Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 30 January 2019 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB commencing at 1:00pm
If you are unable to attend please notify Keith Eales on 01202 277008.
Yours sincerely,

Andy Willis
Chairman
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Patient Story
Part 1 Board Meeting 30 January 2019
Author

Morgan Smith, Patient Experience Facilitator

Purpose of Report

To consider the patient experience of our service

Executive Summary
The report is being submitted to the Board for consideration, reflection and to highlight a patient’s
experience with the Sherborne Older Peoples Community Mental Health Team.

Recommendation

To consider and discuss the report and agree any follow up actions as
required.

Amelia – A Patient’s Story
This patient was assisted in providing their story by Morgan Smith, Patient Experience Facilitator.
Amelia (not her real name) is a 67 year old, retired teacher who lives in Sherborne. In 2017, Amelia
experienced two sudden bereavements (her mother and her five year old dog, which leapt over a ledge
on to a road) and, additionally, a 27 year relationship breakdown. These events took place over a three
month period, leaving her feeling alone, empty and bereft.
One evening in October 2017, Amelia drove to The New Forest, with her new puppy. She drank half a
bottle of gin and waded into the river, with the intention of drowning herself that night. Thoughts of her
daughter and family prevented her from further self-harm that evening and somehow 48 hours later, she
managed to drive to Worthing to stay with her family.
Amelia stayed with her daughter and family for the next three weeks. She suffered from severe panic
attacks and dissociation; she couldn’t talk, eat or sleep. Her daughter started to become severely
concerned by Amelia’s behaviour and mental state, and contacted the West Sussex Mental Health Team
and local GP Practice. Within days, Amelia saw a Psychologist from the local Community Mental Health
Team; she also saw the GP Practice’s Counsellor many times over the 3 weeks.
Following her meetings with the Counsellor and the Psychologist, they made contact with the Sherborne
Older Persons Community Mental Health Team (OP-CMHT), as Amelia wanted to move back home. At
first, she was reluctant to meet with the team, as she didn’t want to expose herself, following her
teaching roles in local schools. However, following conversations with her daughter, Amelia agreed to
meet with the team, and her daughter made the initial appointments with Dr Sue McCowan, Associate
Specialist, and Katie Higgs, Community Mental Health Nurse.
Dr McCowan visited Amelia at her home regularly, and would discuss various things with her and review
her medication when Amelia felt it was needed.
During the first few months with the service, whilst Amelia still had suicidal thoughts, she was seen twice
a week by Katie. When Katie couldn’t attend, she would be notified and someone else would visit.
Amelia felt that Katie understood her creative nature; she got her to do things and would make
something of their conversations, mirroring Amelia’s comments back to her. Amelia describes the visits
as ‘helping me to understand that tiny improvements were very good, Katie became a sort of touchstone
to help me ground myself through the darkest of days.’
Amelia felt that both Dr McCowan and Katie were absolutely incredible, supportive and diligent about her
needs. They knew the ideal time to say things to Amelia and trial certain techniques and methods with
her. Specifically, they found the optimum time for Amelia to begin psychological intervention with
Psychologist, Dr Theo Roberts. Amelia commented how this was seamless and perfectly timed
In early 2018, Amelia started her appointments with Dr Roberts. She originally found it hard to meet with
him at Stewart Lodge, but, in time, realised that the space was less important and the time she spent
with him was more valuable. For her, this was an indirect form of healing. Amelia found Dr Roberts’
sessions practical and compassion-focussed. Dr Roberts was able to accommodate Amelia’s antipathy
for diagrams and used a slightly different approach.
Amelia had in excess of eight sessions with Dr Roberts; some had long periods of time between
appointments, owing to room demands, whilst others were regular weekly sessions. However, she found
the larger gaps gave her time to reflect on what they had discussed and allowed for her to go camping
and “live”. Amelia describes her sessions with Dr Roberts as him “lighting the wick, and she would let it
burn.”

She had her last session with Dr Roberts on 12th November 2018 and had her last appointment with Dr
McCowan on 7th November 2018. She now believes that she is in a more positive place and has a far
better and clearer sense of understanding herself, and a more contented outlook on her life than before
her mental health deterioration.
When reflecting on her initial journey with Sherborne OP-CMHT, Amelia described it as ‘being in a
frightening and intimidating jungle, where everything was going to hurt me.’ She described the sensation
that each person she worked with was carrying her above their heads, supporting her and thinking for
her; whilst not disabling her in the journey, but more enabling her to take responsibility for her recovery.
Amelia also felt that the team had such a cohesive way of working with her, where each member of staff
involved fed into her care and ensured it was joined up – everyone knew what was happening and when.
Amelia cannot fault the care, compassion and treatment she received from everyone at Sherborne.

North Dorset Community Mental Health Services
Department/Ward/Unit: Sherborne Older Peoples Community Mental Health Team
Triangulation data: 01/04/2018 – 31/12/2018
Compliments

8.

Friends & Family
Test

Likely to Recommend and
higher:
100%: 60 Responses.

Complaints

Nil.

Service Specific
Survey

N/A.

NHS Choices
Reviews/
Online
Comments
Service
Feedback

Nil.

The OPCMHT was delighted to receive such positive feedback regarding the journey
this lady experienced with our service.
The response will be shared with the wider team, across both sites and also with
teams within the North Dorset Locality through the Team Leaders Meeting, in order
to highlight good practice.
It is recognised that it is fundamentally important to ensure there is good liaison and
continuing discussion between all teams within the wider Older Peoples service, in
order to promote the person using the service feeling empowered, supported and
enabled in their recovery, as occurred in this case.
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Minutes of the Board of Directors Meeting held at 1pm on Wednesday, 28 November
2018 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Andy Willis
Ron Shields
David Brook
John Carvel
John McBride
Sarah Murray
Belinda Phipps
Nick Yeo
Dawn Dawson
Matthew Metcalfe
Nicola Plumb
Colette Priscott
Steve Tomkins
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Nursing, Therapies and Quality
Director of Finance and Strategic Development
Director of Organisational Development and Participation
Director of Human Resources
Medical Director
Deputy Chief Executive

In Attendance:
Keith Eales
Sarah Brace
Dave Corbin
Kate Harvey
Cara Southgate

Trust Secretary
Service Manager (for minute 128/18)
Equality and Diversity Manager (for minute 129/18)
Service Director (for minute 128/18)
Deputy Director of Nursing, Therapies and Quality (for minute
139/18)

Apologies:
Heather Baily

Non-Executive Director

Governor Observers:
Jan Owens
Alison Fisher
Scottie Gregory
Sue Howshall
Anna Webb
Stephen Churchill
Pat Cooper
Anne Hiscock
Pete Kelsall
Becky Aldridge

Lead Governor, Public Governor, Dorset RoEW
Public Governor, Dorset RoEW
Public Governor, Dorset RoEW
Public Governor, Dorset RoEW
Public Governor (Poole)
Staff Governor
Staff Governor
Staff Governor
Staff Governor
Partner Governor

122/18 Welcome and Apologies
The Chair welcomed Board members and Governors to the meeting and reported the
apology received.
123/18 Patient Story
The meeting commenced with the story about the experience of a carer looking after
his wife before she passed away.
The carers’ wife had been diagnosed with cancer and had received treatment at
Yeovil Hospital and in Bristol. She became too poorly to live at home and was
admitted to Yeatman Hospital pending a review of options for her continuing support.
The carer was very complimentary about the care given by staff at the Yeatman
Hospital and the support provided to his wife during a period of considerable
uncertainty.
Following the death of his wife, the carer joined the Bereavement Café/Group at the
Yeatman. This had been a very positive step for him. He was very complimentary
about the staff supporting the group.
Board members commented on the importance of the bereavement approach taken
at the Yeatman being replicated at other sites so the Trust was able to offer a
sustainable Countywide service. This could be supported, in part, by sharing learning
of best practice. The quality improvement methodology was seen as being an
important approach to the sharing of best practice. The development of a menu of
options of services available at each site would also be important.
The Board noted the story.
124/18 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
125/18 Minutes: 26 September and 3 October 2018
The Board approved as a correct record the minutes of the meeting held on 26
September 2018 subject to the following amendments:
•

The consistent use of DNQ to refer to the Director of Nursing, Therapies and
Quality;

•

The replacement of ‘conformation’ with ‘confirmation’ in minute 104/18 (page
5); and

•

The replacement of ‘40%’ with ‘60%’ in paragraph five of minute 105/18.

The Board approved as a correct record the minutes of the meeting held on 3
October 2018.
126/18 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
The actions completed and the target dates for submission of items to the Board
were noted.
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Clarification was sought with regard to the timing of the joint meeting with Board
members of Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust,
to discuss financial sustainability and the use of community beds. The Chief
Executive (CEO) advised that he and the Medical Director (MD) had recently met
with Board members and Governors of the Trust. It was likely that this arrangement
would be reciprocated.
The Board noted the report.
127/18 Chair’s Report
The Chair reported on:
•

Progress with the recruitment process for a new Chief Executive; and

•

Plans for a joint meeting between the Board and the Council of Governors as
part of the refresh of the Trust strategy.

128/18 Sexual Health Services
Kate Harvey (Service Director) and Sarah Brace (Service Manager) gave a
presentation on the Trust sexual health services.
The presentation covered:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

The sexual health system in Dorset;
The joint approach through Sexual Health Dorset;
Comparative expenditure on sexual health services in England;
Spending on the service in Dorset;
Sexual Health Dorset outcomes
Outcomes in Dorset;
Service quality assurance;
Geographical needs in Dorset;
The need for services in the County;
Sexual health clinics in Pan Dorset;
Epidemiology-higher needs;
Challenges and solutions;
Sexual Health Dorset project aims as part of Better Every Day;
Milestones including those for the coming year;
What integration means; and
Leading change.

Board members welcomed the focus on outcomes within the service.
Clarification was sought with regard to access to the service particularly in the rural
parts of Dorset. The Service Manager advised that the delivery model was based
around key hubs supported by satellite clinics to ensure coverage across the County.
This model was supported by pop-up clinics where these would add value. GP
practices could also help with advice, although the difficulty in obtaining prompt
appointments in some areas was recognised.
The Board thanked the Service Director and Service Manager for the
presentation.

3

129/18 Equality and Diversity in the Trust
The Equality and Diversity Manager gave a presentation on the Workforce Race
Equality Standard (WRES) report 2017/18 and equality and diversity in the Trust.
The presentation covered:
•
•
•
•
•
•
•

The background to the WRES;
The link between the WRES and equality and diversity;
The key findings of the WRES 2017/18;
What was working well;
Areas for improvement;
Areas of concern; and
Key conclusions.

Clarification was sought with regard to the level of reported incidents of bullying and
harassment. The Equality and Diversity Manager confirmed that this was an area of
significant improvement.
Confirmation was sought that WRES data was triangulated with other information.
The Equality and Diversity Manager confirmed that this was the case.
The Board thanked the Equality and Diversity Manager for the presentation.
130/18 Capital Investment Priorities
The Director of Finance and Strategic Development (DoF) submitted a report setting
out a proposed priority order for mental health and community services capital
investments.
The DoF explained that, following the discussion at the last meeting of the Board, a
composite list of priorities for capital investment across both mental health and
community services had been developed.
The DoF explained that the list reflected:
•

previous Board decisions in respect of priorities for capital investment in
mental health services;

•

the previously discussed priorities for investment arising from the Clinical
Services Review; and

•

the fact that integrated working within community settings could be achieved
in many cases without substantial investment in the estate.

The DoF advised that the total capital requirement for the first order schemes was
estimated at £65m and second order schemes amounted to a further £50m.
The DoF advised that external funding would be required to meet the first order
schemes. Options were being explored. The working assumption was that plans
would only be proceeded with once it was evident that capital funding was available
and the revenue consequences affordable.
Clarification was sought as to whether the Board was being requested to confirm the
priorities for investment at this stage. The DoF advised that the capital investment
programme would be submitted to the Board meeting in January 2019. The report
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before the Board set out the Executive recommendation on priorities. The intention
was to provide Board members with an opportunity to comment on the proposed
priority order before the capital programme was submitted to the January meeting.
Clarification was sought that funding would be available for the development of the
retreat in Dorchester. The Deputy Chief Executive (DCE) confirmed that this was the
case.
In reviewing the priorities, Board members commented that:
•

clarity was required with regard to which schemes had already been
approved by the Board;

•

the justification and reasoning for the proposed priority order was not clear;

•

consideration should be given to whether or not the geographical spread of
investment was appropriate;

•

further information would be required on the non-estate capital investment
requirement and priorities; and

•

further information was required on how the gap between the priorities and
available resources could be bridged.

The Board:
(a) Noted the report; and
(b) Agreed that the item to be submitted to the Board in January 2019 would
incorporate the points discussed at the meeting.
131/18 Sustainable Management Development Plan
The Director of Organisational Development and Participation (DODP) submitted a
report on the Sustainable Development Management Plan for the Trust.
The DODP advised that the Executive had reviewed the Plan in July 2018. Further
work had been commissioned to ensure that it better reflected the sustainability
ambitions of the Trust.
A national Sustainable Development Assessment Tool had been utilised to support a
further evaluation of sustainability development in the Trust in August/September
2018. An action plan had been developed following the self-assessment.
The DOPD advised that the Executive was recommending that the Board give
sustainable development further consideration during the revision of the Trust
strategy in early 2019.
The Board endorsed this approach.
The Board noted the report and emphasised the expectation that sustainable
development would be a core theme in the revised Trust strategy.
132/18 Developing the Trust Strategy 2019-22
The DODP submitted a report setting out the proposed approach for reviewing the
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Trust strategy.
The DODP explained that the five-year Trust strategy was agreed in 2015. It was
proposed to refresh the strategy over the first half of 2019, which would include an
extensive engagement programme with the Council of Governors, stakeholders and
staff.
The Board noted the proposed timetable for the engagement and approval process.
The DODP advised that, pending the revised strategy, an interim review had been
undertaken of the Trust strategic goals. It was considered that these merited an
immediate refresh to provide a clearer basis for assessing the strategic risks facing
the Trust. On the basis of this review, it was proposed to leave three strategic
objectives unchanged, to amend one and to delete three.
The Board agreed:
(a) The outline timescale and approach to refreshing the Trust strategy;
(b) Revised strategic goals for the Trust:
1. To provide high quality care; first time, every time.
2. To be an influential and effective partner in the Dorset Integrated care
System.
3. To have a skilled, diverse and caring workforce who are proud to work
for Dorset HealthCare.
4. To ensure that all of the Trust’s resources are used in an efficient and
sustainable way.
133/18 Board Briefing
The Trust Secretary submitted the Board briefing for September.
The briefing included information on the Kings Fund publication ‘A Year of Integrated
Care Systems’, the development of zero suicide plans, progress with the Nursing
Associate role, the Mental Health Units (Use of Force) Act 2018, appointments to the
new unitary councils in Dorset and news from the Council of Governors.
Clarification was sought as to whether the requirements of the Mental Health Units
(Use of Force) Act 2018 would necessitate any changes in practice within the Trust.
The DCE advised that this was unlikely to be the case.
The Board noted the Briefing for November.
134/18 Chief Executive’s Report
The CEO gave a verbal report to the Board on key issues.
The CEO drew attention to:
•

The assessment being undertaken at County level of the potential impact of
Brexit on the NHS;
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•

The progress being made in identifying potential services to move into
Wareham Hospital following the closure of Saxon ward;

•

The programme of meetings being arranged on Portland to discuss the
services that could be provided at Portland Hospital;

•

Discussions being held with primary care providers, which would be
discussed further at a Board workshop;

•

The mobilisation of services following the award of the urgent care tender and
the award of sub-tenders. The MD confirmed that he was confident that
services would be fully mobilised by the contract start date of 1 April; and

•

The successful bid for a contract for non-clinical health coaching and
prescribing services in conjunction with Health and Care based in
Bournemouth.

