panel Meetings
cancelled within 48 hours of the
meeting

MHAPM3

Number of Panel Meetings held
in the quarter

Item Reference
Number
MHAPM1

Apr
2019

May
2019

Jun
2019

Jul
2019

Aug
2019

Sep
2019

Oct
2019

Nov
2019

Dec
2019

Jan
2020

Feb
2020

Mar
2020

Trend
since last
report

95%

9/16
(56%)

6/16
(37%)

3/9
(33%)

12/17
(70%)

4/10
(40%)

5/9
(55%)

9/12
(75%)

19/25
(76%)

7/18
(39%)

9/20
(45%)

6/20
(30%)

3/19
(16%)

Decreased
Compliance

1

0

2

2

0

1

0

5

0

2

0

4

2

17

16

10

20

12

11

12

27

18

22

21

20

Threshold

Current
Status

Increased
Compliance

January – March 2020
Over the period of January – March 2020 inclusive there were 59 panel meetings relating to renewals of detention scheduled. Of these, 18 were held within the renewal period timescales. Of the 41 hearings which did
not take place within the previous period of detention, 5 were scheduled within the week of the renewal becoming effective. 5 hearings were held after the new period of detention commenced due to doctors taking
emergency leave. 3 hearings were postponed and had to be re-organised as they clashed with the patients tribunal, after the doctor gave the same dates of availability to both the tribunal service and the administrator
organising panel hearings. 5 hearings were postponed due to doctor unavailability after the patient transferred to a new consultant. 1 hearing was postponed due to Solicitor unavailability and another hearing
postponed due to the patients nearest relative being unable to attend. The remaining 21 hearings were outside of the timescale due to a combination of doctors being on annual leave and/or having limited availability.
A further 30 hearings had been scheduled with 15 of those being scheduled within the timescales, however these did not go ahead due to patients being discharged from section, transferred out or placed on an
alternative sections.
Overall a total of 63 hearings (applications, panel meeting reviews and renewals) took place. 2 application hearings were held and 2 panel meeting hearings were convened at the MHA panel members request. Of the
63 cases to take place during this period, detention was upheld in all 63 cases, with the MHA panel members discharging 0 patients from detention.

MHAPM2

6 hearings were postponed / cancelled within the 48 hours before the hearing was due to take place between January and March 2020. 2 of the postponed hearings in February were due to the doctor having to take
emergency leave, 2 were attributed to sickness of the doctor and a panel member, respectively. The remaining 2 hearings were cancelled due to the patients being discharged from section.
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Item
Ref
Num

Mental Health Tribunals

Jan
2019

Feb
2019

Mar
2019

Apr
2019

May
2019

Jun
2019

Jul
2019

Aug
2019

Sept
2019

Oct
2019

Nov
2019

Dec
2019

Jan
2020

Feb
2020

Mar
2020

MHT1

Number of Mental Health
Tribunal
applications/referrals made

27

30

35

20

25

40

58

27

26

43

27

21

31

31

40

MHT2

Number of Mental Health
Tribunals held

10

9

16

7

12

6

17

18

18

17

17

11

13

15

15

MHT3

Number of patients
discharged by the RC before
the Tribunal date

9

10

8

8

7 +1
dis by
NR

8

11

4

2

15

5

3

7

10

7

MHT4

Number of Mental Health
Tribunal applications
withdrawn by
patient/representative

7

10

9

5

3

8

8

12

15

14

15

9

5

10

9

MHT5

Number of patients
discharge by the Tribunal

0

0

1+1
con dis

0

1

1

3

1

2+1
con dis

1

1

0

0

1

1
con dis

MH6

Discharge rate of the
Tribunal

0%

0%

13%

0%

8%

17%

18%

6%

17%

6%

0%

0%

7%

7%

Item
Ref
Num

6%

Exceptions comments

MHT1
MHT2
MHT3
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Item
Ref
Num

Deprivation of Liberty
Safeguards

Jan
2019

Feb
2019

Mar
2019

Apr
2019

May
2019

Jun
2019

Jul
2019

Aug
2019

Sept
2019

Oct
2019

Nov
2019

Dec
2019

Jan
2020

Feb
2020

Mar
2020

DOLS
1

Number of urgent DOLs
authorisations granted by
month

18

16

30

24

19

21

18

18

21

14

17

23

30

21

24

DOLS
2

Number of standard DOLs
authorisations granted by
the Supervisory Body by
month

0

2

1

2

4

0

0

0

2

2

1

3

1

1

2

DOLS
3

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

38
(33 DCC
4 BOP
1 BBC)

49
(40 DCC
6 BOP
2 BCC
1 Somer)

70
(60 DCC
7 BOP
2 BCC
1 Somer)

28
(24 DCC
4 BCP)

31
(24 DCC
7 BCP)

18
(15 DC
3 BCP)

19
(15 DC
4 BCP)

14
(9 DC
5 BCP)

18
(14 DC
4 BCP)

15
(12 DC
3 BCP)

13
(8 DC
4 BCP
1 Somer)

16
(12 DC
3 BCP
1 Somer)

20
(18 DC
2 BCP)

19
(18 DC
1 BCP)

14
(11 DC
3 BCP)

Item
Ref
Num
DOLS
3

Exceptions comments

After completing the urgent and standard request DoLS paperwork, the patient is then subject to an urgent authorisation for 7 days. In this time the person should be assessed for a standard authorisation. Urgent
authorisations can be extended by a further 7 days to allow further time for the assessment to conclude if needed. Assessments should however, take place before the end of the 14 day urgent authorisation period.
Where assessments for a standard authorisation are not completed within 14 days, there is no authority to extend the urgent authorisation further. The patient remains deprived of their liberty, but without a legal
authority to do so. In these instances nursing staff should be phoning the relevant local authority for an update on a weekly basis and recording this within the clinical notes.
On 31st March 2020, there were 7 urgent authorisations which were still within the legal time frame of seven or 14 days. There were 5 standard DOLs authorisations in place. There were a further 7 patients who had
been subject to an urgent authorisation which had expired due to the Supervisory Bodies not completing their assessments for a standard DoLS authorisation. The split of cases by the Supervisory Bodies is:
• 57% of these sit with Dorset Council to process (4)
• 43% sit with Bournemouth, Christchurch and Poole Council (3)
Of the 7 outstanding assessments
• 86% (6) relate to Urgent DOLs implemented or Standard requests made within the last month
• 14% (1) relate to those who have been awaiting assessment between one and three months
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The longest wait currently experienced relates to a patient placed on an Urgent DOLs on Langdon Ward, Bridport Hospital on 13 February 2020. We have been advised that prioritisation continues to be given to cases
where the patient is objecting to being in hospital and/or relatives are also objecting or if there are safeguarding concerns.
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Children, Young People & Families – Operational Performance Board Summary
May 2020 (M2)
CYP&F Services Activity

Workforce
The vacancy rate for CYP&F Services is 5.91% which equates to 23.53 WTE. This is a decrease
of+0.3% (1.48 WTE) since April.

As expected activity remains reduced against the same period last year -48% (-17,839) due to
COVID-19 as teams were stepped down to support other clinical services. This is being reviewed as
part of the Care Recovery Plan to enable services to be stepped back up. Work has been completed
to identify the catch-up needed to return to pre-COVID-19 levels of activity.
The increase in caseload for LAC is based on the total caseload excluding COLA’s and Care Leavers.
The caseload trend has remained significantly higher than the 19/20 position and a further increase
of +11 since last month.

