Dorset HealthCare University NHS Foundation Trust
Part 1 Board Meeting
Part 1 of the Dorset HealthCare University NHS Foundation Trust meeting will be
held on 10th September 2014 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset,
BH17 0RB commencing at 1:00pm
If you are unable to attend please notify the Interim Trust Secretary on 01202
277017 at your earliest convenience.
Yours Sincerely,

Ann Abraham
Chair

Initials

Paper

1.

Welcome, Apologies and Previous
Meetings

1.1

Apologies

AA

1.2

Patient Story

FH

App A

1.3

Quorum

AA

Verbal

Time
1:00

To confirm that the meeting is quorate
before it proceeds further.
The Constitution states that a quorum shall
be seven Directors including not less than
two Executive Directors of whom one shall
be the Chief Executive or the Deputy Chief
Executive, and not less than three NonExecutive Directors of whom one shall be
the Chair or the Deputy Chair.
1.4

Declarations of interests in relation to
agenda items

1

1.5

Minutes
To approve the Minutes of the Dorset
HealthCare University NHS Foundation
Trust Part 1 Board Meeting held on 13th
August 2014

AA

App B

To note the report from the Chair on matters
arising from the minutes of Part 1 of the
previous meeting.

AA

App C

1.7

To note the update of the Chair

AA

Verbal

1:20

2.

Strategy Implementation:
Current Affairs and Operational
Performance

2.1

To note the update of the Chief Executive

RS

Verbal

1:25

2.2

To approve the Standing Financial
Instructions – changes to authorised
delegated limits

JC

App D

1:40

JMcB

App E

1:45

1.6

1:15

2.3

To receive the approved minutes from the
Audit Committee held on the 21st May 2014

2.4

To receive the approved minutes from the
Quality Assurance Committee held on the
30th June 2014

DB

App F

1:50

To receive the approved minutes from the
Finance, Investment & Performance Board
Sub- Committee held on the 1st July 2014

LH

App G

1:55

To receive the approved minutes from the
Joint Health & Safety Committee Meeting
held on the 22nd May 2014

CLH

App H

2:00

To receive the approved minutes from the
Security Advisory Group held on the 19th
June 2014

CLH

App I

2:05

JC

App J

2:10

2.5

2.6

2.7

2.8

To receive the Integrated Corporate
Dashboard and Report for July 2014
a) Quality performance
i)
Safety performance
ii)
Clinical effectiveness
iii)
Patient experience
b) Operational performance
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c) Workforce performance
d) Financial Performance
e) Blueprint deliverables
2.9

2.10

To receive the monthly update on People
Management and Organisation
Development

CLH

App K

2:40

To note the Mental Health Assurance
Committee update held on the 19th August
2014

GF

App L

2:45

NP

App M

2:50

FH

App N

3:00

MD

App O

3:30

3.

Strategy Development:
Policy Formulation and Decision Making

3.1

To update the Board on Developing our
vision, purpose and strategic objectives

4.

Regulatory and Compliance Matters

4.1

To receive an update on the Care Quality
Commission Standards and Inspection
Findings

4.2

To approve Board Housekeeping
arrangements regarding the Code of
Conduct for Directors

5.

Other Matters

5.1

Any Other Business

6.

Date and Time of Next Meeting
The next formal Board Meeting will be held
on Wednesday 8th October 2014 at Sentinel
House (Training Rooms 1&2) 4-6 Nuffield
Road, Poole, Dorset, BH17 0RB
commencing at 1:00pm

7.

Exclusion of the Public

3:40

To resolve that representatives of the Press
and other members of the public, be
excluded from the remainder of this meeting
having regard to the confidential nature of
the business to be transacted, publicity of
which would be prejudicial to the public
interest.
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Patient Story
Part 1 Board Meeting 10th September 2014
Author

Mr Sean Luff

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the experience of Sean of community physiotherapy
services.

Recommendation

The Board is asked to discuss and consider the narrative from
Sean and his experience of community physiotherapy.

Engagement and Involvement

Sean was supported by the Patient Experience Facilitator to
write his story.

Previous Committee/s Dates

Patient Experience group 18 July 2014
Shared at this meeting and actions taken as a result of his
experience.

Monitoring and Assurance Summary
This report links to the
following Strategic
Objective(s)






We will deliver high quality, safe patient care
We will support staff to innovate and improve care
We will work with partners to deliver joined up care closer to home
We will remain a high performing organisation

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

Yes

Any action required?
Yes
No
Detail in report





















Patient Experience Story - Sean Luff
In January 2012 I felt really poorly which went on for quite a few weeks, until the 12th March 2012 I
went for blood tests at Bournemouth Hospital. I then went back to work. While at work on the same
day I got a phone call asking me to go straight back to ward 11 at Bournemouth hospital. I was told that
I had Acute Myeloid Leukaemia (AML) and that I would be starting Chemotherapy treatment that very
same day.
Over the next four months I had three lots of chemotherapy. My sisters were checked for bone marrow
matches. Luckily for me my youngest sister was a very good match. I am now in remission.
As Christmas day approached I started to feel ill again this time with a cold. On Boxing Day I went back
into hospital. Unfortunately when you have a bone marrow transplant you are left with no immune
system until it gradually comes back, so to get a cold is not good. My cold lead to Pneumonia which got
worse and I ended up in Intensive Care Unit in Bournemouth hospital on New Year’s Eve.
My condition got worse and it was decided to put me into an induced Coma. On the 6th January 2013, I
was on a ventilator to help me with my breathing for three weeks. During this period I had
physiotherapy three times a day. When I finally came off the ventilator and woke from my sedation I
had lost all active movement. I could not move any part of my body.
I spent a total of nine months in ITU. I receive physiotherapy every day except at weekends, or if I felt
too tired or ill. By the end of March 2013 I was starting to make progress. My physiotherapy really
started. Three times a day going to the hospital gym, bed exercise, cycling on a bike that was attached
to my hospital bed.
My Physiotherapy in hospital was extremely good and intense. I feel that if it had not been for the
team and me pushing myself I would not have made the progress that I did with my movements and
learning to walk again. I owe Bournemouth Hospital and the Physio girls a lot.
It was arranged on discharge from hospital that I would have long term and short term physiotherapy
because it was the most important part of my recovery and for getting my life back.
Short term physiotherapy, well what can I say, it was for me a waste of time. They only came for about
twenty minutes a day and not even every day. I felt like they had no interest. In the end they pulled out
after a few weeks and left it to long term physiotherapy. For about three months my long term
physiotherapy was good. I did lots of practicing with my walking and my goal was to walk back into the
ITU. At this point I was having Physiotherapy twice or three times a week for an hour at a time. At
Christmas 2013 my appointments were cancelled and it just sort of stopped. I felt let down, since I left
hospital it has been has a fight to receive physiotherapy and I feel that my progress has been minimal
compared to the progress I made in the nine months I spent in the hospital.
I still do not have full movement back in my arms, hips, legs and hands and still feel I need the help of
the physiotherapist to guide me. I feel disappointed. I have been told I need to go it alone.
I fought very hard to keep myself alive. The physiotherapy in hospital for three hours a day got me back
up and running. Unfortunately when you get back into the community it all seems not so important. I
feel alone and fighting to receive any kind of physiotherapy.
Sean Luff, 30/4/14

Matters Arising Report
Part I Board Meeting 10th September 2014
Report from the Trust Board Secretary on Matters Arising from the Minutes of the Part I
Meeting of the Board of Directors held on 13th August, 2014
1. Purpose
To report to the Board on any matters arising from the draft minutes of the last Board
meeting.
2. Recommendation
That the Board notes this report and recommends any action it considers appropriate.

3. Background Information
This report covers all outstanding action points contained in the minutes and is required in
order that the Board can be satisfied that all action points in the action column have either
been completed, are in progress or will be completed in accordance with any timescale
contained in the minute.

4. Matters Arising
Minute
101/14

Topic
Memorandum of
Understanding (MoU)
with Bournemouth
University

Action
Lead
Deadline
Board to receive an
LMW
September 2014
update on the MoU with
Bournemouth University
at the September Board
Meeting.
Response A meeting is scheduled to take place with the University on 3rd September 2014
and LMW will provide a verbal update to the Board on the outcomes.

N:\Secretariat\Board\Meetings\2014\09 - September\20140910\Matters Arising\Draft - Part I Board - Matters Arising - September
2014.doc
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Minute
153/14

Topic
Blueprint deliverable
18 text for the
Integrated Corporate
Dashboard (Key
Metrics)

Action
Provide a breakdown of
key deliverable
milestones and
anticipated completion
date for the Key Metrics
Blueprint deliverable.

Lead
LMW

Deadline
September 2014

Response The following proposals are for discussion during agenda item 2.8 (e) of the
Integrated Dashboard Report.
LMW states - The current wording is Ensure systems are in place to monitor the
key metrics agreed by the Board including staffing levels and reduction in the
use of agency staff to within agreed tolerance levels. My proposal is as
follows:1. To agree a plan to implement a range of quality metrics to monitor

performance at team, locality and Board level.
2. To monitor the achievement of the agreed staffing levels in terms of

absolute numbers, proportion of qualified and unqualified staff and the
use of agency, locum and bank staff.
To set a target for a reduction in the use of agency staff in inpatient wards.

Minute
154/14

Topic
Blueprint deliverable
17 text for the
Integrated Corporate
Dashboard (Staffing
Plan)

Action
Lead
Deadline
Provide a breakdown of
FH
September 2014
key deliverable
milestones and
anticipated completion
date for the Staffing Plan
Blueprint deliverable.
Response Included in agenda item 2.8 (e), Integrated Corporate Dashboard Report

Minute
154/14

Topic
Blueprint deliverable
17 text for the
Integrated Corporate
Dashboard (Staffing
Plan)

Action
Include the principles of
safe and therapeutic
staffing as agreed at the
February 2014 Board
meeting into the
deliverables

Lead
FH

Deadline
September 2014

N:\Secretariat\Board\Meetings\2014\09 - September\20140910\Matters Arising\Draft - Part I Board - Matters Arising - September
2014.doc
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Response Included in agenda item 2.8 (e), Integrated Corporate Dashboard Report

Mark Dobbs
Interim Trust Board Secretary, September 2014

N:\Secretariat\Board\Meetings\2014\09 - September\20140910\Matters Arising\Draft - Part I Board - Matters Arising - September
2014.doc
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STANDING FINANCIAL INSTRUCTIONS
changes to authorised delegated limits
Part 1 Board Meeting 10th September 2014
Author

Acting Director of Finance and Performance Management

Sponsoring Board Member

Audit Committee Chair

Purpose of Report

To report on the review and benchmarking of authorised
delegated limits and to recommend changes to the
Standing Financial Instructions authorised delegated limits
of the Trust.

Recommendation

The Board is asked to approve the following:
 Chief Executive – increase of limit from £0.5m to
£1m;
 Director of Finance – increase of limit from £0.25m
to £0.5m.
 Executive Directors
 Finance, Investment and Performance Committee
 Audit Committee

Engagement and Involvement

Finance, Investment and Performance Committee – 5
August 2014
Previous Committee/s Dates
Audit Committee – 13 August 2014

Monitoring and Assurance Summary
This report links to the
 We will remain a high performing organisation
following Strategic
Objective(s)
Any action required?
I confirm that I have considered each
of the implications of this report, on
Yes
Yes
No
each of the matters below, as
indicated:


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money /
Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
Initials ______JC____

DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
TRUST BOARD MEETING ON 10 SEPTEMBER 2014
STANDING FINANCIAL INSTRUCTIONS – changes to authorised
delegated limits
1.

Introduction

1.1

The Finance, Investment and Performance (FIP) Committee reviewed
the authorised delegated limits of the Trust and at the meeting on 5
August 2014, proposed an increase to the delegated limits for the Chief
Executive and Director of Finance.

1.2

This proposal was taken to the Audit Committee and at the meeting on
13 August 2014 this proposal was approved and recommended for
Trust Board approval.

2.

Current position - Standing Financial Instructions (SFIs)

2.1

The current SFIs as approved by the Trust Board on 9 April 2014
relating to authorised limits are summarised below with the detail
section extracts shown in Appendix 1.

2.2

The key delegated limits within the SFIs are:
 Above £500k requires Board approval;
 Above £250k to £500k requires Chief Executive approval;
 Up to £250k requires Director approval.

2.3

3.

It should be noted that the current delegated authorised limits have
been unchanged following the major acquisitions in July 2011 when the
Trust more than doubled its size.
Benchmarking against other Trusts

3.1

Benchmarking against 5 NHS Trusts were undertaken. The Trusts
selected are providers of community based services in order to provide
a closer like for like comparison. This can be seen in Appendix 2.

3.2

The benchmarking information shows that Dorset HealthCare’s
authorised delegated limit at Chief Executive level of £0.5m is on the
whole lower than other Trusts’ limits. A limit of £1m for Chief Executive
is more frequently reported by the benchmarked organisations.

4.
4.1

Recommendation from Audit Committee
Following the FIP Committee’s proposal and agreement by the Audit
Committee, the following increase to the authorised delegated limits is
recommended for Trust Board approval:

 Chief Executive – increase of limit from £0.5m to £1m;
 Director of Finance – increase of limit from £0.25m to £0.5m.
5.
5.1

Action required
The Trust Board is asked to approve the above proposed changes to
the SFIs authorised delegated limits.

[EXTRACT FROM SFIs]
APPENDIX 1

DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
DELEGATED LIMITS OF AUTHORITY
The follow ing framew ork of delegated limits w ill be applied in most cases w here applicable. In exceptional circumstances other managers may agree a limit
outside of the framew ork. This w ould be highlighted on the Authorised Officer form, w ith brief reasons given.

Stock Requisitions
Orders/Invoices
Petty Cash Payments
Patients Monies

Chief
Executive

Directors

£
20,000
500,000
500
10,000

£
10,000
250,000
100*
5,000

Associate Director
of Finance and
Performance
Management
£
0
250,000
100
5,000

Transport
Manager/
Estates Officer

Next in line to
Operational
Director

Sister/ Charge Nurse/
Admin Assistant

£
2,000
15,000
100*
N/A

£
5,000
5,000
100*
1,000

£
1,000
2,000
100*
1,000

* Or up to the value of the petty cash float if less than the stated amount.
 Where applicable
N/A = Not Applicable
 Hospital Manager, Head of Service, Works Officer, etc.
NB. Where sums exceed the Chief Executive’ s limits show n above, the transaction w ill be referred to the Finance, Investment and Performance Committee
(where the criteria in the Terms of Reference for that Committee is met) for approval and/or recommendation to the Board for approval. Where business decisions are
time critical and required before the Committee or Board meeting is convened, Trust Chairman’s action can be taken and will be reported to the Board.
NB. Transaction values below £500k should be referred to the Finance, Investment and Performance Committee w here it meets the criteria w ithin the
Committee’ s Terms of Reference.

APPENDIX 2

Delegated Limits of Authority - Standing Financial Instructions
Orders/Invoices

Trust
Dorset HealthCare
NHS Foundation
Trust
Southern Health NHS
Foundation Trust
Somerset Partnership
NHS Foundation
Trust

Avon & Wiltshire
Nottinghamshire
Healthcare
Leicestershire
Partnership NHS
Trust

Income

Population

CEO
£

5,000

200m

700,000

500,000

250,000

250,000

10,000

332.6m

800,000

£3m

500,000

500,000

4,300

148m

530,000

£1m

250,000

50,000

3,215

194m

1,600,000

1m

250,000

50,000

8,800

865m

790,000

250,000

150,000

150,000

5,000

250m

1,000,000

£1m

150,000

150,000

Staff

Directors
£

Associate Directors

£

AUDIT COMMITTEE
Minutes of the Meeting held on 21 May 2014
at 1000 hours at Kingston Maurward College

Present:

Ian Cordwell, Non-Executive Director (Chair)
Lynne Hunt, Non-Executive Director
David Brook, Non-Executive Director

In attendance:

Jackie Chai, Acting Director of Finance and Performance Management
Sarah Wright, Associate Director of Finance
Katrina Kennedy, Head of Clinical Effectiveness and Audit
Penny Headlam, Chief Financial Accountant
Sasha Lewis, Senior Manager - PricewaterhouseCoopers
Anna Blackman, Director – PricewaterhouseCoopers
Mark Stabb, Deputy Head of Internal Audit
Mike Townsend, Regional Managing Director
Nicola Plumb, Director for Organisational Development and Participation
Mary Gleeson, Minutes Secretary

1.

Apologies

ACTION

Apologies were received from Chris Harvey – Trust Board Secretary and Fiona
Haughey - Acting Director of Nursing and Quality.

2.

Minutes of Meeting held on 15 April 2014
The Minutes of the previous meeting were approved.

3.

Matters Arising
There were no matters arising.

4.

Action Tracker
The action tracker was reviewed and items were closed, completed or on the
agenda except for the following items:Item 2 – Workshop for various committee Chairs - ongoing.
Item 3 – Terms of Reference - to follow on after Item 2 has been completed.
Item 4 - IC to raise with the Council of Governors. There is an additional piece of
work to be done by PwC with respect to the Deloitte findings.

IC

Item 5 – Counter Fraud report - this has been deferred to the 13 August meeting.
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5.

PricewaterhouseCoopers Update Report
This report was presented by SL. With respect to the Trust’s use of resources, PwC
will be qualifying their opinion for 2013/14 taking into account Monitor’s comments
and issues with CQC and the report from Deloittes.
SL said that the District Valuer’s desktop exercise at the end of January was based
on land and building areas data provided by the Trust. PwC looked at the
information used by the District Valuer and have noted there are discrepancies
between the information used and the Trust’s records. There are historic Trust
assets to which we have made changes but the District Valuer has not updated their
records. This is being investigated by Estates. PwC has estimated the potential
impact, based on currently available information, to be £2.1M, pending completion
of the Micad and TopScan exercise. The Trust has not completed this exercise but
has done a sample in the last week for PwC. There could be another gain of
£0.5M, taking this up to £2.6M.
AB said this figure of £2.6M is not accurate, as it has not yet been agreed with the
District Valuer. LH asked how accurate a picture does the Trust have of the
properties it owns. JC said that Ian Tait of Estates is currently mapping out all
premises used by the Trust. The information we hold today will be updated. LH
said this seems to be viewed as an Estates issue but surely managers know on
which site their staff are working. JC agreed this is a weakness. PH proposed to
make an adjustment in next year’s accounts when the revaluation is updated. She
said it is difficult to be definitive on figures when we have not finished mapping all
areas. By the end of November 2014 we should know the exact areas to be
included and we will be working in tandem with the District Valuer, so the
information will be more consistent next year. DB’s suggestion is that we should
accept current numbers in the accounts.
IC said we can agree that this is an unadjusted item in the accounts. There are
residual concerns about shorter leasehold properties, we need to analyse our
obligations. There is further work to be done on this.
The other audit and accounting matters set out in the report were discussed but
none were significant.
IC said the Audit Committee is satisfied with PwC’s independence, the level of their
fees and standard of work carried out.
With respect to the Annual Governance Statement, AB said this was a good
statement which articulated clearly what has happened in the year. Only a few
changes are needed, otherwise it is a fair reflection of where the organisation is.
AB said that PwC have 3 parts to their opinion on the Quality Report. They have
checked the content required by Monitor, they have checked consistency with the
documents required and tested Key performance indicators. PwC’s opinion is
almost complete. They expect the first 2 parts of the opinion to be OK. They have
tested 2 KPIs but no evidence was found suggesting full compliance. This third part
of the opinion will be qualified and PwC have agreed a form of words with FH.
AB could not state that 100% of patients in their sample of 25 had been offered VTE
assessments. JC said that evidence had been found to support VTE assessments
had been carried out on 20 patients, however 4 patients were still on the wards and
their records naturally remain there. Record keeping needs improving as we were
unable to provide evidence to PwC.

6.

Annual Report 2013/14
This report was presented by NP who presented the highlights. She said that she
believes this document is transparent and has been made accessible for the public
as it clearly explains the journey that the Trust has been on. It comprises positive
2

news and progress made. This has been reflected without losing the balance of
what has taken place. The Trust has to state whether it is fully compliant with the
CQC, with whom it is registered. The Trust has 6 outstanding action plans around
the sites visited by the CQC. NP said we need to state we are compliant. CQC will
not be returning to those sites in the near future.
DB said this report was discussed at the Board and we will sign off these action
plans ourselves. He said that FH feels we are compliant, and is happy to make that
statement but we will admit that we are working on those actions. JC said the
criteria for the Trust maintaining its licence is holding valid CQC registration.
IC said this report will be covered in detail at the Extraordinary Board Meeting this
Friday. He felt that this was a more positive document, but perhaps a bit “bullish” as
a PR document. Have we got the balance right? DB said that a lot of the text in the
annual report is mandated and has to be included. IC said that, within the context,
he was content it reflects the correct position. LH agreed it is fair and balanced.
IC commented on the section relating to the change of Directors. He asked is it
appropriate to maintain the inclusion of biographical information and severance
packages on directors who have left within the year. It was agreed that Directors no
longer with the Trust do not need to have their biography published. NP said the
Trust is required to publish information on the severance packages. There are
issues around the inclusion of this information and a legal opinion is sought.
AB said we may need to explain the rationale around decisions that were made
within the year. She said perhaps the Trust should explain these payments were
agreed with Monitor and the Treasury.
MS

MS said that he will be sending out a final report today, he noted that his report was
marked in yellow as a draft.

7.

Quality Report 2013/14
This report was presented by KK and it was noted that it had been to the May Board
Meeting for review.
This will be approved at the Extraordinary Board Meeting on 23 May. IC asked KK
if there is something new for our attention within this report. KK replied there had
only been a few updates and some updates are awaited on COPD and dementia,
otherwise there had been very little change. IC asked whether the Quality
Committee had looked at the detail behind this report, to which DB replied yes. It
was agreed that this report sits well with the Trust report.
It was noted that the private report on the quality audit from PwC was still being
worked on and will go to the Extraordinary Board Meeting on 23 May, before
submission to Monitor. AB said the report should be finalised and sent to FH before
close of play today.

8.

AB

Review of 2013/14 Final Accounts Including full set of annual Accounts
This report was presented by PH, SEW and JC.
Late amendments have been made to the 2013/14 accounts and a hand-out was
provided. PH said there was nothing of particular significance in the changes and
thanked PwC for their work. PH distributed the final accounts document and
discussed some of the main detail.
The Trust’s expenditure has gone up significantly, affected by various factors.
There has been a large transfer of assets from the PCTs, rent has gone down but
the depreciation charge on properties has gone up.
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SEW said there was an overall surplus for the year of £449K and there were no
adjustments in terms of the bottom line. The income figure shown on the
management accounts and on these final accounts differ slightly because of a
reversal of impairments from a prior year of £550K. This value is part of the income
figure in these accounts.
PH said that the Trust’s financial position on the balance sheet reflects the large
capital programme which has been undertaken this year. The transfer of assets
from the PCT has introduced accounting issues which were resolved with the Dept
of Health. PH said that 1 property has been sold and the sale proceeds will be
coming through. She said that 2 more are due to be sold before the end of this
quarter and 1 more within the next 12 months. DB asked do we depreciate them.
PH replied no, depreciation does not apply to assets for sale. The value of
properties had to be adjusted reflecting the market value.
PH said there has been a large increase on invoices received from creditors at
year-end, compared with the previous year. There are a small number of HP
agreements for equipment such as photocopiers and a loan for Pebble Lodge on
the Herbert Hospital site which we continue to repay.
IC asked why when we are cash rich do we pay interest on a loan. PH explained
that at the time it was decided to keep the cash in hand as we were looking at
significant expenditure going forward. JC said the old style rating was dependent
on cash being available to draw on easily. That necessity, coupled with the
uncertainty of capital assets together with not knowing how much cash we would
need, meant a decision was made to take out a loan. There is £1.6M left to repay.
IC we should leave this matter for the FIP Committee to discuss further.
With reference to tax payers’ equity, IC said the Trust has been gifted large
amounts. He asked what is now within our gift as a Trust to do with as we wish. Of
the £130-140M reserves, how much can we spend? Properties from the PCT
transfer have certain criteria and strings attached to them. If the Trust sells a
property and makes a profit, this has got to be subject to the Secretary of State
allowing us to sell – and he takes 50% of the profit.
JC stated that, when relocating services, the old Dorset healthcare properties need
agreement from the commissioners. IC asked what would happen in the event that
our contracts ceased. JC said that the contracts are not tied to the properties, the
Trust maintains ownership of the properties. IC asked if we were to lose the
inpatient mental health services contract would we still own St Ann’s. JC said yes.
SL asked if this is true for the Community Services estates, and JC said it is.
Post meeting correction note: If the Community Services contract is not renewed,
the Secretary of State must be notified and be offered the properties concerned.
The Secretary of State could waive the right to these properties if the Trust retained
other NHS contracts.
PH said that for the transfer by absorption, the breakdown of balances included not
just the transfer of properties but the transfer of functions also. When we looked
into these balances, property/plant of £741K had to be written off. Some deferred
income was transferred to us re Wimborne Hospital which had to be corrected. The
net effect was positive for the Trust.
IC queried the high level of debtors figures. PW clarified the ageing of invoices for
debtors versus credit notes. PH agreed to change the layout of the accounts as per
IC’s suggestions. JC expressed concern that if we change one thing, it will affect
the integrity of the accounts, there is a need to track how changes affect other
items. JC agreed that going forward changes will be made to the layout of the
accounts. LH said we can review and act differently next year.
PH said there has been an influx of a large number of invoices at year-end. There
has been last minute of invoicing to us by suppliers so we were unable to pay
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before year-end. We normally pay within 30 days. IC would like to see this
statement added within this part of the accounts to aid the reader.
PH said we have high provisions for liabilities and charges. Last year we had a
provision of £1,184,000 which should have been deferred income, it has been an
unadjusted item for 2 years. It relates to the Patient Administration Software.
rd

Re the NHSLA 3 party liability scheme, we made a provision of £148K. The
Trust’s liability is the first £10K of any claim and NHSLA act on our behalf. PH said
we do not receive a large amount of claims per annum. PH explained that 2 of our
large provisions are where people had to retire early through injury. The Trust has
an HMRC provision, and some contractual provisions for Microsoft licences which
are due. The amount is unknown at present.
Re NHSLA, PH said we also pay a premium to them which was £300K this year for
clinical claims against us, this does not impact on our provisions. LH asked if we
intend to achieve Level 2. JC said NHSLA are no longer using the risk rating to
define/link the cost of premiums. MS said this is on hold for the moment.
IC was concerned that the Trust is being so forthcoming in reporting the level of its
provisions which could affect the negotiating ability of claimants against us. AB
suggested we be less descriptive in future. IC asked could we review this. PH/AB
to look into this.

PH/AB

The valuation of land and buildings is based on area multiplied by a value. The
valuation element comes from the District Valuer, while the areas come from
ourselves. The Trust has invested in a Micad system which we have used for
valuing. Going forward the Micad system will be used widely, and the District
Valuer will be meeting with our Estates people. IC thinks a wider discussion is
needed.

9.

Assurance on Draft Letter of Representation
This report was presented by SEW who provided a hand-out.
Item 2 refers. There was a discussion on disclosures of conflict of interests. JC
agreed to work on a form of words to include reference to the Medical Director,
whose wife was a GP. She also agreed to review if Iain Lynam, the Turnaround
Director, should be included.
Item 3 refers. It was agreed that SEW will speak to the Chief Executive to clarify
who should be included in the Directors’ remuneration report.

JC

SEW/RS

IC asked the Committee if it could recommend the Annual Accounts to the Board.
The Committee agreed that it could.

10.

Internal Audit Progress Report
This report was presented by MS. This is the first report for 2014/15. MS said that
good progress has been made and there is nothing urgent to bring to the
Committee’s attention.

11.

Internal Audit Annual Report 2013/14
This report was presented by MS who presented the highlights.
This report summarises the plan of work carried out in the year. Appendix A
depicted a number of audits carried out in the year. IC asked whether actions are
being responded to too slowly. MS responded yes and he queried whether the
message had gone out to all locations which would be down to the operational
5

KK

directors. IC suggested this matter should go back to the executives. It was agreed
that KK will refer this back.
With respect to data quality, MS said that a lot has moved on. He felt there needs
to be one document, one process saying what the indicators are, and how they are
audited. MS will be meeting with LMW this week to discuss the audit scope. MS
gave a limited assurance of opinion to the Trust, which fits with the PwC and
Monitor positions.

12.

MS/LMW

Risk Register
This report was presented by JC/KK. This new style report now includes a more
modified summary version. AB said it is not the job of the Audit Committee to judge
the risks. IC said we’ve almost become a “Risk and Audit Committee” but this
needs to be reconsidered as risk is outside the narrow remit of the Audit Committee.
This Committee should not be agreeing to undertake risk management. It was
noted that risks have been reported to the HR Director. The Committee could not
agree proposals but it noted them.
IC suggested KK/FH and Michelle Hopkins should liaise and hold a workshop to
identify and agree what is going where. It was deemed to be non-constructive for
the Audit Committee to view this report and then fail to agree anything. It is
acknowledged that PM Governance will be commissioned to support the Trust in
developing its risk management process.

13.

KK/FH/MH

Tender Waiver Report
This report was presented by JC and taken as read. IC queried 2 items from Ian
Tait . MT said that the Audit Committee’s role with respect to the Tender Waiver
report is more about oversight and watching trends. DB said this Committee is not
approving decisions, it is looking at general trends. It was agreed that JC will
consider further how to present this report in future.

14.

JC

Review Significant Topics on Board proforma
IC

IC identified 3 items for update to the Board.
(i)
(ii)
(iii)

15.

2013/14 annual report and accounts
review the Terms of Reference of this Committee
review which items come to this Committee on a regular basis but are more
appropriate to go to the Quality Assurance Committee.

Forward Plan
IC/JC

This report was presented by IC. IC will liaise with JC to discuss further. A date
has already been agreed.

16.

Any Other Business
None.

17.