The Board noted the report.
135/18 Board Integrated Corporate Dashboard
The MD introduced the dashboard for October.
The dashboard highlighted, in particular:

•

The challenge facing inpatient wards achieving risk assessment targets,
largely due to reasons of patient refusal or patient presentation at the time of
admission. There was no evidence of increased clinical complications as a
result of the assessment targets not being achieved;

•

The benefits to patients from the increasing use of technology in the Trust;
and

•

Progress being made in including in the dashboard data on the number of
patients with a learning disability being sent out of area for treatment.

Board members commented that the dashboard, along with other reports on the
agenda, highlighted the increasing challenge facing the Trust in recruiting sufficient
staff to deliver services. Whilst the report on safer staffing did not highlight any
matters of concern, this took a more backward looking perspective. The workforce
challenge facing the organisation was becoming more significant.
Clarification was sought on the action being planned to address these challenges.
The Director of Human Resources advised that the workforce challenges facing the
Trust were indicative of those facing the NHS in general. A workforce strategy for the
Trust and a recruitment plan would be submitted to the Board in January 2019 for
approval.
Board members highlighted the high occupancy rates within the acute mental health
inpatient wards and requested further information on the action being taken to
mitigate the risk. The DCE advised that he was in discussion with NHS Dorset
Clinical Commissioning Group about bringing forward the planned investment in
additional capacity as part of the outcome of the Mental Health Acute Care Pathway
Review. The DCE undertook to provide further information in the report to the
January 2019 Board meeting.
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Board members highlighted the benefits arising from the ‘What Matters Most’ project
in releasing clinical staff time to spend with patients. This indicated the merit in giving
consideration to other ways in which clinical time could be released from non-clinical
activities.
It was noted that the dashboard indicated that there had been four duty of candour
incidents in respect of pressure ulcers in the month. However, the report also
indicated that there had been no reportable pressure ulcers in October. The DNQ
undertook to investigate the position.
The Board:
(a) Noted the dashboard for October;
(b) Agreed that further information would be included in the dashboard to the
January 2019 meeting setting out progress in respect of actions to mitigate
the risks arising from high occupancy rates on the acute mental health
inpatient wards; and
(c) Agreed that the DNQ would confirm the number of duty of candour
incidents in respect of pressure ulcers in October.
136/18 Trust Finance Report for October 2018
The DoF presented the Finance Report for October 2018.
The Board noted that, at the end of October, the Trust surplus was £4.3m which was
£0.3m adverse to budget and £0.2m favourable to the control total. The Trust was
forecast to meet its control total for the year but action was required in respect of
downside risks relating to current performance.
The Board noted that the £1.85m contingency previously being held on behalf of the
system had been incorporated into the financial plan at month 6. This was to ensure
access to the 2 for 1 financial incentive offered by NHS Improvement. This scheme
made available £2 of incentive Provider Sustainability Funding for every £1 of plan
improvement by the Trust. This had resulted in an improvement of £5.6m to the Trust
financial plan.
Pay expenditure was £291,000 underspent year to date. It was noted that mental
health and learning disability services were overspent by £362,000 and medical
staffing by £184,000 although this was offset by underspending in other services.
Agency expenditure was £2,745m year to date, which was within the NHSI ceiling by
£1.049m but above the Trust internally set target by £311,000.
The Board noted that £5.5m of the cost improvement programme (CIP) had been
banked, against the annual target of £8.7m. It was noted that £3.965m of forecast
CIP for the year was non-recurrent. There was a risk of £0.9m to achievement of the
full year plan.
Capital expenditure was £3.5m year to date, with the full year forecast being in line
with the restated capital forecast submitted to NHSI at month 6. The restated plan
anticipated expenditure of £16m (a reduction of £5.4 from the original plan).
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The Trust cash position was £31.5m at the end of October, which was £4m above
plan. Cash was forecast to be £6.2m higher than plan at year end. This reflected the
restated capital forecast.
The Use of Resources Rating within the Single Oversight Framework was 1, which
was in accordance with the plan for the year.
The Board noted the Finance Report for October 2018.
137/18 Quality Improvement Programme
The DNQ gave a presentation on progress with the quality improvement programme
in the Trust.
The presentation covered:
•
•
•
•

Engagement, communication and building the will;
Building improvement capability;
Alignment; and
Quality improvement projects.

The Board noted the progress to date. It was considered that a further report would
be required demonstrating the impact and outcomes of the investment made by the
Trust in quality improvement.
The Board:
(a) Noted the presentation; and
(b) Agreed that a further report would be made to the Board in due course
demonstrating the impact and outcomes of the investment made by the
Trust in quality improvement.
138/18 Better Every Day Themed Quarterly Review
The DODP submitted a report setting out a quarterly review of the Better Every Day
programme.
The DODP gave an overview of key actions taken on the programme in quarter two,
which supported the thematic reviews given during the presentations to the meeting
on sexual health services and the quality improvement programme.
The Board noted that there were no decisions required in respect of progress with
the programme.
In response to a question, the DODP confirmed that the quality improvement
programme was a constituent part of the overall Better Every Day programme.
The Board noted the report.
139/18 Safer Staffing Review 2018
The Deputy Director of Nursing, Therapies and Quality introduced a report reviewing
staffing levels in community hospital inpatient wards.
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The Deputy Director advised that the assessment of safe staffing levels had been
carried out the framework set by the National Quality Board.
The Deputy Director advised that, having completed the assessment, the conclusion
reached was that the Trust was providing safe staffing for patients in community
hospital inpatient wards.
The Board noted that the investment necessary to address the staffing shortfall on
Hanham ward, given the ratio between Registered Nurses and patients, had been
agreed by the Executive.
The Board noted the report.
140/18 Board Assurance Framework (BAF) 2018/19
The Trust Secretary submitted a report on the quarter two review of the BAF.
The Trust Secretary explained that the outcome of the review had been considered
by the Audit and Quality Governance Committees.
The Trust Secretary advised that the Audit Committee had discussed a further
strategic risk in respect of failing to make the required improvements in respect of the
CQC safety domain. In the light of this discussion, a risk was proposed to the Board
for escalation to the BAF.
In discussing this risk, Board members sought clarification on the arrangements
proposed to provide assurance that all the actions had been implemented and
outcomes sought achieved. The DNQ advised that a programme of internal
assurance visits was in place. In addition, a review would also feature as part of the
internal audit programme for 2019/20. The DCE confirmed that a peer review would
be implemented.
It was confirmed that the Quality Governance Committee would be asked to agree
the assurance arrangements.
The Board:
(a) Noted the outcome of the quarter two review of the BAF;
(b) Agreed to escalate to the BAF a risk in respect of ‘failure to improve to at
least a ‘good’ rating in respect of the Care Quality Commission safety
domain’; and
(c) Agreed that the Quality Governance Committee would agree the assurance
arrangements to be implemented in respect of the safe domain, including a
peer review.
141/18 Reports from Committee Chairs
Appointments & Remuneration Committee: 26 September and 10 October 2018
The Chair of the Committee advised that the main topic of discussion had been the
recruitment process for a new Chief Executive.
Audit Committee: 17 October 2018

10

The Chair of the Committee advised that detailed consideration had been given at
the meeting to an internal audit report on the management of medical devices in the
Trust. The report had reviewed revised arrangements that had been introduced after
a CQC inspection had identified weaknesses in the management arrangements in
place.
The Committee had also reviewed the regular internal and external audit reports and
the BAF.
The Committee had agreed how it would review non-clinical risks which exceeded
the relevant risk threshold score in the risk appetite statement.
Charitable Funds Committee: 17 October 2018
The Chair of the Committee reported that matters discussed at the meeting on 17
October included the future arrangements for meetings of the Committee, the Annual
Report and Accounts for the year ended 31 January 2018, the income and
expenditure report, the key performance indicators report and spending plans for
2018.
The Chair of the Committee advised that the Committee was proposing that
management of funds would be devolved to budget holders. Budget holders would
manage the funds within the parameters set by Standing Financial Instructions. The
Committee was of the view that two meetings a year, at most, would be required in
future.
Quality Governance Committee: 12 November 2018
The Chair of the Committee advised that matters discussed at the meeting on 12
November included the regular reports in respect of significant incidents requiring
investigation, the bi-monthly internal assurance report, the clinical audit plan, Brexit
and medicines supply, the quarter two review of the BAF risks overseen by the
Committee and clinical risks which exceeded the risk appetite threshold.

Mental Health Legislation Assurance Committee: 14 November 2018
The Chair of the Committee advised that matters discussed at the meeting on 14
November included the regular review of the dashboard, the assurance report in
respect of Mental Health Act CQC inspections, the process for reporting concerns
raised by Mental Health Act panel members and the annual review of the terms of
reference of the Committee.
The Chair of the Committee advised that a number of panel members had retired in
recent months. Recruitment was underway, although in the interim there could be an
increased requirement for Non-Executive Directors to attend panel meetings.
The Board noted:
(a) The reports from Committee Chairs;
(b) That the Corporate Trustee would be recommended to devolve the
management of funds to budget holders.

11

142/18 Council of Governors Regulatory Dashboard
The DoF submitted the regulatory dashboard, which would be presented to the
meeting of the Council of Governors on 13 December 2018.
It was noted that the Quarterly Data Quality Maturity Index MHSDS, which was a new
indicator, was forecasted to breach in quarter three. Initial investigation had indicated
that this reflected data collection issues within the Trust systems.
The Board noted the dashboard and agreed to its submission to the Council of
Governors.
143/18 Review of the Meeting
The Chair invited comments on the meeting and matters discussed.
Board members were satisfied with the outcome of the meeting despite the
significant number of items on the agenda. It was considered that there should be
only one service presentation at each meeting.
144/18 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:
•

The increasing reliance of statutory services on the third sector;

•

The absence of beds for learning disability patients in the County; and

•

The scope of the workforce strategy and whether it related to staff or all those
who worked for the Trust.

145/18 Next Meeting
The next scheduled meeting of the Board would be on Wednesday, 30 January 2019
at 1.00pm at Sentinel House, Poole.

Signed:

Date:
Andy Willis, Chairman
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Matters Arising
Part 1 Board Meeting 30 January 2019
1. All items are either on the agenda for this meeting or have a planned submission date.
Minute
65/18

Topic
Mental Health
Services
Business Case

Action
(a) The Board approved the business case subject to:

Lead
EY

Deadline Response
Q4 18/19 Planned for Q4

(b) Agreed the priority investment list and the development
of the schemes in Option 2 to full business case in
2018/19; and

To be included in the
item above.

(c) Agreed that the Executive identify external sources of
funding to support the implementation of the business
case.
85/18

Finance
Report

Agreed that the recurring overspend in mental health and
learning disabilities services would be addressed in the
preparation of the 2019/20 budget.

MM/
EY

March
2019

To be addressed in
the budget.

130/18

Capital
Investment
Priorities

The Board agreed that the item to be submitted to the Board
in January 2019 would incorporate the following points:

MM

January
2019

Item on the agenda.

• clarity was required with regard to which schemes had
already been approved by the Board;
• the justification and reasoning for the proposed priority
1
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order was not clear;
• consideration should be given to whether or not the
geographical spread of investment was appropriate;
• further information would be required on the non-estate
capital investment requirement and priorities; and
• further information was required on how the gap between
the priorities and available resources could be bridged.
135/18

137/18

Dashboard

Quality
Improvement
Programme

The Board agreed that further information would be included
in the dashboard to the January 2019 meeting setting out
progress in respect of actions to mitigate the risks arising
from high occupancy rates on the acute mental health
inpatient wards; and

EY

January
2019

Item on the agenda.

The Board agreed that the DNQ would confirm the number of
duty of candour incidents in respect of pressure ulcers in
October.

DD

ASAP

Completed.

A draft workforce strategy would be submitted to the Board in
January 2019

CP

Jan 2019

Re-scheduled to
March 2019.

It was agreed that a further report would be made to the
Board in due course demonstrating the impact and outcomes
of the investment made by the Trust in quality improvement.

DD

July
2019

Scheduled for July
2019.

2
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140/18

Board
Assurance
Framework

The Quality Governance Committee would agree the
assurance arrangements to be implemented in respect of the
safe domain, including a peer review.

3

DD

ASAP

A risk was escalated
to BAF in respect of
failure to improve to at
least a ‘good’ rating in
respect of the CQC
safety domain and a
paper was submitted
to the QGC in January
setting out assurance
arrangements in
respect of the safe
domain. A peer review
is being arranged with
a local provider.
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Capital Investment Priorities
Part 1 Board Meeting 30 January 2019
Author

Matthew Metcalfe, Director of Finance and Strategic Development

Purpose of Report

To consider the Capital Investment Programme overall with relative
priorities between Mental Health and Community services
investments taken together.

Executive Summary

The Board meetings in September and November received reports reviewing priorities for
capital investment. Investment priorities were proposed in Trust community services to support
the implementation of the Clinical Services Review recommendations as well as investment
priorities to meet the needs for investment in Mental Health.
We propose to proceed with projects only where it is evident that the capital funding of these
schemes is realistically achievable, and the revenue consequences affordable.
In order to judge better the proposed priorities, further narrative explanation was required of the
rationale for these prospective investments. The attached paper summarises this narrative.

Recommendation

The Board is asked to consider the report.

Estates Investments – Our priorities
1.

Introduction

1.1

At the Board meeting on 23 May 2018, the Board considered the business case
for the Mental Health strategic outline programme. This elaborated on the
estates strategy for Mental Health agreed by the Board on 27 January 2016.

1.2

More recently, the Board has considered prioritisation and programming of our
investment requirements to support the Clinical Services Review at its meeting
on 26 September 2018. And, considered at its meeting on 28 November 2018
the programme overall, with relative priorities between Mental Health and
Community services investments taken together.

1.3

This paper elaborates on the list of priorities by providing a summary of the
rationale for the priorities as they have been established at past meetings.

1.4

We propose to proceed with projects only where it is evident that the capital
funding of these schemes is realistically achievable, and the revenue
consequences affordable.

2.

Establishing our overall programme for investments

2.1

This Board’s agreed priority investment list for Mental Health : (i) developing a
sustainable solution for the Trust’s older people’s services (i.e. Alumhurst), (ii)
resolving the issue of shared bedrooms for women at St Ann’s (i.e. Chine
ward), (iii) addressing acute mental health inpatient services in the west of the
County (i.e. Linden unit), and (iv) the expansion of acute beds (as part of the
Acute Care Pathway review). In order that Dorset patients can be treated
closer to home, we have also agreed the necessity of investing in specialist
services, including Perinatal, CAMHs PICU, and low secure services.