The Directorate has a small number of vacancies spread across different teams, with the
greatest number involving admin and clerical roles (including those related to the CHIS
service (4.52 WTE) that is being decommissioned this year). Other service areas influencing
the vacancy rate are:
• School Nursing 3.05 WTE
• School Aged Imms 3.67 WTE

Finance: Month 2: (Brackets) = favourable variance

CYP Public Health Service 0-19
• National guidance on COVID prioritisation has maintained antenatal and new
birth visits as universal contacts (face to face where necessary, otherwise
digital) with Antenatal & NBV’s both exceeding the target uptake in May.
Other universal contacts have been prioritised base on need, with joint
planning with local authority colleagues and early years settings. Recently
published national guidance for service step up is under review.
• NCMP & HPV programs have paused due to COVID-19

Paed SaLT Waiting Times
In May 543 children were waiting for a 1st assessment
(decrease of 29 since the previous month). Two children waited
longer than 26 weeks (local CCG target). 89% of children’s 1st
assessments (130 children) were completed within 18 weeks
(local service target). The average wait for 1st assessment
increased to 13.1 weeks (+1.85 weeks) and the av. longest wait
increased to 30 weeks. The use of Attend Anywhere accounted
for 30% of activity due to C-19.

Service Director Commentary
The number of looked after children (LAC) remains above that seen last year although
the recent increase appears to have stabilised. The LAC team is applying their demand
and capacity model to prioritise activities and ensure that they are able to best meet
the needs of their caseload and continue to meet the demands of the COVID period.
The business and performance and operational teams continue to plan for catch up,
COVID-suppressed activity and new COVID-related needs. This includes
understanding access by individual and geographic characteristics with a focus on
reducing inequalities that may pre-date or emerge during this period. Further work is
underway to understand the drivers for, and solutions to, the small number of waits
above 18 weeks for Paediatric SALT services in the context of significant catch-up.

Integrated Community Services– Operational Performance Board Summary
May 2020
Integrated Community Services – Community Nursing and Intermediate Care

Service Director commentary

Community Hospital Inpatients

The newly formed discharge to assess service continued to
develop during May 2020, with an average of 220
patients/week being referred to the central coordination
team for pathways 1-3. This has shown an increase in
numbers of people going home, as opposed to other bed
based services.
An interim report for the service has been developed, with
the following recommendations;
•

Annual
Budget YTD
Budget YTD
Actual YTD
Variance FOT
Variance
Financial Summary £m
90.5
90.5

•

•

•

89.4

(1.1)
•

Workforce

•

D2A continues post COVID, with further
development of home first approach
Further work is needed to ensure that people are
discharged once not needing to reside in
hospital, and then assessed out of hospital
A review of all short term care and rehab services
across the county is needed – to simplify access

Community hospital bed occupancy , length of stay and
people who had delayed transfers increased slightly in
May, due slightly higher pressure in the system. However,
this still remained under 60% occupancy. National
directive for discharge to assess to occur across all
hospitals has played a major part in this.
Referrals to community services also increased slightly in
May, with the start of services planning recovery. At the
same time the expected surge of community work due to
COVID-19 has not yet been seen in Dorset.
Community services are currently reviewing all services
and functions that were temporarily suspended to
determine the approaches and priorities for stepping
these back up, whilst retaining the ability to respond to
any subsequent COVID surges.

Mental Health & LD Services – Operational Performance Board Summary May 2020 (M2)
Community Services: 20/21 Month 2

Workforce

Calls to the Connection
continue to increase
(49,541 calls since opening
01/07/19 – av. 4,504 pm).
Calls via NHS111
accounted for 23% of all
calls in M2 (6,870 calls
since 01/07, av. 625 pm)

• Overall MH & LD referrals remain significantly down -48.1% against M2 19/20. This was a slight improvement on previous month +0.9%. Contacts are
also down at -6.3% against the same period. CAMHS (+9%) & Perinatal Services (+85%) have an increase in contacts.
• S2W referrals remain significantly down -49.2% (improvement on previous month +8.8%), contacts have decreased -3.3% against M2 in 19/20.

Inpatients

As at May 20 MH & LD services have 87.01 WTE (excl. medics) vacancies.
This is a an increase from the previous month +12.34 WTE. This is a
vacancy rate of 4.44%. There are 13.16 WTE medic vacancies (increase
of +1 since April).
Approx. 2/3’s of the vacancies are due to expansion investment/service
transformation.

May saw a 2% increase (+3) in
admissions and -7% decrease (-11) in
discharges in comparison to M2
19/20. Adult acute LOS increased in
to 51 days in May increasing the YTD
ALOS to 45 days at M2. LOS is
calculated at point of discharge the
increase in LOS is a factor with a
reduction in our Delayed Transfers of
Care.
The adult acute median LOS is 24 days, which indicates the 17 people
with a LOS over 3 months is skewing the average LOS. A LOS paper is
coming to the DMG in June.
• Adult acute occ. rates increased M2 to 72.7% but remain significantly
below previous levels
• Delayed Transfers of Care (DToC) has decreased with 13 people
delayed at month end. Compliance is above the 7.5% threshold at
6.92% as of 31st May 20
• No one was placed out of area due to a lack of bed availability in
May and no one remained OAP.

Finance: Month 2 (Brackets) = favourable variance

Services impacting on
vacancies are:
•
•
•
•
•
•
•

AMH CMHT: 4.64 WTE
Wheelchairs: 5.46
CLDT: 4.89 WTE
ED: 5.35 WTE
CAMHS: 10.9 WTE
OPMH CMHT: 3.29
Home Treatment: 8.39
WTE

Service Director commentary
• MH bed capacity is under review as part of IPC guidance. It is likely to adhere to
guidance 21 beds will need to be closed across acute female, rehab and older
adult wards. Three of these may be able to be re-provided subject to capital
works leaving a net loss of 18 beds. Plans are being worked on to manage this
reduction in capacity.
• It is anticipated that the two MH-Emergency Assessment Units will be stepped
down by the end of June/early July to allow full Psychiatric Liaison services to
recommence in the Acute hospitals.
• All services are working through site risk assessments to be able to step back up
face-to-face appointments where appropriate. Where waiting times have
deteriorated due to reduced service offer recovery plans are being worked up to
restore the position.
• The Mental Health Integrated Programme Board was restarted in May and is reprofiling the MH-Long Term Plan expansion of MH services. A specific focus will
be on delivering the outcomes of the dementia services review and the
rehabilitation services review.
• Uncertainly remains regarding the MH investment standard for 20/21 which has
been excluded from budgets to date resulting in adverse year to date financial
position. Once included in budgets Directorate will report YTD surplus.

Agenda Item 9

Trust Finance Report for Month 2, May 2020
Part 1 Board Meeting 24 June 2020
Author

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

Purpose of Report

Financial results May 2020 (Month 2)

Executive Summary

Headline results for the two months ended May 2020 are as follows:



The Trust breakeven position is in line with the interim NHSI provided
breakeven plan, which is currently in place until 31st July. A retrospective
top up payment of £128k, to bridge the YTD deficit to a breakeven position,
has been accrued.



Agency expenditure was £665k, being favourable to NHSI plan by £419k
and favourable to internal plan by £92k. Compared to the same period last
year, agency spend is £267k lower and bank spend £606k higher.



Of the overall Trust CIP requirement of £12.3m, £3.9m was banked in April
and a further £0.1m in May.