Date and Time of Meetings in 2014
Wednesday, 13 August
Friday, 3 October
Wednesday, 12 November

0900 hours
0930 hours
0930 hours

Training Room 2, Sentinel House
Training Room 1,
“
Training Room 1,
“
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MINUTES OF THE QUALITY ASSURANCE COMMITTEE
Monday 30th June 2014, 9 am
Meeting Room 1, Sentinel House
Members:

Attending:

Apologies:

QAC
105/14
106/14

David Brook
Gill Fozard
Sally O’Donnell
Laurence Mynors-Wallis
Jane Elson
Dr Simon Beer
Ciaran Newell
Norma Lee
Hazel McAtackney
Michelle Hopkins
Katrina Kennedy
Andy Chittenden
Linda Thomas
Ron Shields
Fiona Haughey
Linda Boland

Non Executive Director (Chair)
Non Executive Director
Interim Director of Community Services
Medical Director
Director Mental Health Services
Consultant Psychiatrist
Consultant Nurse (attending for Linda Boland)
Interim Associate Director of Nursing and Quality (also
representing Fiona Haughey)
Head of Compliance and Regulation
Head of Patient Safety and Risk
Head of Clinical Effectiveness and Audit for NICE Guidance
Corporate Governance Adviser
PA to Interim Director Nursing & Quality for minutes
Chief Executive
Interim Director Nursing & Quality
Director of Children’s & Young Persons Services
ACTION

Apologies:
Apologies as noted above.
Minutes of the last meeting
The minutes from the Committee meeting held on the 28th May were accepted as
an accurate record of the meeting.

107/14

Actions from Previous Meeting
087/14 Patient Story: Choice of patients receiving iron infusions at Swanage
Hospital – SO’D updated that the Purbeck Team are looking at, but the patient
number is small. With regard to how patients obtain results – SO’D confirmed
that it is normal practice for endoscopy results to go to the GP.
090/14 CQC Update: MHS percentages have been checked and updated.

108/14

CQC update Report
HMc presented the report to the Committee and highlighted the following key
issues;
• The action statement relating to the MHA visit to Corbiere Ward on the 4th
March was returned to the CQC on the 2nd June. Inspectors found that not all
care plans were up to date and it was not clear if patients had a copy of their
care plans. The Trust has been asked to ensure that care plans are up to
date and patients receive a copy. HMc added that work is being undertaken
Trust wide to ensure this is in place.
• Quality Assurance Visits in section 4 and progress of actions taken to date.
• Key elements of the New Inspection Regime Section 5 – HMc added that the
CQC Handbooks had been shared with the Directors.
1

•

•

External Peer Review section 7 – A team from Berkshire Healthcare NHS
Foundation Trust undertook a peer review to 2 Community Mental Health
Teams, one in the East at Hahnemann House and one in the West at
Westminster Memorial Hospital. One of the recommendations, “training for
staff on triangulation of risk summary, management plan and progress notes”
– HMc confirmed Berkshire will share their work on this. All
recommendations have been shared with Directors. Assurance Visits and
monitoring through the CQC Compliance Group will ensure recommendations
are actioned and the group asked for updates regarding this to be included in
the monthly CQC report.
Essential Standards Workshops Section 9 – last workshop planned for July
and then HMc will review.

SB queried section 8 table with Inpatient Services PCA coming out at 99% which
given the problems with at least two of the wards, found this to be unrealistic. JE
agreed to recheck the PCA total of 99% for inpatients and update at the next
meeting.

JE

LMW felt the PCA process, where the teams self report is helping to change
practice but wasn’t sure if this gives enough assurance. GF was pleased that the
staff are taking responsibility for recording/inputting the data. DB wondered how
useful this is. SO’D said that staff have a good awareness of PCAs, the action
plans and sharing practice.
GF felt in light of the overall governance review the interface between the Quality
Assurance Committee, Mental Health Act Hospital Managers Committee and the
Mental Health Act Assurance Committee will become clearer. The committee felt
there shouldn’t be duplication in where information goes and as the Quality
Assurance Committee is a sub committee to the Board, then the Mental Health
Act Committees should report in to this committee. The committee agreed that a
high level summary and themes should be included in the update to the QAC.

GF/HMc

GF also raised the following concerns
• Recruitment Day (section 4) planned for mid June had been cancelled
• The outstanding PCA actions (appendix C) revised dates needed
reviewing
• How are the Trust going to use the key findings from Derbyshire review –
HMc confirmed that the CQC compliance group would be looking at this.
DB asked for the Terms of Reference for the CQC Compliance Group to come to
the next meeting.

HMc

LMW added that the Pressure Ulcer group are looking at care plans, risk
assessments, training and checking for quality and this would need to be
reported back to this committee. LMW agreed to discuss further with FH.

LMW

QRP Mortality Data – LMW queried the mortality data being out of date ie 2011
and asked HMc to challenge this as this was probably due to the long stay
patients at Alderney Hospital in 2011, but the data should have been revised.

HMc
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109/14

Monthly Moderate and above Incidents inc Serious Incidents Requiring
Investigation (SIRI)
MH presented this brief report that highlighted the moderate, major and
catastrophic incidents reported for May 2014. MH asked the committee to note
the amendment on page 3 under Moderate and above Non PSIs, Mental Health
Services, should read CADAS not AAU in the death of a patient.
MH added that information is sent to the Patient Safety Group for
discussion/escalation and is in the Annual SIRI Report. MH confirmed that the
quarterly report would be on the agenda for the next meeting.
GF found the report very clear, concise and very useful. The committee asked
for a summary of falls to be included on the next agenda.

110/14

MH

Progress Report on Dental RCA
SO’D presented the RCA report, Ann Williams, Clinical Director unable to attend
to present. SO’D added that all involved had acknowledged the seriousness of
the incident.
LMW asked if marking of the tooth could have been done. SO’D agreed to
confirm this.

SO’D

Discussion held around the consent form and referral form having different
information on and asked if the national consent form could be changed to be
clearer. SO’D said that this had already been reported.
111/14

Infection Prevention and Control Annual Report for 2013/14 and Work Plan
2014/15
NL talked through the report and answered questions/queries as follows;
Section 6, Hand Hygiene Audit – the graphs showed poor results for Guernsey
and Radipole Wards for Community and Waterston for Mental Health. SO’D
confirmed this was due to the audit not being completed. The committee asked
for an audit line to be added which NL agreed to do. SB was concerned at the
poor results for this audit.

NL

CN asked if the St Ann’s figures included Kimmeridge, NL thought that they did,
but said would advise if any different.

NL

On page 14, JE asked for confirmation of the Care Setting Environmental Audit –
NL agreed to check if this replaced the PLACE audit.

NL

GF asked for the completion dates in appendix 2 to be looked at as she raised
concern that the dates were a year away. NL to check.

NL

LMW raised the following issues as he didn’t feel assured;
• Page 20 – the challenges in 20213/14 – are there enough staff?
• 16.2 – not having access to electronic healthcare associated infection
surveillance system
• 16.4 – having a large number of audits – KK added that she had met the
Infection Control team in March to plan the audits ie quality not quantity.
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112/14

Trust Management of NICE Guidance
KK presented the report to the committee and highlighted the process, monitoring
and recommendation sections of the report.

113/14

GF was concerned about the dates NICE Standards were issued (shown on
Appendix A), that some were still not compliance. KK said that she had now
taken on the lead for the Dementia Audit. LMW suggested the table should show
“baseline completed” and “audit completed”. KK to amend.

KK

The committee asked for a report to come back to the group annually and asked
for the terms of reference for the newly established NICE compliance Group to
come to the next Quality Assurance meeting.

KK

Update on Homicide Reports
MH presented the following reports to the committee;
EH Update
MH highlighted the following actions that are RAG rated amber;
5. Completion of training – the last session is due to take place on the 25th
September, recommendation will be complete.
6. Audit for compliance – re-audit date to be confirmed.
8. Information Sharing Protocol – awaiting signatures from one third party.
9. Clinical Risk Audit to take place at the end of June and care plan day planned
for the 4th August.
15. Revised target date of September.
16. Review of operational policy – to be agreed at the July DMG.
JE added that the action plan went to the CCG Quality and Audit Group and they
have confirmed that no further report to the CCG is necessary unless failure to
meet the targets.
TM/AR Update
MH highlighted to the committee that the independent enquiry will be carried out
by HASCAS and the initial set up meeting has been arranged for the 7th July.
The committee felt reassured that update reports no longer need to come to this
meeting. However, if there were issues/concerns then a report would be added
to the agenda for further discussion.

114/14

Complaints Report for Prisons
NL presented the report to the Committee and highlighted the following key
issues;
• Prison Services received 120 written complaints, in comparison to 90
received for the same period in 2012 (Dorset Prisons only). This represents
an overall increase of 30 (33%) written complaints received from the previous
year. However, there has been an increase in the number of prisons since
April 2013. The highest proportion of complaints is from HMP Guys Marsh
(36).
• Prison Services received 357 PALs concerns, in comparison to 23 recorded
for the same period in 2012 (Dorset Prisons only).
• 93% (112) of written complaints were acknowledged within the statutory
4

•
•

regulations of 3 working days.
The emerging theme of concerns (62%) and complaints (71%) is clinical care.
Appendix A gives a flowchart of the process for Dorset and Devon

GF wanted to see a consistent approach to dealing with prison complaints and
for the best system to be implemented across the board.
A number of complaints are dealt with at a local level but DB wanted to be
assured that complaint issues/concerns had been addressed. SB felt that due to
the medication complaints received it would be beneficial to have a clinician
involved in the report.
DB asked NL to continue with the Deep Dive and involve the Prison Management
Team.
115/14

Channings Wood Prison Review/Death in Custody
JE presented the report and action plan to the committee explaining that the
death in custody of Mr RS has been highlighted for review as part of a further
overarching quality review of HMP Channings Wood, by the NHSE Quality team
as part of a programme of quality reviews of all prisons in their commissioned
area. The Prison and Probation Ombudsman Action Plan details the Trusts
response and assurance in relation to this death.
LMW added that he has asked Nick Kosky to discuss clinical practice with the GP
ie training issue/learning issue.
GF was pleased a review is in progress. The Committee agreed for an update to
come back to the meeting in 3 months’ time.

116/14

JE

NHS Choices: Staffing and Patient Safety Data
NL gave a verbal update on the above and the key issues arising from this;
Each hospital can be ranked by;
• Infection Control and Prevention and cleanliness (C diff, MRSA, PLACE)
• CQC national standards through assessments
• Hospital recommended by staff, through staff survey score
• Patients assessed for blood clots (VTE)
• NHS England Patient Safety Notes
• Open and honest reporting through patient safety incidents, SUI
• Staffing - each ward displays the planned number of staff and actual staff on
duty.
This will be reported monthly to NHS England and published on NHS Choices.
LMW queried who would monitor the website and agreed to discuss with Nicola
Plumb.

117/14

LMW

Any New Risks or Change to Existing Risks Identified?
Prison Complaints – further work to be undertaken on the deep dive.
Is a clinical audit required to demonstrate improvement in practice?
Possible audit following further work undertaken on the Prison Complaints. LMW
5

suggested benchmarking rather than an audit.
118/14

Agree reports to the Trust Board
None to the Board this month.

119/14

Feedback from meeting/Value of Meeting/Achieving Goals
DB discussed the triangulation of reports/data and themes.
LMW asked for reducing the length of reports by highlighting concerns rather
than getting lost in the detail and maybe have a link to the document if the
individual wanted further information.

120/14

For Information
The following minutes were noted;
 Patient Safety Group 20.06.14
 Clinical Effectiveness and Regulation Group 20.06.14
 Patient and Carer Experience Group 20.06.14

121/14

Any Other Business
Agenda items for the August Meeting;
• Measures in the 72 hour review from Management of Serious Incidents
Requiring Investigation (LMW)
• Quarter 1 Quality Priorities Report (FH)
• Report on Crisis Response/Home Treatment Services (JE)
• Quality Risk Profile (QRP) update Report (HMc)
• NEWS Report (FH)
• Summary of Falls (MH)
• Quarterly SIRI Report (MH)
• Terms of Reference for the CQC Compliance Meeting (HMc)
• Terms of Reference for the NICE Compliance Group (KK)
SB raised the issue of staffing levels during annual leave in the summer. JE said
that e-rostering was now in place and was making a difference. JE added that a
meeting with Colin Hague and FH to discuss further had been set up.
Quality Assurance Meeting for July – it was noted that both DB and LMW would
be on leave for the next meeting in July and the committee agreed to cancel it
and extend the August meeting.

122/14

Date of Next Meeting
28th July 2014, 9 am, Meeting Room 1 - CANCELLED
28th August 2014, 2 pm, Meeting Room 3
29th September 2014,3 pm, Meeting Room 1
29th October 2014, 9 am, Meeting Room 1
27th November, 9 am, Meeting Room 1
December meeting to be arranged
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FINANCE, INVESTMENT AND PERFORMANCE BOARD SUB-COMMITTEE
MINUTES
of the meeting held on Tuesday, 1 July at 1430 hours
in Training Room 1 at Sentinel House

PRESENT:

Lynne Hunt, Non-Executive Director (Chair)
Ann Abraham, Non-Executive Director/Trust Chair
Jackie Chai, Acting Director of Finance and Performance Management
Dr Laurence Mynors-Wallis, Medical Director
Jane Elson, Director of Mental Health Services
Colin Hicks, Associate Director Steps to Wellbeing
Sally O’Donnell, Acting Director of Community Health Services
Colin Hague, Director of Human Resources
Hazel McAtackney, Head of Regulation and Compliance
Charlie Teare, Head of Programme Management Office
Anne Hanby, Programme Manager

OBSERVERING:

John Deffenbaugh, Board Development Advisor
Andy Chittenden, Corporate Governance Advisor

IN ATTENDANCE:

Sandra North (Minutes Secretary)

ACTION
1.

Apologies/Welcome
Apologies were received from Ron Shields - Chief Executive, Fiona Haughey – Interim
Director of Nursing and Quality, Linda Boland - Director of Children and Young People’s
Services.
The Chair welcomed observers and attendees.

2.

Minutes of the last Meeting

2.1

Item 7 Integrated Board Report refers. AA noted an action omitted from the minutes. She
had requested for consideration of blue print progress update reports as part of the
integrated corporate reporting to be in place by the end of June.

2.2

Subject to the above amendment the minutes of the meeting held on 4 June 2014 were
approved

3.

Matters Arising

3.1

Item 3.1 re Terms of Reference. The item had been actioned by JC. AA acknowledged the
information provided was correct.

JC

1

3.2

Item 5 P.M.O. update:
 Psychiatric on call rota – CT has just taken over from Kristin Crook. CT will follow
up on this action with the management accountant for Mental Health.
 2015/6 CIP schemes – RS to provide an update and advise if additional
resources/capacity is needed to make the savings happen.

3.3

Item 3.3 re Training. Alan Davies is looking at putting up some podcasts, FH is looking at
finding a diversity of examples to use. FH to meet with Phil Redford and provide an update.

4.

Capital Programme

4.1

JC presented the report.

4.2

The report was a first attempt at providing detail on the £12.3m capital programme to the FIP
Committee who has a remit to monitor for the Trusts capital programme. JC asked if the
committee wanted to receive this level of detail in future or if the existing summary capital
report within the finance report was sufficient. AA said the paper is very detailed and the
committee needed to be clearer about what it wants to see to inform and possibly advise the
Board on the broader capital programme picture. The committee agreed the level of detail in
the existing finance report was sufficient.

4.3

JC highlighted the two St Ann’s options within the report. LH asked how can we make this
decision with no long term plan for St Ann’s when we may spend all and not get what we
want. There has been an escalation in costs but LH was not sure it takes us any further in
terms of care for the women in Dorset. JE said Twynham was in derogation of contract with
the commissioners. The contract has a compliance date for the end of the financial year.
JE said that Haven is not ideal with no therapeutic space on the ward, patients cannot help
themselves to beverages. LH asked if the ward as it is today had any CQC issues. JE
confirmed there were no external complaints but RS had been shocked at conditions. LH
asked what is the strategy for women’s services in Dorset, what would it look like and how
would the short term plan for Dudsbury assist us. LMW said there was a real issue
regarding the value of St Ann’s, is it worth £50m or £15m? and that we needed to know by
August what is the process of coming to understand what St Ann’s is worth. We also
needed to know about west of county as it was difficult to think of St Ann’s changes in
isolation. AA said that the St Ann’s option paper will go to the August Board.

4.4

A discussion followed about the Trusts estates strategy and how the existing capital
programme links to this. It was noted that the estates strategy is one of the Blueprint
deliverables in November 2014. The committee asked that an options paper is presented at
the FIP September meeting to move the discussion along and to inform the strategy. A draft
strategy was requested for the October FIP meeting. Ian Tait, Associate Director of estates
was asked to attend the meeting to present the paper in September.

5.

PMO Update (including Cost Improvement Programme)

5.1

This report was presented by CT.

5.2

CT advised that she has recently taken over from Kristin Crook as Head of P.M.O. Locality
management had received a positive decision at the May Board meeting and there was a
need to understand the impact of the locality project.

5.3

IT enabler projects need to be understood further where these impact on CIP .

5.4

Trust Recovery Plan – work is taking place with project leads to report against blueprint
deliverables.

5.5

Tax efficiency schemes – these schemes are at risk of not achieving the savings planned as
the target was over optimistic. This was reported in previous months. A lot of work is being
done in preparing to launch the schemes and a survey is being carried out with staff to give
an indication of the level of interest.

5.6

Procurement scheme – there are many schemes within this heading. One target of £6k may

CT
RS

FH

IT
(Ian Tait)
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deliver well above that possibly in the region of £60k but this is not yet confirmed. On the
adverse side £62k in the scheme for lease car schemes will not deliver.
5.7

CIPs carried forward from 2013/14 - part of the under delivery being reported of £223k is in
fact £100k.

5.8

Psychiatric on call – CT did not think there was an issue here and has a meeting in place
with the management accountant and the item will not come to future FIP meetings.

5.9

Terms and Conditions scheme - this needs to be unpicked and need to understand if the
amount will definitely not be achieved.

5.10

LH said that details of the position were needed on where things have slipped and where
things are doing well and what impact this has on forecast so month on month we have a
view of where we are and when and how this links with the finance report. CT will work with
finance on this.

5.11

The committee was advised that RS has already asked executives to think about what
schemes could be bought forward for implementation.

5.12

The response to RS call for bought forward programmes for 2014/15 has identified just
under £900k that could be released this year. Out of that £750k is potentially recurrent and
will contribute to 2015/16 . JC reminded the committee of the £9m target for next year.

5.13

LMW asked if we can implement this year should we not be starting to implement as soon as
possible towards the £9m for next year. SO’D agreed with LMW’s suggestion and agreed it
allows us the opportunity to pump prime schemes and could make a real difference to
delivery and quality.

6.

Finance Report

6.1

This report was presented by JC. There is a surplus of £27k year to date.

6.2

JC highlighted that out of area placements were creeping up in May with seven patients
placed out of area. JE responded that there had been significant bed issues in the last
month; currently eight patients were placed out of area of which four were PICU related. JC
said this was an area we are closely watching.

6.3

JC said that April and May had seen CIP savings of £2620K and £1400K with October
showing £1267k and towards the end of the year over £500k is still to be achieved. This is a
risk as there will not be much time to redress this if things are not going well. JE said we
need to understand what sits behind £504k. JC will seek further information and feed back
to the committee.

6.4

JC reported that the capital programme was on track and within the Monitor threshold + or –
15%. We will be reporting on the Q1 position to Monitor at the end of July. A risk rating of 4
is expected.

7.

Integrated Board Report

7.1

This report was presented by HM.

7.2

LH asked how a fall had resulted in a death and LMW advised there had been injuries
sustained.

7.3

There were two areas not achieving the Monitor targets, being



7.4

CT

JC

Delayed transfer of care
Inpatient access to crisis resolution

JC has notified Monitor regarding crisis resolution and the expectation is we will come back
to compliance in Q2. For delayed transfers of care, JE advised she has written confirmation
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from the local authorities to support the Trust to achieve compliance by Q3.
7.5

The governance rating was reported as red and AA clarified this was now green and this will
be updated in the paper to the Board .

7.6

CQC - The CQC Compliance Manager informed the Trust that there is no intention on the
part of the CQC to re-assess the current compliance action plans but these would be
revisited as part of the new inspection process. There will be quarterly meetings with the
CQC’s new inspector of hospitals with the next meeting date due on 23 July 2014.

7.7

LMW requested that on page 7 the narrative be changed to reflect that monthly meetings are
in place and FH and LMW are looking at pressure ulcers. FH and LMW are putting together
with colleagues a plan involving training and improved practice to reduce pressure ulcers.

7.8

LH asked if the complaints department were having troubles as there had been a rise in the
number outstanding from previous months. HM advised that a number were still under
investigation and for each one there would be an issue with them being complex cases. JE
advised complaints were investigated through the directorate management group and on JE
taking over Mental Health there were significantly overdue delays, these have seen
improvements but are not there yet.

7.9

LMW said for section 2 page 11 it would be helpful to have an up to date figure. AA said the
paper had to be as up to date as possible and have comprehensive sign off by the executive
for the Board. Overall comments on the paper felt very dated, and AA had a sense of
slipping back coming through. AA said that the committee had sat a month ago and talked
about the need to revisit this report and blue print deliverables and that nothing has
changed. JC said the directors have agreed and will see the integrated report before it goes
to the FIP committee.

7.10

LMW said that we should be worried as at best we were standing still at worst slipping back.
There has been a huge focus on getting out of special measures and we also need to
recognise we are about to embark on a major service reorganisation which will not be
focused on these measures here and asked how do we keep business as usual going and
how do we keep the focus during the changes when there may be issues around capacity
for example appraisals. LH said careful thought around strategy of change was needed and
some focus on how do you continue to deliver high quality services and for the executive to
discuss what is the change management plan and implications. LH said that change cannot
be allowed to prevent achievement of standards and careful thought was needed, LH
recalled the last major change that of the integration of community services coming together
and that was not successful. LH said we need to ensure we did not see a further
deterioration. AA said it was back to the executive to ensure there is no slip back. It would
be critical for the June report to demonstrate improvement.

8.

Standing Financial Instructions

8.1

This report was presented by JC.

8.2

LMW said that the Board needs to cope with strategic issues and should propose the FIP
committee to have a delegated authorised limit of as high as £5m or at least £2 - £2.5m. AA
said the current executive authorised limits intuitively feels low. AA said the aim was to try
and push decision making down the line as far as possible and queried what other
organisations are doing. LH said whilst pushing down the line we would need to ensure
good governance. JC will undertake some benchmarking information and report back to the
committee.

9.

Current Long-term Loan

9.1

This report was presented by JC.

9.2

AA asked why the Board needed to make this decision. AC said if the transaction involved
more than £0.5m it would have required a Board decision to comply with SFI’s. This could
be included as part of the finance paper to the Board. JC to add to board finance paper.

HM

HM

JC

JC
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10.

Review Pharmacy Service

10.1

This report was withdrawn from the agenda for further review by the Trust executive. A
verbal update is requested for the next meeting.

11.

Root to Branch Review

11.1

This report was presented by CHa.

11.2

LH asked if there was the possibility for people already in our workforce who are great but
do not have sufficient O Levels to step into nurse training to look at what we need to do to
help them get that step up into training and this has been done in other trusts and those
people can have very clear career pathways. CHa said he has had discussions in the last
few weeks and it is looking at doubling numbers next year, the salary support scheme could
help improve this. LH said Health Education England were looking at how we can help
people step up. AA said she had attended the Health Education Wessex Conference
recently and she had been astonished to read in their report there was a reduction in
demand for mental health nurses across their region. Given this is not our experience and
our difficulty is recruitment AA asked CHa to respond to the Health Education Wessex.

12.

Risk Register

12.1

This report was presented by HM.

12.2

AA said we need to get to grips with risk management, we need a coherent way to manage
risk and this was an area which is a high priority to get sorted. LMW said this difficulty been
discussed for months and has not been managed properly for a long time. It was noted that
PM governance is commissioned to assist the Trust to improve in this area. This will be
discussed at the next Board.

13.

Investment Policy

13.1

This report was presented by JC.

13.2

JC advised this was for information and was a first attempt at putting on paper and to make
visible what we do in practice when costing for tenders. As a foundation trust we need to
charge for overheads and not just direct costs in order to be able to reinvest in the future.
AA said this was not a policy but procedure. When the Strategy Director is in post an
investment policy paper should come back to the FIP for discussion.

14.

Forward Plan
-

15.

FH

CHa

AA

Estates plan to come back to September meeting (IT to be present)
Capital programme – appendix in finance report remove from forward plan
rd
IM&T strategy move to 3 September

Review items for Board escalation


Risk management – urgent need to make progress to improve the Trust’s risk
management system via the commissioning of PM governance as this is one of the
key deliverables in the Blueprint.



Blueprint deliverables – it was agreed that the monitoring will be included in the
Trust’s monthly integrated report commencing next month.



Estates strategy – the Executive team has been asked to progress this and to bring
draft proposals back for discussion at the FIP September 2014 meeting.
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16.



Trust non-financial performance report – there must be a constant drive to improve
on areas where we have not achieved agreed targets.



Change management – the Executive team were asked to consider whether or not
there were adequate resources available to deliver the complex agenda of change in
the Trust.



CIP plan – recognised that at Month 2, whilst still early in the financial year, the
overall financial position is £689k ahead of plan. If this position is sustained or
improved, it may present a chance in the 2nd half of the year to review the financial
position and consider what opportunities there may be for investment in pump
priming innovative projects, particularly those that support the integration of
services.

Any Other Business
None.

17.

Date and Time of Next Meetings
Tuesday, 5 August 2014
Wednesday, 3 September 2014
Tuesday, 30 September 2014
Tuesday, 4 November 2014
Wednesday, 3 December 2014

Training Room 1, Sentinel House
Training Room 2,
“
Training Room 1,
“
Training Room 1,
“
Training Room 2,
“

1500-1730 hours
1430-1700 hours
1430-1700 hours
1500-1730 hours
1430-1700 hours
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JOINT HEALTH AND SAFETY COMMITTEE MEETING
Rooms 3 Sentinel House, Poole
22 May 2014
MINUTES
A meeting of the Joint Health and Safety Committee was held on Thursday 22 May 2014 at
10am.
Present:
Colin Hague
Trevor Clayton
Steve Harper
Richard Legg
Phil Yates
Nikki Grenville-Cleve
Sarah Poole
Joanne Wilson
Sharon Powell
Andy Gritt
Richard Northwood
Hector Bayayi
Helen Joscelyne
Stella Mann
Bob Batchelor
Phil Redford
Beverley Griggs
Ian Tait
In attendance:
Ruth Legg
(minutes)
Apologies:
Michelle Hopkins

(CH)
(TC)
(SH)
(RL)
(PY)
(NGC)
(SPo)
(JW)
(SP)
(AG)
(RN)
(HB)
(HJ)
(SM)
(BB)
(PR)
(BG)
(IT)

Director of Human Resources (Chair)
Senior Health and Safety Advisor
Health and Safety Advisor
Health & Safety Advisor
Trust Fire Safety Manager
Service Manager, Nail Surgery and Biomechanics
Unison Health & Safety Rep
Children and Families Manager
Acting Associate Director, Community Health Services
Service Manager
Facilities Manager
Interim Associate Director, Inpatient Services
Business Manager, Dental Services
Unite / Community Nursery Nurse
Unison rep
Senior Trainer
Associate Director Occupational Health and Wellbeing
Associate Director of Estates

(REL)

Administrator

(MH2)

Head of Patient Safety and Risk
ACTIONS

1.

Welcome and apologies for absence

1.1

CH welcomed all to the meeting and thanked everyone for their commitment
and brief introductions were given. Apologies have been received from
Michelle Hopkins.

2.

Minutes of the last meeting held on 24 February 2014

2.1

The Minutes of the last meeting were agreed as an accurate record.

3.

Matters arising from meeting held on 24 February 2014

1

ACTIONS
14.4

Prison Staff Transferring into Detention Centre
AG advised the use of the facility has changed. HB agreed to pick this up
within his Directorate and will ensure staff are supported and also highlight
the Employee Assistance Programme.
BG will email Fran Abbott-Hawkins and Jenny Erwin advising of the support
Occupational Health can offer to staff.

6.1

Quarterly Fire Report – on the agenda

6.3

Personal Emergency Evacuation Plans
Completed. PY has produced a document open for comments. This has
been tested 4 times and is also used un Bournemouth Hospital.
The group agreed this. PY to update the policy

7.1

HB

BG

PY

Medical Gases Group
Amendment has been made to the Terms of Reference.
Identification of sites housing gas is ongoing
Identification of training by BOC gases is ongoing

8.1

Learning & Development Training Report
The training was raised at the Directors meeting and the H&S Managers
Training figures have now been included in reports.

12.1

Health & Safety Visit – on the agenda

12.2

Evacuation Plans Risk Assessment Shelley Road
TC advised he had worked with Luna Hill. Risk assessment is in place and
this will be reviewed as risks will change as and when new staff are located
to the building. IT confirmed there are staff moving into Shelley Road and
Kings Park over the next 4 months and PY is involved.

13.1

Staff Survey – on the agenda

4.

Policies for Approval

4.1

Medical Gas Cylinder Policy
There are a number of minor typing errors to be corrected. RN advised there
is an overarching Pipe Gas Policy sitting above this policy of which Adam
Hockey, Pharmacist, is the Lead. The overarching policy contains
information on training. All staff using gas equipment should have training.
Adam to link with the Learning and Development Service.

RN

RN

The group are asked to forward any amendments to RN within the next
week with the amended policy being tabled at the next H&S Committee for
approval.
RN

RN to provide an update on training at the next Health and Safety
Committee
4.2

WASH Policy
SH advised on the amendment to the Policy at Para 4 reflecting the
electronic form. The group agreed this amendment.
POST MEETING NOTE
The policy has been updated and is now on the intranet.
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ACTIONS
4.3

5.

Waste Management Policy
RN advised this policy is progressing and will be available for the next
Health & Safety Committee

RN

Staff Survey Safety Report
The group considered an extract and analysis of safety related aversions
from the main 2013 Staff Survey results showing the key findings relating to
health and safety issues. The analysis was broken down by Directorate and
also identifies areas of positive, negative or no change compared with 2012
results.
It is noted that 20% of staff feel pressured to attend work when feeling
unwell. BB asked what the Trust will do and how will the Trust monitor this.
CH indicated the concern to apply absence management processes in a
supportive way.HR Coordinators provide support to staff and mangers.
There is an Employee Assist Programme the Trust commission to support
staff. Individual motivation factors can affect staff concern to attend work.
There has been no change on staff related stress and a slight decrease in
some areas in bullying and harassment.
Overall Health and Safety question responses were felt to be quite positive.

6.

Quarterly Health & Safety Report

6.1

SH advised the report provided a summary and analysis of adverse
incidents for quarter 4. There had been an increase of 51 incidents. 259 of
the 548 reported incidents are graded as Minor and 275 graded as No
Harm, details are included in the report. Reporting of incidents including
minor or no harm incidents is desirable.