2.2

As we know, the Clinical Services Review set out a vision for primary and
community services to facilitate integrated working, and care closer to home.
Priorities exist for investment within community hub facilities as follows:
Boscombe
Portland
Wareham

Sherborne
Blandford

2.3

We have considered the prioritisation of our Mental Health and Community
Services investments in aggregate. Assessment, predominantly based on
patient need, leads to the combined priority list set out in Appendix 1.

2.4

The dominant requirement to invest in Mental Health evident within this list
reflects past decisions by the board whilst accepting also that integrated
working within the community can in many cases be achieved without
substantial changes to the estate.

2.5

The total capital requirement for first order schemes is estimated at £65m.
Second order schemes would require an estimated additional £50m.
1

3.

The investment rationale

3.1

The investment priorities set out in appendix 1 will fulfil the objectives the Trust
has determined above.

3.2

The investment in specialist CAMHS PICU, Perinatal and Pebble Lodge
services will address the need to bring patients presently treated outside Dorset
closer to home. It will also provide some capacity to treat patients from
neighbouring counties that likewise have to rely on beds provided much further
North. The cases are partly supported by the prospect of increased income.

3.3

The investment in new beds at Alderney will allow the concentration of services
for older people on the Alderney site. It will accommodate older patients with
functional mental health illnesses presently treated on Alumhurst ward at St
Ann’s. The alternative provision of beds at Poole Hospital after the realignment
of acute services will take too long. This case is now supported by capital
allocated to us through our successful “Wave 4” bid.

3.4

Following the Alderney investment, Alumhurst ward at St Ann’s, where older
patients with functional mental health illnesses are presently treated, will
become vacant. The Trust proposes to invest in Alumhurst ward (ACP reconfiguration - Phase 1) to improve significantly the accommodation for those
women presently living with shared sleeping arrangements on Chine ward.
Chine ward, part of the 1910 block, will in turn become vacant, and the Trust
will be giving consideration to how this space is used in due course.

3.5

The further investment in St Ann’s (ACP re-configuration - Phase 2) will be into
a new block to provide extra adult inpatient beds assessed as part of the acute
care pathway (“ACP”) review. This will reduce out of area placements and
adult mental health bed occupancy levels. It will also create the opportunity to
provide more low secure beds which NHSE wishes to commission.

3.6

Twynham ward, where low secure patients are presently treated, will then
become vacant. The Trust proposes to invest in Twynham ward (ACP reconfiguration - Phase 3) to provide far safer provision to those patients
presently on Linden ward in Weymouth. Treatment on the St Ann’s site will be
much more resilient, and make staff retention easier.

3.7

The proposal to invest in Boscombe is because the locality is deprived and
need is greater than in many other parts of Dorset. It will improve the health
and wellbeing of this community, with the plan to co-locate our services with
primary care and local authority services.

3.8

Services in Portland have been re-shaped to meet the requirements of the
Clinical Services Review. Investment will meet the needs of a relatively
deprived and outlying locality. How this investment is directed is subject to
local consultation.

3.9

Investment in a new Wareham hub will address the long term objective to
enhance services to another outlying population in Purbeck. It will allow colocation with primary care and local authority services. It will also release older
premises for residential re-development.
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3.10

Investment in Sherborne and Blandford will allow co-location of our services
with primary care services. This has the potential to provide improvements in
primary care support to inpatients and Minor Injury Units on these sites.

4.

The funding position

4.1

Schemes already in our current 2018/19 plan amount to £14m1. Based on
estimates given previously, we could potentially self-fund £32m2 of additional
capital for investment over the three years ending March 2022. This would
leave £19m requiring further alternative sources of funding.

4.2

We have been given funding to support the development of the Blandford hub
as part of our successful bid for central capital funding. We are discussing the
development with the relevant GP practices. The allocation of specific funding
may affect the priority we give the scheme within our programme.

4.3

The Treasury are yet to approve the mechanism by which we can raise further
capital. Regional Health Infrastructure Companies (“RHICs”) may be suitable
for new builds such as Wareham. Announcements are yet to be forthcoming.
Timing of any development programme for Wareham will be determined by this
funding.

4.4

As previously indicated, the Dorset Integrated Care System also needs vitally to
find a means of funding the revenue consequences of these investments. We
are engaging with local and national commissioners to determine how this can
be achieved.

5.

Conclusions

5.1

The priority for investment of our existing capital is set out in Appendix 1, and
we will need external funding even to meet our primary needs. RHIC funding is
being explored for developments that are new builds.

5.2

We propose to proceed with our plans only where it is evident that the capital
funding of schemes are achievable, and the revenue consequences affordable.

1

This includes investments in the CAMHS PICU, Perinatal services and Douglas House
Ths assumes £10m of existing cash surplus to working capital needs, plus £7m from surplus property
disposals, plus £15m reserved from operational cash flows over the next three years
2
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Appendix 1 – Proposed First Order Dorset HealthCare Investments
Project/Location

Priority

Capital
Cost

Critical

Est
Revenue
Impact
£0.9M

Proposed
Capital
Funding
Self-Funded

Business Case
Status

Notes

£7.6M

Est
Delivery
Date
2020

CAMHS PICU

SOC complete

£0.4M

£4.3M

2020

Self-Funded

SOC complete

Critical

£0.2M

£1.8M

2019

Self-Funded

SOC complete

Critical

£0.6M

£5.9M

2020

SOC complete

Critical

£0.4M

£4.1M

2021

RHIC/SelfFunded
Self-Funded

Critical

£1.9M

£19.0M

2022

SOP complete

Critical

£0.3M

£2.5M

2022

RHIC/SelfFunded
Self-Funded

High

£1.5M

N/A

2020

Landlord

OBC complete

Portland

High

£0.1M

£1.0M

2020

Self-Funded

OBC complete

Wareham

High

£0.9M

£18.2M

2022

RHIC/DCC

OBC complete

Alumhurst Road site. Currently in planning. Challenges
with constraints on site.
St Ann’s site. Currently in planning. Challenges with
constraints on site.
Re-develop sites to create space to allow Eating
Disorders into Alumhurst Road
Prospective new development of OPMH ward at
Alderney to replace Alumhurst ward at St Ann’s
Prospective re-development of existing Alumhurst ward
to replace Chine
Move EDU to Alumhurst Road and build new 35 bed
unit, including 20 low secure beds, and 15 AMH beds
Prospective re-development of existing Twynham ward
to replace Linden
Phased development of a Boscombe hub, with exit of
KPH and Shelley Road. Negotiating MoU with
Landlord.
Re-location of services to the Health Centre and
Gatehouse surgery. Pending further local consultation.
Re-location of services to former middle school site,
alongside care village and other public services. Pending
realistic and affordable funding.

Perinatal Unit

Critical

Douglas House &
Pebble Lodge
Alderney ACP
Re-configuration
St Ann’s ACP Reconfig. (Phase 1)
St Ann’s – ACP/Low
secure (Phase 2)
St Ann’s ACP Reconfig. (Phase 3)
Boscombe

£7.2M

£64.4M
£50.7M

Total
Total excl. already in capital plan

SOC complete

SOC complete

Already in the Trust plan
Mental Health investments to be agreed once individual business cases are finalised
Community Health investments to be agreed once individual business cases are finalised
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Appendix 1 – Proposed Second Order Dorset HealthCare Investments
Project/Location

Priority

High

Est
Revenue
Impact
£1.1M

Forston Clinic

£10.9M

Sherborne

High

£1.6M

£18.2M

2022

PDC (STP
Wave 4)

OBC complete

Blandford

Low

£0.4M

£4.2M

2023

PDC (STP
Wave 4)

SOC complete

Shaftesbury

Low

£1.5M

£15.0M

2023

RHIC?

SOC complete

Weymouth

Low

£TBC

£TBC

2023

TBD

SOC complete

Wimborne

Low

£0.3M

£3.0M

2020

SelfFunded

OBC complete

£4.9M

£51.4M

Total

Capital
Cost

Est Proposed
Delivery Capital
Date Funding
2023+ RHIC

Business Case
Status

Notes

SOP complete

Development of new ward, or possible re-location of all
Forston facilities to DCH site
Co-location of merged GP practices above Willows ward
and MIU. Pending realistic and affordable funding.
Co-location of merged GP practices on site, and release
of Blandford clinic. Pending agreement in principle with
the relevant GPs.
All plans suspended pending local agreement of
alternatives following resistance to recommendations of
clinical services review
Plans suspended. Current provision adequate until
larger plan to exit Weymouth hospital could be
realistically funded.
Plans closed. Current provision adequate. Any further
development pending funding from League of Friends.

Mental Health investments to be agreed once individual business cases are finalised
Community Health investments to be agreed once individual business cases are finalised
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Board Briefing
Part 1 Board Meeting 30 January 2019
Author

Keith Eales, Trust Secretary

Purpose of Report

To brief the Board on national and local matters of interest.

Executive Summary
This briefing provides Directors with information on a number of national and local topics
that will be of interest to Board members. It is intended to supplement the verbal report from
the Chief Executive.
The Board may wish to note, in particular:
•

The NHS Long Term Plan;

•

The National Audit Office report on NHS Financial Sustainability;

•

The MBE awarded to Andy Gritt, the Trust Armed Forces Health and Covenant
Programme Service lead;

•

The new Community Support Service in North Dorset; and

•

News from the Council of Governors meeting in December.

This briefing has not been submitted to any Board Committee.
Recommendation

The Board is asked to note the report.

1

1.

Background

1.1

This report sets out briefing information for Board members on national and local
topics of interest.

2.

National Topics of Interest
NHS Long Term Plan

2.1

Earlier this month the NHS Long Term Plan was published:
https://www.longtermplan.nhs.uk/

2.2

The Plan sets out how the quality of patient care and health outcomes will be
improved. It sets out how the £20.5 billion budget settlement for the NHS, announced
by the Prime Minister in summer 2018, will be spent over the next 5 years.

2.3

The Plan focuses on building an NHS fit for the future by:
•
•
•

2.4

2.5

enabling everyone to get the best start in life;
helping communities to live well;
helping people to age well.

The Plan will improve outcomes for major diseases, including cancer, heart disease,
stroke, respiratory disease and dementia. The plan also includes measures to:
•

improve out-of-hospital care, supporting primary medical and community
health services;

•

ensure all children get the best start in life by continuing to improve maternity
safety including halving the number of stillbirths, maternal and neonatal
deaths and serious brain injury by 2025;

•

support older people through more personalised care and stronger
community and primary care services; and

•

make digital health services a mainstream part of the NHS, so that in 5 years,
patients in England will be able to access a digital GP offer.

Key chapters in the Plan include
• how the NHS will move to a new service model in which patients get more
options, better support, and properly joined-up care at the right time in the
optimal care setting;
• new, funded, action the NHS will take to strengthen its contribution to
prevention and health inequalities;
• the NHS’s priorities for care quality and outcomes improvement for the
decade ahead;
• how current workforce pressures will be tackled, and staff supported;
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• a wide-ranging and funded programme to upgrade technology and digitally
enabled care across the NHS;
• how the 3.4% five year NHS funding settlement will help put the NHS back
onto a sustainable financial path; and
• the next steps in implementing the Long Term Plan.
National Audit Office Report ‘NHS Financial Sustainability’
2.6

Also in January 2019 the National Audit Office produced its seventh report on NHS
financial sustainability:
https://www.nao.org.uk/report/nhs-financial-sustainability/#

2.7

This report:
• summarises the financial position of NHS England, CCGs and trusts;
• looks at the financial flows and incentives in the NHS and whether these
encourage long-term financial sustainability; and
• examines how local partnerships of health and care organisations are
progressing, and what the Department of Health & Social Care, NHS England
and NHS Improvement are doing to support them.

2.8

The report concludes that:
• the long-term funding settlement does not cover key areas of health spending;
• there is a risk that the NHS will be unable to use the extra funding optimally
because of staff shortages;
• the NHS long-term plan sets out a prudent approach to achieving the priorities
and tests set by the government, but a number of risks remain;
• patient waiting times continue to slip;
• the current funding flows in the NHS are complicated and do not support
partnership working, integration and the better management of demand;
• Sustainability and Transformation Fund payments have helped most trusts
improve their reported performance but encourage short-term gains over long
‑term sustainability;
• partnership working is vulnerable, given that partnerships are not statutory
bodies and face significant challenges; and
• more progress is needed in the joined-up approach to regulation that NHS
England and NHS Improvement are adopting.
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3.

Local Topics of Interest
National Honour

3.1

Andy Gritt, the Trust Armed Forces Health and Covenant Programme Service lead,
was awarded an MBE in the New Year Honours.
Care Quality Commission (CQC) Publication ‘Sharing Best Practice in Mental Health’

3.2

Pebble Lodge and The Retreat have both been featured by the CQC in its ‘Sharing
Best Practice in Mental Health’ newsletter (in October and January respectively).
New Community Support Service in North Dorset

3.3

A dedicated team of community support workers has been set up to provide short term
care to frail and vulnerable people living in the most remote parts of North Dorset.

3.4

The Community Support Worker Service offers care for patients in their own homes in
a bid to prevent hospital admission, enable early discharge from hospital, and support
people nearing the end of their lives. As well as carrying out basic nursing care, staff
offer help with everything from personal hygiene, food preparation and dressing, to
picking up medication and washing clothes. The service operates seven days a week,
between 8am and 8pm.

3.5

The three teams, consisting of nine staff, work from hubs based at Shaftesbury,
Sherborne and Blandford hospitals. Each hub provides a support network to the
community worker which includes clinicians, physiotherapists, community matrons and
nurses, as well as a palliative care specialist.

3.6

Access to the Community Support Worker Service is via referral by a health or social
care professional, who will assess an individual’s needs to ensure it is safe for them to
stay at home with support. Patients are then allocated their own key worker, who will
design a care plan tailored to that person’s needs.
Council of Governors Meeting: 13 December 2018

3.7

The Council of Governors met on 13 December 2018.

3.8

Key topics discussed at the meeting included:
• Approving the appointment of Eugine Yafele as Chief Executive;
• A briefing on the Urgent Care Services tender;
• Agreeing a revised policy for engaging with the Board;
• Agreeing an action plan following the Council development day in November
2018; and
• A discussion with two Non-Executive Directors.

3.9

The next meeting of the Council is on 6 February 2019.

4.