Capital Expenditure was £1.2m YTD vs a plan of £2.7m.



The Trust reported YTD expenditure of £2,184k on COVID-19, of which
£1,928k was on incremental revenue costs and £256k capital. The Trust
continues to monitor COVID-19 spend as required by NHSI.

Recommendation

The Board is asked to note the report.

Trust financial performance – Month 2 2020/21
Summary
Trust level

NHSI Plan
Actual
Variance

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

£M

£M

£M

£M

34.3
36.5
2.2

13.2
10.9
(2.3)

(47.5)
(47.4)
0.1

0.0
0.0
0.0

G

COVID19- Costs
The Trust reported YTD expenditure of £2,184k at M2 of which
£1,928k was on incremental revenue costs and £256k capital.

Trust breakeven position is in line with the interim NHSI provided
breakeven plan which is currently in place until 31st July.
Appendix 1 shows the variances against the draft annual plan
which was submitted prior to the suspension of the 2020/21
planning process. The Mental Health adverse pay variance is due
to the MHIS and COVID costs and the Community favourable nonpay variance is due to low provider to provider spend and a
reduction in elective activity.
A retrospective top up payment of £128k, to bridge the YTD
deficit to a breakeven position, has been accrued.
Out of area placement expenditure was nil YTD as at M2,
compared to £232k for the same period last year, which is due to
a reduction in demand and a proactive approach to discharges to
increase internal capacity.
Provider to Provider income and expenditure has been uplifted by
2.8% to allow for inflation. At this time general agreement has
been reached between providers not to recharge for services
where the 2019/20 value, plus 2.8% inflation, is below £120k p.a.
The aim is to reduce transactional burden.
With the exception of non-trainee medical staff, pay budgets have
been re-aligned to recognise the 2020/21 pay award and
incremental changes.

Cost Improvement Programme
Of the Trust’s 2020/21 CIP target of £12.3m, schemes of £9.2m
have been identified, with £3.9m banked in April and a further
£0.1m in May.
A summary analysis of further CIP scheme detail is shown in
appendix 2.
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Key Performance Indicators
Temporary staffing

Temporary staffing spend was £3,499K YTD at M2 (£1,978K at M1), of
which £665k related to agency, £2,604K bank and £231k substantive
overtime. Agency spend is £267k lower and bank spend £606k higher
compared to the same period last year.
YTD agency spend is below the NHSI ceiling (by £419k) and below the
internal agency target (by £92k). Included in these figures are bank and
agency costs of £239k and £40k respectively relating to COVID-19 and
coded directly to the emergency planning code.

The capital target for 2020/21 is £19.3m per the draft annual plan.
Capital expenditure is 45% of the month 2 plan with spending affected
by COVID-19. Total commitments at M2 are £6,001k with £4,076k of
commitments raised last year carried over into this year.

Agency trends by staff group

The cash balance at M2 is £57.8m and is higher due to additional June
contract income (£18.3m) being received in advance as part of the
response to COVID-19. DCH have agreed to settle their 2019/20 debt.
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Appendix 1 – Financial performance
INCOME & EXPENDITURE SUMMARY

Month 2 2020/21
May

CURRENT ANNUAL BUDGET
Pay

Non Pay

£'000

YEAR TO DATE
Budget

Total
Inc & Exp
£'000

£'000

Pay
£'000

Non Pay
£'000

Actual
Inc & Exp
£'000

Pay
£'000

Non Pay
£'000

Variance (Favourable)/Adverse
Inc & Exp
£'000

Pay
£'000

Non Pay
£'000

Income
£'000

Total
£'000

%

INCOME
Baseline Income
Integrated Community Services
Mental Health Services

(258,718)

(43,102)

(42,746)

356

356

1%

R

(9,813)

(1,626)

(1,319)

307

307

19%

R

(11,311)

(1,897)

(1,867)

30

30

2%

R

Children, Young People and Families

(2,893)

(393)

(332)

61

61

16%

R

Corporate Services

(6,103)

(1,272)

(1,144)

128

128

10%

R

(288,838)

(48,290)

(47,408)

882

882

2%

R

(433)

(3%)

G

Total Trust Income

EXPENDITURE
Integrated Community Services

68,935

32,085

101,020

11,602

4,903

16,505

11,645

4,426

16,072

44

(477)

Mental Health Services

78,720

11,158

89,878

13,250

1,836

15,087

13,607

1,730

15,337

357

(106)

250

2%

R

Children, Young People & Families

14,546

4,955

19,501

2,458

816

3,275

2,368

677

3,045

(90)

(139)

(229)

(7%)

G

Medical Staffing

16,225

1,019

17,244

2,866

156

3,023

2,903

149

3,053

37

(7)

30

1%

R

7,056

1,070

8,126

1,172

178

1,350

1,136

150

1,286

(36)

(28)

(64)

(5%)

G

16,180

15,196

31,376

2,662

2,153

4,816

2,629

2,251

4,880

(34)

98

64

1%

R

People & Culture

7,155

1,216

8,371

1,189

246

1,435

1,190

180

1,371

2

(65)

(64)

(4%)

G

Corporate incl. OD

4,475

1,097

5,573

747

161

908

1,081

527

1,607

334

365

699

77%

R

213,293

67,795

281,088

35,946

10,451

46,397

36,560

10,091

46,651

613

(359)

254

1%

R

(757)

613

(359)

12

0

12

12

0%

R

(1)

13%

G

0

0%

G

0%

G

Nurse Executive & Quality
Finance & Strategic Development

Total Trust Expenditure

NET INCOME & EXPENDITURE
Central Budgets

(7,750)
0

6,959

Interest Received
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT
EBITDA

0

0

(57)
4,747

TRUST (SURPLUS)/DEFICIT
Impairments

6,959

(1,893)

4,747

791

3,899
0

0
3,899

0

0

12

(9)
791

(11)
791

(1,112)
0

0
(1,112)

0

(1)

791
35

0
613

0
35
3.7%

882

(348)

881

0
613

(348)

1,136

1,147
0

881

1,147

R
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Appendix 2 – Cost Improvement Programme
CIP TARGET

Scheme

Operational Services
Community (excl IUCS)
Children & Young People (excl Sexual Health)
Mental Health
Medical Staffing
Support Services
Nursing & Quality
People and Culture
Corporate Services
Finance & Strategic Development
Estates & Facilities
Central/Transformational Schemes
Salary Sacrifice / Tax Efficiencies
Financial Transaction Review and Rebates
Estates Rationalisation/Premises
Telephony & Broadband
League of Friends
Corporate Cost Reduction
Admin Review
Management & Administration Support Review
Divestment Schemes
Investments
Clinical Consumables/Stock control
Central Schemes allocated above or removed 1
TOTAL CIP SCHEMES 2020/21

£12.3m

EXEC
LEAD

Revised Recurrent
CIP Plan
Value
(Feb 2020) (Note 2)

Proportion
of Central
Schemes

Forecast
& RAG Rating

(Note 3)