6.2

There were 16 incidents reported under RIDDOR in quarter 4. 5 were
classed as major injuries and 11 were linked to the over 7 day category.

6.3

The number of reported incidents is 9% higher than the previous quarter and
43% higher in comparison to the same reporting period of 2013.

6.4

Violence and Aggression incidents towards staff remains the highest
reporting category across the Trust with Mental Health Services decreasing
this quarter by 8%. Reduced severity of incidents and increased reporting
could be due to the investment in environment at St Ann’s and initiatives to
encourage reporting (training, communications, surveys, work of the
Security Advisory Group). Training is subject to ongoing review and received
very positive feedback and the impact will be monitored.

6.5

Total incidents for Community Health Services has increased by 18% with
Children’s Services decreasing by 10%.

6.6

Incidents associated with lack of Suitably Trained Staff have increased from
46 to 115 incidents.
SH to provide a breakdown analysis to be shared with wards and a further
consideration to be given at the next Health and Safety Committee meeting.

7.0

Quarterly Fire Report

7.1

PY reported on fire incidents from 13.02.14 to 07.05.14.
There had been 4 actual fires in this period:

SH
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ACTIONS
2 at Hillcrest – Arson
2 at St Ann’s – a chiller unit burnt out and a toaster caught fire
12 unwanted fire signals Trust wide due to:
 3 due to contractors setting off alarms
 3 unknown faults
 2 due to cooking/steam
 4 malicious
7.2

Dorset Fire Authority issued a Deficiency notice on 3 March 2014 to
Alderney Hospital for failure under – Article 8 of the Regulatory Reform (Fire
Safety) Order 2005 – Measures for securing that at all material times the
means of escape can be safely and effectively used, and Article 14(1) –
Emergency exits and routes were blocked by parked cars preventing fire
appliances from being able to get within 45 metres of the building.
This notice gave the Trust 28 days to establish progress in respect of the
deficiencies.
Reviewed arrangements have been put in place to comply with the notice.
As requested, staff have been parking in local roads but have suffered
vandalism to their vehicles. BB advised staff have been verbally abused and
incidents have been reported to the police. Roger Ringham the Trust
Security Management Specialist is providing support.
A park and ride system was set up from Sentinel House for a short period.
A meeting has been arranged with Poole Council, Traffic Enforcement
Officers, the Police and Dorset Fire and Rescue regarding parking in local
roads.

PY/IT

IT confirmed there is a major programme of work taking place regarding
Alderney to change identified areas into car parking areas. An arboretum
survey will take 6 weeks and the planning application takes a further 12
weeks. IT will update on progress at the next Health and Safety Committee
Other sites have been identified as potentially having the same issues (49
Alumhurst Road and Poole Clinic) going forward.
7.3

IT confirmed he has established a Space Utilisation Group which has been
meeting for 4 months.

7.4

An Enforcement Notice was issued from Dorset Fire Authority to the Chief
Executive on 14 April 2014 for Westminster Memorial Hospital, for failure
under – Articles 8, 10, 11(1), 14(1), 14(1), 14(2)(b), 17(1), - of the
Regulatory Reform (Fire Safety) Order 2005.
This notice gives the Trust until Thursday 9th October 2014. This
Enforcement Notice is a legal requirement to which we have a right of
appeal to a Magistrates Court.
PY/IT
The Fire Authority have identified issues they have stated are not acceptable
but these issues were present last year. IT and PY are dealing with this and
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ACTIONS
has written to the Fire Authority. No formal response has been received but
IT has received verbal feedback.
PY assured CH that appropriate actions are being taken to ensure this is
addressed. CH asked that this be added to the Risk Register.
An update on this issue is required for the next H&S Committee.
POST MEETING NOTE
Details of this Enforcement Notice are now recorded on the Trust Risk
Register.
8.

Learning & Development Training Report

8.1

Mandatory training Trust wide compliance at 31 March 2014 was 90.3%.
Staff whose mandatory training is due for updating in the months of January
– March are encouraged to complete this by December.
The online booking system has been upgraded and training can be viewed
by date or location. Staff are also now advised of other mandatory training
courses available on the same date and time that they may wish to also
book onto.

8.2

PR is due to meet with Fiona Haughey to look at recording a Trust IG
training video focussed on learning from breaches that have happened in
our organisation.
PR is also due to meet with PY to update Fire training content.
This updating of mandatory training content was supported by the Group.

8.3

E-assessments will be incorporated to assess knowledge with mandatory
training subjects.

8.4

The 15 minute 1:1 Basic Life Support courses have received good feedback.

8.5

Health and Safety for Managers Training has been attended by over 100
managers in quarter 4. Delivery of this training is now on hold pending HSE
feedback.

8.6

March saw the first in a series of moving and handling workshops initially
focussing on Awareness of the Bariatric Patient. 80 people attended this
workshop. A representative from 1st Call Mobility attended with an empathy
suit for learning and to experience the patients perspective. The Trust has
purchased an empathy suit for training and has also secured funding to
purchase 5 Bariatric Hoists.

8.7

The Trust has signed up to Core Skills Framework where all mandatory
training will be matched nationally. Once all Trusts have signed up staff can
be passported across Trusts.

9.0

CAS Exception Report

9.1

The group are asked to note the 1 outstanding alert relating to window
restrictors. CH was concerned that final and prompt actions were taken to
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ACTIONS
achieve full implementation with the alert.
10.

CAS Window Restrictors Update

10.1

The window restrictor alert was released in 2013. It required the Trust to
inspect all window restrictors to ensure they are in accordance with British
Standards of opening to a maximum of 100mm.
Estates appointed an external contractor to undertake the inspection and
now have a central plan of what restrictors are in which sites. Reports have
been circulated to Directorates for Directors to confirm the restrictors meet
the needs of the patient group occupying the premises. If additional
restrictors are required, this needs to be identified by clinical staff.
IT to write to the Operational Directors for confirmation by the 310514 that
this alert can be signed off.

11.0

Window Restrictors – Management of Falls from Height

11.1

SH has produced a paper on the implementation of window restrictors on
Trust owned premises and leased properties.
A discussion took place regarding the use of window restrictors in clinical
and non-clinical areas.
It was agreed that SH would review the policy and produce a simplified
policy with unified approach to window restriction and a procedure for the
removal of a restrictor.
It was noted that there would need to be a phased approach to full restriction
and that Estates will be able to identify costs and a timeline for the fitting of
window restrictors Trust wide.
Revised Policy, costing’s and timescales to be tabled at the next Health and
Safety Committee agenda.

12.

Litigation Reports

12.1

Quarter 3 2013/14 Non Clinical Litigation Report:
There were 2 new non clinical litigation claims in quarter 3. The first was an
incident whereby a Child Health Advisor fell down a number of steps during
a clinic at a school in North Dorset. Evidence was submitted to the NHSLA
who advised a 50/50 split between the Trust and the school. The Director of
CHS agreed this settlement split

IT

SH

The second incident involved a MHSW participating in a Physical
Intervention training course. The member of staff was acting as the patient
being restrained on the floor. It was alleged that another member of staff,
being overseen by the trainers, applied the wrong hold resulting in injury.
The NHSLA advised the Trust that they are vicariously liable for the actions
of the employee and liability is being accepted.
2 claims have been closed in quarter 3:
A claim was made in 2009 following a member of staff falling down external
steps at Nightingale House. The member of staff suffered a spinal fracture
for which an operation was required to fixate the fractures. The NHSLA
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recommend the Trust admit liability. The case was closed on 11 November
2013. The Trust was required to pay the excess. Estates have incorporated
a check on external lighting along the path and fortnightly visits have been
put in place by Estates to clear the leaves. The line markings have also
been refreshed.
In 2012 a claim was made after an incident at Woodlands Unit, Alderney
Hospital. The member of staff entered the main entrance and slipped in wet
latex being laid by a sub contactor in preparation for new flooring. The
contractor advised they had erected a barrier and a warning sign was in
place but the area had not been cordoned off adequately. The Trust
admitted liability as recommended by the NHSLA due to a failure in ensuring
all staff were aware of the works and preventing access. The Trust incurred
costs.
12.2

Quarter 4 2013/14 Non Clinical Litigation Report
As at 31 March there were 17 current cases.
3 new claims have been made in quarter 4.
A physiotherapist support worked attended a patients home in December
2013. The member of staff pushed the bed to reposition the mattress and
then noticed pain in her arm/shoulder. Staff member underwent surgery.
Evidence and supporting documentation has been submitted to the NHSLA
and the Trust is awaiting further instruction.
In December 2013 housekeeping team member at Bridport Community
Hospital suffered a liquid dishwasher detergent splash into her face.
Documentation has been submitted to the NHSLA and further information
was requested which has been supplied. The NHSLA is currently
considering the Trusts position.
In January 2014 a Bank Health Care Assistant attended a Prevent and
Management of Violence and Aggression training course. Training mats had
been in storage and required cleaning. Delegates were warned to stay off
the wet mats. The HCA volunteered to play the role of the patient on a dry
part of a mat. His mobile phone rang and he turned and started to run to
silence his phone and slipped on a damp area. He was taken to A&E by
ambulance and was diagnosed with a dislocated knee.
2 claims have been closed in quarter 4.
In January 2013 a member of staff who suffered a neck injury whilst lifting a
mattress submitted a claim. The NHSLA submitted a letter of response
repudiating liability in May 2013. On 28 February 2014 the NHSLA advised
they were closing the file.
A claim was made in May 2013 by a sonographer for a work related upper
limb injury. The NHSLA were made aware of the claim and appointed a
specialist Solicitors to act on their behalf. They considered Trust evidence
and attended the Trust to interview witnesses. The NHSLA subsequently
repudiated liability. The NHSLA have now closed their file.
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ACTIONS
13.

Stress Toolkit

13.1

BG updated on the work currently progressing on actions agreed following
the 2012 staff survey.
BG has met with Finance head and deputies for discussions on managing
stress awareness carrying out an HSE Stress Audit using the Trust,
Employee Assistance programme and raising awareness of Equality &
Diversity and Attendance Management Policy provisions.
An indicator tool has been developed on SurveyMonkey. Results will be
benchmarked against national dataset as recommended by the HSE.
Management accounts had a 100% response rate.
The results of the survey will be compared to the results of the stress survey
that took place previously.
BG is meeting with Claire Isaacs regarding a review of the Trust Stress
Management Policy.

14.0

Trust Properties Update

14.1

IT advised he now has a master list of all 246 properties staff operate out of
including Trust owned and leased premises. Fiona Pickering will be visiting
all sites to establish which service operates out of each site. PY and Nick
Brown will be fire inspecting the sites. The master list will also assist the
H&S team with visits. A 6 facet survey will be undertaken as part of the
capital programme and will need to be completed by September.

15.0

Occupational Health & Safety Standards

15.1

In 2012 the Occupational Health & Safety Standards were tabled at a Health
& Safety Committee meeting. TC has produced the document benchmarking
the Trust against the standards. There are a number of outstanding actions
and the committee agreed the nominated leads for the completion of the
actions with responses to be returned to TC in 1 month

16.0

Smoking Update

16.1

The Smoking Policy is a redrafted policy following the amalgamation of 3
Smoking Policies. An issue was raised at the TUPF meeting

TC

The Trust Policy needs to be reviewed in light of new NICE Guidelines.
BG
Staff side feel that the paragraph relating to e-cigarettes could be removed
from the policy for the moment in order to ensure a clear policy is in place.
CLH confirmed the issues need to be resolved promptly and stated this
would be an agenda item for the next TUPF meeting to ensure we have a
policy put in place and work needed to take place before this to achieve this
outcome
17.0

HSE Update

17.1

No formal response has been received from the HSE following their visit in
mid February.

CH
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18.0

H&S Team Structure Changes

18.1

Martyn Van Lancker will join the team as Head of Health & Safety. Martyn
was Lead for Health and Safety at the Isle of Wight Local Authority and has
held previous roles as an HSE Inspector and Regional Manager.
Dawn Cluett left in February and has been replaced by Richard Legg as
Health & Safety Advisor based at Forston Clinic. Richard has over 20 years’
experience in Health & Safety working in Prisons as Fire Safety and Health
and Safety Officer.

19.0

To Note
The Committee noted the Medical Gases Terms of Reference and approved
Minutes from 9 April 2014.
The Committee also noted the Security Advisory Group minutes from 10
February 2014 and 25 March 2014. CLH thanked the group for their support
of the Security Advisory Group.

20.0

Any other business

20.1

Health and Safety Committee and SAG
CH advised the Chair is undertaking a review of the role of Non-Executive
Directors and Executive Director Champions. This will determine whether
support for Health and Safety may be better achieved through Executive
lead arrangements with Health and Safety Committee minutes going to the
Board.

20.2

20.3

21.0

CH

Lone Workers
All Directors were requested to submit completed information regarding
identification of lone workers. Some of the data that has been returned has
been incomplete and some has been very good. Further work is progressing
collating this information

RR

Safe Staffing Levels Report
It was envisaged actual and expected staffing levels would be published in
June. Fiona Haughey and HB are assessing acuity and staffing levels to
ensure the mix is correct.
To be an agenda item at the next Health and Safety Committee and also
considered at the Trade Union Partnership Forum.

CH

Future Meeting Dates:








28th August 2014 – Sentinel House Meeting Room 3
24 November 2014 – Meeting Room 1
16 February 2015
18 May 2015
17 August 2015
16 November 2015
16 February 2016

All meetings to be held 10 am to 12 pm in Meeting Room 3 at Sentinel
House unless otherwise advised
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HEALTH AND SAFETY COMMITTEE
MATTERS ARISING FROM MEETING HELD ON 24 FEBRUARY 2014

Minute

Topic

Action

Lead

Deadline

3
14.1

Prison staff
transferring
to Detention
Centre

HB to pick this up and ensure staff are
supported

HB

Immediate

BG to email Fran Abbott-Hawking and
Jenny Erwin regarding Occupational
Health Support

BG

30.06.14

Minute

Topic

Action

Lead

Deadline

3
6.3

Personal
Emergency
Evacuation
Plans

PY to update Policy

PY

30.06.14

Response

The PEEPs have been developed and are available but have not yet been
attached to the fire policy, this has to be re-written completely to reflect changes
within the Trust. New Fire office for the West will be starting in September.

Minute

Topic

Action

Lead

Deadline

4.1

Medical
Gases

Update on training by BOC gases

RN

28.8.14

Minute

Topic

Action

Lead

Deadline

4.1

Medical
Gas
Cylinder
Policy

Group to forward comments to RN for
inclusion in the Policy

RN

30.05.14

Response

Response

Response
Minute

Topic

Action

Lead

Deadline

4.3

Waste
Management
Policy

Policy to be on the next agenda

RN

28.8.14

Response

On Agenda

Minute

Topic

Action

Lead

Deadline

6.6

Quarterly
H&S Report

Breakdown analysis of incidents with
staff shortages

SH

28.8.14
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Response

On Agenda

Minute

Topic

Action

Lead

Deadline

7.2

Deficiency
Notice –
Alderney
\Hospital

Progress update on car parking
arrangements

IT

28.8.14

Outcome of meeting with Council,
Fire Authority, Police

PY

Response

As far as the Fire Authority is concerned – the notice is being complied with so far.

Minute

Topic

Action

Lead

Deadline

7.4

Enforcement
Notice –
Westminster
Memorial
Hospital
Shaftesbury

Progress update and response from
Fire Authority

PY/IT

28.8.14

Response

There will be no response from the Fire Authority until 9th October 2014

Minute

Topic

Action

Lead

8.2

Information
Governance
Training

PR to meet with Fiona Haughey
regarding recording Trust IG Video

PR

Minute

Topic

Action

Lead

8.2

Fire
Training
Content

PR to meet with PY re updating of
Fire Training Content

PR

Minute

Topic

Action

Lead

Deadline

10.1

CAS
Window
Restrictors

Update on progress on collection of
window restrictor identification from
Directorates

IT

31.05.14

Minute

Topic

Action

Lead

Deadline

11.1

Window
Restrictor
Policy

Revised policy for discussion/approval

SH

28.8.14

Response

On agenda

Deadline

Response
Deadline

Response

Response
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Minute

Topic

Action

15.1

Occupational
H&S
Standards

Identified leads to submit responses
to TC

Lead

Deadline
22.6.14

Response
Minute

Topic

Action

Lead

Deadline

16.1

Smoking

Obtain copy of Rampton Hospital
Smoking Policy

BG

28.08.14

Minute

Topic

Action

Lead

Deadline

16.1

Smoking

Update on policy

CH

28.8.14

Response

Policy on agenda

Minute

Topic

Action

Lead

Deadline

20.2

Lone
Workers

Update on progress with Lone Worker
Identification

RR

28.08.14

Minute

Topic

Action

Lead

Deadline

20.3

Any other
business

Safe Staffing Levels paper to be an
agenda item at the next H&S Meeting

Response

On Agenda

Response

Response

28.8.14
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SECURITY ADVISORY GROUP
MINUTES OF MEETING HELD ON THURSDAY, 19TH JUNE 2014 AT 2.30PM IN
MEETING ROOM 3, SENTINEL HOUSE
Present:
Colin Hague (Chair)
Adrian Clarkson
Trevor Clayton
Laura Smith
Roger Ringham
Andrew Gritt
Sara Shimali
Phil Redford
John Rawlings
Karen Travers
Martyn Van Lancker
Hector Bayayi
Bob Batchelor
Ben Goodwin
Bev Griggs
Rebecca Senior

CH
AC
TC
LS
RR
AG
SS
PR
JR
KT
MVL
HB
BB
BGo
BG
RS

HR Director
NHS Protect
Health and Safety Manager
Patient Safety Advisor
Team Leader – Security Management Service
Service Manager, MH Rehabilitation Services
Service Manager, OPMHS
Lead for Mandatory Training
Secure
Secure
Head of Health and Safety
Associate Director, MH
Unison
Operations Manager for Extended Nursing Pan Dorset
Associate Director, Human Resources
PA to HR Director (notes)

Apologies were received from Jo Phillips, Chris Kennedy, Sharon Powell, Andreen Ward
Nicola Plumb and Lesley MacKenzie
ACTIONS
1

Welcome and Introductions
CLH thanked everyone for their support of the meeting as he felt it was
making a difference, which is reflected in the data. Introductions were
made and Martyn Van Lancker, new Head of Health of Safety outlined
his working background to the committee.

2

Minutes of the Security Advisory Group held on 22 April 2014
The minutes of the previous meeting were approved.

3

Actions from the Violence & Aggression meeting held 25 March
2014
3.4 Data Review/Commentary – on agenda
3.6 Support to Staff – on agenda
4 SAG – Terms of Reference –updated and on intranet. RR commented
that he had made some further amendments to the Terms of Reference
and circulated copies showing these amendments. The committee
confirmed they were in agreement with the changes. The revised
Terms of Reference will be updated on the intranet.
7 V&A survey – on agenda
8 Lone workers – on agenda
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RL

4

Security Advisory Group Terms of Reference
As discussed under matters arising

5.

Latest Data and Commentary – verbal update
RR circulated the data up to 30th April 2014 for review. The data helps
to identify the hotspots and areas to target from a security perspective.
Staff are encouraged to report not just what happened but also trigger
points both on Care plans and on Ulysses reports. The data shows the
top 5 sites and the top 5 service users causing concern. The Security
team then work with clinicians to look at hotspots and targeted action
from a security perspective.
Care plans are changed where
appropriate. The main incidents are violence against staff.
SS highlighted the problem of patients who require level 3 observations
by Safeguarding team in Local Authority which is having an effect on
some patients. HB and SS agreed to discuss outside today’s meeting.

HB/SS

CLH advised that it was important to use data to inform care plans. SS
advised that restrictive measures e.g. increase of drugs can take a few
weeks to take effect.
LS and RR to meet with Mental Health leads in July to ensure right data
is being received.
The committee reviewed wards and staff most affected.
highlighted service users who had been in previous data.

Staff

CLH asked if data was clear to clinical leads. SS advised that the data
highlighted how staff function and is very helpful in targeting staff and
service users to ensure appropriate training is in place. Patients
highlighted were as expected. SS commented that the data also helped
managers to look at the way staff are reporting incident and ways to
improve processes.
AC felt the use of the data was very positive and felt it would be good to
see effects of future interventions. SS felt it would not be that simple,
patients can be discharged and return to ward and level of observations
for patients can vary. SS stated that triangulated data is helpful.
CLH felt the committee was using data intelligently and systems were
developing positively.
SS queried if it would be possible to grade level of real harm. RR
advised the use of National Safety Patient Grades.
CLH advised that he had attended a PMVA training session recently
and was very impressed with response from staff, quality of training and
trainers and the way they address the practical situations in role plays.
CLH felt the training was working well and data coming through
showing a reduction of more severe incidents reflected this.
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SS advised that she had set up a 3 day course as a pilot to follow the
PMVA course. This is targeted at new members of staff first and will
use the data provided today to target staff as a priority. This has made
a huge difference for staff and will be rolled out further.
CLH – thanked everyone for the way the data is emerging and for the
response to the technical arrangements.
SS thanked RR for his support.
6.

Safewards
Work ongoing in rolling out programme. This was discussed at the
recent Patient Safety Conference where it was well received. LS
advised that the CCG had given good feedback to the project.
The project also forms an element of the PMVA course.
CLH felt it was the right ethos and approach and congratulated those
involved.

7.

Violence & Aggression Survey – Directorate Data: Comments
The Directorate comments from the Violence and Aggression Survey
were reviewed. TC advised that Directorates are currently reviewing
their information and will provide action plans by the end of July.
Information from this survey will be used to fine tune future surveys.
The plan is to enhance the questions and repeat the survey one year
from original survey date.
CLH noted that it was clear that Mental Health risks are real from the
survey results.
AC asked how the Trust will look to develop a response from an RL for
assurance perspective and whether it was possible to develop KPI’s to agenda
present this. It will be desirable to consider KPI’s at the next meeting.

8.

Lone Worker Identification - update
RR advised that the updated data had been sent to Associate Directors
for review. Meetings are being arranged with outstanding directorates to
finalise data. RR will bring information to the next meeting for
discussion.

9.

Ulysses Alerts
RR advised that the Ulysses had been set up for alerts relating to
patients or staff with National Patient Safety Agency standards
applying. To identify assaults and lone working more accurately the
following questions have been added “were you a lone worker when
incident occurred and “was direct or indirect contact made”.
RR and JR have been set up on the system and have received training.
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As from June 2014 all security incidents will be closed down on the
system. All responses to Police/LPU will be recorded onto the system
so that a full list of outcomes will be auditable and available. This will
allow audits and assurance to Board that all incidents are investigated.
CLH felt this was a positive step in supporting the management of
violence and aggression and will be helpful in taking action in individual
situations. It will be important to monitor and see how they work.
AG asked how it was recorded where a member of staff is held
hostage. The injury element may be low but severity is significantly
more. Need to do little education on how it is captured if level 1 on
Ulysses. LS confirmed this is recorded as hostage.
10.

Safeguard Spring Newsletter
The Spring newsletter was reviewed which included learning outcomes.
In preparation for next SAG, Ruth Legg will add Security page to
intranet for helpful hints, tips and advice.

RL

CLH felt the publication was helpful to maintain the profile of Secure
and anti-fraud measures.
KT asked for feedback as to how the newsletter can be improved and
also for a suggested name for the publication. Suggestions such as
hints and tips for advice at home and regarding latest scams were
offered. CLH agreed to add a cross reference to HR Matters for
promotional purposes.
11.

Police Actions/Sanctions
RR advised that meetings with Police regarding reporting arrangements
are ongoing and include Inspector Steve Horton and PC Nick Lee.
The system is being set up so that Ulysses reports can be sent by
SPOC to Secure by email negating the need for a phone call.
Responses by Police regarding outcomes include liaison with Caldicott
Guardian and Patient Safety Team.
Amendments to the algorithm are continuing. RR is meeting with
Clinical Leads in Mental Health to roll out to all of St Ann’s including
extra training regarding drug seizure.
SS asked about patients with limited or no capacity.
RR advised that this is the subject of debate. It has been agreed to
report in normal fashion to police but be guided by clinicians. For those
who don’t have capacity, it will be reported for information only.
CLH agreed this was a dilemma for the group and there are different
views on what is an appropriate approach. CLH welcomed advice from
front line staff whether support from Police is appropriate.
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CLH

AG advised that Police support is variable. AG is able to access PNC
checks where there are suspicions that someone has committed a
crime.
CLH felt this was helpful to share with community as risk can be higher
than in other parts of the organisation.
AC stated that the NHS Protect position is that if the victim of a crime
thinks they are a victim, they can report it. Incidents where patients
don’t have capacity and the incidents are not reported then the Police
cannot see the build-up and the Trust caries a risk as not reported
previously.
CLH stated that he understood the individual approach and it is
important mechanisms are put in place to support individuals
12.

Secure poster and leaflet – revised draft for comment
The Secure poster and leaflet were reviewed. It was felt that the dark
green section was difficult to read. It was agreed that all comments
should be sent to Ruth Legg by 3rd July 2014.
Leaflets – ways to distribute will be discussed once leaflet agreed.

13.

Support to staff – one page information document
As above

14.

Care provider prosecution
TC highlighted the incident to the group which showed Care provider
Castlebeck Care (Teesdale) Ltd had been fined £100,000 after a patient
died while being restrained using an unauthorised technique at a
Nottinghamshire Mental Health hospital. It was felt that there were no
lessons for the group as the Trust follows the appropriate technique.
CLH felt that this underlines the work of the group to ensure care plans
are up to date and the investment in training.
AC advised that the Department of Health Skills for Health is looking at
reducing the number of restrictive interventions, including a number of
new guidelines for monitoring by CQC arrangements.
LS advised that a working group in the Trust is looking at these issues
which is ongoing.
AC stated that a Forum is being set up at Devon Partnership on 30
June. LH confirmed representatives were attending from Dorset
HealthCare.

15.

Technical debriefing pilot – verbal update
AG tabled details of the Trauma Evaluation and Response Training
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(TEAR) and talked through the proposal. AG sought approval from the
Security Advisory Group. BG offered the support of a Senior Nurse BG
Advisor. CLH felt that the support would sit well with the OH
department in view of their wider contacts with Dorset Police and other
organisations.
AG felt that when the training was rolled out further it would need a
wider pool of people.
AC advised that once it is piloted and successful it will need to ensure it
gets into policy.
CLH highlighted the positive feedback on a presentation AG had given
to NHS Protect regionally and that the Trust was fortunate to have AG’s
expertise. AC indicated this had been very much appreciated and well
received and endorsed CLH assessment of AG.
It was agreed that the SAG should review this over the period of the
pilot.

AG/RL

BG stated that feedback from TRIM at Devon and Cornwall police BG
stated that staff who had been through this process they showed
resilience in future episodes. BG agreed to send figures to AC.
16.

Any other business
CLH thanked everyone for their support of the group; the ethos and
support from directorates including Health and Safety and Learning and
Development is making a big difference.
AC endorsed the positive work of the group.
Reporting of physical assaults – RR advised that the figures were due
to be submitted tomorrow for 2013/14. The total assaults were 756
down from 803 the previous year and 938 the year before. The
breakdown per directorate were as follows:
CHS – 58
CYPS – 35
MH – 663
No assaults reported in other directorates.
L1 Non/minor harm 370
L2 minor/non-permanent 391
5 were prevented
No assaults recorded at L3 or above. Assaults where medical condition
were deemed a contributory factor 237 compared with 778 out of 83 last
year and 928 out of 938 the year before that. This is an anomaly as
471 data sets were left blank giving no indication as to whether clinical
or not. This suggests significant under reporting.
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SS advised that there was a reduction in bed stock by 20% but the
acuity of patients has increased.
This may impact on future violence and aggression rates and incidents
may not necessarily continue to reduce. The group felt it was helpful to
highlight this.
17.

Future Meetings:
Security Advisory Group (SAG)
21 August 2014, 15.00 – 17.00, Room 3 Sentinel House
23 October 2014, 14.00 – 17.00, Room 1 Sentinel House
19 December 2014, 09.00 – 12.00, Room 1 Sentinel House

Page 7 of 9

MANAGING VIOLENCE AND AGGRESSION
ACTION SUMMARY FROM THE MEETING HELD ON 19 JUNE 2014

Minute

Topic

Action

Lead

Deadline

3

Matters
Arising

Terms of reference circulated at the
meeting to be updated on the intranet

RL

Response

Complete

Minute

Topic

Action

Lead

5

Patients
requiring
Level 3
observations

SS highlighted the problem of
patients who require level 3
observations by Safeguarding team
in Local Authority which is having an
effect on some patients. HB and SS
agreed to discuss outside today’s
meeting.

HB/SS

Minute

Topic

Action

Lead

5

Latest data
and
commentary

LS and RR to meet with Mental
Health leads in July to ensure right
data is being received.

LS/RR

Response

RR attended Mental Health Patient Safety Group. Discussion re data analysis
and algorithm. Will be reviewed over the next 6 months.

Minute

Topic

Action

Lead

7

Violence
and
Aggression
Survey

To consider KPI’s at the next meeting
– RL to add to the agenda

RL

Response

On agenda

Minute

Topic

Action

Lead

8

Lone worker
identification
data

RR to bring data to next meeting

RR

Response

On agenda

Minute

Topic

Action

Lead

10

Security

RL will add Security page to intranet

RL

Deadline

Response
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Deadline

Deadline

Deadline

Deadline

Page on
intranet

for helpful hints, tips and advice

Response

In progress

Minute

Topic

Action

Lead

10

Secure
Newsletter

KT asked for feedback as to how the
newsletter can be improved and also
for a suggested name for the
publication.

All/KT

Minute

Topic

Action

Lead

10

Secure
Newsletter

CLH to add a reference to HR Matters

CLH

Response

Complete

Minute

Topic

Action

Lead

12

Poster/leaflet

Comments on the poster and leaflet
to be sent to Ruth Legg by 3rd July
2014.

All/RL

Minute

Topic

Action

Lead

15

Poster/leaflet

AG tabled details of the Trauma
Evaluation and Response Training
(TEAR) and talked through the
proposal. AG sought approval from
the Security Advisory Group. BG
offered the support of a Senior Nurse
Advisor.

BG

BG agreed to send TRIM figures to
AC.