Recommendation

4.1

To note the report.
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Integrated Corporate Dashboard
Part 1 Board Meeting 30 January 2019
Author

Steve Tomkins, Medical Director
Carol Clements, Associate Director of Business & Performance
(pro tem)

Purpose of Report

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

Executive Summary
This month we highlight workforce as being an ongoing area of concern. December saw the
vacancy levels in Integrated Community Services and in Children and Young People’s
Services increase for the third consecutive month; increases that are an average 1% above
the Trustwide position of 5.5%. Mental Health Services vacancy levels remain well below
the overall Trust position and continue on a downward trend. There are hotspot areas
across the three service directorates and dedicated recruitment and retention plans are
being developed. The education and recruitment teams are planning attendance at the
Student Mental Health Forum conference and the RCN Congress in Liverpool.
Alongside the increase in vacancies we have also experienced an increase in sickness
absence rates month on month in the last quarter, most notably the significant rise in the
number of coughs, colds and flu experienced in December in Children and Young People’s
Services. Consistent support and advice is available to managers from HR colleagues to
support staff on an individual basis throughout their absence. The highest proportion of
absence is related to long term absence which combined with the vacancy factor presents a
higher level of challenge in delivering operational service.
This is in part a contributing factor to the completion of appraisals; the Trustwide position at
December is reported at 90.30% and is a significant movement from the December 2017
position at 95%. All areas are focussed on providing an annual appraisal to staff. There are
support channels in place that provide advice, guidance and training to staff; this has been
positively reflected in the uptake of training seen from October 2018 and an upward trend in
the number of appraisals completed is predicted during Quarter 4.
Despite the workforce challenges, mandatory training across the Trust is just under target
compliance at 94.48% at the end of Quarter 3. Addressing the workforce challenge remains
a key priority for the Trust. Focussed workforce planning continues with workforce
trajectories in development that compare predictive analysis of vacancies and turnover to
the planned recruitment and retention initiatives in the Trust to monitor the progress of
intervention.
There has been a recent increase in seclusion incidents. Promoting Positive Practice to
Reduce Restrictive Intervention is a work stream within the Trust’s Sign Up to Safety
campaign where issues and trends identified from incidents are discussed and learning is
incorporated into practice and training is provided as needed.
We continue to see the positive impact of the ongoing efficiency work to increase capacity
within the Steps to Wellbeing service. The waiting time for service users to begin treatment
within six weeks has increased from 88% in November 2017 to 97% in December 2018.
This report was reviewed at the Executive Performance and Corporate Risk Group on 22
January 2019.
Recommendation
To note the report.

Contents
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Page No
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1-10
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5.0
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30-41
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Integrated Corporate Dashboard Analysis –December 2018
This paper summarises key messages from workforce, finance, quality and performance
domains, set out by key lines of enquiry.
In this report Statistical Process Control (SPC) analysis has replaced all internally set
thresholds and RAG ratings within the dashboard. An explanation of the methodology used
can be found in section 5.0- Indicator Overview.

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

This month we see an improved picture on the previous month however there were a
significant number of bed days lost due to viral outbreaks.
The number of patients not feeling safe is within expected parameters. See Progress
Sheet 2.1.1 for a quarterly update on this metric.
The number of patient safety incidents are within expected parameters. See Progress
Sheet 2.1.2 for a quarterly update on this metric.
The number of patient on staff violence incidents have been above average for the last
six months. The wards with the highest number of reported incidents were Herm Ward (21)
and St Brelades Ward (14).
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The number of patient on staff incidents reported on Herm Ward is high but within expected
parameters, however the number of incidents reported on St Brelades Ward has been above
average since June 2018. One patient has been the subject of a quarter of the patient on staff
violent incidents in the previous three months on St Brelades ward. This patient has been
treatment resistant and the Consultant Psychiatrist is reviewing the patient on a daily basis.

There was one case of Clostridium difficile (C diff) in December. This occurred on
Tarrant Ward in Blandford Hospital. The Root Cause Analysis (RCA) investigation is
currently under review and an internal panel date set for 19 February 2019. Tarrant Ward
scored 100% on the last Hand Hygiene Observations audit.
In December there were three outbreaks (Gastroenteritis) occurring on Radipole Ward,
Ryeberry Ward and the Perinatal Unit. On Radipole Ward eight patients and six staff were
affected resulting in 170 bed days that may have been lost and the ward being closed or
restricted for 16 days. On Ryeberry Ward two patients and two staff were affected however
there were no bed days lost and no restrictions or ward closure. On the Perinatal Unit, three
adult patients, three babies and six staff were affected. The ward was closed for eight days
with eight bed days that may have been lost. The Perinatal Unit scored 88% on their last Hand
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Hygiene Techniques audit and 76% on their Standard Precautions Infection Prevention
Control (IPC) audit. The Standard Precautions IPC audit includes key elements such as
correct hand hygiene, safe cleaning and decontamination, safe handling and disposal of waste
and linen, safe handling of blood and body fluids to name a few. Where compliance with
standard infection control precautions is below the accepted standard, action plans were
developed, implemented and monitored to support improvement in practice. Radipole Ward
and Ryeberry Ward scored 100% on their last Hand Hygiene Observations audit.
Trust wide there were 41 medication incidents reported in December of which 35 were
no harm and six were minor harm. Langdon Ward reported the highest number of incidents
(six) which is just outside the normal range of 0-5 incidents for this ward. On Langdon Ward,
three incidents related to controlled drug errors, two related to delay/difficulty in obtaining
medication and one related to a dosage error. All incidents on Langdon Ward were rated as
no harm. There is no obviously discernible pattern for the increase in reported incidents over
the last three months. Where appropriate staff have been asked to complete reflections.
Bed occupancy across Community Hospitals reduced again in December to 78%
overall. The main factors are the reducing length of stay, reducing Delayed Transfers of Care
and the lower demand for step down beds. These factors resulted in only Wimborne being
above the 85% bed occupancy. Westhaven, which usually has high occupancy levels of over
90%, was lower at 76% in December, partly due to admissions being suspended while an
infection prevention and control incident was being managed. Bed occupancy is likely to be
higher in January as the demand for step down beds increases. It should also be noted that a
number of resilience schemes come into play during the winter period aimed at increasing the
focus on supporting people to go home.
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Are We Effective?
By effective, we mean that people’s care, treatment and support achieves good outcomes,
promotes a good quality of life and is based on the best available evidence. This enquiry line
includes patient choice, appraisals, training, ongoing referrals, consent to care and treat,
restraints, nutrition and tissue viability.

This month sees a detrioration of this key line of enquiry. Four metrics, three of which
were within expected limits; breached their threshold. Two metrics without thresholds ,
Adult seclusion numbers and Staff Appraisal compliance, were outside expected limits.
Delayed Transfer of Care (DToC) in Mental Health is above the 7.5% at 7.8%. Although
above target DToC has remained within standard variation and stable through the peak winter
pressure period and is lower than the same period last year which is a significant
improvement. See Progress Sheet 2.2.1 for a quarterly update on this metric.
Unvalidated position for Delayed Transfer of Care (DToC) in Physical Health is below
the 7.5% threshold at 7.1% and is within expected parameters. See Progress Sheet 2.2.2
for a quarterly update on this metric.
Two under 18 prone restraints occurred on Pebble Lodge. One patient was involved in
both incidents. The same patient was also given rapid tranquilisation three times. The young
person was acutely unwell and required restraint and intra-muscular medication as a last
resort to ensure their safety. The young person is now much more settled and continues to be
treated with appropriate medication.
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The number of seclusion incidents was the highest it has been in the last 24 months.
There were 22 incidents reported; 13 on Twynham Ward, eight on Haven Ward and one on
Harbour Ward. The increase over the last two months can be attributed to one patient on
Twynham Ward.

The number of seclusion incidents on Haven Ward and Harbour Ward are within expected
parameters. The number of seclusions on Twynham Ward has been increasing since July
2018, the majority of which also relate to one patient. Seclusion was identified as part of his
Behaviour Support Plan and this was widely discussed among the Multi-Disciplinary Team
and clearly documented. This was the safest way of managing the patient. The patient was
transferred out of the area in January. The dash line on the chart below shows what the
position would have been excluding this patient.

Avoidable pressure ulcers – twenty-nine Category three and above pressure ulcers,
identified between June and November were reviewed by the pressure ulcer panel in
December. None reviewed were found to be avoidable.
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Percentage of patients with CPA 12 month review is 93.7% which is below the 95%
Single Oversight Framework threshold. There were 78 breaches from 1229 reviews within
12 months. Work is underway to roll out the My Wellbeing Plan, which will replace the current
care plan function. See Progress Sheet 2.2.3 for more information.
Trustwide Falls risk assessments compliance was below the CCG’s 95% target with
93.3% and is also under the SPC lower limit, the lowest it has been over the last 24
months. On the mental health wards 69.6% (16 of 23) and on the community wards 97.6%
(123 of 126) of the falls assessments wards were completed within the 24 hour specified
timeframe.
On the mental health wards a total of seven patients did not have their falls assessment
completed within the 24 hour timeframe. Reasons for the seven missed assessments include
staff capacity (one), patient acuity (one) and no rationale was given for the other five patients.
Where possible the assessments are completed at a later date. Three patients had their falls
assessment outside the 24 hour timeframe.
For the community hospital wards three patients did not have their falls assessment
completed. Reasons for the three missed assessments include staff capacity (1), and no
reason was recorded for the other two patients. Feedback has been provided to the hospitals.

VTE assessments were within CCG’s target and within expected parameters. See
Progress Sheet 2.2.4 for a quarterly update on this metric.
Trust wide Pressure Ulcer (Purpose T) risk assessments continue to be below the
CCG’s 95% target, with 89% of assessments being completed within four hours
although this was within normal expected parameters. Both community (94.3%) and the
mental health services (60.9%) missed the 95% target.
On the mental health wards nine patients did not have their Purpose T risk assessment
completed within the four hour timeframe. Reasons for the nine missed assessments include
patient presentation (one), staff capacity (one) and no rationale was given for the lack of
completion for the other seven patients. Eight patients had their Purpose T risk assessment
outside the four hour timeframe. The last inpatient avoidable pressure ulcer occurred over two
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years ago. On average the percentage compliance for mental health is 72.9%. The number of
admissions on mental health wards is quite small which would have a significant impact on
compliance.
A combined total of seven patients did not have their Purpose T risk assessment completed
within the four hour timeframe on the community hospital wards. The rationale for the ward
omissions is unknown. Two patients had their Purpose T risk assessments outside the four
hour timeframe. The last avoidable pressure ulcer on a community hospital ward occurred in
July 2018 and there are currently three outstanding Root Cause Analysis (RCA) reviews.
The number of completed appraisals has been below average since July 2018 at 90.3%.
Community Health Services has a compliance rate of 92.63%, Children and Young People
Services 90.48% and Mental Health Services 87.98%. The Learning and Development
Service engages with all teams, performing below the Trust 95% Appraisal completion rate, on
a monthly basis to identify what support, advice, guidance or training can be provided. Based
on staff feedback the current Appraisal framework has been further developed and a template
for a new appraisal recording system is ready for development. See Progress Sheet 2.2.5 for
more information.

The Mandatory training figure in December was within expected parameters. See
Progress Sheet 2.2.6 for a quarterly update on this metric.
The number of Clients in settled accommodation aged 18-69 on CPA is 43.6%. This is
below the National median of 64% but is on an improving trajectory. A review of the
methodology used to calculate this metric is underway to ensure it is in line with the
parameters of the Single Oversight Framework and Local Authority ASCOF indicator to
assure the data quality being reported. The number of people in employment is 8.31%; this is
above the national median 8.0%.
Areas of Good practice – Following on from the Care Quality Commission’s (CQC) visit a
specific service was started to monitor specific medications with health implications and
provide more comprehensive monitoring to improve health outcomes for service users with
severe and enduring mental illness. This new service includes three clinics namely, the Urgent
Physical Health Screening Clinic, The Olanzapine Clinic and the Mood Stabilser Clinic. The
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most recent Wellbeing Patient Satisfaction Survey Results highlights some of the positive
feedback for the new service. See Section 3.1 for more information.

Are We Caring?
By caring, we mean that staff involve and treat people with compassion, kindness, dignity and
respect.

‘Are We Caring’ Key line of enquiry is in a similar position as last month with all metrics
being within expected variance.
Compliments – In December there were 398 compliments received Trustwide. The majority
of compliments related to General Praise. The highest reporters were Wimborne Endoscopy
(36), Yeatman Hospital (25) and the Criminal Justice Liaison and Diversion Service (22).

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

The position regarding responsiveness is the similar to last month; all set
targets/thresholds have been met
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Out of Area Placements (OOA) – There were two adult and two children out of area
placements. Both included one capacity and one needs based placement.
Trustwide, there were 26 complaints received in the month. This is within normal levels of
variation. The majority of the complaints related to Values and Behaviours (10). Weymouth
Urgent Care Centre, CMHT AMH Bournemouth West and CMHT AMH Christchurch and
Southbourne received three complaints each.
Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate –
patients on an incomplete pathway has achieved the target and is at 93.2% in December.
Despite remaining above threshold Trust performance is still below the long term average.
There were two specialties with the highest number of breaches:
• Ophthalmology (13 breaches) which takes place at Swanage Hospital. There is high
pressure on Ophthalmology services across the system in Dorset with a year-on-year
increase in referrals being reported by Dorset HealthCare as well as the three acute
hospitals. The Trust has a service improvement plan in place and performance is
forecast to improve in January.
• Trauma & Orthopaedic (14 breaches) which takes place at Wimborne and Swanage
Hospital. These breaches were due to short-term capacity constraints and no further
breaches are forecast in January.
Unless there are unforeseen cancellations of booked appointments during January it is
expected that the January figures for this metric will be closer to the long-term average.

Steps to Wellbeing waiting time to begin treatment within six weeks continues to
improve and has been above average for last eight consecutive months. Since
November 2017 there has been a constant improvement in waiting time to begin treatment
within six weeks. This is as a result of the Steps to Wellbeing service prioritising the rollout of
digital therapies within the service improving efficiency within the system. This has led to more
capacity within the Low Intensity team and therefore more available slots for assessment
resulting in a shorter overall wait for patients to their first appointment. Performance has
increased from 88% in November 2017 to 97% in December 2018.
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Are We Well-Led?
By well-led, we mean that the leadership, management and governance of the organisation
assure the delivery of high-quality, person-centred care, supports learning and innovation, and
promotes an open and fair culture.

The Trust vacancy rate was 5.5% in the month. The metric has been in decline since
August 2018. Mental health vacancy rates have improved and are currently at 2.54%.
Vacancy rates in Community and Children’s service increased slightly in December. See
Progress Sheet 2.5.1 for more information on this metric.
Sickness rate – at 5.09% in December the sickness rate continues to increase and has been
on an upward trajectory since September 2018. See Progress Sheet 2.5.2 for more
information.
Our budgetary position is £0.6m behind plan and £0.5m ahead of control total. Forecast
indicates £0.2m favourable against budget and breakeven against control total.
We have achieved £5.9m (68%) of our annual CIP target (£8.7m). Full year forecast shows
£1.3m under achievement.
Capital expenditure was £5.3m to December, with a forecast spend of £13.3m.
Agency expenditure was £3.6m. This is below both our NHSI cap (£4.9m) but above our
internal threshold (£3.0m). Our highest spending agency usage areas are medical staffing,
community hospitals nursing and adult MH inpatient nursing
Other reports:
Details of the Quality Metrics for the Trust’s Research and Development activities can be
found in Section 4.4.
See Section 4.7 for a quarterly update on data quality assurance activity.