Removed
Total
From
Amount
Budgets @
Identified
M2

£'000

£'000

%

£'000

£'000

£'000

£'000

JE
KH
CH
ST

1,051
467
2,222
112
3,852

1,273
678
1,282
113
3,346

97%
100%
95%
68%
95%

1,024
467
2,103
76
3,670

513
112
529
80
1,234

1,537
579
2,632
157
4,905

1,391
551
1,012
146
3,101

DD
NP
KD
MM
MM

40
0
114
386
22
563

90
44
131
1,054
83
1,402

100%
0%
100%
100%
100%
100%

40
0
114
386
22
563

50
44
17
660
83
855

90
44
131
1,047
105
1,417

76
36
127
444
65
748

MM
MM
MM
MM
MM/NP
NP

327
250
2,200
600
1,000
349

100%
80%
50%
50%
100%
0%

327
200
1,100
300
1,000
0

327
200
1,100
300
1,000
0

61
99

ST/KD
MM/KD
DD

0
0
0
3,547
8,273
£12,687

0
0
0
600
0
0
0
0
0
0
0

0%
0%
0%

0
0
0

0
0
0

600
£5,348

61%
71%

2,927
7,160

SHORTFALL against target

0
2,089

2,927
9,249

160
£4,008

£3,051

Notes
1. Central Schemes allocated above or removed includes schemes such as car parking
2. The recurrent value for operational and support services where central schemes have been apportioned include the recurrent element of
those central schemes - this requires further work
3. Central Schemes allocated to support and operational services include: increase in vacancy factor, procurement, digital communication,
travel & transport and unform review
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Renewal Contract Award - Electronic Health Record - SystmOne
Board Meeting - 24 June 2020
Author

Stephen Slough, Chief Information Officer

Purpose of Report

Contract for SystmOne – Electronic Health Record Solution

Executive Summary
This item is submitted to get signature approval for the contract renewal with The Phoenix
Partnership (TPP) for the continued use of SystmOne.
SystmOne is one of the Trust’s systems for storing patients’ health records. It is used
mainly in physical health services, including covering Community, Community Hospital,
Child Health, MIU/UTC and 111 services.
SystemOne is on a framework agreement, and as such procurement and associated prices
are set centrally.
There has been no appetite to move away from SystmOne, the use of which is wellestablished amongst staff. It continues to offer the opportunity for closer integration with
Primary Care in Dorset, where almost all GPs use the same system.
The annual cost of the licence is £743,562 plus VAT for the relevant services.
Accumulatively this is a cost £5,204,931 plus vat over a 7 year period. It therefore requires
board approval, being over the £5,000,000 delegated limit of the Executive.
The Executive recommends that this contract is signed.

Recommendation

The Board is asked to approve the contract signature

Agenda Item 12

Infection Prevention Control
Self-Assessment against National Framework
Part 1 Board Meeting 24 June 2020
Lead Director
Purpose of Report

Dawn Dawson, Director of Nursing, Therapies and Quality
The framework is shared with the Board to provide assurance
and identify additional measures in progress to maintain
quality standards.

Executive Summary
On 4 May 2020 Ruth May, Chief Nursing Officer for England, published a board assurance
framework which highlighted that effective infection prevention and control was
fundamental in our efforts to minimise the impact of COVID-19.
The board assurance framework was designed to support all healthcare providers to
effectively self-assess compliance with Public Health England (PHE) and other COVID-19related infection prevention and control guidance and to identify risks.
The principles in the framework are relevant across all settings in Dorset HealthCare
including community hospitals, mental health and learning disability, and have been locally
adapted.
The framework has been used to assess measures taken, in line with the current guidance,
and provide evidence and assurance to the Director of Infection Prevention and Control,
and Medical Director that the necessary measures are in place.
The framework has also identified some areas which require additional action and is being
used as an improvement tool to optimise these actions and interventions.

Recommendation

The Board is asked to note the self-assessment, including
assurance and identification of additional measures in
progress to maintain quality standards, which will be
monitored by Clinical Governance Group.
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1.0

Introduction

1.1

As our understanding of COVID-19 has developed, Public Health England has published
guidance on the infection prevention and control measures required; this has constantly been
updated and refined to reflect the learning. This continuous process helps to ensure
organisations are able to respond in an evidence-based way to maintain the safety of
patients, service users and staff.

1.2

Within Dorset HealthCare we have assessed ourselves against the guidance as a source of
internal assurance that quality standards are being maintained. The framework has allowed
us to identify our areas of risk and ensure that appropriate corrective actions are taken in
response. The tool is shared to provide assurance to the Board that organisational
compliance has been systematically reviewed.

2.0

Legislative framework

2.1

A legislative framework is in place to protect service users and staff from avoidable harm in a
healthcare setting. The framework is structured around the existing 10 criteria set out in the
Code of Practice on the prevention and control of infection, which links directly to Regulation
12 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

2.2

The Health & Safety at Work Act 1974 places wide-ranging duties on employers, who are
required to protect the 'health, safety and welfare' at work of all their employees, as well as
others on their premises, including temporary staff, casual workers, the self-employed,
clients, visitors and the general public. The legislation also imposes a duty on staff to take
reasonable care of health and safety at work for themselves and for others, and to cooperate with employers to ensure compliance with health and safety requirements.

2.3

Robust risk assessment processes are central to protecting the health, safety and welfare of
patients, service users and staff under both pieces of legislation. Where it is not possible to
eliminate risk, organisations must assess and mitigate risk, and provide safe systems of
work. In the context of COVID-19, there is an inherent level of risk for NHS staff who are
treating and caring for patients and service users and for the patients and service users
themselves in a healthcare setting. All organisations must therefore ensure that risks are
identified, managed and mitigated effectively.

3.0

The Self-Assessment

3.1

The self-assessment took place against the 10 overarching themes, each of which is
underpinned by key lines of enquiry.
 Systems are in place to manage and monitor the prevention and control of infection.
These systems use risk assessments and consider the susceptibility of service users
and any risks posed by their environment and other service users
 Provide and maintain a clean and appropriate environment in managed premises that
facilitates the prevention and control of infections
 Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk
of adverse events and antimicrobial resistance
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 Provide suitable accurate information on infections to service users, their visitors and
any person concerned with providing further support or nursing/medical care in a timely
fashion
 Ensure prompt identification of people who have or are at risk of developing an infection
so that they receive timely and appropriate treatment to reduce the risk of transmitting
infection to other people
 Systems to ensure that all care workers (including contractors and volunteers) are aware
of and discharge their responsibilities in the process of preventing and controlling
infection
 Provide or secure adequate isolation facilities
 Secure adequate access to laboratory support as appropriate
 Have and adhere to policies designed for the individual’s care and provider
organisations that will help prevent and control infections
 Have a system in place to manage the occupational health needs and obligations of staff
in relation to infection
3.2

For each key line of enquiry evidence has been gathered and reviewed, any gaps identified
and immediate mitigation put in place (Appendix 1).

3.3

Where gaps in assurance have been identified an action plan has been developed. This will
be reviewed by the Clinical Governance Group on a monthly basis with any exceptions or
escalations being reported to the Quality Governance Committee.
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Appendix 1
1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk
assessments and consider the susceptibility of service users and any risks posed by their environment and other
service users.
Systems and processes are in
place to ensure:
1.1 Infection risk is assessed at
the front door and this is
documented in patient notes.








1.2 Patients with possible or
confirmed COVID-19 are not
moved unless this is
essential to their care or
reduces the risk of
transmission.