BG

Deadline

Response
Deadline

Deadline

Response

Response
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Integrated Corporate Dashboard and Report
Part 1 Board Meeting 10th September 14
Author
Sponsoring Board Member
Purpose of Report

Director of Nursing and Quality, Acting Director of Finance
and Performance Management, Director of Human
Resources
Acting Director of Finance and Performance Management

Recommendation

This integrated report covers Quality, Workforce,
Performance and Finance for the period of July. Information
on inpatient nursing staffing for August is also included. The
report shows progress against the Trust’s Blueprint
deliverables.
The dashboard is formatted under the following heading in
line with the Trust’s agreed Quality Metrics:
 Overall Quality
 Are We Safe?
 Are We Effective?
 Are We Caring?
 Are We Well Led?
 Finance
The Board is asked to note the report

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

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

Detail in report

All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information
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INTEGRATED CORPORATE DASHBOARD AND REPORT
July 2014
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DASHBOARD EXECUTIVE SUMMARY
This report is undergoing a process of review and changes will be implemented as the report is
developed. Page 5 provides an overview of the dashboard red, amber, green (RAG) ratings. The key
points to note from the report are:
Page
Care Quality Commission visit to Waterston
The CQC carried out an unannounced inspection at Waterston Unit on 4th and 5th
August 2014. This appears to be a combined Mental Health Act visit and compliance
inspection. It was indicated at the time of the inspection that the Trust will receive a
report in the new style format (under each of the five headings). This is awaited with an
expectation of the report within five weeks from the date of inspection (9th September).
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Initial feedback by the Inspectors on Tuesday 5th August raised concerns about staffing
levels and care plans and risk assessments were not all up to date. Reference was also
made about the ceiling of the seclusion unit being too low.
Waterston Unit had carried out monthly audits of risk assessments and care plans
between November 2013 and March 2014, which had shown improvements in practice
with 100% compliance for the last two consecutive months. The audits also
demonstrated that supervision was in place for all staff members which would address
any subsequent shortfalls. The last independent assessment by the Compliance and
Regulation team was 15 May where it was noted that monthly care plan checks are being
undertaken by the ward manager. These checks are documented on the RiO record. All
actions were compliant at the time of the visit evidenced in the records reviewed. On
14th July the Patient Safety Advisor reviewed 7 patient records prior to a ward visit (over
50%) and all the care plans were found to be up to date. It was noted that some patients
had 72 hour admission care plans, which would need updating the following day. During
the visit, no concerns were raised by staff.
A further visit took place on Friday 1st August by the Head of Compliance and
Regulation, staffing had been identified as an issue over the preceding few weeks which
was already being addressed by the operational managers, this was a support visit. A
joint visit was undertaken on Wednesday 27th August for the internal assurance team
(compliance and regulation and patient safety) with the interim ward manager to
undertake a full review of the action plan.
The Trust is aware of the current staffing issues and the Associate Director of Mental
health has been working closely with the unit throughout this period to implement
contingency plans and minimise any risks to patients or staff.
Preventable hospital acquired pressure ulcers (Quality Priority Indicator)
During July, 6 patients were reported has having hospital acquired grade 2 or above
pressure ulcers on the patient safety thermometer, five were rated as grade 2 and one as
a grade 3. All within Community Hospitals. They occurred on Fayrewood Ward, Hanham
Ward, Tarrant Ward and Stanley Purser Ward. Two patients were affected on both
Hanham and Stanley Purser wards, with one patient each on the other two wards. 5
have been reviewed and found to be unavoidable. One of the patients on Hanham Ward
acquired a grade 3 pressure ulcer and this is due to go to the review panel in September.
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Compared to staffing levels for July Stanley Purser reported 92% green shifts and
Hanham 96%. Fayrewood had 100% green shift and Tarrant 98%.

2

The Trust is committed to zero tolerance of hospital/community acquired pressure ulcers
and has taken a focussed approach to improving this outcome across the Trust.
Standards of practice for the Prevention and Management of Pressure Ulcers have been
produced and an overarching dashboard for inpatient wards and community nursing
teams has been developed to monitor progress.
A ward / community based pressure ulcer scorecard has also been developed which will
be updated on a monthly basis and shared with all teams. This will be the barometer for
quality improvement in this area.
The action plan to reduce hospital/community acquired pressures ulcers was reviewed
by the Quality Assurance Committee on 28th August 2014.
Healthcare Acquired Infections (Monitor Indicator)
It is noted that there have been three cases of Clostridium difficile on Radipole Ward
across the past three months. No link has been established between the first two cases
and the results of a ribotype test are awaited to identify whether there is any link between
the third case and the other cases.
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The ward has been deep cleaned. The Infection Prevention and Control Team are
providing guidance to staff and will be providing training.
Cumulatively the Trust has had 6 cases against an annual target of 16.
A full report on all Healthcare Acquired Infections was presented and discussed at the
Quality Assurance Committee on 28th August 2014.
Staffing Levels
13 internal significant events where it was reported an agency nurse was in charge of a
shift (10 events) or no qualitied staff on duty (3 events) were recorded during July and
were all within the Mental Health Directorate. For those wards where there was no
registered staff on duty extra cover was provided by staff on previous shifts staying later
and registered staff were available on adjacent wards and night practitioner on site at St
Ann’s. The wards with this movement and redeployment of staff were considered safe at
the time of the event.
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There were no adverse incidents/untoward incidents reported on any of these shifts.
Staffing remains a challenge and a rolling programme for recruitment is in place. A
significant number of newly registered band 5 nurses will be commencing post in
September/October 2014 and undergoing a programme of induction.
The Trust Board received a detailed 6 monthly staffing paper in August and the Quality
Assurance committee has also received an in-depth staffing report for July on 28th
August 2014.
The staffing data for August indicates16 wards with less than 85% green rated shifts
The percentage of shifts rated ‘green’ has improved in August for Waterston, with some
improvement also noted on Castletown and Twynham wards.
The percentage ‘green’ shifts for other wards have fallen: Haven Ward, Seaview and St
Brelades wards have the lowest percentage of green rated shifts. The staffing
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information for August will be fully reviewed by the directorates and reported in more
detail to the Quality Assurance Committee in September.
Workforce indicators
Two workforce indicators have improved compared to last month across all directorates,
namely sickness absence has fallen and mandatory training has risen. They both remain
in the amber threshold. This improvement has not occurred in all workforce indicators.
 Vacancy rates have risen slightly during July, however the Trust does remain in
the green threshold.
 The proportion of personal development reviews/appraisals completed has
continued to fall in July across all directorates. The introduction of the new
electronic system for recording appraisals is continuing to impact on this at the
present time. Directors will be giving this attention during September.

12, 13 &
16

Delayed Discharges (Monitor Indicator)
The threshold for this Monitor metric is less than 7.5%. During July it was 9.7%, which is
a reduction on the previous month (June 11.6%). The Trust has agreed a trajectory to be
in line with the target in Q4.

20

To address the performance of this indicator the Trust has gained confirmation that the
Local Authorities are committed to working in partnership to achieve compliance with the
indicator target. It is not expected that this will be achieved earlier as this can only be
achieved via a multi-agency approach. Process mapping and escalation procedures
have been agreed with Local Authority and Clinical Commissioning Group colleagues
whilst regular monthly meetings continue to ensure a continued focus in this area. The
major difficulty however is the availability of placements relating to complex or
challenging behaviours and suitable placements in Older Peoples Mental Health
services.
Inpatient access to crisis resolution home treatment services (Monitor Indicator)
The inpatient access to crisis resolution home treatment services indicator has returned
to compliance in July against the 95% target.
BLUEPRINT EXCEPTIONS
The Blueprint sets out key deliverables for us to achieve in 2014/15. The deliverables will
be tracked through the Programme Management Office dashboard when detailed
Gateway 3 Project Plans have been developed. At this point the Programme
Management Office has not had sight on evidence for completed actions. Reporting
against the Blueprint deliverables is still evolving.

20

29 - 39

There are no red rated actions to highlight in this month’s report.
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RAG Rating overview
This table provides an overview of the red, amber and green indicators within the dashboard for the Trust and for individual operational directorates.
The arrows give an indication as to whether the position has improved, stayed the same or worsened compared to the previous month. The number of
indicators reported may vary.

Trustwide
Agency Nurse in charge of a shift/No qualified staff on duty (Page 11)
Personal Development Reviews (Page 16)
Delayed discharges per annum (Pages 18-20)
New Psychosis cases seen (taken on) by early intervention teams (Pages 20-22)
Predicted/actual breach in achieving CQUIN target (Page 6)
% of patient safety incidents resulting in moderate to catastrophic harm (Page 9)
Core mandatory training (Page12)
Sickness absence rate (Page 13)
NICE Guidance/Standards overdue action plans (Page14)

Mental Health

VTE risk assessments
Agency nurse in charge of a shift
Vacancies
Personal development reviews
Delayed discharges per annum
Sickness absence rate
Core mandatory training
NICE Guidance/Standards Overdue action
plans

Community Health

Children and Young People

% of patient safety incidents resulting in actual
impact of moderate to catastrophic
Personal Development reviews
Staff core mandatory training
Sickness absence rate

Personal development reviews
Individuals on enhanced CPA having a formal
review within 12 months
New psychosis cases seen (taken on) by early
intervention teams
Staff Core mandatory training
Sickness absence rate
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Jul-14

Jun-14

May-14

Apr-14

Mar-14

Trustwide – The latest Monitor governance risk rating remains green at
the time of reporting.

Feb-14

Jan-14

Dec-13

Nov-13

Oct--13

Sep-13

Aug-13

Jul-13

Monitor Governance Rating

Following the routine quarterly teleconference with Monitor on 19th August
2014, the Trust has agreed to keep Monitor informed of any CQC report
on the recent CQC visit to Waterston.
Monitor has also requested monthly updates on the delayed transfer
indicator since this has not been compliant for the 3rd quarter in a row.
Actions are in hand to improve performance and this is further noted in
this report under this specific indicator.
The inpatient access to crisis resolution home treatment services
indicator has returned to compliance in July against the 95% target.
There is a possibility that the governance risk rating could change to
amber green or amber red until all Monitor indicators are compliant. The
governance risk rating will only be confirmed when Monitor has fully
assessed the Quarter One returns and provide their decision in
September 2014.

Predicted / Actual Breach in achieving CQUIN target
Apr-14

May-14

Jun-14

Jul-14

Commissioning for Quality and Innovation (CQUIN) payments account for
a portion of healthcare providers' income which is linked to the
achievement of locally relevant quality improvement goals. Performance
against the quarter 1 requirements has been reported to commissioners.
Two of the CQUINS relating to the contract with Dorset Clinical
Commissioning Group require cooperation with other local providers.
Given the reliance on other providers’ performance it is not known if the
target will be met for reducing admissions relating to ambulatory care.
Further clarification is being sought.
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Care Quality Commission Outcomes Met from completion of
Provider Compliance Assessments (PCAs)

The Trust wide compliance as at 31st July 2014 is 97% of PCAs rated
green. Action plans are in place for areas of non-compliance and these are
monitored by operational directorates and progress updates are submitted
to the Regulation and Compliance team monthly. It is noted that services
will continue to self-assess their compliance on an ongoing basis and as
such 100% compliance may not always be met and further plans would
need to be put in place. The outcomes with the most actions are:
 Outcome 13 - Staffing
 Outcome 10 – Safety and suitability of premises
Operational Directorates are undertaking a peer review process which will
enable verification of the self-assessment findings. The standards to be
assessed are prioritised on a risk based approach.

The percentage shown is % compliance with CQC outcomes as self-assessed
across the Trust using Provider Compliance Assessments (PCA) documents.
PCAs are completed for each of the 16 relevant CQC outcomes by team.

The outcomes to be assessed have been agreed. The first three outcomes
will be peer reviewed through July-September 2014:
 Outcome 4 – care and welfare of people who use services
 Outcome 13 – staffing
 Outcome 21 – records
The locally held PCAs will inform those undertaking the peer review of the
available evidence from the team to demonstrate compliance and the peer
review will confirm if the evidence is available and meets the outcome. The
operational directorates have decided who will undertake peer review within
their teams and have allocated a Peer Reviewer to each team. This process
is now underway and the results will be reported to the Directorate
Management Groups.
The Regulation and Compliance team will quality assure the peer review
process for priority teams specified by the operational directorates; this will
commence at the beginning of September 2014 whereby the tools to
assess the outcomes will be available to inform the visits.

Care Quality Commission (CQC) overview
There are six Trust hospitals, where some outcomes were found to have not been met in 2013, which haven’t had a follow-up visit from the CQC. The CQC
have reported that there is no intention to re-assess the current compliance action plans the Trust has, but these would be revisited as part of the new
inspection process. The Trust has not been identified as being inspected as part of the wave inspections taking place during quarter 3.
The Regulation and Compliance team have carried out internal assurance visits in July 2014 to ensure the actions continue to be implemented and meet the
outcomes of the essential standards.
7

Corporate Dashboard
Care Quality Commission (CQC) specific updates
The CQC have carried out an unannounced inspection at Waterston Unit on 4th and 5th August 2014. This appears to be a combined Mental Health Act visit
and compliance inspection. Initial feedback indicates the Trust will receive a report in the new style (under each of the five headings). A draft report has not
yet been received by the Trust.
Initial feedback by the Inspectors at the time of this inspection raised concerns about staffing and noted some care plans were not up to date. The CQC
inspection undertaken in June 2013 noted that care plans were not always up to date, and that there were not always enough suitably qualified staff on duty
to carry out physical intervention if required.
Waterston Unit had carried out monthly audits of risk assessments and care plans between November 2013 and March 2014, which had shown
improvements in practice with 100% compliance for the last two consecutive month. The audits also demonstrated that supervision was in place for all staff
members which would address any subsequent shortfalls. The last independent assessment by the Compliance and Regulation team was 15 May where it
was noted that monthly care plan checks are being undertaken by the ward manager. These checks are documented on the RiO record. All actions were
complaint at the time of the visit evidenced in the records reviewed. The Patient Safety Advisor reviewed 7 patient records on 14 July prior to a ward visit
and all the care plans were found to be up to date. It was noted that some patients had 72 hour admission care plans, which would need updating the
following day. During the visit, no concerns were raised by staff.
A further visit took place on Friday 1 August, staffing had been identified as an issue which was already being addressed by the operational managers.
The Trust is aware of the current staffing issues and the Associate Director of Mental health has been working closely with the unit throughout this period to
implement contingency plans and minimise any risks to patients or staff.
Mental Health Act visits - The CQC’s Mental Health Act Commissioners carry out visits to mental health services to check on the care of patients who have
been detained in hospital and those who have been given a community treatment order (CTO). Reports and action plans as a result of Mental Health Act
monitoring visits are reviewed and monitored by the Mental Health Act Hospital Managers Committee and the Mental Health Act Assurance Committee.
The CQC carried out a Mental Health Act 1983 monitoring visit at Glendinning Unit on 30th June 2014. The report was received on 14 July and an action
plan in pace to respond to the finding. The CQC carried out a MHA monitoring visit at Kimmeridge Court on 1st July 2014. The report was received on 8
August and is currently being reviewed by the Consultant Nurse for the Unit and actions developed top respond to the findings.
Reports and action plans as a result of Mental Health Act monitoring visits are reviewed and monitored by the Mental Health Act Hospital Managers
Committee and the Mental Health Act Assurance Committee.
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Are We Safe?
Venous Thromboembolism (VTE) risk assessment

Trustwide - 14 VTE risk assessments across the Trust were not carried out within 24
hours of admission, 8 of these were in the Mental Health directorate. The 95% target set
by our commissioners has been met. The Community Health Services met the 95% target,
although compliance dropped slightly compared to June.

Mental Health –26 out of 34 patients requiring VTE assessments were assessed within 24
hours of admission. Whilst there is still room for improvement this month saw an upward
trend. Nursing staff is to include screening of patients within their assessment process to
help improve timeliness of assessment.

Percentage of Patient Safety Incidents (PSIs)
resulting in moderate to catastrophic harm

Trustwide - In total there were 543 patient safety incidents during July, 48 of these were
rated as moderate to catastrophic patient safety incidents. There has been an increase in
the number of patient safety incidents recorded, and there has also been an increase in
the number of moderate to catastrophic incidents. This metric is in the amber threshold.
Community Health Services – 40 (17.09%) patient safety incidents resulted in moderate to
catastrophic harm for this directorate. The directorate remains in the red threshold.
Pressure ulcers remain the main cause of moderate patient safety incidents with 37 in July.
26 were acquired whilst being cared in the community, e.g. whilst at home. All grade three
and above pressure ulcers are subject to a full root cause analysis report.
The Trust is committed to zero tolerance of hospital/community acquired pressure ulcers
and has taken a focussed approach to improving this outcome across the Trust.
Standards of practice for the Prevention and Management of Pressure Ulcers have been
produced and an overarching dashboard for inpatient wards and community nursing teams
has been developed to monitor progress.
A ward / community based pressure ulcer scorecard has also been developed which will
be updated on a monthly basis and shared with all teams. This will be the barometer for
quality improvement in this area.
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Number of Never Events
Jul 13

Aug 13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

No exceptions to report.

0

0

0

0

0

0

0

1

0

0

0

0

0

Preventable hospital acquired pressure ulcers
(Grade 2 and above)
Number of Grade 2 and
above pressure ulcers
(hospital acquired)
Avoidable
Unavoidable
Yet to be reviewed

Apr
14

May
14

Jun
14

Jul
14

2

5

4

6

0
2
0

2
3
0

0
4
0

0
5
1

This metric is a Quality Account Priority and Trust CQUIN.

Inpatient falls resulting in injury, including minor
injury, per 1000 occupied bed days (OBD)

During July 6 patients were reported has having hospital acquired grade 2 or above pressure
ulcers on the patient safety thermometer, five were rated as grade 2 and one as a grade 3.
All within Community Hospitals. They occurred on Fayrewood Ward, Hanham Ward, Tarrant
Ward and Stanley Purser Ward. Two patients were affected on both Hanham and Stanley
Purser wards, with one patient each on the other two wards. 5 have been reviewed and
found to be unavoidable. One of the patients on Hanham Ward acquired a grade 3 pressure
ulcer and this is due to go to the review panel in September.
Compared to staffing levels for July Stanley Purser reported 92% green shifts and Hanham
96%. Fayrewood had 100% green shift and Tarrant 98%.
Trustwide- There were 42 inpatient falls resulting in injury within the Trust in July. This is
one less than June and the Trust also had a higher number of occupied bed days during
July. All operational directorates remain in the green threshold.
The roll-out of ‘sensory rounding’ to help prevent falls continues. Sensory rounding is a
systematic approach to regularly ensuring patients have the equipment they require, food
and drinks are offered and patients offered assistance to the toilet if needed.
A manufacturer has been identified of the red zimmer frames and testing will commence
in older people’s mental health wards.
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1
not
met

1
not
met

Composite indicator covering MRSA Bacteraemia/MRSA
Screening/Clostridium difficile

Staffing Significant Internal Events
(Agency nurse in charge of a shift or no qualified staff on duty)

Jul-14

Jun-14

May-14

 Trustwide – The composite indicator is in the green threshold.

Apr-14

Mar 14

Feb-14

1
not
met

Jan-14

Nov-13

1
not
met

Dec-13

Oct-13

Sep-13

Aug 13

Jul 13

Healthcare Acquired Infections

 Community Health - There was a single case of Clostridium difficile during July. The case
was on Radipole Ward. This is the third consecutive month that a case has occurred on
this ward. No link has been established between the first two cases and the results of a
ribotype test are awaited to identify whether there is any link between the third case and
the other cases. Cumulatively the Trust has had 6 cases against an annual target of 16.
The ward has been deep cleaned. The infection Prevention and Control Team are
providing guidance to staff and will be providing training during September.
MRSA screening was 100% for elective (non-emergency) admissions and there have
been no cases of MRSA Bacteraemia within the Trust during July.
Trustwide-The Trust has previously agreed that certain staffing incidents should be
escalated to the Board. These incidents are internally referred to as staffing internal
significant events and relate to agency nurse in charge of a shift or no qualified staff on
duty. 13 staffing internal significant events occurred during July, all within the Mental
Health directorate. There is some interdependency between this measure and sickness
absence and vacancy rates, although not necessarily a direct correlation.
Mental Health- There were 13 internal significant internal events within the Mental Health
directorate during July, the locations and type of events were- Linden Unit - 3 shifts had an agency lead (night shifts)
- Flaghead Unit - 1 shift had an agency lead (night shift)
- Melstock House - 1 shift had an agency lead (night shift)
- Haven Unit - 1 shift had no registered staff on duty (night shift) – this was covered by
the floating night practitioner and the ward was covered with a registered nurse.
- Seaview AAU - 1 shift had no registered staff on duty (night shifts) – late notice
sickness, staff moved from another ward to cover the shift with a registered nurse
- Nightingale Court - 1 shift had no trained staff, this was covered by a registered
staying later and identified a registered nurse who come onto the shift and relieved
the nurse who extended her shift. 5 shifts had an agency lead (night shifts)
For those wards where there was no registered staff on duty extra cover was provided staff
on previous shifts staying later and registered staff were available on adjacent wards and
night practitioner on site at St Anns.
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Safeguarding Training (all levels)

Staff core mandatory training (composite indicator)

Trustwide-This metric is reported quarterly.

Trustwide - The Trustwide core mandatory training rate has risen from 89.68% in June to
90.88% in July. The metric remains in the amber threshold. Trajectories have been set to
achieve a 95-100% completion rate and this is receiving attention from the Performance
Review Meeting.
 Mental Health – Compliance was 89.60% during July, an increase of 0.5% from June.
Monthly percentage compliance reports by service have been requested to help the
directorate monitor and identify/address any particular areas of low compliance.
The directorate has achieved 96.95% compliance with Information Governance training.
Community Health Services - This directorate is in the amber threshold, the staff core
mandatory training rate during July was 89.34% an increase from 87.05% in June. It
remains a concern and focus of action for the directorate. The directorate achieved the
target 95% for Information Governance as at 31st July 2014 and an upward trend has
continued with dedicated resource managing the overall process for this training.
Children and Young People- 94.45% of Core mandatory training was completed during
July, which is less than 1% below target. The directorate is continuing to focus on
improving compliance. Team leaders continue to monitor compliance through the online
tracking system.
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Sickness Absence

Trustwide-The sickness absence rate during July was 4.25%, this is a slight decrease
from June and the Trust remains in the amber threshold. There is a falling long term trend
for this metric.
Mental Health- The rate for July is 4.85%. A decrease from 5.01% in June. The
directorate is now in the amber threshold. Since April 2013, sickness absence is on a
downward trend. The directorate continues to proactively implement the Trust’s Health
and Wellbeing policy.
Community Health services-Sickness absence was 4.15% during June, in July sickness
absence fell to 4.05%. This directorate remains in the amber threshold. The directorate
has worked successfully with the human resources department to reduce the level of
sickness absence.
Children and Young People-The sickness absence rate has risen from 3.98% in June to
4.05% in July. The directorate moves into the amber threshold.

Vacancy rate

Trustwide – The Trust remains in the green threshold at 9.69%. This is a slight increase
from June, the Trustwide vacancy rate remains in the green threshold.
 Mental Health – The vacancy rate for mental health is 13.75%, an increase from June.
A temporary staffing solution with a nursing agency is being put into place, pending newly
qualified staff starting in September.
Although the vacancies are within a worsening trajectory there are teams in the Trust with
additional staffing to offset vacancies in different banding. Following agreement at the
Board regarding additional funding a formal process of redeployment/ alignment will
commence. This will initially create a vacancy pressure.
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Are We Effective?

May 14

Jun-14

Jul-14

NICE Guidance/StandardsOverdue Baselines
NICE guidance/standards –
overdue action plans
NICE technology appraisal
not implemented in 3
months or national
timescale
Key
None overdue or overdue by <3months
1 or more Overdue by 3-6 months
1 or more Overdue by > 6months

Apr 14

Mar 14

Dec 13

Sep 13

Implementation of NICE guidance / standards and
NICE Technology Appraisals

1

3

3

3

2

3

10

7

0

0

0

0

From April 2014 implementation of NICE guidance is being reported monthly.
Mental Health Services
 2 baselines are currently overdue- both were due on the 31/5/14
 1 action plan overdue, due on the 31/3/14
Community Health Services



1 overdue baseline, due 30/6/14.
3 action plans are overdue. All were due between the 31/5/14 and 30/6/14

Children and Young People/Mental Health
 3 action plans are overdue. All were due between the 1/6/14 and 30/6/14
A new medical lead for NICE guidance has been agreed and the first NICE guidance
meeting is to be held in September.

Are We Caring?
Complaints Quality Priorities
Complaints / patient feedback about staff attitude
% of complaints/patient feedback where staff
attitude is an issue

Trust wide – A total of 33 written complaints were received during July 2014, with 4 (12%)
relating to staff attitude, in comparison to 5 (13%) for the same period in 2013/14.
Mental Health Services (including prisons)
The rate of complaints relating to staff attitude is 0.
Community Health Services
The rate of complaints relating to staff attitude is 4 (31%).
Children and Young People/Mental Health
The rate of complaints relating to staff attitude is 0.
Details of all complaints where staff attitude has been identified as the main theme are
shared with Directors with a request to identify what action has been taken to address
these.
Details of these complaints are included within the monthly Directorate Management
Group.
The following learning and development courses have an emphasis on staff
14
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behaviour/attitude, numbers of attendees at these session are reflected in brackets:
 Delivering Customer Care with compassion and kindness (21)
 Empowering Leadership Empowering Teams Leadership Programme (1)
 Equality & Diversity (174)
 Induction Day (101)
 Learning for Health (6)
This is to be reported quarterly. It is noted that 44 complaint satisfaction surveys were
posted in quarter 1, however no responses were received.

Complainants rating of the handling of their
complaints

The customer services department has therefore agreed a plan to gain feedback from July
which, for example, includes phoning people in the early evening and a shortened survey for
people in prison.

Service improvements as an outcome of learning
from complaints

At the end of quarter one three examples of learning from complaints were provided from
Podiatry, Dorset Intensive Support Team (Learning Disabilities) and School Nursing. Further
examples of service improvements will be provided at the end of quarter 2.

Evidence of service improvements as a direct
outcome of learning from complaints
National Reportable Breaches in same sex
accommodation
Jul -13

Aug -13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar -14

Apr-14

May-14

Jun-14

Jul-14

Trustwide- No Exceptions to report

0

0

0

0

0

0

0

0

0

0

0

0

0
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Are We Well Led?
Staff Friends and Family Test

The next staff friends and family test is planned to run from the 8th to the 30th September.
Measures to improve the response rate from quarter one are being taken, these include;
-Postcards for members of staff who do not have a Trust email address
-Personalised emails for staff members who did not respond to the survey in quarter 1.

Personal Development Reviews

 Trustwide – 74.24% of Personal Development Reviews (PDRs) were completed during
July, this is the fourth consecutive month the rate of PDRs completed has fallen, and all
three operational directorates remain in the red threshold. This will be receiving attention
during September.
 Mental Health -The rate for July was 72%. This is a decrease from June. A new appraisal
on line system has been introduced. Managers are reminding appraises about in putting
their appraisals. All managers are being asked to book their appraisals in advance
throughout the year.
 Community Health Services - Compliance is 75.21%. This is a slight increase from June.
Line Managers are ensuring meaningful appraisals are completed and not signed off until
a clear plan is in place for all objectives and planned clinical supervision which is
extending the completion time in some cases.
 Children and Young People - The percentage of appraisals completed during July was
74.73%. The rollout of the new Ulysses Appraisal system has led to some delays in
completing/recording appraisals, and some managers have experienced problems
booking onto training for the new system. It is anticipated that performance will improve
as the new system becomes embedded.
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Friends and Family Test
Completion Rate

Friends and Family Test Score

Friends and Family test scores
have remained consistent and
within the green threshold from
May to July at a Trustwide and
Community Health level. With
scores between +83 and +86.

The Friends and Family test
score for July within the Mental
Health directorate was +65. This
is a reduction when compared to
June, however there is an
increasing long term trend.

*Excluding MIUs
Jul
51%
67%
25%
44%

For 2014/15 the Trust has agreed with its commissioners to work to the national
objectives for the roll out of the Friends and Family Test in mental health services,
however national guidance is awaited.

NB The thresholds are different
from the Community Health
Friends and Family score to be
more appropriate for Mental
Health services and also reflect
the lower rate of return.

Trust
CHS
MH

Jul

Jun
55%
67%
35%
37%

Jun

May
54%
66%
35%
49%

May

Apr
45%
57%
26%
47%

Apr

Mar
47%
58%
29%
29%

Mar

Feb
35%
46%
14%
19%

Feb

Jan
60%
69%
45%
13%

Jan

Dec
50%
48%
53%
16%

Dec

Nov
60%
62%
43%
19%

Nov

Oct
64%
67%
47%
16%

Oct

Sep
54%
66%
32%
17%

Sep

Aug
41%
41%
43%
12%

Aug

Jul
42%
46%
35%
8%

Jul

Trust*
CHS
MH
MIUs

78
79
58

80
83
47

82
84
33

80
82
49

78
80
42

82
85
50

85
88
56

87
87
43

83
84
52

89
89
91

83
84
56

86
86
71

85
86
65

The score is based on the following calculationProportion of respondents who would
be extremely likely to recommend
(response category: “extremely likely”

minus

Proportion of respondents who would not
recommend (response categories: “neither
likely nor unlikely”, “unlikely” & “extremely
unlikely”)
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August 2014

Inpatient Nursing Staffing for August 2014
Currently the Trust monitors staffing levels on every ward by shift every day against the planned and actual establishment through the Rota
Monitor Escalation procedure (RME procedure). Ward staff complete a return for each shift indicating compliance or deviation from the agreed
safe staffing levels. Where there is a deviation the ward clinical leader makes a clinical judgement as to whether the ward is safely staffed to
meet the needs of the patients.
The tool has pre-set staffing levels for each shift (which are under review) and will automatically flag any shift that does not meet the exact
staffing specification for the shift as follows:




Green – full expected staffing in place for the shift
Red – Registered staff absent from shift or non-registered staff absent from shift, more than 50% agency staff
Black – Non Dorset HealthCare member of staff in charge of the shift

Due to the timing of the September Board meeting, the data for August staffing is not fully completed and validated; information for some shifts
is still being collated and checked. However, based on the data available on 1st September, 16 wards had less than 85% shifts staffed as
expected/planned.
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August 2014
This graph shows the percentage of shifts filled as expected for
June, July and August for the 16 wards with less than 85%
green rated shifts for August.
It is noted that the percentage of shifts rated ‘green’ has
improved most notably in August for Waterston AAU, with
some improvement also noted on Castletown and Twynham
wards.
The percentage ‘green’ shifts for other wards has, however,
fallen for many wards in August. Haven Ward, AAU Seaview
and St Brelades wards have the lowest percentage of green
rated shifts.