10

2.1.1 Metric Progress Report Sheet: Patients not feeling safe in our inpatient wards
The measure

Background and context
This metric reports the number people who have responded 'no' to the
'question do you feel safe?' based on all Mental Health (MH) wards
completing the Mental Health Safety Thermometer whilst in hospital and
includes community hospitals and mental health wards completing the
Friends & Family Test during their stay or on discharge.
October to December there were 42 reports of not feeling safe. This is within
standard variation and no special causes for concern. The highest reported
incidents are Chine, Waterston AAU and Harbour which are acute wards:

There were 489 MH discharges & transfers in the period, which equates to
less than 11% reported not feeling safe.
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Contributory factors

Quality improvement actions

Chine and Harbour have experienced increased acuity due to particular
individual patients, who due to their complexity and diagnosis have
contributed to this.

A personality disorder pathway has been developed, along with a positive
risk policy, led by Dr Kosky and Meherzin Das, Head of Adult Psychology.
This is being consulted on across Mental Health Services.

Clients with a diagnosis of Emotionally Unstable Personality Disorder are
known to have complex needs, and admission to inpatient care is not
clinically indicated as the best treatment option. This can lead to an increase
in incidents, which has an unsettling effect on the ward as a whole.

Safety of patients admitted to mental health units is evaluated by the Friends
and Family Test and Mental Health Safety Thermometer. A deep dive was
undertaken to develop a better understanding of patients’ experience when
they report that they do not feel safe on our wards. A questionnaire was
designed to study the 6 domains of safety from Safewards: Patient
characteristics, physical environment, staff team, patient community, outside
influences and regulatory framework. The deep dive is being conducted in
three phases:

In addition it is notable that their own risky behaviours are exacerbated in an
inpatient setting which may contribute to their own sense of not feeling safe.

Phase 1: Oct – Nov 2018: administering the questionnaire to patients
admitted to acute adult and CAMHS mental health wards. Results have been
reviewed at DMG.
Phase 2: November 2018: administering the questionnaire to patients
admitted to adult and older people’s wards, details to be captured in the final
report.
Phase 3: Dec 2018- February 2019: conducting focused groups with staff and
patients to understand their qualitative experience of safety and invite
suggestions for positive changes to implement. Following the completion of
the focused groups, further recommendations for change in clinical practice
and ward environment will be reviewed at the DMG.

Approved By: Colin Hicks
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2.1.2 Metric Progress Report Sheet: Patient Safety Incidents - excludes falls/pressure ulcers & all no/low harm
The measure

Background and context
This metric shows the number of patient safety incidents with an actual harm
of moderate, major or catastrophic, excluding falls and pressure ulcers. Falls
and pressure ulcers are reported separately within the Integrated Corporate
Dashboard.
The most current National Reporting and Learning System (NRLS) report
published in September 2018 reporting on 1st October 2017 – 31st March
2018 shows the Trust was the 3rd highest reporter of incidents in the cluster
per 1,000 bed days (53 organisations in the cluster). The Trust reported lower
percentage of death and severe harm than the cluster but had a higher
percentage of moderate harm and low harm. These incidents are largely
related to pressure ulcers and other Trusts in our cluster do not all provide
community health services.
The breakdown by type of incident shown on the left demonstrates that
deterioration of an inpatient and patient deaths account for the largest
categories of incident type. Between October and December there were 15
'Death of a Patient' incidents reported, and on the whole these relate to the
unexpected deaths of community mental health patients.
The 39 incidents reported between October to December 2018 (22 moderate
harm, 2 major and 15 catastrophic) occurred across 30 teams, with six teams
reporting two incidents or more of moderate or above harm (Chine Ward 4,
AMH CMHT Christchurch 2, AMH CMHT Weymouth 3, DN Parkstone 2,
Haven ward 2,)

Contributory factors
The issues highlighted in the Serious Incident reviews are shared with the
following Sign Up To Safety Work streams:
• Care planning
• Suicide Prevention
• Pressure Ulcer Reduction and Management
• Falls Prevention and Management
The care and service delivery problems identified are not necessarily directly
linked to the untoward outcome but are areas that the review identified as
areas where care needed to be improved.

Quality improvement actions
Serious incidents are reviewed in line with the Trust Incident Reporting Policy
to ensure that immediate learning occurs and recommendations are made to
try and reduce wherever possible incidents occurring again.
Recommendations are shared across the organisation through a variety of
means such as the locality reports, Trust intranet and training events.
Incidents are reviewed in a thematic way within the Sign up to Safety work
streams and action taken to reduce harm to patients.
13
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2.2.1 Metric Progress Report Sheet: % of Bed days with delayed transfers mental health
The measure

Background and context
This metric reports of those occupied bed days in mental health units, how
many were occupied by a patient whose transfer was delayed.
At the end of December there were 518 delay days from 6595 occupied bed
days (OBDs) This equates to 7.85% for the month, this figure is un-validated.
DToC has remained within standard variation and stable through the peak
winter pressure period and is lower than the same period last year, which is a
significant improvement.
Delays will not be completely eliminated due to ongoing pressures with
accommodation and packages of care/specialist placements.
Wards with the highest number of delayed clients are Herm and St Brelade’s.

Contributory factors
Winter Pressures; an increase in demand for the service across all Acutes
and Social Services during the colder months there is more challenge to aid
in the safe transfer of care.

Quality improvement actions
Monthly multi-agency DTOC Meetings to reduce delays and to free up
additional bed capacity identify barriers in placing delayed Clients and
discuss complex cases.

Sourcing Accommodation; difficulties with social services sourcing supportive
accommodation due to limited resources within Dorset. Independent
accommodation is difficult to access with high levels of homelessness and a
lack of council stock. Leads to accessing private rental accommodation.

Weekly review of stuck cases.
Court Users group with the COP judges to identify how delays and LOS can
be minimised for those in hospital waiting for Court of Protection decisions.
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Adult Mental Health Specialist Placements; limited supply of providers for
specialist placements in the area and often decline provision of the service
due to high risks assessed. Placements for Dual Diagnosis, self-harming
behaviours including alcohol and drug addiction are difficult to access.

Prioritisation at the Mental health Link forum for patients at risk of being
evicted from supported accommodation and those on the waiting list are
discussed and prioritised accordingly.

Older People Mental Health Specialist Residential and Nursing placements;
Limited providers are available with the relevant training (6 in Dorset). Home
closures across Dorset has reduced bed availability (40 bedded home closed
recently).

Improved discharge planning processes for people of NFA.

Difficulties have been encountered when discharge planning for patients with
no access to public funding due to immigration status.

A pathway for discharge for patients who have no recourse to public funds.
Weekly engagement with LA’s for DToC focusing on reducing delays and
supporting NHS delays that can be reduced with their input.
Approved By: Colin Hicks
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2.2.2 Metric Progress Report Sheet: % of Bed days with delayed transfers physical health
The measure

Background and context
This metric reports on the number of bed days occupied by patients
experiencing a delayed discharge during the month as a percentage of all the
occupied bed days in the month. It is more representative of the DTOC
performance of Community Hospitals than the previous snapshot metric,
which has been discontinued by NHS England and Dorset CCG.
This metric is formally reported to NHS England (combined with mental health
inpatient delays) and Dorset CCG in exactly the way it is now reported here.
Due to the national timescales for DTOC reporting and the requirement for
formal agreement of all delay days, the latest month’s performance shown on
this report is a provisional, un-validated figure.
For community hospitals the target of no more than 7.5% of available bed
days being occupied by patients who are awaiting discharge currently
amounts to about 15 patients being delayed each day during the month. The
number of delayed patients and the days lost has reduced over the past
sixteen months with considerable effort being placed in this by Community
Hospital and Social care staff. In most Community Hospitals the number of
delayed patients has dropped to quite low levels.
Successful, timely discharge relies on good partnership working between
health care staff and social care staff. There has been considerable effort
made by health and social care staff from front-line right up to Director level to
develop, agree and promote sound joint processes to enable discharges to
be effectively planned and expedited. The introduction of link social care staff
by Dorset CC has improved partnership working in some areas, but a further
re-organisation is now underway and the recent absence of their DTOC Coordinator also inhibited the rate of progress.
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Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or
hinders?
Main barriers to discharge of patients from community hospitals in Dorset are:
- condition of patient - frailty, medical instability, mental capacity
- patient and family circumstances and choices, sometimes resulting in legal
issues
- availability of local residential nursing or care home provision or domiciliary
social care packages
- forward planning and communication between partner organisations, with
agreed escalation procedures
- ineffective links to Housing Associations and escalation processes,
particularly in West Dorset
Effective discharge processes are usually facilitated by:
- good discharge planning from admission
- multi-disciplinary team meetings attended by all parties involved in patient
discharge with agreed actions
- pro-active engagement with patients and families using the Leaving Hospital
Policy from admission
- robust and effective communication channels between health and social
care staff
- agreed escalation processes to unblock barriers to discharge
The percentage of delay days has continued to reduce since August 2018
when the holiday period reduced the capacity for arranging social care
placements and packages of care. The threshold of 7.5% was met in
December, subject to final agreement of figures by Local Authorities. While
this would be a notable achievement, part of the reduction may be attributable
to an infection prevention and control incident at Westhaven during
December, during which no discharges were possible.
Awaiting packages of care in own home and patient choice now account for a
higher proportion of delays than previously. Delays attributed to patient
choice often can mask the underlying cause of the delay, which is often the
procurement of packages of care.

Quality improvement actions
Actions being taken and target dates.
Many of the actions to reduce DTOC have been ongoing for many months
and are continuing to result in reductions in delays.
Joint working with Local Authorities continues and fresh guidelines have been
published by NHS England on ‘Principles, Definitions and Guidance’ for
completion of the monthly DTOC report. These have been discussed across
acute hospitals, Local Authorities and Dorset CCG and will be introduced in a
co-ordinated manner across the County. The main changes to the reasons for
delay are shifts from ‘Housing’ to other reasons and significant reduction in
delays for ‘Patient or Family Choice’, mostly to ‘Awaiting Care Package in
own Home’. This is because the declining of an interim bed offer for a patient
awaiting care to start in their home will no longer change the reported reason
for the delay. The number of reported delay days will reduce when the new
guidelines come into effect as every delay will formally commence one day
later than the current guidelines dictate.
Weekly conference calls are continuing between Dorset HealthCare and
Dorset CC staff to discuss the situation of all delayed patients in that LA area.
Dorset HealthCare is continuing to work with partners to improve integrated
working between hospital and social care staff to expedite discharges.
Weekly DTOC meetings also continue to take place at Alderney with
representatives of ward and social care staff, and these have recently been
joined by the manager of the Integrated Discharge Bureau from Poole
General Hospital who also support discharges from Alderney.
The action plan is continuing for the improvement of flow in Community
Services based on good practice guidance issued by NHSI. Recording and
analysis of 'Red2Green' days has been rolled out and all Community
Hospitals. Data that is collected by all inpatient units will be used for ongoing
analysis of the prevalence of 'Red' days and the reasons for them.
Improvement actions can then be identified to reduce 'Red' days with
potential benefits on length of stay and DTOC. A new addition to the monthly
CoHo dashboard is the reporting of patient length of stay in terms of the
‘Stranded Patient’ thresholds. This allows comparison of length of stay across
Community Hospitals as well as trend analysis. The capability has also been
created to report ‘Stranded Patient’ figures direct from clinical systems on
demand on any day.
Approved By: Jane Elson
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2.2.3 Metric Progress Report Sheet: Percentage of patients with CPA 12 month review
The measure

Background and context
The metric reports on whether care plans have been updated within the past 12
months for all patients on the Care Programme Approach (CPA). This is
measured by the number of people who have had a CPA Review in the past 12
months, of which review of the care plan is an integral element.

Overall compliance is 93.65% (78/1229). An upturn in compliance is noted
between May-October 2018. There has been a two month decline from
November 2018.
Contributory factors
Correct recording and validation of CPA 12 month reviews within RiO

Quality improvement actions
The CPA Review screen in RiO was amended to record the outcome of CPA
Reviews as a mandatory data item.

Care plans not being updated in the Care Plan section in RiO as the
information has been outcomed in the CPA review screen instead. There is
no functionality within the Care Plan Screens in RiO formally update care
plans.

Work is underway to roll out the My Wellbeing Plan, which will replace the current
care plan function. The My Wellbeing Plan has been co-produced with Dorset
Mental Health Forum and has been piloted across 10 teams. This will streamline
the Care Plan process and improve data quality. It is proposed that this will be
reportable from April 2019 data (May reporting).

Reviews not being completed as required and/or not validated within the
clinical record
Service Users not engaging with the scheduled review process and DNA
appointments
A change in methodology was introduced in April 2018 which streamlined the
parameters of the indicator across all services. Previously the indicator excluded
people under 18 and Learning Disability services.

A review of the breaches have highlighted a data quality issue of recording Out of
Area clients within the DFT team incorrectly on RiO. The performance team are
working with the service to ensure data capture is accurate, once amended the
compliance would improve to 94.11%.

Approved By: Colin Hicks
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2.2.4 Metric Progress Report Sheet: Venous Thromboembolism (VTE) risk assessment
The measure

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

Contributory factors

Quality improvement actions

ICS: All VTE assessments were undertaken within the contractual target
(24hrs) except for one patient on Jersey Ward in Oct, one patient on Hanham
Ward in Nov and one patient on Radipole ward Dec

ICS: A step down admission where the VTE assessment has been completed
and medication prescribed would be counted as a continuation of care. Any
step up admission would need to be seen by a doctor or NMP to have a
prescription sheet completed, so a VTE assessment should be done.
An acceptable breach would be end of life care. Learning to be shared

MH: Out of two patients admitted to Alumhurst Ward during the month of
December, one patient was too unwell and uncooperative to complete the
assessments within the 24 hours period is the reason for the breach.

Approved By: C. Hicks & J. Elson
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2.2.5 Metric Progress Report Sheet: Completed Appraisals Last Year
The measure

Background and context
December 2018 has seen the appraisal completion rate of 90.30% dip below
the 95% target for the third consecutive month.
Within patient based services, Community Services has the highest
compliance rate (92.63%) and Mental Health and Learning Disability Services
has the lowest compliance rate (87.98%)
Within corporate services, Human Resources has the highest compliance
rate (100%) with Finance and Strategic Development having the lowest
(85.68%).
The job type with the highest compliance rate is Medical (100%). The lowest
compliance rate is Healthcare Scientists (87.50%).

Contributory factors
December normally sees a very slight dip in completion rates due to the
Christmas period. However, 2018 has seen a 2% reduction compared to
November which is higher than in previous years.

Quality improvement actions
Based on staff feedback and the introduction of the MES Declare system, the
following declarations have been removed from the Appraisal packs to
streamline the process: Travel, Gifts/Hospitality and Business Interests.

The Learning and Development Service engages with all teams, performing
below the Trust 95% Appraisal completion rate, on a monthly basis to identify
what support, advice, guidance or training can be provided. The aim is to
support teams to increase the number of staff that receive an annual
Appraisal.

Based on staff feedback the current Appraisal framework has been further
developed and a template for a new appraisal recording system is ready for
development. We are working with IM&T to identify a solution for Dorset NHS
organisations so we all use the one online appraisal tool. This will be further
developed to also incorporate incremental pay progression as part of the new
contract arrangements.