Infection risk documented on
discharge summary when
patients transferred from
acute hospitals.
If a direct admission from
home or via HBPOS, patients
admitted to a side room/
admission bay with respiratory
precautions – screened for
Covid-19 and remain in here
until the result is known.
All information documented
on SystmOne or RiO.
Daily IPC sit rep to identify
any new patient admitted who
are Covid-19 detected and or
awaiting results.
New admissions to a side
room/ admission bay and
screened.
Existing patients who develop
symptoms are moved to a
side room with respiratory
precautions, screened and
remain isolated until results
are known.
They remain isolated if covid19 detected.
Covid-19 detected patients
remain in a side room or

No gaps identified.

N/A

No gaps identified.

N/A
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1.3 Compliance with the national
guidance around discharge
or transfer of COVID- 19
positive patients.





1.4 All staff (clinical and nonclinical) are trained in putting
on and removing PPE; know
what PPE they should wear
for each setting and context;
and have access to the PPE
that protects them for the
appropriate setting and
context as per national
guidance.








cohort bay.
PHE Infection Prevention and
Control guidance/ local
guidance in place and
adhered to reduce the risk of
transmission of infection.
All patients for discharge to a
nursing/ care home are
screened for Covid-19.
They are only discharged
once a Covid-19 not detected
result is received.
The receiving acute hospital is
notified by the ward if a
patient with Covid-19 detected
needs to be transferred to the
acute trust for treatment
Donning and doffing of PPE
and hand hygiene films
produced by DHC available
on intranet.
Face to face training in place
for fit testing for FFP3
respirators – delivered by IPC,
Health and Safety and
Learning and Development
staff.
A record of all staff FFP3
trained is held and updated by
L&D.
IPC have produced a series of
guides (place based) for staff
reference in relation to the
correct PPE to wear during
the Covid-19 pandemic.

Need to complete a risk assess
against guidance

Deputy DIPC to complete risk
assessment with professional
leads for Community Hospitals,
Matron for MH Inpatients and IPC
Lead by 1 July 2020

No reporting mechanism yet in
place to confirm identify who has
watched the videos for donning
and doffing.

Local managers to collect and
collate information at a local level
by 1 August 2020
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1.5 National IPC guidance is
regularly checked for updates
and any changes are
effectively communicated to
staff in a timely way.










PPE guidance is accessible to
all staff on Intranet.
Updates on PPE provided on
Managers Briefings to
disseminate to staff.
Dedicated Covid-19 telephone
advice line – manned 7 days
a week by the IPC team to
assist with queries relating to
PPE.
Dedicated email for ordering
of PPE – managed by the
procurement team 7 days a
week.
Dedicated email for ordering of
PPE – managed by the
procurement team 7 days a
week Incident Coordination
Centre arrangements in place
& relevant guidance forwarded
to Clinical Cell.
Daily gov.uk emails received
directly by members of the IPC
team.
Guidance is reviewed daily
and incorporated into written
local guidance for staff which
is accessible via intranet.
New guidance discussed at
Clinical Cell meeting; in
addition a member of the
clinical cell is assigned as a
reader to flag any new
guidance.
IPC attend meetings (via

No gaps identified.

N/A
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1.6 Changes to guidance are
brought to the attention of
boards and any risks and
mitigating actions are
highlighted









1.7 Risks are reflected in risk
registers and the board
assurance framework where
appropriate.
1.8 Robust IPC risk
assessment processes and
practices are in place for
non COVID-19 infections
and pathogens.



Microsoft teams) to brief
clinical managers/ teams about
any new guidance and how it
will affect local teams.
New information is sent out to
all staff via a Weekly News
Bulletin.
New and ongoing risks are
discussed as a standing
agenda item on the Clinical
cell call.
Covid -19 risk register created
and subsequently
incorporated into business as
usual risk register.
Any risks are updated. These
are flagged for escalation as
necessary.
Escalated risks from guidance
are taken to the clinical
governance group which
feeds into board assurance.
Any immediate risks shared
with ICC Gold Command.
See section 1.6 above.

The Trust have the following
policies in place:
o IN-137 IPC Surveillance
Policy
o IN-165 Infection
prevention and Control
Policy

No gaps identified.

N/A

No gaps identified.

N/A

All IPC policies require revision to
ensure they are updated in
relation to COVID19 and are in
date.

Currently reviewing clinical staff
shielding at home to identify
additional resource. Additional
support also available through
library services. Policies to be
updated by 1 September 2020

There are not sufficient resources
in the IPC team to complete this
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o
o
o
o
o

o
o

IN-059 Isolation Policy
work at present.
IN-016 The Management
of a Ward Outbreak Policy
IN-006 Clostridium difficile
Policy
IN-028 MRSA Policy
IN-008 Policy for the
Management of Multi
Antimicrobial Resistant
Organisms
IN-058 Collection of
Microbiological Specimens
Policy
IN-035 Management of
Suspected/diagnosed
Tuberculosis (Pan Dorset)
Policy

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and
control of infections.
Systems and processes are in
place to ensure:



2.1 Designated teams with
appropriate training are
assigned to care for and treat
patients in COVID-19
isolation or cohort areas.




Clinical staff receives IPC
training as part of mandatory
training.
IPC guidance available on the
intranet.
Training records – mandatory
and FFP3.

Two hospitals identified for
Covid19 patients.
Within each hospital patients with
Covid-19 are cared for by the
same assigned staff on a shift by
shift basis.

Annual IPC training is being
further developed to include the
care of patients with Covid-19.
During June Deputy Director of
Infection Prevention & Control
and Lead IPC visiting hospitals to
identify what further training is
required.
Training in place by 1 August
2020

2.2 Designated cleaning teams
with appropriate training in
required techniques and use





Ward cleaning teams in place.
Training records maintained.
Environmental cleaning action

Advised by nursing staff and
facilities manager that in some
areas Covid19 isolation/ cohort

Clear expectation that
housekeeping staff undertake this
role.
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of PPE are assigned to
COVID-19 isolation or cohort
areas.





2.3 Decontamination and
terminal decontamination of
isolation rooms or cohort
areas is carried out in line
with PHE and other national
guidance.












2.4 Increased frequency, at least
twice daily, of cleaning in
areas that have higher
environmental contamination




cards have been developed.
Environmental section on the
intranet.
Specialist clean team.
All staff have been provided
with and have availability to
any required and
recommended PPE relevant
to their role.

areas have been cleaned by
clinical staff rather than
housekeeping staff.

Ward cleaning teams in place.
Training records maintained.
Environmental cleaning action
cards have been developed.
Environmental section on the
intranet.
Specialist clean team.
All staff have been provided
with and have availability to
any required and
recommended PPE relevant
to their role.
Isolation Policy in place.
Decontamination Policy
Environmental Cleaning
action card available.
Actichlor Plus posters.
Decontamination undertaken
as per PHE, Trust and
national guidance.
IPC guidance in place.
In patient sites currently have
dedicated resources for all
ward based services.

Advised by nursing staff and
facilities manager that in some
areas Covid19 isolation/ cohort
areas have been cleaned by
clinical staff rather than
housekeeping staff.

Cleaning schedules to be updated
to reflect revised guidance.
Audit of cleaning across all
inpatient sites under
development.
Measures in place by 1 August
2020
Clear expectation that
housekeeping staff undertake this
role.
Cleaning schedules to be updated
to reflect revised guidance.
Audit of cleaning across all
inpatient sites under
development.
Measures in place by 1 August
2020

For satellite based services/
community clinics this will be
addressed by implementing a
mobile service to provide a

Revised cleaning schedules to be
in place.
Requirements for cleaning to be
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rates as set out in the PHE
and other national guidance.