This graph shows the responses to the clinical judgement
question for August for the red / black shifts on these 16 wards.
Three quarters (75%) of these shifts were considered to be
sufficiently staffed to meet patient needs, despite not meeting
planned staffing.
Wards reporting the most shifts with insufficient staff to meet
patient needs:
Linden Unit (26 shifts – 30% of all shifts on ward in month)
Haven Ward (22 shifts – 25% of all shifts on ward in month)
Waterston AAU (21shifts – 23% of all shifts on ward in month)
Twynham Ward (15 shifts – 16% of all shifts on ward in month)
Radipole Ward (13 shifts – 14% of all shifts on ward in month)
The staffing information for August will be fully reviewed by the
directorates and reported to the Quality Assurance Committee
in September.
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Corporate Dashboard- Monitor Composite Indicator
Monitor Composite Indicator
Jul-13

Aug-13

Sep-13

Oct-13

Nov-13

Dec-13

Jan 14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Key: All met = Green, 1 not met = Amber/Green, 2 or 3 not met = Amber/Red and 4 not met = Red

Monitor Composite Indicator quality exceptions;
Trustwide
Delayed discharges per annum- This metric only applies to the mental health directorate (see below)
New psychosis cases seen (taken on) by early intervention teams- This metric only applies to the Children and Young Peoples directorate (see below)
Mental Health
Delayed discharges per annum–The green threshold for this metric is less than 7.5%, during July it was 9.7%. This metric has been in the red threshold
since January 2014. The Trust has agreed a trajectory to be in line with the target in Quarter 4. It is not expected that this will be achieved earlier as this
can only be achieved via a multi-agency approach. Process mapping and escalation procedures have been agreed with Local Authority and Clinical
Commissioning Group colleagues whilst regular monthly meetings continue to ensure a continued focus in this area. The major difficulty however is the
availability of placements relating to complex or challenging behaviours and suitable placements in Older Peoples Mental Health services.

Children and Young People
Individuals on enhanced CPA (Care Programme Approach) having formal review within 12 months- This has been met for the Trust as a whole. It is only
relevant to a small number of patients in the Children’s and Young People’s Directorate and there was one breach in July leading to 80% compliance for
this directorate. The delay was due to difficulties identifying a date that all key attendees could attend to ensure the CPA Review would be effective and
meet the needs of an adult eating disorders patient.
New psychosis cases seen (taken on) by early intervention teams
The Early Intervention service has accepted 26 new cases of psychosis onto the psychosis pathway against a year-to-date target of 33. The EIS team
leaders are raising awareness of the service within CMHTs, youth services and inpatient services to increase the number of referrals and, in turn, the
number of new cases accepted onto the psychosis pathway. There has already been an increase in referrals as a result of this work.
A report identifying all patients clustered to First Episode Psychosis within the Trust who have not been referred to EIS allows team leaders to follow these
up and ensure patients are referred where appropriate. This indicator is reported to Monitor on a quarterly basis, and performance will be closely monitored.
The service is confident that the end-of-quarter target of 46 new cases of psychosis will be achieved.
20

Corporate Dashboard- Monitor Composite Indicator
Risk Assessment Framework Indicators (Trustwide)
Clostridium Difficile – meeting the
Clostridium Difficile objective
(cumulative)

Referral to treatment waiting times within 18
weeks – admitted

Referral to treatment waiting times within
18 weeks - non admitted

Referral to treatment waiting times
within 18 weeks - Incomplete Pathway

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

Individuals on enhanced CPA receiving
follow up within 7 days

Individuals on enhanced CPA having
formal review within 12 months

Delayed discharges per annum

This graph shows the cumulative number of Trustwide
C. diff cases throughout the year.

Inpatient access to crisis resolution home
treatment services
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New psychosis cases seen (taken on)
by early intervention teams

Data completeness: identifiers

Access to healthcare for people with a
learning disability

Data completeness: outcomes

Data completeness: Community Services RTT Information

Data completeness: Community Services Referral Information

Data completeness: Community
Services - Treatment Activity
Information
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Finance

5

5

5

5

4

4

4

Juln-14

Jun-14

May-14

Apr-14

Mar -14

Feb -14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Jul-13

Sep-13

Monitor Continuity of Services Risk Rating
Aug-13

Jul-13

Jun-13

May-13

Apr-13

Mar-13

Feb-13

Jan-13

Dec-12

Nov-12

Monitor Financial Risk Rating (FRR)

4

Financial performance for the month of July was a deficit against budget of £410k (£344k in June), resulting in a
cumulative deficit of £727k (0.9%), £596k ahead of plan.

The Monitor Risk Assessment Framework
outlines the measurement for the financial
health of Foundation Trusts, which is the
Continuity of Services Risk Rating
(CoSRR).
The maximum CoSRR rating is 4, which
has been achieved since the new rating
was introduced from Q2 2013/14 and
continued to be achieved at Q1 2014/15.
These ratings are reported quarterly.
Further detail on the financial position of
the Trust may be found at the separate
Part II Finance Report agenda item

The annual CIP target for 2014/15
The Trust’s cash balance at the end of The 2014/15 capital programme has a
is £8,055k (3.4%), of which
July was £35.5m. This cash level has
budget of £12.3m. At Month 4,
£5,065k has been identified and
decreased by £0.4m from the
expenditure is £1.6m. A further £1.5m is
removed from budgets as at July.
previous month.
committed resulting in the capital budget
Whilst the actual month
being 25.0% utilised year to date.
performance is behind plan, close
As part of quarterly reporting to Monitor
monitoring of the schemes indicate
we are required to demonstrate that
that the full year forecast outturn
expenditure is within 15% of our profiled
position is an over achievement
Capital plan. This target was met at Q1.
against target of £180k.
Mental Health- The Mental Health Services
Community Health- The Community Health
Children and Young People- The Children’s and
Directorate is forecasting an end of year overspend of Services Directorate is forecasting an end of year
Young People’s Directorate is forecasting an end
£0.8m. Further details are summarised in the
underspend of £0.6m. Further details are
of year breakeven position. Further details are
Financial Summary for Month 4 (July) in Appendix C.
summarised in the Financial Summary for Month 4 summarised in the Financial Summary for Month
(July) in Appendix C.
4 (July) in Appendix C.
Performance for 2014/15 at July has
delivered a year to date deficit of
£727k.
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Appendix A
Additional Quality Updates/Sharing Best Practice
Mental Health Services
Two teams have been successful in bids to the Quality Improvement Fellowship which is supported by
Health Education Wessex and the Thames Valley and Wessex Leadership Academy, who will provide
support to the team to improve the service they provide. The team will participate in a development
programme lasting for 12 months, which includes:
•
•
•
•

A face-to-face Induction event with all team members and mentors
Up to 4 additional face-to-face study days for all participants
A face-to-face Close event
On-line learning to be completed between each event.

The content will include:
•
Quality Improvement methods and skills
•
Personal Leadership and development
•
Team leadership and development
The two successful Teams are
1.

Herm Ward, Alderney

As part of the improvement program the dining room will be converted to a traditional tea room as well as
transforming another room into a hair and beauty salon. This will incorporate therapeutic activities with the
aim of improving the delivery of patient care, enhance outcomes and enriching quality and person centred
care; whilst ultimately reducing violence and aggression, reducing poor diet and fluid intake, along with
promoting cognitive functioning for all their patients.
2.

Weymouth and Portland Clozaril and Wellbeing Service have been selected for a Team Fellowship
with NHS Improving Quality.

The team aim to develop a Wellbeing Service for patients with Schizophrenia who attend the Clozaril
Clinic with Weymouth and Portland Adult Community Mental Health Team, and have plans to improve the
Clozaril Clinic to enable them to test bloods and administer medication on the same day, a ‘one stop
shop’.

Community Health Services
The following is a report of a good news story instigated by a letter we received thanking our staff for their
excellent care.
A patient in her late 60s who had been previously well and very active was diagnosed with having a
cerebral hemisphere cerebrovascular event towards the end of last year. On her discharge from hospital
in Lincolnshire she moved into a care home in the Purbecks to be close to her family. It was deemed that
she had no further potential on discharge and thus no onward referral was made.
In January a District Nurse visiting the care home realised that the patient had not been referred to our
service when she had moved to our area. They therefore referred the patient to the Purbeck Integrated
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Community Rehabilitation Team. The patient was assessed by a Physiotherapist and Occupational
Therapist the next day.
The assessment concluded that the patient had significant weakness and reduced sensation and tone of
both left upper and lower limbs. She was unable to transfer or mobilise independently, requiring use of a
hoist and two members of staff assisting. Full assistance was needed for washing, dressing and toileting.
The patient had some independent sitting balance but only for short periods of time closely supervised.
Two programmes of intensive therapy with Rehabilitation Assistant support were devised.
The physiotherapy programme consisted of:
•
Bed mobility practice until patient became independent to raise themselves from lying to sitting on
the side of the bed.
•
Core stability strengthening (of abdominal and back muscles) to maximise independent sitting
balance.
•
Taught pelvic floor exercises to assist with transfers and balance.
•
Passive range of movement, stretches and active assisted strengthening exercises to maintain and
increase range of movement strength.
•
Progression onto active strengthening exercises which were reviewed twice weekly and advanced
when appropriate to do so.
•
Daily assistance with functional upper limb exercises whilst using a mini electrical stimulator
device.
•
Sit to stand practice with assistance.
•
Gait re-education using wheeled zimmer frame, progressing on to using a quad stick.
•
Mobility practice using quad stick initially with close supervision, incorporating functional tasks
such as visiting the toilet.
•
Stair practice.
•
Outdoor mobility practice.
•
Car transfer practice, initially using wheelchair and banana board, progressing to step transfer then
to transferring using a quad stick.
•
Supervision and support to access local swimming pool.
The occupational therapy programme consisted of:
•
Organising the provision of hospital bed and additional equipment for patient to return home from
care home.
•
Support and practice with washing and dressing to maximise independence.
•
Left wrist splint provision and alterations made to it as therapy progressed.
•
Referral made to wheelchair services.
•
Organising the removal of hospital bed when patient was able to return to sleeping with her
husband in their normal bed.
•
Provision of advice and bathing aids to be independence with getting in and out of the bath.
Following six months of support in the community using the above therapy programmes the patient was
discharged from our service in July having achieved the following agreed goals:
•
Living at home with her husband rather than in a care home.
•
Independent with toileting rather than requiring assistance.
•
Independent with bed transfers.
•
Independently mobile indoors with quads stick rather than being hoisted by two staff members.
•
Independent with getting in and out of the bath.
•
Has returned back to swimming weekly.
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This patient’s quality of life as dramatically improved as a result of the hard work and dedication the
Purbeck Integrated Community Rehabilitation Team have provided to assist this patient to achieve her
goals.
Both the patient and their husband have consented to their story being shared and we have received the
following letter of thanks from the patient’s husband:
‘X and I often wondered what it would be like to win the lottery but after being referred to your team and
receiving such excellent care we now know.
Just saying thank you does not come close to express how we feel.
X’s future looks a lot brighter now than 6 months ago and we wish all your team health and happiness and
good luck in the near future.’

Children and Young People
Focus on Children’s Learning Disabilities Service: Patient Story
This month’s Innovation and Good Practice report focuses on a positive patient experience within the
Children’s Learning Disabilities Service. The letter below was received from a parent of a child who has
been supported by the children’s community Learning Disability Service, as an illustration of the impact
the service can have on a young person’s life:
Today was Patient A’s leaving service at school. He won the cup for most progress and perseverance in
the year.
We are so proud of him and would like to thank you for your part in helping him on this journey. Without
his medication and the statement yours and [clinicians] input helped to secure for him he may not have
progressed as well as he has done.
His levels at school now are national average and if he carries on making this level of progress they
predict he will go on to do his GCSEs and gain a grade. The annual review resulted in patient A being put
forward to receive 25 hours one to one time so that is also going to have a great impact on his learning.
Thank you so much for all you have done, it is much appreciated.

26

Appendix B
Dorset HealthCare University NHS Foundation Trust
Finance and Performance Management Directorate
Part 1 Board Report Financial Summary – Month 3 (July)

Mental Health Directorate
Acute Services
Community Services
Specialist Services
Other
Children & Young People
Services Directorate
Emotional Health and
Wellbeing
Childrens Community
Services
Other (Children)
Other (Primary Care
Psychological Therapies)
Community Health Services
Directorate
North, Mid Dorset &
Purbeck
Poole, Bournemouth,
Christchurch & East Dorset
Pan Dorset Specialist
Services
West Dorset, Weymouth &
Portland
Learning Disabilities
Other
Other
Total Trust Position

Annual Budget

YTD Budget

YTD Actual

£m

£m

30.3
14.9
19.3
11.1

YTD Variance

Forecast FYE

(Surplus) / Deficit

(Surplus) /
Deficit

£m

£m

£m

10.1
5.0
6.4
3.7

10.3
4.9
6.3
3.8

0.2
(0.1)
(0.0)
0.1

0.7
0.0
0.1
0.1

7.3

2.4

2.5

0.1

0.1

16.5

5.5

5.3

(0.2)

(0.3)

3.2

1.1

1.1

0.0

0.0

7.4

2.5

2.6

0.1

0.2

19.0

6.2

6.2

(0.0)

(0.1)

28.0

9.1

9.2

0.1

0.0

17.1

5.7

5.6

(0.1)

(0.3)

18.2

6.0

6.0

(0.0)

0.1

6.3
4.3
36.5

2.0
1.3
10.9

2.0
1.2
11.8

(0.0)
(0.2)
0.9

(0.1)
(0.2)
2.5

239.5

77.8

78.7

0.7

2.7
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Details of Metrics/ Change Tracker /Data quality
Details of changes to metrics and thresholds made since the last report are listed below.
Quality and
performance
metrics

Requirement

Source
Manual (M)
Electronic (E)

Rationale

Threshold
Description

Change Tracker
Change
Report
change
made

Data Quality
Metrics and
outcomes 1

Owner

No changes to report
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THE BLUEPRINT DELIVERABLES AS AT 22 AUGUST 2014
The Blueprint set out key deliverables for us to achieve over the next year 2014/15. The deliverables will be tracked through the PMO dashboard
when detailed G3s have been developed. At this point the PMO has not had sight on evidence for completed actions. The RAG rating scale is under
development.
RAG
Green
Amber/ Green
Amber
Amber/ Red
Red
Total deliverables

1

Definition
Completed
Progressing - no concerns
Progressing - clear plans for delivery
Progressing - but potentionaly serious concerns
Progressing - with serious conerns

14
9
13
0
0
36

General

Timescales

Update

New strategic plan and objectives,
outcomes and performance measures

end Jan 2015

The 16 July 2014 Board workshop included a session on the Trust vision
and values led by the Director of Organisational Development, Participation
and Corporate Affairs, with external support from brand agency Smith and
Milton.

Links to action: 14

Amberprogressing

The new Director of Strategy and Business Development starts on the 1
September 2014. We will develop a corporate planning framework which will
establish how these areas link together and how reporting will be developed
to track progress.

2

Estates strategy to the Board

end November
2014

The Executive team has been asked by the Finance, Investment and
Performance (FIP) Committee to progress and bring draft proposals back for
discussion at the FIP September 2014 meeting. This will enable a steer
towards a draft estates strategy for consideration in October 2014 at FIP
before going to the Board in November 2014.

Amberprogressing

3

Information Management &Technology
(IM&T) paper to the Board

end October
2014

A review of the IM&T strategy is currently underway ahead of the October
deadline and an updated version will be presented to the FIP on 3rd
September 2014.

Amberprogressing

commences end

A Board Development Programme has commenced involving the support of

Amber-

Board and leadership development
4

Deliver a development programme for
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the Board

July 2014

Frontline and the programme is being developed.

progressing

The findings from the initial phase were explored by the Board at the Board
Development workshop on 20th August 2014. The workshop was facilitated
by Frontline, the external Board Development provider, and provided space
to understand the current position of the Board and key insights to explore
what ‘great’ boards look like and what this means for Dorset HealthCare.
This will help to shape a Board Development programme for the next 12 –
18 months. The initial workshop also provided an excellent opportunity to
welcome new Board members, build familiarisation and gain fresh new
perspectives to support the Board’s effectiveness and development.
The Board discussed broad themes regarding how it will undertake
experiential development as a Board that links to actual work priorities e.g.
risk assurance and corporate governance, strategy development,
organisational development, together with how it develops as a team and as
individuals within the Board.
The next steps will focus on three broad themes (task, team and individual)
and form an integral part of Board Development workshops.
6

Make permanent appointments to the
posts of Director of Nursing and Quality
and to the post of Director of Finance
and Performance

end October
2014

Agreed action to be split see 6a and 6b.

6a

Make permanent appointment to the
post of Director of Nursing and Quality

end October
2014

Fiona Haughey was appointed as the Director of Quality and Nursing in July
2014.

GreenCompleted

6b

Make permanent appointment to the
post of Director of Finance and
Performance

end October
2014

Arrangements are being made for recruitment to the permanent Director of
Finance post. Job details have been prepared and advertisement is
planned. The position was reviewed by the Remuneration and Terms of
Service Committee at a meeting on 9 July 2014. A timetable has been
prepared involving proposed final interviews during September 2014.

Amber/
Greenprogressing

end July 2014

We have secured the King’s Fund as a development partner which will
provide us with a collective leadership framework for our activity.

Amber/
Green-

Organisational development and our people
9

Develop and deliver an organisational
development framework that will
enable us to: develop and articulate
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our vision and purpose; drive cultural
improvement; build trust; support a
single patient focus and empower all
of our staff to deliver the very best for
our patients

At the 16 July 2014 Board workshop there was a collective discussion about
the renewal of our vision and purpose which is a key deliverable for our
organisational development framework.
The Organisational Development Strategy was discussed at August Trust
Board; as a consequence of that discussion some tweaks will be made to
timescales for delivery to ensure they are appropriate and achievable.

Links to actions: 10 and 31
10

Develop a communications and
content strategy to ensure we have
the appropriate formal and informal
channels and feedback mechanisms
in place to enable the timely and
transparent flow of information across
and around the organisation

end July 2014

We are reviewing the existing communications activity across the Trust and
looking at how this can be developed and strengthened.
The Communications Strategy was endorsed at August Trust Board. As a
consequence of that discussion some tweaks will be made to timescales for
delivery to ensure they are appropriate and achievable.

Amber/
Greenprogressing

The focus will now shift to the implementation plan and progress will be
monitored by the Board. Follow up report in November.

Links to actions: 9 and 31

11

progressing

end August
2014

A timetable for the development of the CIP 15/16 has been developed and
will be presented to the FIP in September. This sets out clear plans for staff
engagement throughout the process.

Amber/
Greenprogressing

Work with PM Governance to develop
the implementation of systems and
processes to embed a culture of risk
management

end December
2014

From the beginning of June 2014 PM Governance have been working with
the Trust to develop the risk management, assurance processes and
governance arrangements across the Trust.

Amber/
Greenprogressing

Refresh the Trust Quality Strategy to
ensure its objectives are SMART and
that quality goals are aligned to
business objectives. We will involve
staff and stakeholders in the refresh

end October
2014

Review staff involvement in the
development of QIPP and CIP
projects across the Trust

Governance, quality and risk management
12

14

Detailed work on structures and proposals is underway and with updates
being reported to the Board. There is a Board Workshop in September 2014
to finalise the proposals.
There is a planned series of staff workshops throughout September 2014 to
engage staff in reviewing the quality strategy.
The quality strategy development will link in with the ongoing work on the
new strategic plan and objectives, outcomes and performance measures
due for completion in January 2015.

Amber/
Greenprogressing

Links to action: 1
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15

We will clearly communicate our
quality priorities through a range of
channels, including information
displays in clinical and non-clinical
areas, so that we may be held to
account

end July 2014

The quality priorities have been disseminated through the Quality Matters
newsletter (May 2014 issue). Display and posters at Trust HQ for all staff
and staff accessing site for training. Posters and flyers have been printed
and sent to every clinical area outlining the priorities and these are evident
on internal quality visits on the wards and clinic areas. There will be
quarterly reports and updates in the Quality Matters on progress made.
Performance against the quality measures will be assessed at the year end.

Green Completed

end August
2014

A root to branch analysis report of recruitment and retention issues has
been produced and considered at the FIP and by the Board. A plan has
been developed and implementation is progressing. This will involve
quarterly reviews at the FIP and ongoing Director attention.

Amberprogressing

Staffing
16

Carry out a root and branch analysis
of recruitment and retention issues
Links to the vacancy rate in the
Integrated Corporate Dashboard
(page 12)

This objective needs to be extended beyond the production of the report to
evidence of effectiveness in using data to manage recruitment and
retention.

Links to actions: 17
17

Continue Implementation of the
staffing plan agreed by the Board in
February 2014

Links to actions: 16, 18, 21 22, 23, 24,
and 25

Links to staffing significant internal
event, staff sickness absence and
vacancy rate in the Integrated
Corporate Dashboard (page 10 and
12)

end June 2014

Implementation of the February plan has been achieved in the community
hospital wards and some mental health wards. However, some of the
mental health wards have undergone further assessment based on
professional judgement, particularly on the wards where it was previously
assessed the staffing levels could be safely reduced.

GreenCompleted

The February 2014 plan has been implemented as far as it was practical to
do so. This specific action is now closed.
The staffing position on the inpatient wards is not static and the February
2014 paper was the first report to the Board with an expectation of a six
monthly review thereafter.
The recommendations agreed from the August 2014 report to the Trust
Board, will now be implemented, retaining the descriptors of what safe
staffing means to Dorset HealthCare.
The agreed revisions to the staffing plan included:



Additional funding of £89,109 for the three acute mental health
wards (Haven, Dudsbury and Seaview).
Additional investment (£167,222) for Harbour Ward and Alumhurst
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Ward.
The Board acknowledged that this work will continue to progress in light of
emerging NICE guidance on safe staffing and the use of evidenced based
staffing tools implemented on the wards. Staffing levels on some wards
remain a matter of concern.
Staffing issues continues to be closely monitored and in relation to the
recent CQC visit at Waterston. Plans are underway to implement
contingency plans where necessary. More detail can be found on page 9 of
the Integrated Dashboard.
Staffing reported to Board monthly. As required before next 6 monthly
reports to the Board in February 2015.
18

Ensure systems are in place to
monitor the key metrics agreed by the
Board including staffing levels and a
reduction in the use of agency staff to
within agreed tolerance limits

end June 2014

Agreed action to be split see 18a, 18b and 18c.

18 a

To agree a plan to implement a range
of quality metrics to monitor
performance at team, locality and
Board level.

end June 2014

The Trust intends to implement measures of quality that build from what is
significant for patients and clinicians and allow the Board to have a clear line
of sight to the quality of care provided by individual teams. Dudsbury Ward
is currently piloting a team dashboard.

Links to actions: 17, 26, 27 28 and 29

Amberprogressing

Systems are in place to monitor the key metrics agreed by the Board. The
system includes reporting on the agreed metrics and monitoring at different
organisational levels: operational directorate level with further investigation
to ward/team level as needed, executive director level, board sub-committee
level and at Trust Board.
At the 18 June 2014 board workshop, it was agreed that the metrics
presented were broadly those which would provide line of sight for the
Board in the quality areas of patient safety, clinical effectiveness, patient
experience and staffing. Many of the measures are already being reported
via the monthly Trust Integrated Corporate report. Work is underway to
review the robustness of the data being collected via internal audit.
A project plan is to be presented to the September Quality Assurance
Committee to set out how the metrics proposed can be drawn through from
team to board and outliers easily identified. This is linked to action ref no.
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29.
18 b

To monitor the achievement of the
agreed staffing levels in terms of
absolute numbers, proportion of
qualified and unqualified staff and the
use of agency, locum and bank staff.

end June 2014

Links to staffing significant internal
event, staff sickness absence and
vacancy rate in the Integrated
Corporate Dashboard (page 10 and
12)

The objective for the end of June was met. We continue to provide the
monthly upload to Department of Health that highlights the registered and
non-registered nursing on day and night shifts. Further there is a monthly
report to the Board on inpatient staffing levels highlighting wards that have a
higher ratio of red shifts (where actual staff on duty fell short from what was
planned, either in numbers or in skill mix).

GreenCompleted

Staffing remains a challenge and a rolling programme for recruitment is in
place. A significant number of newly registered band 5 nurses will be
commencing post in September / October 2014 and undergoing a
programme of induction.

Links to actions: 16, 18, 21 22, 23, 24,
and 25
18 c

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

end June 2014

Links to staffing significant internal
event, staff sickness absence and
vacancy rate in the Integrated
Corporate Dashboard (page 10 and
12)

Review mandatory training
compliance and develop an action
plan to address non-compliance by
directorate
Links to actions: 17, 18, 22, 23, 24,
and 25
Links to mandatory training
performance in the Integrated
Corporate Dashboard (page 11)

Amberprogressing

In setting the reduction target, the use of agency has to be balanced against
the risk of not having adequate staff on each shift due to current vacancies
and difficulty experienced in recruitment. The financial impact of the use of
agency is monitored via the finance report.
A crude target reduction is not appropriate. Reducing agency use needs to
be part of a wider approach to “Safe Staffing”.

Links to actions: 16, 18, 21 22, 23, 24,
and 25
21

In quarter one 1,724 of 8,645 (20%) shifts on inpatient wards had one or
more agency members of staff on duty.

end June 2014

Monitoring taking place monthly at Performance Review Meetings,
identifying % compliance by directorate and team together with Board
reporting. Mandatory training exception reports were introduced in February
2014 on a web based reporting system for managers to access.

Amberprogressing

Incremental progression linked to completion of mandatory training
completion agreed with unions. In support of this the new e-appraisal
system was launched in June 2014 which enables individual staff to access
and view their complete training record including mandatory training due,
outstanding and completed. Current performance needs to improve.
Mandatory training for July was 90.88%. The target set is 95% plus.
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22

23

Roll out e-rostering for inpatient
services in Children and Young
People’s services1, Mental Health2
and Community Health Services3 to
improve production of off-duties and
give this facility increased senior
oversight

24

1

end July 2014

2

end Aug 2014

Implementation continues.

Amber/
Green progressing

3

end Sept 2014

Due to delays in implementation of some mental health inpatients units, it is
now expected all the Community Health Service inpatient units will be
completed by the end of October 2014.

Amberprogressing

end July 2014

A report was submitted to the Board in August 2014.

Green Completed

end July 2014

The objective for the end of July 2014 was met.

Green Completed

Links to actions 17, 18 and 25
25

Review the community hospitals’
staffing levels using the safer nursing
care tool as part of ongoing
monitoring

Green Completed

Links to actions: 17, 18, 22, 23, 24
Performance and information reporting
26

Develop an information and
performance plan for the Trust, which
will include a comprehensive
electronic management information
system that will give access to key
metrics at team level across all
domains of quality, workforce,
performance and finance

The two year timeline for the electronic management information system
(technically known as warehouse development) plan has been mapped out
and included in the updated IM&T Strategy (linked to action ref no 3). The
revised IM&T Strategy will be shared with Directors and Trust Executive
prior to Board Committee and Board approval in October 2014.
The warehouse development was part of the interim IM&T strategy
approved by the Trust Board on 8 January 2014. This action affirms the
strategic direction and sets a milestone for implementation. The first stage of
the plan is underway.

Links to action 18, 27, 28 and 29

27

Implement changes from the review of
quality metrics to improve Board to
ward sight of performance

end October
2014

Linked to action 18 to implement the plan once agreed by Board in October
2014.

Amber progressing

end August

Within internal audit plan and reported via Audit Committee. Internal Audit
Manager met with Medical Director and Director of Finance to clarify scope.

Amber -

Links to action 18 and 26
28

Ensure internal audit is conducted on
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the reporting of quality metrics

2014

Field work in progress and expected to report early September.

progressing

end October
2014

Linked to action 18 to implement the plan once agreed by Board in October
2014.

Amber progressing

end October
2014

The integrated corporate dashboard and report continues to evolve to meet
users’ need. The report to the August 2014 Board included a revised
Executive Summary with enhanced narrative and reporting on the Blueprint
deliverables for the first time. Deteriorating performance is clearly seen via
the 13 month rolling trend lines and continues to be reported as part of the
improved reporting.

Amber progressing

end July 2014

At the Board workshop 18 June 2014 the purpose and outcomes from
patient stories was discussed and more work will be done to ensure patient
stories remain central to how we hear about peoples experiences of our
services.

Amber/
Green progressing

Links to action 18 and 26
29

Implement standardised team level
reporting across all domains
Links to action 18 and 26

30

Continue to improve the integrated
corporate dashboard and report,
including enhancing the quality of the
narrative about interdependences
across metrics, providing further
insight and context and clearly
identifying deteriorating performance

Partnership working and participation
31

Develop a strategy and work
programme to maximise individual
and collective participation at Dorset
HealthCare, recognising patients and
local people as equal partners and
valuable assets in all of our work.
Elements will include an insight
dashboard and the introduction of 360
degree feedback

A workshop has been held with staff to share our ambitions for participation
and start to articulate our objectives.
The Council Of Governors training on the 20th June 2014 focused on
participation and the COG’s role in connecting the Trust to its membership
and local people.

Links to actions: 9 and 10

The Participation Strategy was discussed and endorced at August 2014
Trust Board; as a consequence of that discussion some tweaks will be
made to timescales for delivery to ensure they are appropriate and
achievable.
33

Agree a new Memorandum of
Understanding with Bournemouth
University

End November
2014

A proposal for renewing the Memorandum of Understanding Between
Bournemouth University and Dorset HealthCare University NHS Foundation
Trust was drafted in April 2014.

Amber /
Green –
Progressing

This set out how we will strengthen our partnership bringing benefits
including supporting innovation, attracting and retaining high quality staff,
professional development and research opportunities. We will work with the
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university to ensure our new models of service delivery are based on best
evidence, supported by training and robustly evaluated. We also recognise
that our services will be most effective and of the highest quality where we
have involved local people and patients in their design and delivery and
have listened to and acted on what people tell us they want from our
services. Recognising our opportunities to exploit and challenges to
address.

Completed – previously
5

Strengthen the board by appointing a
Director of Strategy and Business
Development, having been
unsuccessful in efforts to date to recruit
to this new post

end July 2014

Steve Hubbard has been appointed as the Director of Strategy and
Business Development and starts the new role with Dorset HealthCare on
Monday, 1 September 2014. Steve has a wealth of experience of the
private and NHS health systems and colleagues look forward with
anticipation to his arrival.