Daily reports on who is due and who is outstanding are produced and
available on the Learning and Development Web Reporting system. These
are also sent to service directorates two weekly.
Appraisal tools and training have been promoted through our communication
channels to support people to have a quality Appraisal conversation. There
has been a steady increase in the numbers of staff accessing Appraisal
training and from October 2018 to March 2019, 129 staff have attended or are
due to attend in the next couple of months.

Approved By: Zoe Challen
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2.2.5 Metric Progress Report Sheet: Completed Appraisals Last Year
The measure

Background and context
December 2018 has seen the appraisal completion rate of 90.30% dip below
the 95% target for the third consecutive month.
Within patient based services, Community Services has the highest
compliance rate (92.63%) and Mental Health and Learning Disability Services
has the lowest compliance rate (87.98%)
Within corporate services, Human Resources has the highest compliance
rate (100%) with Finance and Strategic Development having the lowest
(85.68%).
The job type with the highest compliance rate is Medical (100%). The lowest
compliance rate is Healthcare Scientists (87.50%).

Contributory factors
December normally sees a very slight dip in completion rates due to the
Christmas period. However, 2018 has seen a 2% reduction compared to
November which is higher than in previous years.

Quality improvement actions
Based on staff feedback and the introduction of the MES Declare system, the
following declarations have been removed from the Appraisal packs to
streamline the process: Travel, Gifts/Hospitality and Business Interests.

The Learning and Development Service engages with all teams, performing
below the Trust 95% Appraisal completion rate, on a monthly basis to identify
what support, advice, guidance or training can be provided. The aim is to
support teams to increase the number of staff that receive an annual
Appraisal.

Based on staff feedback the current Appraisal framework has been further
developed and a template for a new appraisal recording system is ready for
development. We are working with IM&T to identify a solution for Dorset NHS
organisations so we all use the one online appraisal tool. This will be further
developed to also incorporate incremental pay progression as part of the new
contract arrangements.

Daily reports on who is due and who is outstanding are produced and
available on the Learning and Development Web Reporting system. These
are also sent to service directorates two weekly.
Appraisal tools and training have been promoted through our communication
channels to support people to have a quality Appraisal conversation. There
has been a steady increase in the numbers of staff accessing Appraisal
training and from October 2018 to March 2019, 129 staff have attended or are
due to attend in the next couple of months.

Approved By: Zoe Challen
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2.2.6 Metric Progress Report Sheet: Mandatory Training Completed
The measure

Background and context
December 2018 has seen the mandatory training compliance of 94.48% dip
below the 95% target for the third consecutive month.
Within patient based services, Mental Health and Learning Disabilities has
the highest mandatory training compliance rate (95.16%) and Children’s
Services has the lowest compliance rate (91.69%).
Within corporate services, Human Resources has the highest compliance
rate (98.96%) with Organisational Development having the lowest (91.34%).
The job type with the highest compliance rate is Healthcare Scientists
(96.30%). The lowest compliance rate is Medical (91.90%).

Contributory factors
There are 24 staff requiring their Enhanced Life Support update with 20 of
these booked to attend their training.

Quality improvement actions
Staff requiring Information Governance and Basic Life Support have been
emailed to ensure they update as soon as possible

The 169 staff requiring the Safeguarding Children and Adults Level 2 training,
and 177 staff requiring Safeguarding Children Level 3 training have been
contacted early January 2019 to encourage completion. The Safeguarding
Children Level 3 training is delivered by the Local Authorities and additional
course capacity was requested by the Learning and Development Service in
November 2018 in response to staff experiencing a lack of availability.
Sufficient course capacity is now available.

Dorset wide mandatory training passport system is in place to ensure training
is not duplicated if staff move from one Dorset Trust to another.
Line managers have access to the Learning and Development Web
Reporting system to monitor team and individual compliance. The Learning
and Development Service monitors compliance monthly and emails
individuals offering advice on how to complete training and how to access the
Learning and Development Web Reporting system.

Approved By: Zoe Challen
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2.5.1 Metric Progress Report Sheet: Vacancy
The measure

Background and context
Trust wide vacancy levels have decreased to 5.50%.
Vacancy rates have increased in Community Services from 6.21% to 6.46%.
and in Children’s Services from 6.44% to 6.70%.
Whereas, vacancy rates in Mental Health continue to reduce from 2.84% to
2.54%.
Currently there are 183 active adverts.

Contributory factors
Health visiting admin figures indicate a high vacancy rate; however the recent
review and subsequent disaggregation of admin into a central cost centre has
distorted the position.
Herm Ward and St Brelades continue to have a high number of vacancies
although it is hoped that upcoming interviews for HCA posts will be
successful in easing the position.
The vacancy position across adult inpatient acute wards has shifted in that
Haven and Seaview are now fully recruited to for qualified vacancies but
Waterston has 3 (plus 2 due to commence maternity leave) and Linden has 8.
Adult Mental Health Inpatient services are currently exploring a pathway for
offering clinical lead roles as a development opportunity for band 6s. The
structure is also being reviewed to consider the introduction of innovative
roles e.g. pharmacy technicians to assist with recruitment.

Quality improvement actions
Dedicated recruitment and retention plans are being developed for hotspot
areas including Linden Unit, Waterston, Community Hospitals and District
Nurses.
Specifically in respect of Linden consideration is being given to support for
accommodation, extension of the R&R premia to 6 month FTCs, payment of
travel time and overnight accommodation for staff working back to back shifts.
The recruitment teams plan to establish a programme of ‘Job Shops’, to
enable a process of multiple interviews and candidates offer on the same
day.
The education and recruitment teams are planning attendance at the
following recruitment events: Nursing Fair at Bournemouth University Nursing
Fair, Job Fair at Weymouth Job Centre Plus, Recruitment Open Day at
Bournemouth Library, Student Mental Health Forum Conference in Edinburgh
and RCN Congress in Liverpool.
A communication app is being used by Waterston to support the filling of
shifts when required and the Ward Manager is working with the Deputy
Director of Nursing & Quality to develop a tool to measure acuity on the ward
to inform staffing levels.
Approved By: Zoe Challen
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2.5.2 Metric Progress Report Sheet: Sickness
The measures

Background and context
The overall Trust absence figure for December 2018 is showing as 5.09%, which is a increase on the previous position of 5.01%.
Long term absence accounts for 3.26% of sickness absence and short term absence 1.74%.
On average, 16.68 days per annum are lost for each WTE due to sickness.
Absence has been on a upward trajectory since September 2018, with month on month increases of circa 0.30%.
While the Trust rolling 12-month sickness absence figure for December 2018 is showing as 4.67%, which is an increase on the previous month at 4.61%.
Each of the Clinical Services is reporting an increased rolling 12-month sickness absence level in December 2018, when compared with the position in
November 2018 with Mental Health at 4.91%, Community Services at 4.82% and Children’s Services at 4.83%.
Contributory factors
Quality improvement actions
A review to quantify the general rise in absence has shown that there has
Regular HR Clinics have been set up with managers in hot spot areas to
only been a slight increase in episodes of absence experiences; therefore the continue to provide consistent support and advice to help reduce sickness
risk can be attributed to absences being more prolonged.
absence further.
There has also been a rise in the amount of coughs, colds and flu
experienced across the Trust.

The Managing Sickness Absence Policy has been reviewed and rewritten
and is currently under the process of being agreed by all parties involved with
the documents development.
Approved By: Zoe Challen
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3.1 Areas of Good Practice - Are we effective?
People's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence
Mood Stabiliser Clinic.
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

Following on from the success of changes of process and practice from
last CQC visit. The team wanted to set up a specific service for
monitoring for specific medications that have health implications, and
provide a more comprehensive monitoring to improve health outcomes for
service users with a severe and enduring Mental illness.

Creating the right environment was integral to the success of clinic. Given
that some people could potentially be required to be observed for up to
three hours for some medications.

We created a New Full Time post ‘Medication Management and Wellbeing
Nurse’ dedicated to:
• Clozaril Service
• Medication Management
• Physical Health Assessments
• Lifestyle advice and signposting
.

We provide:
• Urgent Physical Health Screening clinic
• 3 clinics a fortnight
• ½ hour appointments

Liaising with estates and fire officers re specific fire regulations for any
furniture purchased. Getting electrical equipment PACT tested.
Gaining support from your colleagues regarding the benefits of this service,
as they would have to literally give up a clinic room and a designated band
6 nurse from the team to facilitate this. Also interview rooms are a premium
at Weymouth Adult CMHT. This involved moving a Consultant Psychiatrist
to a different room.
Changing the culture of the team regarding vigilance for all med
management procedures, giving clear guidelines and procedural support to
changes in practice.

Target group:
Patients who need an urgent bloods test or physical health screens in
order to start a new medication or due to new presentations or concerns
Olanzapine Clinic
• Weekly Clinic
• 3 hour appointments
• A designated non-clinical room specifically developed and
furnished (with support from League of friends) for patients to sit
after administration, to provide a quite relaxed, environment during
the required 3 hour monitoring period to improve their experience
and encourage concordance with medication. The room has a
sofa, soothing pictures on the wall, TV and tea/coffee making
facilities.
• Safe administration of medication
• Mental stability
Mood Stabiliser Clinic
• Weekly Clinics
• 1 hour appointments
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•
•
•

Yearly Physical Health screen- BP, Pulse, Weight, Height, BMI
Yearly Bloods for all mood stabilisers: FBC, U&Es, TFT, LFT,
HbA1c, Prolactin, Lipids, Vit D (men also offered PSA levels)
More frequent blood test according to recommendations for
specific mood stabilisers

Lithium
• Lithium blood levels every 3 months and after any dose change
• TFT bloods at start and every 6 months
• U&E bloods at start and every 6 months
• Yearly calcium level
• ECG at start if risk factors for cardiovascular disease
Valproate
• Valproate levels to ensure adequate dosing/compliance as
requested
• LFT at start and every 6 months
• FBC at start and every 6 month
The team obtained external funding from the League of Friends £1000 to
purchase items for designated room.
Also to formulate a specific referral form for auditing purposes.
Some of the positive feedback from Service Users:
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4.4 Research and Development Metrics Q3
The following provides details of the Quality Metrics for the Trust’s Research and Development (R&D) activities.
Metric

In Quarter

Time taken to issue
confirmation of capacity and
capability

No
exceptions

G

All studies received confirmation of capacity and
capability within the agreed timeline of 40 days from
site selected date for Q3.

219

G

Recruitment is in line with target in Q3 with a total of
442 against a target of 708 for the year.

Green

G

All studies recruited to time for Q3.

0

G

There were no incidents in Q3.

-

Currently active in 28 studies:
22 open to recruitment (some of these studies are
national studies)
6 closed to recruitment and in follow-up

Recruitment to target

Recruitment of first
participant to the study
Number of incidents
(target < 2)

Number of studies in progress

Number of studies in set-up

28

3

Current
Status

-

Additional details

Areas/specialities involved in research
•
•
•
•
•

Perinatal
Dementia
Eating Disorder
Physiotherapy
Psychosis pathway

•
•
•
•
•

Autism
Cancer
Surgery
Sexual
Health
Phobia

3 studies currently in set-up

Other: The Annual Review meeting with National Institute of Health Research Wessex took place in Q3 and there was very positive

feedback to the Trust on our performance in research activity over the last 12 months.
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4.6 Inpatient Nursing Staffing – National Return for Dec 2018
Hospital Site Details
Site code

RDYEY
RDY22
RDYFE
RDY22
RDYEJ
RDYEG
RDYFD
RDYFF
RDYER
RDYFC
RDY10
RDY10
RDY10
RDYFX
RDYFT
RDY10
RDY10
RDY22
RDY32
RDYEG
RDYEW
RDYFX
RDYFX
RDYMR
RDY22
RDY10

Hospital Site name

WESTMINSTER MEMORIAL HOSPITAL
ALDERNEY HOSPITAL
VICTORIA HOSPITAL W'BORNE
ALDERNEY HOSPITAL
BRIDPORT COMMUNITY HOSPITAL
BRIDPORT COMMUNITY HOSPITAL
WESTHAVEN HOSPITAL
SWANAGE COMMUNTIY HOSPITAL
BLANDFORD COMMUNITY HOSPITAL
YEATMAN HOSPITAL
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
NIGHTINGALE HOUSE
MAIDEN CASTLE HOUSE
ST ANN'S HOSPITAL
ST ANN'S HOSPITAL
ALDERNEY HOSPITAL
KIMMERIDGE COURT
WESTHAVEN HOSPITAL
FORSTON CLINIC
NIGHTINGALE HOUSE
NIGHTINGALE HOUSE
PEBBLE LODGE
ALDERNEY HOSPITAL
ST ANN'S HOSPITAL
FORSTON CLINIC

Ward Name

Specialty 1

Ashmore/Shaston Ward
Guernsey Ward
Hanham Ward
Jersey Ward
Langdon Ward
Ryeberry Ward
Radipole Ward
Stanley Purser Ward
Tarrant Ward
Willows Unit
AAU Seaview
Alumhurst Ward
Chine Ward
Florence House
Glendinning Unit
Harbour Ward
Haven Ward
Herm Ward
Kimmeridge Court
Linden Unit
Melstock House
Nightingale Court
Nightingale House
Pebble Lodge
St Brelades Ward
Twynham Ward
Waterston AAU

314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
314 - REHABILITATION
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
996 - PSYCHIATRIC INTENSIVE CARE UNIT
715 - OLD AGE PSYCHIATRY
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
710 - ADULT MENTAL ILLNESS
711 - CHILD AND ADOLESCENT PSYCHIATRY
715 - OLD AGE PSYCHIATRY
712 - FORENSIC PSYCHIATRY
710 - ADULT MENTAL ILLNESS

Day
Night
Average fill rate Average fill rate Average fill rate Average fill rate registered
registered
care staff (%)
care staff (%)
nurses/midwives
nurses/midwives
(%)
(%)

89.4%
75.0%
123.8%
78.1%
93.1%
85.4%
96.3%
85.2%
82.5%
93.2%
95.0%
103.9%
89.2%
100.0%
90.9%
94.4%
104.0%
87.2%
120.4%
127.7%
94.0%
113.6%
91.9%
107.7%
88.5%
97.5%
118.6%

98.5%
132.3%
95.5%
118.7%
92.4%
91.8%
72.2%
93.0%
96.6%
87.4%
90.8%
114.8%
118.4%
164.8%
119.9%
160.6%
99.0%
96.9%
167.9%
176.1%
91.9%
86.3%
77.1%
77.6%
107.3%
104.2%
79.8%

67.8%
91.7%
98.4%
193.5%
91.5%
99.0%
100.0%
96.8%
101.6%
101.1%
103.2%
72.6%
110.2%
100.5%
107.0%
103.2%
96.9%
66.9%
100.0%
97.4%
100.1%
100.0%
100.2%
101.4%
59.5%
100.0%
56.2%

171.0%
107.4%
196.1%
103.3%
106.6%
97.8%
101.7%
134.0%
95.2%
98.3%
142.1%
175.3%
145.5%
137.7%
107.0%
190.1%
131.9%
112.4%
169.0%
156.6%
100.0%
102.5%
100.1%
110.0%
111.4%
121.0%
143.5%

The above report shows average fill rates for registered nurses and non-registered care staff by ward in the day and at night for the month. The average fill
rates are the total hours worked as a percentage of the hours expected to be worked on the ward from the roster.
If an average fill rate is below 100%, the number of hours worked by that particular staff group has been below expected levels during the month and if over
100% then more hours than expected have been worked. Staffing levels may be over 100% because additional support staff have been brought in to work a
shift if the number of registered nurses available is lower than planned; or additional staff are required when patients require higher levels of support.
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4.7. Data Quality Assurance Programme

1

Introduction

1.1

This paper gives an overview of the current position of Dorset HealthCare within the
Data Quality Maturity Index and also provides an update of the 2018/19 Priority Plan.