2.5 Attention to the cleaning of
toilets/ bathrooms, as
COVID-19 has frequently
been found to contaminate
surfaces in these areas.
2.6 Cleaning is carried out with
neutral detergent, a
chlorine-based
disinfectant, in the form of
a solution at a minimum
strength of 1,000ppm
available chlorine, as per
national guidance. If an
alternative disinfectant is
used, the local infection
prevention and control
team (IPCT) should be
consulted on this to ensure
that this is effective against
enveloped viruses.
2.7 Manufacturers’ guidance and
recommended product
‘contact time’ must be
followed for all cleaning/
disinfectant solutions/
products.
2.8 As per national guidance



Measures are currently being
put in place where additional
cleaning may be required as a
result of Trust risk
assessments.

secondary interim clean during
the course of the day.
Need to update daily cleaning
schedule for isolation rooms to
include twice daily cleaning.

reviewed for inpatient areas first.
This will include area size to be
cleaned, environmental factors
and staffing required in line with
national guidance.
Measures in place by 1 August
2020
As above



As above.



Isolation Policy &
Decontamination Policy in
place.
Actichlor plus poster.
Outbreak cleaning schedules
developed.
Daily signing sheets.

Need to check if daily sign off
sheet.

Audits of compliance to be
undertaken by 1 September 2020



Where identified as a
requirement Actichlor plus is
used as per IPC
recommendation.

No gaps identified.

N/A



IPC guidance in place.

Need Cleaning forum to be set up

Audits of compliance to be
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‘frequently touched’ surfaces,
e.g. door/ toilet handles,
patient call bells, over-bed
tables and bed rails, should
be decontaminated at least
twice daily and when known
to be:
o Contaminated with
secretions, excretions or
body fluids.
o Electronic equipment e.g.
mobile phones, desk
phones, tablets, desktops
and keyboards should be
cleaned at least twice daily.
o Rooms/ areas where PPE
is removed must be
decontaminated, timed to
coincide with periods
immediately after PPE
removal by groups of staff
(at least twice daily).
2.9 Linen from possible and
confirmed COVID-19 patients
is managed in line with PHE
and other national guidance
and the appropriate
precautions are taken.
2.10 Single use items are used
where possible and
according to single use
policy.
2.11 Reusable equipment is
appropriately decontaminated
in line with local and PHE




undertaken by 1 September 2020

Actichlor Plus poster in use.
Decontamination guidance
available.
Isolation Policy.
Cleaning schedule.
Nursing staff carry out
frequently touched surfaces
during outbreaks of infection.

again to review/ revise cleaning
schedules as per IPC and
national cleaning guidance.





IPC guidance in place.
Isolation Policy.
Linen Policy.

No gaps identified.

N/A



Decontamination policy in
place.
Isolation policy.
Decontamination audit results.
Decontamination policy in
place.
Isolation policy.

No gaps identified.

N/A

No gaps identified.

N/A










Need to check who cleans these
items in the clinical / ward area.
Review cleaning schedules for
these items.
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and other national guidance.
2.12 Review and ensure good
ventilation in admission and
waiting areas to minimise
opportunistic airborne
transmission.







Decontamination audit results.
Ventilation group minutes.
Decontamination group
minutes.
Asset register of ventilation
facilities across the Trust.
Theatre ventilation validation
reports.

No gaps identified.

N/A

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and
antimicrobial resistance.
Systems and processes are in
place to ensure:



3.1 Arrangements around
antimicrobial stewardship are
maintained







3.2 Mandatory reporting



Nominated lead for antibiotic
stewardship in place –
reporting to Medicines
Management Group and IPC
group as part of governance
arrangements.
Continual review of
antimicrobial prescribing data
in key sectors of MIU/ IUCS.
Annual audit of in patient
prescribing.
The Trust is represented at
the Dorset Antimicrobial
Working Group and South
Central Antibiotic Network.
5 year Antibiotic Strategy
expires 2020 and is currently
under revision.
Nice guidance pertaining to
antibiotics reviewed and
implemented as evidenced by
review submissions to Quality
Team.
As a Community Trust DHC

No gaps identified.

N/A

N/A

N/A
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requirements are adhered to
and boards continue to
maintain oversight.

are not required to submit any
reports nationally regards
antibiotics although we do use
some for the measures for
internal monitoring.

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with
providing further support or nursing/medical care in a timely fashion.
Systems and processes are in
place to ensure:
4.1 Implementation of national
guidance on visiting patients
in a care setting.







Poster on intranet advising
that visiting has been
restricted during the pandemic
(subsequently amended on
15.06.2020).
Letter from Hospital Manager
advising of visiting for mental
health settings (subsequently
amended on 15.06.2020).
Visiting restricted in clinical
areas with suspected/covid
detected patients – IPC
guidance.
Poster available on intranet
advising of visiting restrictions
on outbreak areas.
Information on trust intranet
/internet site.

4.2 Areas in which suspected or
confirmed COVID-19 patients
are being treated are clearly
marked with appropriate
signage and have restricted
access.



4.3 Information and guidance on
COVID-19 is available on all
trust websites with easy read
versions.
4.4 Infection status is
communicated to the
receiving organisation or



See section one.



The receiving hospital is
notified by the ward if a



Visitor guidance for staff
published information on 05.06.20
nationally has been reviewed and
disseminated to staff.

N/A

Separate visitor guidance needed
for mental health settings in
place.

Need designed clear signage that
clearly indicates suspected or
confirmed cases that is consistent
across Dorset as many of our
patients will visit different
hospitals and consistency is
needed.
No gaps identified

Signage to be agreed at IPC Cell
chaired by Dorset HealthCare
DIPC by 1 July 2020

No gaps identified.

N/A

N/A
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department when a possible
or confirmed COVID-19
patient needs to be moved.




patient with Covid-19 detected
needs to be transferred to the
acute trust for treatment.
Patient records are updated to
confirm the status of the
patient.
If the patient is going to
another area in the hospital
again this is communicated to
the receiving team.

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely
and appropriate treatment to reduce the risk of transmitting infection to other people.
Systems and processes are in
place to ensure:



5.1 Front door areas have
appropriate triaging
arrangements in place to
cohort patients with possible
or confirmed COVID-19
symptoms and to segregate
them from non COVID-19
cases to minimise the risk of
cross-infection, as per
national guidance.
5.2 Mask usage is emphasized
for suspected individuals.
5.3 Ideally segregation should be
with separate spaces, but
there is potential to use
screens, e.g. to protect
reception staff.









Patient placement guidance in
place and available on
intranet.
Options paper for ongoing
management of cases under
consideration.

Patients generally are admitted as N/A
a step down rather than direct
acute admission (except if GP
referral).

Included in written PPE
guidance on masks.
IPC Management checklist in
place for Service leads to use
a guide prior to the
reintroduction of services.
This includes use of screens.
H&S workplace assessments
being undertaken and site
visits.

No gaps identified.

N/A

Work is ongoing as services
reopen.

N/A

Currently patients requiring
admission are going to areas
where currently Covid detected
patients and agreed areas in MH
which are Herm and Seaview

Assurance process in place to
review IPC checklists
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5.4 For patients with new-onset
symptoms, it is important to
achieve isolation and
instigation of contract tracing
as soon as possible.
5.5 Patients with suspected
COVID-19 are tested
promptly.



IPC written guidance available
on intranet on isolation of
patient and the need to
contact trace.

No gaps identified.