GreenCompleted

7

Appoint a further two non-Executive
directors

end July 2014

The recruitment for three Non-Executive Directors was completed during
July 2014. Interviews took place on 10 and 14 July 2014 with Council of
Governor endorsement on the 16 July 2014. Due to the resignation of a
Non-Executive Director with effect from 31 July 2014, the decision was
made to recruit a fourth new NED in this round of recruitment. The field of
candidates was very strong so the panel was able to appoint from the
shortlist.

GreenCompleted

Three of the news NEDS will commence their roles on 1 August 2014. The
fourth will commence on 1 October 2014.
8

Agree a programme for ward and team
visits, to include the purpose, frequency
and content of the visits.

end June 2014

At the 9 July 2014 Board meeting the Board approved the conventions on
the use of patient stories and visits to service areas and departments by
Directors to foster learning and development.

GreenCompleted

The knowledge and insight gained by Directors when engaging with patients
and staff by hearing patient stories, and visiting services areas /
departments is used to cross check or ‘triangulate’ what they learn from
documents and other sources. This provides directors with greater and
growing capabilities to satisfy themselves as to the quality of service
provided by the Trust.
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13

Review the training and proposed
rollout of peer review processes to
assess compliance with CQC standards
and consider further, alternative ways
to ensure that timely actions are taken
to address any areas of noncompliance

end June 2014

The training has been delivered by Niche Patient Safety and peer review
tools have been developed for each of the 16 essential standards. The
training has been reviewed on an ongoing basis by participants attending
the workshop with a final review on 31 July which will provide consolidated
feedback from all eight workshops.

GreenCompleted

The programme of standards to be peer reviewed is in place. A sample of
the peer reviews are being quality assured by the Regulation and
Compliance Team.
When action plans are being developed the Regulation and Compliance
Team are involved to provide an objective view of the actions proposed.
These action plans are then monitored to ensure the actions are being
implemented and are meeting the requirements of the essential standard
outcome.
Next steps are:
Once more information is available from CQC regarding the fundamental
standards, the peer review tools will be refreshed to ensure they remain
current. I would expect this to be done by December but we are dependent
on the information being available from CQC. This is part of the NICHE
contract that they will refresh the tools.
We are developing an IT platform to record the PCA compliance levels
which the Directorates will use to report to replace the current manual
system. The PCAs will be mapped to the fundamental standards and KLE
developed by CQC so that we can transition to the new fundamental
standards without having to stop one process to replace it with another. I
am not too sure of the time line for this and have a meeting with information
next week and will know more after that.
A team of peer reviewers to quality assure the peer review findings will be
identified across the Trust. This team will be offered training and we can
develop a programme of ‘inspections’ based on the 5 questions to take
forward as a rolling programme. The training will be provided by internal
audit.
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19

Ensure an internal audit is undertaken
on the appropriate staffing ward RAG
tool, specifically examining the quality
assurance of the tool and how regular
checks are undertaken

end June 2014

We have undertaken our own internal audit and have made changes to the
tool to improve the quality by including a section to capture clinical
judgement. In the event that a shift is red or black rated, staff must make a
professional/clinical judgement to assess whether they consider the staffing
in place meet s the needs of the patients.

GreenCompleted

20

Be open and transparent about staffing
levels on a daily basis through displays
on notice boards on wards and by
publishing information on our website
for all inpatient wards

end June 2014

Shifts are displayed daily on the ward notice boards and then a monthly
report is submitted to NHS England who then display the outputs through
the NHS choices website.

GreenCompleted

32

Introduce training and development
opportunities for the newly-formed
Council of Governors, to focus on their
role, the role of the Lead Governor, the
effectiveness of the Council overall and
the way that information flows between
the Council and the Trust

end September
2014

An external trainer called Claire Lea from Charis Training has been working
with the Council of Governors since the 17 January 2014. The Council of
Governors was re-shaped from April 2014 with new Governors being
elected and therefore a need for further training to de delivered was agreed.

GreenCompleted

On the 16 May 2014 the training covered; understanding the purpose of the
council, relationship development with the Board, active listening and
questioning, areas of assurance. Overall the feedback was positive about
the session and improvement ideas were feed into the next training day.
The 20 June 2014 the training covered Membership and Governor
engagement with the Members.
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People Management and Organisation Development
Part 1 Board Meeting 10th September 2014
Author

Colin Hague, HR Director

Sponsoring Board
Member

Colin Hague

Purpose of Report

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

Recommendation

For information and noting

Engagement and
Involvement

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

Previous Committee/s
Dates

This follows a monthly Part 1 Board reporting on People Management
and Organisation Development in August 2014

Monitoring and Assurance Summary
This report links to
the following
Strategic Objective(s)






We will deliver high quality, safe patient care
We will support staff to innovate and improve care
We will work with partners to deliver joined up care closer to home
We will remain a high performing organisation

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

Any action required?
Yes
Detail in
report

Yes



















No






1.

Director of Finance
(a)
The position is currently being advertised with search support from Odgers Berndston.
Interviews are scheduled for 24 September 2014.

2.

Policies
All HR policies and procedures are being reviewed to ensure that they reflect the Locality
Model Structure and will be fit for purpose on Day One. HR and Support Services generally
are preparing for day one changes to support the locality model.

3.

Organisational Change
The following Organisational Change programmes are in progress:
Revised Leadership Arrangements for the Locality Model
The consultation meetings for the revised leadership arrangements for the locality model are
completed. The slotting in results were sent out on 26 August 2014, together with the
vacancies and application process.
The timeline for implementing the Locality Model is and has been as follows:
w/c 4 August 2014
04/8/14 – 15/8/14
18/8/14 – 22/8/14
W/c 25/08/14
25/08/14 – 03/09/14
15/9/14 – 19/9/14
22/9/14
01/10/14

Consultation response issued
Individual consultations
Slotting In Applications
Confirm Slotting In positions
Application period
Selection process
Outcome of selection process
New leadership structure in place

Slotting-in has involved 19 post holders. There now remain 23 full time and 2 part time roles
for appointment.
The move to a new structure with a reduced number of management posts from 62 to 44 is a
difficult period for affected staff. With a professional response from affected staff, positive
working with trade union representatives and much hard work by all those supporting and
implementing the process, arrangements overall have gone as well as might reasonably be
expected at this stage.
Mental Health Inpatients, Glendinning Rehabilitation Unit - Consultation is ongoing for
changes to shift patterns affecting all 13 staff in the unit. The proposed changes will bring
Glendinning in line with other Mental Health Inpatient units and address some issues around
compliance with the Working Time Directive, for example where staff have worked a late shift
followed by an early shift the next day, thereby not receiving adequate rest time. Target
implementation is for September 2014.
Memory Support Services (Community Health Services) – Dorset HealthCare currently
provides the Memory Support Service within Bournemouth and Poole. Following a recent
tender exercise led by Dorset CCG, the Trust was unfortunately not successful in securing the
new contract to offer a service across Dorset. The new contract has been awarded to the
Alzheimer’s Society and consultation has been completed. It is anticipated that 5 staff will
transfer under TUPE to the Alzheimer’s Society with the remaining 3 staff seeking suitable
alternative roles with the Trust. The service is expected to transfer on 1 September 2014.
2

Standardising Shift Patterns (Community Hospitals) – Consultation has commenced on
standardising the shift patterns across physical health inpatient wards. The aim is to ensure
safe and appropriate staffing levels for all inpatient wards using fair and consistent duty rota
planning with consistent shift patterns that comply with working time directives. There are
currently 10 different shift patterns in operation; many of these are not currently compliant
with working time directives.
4.

Working time
With the implementation of e-rostering, some instances of staff working in excess of Working
Time Regulations have been identified.
The provisions relating to opting out of the working time regulations have been reviewed in
consultation with the trade unions. The Trust will not require any employee to work in excess
of the Working Time Regulations. However, employees may choose to opt out if they wish. It
is recognised that some employees prefer and choose to work additional paid hours and will
seek employment with other organisations if the Trust is not able or willing to offer work and
that this is not in the interests of the employee, achieving safe staffing levels and our patients.
Where an employee does wish to work beyond the regulations, it is important that there is
clear consent and understanding and the Trust will apply its own requirements to help ensure
arrangements are safe for patients and for the employee and will monitor and keep under
review working time arrangements.

5.

Suitability of Staffing
Relocation Assistance
As a temporary measure initiating the payment of £5,000 towards relocation expenses for
Mental Health Nurses and other hard to recruit posts where circumstances warrant is being
implemented.
Payments will involve Director authorisation (or their nominated
representative). This arrangement will be subject to review after 6 months.
Line Managers’ Toolkit
The recruitment pages of the line managers’ toolkit are live on the Intranet and will be further
developed to include specific sections on work experience, honorary contracts, the leaving
process and processes for new bank workers.
Electronic Shortlisting
A guidance document has been prepared to guide recruiting managers through completing
their review of applications on NHS Jobs. The guide details the short listing decisions and
setting up interview dates, which has removed the need for paper short listing forms to be
completed.
Interview Invitations
The wording in the interview invitation email has been reviewed and amended in order to
make the guidance clearer as to the identification documents that candidates are required to
bring to interview. Incorrect documentation has contributed to delays in enabling DBS
applications to be processed.
Interview Assessment and Decision Form
A combined form has been implemented to guide recruiting managers through the interview
stages, ensure compliance with the requirements of NHS Employment Check standards and
to reduce the volume of interview paperwork.
Recruitment Tracker
The HR Services team maintains a comprehensive recruitment tracker in which all successful
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candidates are logged, to record and monitor the dates of each key stage of the recruitment
process. The tracker enables time to hire to be calculated and any queries to be responded
to efficiently.
Exit Questionnaire
The exit questionnaire is being developed as an e-form and will be linked to the leaver’s form,
as a means of encouraging a higher completion rate. The information provided in completed
exit questionnaires will be compiled into a spreadsheet to support analysis.
Assistant Practitioner Roles
A meeting is scheduled to take place with Southampton University in September 2014 to
discuss training requirements for the Assistant Practitioner role. A Task and Finish Group will
need to be established with the remit of establishing an implementation strategy.
Pre-Registration Nurse Training
A further 9 secondments are being offered for the Adult Nursing Course starting in February
2015 and this is currently being advertised. A scoping exercise is taking place with
Directorate leads and the Learning and Development Department in order to determine the
number of places required for the September 2015 courses. It is anticipated that this will
include Adult and Mental Health Nursing, Physiotherapy and Occupational Therapy.
Return to Practice
Work is underway to recruit Return to Practice students for the next intake in January 2015.
6.

Equality, Diversity and Workforce
The Access and Equalities Development Team successfully took part in the Bournemouth
Family Festival with Dorset CCG and individually the fifth One World Festival in Dorchester.
Both events were extremely well attended by the public and received very positive press
coverage
across
the
county.
More
information
can
be
found
on
http://www.dorsetccg.nhs.uk/involve/getting-involved.htm and pages 6/7 of the Dorchester
News on http://www.viewfromonline.co.uk.
Mental Health Awareness Week and Black History Month both take place in October. The
Access and Equalities Development Team are working closely with relevant services,
community groups, Bournemouth University and partner organisations to promote events
across Dorset.

7.

Health and Safety
Management of Ligature Issues
Following the appointment of the new Head of Health and Safety, a review of the
Management of Ligature issues has taken place. This has been supported by an Internal
Audit review. A level of “Reasonable Assurance” has been provisionally assessed, with some
recommended actions to be completed by the Health and Safety Team and managers.
Because of the potential consequences of a failure to manage ligature issues, priority is being
given to complete all actions as soon as practicable. There is a concern that the Trust should
seek to be an exemplar in this area.
A new Ligature Management Policy has been considered by the Safety Committee. This is in
draft format and out for comment by management and staff side representatives which are
being sought during September.
A programme of Ligature Point Audits is in progress at all in-patient areas. The health and
safety team is using handheld tablets to facilitate this process and make reports as
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meaningful to staff as possible.
Workplace Audits
The Health and Safety Team are implementing a programme of site audits to try and ensure
that high standards of health and safety are maintained and any areas for improvement are
identified. Auditing is scheduled over the next 12 months.
Health and Safety Team Support for the Locality Model
The Health and Safety Team will support the new locality model by nominating a specific
Health and Safety Advisor to work with each Locality Manager. Corporate level support will
be given by the Head of Health and Safety. Advisers will work with key managers at sites in
their localities to ensure compliance to health and safety regulations, and resolution of any
identified problems
8.

Occupational Health and Wellbeing

The Occupational Health and Wellbeing service commenced a new three year contract for the
provision of health services to Dorset Police following a successful tender bid earlier this year.
The contract which will be nurse led, will generate income in the region of £300k per annum.
A three year contract for the provision of occupational health services to Dorset County
Hospital commenced on 1st April and both contracts will provide a significant level of income
generation and stability for the service over the next three years.
NHS Employers are developing a training programme for NHS managers in supporting a
‘Mentally Healthy Workplace’. The course aims to help increase capability and confidence in
creating a mentally healthy workplace looking specifically at the emotional wellbeing of staff
and how that impacts within the workplace. They are currently inviting Trust participation at
both an open day and a training day. The Trust will be represented at both events by the
Occupational Health and Wellbeing team.
9.

Learning and Development
Locality Structure – System Mapping
The Learning and Development Project Team is working alongside all corporate services to
ensure the Learning and Development systems are aligned to the new locality structure.
The web-based reporting system and e-appraisal system will be mapped to the new structure
for Day One. This will enable managers and directorates to view up to date mandatory
training outstanding and due data, and appraisal exceptions for the new organisational
management changes within the first week of October 2014. Individuals will be required to
update their appraiser’s name within the e-appraisal system if it has changed as a result of
the locality management changes.
The final update of the web-based reporting system in the existing organisational structure will
be produced on 8th September 2014. There will be no further reports produced for the rest of
September to enable the work to be undertaken to align the system maintenance tables to the
new structure and allow mapping of learning records.
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Communications – briefing pack for managers
A new briefing pack for managers is being trialled this month, providing information on
learning and development opportunities, activities and updates. The purpose of this pack is to
provide managers with information that can be cascaded at team meetings or to individual
staff as appropriate. The pack will also include communications regarding learning activities to
be posted onto staff noticeboards. This briefing pack was developed in collaboration with
clinical teams to support with improved communication of learning and development activities
and projects.
Mental Health Learning and Development Strategy
A comprehensive new Mental Health Learning and Development Strategy has been approved
by the Mental Health Directorate. This comprises three levels of learning for practitioners and
teams, from foundation through to specialist. A team leads network of specialist subjects is
also being developed to share knowledge, experience and best practice. Implementation will
commence in October 2014.
Dementia Training
From June 2014, Dementia Awareness training commenced being delivered at induction by
Dementia Champions. More advanced learning programmes for frontline staff are being
actively designed for roll out later this year, in support of the national Dementia Strategy.
Practice Development Team
One of the important functions of the Learning and Development Service is to provide support
to pre-registration students, mentors and practice assessors, deliver a range of clinical skills
training and develop bands 1 - 4 learning pathways. These roles are undertaken by the
Practice Development team within the Learning and Development Service. This small team
of two is being further developed thanks to funding from Health Education Wessex. Two
Practice Development Leads have been recruited and a further five Practice Educators are
being recruited during August and September 2014. These roles will work on the following
priorities once in post:
 Work collaboratively with staff across the new locality structure, and Universities, to
further develop support in practice for students and mentors in order to promote
quality placements and high quality learning experiences.


Further develop practice for bands 1 – 4 e.g. clinical skills and professional
development.



Workforce Development, recruitment and retention, including overseeing secondment
opportunities for staff into pre-registration training, programmes in collaboration with
Health Education Wessex.



Deliver an integrated portfolio of clinical skills training across localities to support pre
and post registration learning and development and promote a positive learning
environment and culture

In addition, a 12-month Preceptorship Facilitator is being recruited to review and further
develop the Trust’s preceptorship programme in collaboration with professional groups.
Investment in this area with funding support from Health Education Wessex will support
retention, recruitment and development of staff.

6

Mental Health Assurance Committee Update for the Trust Board
Part 1 Board Meeting 10th September 2014
Author

Gill Fozard/Karen Crellin

Sponsoring Board Member

Jane Elson/Gill Fozard

Purpose of Report

To inform the Trust Board of the issues raised and key
themes identified by the Mental Health Act Assurance
Committee at their meeting on 19 August 2014

Recommendation

The Board is asked to Note the report

Engagement and Involvement

Those who have been involved are:



Mental Health Services Health Records & Mental
Health Legislation Manager
Chairman, MHA Hospital Managers’ Committee

Both are in agreement with contents
Previous Committee/s Dates

Last committee held 19 August 2014

Monitoring and Assurance Summary
 We will deliver high quality, safe patient care
 We will support staff to innovate and improve care
 We will work with partners to deliver joined up care
closer to home
 We will remain a high performing organisation
Any action required?
I confirm that I have considered each of
the implications of this report, on each
Yes
Yes
No
of the matters below, as indicated:
This report links to the
following Strategic
Objective(s)

Detail in report

All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information
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Mental Health Act Assurance Committee Chairs Board Briefing Report on
Key Issues 19 August 2014
1.0

Introduction
This paper is to provide feedback to the Board on key issues following the
Mental Health Act Assurance Committee on the 19 August 2014.

2.0 Significant issues to raise/escalate to the Board
2.1 Concerns were raised by the Assurance Committee about the present format for
the CQC Mental Health Act Visits Trust Action Plan. The Committee felt that the
current report was not up to date and did not provide assurance that actions the
Trust had advised it would take were being completed.

3.0

Action
Details of the concerns regarding
the report and suggested actions to
improve the report to be sent to the
Director of Nursing and Quality.

Who
Director,
Mental
Health
Services

When
Monitoring
22 August Completed
2014

Director of Nursing and Quality to
be asked to provide an interim,
updated Action Plan to circulate to
the MHA Assurance Committee

MHS
12
Health
September
Records
2014
&
MHL
Manager

In progress –
updated report
requested
for
circulation by 12
September
2014.

Feedback on the following topics:

3.1 Discussion took place regarding the use of prone restraint. Benchmarking request
had been made at the Committee on 20 May 2014. Data was in the process of
being received at the time of the Committee on 19 August 2014.
Action
Benchmarking of prone restraint
data against other Mental Health
Trusts to be completed.

3.2

Who
MHS
Health
Records
&
MHL
Manager

When
30
September
2014

Monitoring
In progress –
data
received
from
other
Trusts and is
currently being
analysed

It was noted in the May 2014 Assurance Committee meeting that there had been
a significant rise in the use of section 5 (doctors and nurses holding powers) in
quarter 4 (1 January – 31st March 2014) in Mental Health Services. Use had
increased from 43 to 55 uses across Mental Health Services (28% increase). A
deep dive into the use of section 5 was completed and presented at the August
1

2014 Assurance Committee where it was identified that the highest use of
section 5 on Dudsbury Ward.
Action
Further deep dive into the data
from the section 5 review in relation
to high use of section 5 on
Dudsbury Ward. Review to include
numbers of patients directly
admitted to the ward, diagnosis,
previous use of the MHA across
the period previously reviewed
(01.01.14 – 31.03.14).

4.0

Who
MHS
Health
Records
&
MHL
Manager

When
30
September
2014

Impact on the Board Assurance Framework
None identified

5.0

Impact on the Risk Register
None identified

6.0

Concluding Comments

7.0

Date of the next Meeting
MHA Hospital Managers Committee – 3 November 2014
MH Assurance Committee – 18 November 2014

Gill Fozard
Chair
Mental Health Act Hospital Managers’ Committee

2

Monitoring
In progress data has been
extracted and is
being analysed.

Developing our vision, purpose and strategic objectives: an update
Part 1 Board Meeting 10th September 2014
Author

Nicola Plumb

Sponsoring Board Member

Nicola Plumb, Director of Organisational Development
and Participation

Purpose of Report

To update the Board on activity to develop our vision,
purpose and strategic objectives.

Recommendation

The Board is asked to Note the report

Engagement and Involvement

The Board has discussed this work programme at a
previous workshop session; the Council of Governors
has had an introductory discussion and the Director of
Strategy has reviewed.

Previous Committee/s Dates

Board workshop, July 2014

Monitoring and Assurance Summary
 We will deliver high quality, safe patient care
 We will support staff to innovate and improve care
 We will work with partners to deliver joined up care
closer to home
 We will remain a high performing organisation
Any action required?
I confirm that I have considered each of
the implications of this report, on each
Yes
Yes
No
of the matters below, as indicated:
This report links to the
following Strategic
Objective(s)

Detail in report

All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information
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VISION, PURPOSE AND STRATEGIC OBJECTIVES: NEXT STEPS UPDATE
Background
1.0 The purpose of this note is to update the Board on next steps in the development
of our vision, purpose and strategic objectives.
2.0 This work is one of the deliverables of the Organisational Development Strategy
(July 2014). Developing a vision and purpose will help all staff and those who
engage with us to be clear about who we are and what we stand for, how we will
behave and what our patients and service users can expect from us.
3.0 Refreshing our strategic objectives is a commitment made in The Blueprint
published in May2014 and it is critical that we give all of our staff the opportunity
to identify our common overarching objectives.
4.0 The outputs of this work will be: a compelling vision and purpose statement, an
‘organising thought’ for Dorset HealthCare and a draft behaviours framework that
will show how we live our values. We will also invite staff to discuss our
overarching organisational objectives and will produce a long list of potential
strategic objectives for further development.
Role of vision, purpose and the organising thought
5.0 An organising thought is at the core of the business and captures an enduring
and fundamental truth about the organisation that is true to all aspects of its
activity. The thought defines the internal and external experience of the
organisation, it creates a platform from which to build culture and it will support
delivery of business strategy.
6.0 The majority of successful commercial and many public and third sector
organisations also have vision and purpose statements. A vision statement
clearly articulates the ambition for the future and a purpose statement sets out
the role of the organisation in making that futurevision a reality.
7.0 Combined, these concise statements serve to energise and inspire and to
support the development of a single organisational culture in which people share
common goals and experiences.
Context for this activity
8.0 This work is particularly important as the organisation continues on its journey of
improvement and on its internal change programme to move to a leadership
model of integrated, locality teams.

9.0 Giving all of our staff the opportunity to participate in this work is a key
component of establishing the new locality teams, so that people feel a part of cocreating a refreshed culture and behaviours, founded on common values.
10.0 Equally, as we establish and nurture 13 strong locality teams, it is important
that we nurture strong connections between those teams and that they are and
feel integral to and interweaved with brand Dorset HealthCare.
11.0 We are not starting from a blank sheet of paper. Dorset Healthcare has
adopted the NHS values, enshrined in the NHS Constitution and this work will
use those values as its building base. To the NHS Constitution values we have
added the value of being a learning organisation.
OUR VALUES
Working together for patients
Compassion
Respect and dignity
Improving lives
Commitment to quality of care
Everyone counts
Being a learning organisation
Trust Strategy and objectives
12.0 The previous Trust Board signed off a strategy for 2013-16 and The Blueprint
published in May 2014 commits us to revisit that strategy to develop a renewed
set of strategic objectives by end January 2015.
13.0 The development of our strategic objectives flows from being clear about our
vision, our organisational purpose and our values, alongside understanding and
responding to the needs and ambitions of our population, our partners and our
commissioners.
Process
14.0 We are committed to developing our vision, purpose and strategic objectives
with our staff, our Members and Governors and with our partners and local
people.
15.0 We will proceed through a series of facilitated workshop engagement
sessions that loosely adopt agile methodology: as we progress through
workshops over time, so we will refine and distil our products, focusing our
statements and stimulus materials to reflect the feedback of as many people as
possible.

16.0

This is an initial three-stage process as set out below:

SET UP
June – Sept ‘14
Introductory Board
workshop

CO-PRODUCE
Sept – Nov ‘14
Crowdsource via intranet
and internal campaign

Council of Governors
introductory Discussion

Offer 1:1 sessions with
Board, senior leaders and
Council of Governors
Minimum 13 staff
workshops
Locality leadership
discussion 6 Oct ‘14
Service user and partner
workshops

Schedule engagement
sessions
Set up cross-directorate
reference group
Consult existing
documents and materials

FINESSE
Dec ‘14 – Jan 2015
Senior leadership and
Council of Governors
review
Executive team discussion

Reflect back to staff via
intranet
Finalise the narrative
Report to Board and signoff

17.0 With the organising thought, vision and purpose articulated, we will then work
to ensure that this is reflect in the way we present ourselves to the world and will
refresh the Dorset HealthCare visual identity to ensure it amplifies and promotes
who we are and what we stand for.
Activity to date
18.0 The Council of Governors had an introductory discussion at its June 2014
training day as part of a broader discussion about how the Council will continue
to build its profile and strengthen its memberships and engagement activity.
19.0 The Board had a first discussion about vision, purpose and an organising
thought at its July 2014 development session. The outputs from that discussion
and from the Council of Governors discussion will shape the stimulus materials
that will be used in the staff workshops.
Issues
20.0 This is an ambitious piece of work in the timescales available and at a time of
ongoing organisational change. However, the outputs of this activity will help
people and teams to connect their role to the overarching purpose of Dorset
HealthCare and to be sure about that purpose.
21.0 It will be challenging to connect all of our staff to this work. We will make best
use of all available channels and maximise face to face opportunities for input.
Conclusion
22.0

The Board is asked to note planned activity.

Care Quality Commission Standards and Inspection Findings
Part 1 Board Meeting 10th September 2014
Author

Fiona Haughey, Director of Nursing and Quality

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality
To provide the Board with an update on the outcomes of
unannounced CQC Mental Health Act (MHA) and Compliance
Inspections undertaken within the Trust since January 2014.

Purpose of Report

To date there have been a total of 8 unannounced CQC
inspections: 6 Mental Health Act (MHA), 1 joint
MHA/Compliance and 1 Compliance Inspection.
Of the reports received to date (5 MHA inspections) there are 16
recommendations related to care planning and risk assessment
(6 actions); consent to treatment (4 actions); access to
Independent Mental health Advocate (2 actions).
Three reports are awaited for Waterston, Ryeberry / Langdon
wards and Dudsbury ward

Recommendation

Engagement and Involvement
Previous Committee/s Dates

Action plans are in place to implement the recommendations.
The Board is asked to:
• Consider and note the content of the report
• Note the assurance systems in place to monitor the
progress of the recommendations
N/A
There is a monthly report to the Quality Assurance Committee
on CQC reports and internal assurance visits

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


All three Domains of Quality


Board Assurance Framework


Risk Register


Legal / Regulatory


People / Staff


Financial / Value for Money / Sustainability


Information Management &Technology


Equality Impact Assessment


Freedom of Information
This report links to the
following Strategic
Objective(s)

CARE QUALITY COMMISSION STANDARDS AND INSPECTION FINDINGS
JANUARY 2014 – AUGUST 2014
1.

BACKGROUND

1.1

This report is to update the Board on the outcome of the unannounced Care Quality
Commission (CQC) inspections that have taken place 1 January – 31 August 2014.
The report includes all inspections undertaken, the majority being Mental Health Act
(MHA) CQC Inspections.

1.2

The CQC is required to monitor the use of the Mental Health Act 1983 (MHA) to
provide a safeguard for individual patients whose rights are restricted under the Act.
They do this by looking across the whole patient pathway experience from admission
to discharge – whether patients have their treatment in the community under a
supervised treatment order or are detained in hospital.

1.3

Mental Health Act Commissioners do this on behalf of CQC, by interviewing detained
patients or those who have their rights restricted under the Act and discussing their
experience. They also talk to relatives, carers, staff, advocates and managers, and
they review records and documents.

1.4

Mental Health Act visits are currently separate to CQC compliance inspections and
do not directly impact on a provider’s registration with CQC. However, if there are
concerns identified these may be shared with compliance inspectors who may carry
out a compliance inspection.

1.5

The table below indicates the unannounced inspections undertaken since 1st January
2014:
DATE

LOCATION

TYPE

REPORT ACTION PLAN

27 February
2014

St Brelades, OPMH,
Alderney Hospital

MHA

25 April

4 March
2014

Corbiere Ward,
OPMH, Alderney
Hospital

MHA

30 May
2014

Melstock Ward,
Forston Clinic

MHA

30 June
2014

Glendinning Ward
Dorchester

MHA

1 July 2014

Kimmeridge Court

MHA

3 actions

Waterston Unit,
Forston Clinic

9 May

2 June
2 actions, 1
patient follow up

24 June

11 July
4 actions, 1
patient follow up

14 July

1 August
4 actions

St Ann’s Hospital
4-5 August
2014

16 May

MHA /
Compliance

21
August
Awaited

10 September
3 actions

DATE

LOCATION

TYPE

REPORT ACTION PLAN

26 August
2014

Ryeberry and
Langdon Wards,
Bridport Hospital

Compliance

Awaited

28 August
2014

Dudsbury Ward, St
Ann’s Hospital

MHA

Awaited

2.

OUTCOME OF THE INSPECTIONS

2.1

Six of the eight inspections have been MHA orientated and they focus on three
domains. From the inspections to date the have been 16 actions predominantly in
Domain 2, specifically related to care plans, risk assessments (6 actions 37%);
consent to treatment (4 actions 25%); access to Independent Mental health Advocate
(2 actions 12%).

2.2

The table below highlights the action specific to the domain areas from the final
reports.

MHA Visits Summary of Domains Reviewed
January 2014 - August 2014
DOMAIN 1: ASSESSMENT AND APPLICATION FOR DETENTION
Domain 1 - Purpose, respect, participation and least restriction
Domain 1 - Patients admitted from the community (civil powers)
Domain 1 - Patients subject to criminal proceedings
Domain 1 - Patients detained when already in hospital
Domain 1 - People detained using police powers
DOMAIN 2: DETENTION IN HOSPITAL
Domain 2 - Purpose, respect, participation and least restriction
Domain 2 - Admission to the ward
Domain 2 - Tribunals and hearings
Domain 2 - Leave of absence
Domain 2 - Transfers
Domain 2 - Control and security
Domain 2 - Consent to treatment
Domain 2 - General healthcare
DOMAIN 3: SUPERVISED COMMUNITY TREATMENT AND
DISCHARGE FROM DETENTION
Domain 3 - Purpose, respect, participation and least restriction
Domain 3 - Discharge from hospital, CTO conditions and info about rights

Number
actions
identified

6
6

3

1

Domain 3 - Consent to treatment
Domain 3 - Review, recall to hospital and discharge
TOTAL

16

of

Kimmeridge Ward (Eating Disorders)
2.3

The Kimmeridge Ward report highlighted an area related to mixed sex
accommodation.
‘That the requirements of the single sex accommodation did not appear to be met.
There was a male patient adjacent to a room shared by two female patients and the
male needed to pass the female patients door to access the male toilet.
How the trust intends to review the sleeping arrangements on Kimmeridge Court.’