1.2

The 2018 Data Quality Policy has been reviewed and approved by both the Data
Quality Steering Group and the Information Governance Steering Group and has been
uploaded to the Trusts Intranet.

1.3

The addition of new metrics into the Mental Health Services Dataset score of the Data
Quality Maturity Index, due to be introduced in May 2019, means Dorset HealthCare is
likely to fall below the 95% Single Oversight Framework Threshold.

2

Data Quality Maturity Index (DQMI)

2.1

The latest Data Quality Maturity Index was published in November 2018 and covers
data submitted by Dorset HealthCare up to June 2018. The DQMI gives an overall
percentage score for the valid and complete rate of a selection of data from 6 datasets
that cover services that Dorset HealthCare provides.

2.2

In the latest DQMI release Dorset HealthCare’s score was 98.8, this places Dorset
HealthCare within the top 20% of English NHS Trusts.

2.3

Improvements have been seen in the recording of the Organisational code in the
patients record, previously out of date codes were being used for small numbers of
patients. There have also been improvements to the timely recording of the Primary
diagnosis of admitted patients, further improving the data quality of the Admitted
Patient Care dataset.
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4.7. Data Quality Assurance Programme
2.4

From the May 2019 DQMI release additional Mental Health Service Dataset metrics
are going to be included in the index. An experimental score with these new metrics is
included in the November release. With the additional metrics included Dorset
HealthCare’s MHSDS score falls from 99.8 to 92.7. With the new metrics included the
experimental MSHDS score falls below the 95% Single Oversight Framework (SOF)
threshold.

2.5

The following two areas are where valid and compete rates are the lowest;
•
•

Primary reason for referral (mental health) (referral received on or after 1st Jan
2016)- 49%
Ex-British armed forces indicator-62%
Work is ongoing to improve the completeness of these indicators.

2.6

3

The experimental scores suggest that the majority of English Mental Health Trusts will
also fall short of the 95% SOF threshold, although it is unknown whether they will
implement successful actions to improve data quality before the May 2019 release. In
the November experimental scores just 6 of 114 Trusts Mental Health Trusts met the
95% target.

Priority Plan

3.1

The 2018/19 Priority plan is underway. The aim of this plan is to look in detail at
metrics within the Integrated Corporate Dashboard where the data quality rating is not
currently green and improve the data quality of those metrics.

3.2

A data quality review of the inpatients feeling safe metric has been postponed while a
wider review takes place. Currently the metric is compiled by combining responses
from the Friends and Family test and the Mental Health Safety Thermometer.
Combining these results can give a misleading indication of how patients feel on the
ward as different methodologies are used.

3.3

Data quality reviews into risk indicators and mixed sex accommodation breaches are
due to be taken to the Data Quality Steering Group at the end of January.
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4.7. Data Quality Assurance Programme
Appendix A

2018/19 Data Quality Priority Plan
Ref

Date added
to plan

Board
/SOF
metric

Item

1

May 18

Board

Compliments

2

May 18

Board

Total No. of Incidents
Deaths under
investigation
No. of medication errors
No of risks in month
Patients feeling safe in
our inpatient wards
Mixed sex
accommodation
breaches
Patients involved in
their care
SOF metric- Maximum
time of 18 weeks from
point of referral to
treatment (RTT) in
aggregate – patients on
an incomplete pathway

3

May 18

Board

4
5

May 18
May 18

Board
Board

6

May 18

Board

7

May 18

Board

8

May 18

Board

9

May 18

SOF

10

May 18

N/A

Workforce data in the
Model Hospital

Comments
Amber DQ rating in Board report- Currently data quality concerns
around the assurance and validation processes used for this metric
These 4 items are referred to in the Board report although they are
not Board metrics. Currently the data quality of these items has not
been reviewed.
Amber DQ rating in Board report- Currently data quality concerns
around the assurance and validation processes used for this metric
New KPI in Board report metric

Current data
quality rating

Review
period
August

N/A

September

N/A

September

N/A
N/A

September
September
October

Postponed

November

Amber DQ rating in Board report- Currently data quality concerns
around the validation process used for this metric

December

Amber DQ rating in Board report- data is currently not collected via
a single electronic source

January

The Model Hospital reports on range of workforce metrics using ESR
data submitted by Dorset HealthCare. Royal Bournemouth Hospital
have had issues around data fields not being populated correctly. A
data quality review would provide assurance that DHUFT workforce
data will be reported correctly by the model hospital project.

N/A

February

30

5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Statistical Process Control (SPC) ChartsSPC analysis uses control charts to determine whether processes are stable and predictable by looking at
variation. ‘Natural variation’ is regular or ordinary predictable variation and ‘Special cause variation’ is
unexpected or abnormal variation which warrants further investigation. The Integrated Corporate Dashboard
looks at data covering 24 months. If a special cause variation is evident during the 24 month period this is noted
in the KPI table, and if a new special cause variation is identified further narrative will be in the Integrated
Corporate Dashboard Analysis. Special cause variation is shown by coloured dots and orange dots show areas
of potential concern. For metrics with very low numbers of incidents, such as under 18 seclusion incidents,
current SPC charts are not suitable for highlighting areas of special cause variation. Business and Performance
are looking into more suitable types of charts to monitor these metrics.
Indicator

Patients not feeling safe in
our inpatient wards

PSIs Excludes
falls/pressure ulcers & all
no/low harm

Violent incidents - Patient
on Patient in hospital

Violent Incidents - Patient
on Staff all settings

Falls on inpatient wards per
1,000 OBD

System

Why we are using this
metric?
Are We Safe?

Description

The number of patients
responding 'no' to the 'Do
you feel safe?' question in
Gather /
community and mental
Mental
Feeling safe is essential for
health hospitals. This
Health
recovery and therapeutic
includes responses in the
Patient
interventions.
Safety
mental health patient
Therm.
safety thermometer
monthly snapshot and
discharge surveys.
Number of patient safety
incidents reported on
A good safety culture is
Ulysses which have actual
shown by high reporting of
impact moderate, major or
patient safety incidents with
catastrophic (excluding
Ulysses
low or avoided harm and a
pressure ulcers and slips,
low reporting of moderate
trips and falls which are
impact or above incidents.
reported under separate
metrics).
Patients expect to be
Number of physical assault
treated in a safe and
therapeutic environment. or sexual assault incidents
(patient on patient)
Ulysses Violent incidents are no
reported on Ulysses for
more acceptable on
inpatient units than in the inpatient areas.
community.
Staff expect to work in a
safe and therapeutic
Number of physical assault
environment. Violent
or sexual assault incidents
(patient on staff) reported
Ulysses incidents are no more
acceptable in inpatient
on Ulysses for all areas
units than in the
(inpatient and community).
community.
The rate is calculated from
the number of incidents of
Ulysses,
falls reported on Ulysses
SystmOne All falls put patients at risk
in the month in hospitals
and RiO of more serious injury e.g.
as a proportion of
fracture.
and
occupied bed days
SystmOne
(multiplied by 1,000) in the
month.

Threshold

No
threshold

No
threshold

No
threshold

No
threshold

No
threshold
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

C difficile cases

C difficile cases with
lapses in care identified

Other Significant HCAI –
number of patients
affected

Other Significant HCAI –
number of bed days lost

% Bed occupancy rate
community hospital wards

% Bed occupancy rate
mental health wards

System

Why we are using this
metric?

Description

Number of Clostridium
difficile cases identified on
a hospital ward in the
month. This includes those
which are found not to be
Manual
due to a lapse in care. The
threshold is based on an
annual maximum of 12 as
set by Dorset CCG for
2017/18.
Number of Clostridium
Clostridium difficile can be
difficile cases identified on
life threatening in the
a hospital ward, where
elderly or otherwise
lapses in care were
vulnerable patients. Good
identified following review.
Manual
infection control measures
The threshold is based on
on inpatient units should
an annual maximum of 12
prevent/limit the numbers
as set by Dorset CCG for
of patients infected.
2017/18.
Healthcare associated
Number of patients
infections pose a serious
affected by significant
risk to patients, staff and
healthcare associated
visitors. Good infection
infections (excluding C
Manual
control measures on
difficile). This is provided
inpatient units should
by the Infection Prevention
prevent/limit the numbers
and Control Team.
of patients infected.
Healthcare associated
Number of bed days lost
infections pose a serious
as a result of significant
risk to patients, staff and
healthcare associated
visitors. Good infection
infections (excluding C
Manual
control measures on
difficile). This is provided
inpatient units should
by the Infection Prevention
prevent/limit the numbers
and Control Team.
of patients infected.
Occupancy rate refers to
High bed occupancy rates
the ratio of used beds
can affect the quality of
compared to the total
care provided to patients
amount of available beds.
SystmOne
and have an impact on
This is displayed as a
timely access to hospital
percentage of the total
beds.
occupied bed days.
Occupancy rate refers to
the ratio of used beds
compared to the total
High bed occupancy rates
amount of available beds.
can affect the quality of
This is displayed as a
care provided to patients
percentage of the total
RiO
and have an impact on
occupied bed days. It is
timely access to hospital
calculated by dividing the
beds.
number of beds occupied
by the number of available
beds.
Clostridium difficile can be
life threatening in the
elderly or otherwise
vulnerable patients. Good
infection control measures
on inpatient units should
prevent/limit the numbers
of patients infected.

Threshold

<=1 green

<=1 green

No
threshold

No
threshold

No
threshold

No
threshold
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

System

Why we are using this
metric?

Potentially avoidable deaths
(excluding Learning
Disabilities)

National requirement
following learning from
deaths publication

Potentially avoidable deaths
Learning Disabilities

National requirement
following learning from
deaths publication

SOF: Occurrence of any
Never Event
SOF: NHS England/NHS
Improvement Patient
Safety Alerts Outstanding

SOF: Admissions to adult
facilities of patients who
are under 16 years old
SOF: CPA follow up proportion of discharges
from hospital followed up

STEIS and
Ulysses

Ulysses

Description
Number of deaths
identified in the month
where potentially
avoidable factors may
have contributed to the
patient’s death.
Number of deaths
identified in the month
where potentially
avoidable factors may
have contributed to the
patient’s death
Count of Never Events in
rolling six- month period
Number of NHS England
or NHS Improvement
patient safety alerts
outstanding in most recent
monthly snapshot

Threshold

No
threshold

No
threshold

No
threshold
No
threshold

RiO

Number of children and
young persons under 16
who are admitted to adult
wards

No
threshold

RiO

Proportion of discharges
from hospital followed up
within 7 days

No
threshold

Are We Effective?
Readmission within 28
days to mental health
wards

RiO

Of those patients admitted
as an emergency how
Early readmission may be
many had been previously
an indicator that discharge
discharged within 28 days.
planning was inappropriate.
National benchmarking
threshold.

<=8.6%
green
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

% of Bed days with
delayed transfers mental
health

% bed days with delayed
transfers physical health

Prone Restraint
(Adult)

Prone Restraint
(<18 y.o.)

Supine restraint
(Adult)

System

Why we are using this
metric?

Description

Threshold

Of those occupied bed
days in mental health units,
how many were delayed.
As of August 2017 The
Forensic service have
started to capture DToC
information within RiO.
From a Trust perspective
these clients are reportable
Delayed discharges are a
within the indicator for the
significant factor with
Board, however this figure
negative consequences for
will differ from what is
the effectiveness and
RiO
reported within the CCG
quality of care received and
scorecards due to the
also contributes to
Forensic service being on a
significant additional costs.
separate contract. It is
calculated by dividing the
number of delay days
(excluding any Court of
Protection, Forensic or
under 18 delays) by the
number of occupied bed
days (excluding Pebble
Lodge).
Delayed discharges are a
Percentage of total
significant factor with
delayed days as a
negative consequences for
proportion of the
SystmOne the effectiveness and
community hospital
quality of care received and
occupied bed days (entire
also contributes to
month) – target 7.5%
significant additional costs.
People must not be
deliberately restrained in a Number of prone restraint
way that impacts on their incidents reported on
Ulysses for adult patients.
Ulysses airway, breathing or
circulation such as prone Threshold based on
restraint (Department of
2016/17 data.
Health April 2014).
People must not be
Number of prone restraint
deliberately restrained in a
incidents reported on
way that impacts on their
Ulysses for patients under
Ulysses airway, breathing or
the age of 18 years.
circulation such as prone
Threshold based on
restraint (Department of
2016/17 data.
Health April 2014).
Supine restraint is the
Number of supine restraint
preferred method of
incidents reported on
Ulysses
restraint as opposed to
Ulysses for adult patients
prone restraint.

<=7.5%
green

<=7.5%
green

<=17

<=2
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

Supine restraint
(<18 y.o.)

Seclusion
(Adult)

Seclusion
(<18 y.o.)

System

Ulysses

Supine restraint is the
preferred method of
restraint as opposed to
prone restraint.

Ulysses

Seclusion should not be
included in a care plan and
only used as a last resort.

Ulysses

Seclusion should not be
included in a care plan and
only used as a last resort.

Rapid Tranquilisation
(Adult)

Ulysses

Rapid Tranquilisation
(<18 y.o.)

Ulysses

Avoidable pressure ulcers
(Grade 3 and above)

Why we are using this
metric?

Ulysses

Rapid tranquillisation
should only be used when
other approaches have
failed to de-escalate
acutely disturbed
behaviour.
Rapid tranquillisation
should only be used when
other approaches have
failed to de-escalate
acutely disturbed
behaviour.

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

Description

Threshold

Number of supine restraint
incidents reported on
Ulysses for patients under
the age of 18
Number of seclusion
incidents reported on
Ulysses for adult patients.
Threshold based on
2016/17 data (refreshed
Aug17).
Number of seclusion
incidents reported on
Ulysses for patients under
the age of 18 years.
Threshold based on
2016/17 data.
Number of rapid
tranquilisation incidents
reported on Ulysses for
adult patients. Threshold
based on 2016/17 data
(refreshed Aug17).
Number of rapid
tranquilisation incidents
reported on Ulysses for
patients under the age of
18 years. Threshold
based on 2016/17 data.
Number of avoidable
grade 3 and above
(including unstageable)
pressure ulcers acquired
in care provided by the
Trust reported to
commissioners. These are
identified after review
which may take up to 60
days. The new thresholds
are for a 20% reduction of
community avoidable
grade 3 pressure ulcers
from 2016/17 and a 50%
reduction on the number
of inpatient avoidable
grade 3 pressure ulcers
from 2016/17.