N/A




IPC written guidance in place.
Covid-19 swabbing section on
the intranet which covers:
a. In patient Covid-19 swab
taking action card.
b. E28 Request Form.
c. Covid-19 Laboratory
request form.
d. Video on how to take a
combined nose and throat
swab.
Specific arrangement in place
with Poole lab for unwell
patients requiring mental
health inpatient care for rapid
result testing.
IPC guidance in place
available on the intranet
regarding patient placement.
Isolation guidance.
Swabbing guidance.
Contacts are identified and
screened.
IPC Checklist in place for
managers to use prior to the
re instigation of services.
Draft patient leaflet in
production (Comms).

No gaps identified.

N/A

No current guidance on the how
to undertake contact tracing
within DHC setting. IPC provide
bespoke guidance on a case by
case basis.

To draft generic guidance by 1
August 2020



5.6 Patients who test negative
but display or go on to
develop symptoms of
COVID-19 are segregated
and promptly re-tested and
contacts traced.



5.7 Patients who attend for
routine appointments and
who display symptoms of
COVID-19 are managed
appropriately.









Some sites where clinics take
place have limited options to
isolate patients and if travelled by
public transport to support
patients transfer to home.

Establish assurance process to
review IPC checklists by 1
September 2020

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their
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responsibilities in the process of preventing and controlling infection.
Systems and processes are in
place to ensure:
6.1 All staff (clinical and nonclinical) have appropriate
training, in line with latest
PHE and other guidance, to
ensure their personal safety
and working environment is
safe.
6.2 All staff providing patient care
are trained in the selection
and use of PPE appropriate
for the clinical situation, and
on how to safely don and doff
it.
6.3 A record of staff training is
maintained.
6.4 Appropriate arrangements
are in place so that any
reuse of PPE in line with
the CAS alert is properly
monitored and managed.














6.5 Any incidents relating to the
re-use of PPE are monitored
and appropriate action taken.




Staff training records available
via learning and development.
Records of Staff having
undergone FFP3 training
available and are maintained
by learning and development.

Local managers to collect and
collate information at local level
by 1 August 2020

Donning and doffing video
produced by DHC and
available to staff.
Posters available on intranet – No reporting mechanism yet in
place to confirm identify who has
Place based PPE guidance
watched the videos.
for staff.
Donning and doffing video on
intranet.
Staff training records available
via learning and development.
Stock levels of PPE have
been sufficient not to require
the reuse of PPE.
Stock levels are monitored
and reported regularly to the
Clinical Cell by the Head of
Procurement.
This is regularly reviewed.
Written guidance is available
on the intranet for the
Decontamination of reusable
equipment.
See above – PPE not being
reused.
Incidents reported on Ulysses

Local managers to collect and
collate information at a local level
by 1 August 2020.

Currently under development

To be in place by 1 August 2020

No gaps identified.

N/A

No gaps identified.

N/A
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6.6 Adherence to PHE national
guidance on the use of PPE
is regularly audited.
6.7 Staff regularly undertake
hand hygiene and observe
standard infection control
precautions.









6.8 Hand dryers in toilets are
associated with greater risk
of droplet spread than paper
towels. Hands should be
dried with soft, absorbent,
disposable paper towels from
a dispenser which is located
close to the sink but beyond
the risk of splash
contamination, as per
national guidance.
6.9 Guidance on hand hygiene,
including drying, should be







and actions taken to address
inappropriate use of PPE.
All incidents report through
Ulysses reviewed by the
Deputy Director of NT&Q.
Limited evidence.

Hand Hygiene (HH) posters in
place and available on
intranet.
HH guidance available on the
intranet.
Standard Infection Prevention
and Control Precautions
guidance/ Policy available.
Hand Hygiene Policy.
Video showing how to
decontaminate your hands
with alcohol hand rub.
Updated local guidance on
the use of paper towels and
not hand driers available on
the intranet.
Hand hygiene posters
highlight the use of paper
towels to dry hands.

Updated local guidance on
the use of paper towels and

No audit in place regarding
adherence to the use of PPE.
In practice staff support donning
and doffing of each other’s PPE.
Audit programme suspended at
the beginning of the pandemic
.
Will recommence from July 2020.

Audit to established by 1
September 2020

N/A

Estates are establishing how
many hand driers there are within
DHC premises and need for
replacements.

For completion by 1 October
2020

No gaps identified

N/A
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clearly displayed in all
public toilet areas as well as
staff areas

6.10
Staff understand the
requirements for uniform
laundering where this is not
provided on site.








6.11 All staff understand the

symptoms of COVID-19 and
take appropriate action in line
with PHE and other national
guidance, if they or a member
of their household displays any
of the symptoms.


not hand driers available on
the intranet.
Hand hygiene posters
highlight the use of paper
towels to dry hands.
No gaps identified.
Uniform and workwear
guidance on the intranet
including guidance on the use
of scrubs.
60 second briefing also
available on Laundering
uniform and workwear –
clinical staff.
Back to Basics poster shows
how to launder uniform.
Available on the intranet.
Covid-19 guidance available No gaps identified.
to all staff on the intranet
under:
o information hub
o clinical advice
o staff wellbeing.
Posters (PHE) displayed in all
areas for reference regarding
symptoms.

N/A

N/A

7. Provide or secure adequate isolation facilities.
Systems and processes are in
place to ensure:
7.1 Patients with possible or
confirmed COVID-19 are
isolated in appropriate
facilities or designated areas
where appropriate.





IN-059 Isolation Policy in
place.
Section on the intranet
regarding patient placement.
Task and finish group took
place which looked at areas
across ICS and MH where

No gaps identified.

N/A
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7.2 Areas used to cohort patients
with possible or confirmed
COVID-19 are compliant with
the environmental
requirements set out in the
current PHE national
guidance.





7.3 Patients with resistant/alert
organisms are managed
according to local IPC
guidance, including ensuring
appropriate patient
placement.



patients could be isolated.
Side rooms are the first option
for patients and cohort only
when this is no longer an
option or there is a confirmed
outbreak.
Section on the intranet for
environmental
decontamination including:
o whilst patient is in
isolation/ side room
o cleaning following
discharge (action card
available for reference)
o equipment
decontamination.
Cohort areas have been
assessed as providing the 2M
distancing as advised in the
guidance and have access to
appropriate facilities.
Following policies in place to
manage patients with known
infections:
o IN-059 Isolation
o IN-028 MRSA
o IN-006 Clostridium difficile
o IN Multi Antimicrobial
Resistant organism
o IN-049 Management of
o Norovirus and Infectious
diarrhoea

No gaps identified.

N/A

No gaps identified.

N/A

8. Secure adequate access to laboratory support as appropriate.
Systems and processes are in
place to ensure:



Training records of staff who
attended training on how to

No gaps identified.

N/A
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8.1 Testing is undertaken by
competent and trained
individuals






8.2 Patient and staff COVID-19
testing is undertaken
promptly and in line with PHE
and other national guidance.



8.3 Screening for other potential
infections takes place.





take a nose/ throat swab
available from learning and
development.
Covid-19 Swabbing section
on the intranet showing a
video on how to obtain a
nose/ throat swab.
Staff are assessed as
competent for swabbing by
fellow competent staff.
Covid-19 Swabbing section
available on the intranet with
access to the following:
a. Action Card “How to take
swabs for Covid-19
screening – inpatient
facilities” is available on
the intranet.
b. E28 request form
c. Covid-19 laboratory
request form.
Patient testing takes place on
admission and if symptoms of
Covid-19 are present.
Staff testing process is in
place.
Policies are in place to ensure
patients with suspected/
known infections are
screened and isolated :
o IN-059 Isolation
o IN-028 MRSA
o IN-006 Clostridium difficile
o IN Multi Antimicrobial
Resistant organism

No gaps identified.