2.4

This issue has been investigated by the Nurse Consultant for Eating Disorders

2.5

Kimmeridge Court is compliant with the Eliminating Mixed Sex Accommodation
guidance and this was reconfirmed by the review exercise undertaken by the Trust in
November/December 2013 and January 2014. It has 4 single rooms, one of which is
ensuite and one double room. It has three bathrooms plus the ensuite.

2.6

Male admissions to Kimmeridge are rare and the previous male admissions to
Kimmeridge occurred in the years 2009/10. On presentation male patients are more
ill due to poor recognition of the disorder in males.

2.7

The decision to admit the male patient when the ensuite room was occupied was
made for the following clinical reasons.
•

The patient had presented to services suddenly having not being known to
the team previously. He rapidly deteriorated under community care and
required inpatient care immediately.

•

There was an empty bed at Kimmeridge and alternative inpatient locations in
London or Leeds would be dependent on whether they had a bed.

•

Providing local treatment was clinically most appropriate for the patient and
their family/relatives to promote engagement and maintain relationships.

•

The patient in the ensuite at that time was very unwell and required level 3
observations so the team felt it clinically inappropriate to move her to another
room at that time.

•

The male patient had his own dedicated bedroom and bathroom

•

Patients on Kimmeridge are in their day time clothes all day and bedroom
doors are solid wood and do not have observation panels removing the risk of
any accidental observation occurring.

2.8

That said the male patient was admitted and did have to go past the female bedroom
to access the designated male bathroom.

2.9

In terms of learning and future actions in the event that a male requires admission
the following actions will be implemented:

2.10

•

To admit males to Kimmeridge only when the ensuite room is or can be made
available without clinical disruption or risk to another patient.

•

Should an admission still be required for a male patient then the decision to
admit would be escalated to the relevant Director to ensure a combined
clinical and organisational assessment takes place including a full risk
assessment prior to admission.

The full MHA CQC reports can be seen in Appendix 1.

Waterston Acute Assessment Unit
2.11

The joint MHA / Compliance report for Waterston Unit has not been received, initial
feedback indicated concerns in staffing, care planning and risk assessment. These
areas had been highlighted previously as non complaint on inspection. There was
corporate awareness of the staffing issues at the Unit and this was being
operationally managed by the Associate Director for Mental Health. The staffing
issues created additional pressure on the Unit for full completion of care plans and
assessments; a full support plan is in place to rectify these issues.

2.12

The report is expected to be received by 9 September 2014.
Ryeberry and Langdon Wards

2.13

The unannounced compliance visit to Bridport Hospital (Ryeberry and Langdon
wards) took place on Tuesday 26 August with two inspectors on site. The Inspectors
reviewed the five standards that had previously been non complaint – outcome 4:
care and welfare of people who use services; outcome 7: safeguarding people who
use services from abuse; outcome 13: staffing; outcome 16: assessing and
monitoring the quality of service provision and outcome 21: records.

2.14

Initial feedback from the visit indicated compliance to all 5 standards reviewed, the
full report is awaited.
Dudsbury Ward

2.15

Dudsbury ward was subject to an unannounced MHA inspection on Thursday 28
August. Initial feedback at the end of the visit was positive overall including:
•

feedback of a good atmosphere on the ward,

•

staff very positive,

•

patients reported generally feeling safe, positive comments from patients on
their care and good leadership.

•

the ward dashboard was seen as positive

2.16

The issue of not having separate smoking and non-smoking secure outside space
was raised and the manager was able to report that this was being address with the
refurbishment plans approved by the Board.

2.17

There were 3 Section 132 rights that had been attempted but not followed through.
This is being addressed by the ward manager. We will await the final report

3.

CONCLUSIONS

3.1

The reports highlight areas of good practice but clearly identified areas for
improvement. A high priority area is that of care plans and risk assessments as this
has been a repetitive finding in most inspections. Although some improvements have
been made there is inconsistency in achieving this to the required standards.

3.2

Care planning and risk assessment has been identified as a Trust Quality priority for
2014/15 and an action plan is in place to monitor and review records to ensure
compliance to care planning and risk assessment standards. The will be monitored
quarterly and to progress and improvements. Ongoing audits of records will also
identify areas of good practice and areas requiring improvement.

3.3

The actions from the MHA inspections are monitored through the Mental Health Act
Managers Operational group and the Mental Health Act Assurance group.

3.4

Actions arising from Compliance Inspections will be monitored and reported through
the Quality Assurance Committee and escalated to the Board as required.

4.
4.1

RECOMMENDATIONS
The Board is asked to:
•

Consider and note the content of the report.

•

Note the assurance systems in place to monitor the progress of the
recommendations.

APPENDIX 1

Mental Health Act 1983 monitoring visit
Provider:

Dorset Healthcare NHS University Foundation Trust

Nominated Individual:

Fiona Haughey

Region:

South

Location name:

Alderney Hospital

Location address:

Ringwood Road, Poole

Ward(s) visited:

St. Brelades

Ward type(s):

Old age psychiatry

Type of visit:

Announced

Visit date:

27 February 2014

Visit reference:

30947

Date of issue:

25 April 2014

Date Provider Action
Statement to be
returned to CQC:

16 May 2014

What is a Mental Health Act monitoring visit?
By law, the Care Quality Commission (CQC) is required to monitor the use of the
Mental Health Act 1983 (MHA) to provide a safeguard for individual patients whose
rights are restricted under the Act. We do this by looking across the whole patient
pathway experience from admission to discharge – whether patients have their
treatment in the community under a supervised treatment order or are detained in
hospital.
Mental Health Act Commissioners do this on behalf of CQC, by interviewing detained
patients or those who have their rights restricted under the Act and discussing their
experience. They also talk to relatives, carers, staff, advocates and managers, and
they review records and documents.

MHA Report Template Detention in hospital V4.1

1

This report sets out the findings from a visit to monitor the use of the Mental Health
Act at the location named above. It is not a public report, but you may use it as the
basis for an action statement, to set out how you will make any improvements
needed to ensure compliance with the Act and its Code of Practice. You should
involve patients as appropriate in developing and monitoring the actions that you will
take and, in particular, you should inform patients of what you are doing to address
any findings that we have raised in light of their experience of being detained.
This report – and how you act on any identified areas for improvement – will feed
directly into our public reporting on the use of the Act and to our monitoring of your
compliance with the Health and Social Care Act 2008. However, even though we do
not publish this report, it would not be exempt under the Freedom of Information Act
2000 and may be made available upon request.

Our monitoring framework
We looked at the following parts of our monitoring framework for the MHA:
Domain 1
Assessment and
application for detention

Domain 2
Detention in hospital

Domain 3
Supervised community
treatment and discharge from
detention

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Patients admitted from
the community (civil
powers)

Admission to the ward

Discharge from hospital,
CTO conditions and info
about rights

Patients subject to
criminal proceedings

Tribunals and hearings

Consent to treatment

Patients detained
when already in
hospital

Leave of absence

Review, recall to hospital
and discharge

People detained using
police powers

Transfers
Control and security
Consent to treatment
General healthcare
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Findings and areas for your action statement
Overall findings
Introduction:
St. Brelades specialises in the assessment and treatment of male patients with
mental health problems, particularly dementia. The ward re-opened in October 2013
having been closed for some months for refurbishment. This was part of significant
changes within older people’s mental health services in East Dorset which saw
services provided on the Kings Park hospital site transferred to Alderney hospital.
The original plan was for a five bed intensive care unit, Jethou, with a further 10
beds on St Brelades. However, it was not possible to recruit sufficient staff to open
Jethou. As a result, St Brelades has 15 beds and on the day of the visit 12 beds
were occupied. Two patients were on leave, one to a general hospital and one was
on section 17 leave to a nursing home. There was one vacancy. Of the 14 patients
allocated to the ward, 10 were detained under the Mental Health Act and a further
two were subject to Deprivation of Liberty safeguards.
As part of the refurbishment, a conservatory has been added but this was not in use
on the day of the visit because of a water leak. There is a garden which patients are
able to access under supervision. Patients are able to smoke in the garden.
Ten staff were on duty during our visit. There was a clinical team leader, two
registered nurses and seven mental health support workers. In addition, there were
two student nurses from Bournemouth University. The Consultant Psychiatrist who
acts as the responsible clinician was on the ward for most of our visit. A number of
the patients were on ‘one to one’ support. There was information on noticeboards
for patients and for carers, including detailed information in the entrance area.
How we completed this review:
We spent seven hours on the ward and had a tour of the building. We met with five
patients and examined their records. We also examined the records of a further two
patients. We met with four carers who were visiting the ward.
We met with the clinical team leader, mental health support workers, staff nurses,
an occupational therapist, the activities co-ordinator and a student nurse.
What people told us:
One patient told us that “the staff are alright, very helpful”. The four carers we spoke
to were all very positive about the service their relatives were receiving. One of the
carers said, “I think that the service is first class”. Another said, “the ward is
exceptional and spotlessly clean” whilst a further carer said, “staff are lovely and
welcoming”. All the carers said that they felt safe on the ward.
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The staff we spoke to said that St Brelades was a better environment than Meyrick
ward at Kings Park hospital which is where this service was provided prior to the
move to Alderney Hospital. Staff told us about training opportunities within the trust.
All staff said that they were up to date with mandatory training including
safeguarding.
We were told that the Jethou unit is not open because of difficulties in recruiting staff
nurses. As a result, all 15 beds were managed as part of St. Brelades ward which
has some advantages because of the additional space available. We were also told
of plans to have a ‘barber’ session on the ward to assist with men’s grooming.
As part of the revised in-patient arrangements in East Dorset an intermediate care
service for dementia has been introduced. We were told that this service is making a
positive contribution and that people are being supported to remain in their own
homes for longer.
Past actions identified:
Previously this ward was Meyrick ward at Kings Park hospital, which we visited in
January 2013. During that visit, we identified concerns around care plans and whilst
some progress has been made, more work is needed and this is addressed
elsewhere in this report. We also identified issues relating to risk assessments and
no concerns were noted on this visit. Capacity and consent was also raised during
the last visit. Good progress has been made with this and there was evidence within
the electronic records of capacity and consent issues being regularly considered.
There were other issues relating to the lack of activities on Meyrick ward. Activities
were evident during this visit. The only other area of concern relates to the
involvement of independent mental health act advocates (IMHA). This is still an area
of concern and is dealt with elsewhere in this report.

Domain areas
Purpose, respect, participation and least restriction:
Most of the patients on the ward lacked capacity and this can present some
problems when it comes to their involvement in care planning. However, it was
evident that carers are involved in the care planning process. A significant number
of patients were ready for discharge to a nursing home environment. Some of the
care plans were not up to date.
There was evidence of attempts to minimise restrictions on a patient’s liberty
through efforts being made to return a patient to his family home.
Admission to the ward:
There is a system in place to scrutinise Mental Health Act documents. The system
had picked up some errors and as a result, the documentation had been amended.
There was an approved mental health professional report for all of the seven
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records that we examined. We did not identify any nearest relative issues. There
appeared to be limited involvement of IMHAs.
Tribunals and hearings:
There was limited use of tribunals and we only saw one example of a patient being
referred to a tribunal. The carers we spoke to were not always aware of tribunals.
They were positive about the arrangements in place for their relatives and had no
wish for them to be discharged.
Leave of absence:
All of the detained patients had been granted section 17 leave to attend a general
hospital should their health deteriorate.
Transfers:
This was a major concern as there were patients who were ready for discharge. The
patients could not be discharged because of the difficulties in agreeing section 117
funding and the lack of suitable specialist nursing home facilities within the area.
Control and security:
This domain was not reviewed.
Consent to treatment:
All treatment was being given under an appropriate legal authority and patient
capacity and consent was always ascertained. Appropriate arrangements were in
place for second opinion appointed doctors (SOAD) to visit and interview patients.
There was evidence of the statutory consultees recording their discussion with the
SOAD on the electronic record and of the responsible clinician informing the patient
of the outcome of the visit.
General healthcare:
Patients are given a medical examination on admission and any healthcare needs
are dealt with by the responsible clinician and the other medical staff on the ward.
One of the detained patients had some general healthcare needs and had been
admitted to a general hospital the day before our visit.
Other areas:
We observed staff/patient interaction and staff were treating patients in a way which
afforded dignity and respect to the patients. Some of the patients were very
challenging. We were able to observe the very careful way staff engaged with
patients in a calm and compassionate way.
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Section 120B of the Act allows CQC to require providers to produce a statement of
the actions that they will take as a result of a monitoring visit. Your action statement
should include the areas set out below, and reach us by the date specified on page 1
of this report.
Domain 2

MHA section:

Purpose, Respect, Participation, Least Restriction

CoP Ref: Chapter 1

We found:
Whilst some good progress has been made with care planning , particularly around
discharge planning, further work is required as some of the care plans we examined
were not always up to date.
Your action statement should address:
How to the trust will ensure that care plans are up to date.

Domain 2

MHA section: 117

Discharge from hospital, CTO conditions and rights

CoP Ref:

We found:
That there were a number of patients on the ward who were awaiting placement in a
specialist nursing home. We were told that there were problems in getting funding
secured for some patients who are subject to the provisions of section 117. We
were told that there was a shortage of specialist nursing homes in the community to
meet the needs of some patients.
Your action statement should address:
How, in conjunction with partner agencies, the trust will ensure that all patients are
safely discharged in a timely manner to suitable placements.
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Domain 2

MHA section: 130D

Admission to the ward

CoP Ref:

We found:
That there was limited involvement from the IMHA service given that so many of the
patients lacked capacity.
Your action statement should address:
How the trust will ensure that all patients have access to an IMHA.
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Mental Health Act 1983 monitoring visit
Provider:

Dorset Healthcare NHS University Foundation Trust

Nominated Individual:

Fiona Haughey

Region:

South

Location name:

Alderney Hospital

Location address:

Ringwood Road, Poole

Ward(s) visited:

Corbiere

Ward type(s):

Old age psychiatry

Type of visit:

Unannounced

Visit date:

4 March 2014

Visit reference:

31001

Date of issue:

09 May 2014

Date Provider Action
Statement to be
returned to CQC:

02 June 2014

What is a Mental Health Act monitoring visit?
By law, the Care Quality Commission (CQC) is required to monitor the use of the
Mental Health Act 1983 (MHA) to provide a safeguard for individual patients whose
rights are restricted under the Act. We do this by looking across the whole patient
pathway experience from admission to discharge – whether patients have their
treatment in the community under a supervised treatment order or are detained in
hospital.
Mental Health Act Commissioners do this on behalf of CQC, by interviewing detained
patients or those who have their rights restricted under the Act and discussing their
experience. They also talk to relatives, carers, staff, advocates and managers, and
they review records and documents.
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This report sets out the findings from a visit to monitor the use of the Mental Health
Act at the location named above. It is not a public report, but you may use it as the
basis for an action statement, to set out how you will make any improvements
needed to ensure compliance with the Act and its Code of Practice. You should
involve patients as appropriate in developing and monitoring the actions that you will
take and, in particular, you should inform patients of what you are doing to address
any findings that we have raised in light of their experience of being detained.
This report – and how you act on any identified areas for improvement – will feed
directly into our public reporting on the use of the Act and to our monitoring of your
compliance with the Health and Social Care Act 2008. However, even though we do
not publish this report, it would not be exempt under the Freedom of Information Act
2000 and may be made available upon request.

Our monitoring framework
We looked at the following parts of our monitoring framework for the MHA:
Domain 1
Assessment and
application for detention

Domain 2
Detention in hospital

Domain 3
Supervised community
treatment and discharge from
detention

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Patients admitted from
the community (civil
powers)

Admission to the ward

Discharge from hospital,
CTO conditions and info
about rights

Patients subject to
criminal proceedings

Tribunals and hearings

Consent to treatment

Patients detained
when already in
hospital

Leave of absence

Review, recall to hospital
and discharge

People detained using
police powers

Transfers
Control and security
Consent to treatment
General healthcare
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Findings and areas for your action statement
Overall findings
Introduction:
Corbiere ward is a small intensive care unit for female patients and is attached to
Herm ward. The ward re-opened in January 2014, having been closed for some
months for refurbishment. This was part of significant changes in East Dorset which
saw services provided on the Kings Park hospital site transferred to Alderney
Hospital. As part of the refurbishment, a conservatory has been added. There is a
garden area, which patients can access under supervision.
Corbiere has five beds and on the day of the visit, there were three patients. Two of
the patients were detained and the third was an informal patient whose section had
been discharged following a mental health review tribunal. That patient left the ward
during the visit as she was moving to a nursing home.
There were four staff on duty with one qualified nurse and three mental health
support workers. During the visit, the qualified member of staff left the ward to
accompany a patient to St. Ann’s hospital. Cover was provided by a qualified nurse
from Herm ward. The ward manager was on leave so the ward manager from Herm
was covering both wards.
How we completed this review:
We spent six hours on the ward and had a tour of the building. We interviewed two
patients, observed the third patient and examined the records of all three. In addition
to meeting the ward manager, we talked to nurses, mental health support workers,
an occupational therapist, and the therapies manager. We also talked briefly with
the contract cleaning supervisor.
What people told us:
Patients told us that they felt safe on the ward. The patients said the “nurses were
nice, very kind” and “the food is very good”. We were told that patients are
sometimes taken off the ward to the canteen for coffee and cake.
The staff we spoke to made positive comments about the ward following the
refurbishment. Staff said that they were well supported and they felt valued. A range
of training opportunities were available. All staff said that they were up to date with
mandatory training including safeguarding training.
Past actions identified:
When we last visited the female intensive care unit we identified some problems
with nearest relative issues and capacity and consent. There were no issues relating
to nearest relatives or to capacity and consent on this visit.
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Domain areas
Purpose, respect, participation and least restriction:
There were care plans in place for all three patients but it was agreed with the ward
manager that two were either not up to date or inaccurate. However there was
evidence of the patient involvement where patient’s had the capacity to contribute to
their care plan.
Admission to the ward:
There is a system in place to scrutinise the legal documentation, which was all in
good order. Approved Mental Health Professional reports were available for all of
the patients. There was limited contact with the Independent Mental Health Act
Advocacy (IMHA) service. An IMHA was involved but the recording of the
involvement was limited. Both these issues are dealt with elsewhere in this report.
Tribunals and hearings:
One patient had taken the opportunity to apply for a mental health review tribunal.
Leave of absence:
Patients had been granted leave and the documentation was examined and was
found to be in good order.
Transfers:
This domain was not reviewed
Control and security:
This domain was not reviewed
Consent to treatment:
All treatment was given under an appropriate legal authority and patient capacity
and consent was always ascertained. Appropriate arrangements are in place for
second opinion appointed doctors (SOAD) to visit and interview patients. There was
evidence of the statutory consultees recording their discussion with the SOAD on
the electronic record and of the responsible clinician informing the patient of the
outcome of the visit.
General healthcare:
Patients are given a medical examination on admission and any healthcare needs
are dealt with by the responsible clinician and the other medical staff on the ward.
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Other areas:
We observed good patient/staff interaction particularly when dealing with some
challenging behaviour.
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Section 120B of the Act allows CQC to require providers to produce a statement of
the actions that they will take as a result of a monitoring visit. Your action statement
should include the areas set out below, and reach us by the date specified on page 1
of this report.
Domain 2

MHA section:

Purpose, Respect, Participation, Least Restriction

CoP Ref: Chapter 1

We found:
That not all of the care plans were up to date. It was not clear if patients had had a
copy of their care plan.
Your action statement should address:
How the trust will ensure that all care plans are up to date and that patients are
given a copy of their care plan. There was evidence of patient involvement where
the patient had capacity.

Domain 2

MHA section: 130D

Admission to the ward

CoP Ref:

We found:
That there was a lack of clarity about the involvement of IMHAs. There was
reference in some records to an IMHA but no detail as to their involvement or even
as to whether or not they had seen the patient.
Your action statement should address:
How the trust will ensure that IMHAs are fully involved and that this involvement is
recorded within the electronic record.
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During our visit, patients raised specific issues regarding their care, treatment and
human rights. These issues are noted below for your action, and you should address
them in your action statement.

Individual issues raised by patients that are not reported above:
Patient reference:

A

Issue:
With one patient there was a difference of opinion between the hospital and the
patients’ relatives as to what was the most suitable placement for her. The family
were very keen for the patient to return home whilst the hospital did not feel that this
would be appropriate. A best interest meeting had been held on 5 November 2013.
The plan was for the two options to be considered and for a further meeting to be
held. Some four months after this meeting there appears to be no progress although
we were told that a worker from the local authority has enquired about booking a
room at the hospital for a meeting.
In the meantime, this patient is being kept on a ward when she could be placed in a
environment that was not so restrictive. This patient would benefit from an IMHA
and there was reference within the record to an IMHA some months ago. The ward
manager was asked to follow this up. The trust were asked for an urgent report to
be submitted on this patient by 18 March. In addition, an approach has been made
to the local authority for some details on their involvement.
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Mental Health Act 1983 monitoring visit
Provider:

Dorset Healthcare University NHS Foundation Trust

Nominated Individual:

Fiona Haughey

Region:

South

Location name:

Forston Clinic

Location address:

Herrison Road, Charminster, Dorchester, DT2 9TB

Ward(s) visited:

Melstock

Ward type(s):

Old age psychiatry

Type of visit:

Unannounced

Visit date:

30 May 2014

Visit reference:

31624

Date of issue:

24 July 2014

Date Provider Action
Statement to be
returned to CQC:

11 July 2014

What is a Mental Health Act monitoring visit?
By law, the Care Quality Commission (CQC) is required to monitor the use of the
Mental Health Act 1983 (MHA) to provide a safeguard for individual patients whose
rights are restricted under the Act. We do this by looking across the whole patient
pathway experience from admission to discharge – whether patients have their
treatment in the community under a supervised treatment order or are detained in
hospital.
Mental Health Act Commissioners do this on behalf of CQC, by interviewing detained
patients or those who have their rights restricted under the Act and discussing their
experience. They also talk to relatives, carers, staff, advocates and managers, and
they review records and documents.
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This report sets out the findings from a visit to monitor the use of the Mental Health
Act at the location named above. It is not a public report, but you may use it as the
basis for an action statement, to set out how you will make any improvements
needed to ensure compliance with the Act and its Code of Practice. You should
involve patients as appropriate in developing and monitoring the actions that you will
take and, in particular, you should inform patients of what you are doing to address
any findings that we have raised in light of their experience of being detained.
This report – and how you act on any identified areas for improvement – will feed
directly into our public reporting on the use of the Act and to our monitoring of your
compliance with the Health and Social Care Act 2008. However, even though we do
not publish this report, it would not be exempt under the Freedom of Information Act
2000 and may be made available upon request.

Our monitoring framework
We looked at the following parts of our monitoring framework for the MHA:
Domain 1
Assessment and
application for detention

Domain 2
Detention in hospital

Domain 3
Supervised community
treatment and discharge from
detention

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Patients admitted from
the community (civil
powers)

Admission to the ward

Discharge from hospital,
CTO conditions and info
about rights

Patients subject to
criminal proceedings

Tribunals and hearings

Consent to treatment

Patients detained
when already in
hospital

Leave of absence

Review, recall to hospital
and discharge

People detained using
police powers

Transfers
Control and security
Consent to treatment
General healthcare
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Findings and areas for your action statement
Overall findings
Introduction:
This was an unannounced visit to Melstock which we last visited in May 2012.
Melstock had 12 beds and provided a service to older people with a functional
illness. On the day of the visit, there were 11 patients on the ward. Five of the
patients were detained in accordance with the Mental Health Act (MHA). There was
a further patient who was subject to Deprivation of Liberty Safeguards (DOLS).
The ward was going through a period of change and a new manager had recently
been appointed. On the day of the visit there were two qualified staff on duty and
two support workers. In addition there was a clinical team leader and a ward
manager. There was an advanced practitioner, who worked part time on the ward.
This person also worked in the local mental health team for older people so this
helped the transfer of patients and liaison between the two services. There were
some difficulties in recruiting band five staff and there are currently three vacancies.
All rooms have en-suite facilities. There was an atrium which was light and airy and
was the focal point of the building. Patients sat in the atrium. A range of activities
were provided and there were specific occupational therapy staff on the ward. This
service had been available from Monday to Friday but a Saturday service had
recently been introduced. There was an outside garden area.
During our visit two patients had electro-convulsive therapy (ECT) in the ECT suite
in the main building. Some of the patients had been involved in episodes of
deliberate self-harm prior their admission
How we completed this review:
We spent seven hours on the ward and had a tour of the ward. We talked to six
patients and to some carers who were visiting. We looked at the records of five
patients, three of whom were detained. Any issues identified during the record
check were discussed with the ward manager to ensure that the view that we had
come to was correct.
We talked to the independent mental health advocate (IMHA) who was involved with
a number of patients on the ward. We looked at the various notice boards around
the ward and also at the patient information pack.
What people told us:
The patients made a number of comments about the ward and the service they
were receiving. Some were very positive and one patient told us that the “service

MHA Report Template Detention in hospital V4.1

3

provided was second to none”. However, some patients were unhappy with the
service that they were receiving. There were suggestions that the ward lacked focus
and that not enough was being done to work directly with the patients. There were
some patients who had unrealistic expectations about their future care
arrangements but we could find no evidence of discussions taking place with the
patients to discuss the options open to them.
Patients made mixed comments about the staff. One patient said “they have helped
me from the word go”. Views on the food varied. On patient said “the food was
excellent” whilst others were not so happy with what was available.
Patients told us they were able to access the activities provided by occupational
therapy and other staff. We were told that use was made of the vehicle allocated to
the ward to take the patients on outings and we were told of the trips that had taken
place the previous weekend.
We spoke to the carers of one patient. They were very complimentary about the
service being provided and described Melstock as “a superb unit”.
The staff we spoke to were positive about working on the ward. Staff told us they
were able to access training opportunities and they had undertaken safeguarding
training in relation to both children and adults.
Past actions identified:
Most of the areas of concern identified on our last visit were not identified as an
area of concern on this visit. However, there were issues around care planning at
the last visit and this had not been rectified.

Domain areas
Purpose, respect, participation and least restriction:
There was evidence of patients being treated in a respectful way .The availability of
rooms with en-suite facilities was positive and helped promote dignity on the ward.
Patient involvement in the care planning process was sometimes difficult to identify.
Care plans were not up to date and urgent detailed work was required to address
this. The same applied to risk assessments.
The case records sometimes contained inaccurate information and within one
patient record we noted the care plan for a different patient. There was a good
example with one patient where the principle of least restriction was actively being
promoted.
The door to the ward was not locked and patients were able to go outside if they
wanted to.
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Admission to the ward:
There was a system in place to scrutinise the legal documentation and reports from
the approved mental health professionals (AMHP) were available for all detained
patients. Patients appeared to be receiving their rights in accordance with section
132 of the MHA but there was a lack of clarity with one particular patient which was
dealt with elsewhere in this report. There was an issue about the use of section 5(4)
and the trust has been asked to submit a separate report about this situation.
IMHA services were available and there was evidence of IMHAs being involved with
a number of patients. There were significant delays in arranging the appointment of
an acting nearest relative.
Tribunals and hearings:
Patients were accessing tribunals and we could see that one particular firm of
solicitors was involved with two of the patients we saw.
Leave of absence:
Patients had been granted leave and this was being used. One particular patient
who was presenting some challenges was offered a walk in the local area during
our visit.
Transfers:
This domain was not considered.
Control and security:
This domain was not considered.
Consent to treatment:
There was evidence of capacity and consent issues being considered. Consent to
treatment issues were being considered and dealt with appropriately.
General healthcare:
There was medical cover from a speciality doctor on the ward. In addition, the
advanced practitioner was involved to assist patients with general healthcare issues.
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Section 120B of the Act allows CQC to require providers to produce a statement of
the actions that they will take as a result of a monitoring visit. Your action statement
should include the areas set out below, and reach us by the date specified on page 1
of this report.
Domain 2

MHA section:

Consent to treatment

CoP Ref: Chapter 1

We found:
That care plans were lacking and not up to date. With one patient, who had been
discharged, there was no reference to the discharge arrangements within the care
plan. Generally, the care plans failed to indicate what action should be taken to deal
with identified risks. Some patients had unrealistic ideas in relation to future care
arrangements. It appeared that little direct work had taken place with these patients,
which caused the patients and others some frustration.
Your action statement should address:
How the trust intends to ensure that all care plans are up to date and that where
there is a difference of opinion as to what should happen to that patient, that the
issue is addressed.

Domain 2

MHA section:

Purpose, Respect, Participation, Least Restriction

CoP Ref: Chapter 1

We found:
That risk assessments were not up to date. There were some that had been
reviewed but the review was limited. With another risk assessment a review date
had been identified but no action had been taken to review the risk.

Your action statement should address:
How the trust intends to ensure all risk assessments are up to date and that risk
assessments are reviewed.
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Domain 2

MHA section: 132

Admission to the ward

CoP Ref:

We found:
That most patients received their rights in accordance with section 132. However,
with one patient an attempt was made to give the patient their rights on 11
December 2013 but this was not successful. The next day a further attempt was
made which was deemed to be successful. However, three days later another
attempt was made and this time it was deemed that the attempt was not successful.
Since then no further attempts have been made.

Your action statement should address:
How the trust intends to ensure that the requirements of section 132 are complied
with.

Domain 1

MHA section: 132

Admission to the ward

CoP Ref:

We found:
That one patient had been given a leaflet detailing rights. This leaflet was given
when the patient was at another unit. The written information on the leaflet did not
give the correct title for the ward and made a reference to a different hospital.
Your action statement should address:
How the trust intends to ensure that the information given to patients is accurate.
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During our visit, patients raised specific issues regarding their care, treatment and
human rights. These issues are noted below for your action, and you should address
them in your action statement.

Individual issues raised by patients that are not reported above:
Patient reference:

A

Issue:
Patient A was detained in December 2013. At the time of his detention it was noted
that his wife, who was the nearest relative, was unable to undertake nearest relative
duties because of her mental health problems. Since then no acting nearest relative
has been appointed. Could the trust please explain why no acting nearest relative
has been appointed.

MHA Report Template Detention in hospital V4.1

8

Information for the reader
Document purpose

Mental Health Act monitoring visit report

Author

Care Quality Commission

Audience

Providers

Copyright

Copyright © (2013) Care Quality Commission
(CQC). This publication may be reproduced
in whole or in part, free of charge, in any
format or medium provided that it is not used
for commercial gain. This consent is subject
to the material being reproduced accurately
and on proviso that it is not used in a
derogatory manner or misleading context.
The material should be acknowledged as
CQC copyright, with the title and date of
publication of the document specified.