N/A

No gaps identified

N/A
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o
o
o

IN-049 Management of
Norovirus and Infectious
diarrhoea
IN137 IPC Surveillance
Policy.

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help prevent and
control infections.
Systems and processes are in
place to ensure:
9.1 Staff are supported in
adhering to all IPC policies,
including those for other alert
organisms.


















IN-137 IPC Surveillance
Policy.
IN-165 Infection prevention
and Control Policy.
IN-059 Isolation Policy.
IN-016 The Management of a
Ward Outbreak Policy.
IN-006 Clostridium difficile
Policy.
IN-028 MRSA Policy.
IN-008 Policy for the
Management of Multi
Antimicrobial Resistant
Organisms.
IN-058 Collection of
Microbiological Specimens
Policy.
IN-035 Management of
Suspected/ diagnosed
Tuberculosis (Pan Dorset)
Policy.
IN-061 Decontamination .
IN-009 Hand Hygiene.
IN-015 Standard infection
prevention and control
precautions.
Audit results.

No gaps identified.

N/A
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9.2 Any changes to the PHE
national guidance on PPE
are quickly identified and
effectively communicated to
staff.








9.3 All clinical waste related to
confirmed or possible
COVID-19 cases is handled,
stored and managed in
accordance with current
national guidance.
9.4 PPE stock is appropriately
stored and accessible to staff
who require it.









Dedicated page on intranet for
PPE.
Guidance is updated when
new information available
Posters for staff available
place based PPE.
Managers/ weekly updates/
bulletin highlighting changes
to PPE.
Notes from Community
Managers fortnightly call/
Matrons meetings.
Dedicated section on intranet
for the management of
healthcare and non-clinical
waste (includes community
and hospital/ clinic settings)
accessible to staff.
Waste guidance available on
the intranet – IPC pages.

No gaps identified.

N/A

No gaps identified.

N/A

Dedicated storage facility for
the storage of PPE prior to
distribution to clinical sites. (7
days service).
Site managed by
Procurement department.
IPC checklists from clinical
areas – visited prior to covid19 patients admitted to Trust.
Locally staff are storing their

No gaps identified.

N/A
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stock at sites and have been
advised on how to store.
These will be checked during
IPC assurance visits.

10.

Have a system in place to manage the occupational health needs and obligations of staff in relation to infection.

Systems and processes are in
place to ensure:
10.1 Staff in ‘at-risk’ groups
are identified and managed
appropriately, including
ensuring their physical and
psychological wellbeing is
supported.
10.2 Staff required to wear FFP
reusable respirators undergo
training that is compliant with
PHE national guidance and a
record of this training is
maintained.













10.3 Consistency in staff
allocation is maintained, with
reductions in the movement
of staff between different




Health Assessment
questionnaire in place.
Dedicated Covid-19 staff
wellbeing section on the
intranet.
Managers bulletin.

No gaps identified.

N/A

Reusable FFP 3 respirators
are not used in the Trust as
there is sufficient PPE
available.
FFP3 fit test training records
are available from Learning
and Development.
Donning and Doffing video
available to staff.
Dedicated staff to train in the
use of FFP3 masks.
Written guidance on PPE
available on the intranet.
Staff posters on the use of
PPE available on the intranet
for display in clinical areas.
e-roster records.
Staff largely stay in own areas
unless safety of patients is a
risk.

No gaps identified.

N/A

Staff have moved between wards
when there have been Covid-19
cases – due to staff shortages
whilst self-isolating/ shielding.

N/A
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areas and the cross-over of
care pathways between
planned and elective care
pathways and urgent and
emergency care pathways,
as per national guidance.

A number of staff working in
elective care have been in ward
areas during the pandemic and
this will need to be managed on
their return to activity in theatres
etc.
Daily calls with Matrons form ICS
continue where staffing
discussed.

10.4 All staff adhere to national
guidance on social distancing
(2 metres) wherever possible,
particularly if not wearing a
facemask and in non-clinical
areas.




10.5 Consideration is given to
staggering staff breaks to
limit the density of healthcare
workers in specific areas.








10.6 Staff absence and
wellbeing are monitored and
staff who are self- isolating
are supported and able to
access testing.





IPC guidance on intranet.
IN-059 Isolation policy –
restricting staff movement.
Work place assessments
taking place and signage and
posters being put in place
across DHC.
Back to basics poster
highlighting social distancing.
Staff are staggering breaks
and ensuring minimal
numbers and social distancing
in staff areas.
Increased use of face masks
in Trust premises from
15.06.2020.
Managers bulletins.
Working from home policy.
Floor markers and notices to
adhere to 2 m social

Daily bed management call in MH
includes staffing
No gaps identified.

N/A

No gaps identified.

N/A

No gaps identified

N/A
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10.7 Staff who test positive
have adequate information
and support to aid their
recovery and return to work.












distancing rules.
OH supporting staff who are
self-isolating.
Pillar 1, 2 & 3 testing in place.
Wellbeing offer on intranet.
Daily Staff Absence return.
Staff absence monitored by
the Workforce cell.
Swabbing telephone line.
Antibody testing in place.
Guidance on how to access
testing on the OH/ staff
wellbeing pages of the
intranet.
Advice to staff available on
intranet.
Dedicated page for staff
wellbeing during Covid-19
pandemic.

No gaps identified

N/A
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Agenda Item 13

Membership of Board Committees
Part 1 Board Meeting 24 June 2020
Author

Keith Eales, Trust Secretary

Purpose of Report

Membership of Board Committees

Executive Summary
The Board agrees the membership of Board Committees, including the Chair of each.
There have been a number of recent changes to the membership of the Board. In addition,
changes to the chairing arrangements of two Committees are proposed from 1 August
2020.
The attached schedule sets out the recommended membership and chairing arrangements
of Board Committees.

Recommendation

To approve the revised membership of Board Committees

1

Membership of Board Committees from 1 July 2020
Audit Committee
Chair

Members

Heather Baily

Steve Peacock
Tristan Phillips
Belinda Phipps

Quality Governance Committee
Chair

Non-Executive Directors

Executive Directors

David Brook

Sarah Murray
John Carvel
Belinda Phipps

Dawn Dawson
Medical Director
Nicola Plumb
Kris Dominy

Finance and Investment Committee
Future of the Committee under review.
Mental Health Legislation Assurance Committee
Chair

Non-Executive Directors

Executive Directors

Sarah Murray

Heather Baily
John Carvel

Dawn Dawson
Medical Director

Charitable Funds Committee
Chair

Non-Executive Directors

Executive Directors

Belinda Phipps

Heather Baily

Matthew Metcalfe
Nicola Plumb

All Board Members have the right to attend ex officio as Trustees of the Charitable Fund.
Appointments and Remuneration Committee
Chair

Members

Andy Willis

All Non-Executive Directors are members. The Chief Executive is a
member of the Committee when it is undertaking appointment matters.

Further changes Proposed from 1 August 2020
Chair of Audit Committee: Steve Peacock to replace Heather Baily
Chair of Mental Health Legislation Assurance Committee: Heather Baily to replace Sarah
Murray
2