Contact details for the Care Quality Commission
Website:

www.cqc.org.uk

Telephone:

03000 616161

Email:

enquiries@cqc.org.uk

Postal address:

Care Quality Commission
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA

MHA Report Template Detention in hospital V4.1

9

Mental Health Act 1983 monitoring visit
Provider:

Dorset Healthcare University NHS Foundation Trust

Nominated Individual:

Fiona Haughey

Region:

South

Location name:

30 Maiden Castle

Location address:

30 Maiden Castle Road, Dorchester, DT1 2ER

Ward(s) visited:

Glendenning

Ward type(s):

Rehabilitation

Type of visit:

Unannounced

Visit date:

30 June 2014

Visit reference:

32068

Date of issue:

14 July 2014

Date Provider Action
Statement to be
returned to CQC:

01 August 2014

What is a Mental Health Act monitoring visit?
By law, the Care Quality Commission (CQC) is required to monitor the use of the
Mental Health Act 1983 (MHA) to provide a safeguard for individual patients whose
rights are restricted under the Act. We do this by looking across the whole patient
pathway experience from admission to discharge – whether patients have their
treatment in the community under a supervised treatment order or are detained in
hospital.
Mental Health Act Commissioners do this on behalf of CQC, by interviewing detained
patients or those who have their rights restricted under the Act and discussing their
experience. They also talk to relatives, carers, staff, advocates and managers, and
they review records and documents.
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This report sets out the findings from a visit to monitor the use of the Mental Health
Act at the location named above. It is not a public report, but you may use it as the
basis for an action statement, to set out how you will make any improvements
needed to ensure compliance with the Act and its Code of Practice. You should
involve patients as appropriate in developing and monitoring the actions that you will
take and, in particular, you should inform patients of what you are doing to address
any findings that we have raised in light of their experience of being detained.
This report – and how you act on any identified areas for improvement – will feed
directly into our public reporting on the use of the Act and to our monitoring of your
compliance with the Health and Social Care Act 2008. However, even though we do
not publish this report, it would not be exempt under the Freedom of Information Act
2000 and may be made available upon request.

Our monitoring framework
We looked at the following parts of our monitoring framework for the MHA:
Domain 1
Assessment and
application for detention

Domain 2
Detention in hospital

Domain 3
Supervised community
treatment and discharge from
detention

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Patients admitted from
the community (civil
powers)

Admission to the ward

Discharge from hospital,
CTO conditions and info
about rights

Patients subject to
criminal proceedings

Tribunals and hearings

Consent to treatment

Patients detained
when already in
hospital

Leave of absence

Review, recall to hospital
and discharge

People detained using
police powers

Transfers
Control and security
Consent to treatment
General healthcare
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Findings and areas for your action statement
Overall findings
Introduction:
This was an unannounced visit to the Glendenning Unit at 30 Maiden Castle. We
had previously visited the unit in April 2013.
Significant changes were underway at Glendenning as the manager, who had been
in post for a number of years, has been seconded to a post in a community service.
Arrangements have been made for other staff to cover for the manager.
The Glendenning Unit provided inpatient mental health rehabilitation services for
people with a history of severe mental illness, who often, despite extensive
community interventions, were experiencing repeated relapses and acute
admissions.
There were nine beds on the unit and all were full. Of the nine patients, six were
detained in accordance with the provisions of the 1983 Mental Health Act (the Act).
The number of detained patients at Glendenning has increased in recent years, and
this could be linked to some of the changes in services in the west of Dorset.
Glendenning was not designed as a rehabilitation service but positive steps have
been taken to make the environment as homely as possible. Within the unit, there
was a physical activities room for patient use, which included gym equipment. There
was a pleasant outside area, which included a summerhouse, which patients used
on the day of the visit and a table tennis table.
There were three staff allocated to the unit when we arrived, one of whom , the
mental health support worker, was out with a patient. The other two were a band
five nurse and a ward clerk, trained to assist with patient care. Later, after the shift
changeover, there were only two members of staff on duty, a band 5 nurse and a
mental health support worker.
There was a wide variety of notices and leaflets available throughout the unit, which
appeared useful and informative. There was a weekly community meeting and we
were able to see the notes of these meetings.
There was an occupational therapist attached to the unit who was away on the day
of the visit. Use was made of community groups and leisure activities. An art
therapist visited weekly. Service users prepared their own meals and did their own
washing.
There were regular monthly basic health checks carried out in the unit. All patients
were registered with a local general practitioner for their general health needs.
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How we completed this review:
We visited the unit on 30 June 2104. We had a tour of the building and met with two
band 5 staff nurses, the ward clerk, and a mental health support worker. We also
spoke to a member of the Assertive Outreach team, who was visiting the unit.
We had a discussion with the independent mental health act advocate (IMHA) who
was in contact with Glendenning.
We talked to five patients, three of whom were detained. One of the patients was
well known to us as the patient has been on a number of units in west Dorset. We
examined the documentation for all five patients. We looked at a sample of
medication and found that it was within date.
Following the visit, we had a telephone discussion with the service manager. We
talked to him about our findings and in particular, about issues we had identified that
needed to be addressed.
What people told us:
In the main, patients spoke positively about the staff and the service. One patient
said, “Maiden Castle has helped me a lot. If I hadn’t come here, I would have been
dead”. Another patient was positive about the staff and said, “the staff are very
friendly and bend over backwards to help me”.
We spoke to an IMHA who was involved with patients from Glendenning from time
to time. He spoke positively about the Glendenning unit and discussed some of the
issues that patients had raised. A particular concern was around disability living
allowance which is referred to later in this report.
Some patients thought that there could be more activities and one said, “I am bored
during the day”. We observed during our visit that activities were non-existent and
patients were sat around with nothing to do. The occupational therapist was away
on the day of our visit and there did not appear to be any alternative activities on
offer. This may well be linked to the fact that there were only two staff on duty. All of
the patients we spoke to said they felt safe on the unit.
The staff we spoke to were, broadly speaking, positive about working on
Glendenning. However, the departure of the manager coupled with the possible
introduction of new rosters has had an unsettling effect. Staff told us that they were
up to date with training. They expressed concern about the staffing levels, as the
service user group has changed in recent times. One member of staff said that the
team at Glendenning was “a brilliant team”. Staff said they felt safe on the unit.
We were told that there were good links with the Assertive Outreach Team and we
talked to a member of the team who was visiting the unit. There were also good
links with some of the housing providers in the west Dorset area.
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Past actions identified:
At the last visit, concerns were expressed around capacity and consent and similar
issues were identified on this visit, which will be addressed later in this report.

Domain areas
Purpose, respect, participation and least restriction:
From talking to patients, it would appear that they were treated with respect and we
observed this from patient/staff interaction. Patients participated in the care planning
process and all patients knew what their long-term plan was. Care plans were up to
date as were risk assessments.
Admission to the ward:
The legal documentation was in good order and we did not identify any nearest
relative issues. There was detailed information about the Act and the IMHA service.
Patients told us that they were aware of their rights.
Tribunals and hearings:
Some of the patients we spoke to had accessed tribunals and had benefitted from
legal input.
Leave of absence:
Most patients were regularly accessing leave. We looked at the leave forms and
also the new leave risk assessment which is completed by the responsible clinician
when leave is granted.
One patient did not have unescorted leave because there were concerns about her
safety on the road. In order to assist this patient, a plan was put in place to enable
this person to develop road safety skills.
Transfers:
This domain was not reviewed.
Control and security:
This domain was not reviewed.
Consent to treatment:
There was an issue with one patient where capacity and consent issues had not
been considered prior to the start of treatment. There was evidence of visits by
second opinion appointed doctors (SOAD). The statutory consultees had recorded
their conversation with the SOAD in the notes but the responsible clinician had not
always discussed the outcome of the SOAD’s visit with the patient.
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General healthcare:
All patients were registered with a local general practitioner. There were regular
basic health checks undertaken each month for all patients.
Other areas:
There have been no serious incidents of late. A small number of incident forms were
completed for medication errors and for people who have been absent without
leave.
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Section 120B of the Act allows CQC to require providers to produce a statement of
the actions that they will take as a result of a monitoring visit. Your action statement
should include the areas set out below, and reach us by the date specified on page 1
of this report.
Domain 2

MHA section:

Purpose, Respect, Participation, Least Restriction

CoP Ref: Chapter 1

We found:
The patients’ were involved in the care planning process. However, a possible
problem was that there were not enough staff available to help patients with their
care plan, particularly in relation to accessing community services. Linked to this is
the lack of meaningful activity which we observed during the visit.
Your action statement should address:
How you intend to ensure that sufficient staff are available to assist patients’ access
to activities and community services. This should include how you intend to ensure
that staff are available to assist patients achieving outcomes identified in the care
plan.
Domain 2

MHA section: 130

Admission to the ward

CoP Ref: Chapter 1

We found:
That some patients on admission had been claiming disability living allowance
(DLA). Four weeks after admission the patient is required to notify the Department
for Work and Pensions (DWP) of their admission which results in the DLA being
stopped. This is the patient’s responsibility. There were cases where the patient has
not done this and as a result has accrued a debt to the DWP. Whilst it is recognised
that staff at Glendenning have made efforts to encourage the patients to inform the
DWP of their change in circumstances more needs to be done to ensure patients
are not left owing the DWP money. This is not necessarily an issue relating to
Glendenning. If a patient had spent more than four weeks on another unit then the
issue should have been dealt with at that on that unit.
Your action statement should address:
How you intend to ensure that a system is in place so that those patients who are on
DLA when they are admitted make the DWP aware of their change of
circumstances.
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Domain 2

MHA section:

Consent to treatment

CoP Ref: Chapter 23

We found:
That the requirements of the code of practice relating to capacity/consent had not
been followed with one patient. The code of practice at paragraph 23.37 says:
“Although the Mental Health Act permits some medical treatment for mental disorder
to be given without consent the patient’s consent should still be sought wherever
practicable. The patient’s consent or refusal should be recorded in their notes , as
should the treating clinician’s assessment of the patient’s capacity to consent”.
Your action statement should address:
How the trust intends to ensure that the requirements of the code of practice in
relation to capacity and consent are followed.
Domain 2

MHA section:

Consent to treatment

CoP Ref: Chapter 24

We found:
That the responsible clinician had not always made the patient aware of the
outcome of the SOAD visit. The code of practice at paragraph 24.62 says:
“It is the personal responsibility of the clinician in charge of treatment to
communicate the results of the SOAD visit to the patient”
Your action statement should address:
How the trust intends to ensure that the requirements of the code of practice are
followed.
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Mental Health Act 1983 monitoring visit
Provider:

Dorset Healthcare University NHS Foundation Trust

Nominated Individual:

Fiona Haughey

Region:

South

Location name:

St. Ann's Hospital,

Location address:

Haven Road, Canford Cliffs, Poole BH13 7LN

Ward(s) visited:

Kimmeridge Court

Ward type(s):

Specialist eating disorder

Type of visit:

Unannounced

Visit date:

1 July 2014

Visit reference:

32087

Date of issue:

21 August 2014

Date Provider Action
Statement to be
returned to CQC:

10 September 2014

What is a Mental Health Act monitoring visit?
By law, the Care Quality Commission (CQC) is required to monitor the use of the
Mental Health Act 1983 (MHA) to provide a safeguard for individual patients whose
rights are restricted under the Act. We do this by looking across the whole patient
pathway experience from admission to discharge – whether patients have their
treatment in the community under a supervised treatment order or are detained in
hospital.
Mental Health Act Commissioners do this on behalf of CQC, by interviewing detained
patients or those who have their rights restricted under the Act and discussing their
experience. They also talk to relatives, carers, staff, advocates and managers, and
they review records and documents.
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This report sets out the findings from a visit to monitor the use of the Mental Health
Act at the location named above. It is not a public report, but you may use it as the
basis for an action statement, to set out how you will make any improvements
needed to ensure compliance with the Act and its Code of Practice. You should
involve patients as appropriate in developing and monitoring the actions that you will
take and, in particular, you should inform patients of what you are doing to address
any findings that we have raised in light of their experience of being detained.
This report – and how you act on any identified areas for improvement – will feed
directly into our public reporting on the use of the Act and to our monitoring of your
compliance with the Health and Social Care Act 2008. However, even though we do
not publish this report, it would not be exempt under the Freedom of Information Act
2000 and may be made available upon request.

Our monitoring framework
We looked at the following parts of our monitoring framework for the MHA:
Domain 1
Assessment and
application for detention

Domain 2
Detention in hospital

Domain 3
Supervised community
treatment and discharge from
detention

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Purpose, respect,
participation and least
restriction

Patients admitted from
the community (civil
powers)

Admission to the ward

Discharge from hospital,
CTO conditions and info
about rights

Patients subject to
criminal proceedings

Tribunals and hearings

Consent to treatment

Patients detained
when already in
hospital

Leave of absence

Review, recall to hospital
and discharge

People detained using
police powers

Transfers
Control and security
Consent to treatment
General healthcare
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Findings and areas for your action statement
Overall findings
Introduction:
This was an unannounced visit to Kimmeridge Court, which is a specialist service for
people with an eating disorder. The service was designed to help individuals and
their families overcome different types of eating disorder, including anorexia and
bulimia nervosa, and atypical versions of these disorders.
Kimmeridge Court was part of a service which included day care and community
intervention. Treatment was provided on a 1:1 basis, in groups, and to families,
linked to the needs of the patient. Available therapies included cognitive behaviour
therapy, motivational interviewing, interpersonal therapy, body image and selfesteem therapies.
There were six beds on the unit and all were full. Four of the patients were from
Dorset and two from Hampshire. Of the six patients, two were detained. There were
five females and one male patient.
There were a number of staff on duty. Usually there were two staff but on the day of
the visit, there was an additional member of staff who was providing 1:1 support to
one of the detained patients, as well as a student nurse. A ward clerk was also on
duty and this person was able to assist with patient care.
Both the ward manager and the deputy ward manager were on duty.
Across the service, there were two occupational therapists (OT) who provided
regular input to the ward. OTs provided a range of interventions, including home
assessments, individual work with patients and activities. There was a therapy
programme in place which operated over a six-week period and was a rolling
programme. There were regular 1:1 sessions between the patients and staff which
could be seen on the electronic record. A family therapist spent a day a week on the
ward.
Great emphasis was placed on supporting carers. We were given a very useful
‘Carers booklet’, which contained a great deal of helpful information. There was a
carers group which was held monthly
There were good links with the Poole Citizens Advice Bureau who, if requested,
visited the patients to assist with welfare benefits and other issues.
The use of the Mental Health Act (the Act) was limited but was used when patients
were “in crisis”. The average length of stay was three months. Most patients
returned home and received support from the community service
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How we completed this review:
We interviewed the two detained patients and the carer of one of these. We met
with the ward manager and deputy, and we had a tour of the building. We met the
staff on duty and spoke to the ward clerk, who also operated as a mental health
support worker, an occupational therapist and a student nurse. We also spoke to the
Independent Mental Health Advocate (IMHA).
We looked in the medication cupboard and did a random check on medication
packs to ensure that it was within date, which it was. We examined the records of
the two detained patient and an informal patient.
What people told us:
Both detained patients were very clear that they did not want to be detained. One of
them had applied for a tribunal and had engaged one of the local specialist solicitors
to assist with this. One of the patients commented “staff are good”. Both patients
told us that there was a care plan in place, which they had been involved in
developing, and they each had a copy. The patients talked about the activities on
the unit and about the leave arrangements, which provided them with an opportunity
to have some time off the ward.
The staff we interviewed spoke positively about working at Kimmeridge Court. They
felt supported, valued, and safe on the ward. There appeared to be a positive
atmosphere and one of the staff told us that “the team were really supportive”. We
were told about training opportunities and we were shown the training spreadsheet,
which detailed the training that staff had undertaken, and future planned training.
The student nurse we spoke with had only just started her four-week placement.
She said that she had a good induction to the ward and felt supported by her
mentor. She told us that the University had provided information about safeguarding
as part of the placement preparation.
The IMHA told us that one of the detained patients had been referred to him. When
he visited the ward, staff made him feel welcome and facilitated his interview with
the patient.
Past actions identified:
This was the first visit to Kimmeridge Court for some years, as the ward does not
take detained patients that often.

Domain areas
Purpose, respect, participation and least restriction:
The Eating Disorder Service was a very specialised service and we noted the
emphasis on including the patient in the development of their care plan. We
observed patients being treated by staff with respect. Care plans were up to date
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but the same cannot be said for risk assessments, which was a matter of concern
given some of the high risks associated with people with eating disorders.
Admission to the ward:
The legal documentation was in good order. The two patients and the carer we
spoke with had been made aware of their rights. We noted that earlier in the year, a
patient had been detained on a section 5(2). No assessment appeared to have been
undertaken and this is dealt with later in this report.
There were five female patients and one male. The male patient was
accommodated in a room adjacent to the female patients. As there were no en-suite
facilities, the single sex accommodation guidelines did not appear to be being met.
Tribunals and hearings:
Information about tribunals and patient rights was evident on the ward. One patient
had accessed this and applied for a tribunal.
Leave of absence:
Both detained patients had leave. When leave was granted, a leave risk
assessment had been carried out.
Transfers:
This domain was not reviewed.
Control and security:
This domain was not reviewed
Consent to treatment:
There were no issues identified in relation to the consent to treatment requirement.
The responsible clinician regularly considered capacity and consent issues.
General healthcare:
General healthcare is provided by medical staff on the ward. We were told that there
were excellent links with Poole general hospital who were very supportive.
Other areas:
The staff team, and in particular the ward manager and deputy, have worked
together for a long time and had extensive knowledge of eating disorders. They
were clearly committed to helping their patients and the carers.
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Section 120B of the Act allows CQC to require providers to produce a statement of
the actions that they will take as a result of a monitoring visit. Your action statement
should include the areas set out below, and reach us by the date specified on page 1
of this report.
Domain 2

MHA section:

Purpose, Respect, Participation, Least Restriction

CoP Ref: Chapter 1

We found:
That patients were fully involved in the care planning process and the care plans
were up to date. However the same cannot be said be said for risk assessments
which were not up to date and some had not been reviewed. The risk assessment
for the patient was dated January 2014. Since that time, the patient has been readmitted as an in-patient and detained under the Act but the risk assessment had
not been updated.
Your action statement should address:
How the trust intends to ensure that risk assessments are up to date for all patients.

Domain 2

MHA section:

Admission to the ward

CoP Ref: chapter 1

We found:
That the requirements of the single sex accommodation did not appear to be met.
There was a male patient adjacent to a room shared by two female patients and the
male needed to pass the female patients door to access the male toilet.
Your action statement should address:
How the trust intends to review the sleeping arrangements on Kimmeridge Court.
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Domain 2

MHA section: 5(2)

Consent to treatment

CoP Ref: 12.18

We found:
That one of the patients had been detained within the provisions of 5(2) in January
2014. However we did not find that any arrangements had been made for an
assessment. The Code of Practice (CoP) at paragraph 12.18 says:
“Arrangements for an assessment to consider an application should be put in place
as soon as the section 5(2) report is furnished to the managers”
Your action statement should address:
How the trust intends to ensure that the requirements of the CoP are followed.
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During our visit, no patients raised specific issues regarding their care, treatment and
human rights.
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Board Housekeeping
Part 1 Board Meeting 10th September 2014
Author

Andy Chittenden, Governance Adviser

Sponsoring Board Member

Mark Dobbs, Interim Trust Secretary

Purpose of Report

To confirm Board housekeeping arrangements regarding
a Code of Conduct for Directors.

Recommendation

The Board is asked to ratify the Code of Conduct for
Directors so that its use comes into force.

Engagement and Involvement

Board workshop 17 August 2014

Previous Committee/s Dates

N/A

Monitoring and Assurance Summary
 We will deliver high quality, safe patient care
 We will support staff to innovate and improve care
 We will work with partners to deliver joined up care
closer to home
 We will remain a high performing organisation
Any action required?
I confirm that I have considered each of
the implications of this report, on each
Yes
Yes
No
of the matters below, as indicated:
This report links to the
following Strategic
Objective(s)

Detail in report

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











Initials

AC

BOARD HOUSEKEEPING

PREAMBLE
The Trust’s regulatory framework requires the Board to comply with certain conventions.
Compliance provides confidence to regulators that the Trust is well-led, transparent in its dealings
and responsive to stakeholders.
The conventions which the Board adopts for each Director include the following:
Convention
Disclosure and barring service checks:
Memo of understanding between Chair & CEO:
Code of conduct for Directors:
Determination of independence of NEDs:
‘Fit and proper persons’ test1 declarations:
Register of directors’ interests:

Detail
Undertaken on joining the Trust.
Signed in August 14 and shared with Board.
Contained in this paper.
Planned for October Board.
Planned for October Board.
Planned for October Board.

Similarly, members of the Council of Governors will consider housekeeping arrangements for the
Council at its September meeting.
DISCUSSION
The Board discussed the issues of independence, the fit and proper persons test and the code of
conduct at a workshop on 17 August 2014. Details about the proposed Code of Conduct for
Directors are provided in Appendix 1.
RECOMMENDATIONS
The Code has been amended based on comments received at the workshop.
1. The Board should discuss, amend if required and then ratify the Code.
2. The Board should require each Director to declare written acceptance thereafter.

Andy Chittenden
Governance Adviser

Note 1: Monitor’s Licence condition G4 uses the ‘fit and proper person’ terminology in relation to a set of brief robust
criteria against which directors may declare individual compliance and against which the Trust in turn declares compliance
within the corporate governance statement in June each year.
Separately, the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 are expected to come into force
in Oct 2014 as part of the CQC regulatory framework. Regulation 5, ‘fit and proper persons’ requires the Trust to assure
itself that its directors meet a different, wider set of criteria. These include requirements on good character; appropriate
qualifications and others. This paper responds to the Monitor regulatory framework alone, and not the CQC framework.

APPENDIX 1

CODE OF CONDUCT FOR DIRECTORS

CONTEXT
Monitor’s Code of Governance (Provision A.1.9) requires the Board to have and to abide by a code
of conduct for directors.
A.1.9. The board of directors should operate a code of conduct that builds on the values of the NHS
foundation trust and reflect high standards of probity and responsibility.
The draft code of conduct which follows complements other documents in the governance
framework, which are referenced within it. In addition, the register of interests of directors provides
a publicly accessible record which provides transparency about the position of directors.

CONSIDERATION
The Code has been amended based on comments received at the workshop on 17 August 2014.
The Board should discuss, amend if required and then ratify the Code. The Board should require
each Director to declare written acceptance thereafter.

1|Page

DORSET HEALTHCARE UNIVERSITY NHS FT
CODE OF CONDUCT FOR DIRECTORS
________________________________________________________________________
Introduction
1. Dorset HealthCare University NHS FT (’the Trust’) expects the highest standards of its Directors.
It recognises that the seven principles of public life (Appendix A, the Nolan Principles) apply to
anyone involved at the Trust as a public office holder.
As such, we are both servants of the public and stewards of public resources. This Code provides a
high level statement of the standards of practice expected of the Trust’s Directors . It should be read
in conjunction with the relevant organisational policies (as set out in each section), which are
developed and agreed in line with the principles set out in this Code. It complements a separate
declaration each Director must make in relation to Licence Condition G4, Fit and Proper Persons.
Declarations made in compliance with this Code of Conduct discharge the Trust’s requirement in
respect of Monitor’s Code of Governance1 that Directors shall make declarations in respect of their
commitment to standards of conduct expected in public life.
Statutory context and commitment to the values of the NHS as set out in the NHS
Constitution2
2. The Trust is a public benefit corporation which is authorised under the NHS Act 2006 to provide
goods and services for the purposes of the health service in England.
The Trust recognises the importance of the principles and values identified within the NHS
Constitution and is committed to taking account of the NHS Constitution in its decisions and actions.
All of the expectations set out within this Code should be considered within this context.
General Propriety and Public Service Values
3. The Trust’s Directors and Governors shall have regard to the seven principles of public life.
4. Everyone at the Trust has duty to act in good faith and in the best interests of the Trust. They
should play a full and active role in the organisation and not use their position to promote their
personal interests or those of any connected person or organisation.
5. No Director should engage in activity which is, or could be perceived to be, politically
controversial or inappropriate in the context of the Trust’s statutory functions and corporate plan.
6. The highest standards of propriety, integrity, impartiality and objectivity must be maintained in
relation to the stewardship of public funds and the management of the Trust. Any conflict between
personal interests and the discharge of public duties must be avoided. No-one to whom this Code
applies must seek through the performance of their duties to gain material extra-contractual benefit
for themselves, their families or their friends.
7. Suspicion that a decision might be influenced in the hope or expectation of future employment
with a particular Trust or organisation must be avoided. Accordingly, during their term of office no2|Page

one to whom this Code applies must seek any consultancy contracts, directorships or other form of
employment in a healthcare sector body that brings them into conflict with their role at the Trust. Any
potential conflicts of interests must be managed appropriately, and in the first instance through
discussion with the Trust Secretary.
8. The Trust has a duty under the Equality Act 2010 to have due regard to the need to eliminate
unlawful discrimination, advance equality of opportunity and foster good relations between people
from different groups. In their decision-making, Directors must give consideration to the impact that
it might have on these requirements and on the nine protected groups identified by the Act (age,
disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race,
religion and belief, gender and sexual orientation).
See: Diversity & Human Rights Implementation Scheme.
9. The Trust has made a clear statement of its Vision and Values (Appendix B). It has also adopted
a behavioural competency framework which is driven by various performance management policies.
All Directors are expected to comply with these policies.
See: Grievance Policy; Diversity & Human Rights Implementation Scheme; Disciplinary & Capability
Policy etc.
Use of Public Funds
10. Those to whom this Code applies are required to maximise value for money by ensuring that the
Trust operates in the most efficient and economical way, within available resources, and with
independent validation of performance achieved where practicable.
See: Fraud Response Plan; Financial Procedures; Standing Financial Instructions;
Gifts and Hospitality
11. Those to whom this Code applies have a responsibility to ensure that they are not placed in a
position that risks, or appears to risk, compromising their role or Dorset HealthCare NHS FT public
and statutory duties. They should not, nor should they be perceived to, secure valuable gifts and
hospitality by virtue of their role at the Trust. They should not accept or provide any gift or hospitality
as this may give the impression that they have been influenced or are deemed to be influencing
whilst acting in an official capacity.
See: Gifts, Hospitality & Donations Policy
Conflicts and Declarations of Interests
12. It is important for the Trust to:
(i) ensure that no Director is involved in taking a decision or participates in a discussion on any
matter where that person has a conflict of interest;
(ii) ensure that those providing information to the Trust can be confident that it will be properly
handled; and
(iii) avoid any impression that any Director has used his/her relationship with the Trust to their
personal advantage.
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13. Every Director should avoid situations in which his/her duties and private interests may conflict
with those of the Trust or, where there would be a suspicion of conflict and ensure that, before
he/she becomes involved in taking a decision or participating in a discussion, there are no conflicts
of interest that, in the opinion of a fair-minded and informed observer, would suggest a real
possibility of bias.
See: Conflicts of Interest Policy; Information Governance Policy
Access to Information
14. The Trust’s Directors may receive information which is not in the public domain, relating to
individuals, organisation or commercial-in-confidence matters. It is the responsibility of each
individual to ensure that this information is treated appropriately.
See: Information Governance Policy; Data Protection & Confidentiality Policy
15. The Trust is committed to identifying and preventing any malpractice or wrongdoing within the
organisation. As part of this commitment, the Trust takes whistleblowing very seriously. It
recognises and encourages those to whom this Code applies to consider whistleblowing, if
necessary, an aspect of good citizenship. Whistleblowing provides the Trust with the chance to
identify and investigate concerns and put them right.
See: Whistleblowing Policy; Data Protection & Confidentiality Policy
Media, public speaking and use of social media
16. Special care should be taken about public speaking, including speaking to journalists. Care
must also be taken in the publication of any articles or expression of views on social media. The
Chair and/or the Chief Executive should be informed in good time before an interview or article
expressing views or opinions on behalf of the Trust which may be at odds with the Board’s position
is given or proposed to be submitted..

Declaration
17.
Directors are required to make a written declaration as to their acceptance of the Code
using the form at Appendix C.

REFERENCES
1.

Code of Governance for NHS Foundation Trusts
http://www.monitor.gov.uk/sites/default/files/publications/CodeofGovernanceFeb14.pdf

2.
NHS Constitution
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170656/NHS_Constitution.pdf
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Appendix A - THE SEVEN PRINCIPLES OF PUBLIC LIFE (the ‘Nolan Principles’).

Selflessness
Holders of public office should act solely in terms of the public interest.
Integrity
Holders of public office must avoid placing themselves under any obligation to people or
organisations that might try inappropriately to influence them in their work. They should not act or
take decisions in order to gain financial or other material benefits for themselves, their family, or
their friends. They must declare and resolve any interests and relationships.
Objectivity
Holders of public office must act and take decisions impartially, fairly and on merit, using the best
evidence and without discrimination or bias.
Accountability
Holders of public office are accountable to the public for their decisions and actions and must
submit themselves to the scrutiny necessary to ensure this.
Openness
Holders of public office should act and take decisions in an open and transparent manner.
Information should not be withheld from the public unless there are clear and lawful reasons for so
doing.
Honesty
Holders of public office should be truthful.
Leadership
Holders of public office should exhibit these principles in their own behaviour. They should actively
promote and robustly support the principles and be willing to challenge poor behaviour wherever it
occurs.
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Appendix B – TRUST VISION AND VALUES
OUR VISION
We will:
Improve the quality of our services across the three domains of patient safety, patient
experience and clinical effectiveness
Improve staff satisfaction and experience and become an employer of choice
Develop and deliver clinical service models that integrate physical and mental health
services
Develop new relationships and improve our existing relationships
Manage our services in a financially sustainable way
Be a valued provider, retaining existing and winning new contracts

OUR VALUES are the NHS Constitution values
Working together for patients
Compassion
Respect
Improving lives
Commitment to quality of care
Everyone counts

To these we have added the value of being a learning organisation, which is open to challenge and
where skills and competence are valued.
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Appendix C - Declaration

Acceptance of the Code of Conduct:
Each Director must sign the following declaration of acceptance of this Code of Conduct within one
calendar month of coming into office or date in which it came into use (Month 2014).

Declaration
I ………………………………………………………………………………………….. (full name)
have read, understood, and agree to abide by the Trust Code of Conduct

Signed: ………………………………………………………….

Dated:……………………………………

Please provide your declaration to the Interim Trust Secretary.
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