<=8

0

<=18

<=2

<= 36 per
year for
community
acquired
pressure
ulcers &
<=8 per
year for
inpatient
acquired
pressure
ulcers
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Why we are using this
Description
Threshold
metric?
CPA Review is the
overarching framework that
Percentage of clients with
brings together all
an open referral and a
elements of a patients'
completed CPA Review
care. An up to date CPA
validated in RiO (clinical
Review includes a review
% of patients with CPA 12
>= 95%
records) where it has been
RiO
month review
of risk which is used by
green
updated in the previous 12
clinicians to assess risk
months. Threshold was set
concerns and to ensure
by NHS Improvement as
that the care plan includes
previously SOF indicator.
measures to reduce risks if
possible
Percentage of applicable
patients who receive a falls
risk assessment within
Falls assessments should
24hours of admission to
Falls assessments within 24 SystmOne be carried out in order for
>= 95%
hospital.
hours
and RiO interventions to be
green
Community hospital
implemented to avoid falls.
patients and mental health
patients >=65 years old.
Contractual target.
Percentage of applicable
patients who receive a
venous thromboembolism
Venous thromboembolism
risk assessment within
(VTE) is a life threatening
Venous Thromboembolism SystmOnea
24hours of admission to
>= 95%
condition causing
green
(VTE) risk assessment
nd RiO
hospital. Community
thousands of preventable
hospital patients and
hospital deaths each year.
mental health patients
>=65 years old.
Contractual target.
Indicator

Pressure ulcer risk
assessments (Purpose T)

Malnutrition Universal
Screening Tool (MUST)
risk assessment

System

Percentage of applicable
patients who receive a
Pressure ulcer risk
pressure ulcer risk
assessments should be
assessment within 4hours
SystmOne carried out in order for
of admission to hospital.
and RiO interventions to be
Community hospital
implemented to avoid
patients and mental health
pressure ulcers developing. patients
>=65 years old. Contractual
target.
Patients should be
Percentage of applicable
screened to identify those
patients who are screened
at risk of malnutrition or
using the MUST within
who are obese. This helps
24hours of admission to
SystmOne ensure that people receive
hospital.
and RiO the appropriate nutritional
Community hospital
advice and if necessary
patients and mental health
support. Malnutrition can
patients >=65 years old.
impact on a patient's length
Contractual target.
of stay in hospital.

>= 95%
green

>= 95%
green
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

Completed Appraisals last
year

Mandatory training
completed

System

Why we are using this
metric?

Description

Threshold

Ulysses

Appraisal is an important
opportunity for staff to
discuss with their manager
concerns about
performance, practice and
working environment.
Objectives are set which
both improve individual
practice and the care
provided to patients.

Percentage of staff having
an appraisal within a
rolling 13 month period.
Threshold has been locally
set.

>= 95%
green

Ulysses

Percentage of staff at
Staff must have had
month end having
mandatory training for their completed the required
own safety and the
core mandatory training
provision of safe care for as per Trust stated update
patients.
frequencies. Threshold
has been locally set.

>=95%
green

Clinical supervision
according to Trust policy

Ulysses

SOF: % clients in settled
accommodation

RiO

SOF: % clients in
employment

RiO

SOF: Staff turnover

ESR

Reported 6 monthly. The
percentage of registered
clinical staff (excluding
Clinical supervision should
medical staff) receiving a
be in place to ensure that
minimum of two clinical
registered staff are
supervision sessions
supported in meeting the
during April – September
Trust and professional
and two sessions during
requirements for delivering
October – March. The
safe, high quality care.
measure excludes bank
staff, new starters and staff
on long-term leave.
Percentage of people aged
18 to 69 in contact with
mental health services in
settled accommodation
submitted in the month.
Percentage of people
aged 18 to 69 period in
contact with mental
health services in
employment submitted in
the month.
Number of Staff leavers
reported within the
period/Average of number
of Total Employees at end
of the month and Total
Employees at end of the
month for previous 12
month period

>=95%
green

No
threshold

No
threshold

No
threshold
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

System

SOF: Ensure that cardiometabolic assessment and
treatment for people with
psychosis is delivered
routinely in the following
service areas:
a) inpatient wards

RiO

b) early intervention in
psychosis services
c) Community mental health
services (people on Care
Programme Approach)

FFT - Response Rate
(hospitals)

Gather

FFT - Number of Responses
(community)

Gather

FFT - % Recommended

Gather

Patients involved in their
care

Gather

Compliments

Gather

Why we are using this
metric?

Description

Threshold

The number of patients in
the defined audit sample
who have both:
• A completed assessment
for each of the cardiometabolic parameters with
results documented in the
patient’s electronic care
record held by the
secondary care provider
• A record of interventions
offered where indicated,
for patients who are
identified as at risk
Are We Caring?
The family and friends test
Family and Friends Tests
is a nationally used
completed by patients on
measure to record the
the handheld devices and
satisfaction of patients. The
paper surveys in hospital
more people we ask, the
as a percentage of
more meaningful the
discharges in the month.
results.
The family and friends test
is a nationally used
The number of Friends
measure to record the
and Family Tests
satisfaction of patients. The completed by patients
more people we ask, the seen by community
more meaningful the
services.
results.
We want local people to
Those responding
use our services. It helps to 'extremely likely' plus
identify where we are
those responding 'likely' as
getting care right and when a percentage of all
we might need to take
responses in the month.
action to improve patient
Threshold has been locally
experience.
set.
Percentage of respondents
answering 'yes definitely'
It is important that patients
and 'yes to some extent' to
are involved in planning
whether they were
and making decisions
involved in their care. This
about their care and
is taken from patient
treatment.
questionnaires. Threshold
has been locally set.
Patients' experience of
being satisfied with their
Number of compliments
care and treatment
received.
provides an opportunity for
learning.

>=90%
>=90%

>=65%

No
threshold

No
threshold

>=95%
green

>=95%
green

No
threshold
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

System

SOF: Community scores
from FFT - % positive

Gather

SOF: Mental health scores
from FFT - % positive

Gather

SOF: Mixed Sex
Accommodation Breaches

Ulysses

SOF: Written Complaints rate

Ulysses
/KO41a

Why we are using this
metric?

Description
Count of those
categorised as extremely
likely or likely to
recommend/Count all
responders
Count of those
categorised as extremely
likely or likely to
recommend/Count all
responders
Count of the number of
occasions sexes were
mixed on same-sex wards
Count of written
complaints/count of whole
time equivalent staff

Threshold

No
threshold

No
threshold

No
threshold
No
threshold

Are We Responsive?

Out of area placements adults & children, young
people

Duty of Candour

Complaints

RiO

Ulysses

Ulysses

An Out of Area Placement
Patients admitted to an
occurs when a person
inpatient unit out of county
with requires inpatient
means the person cannot
care and is admitted to a
be visited regularly by
unit/bed that does not
family, friends or local
form part of their usual
health team. This may
local network of
impact on continuity of care
services. This is either
and effective discharge
due to clinical need or
planning.
capacity (no bed available
locally).
There are currently no
secondary care inpatient
Figures are number of new
facilities in Dorset for
OOA placements and total
people with a learning
number of OOA
disability.
placements.
Ensuring openness and
transparency with patients
and their representatives in
relation to care and
treatment. Duty of candour
includes informing people
about incidents, providing
reasonable support,
providing truthful
information and an apology
when things go wrong.
Patients' experience of not
being satisfied with their
care and treatment
provides an opportunity for
learning.

No
threshold

Number of times duty of
candour disclosure was
identified as appropriate
following incidents
resulting in moderate,
major or catastrophic
harm.

No
threshold

Number of complaints
received, both written and
verbal.

No
threshold
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

System

Number of complaints with
Ombudsman involvement

Ulysses

SOF: CQC
inpatient/mental health and
community survey
(Annually)

Not
applicable

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

SystmOne

SOF: Maximum 6-week wait
SystmOne
for diagnostic procedures

SOF: Early intervention in
psychosis (EIP): people
experiencing a first episode
of psychosis treated with a
NICE-approved care
package within two weeks
of referral
Improving Access to
Psychological Therapies
(IAPT) / Talking
Therapies
of people
completing treatment
who move to
recovery

RiO

time to begin
treatment
• - within 6 weeks

Description
The number of complaints
that, the Parliamentary
and Health Service
Ombudsman has notified
the Trust, have been
referred to the
Ombudsman.
Findings from the CQC
survey looking at the
experiences of people
receiving inpatient
services from NHS
hospitals and from people
who received community
mental health services
This applies to consultantled incomplete pathways.
The measures apply to
acute patients whether in
an acute or community
setting. (Monthly).
The purpose of this metric
is to measure waits for key
diagnostic tests.
Diagnostic services in the
Trust include endoscopy at
three sites; audiology;
echocardiography at three
sites; and ultrasound at
two sites. (Monthly).
People experiencing a
suspected first episode of
psychosis (aged 14-65)
treated with a NICE
approved care package
within two weeks of
referral. (Quarterly).

Threshold

0 green

No
threshold

>= 92%

>= 99%

>= 50%

Data from IAPT minimum
data set.

• Proportion

• Waiting

Why we are using this
metric?
A person's experience of
feeling that an issue they
have made a complaint
about has not been
satisfactorily resolved
provides an opportunity for
reflection and learning.

IAPTUS

Increased health and
wellbeing, with at least
50% of those completing
treatment moving to
recovery

>= 50%

Timely access, with at least
75% of

>= 75%
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

System

Why we are using this
metric?

Description

Threshold

Timely access, with at
least 95% of people
waiting no longer than 18
weeks to begin
treatment.

• Waiting

time to begin
treatment
- within 18 weeks

>= 95%

Are We Well Led?

Ledger

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

The full time equivalent
active vacancies at month
end from the ledger and
expressing them as a
percentage of budgeted
establishment. Threshold
has been locally set.

Sickness rates (monthly
and 12 month rolling
average)

ESR

There is a recognised link
between sickness rates,
particularly short-term
sickness rates and staff
morale. Good HR
measures to support staff
are also recognised to
reduce sickness rates.

Full Time Equivalent hours
expressed as a
percentage of Available
Full Time Equivalent hours <=4% green
per month and 12 month
rolling average. Threshold
has been locally set.

Executive team turnover

ESR

Vacancy rate

(Staff FFT) place of
treatment

Internal
system

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

No threshold
Percentage of staff
responding 'extremely
likely' or 'likely' to the
question "How likely are
you to recommend Dorset
HealthCare to friends and
This is a nationally reported family is they needed care
measure and allows for
or treatment?" The survey
Trust benchmarking. It is a is carried out four times in
proxy indicator as to staff the year and all staff have
engagement and morale. at least one opportunity to
respond. Threshold based
on 10% improvement for
the Trust based on the
comparable question in
the 2016 annual staff
survey.

>=79%
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5.0 Indicator Overview - Quality Metrics and Single Oversight Framework (SOF) metrics

Indicator

(Staff FFT) place of work

System

Internal
system

Cash balance

CIP Performance

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

Segmentation sets out the
level of support NHS
Figure provided by NHSI.
Improvement provides to
trusts.

NHS Improvement (NHSI)
Single Oversight
Framework - Segment

Data Quality Maturity
Index (DQMI) - MHSDS

Figure taken from the
financial ledger.

Figure taken from the
financial ledger

YTD Variance (Fav)/Adv

SOF: Proportion of
temporary staff

Description

Percentage of staff
responding 'extremely
likely' or 'likely' to the
question "How likely are
you to recommend Dorset
HealthCare to friends and
family as a place to work?
This is a nationally reported
The survey is carried out
measure and allows for
four times in the year and
Trust benchmarking.
all staff have at least one
opportunity to respond.
Threshold based on 10%
improvement for the Trust
based on the comparable
question in the 2016
annual staff survey.
Figure taken from the
financial ledger.
All these metrics contribute
to demonstrating that the
Trust is managing its
business well. That
finances are being used to
deliver its services and
strategy in order to provide
high quality services.

Capital Expenditure

SOF: NHS Staff Survey
(Annually)

Why we are using this
metric?

Not
applicable

Ledger

NHS Digital

Threshold

>=67%

no threshold
Within 15%
of planned
green
>15% or
<15% red
Within
planned
amount
green
< plan red
Favourable
green
No
threshold
No
threshold

Agency staff costs as a
proportion of total staff
costs. Calculated by
dividing total agency
spend over total bill
MHSDS quarterly score in
DQMI

No
threshold

>= 95%
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6.0 Timetable of reporting
This table shows the schedule of reporting for each metric progress sheet.
Metrics will only be reported on in the month they are scheduled.



This month’s report
Reporting period

Are We Safe?
Patient Experience
Patients not feeling safe in our inpatient wards
Incidents (number of)
PSIs Excludes falls/pressure ulcers & all no/low harm
Violent incidents - Patient on Patient in hospital
Violent Incidents - Patient on Staff all settings
Falls on inpatient wards per 1,000 OBD
C difficile cases
C difficile cases with lapses in care identified
Other Significant HCAI – number of patients affected
Other Significant HCAI – number of bed days lost
% Bed occupancy rate community hospital wards
% Bed occupancy rate mental health wards
Are We Effective?
Patient Experience
Readmission within 28 days to mental health wards
% of Bed days with delayed transfers mental health
% patients with delayed transfers physical health
Incidents
Prone Restraint (Adult)
Prone Restraint (<18 y.o.)
Supine Restraint (Adult)
Supine Restraint (<18 y.o.)
Seclusion (Adult)
Seclusion (<18 y.o.)
Rapid Tranquilisation (Adult)
Rapid Tranquilisation (<18 y.o.)
Avoidable pressure ulcers (Grade 3 and above)
Assessments
% of patients with CPA 12 month review
Falls Assessment within 24 hours
Venous Thromboembolism (VTE) risk assessment
Pressure ulcer risk assessments (Purpose T)
MUST risk assessment
Workforce
Completed Appraisals last year
Mandatory training completed
Clinical supervision occurring according to Trust
policy
Are We Caring?
Patient Satisfaction
Friends & Family Test - Response Rate (hospitals)
Friends & Family Test - Number of Responses
(community)
Friends & Family Test - % Recommended (total
responses)
Patients involved in their care?

Apr

May

Jun

Jul

Aug



Sep

Oct

Nov





Dec

Jan

Feb
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This month’s report
Reporting period

Patient Experience
Number of compliments
Are We Responsive?
Patient Access
Out of area placements - adults
Out of area placements - children
Patient Experience
Duty of Candour
Number of complaints
Number of complaints with Ombudsman
involvement
Are We Well Led?
Workforce
Vacancy rate
Sickness rates
Organisational Development
(Staff Friends & Family Test) place of treatment
(Staff Friends & Family Test) place of work
National Reporting Frameworks
CQUINS
External Benchmarking
Nationally reportable concerns (CQC)
NRLS
Research and Development Metrics
Mental Health Act Metrics
Inpatient Nursing Staffing
Learning From Deaths Dashboard
Additional Reports
Data Quality Assurance Activity Summary
Good practice examples
Ad hoc reports
Accreditations
National Community MH Survey
Key:
 Indicates months that metric due to be reported

Apr

May

Jun



Jul

Aug

Sep



Oct

Nov

Dec



Jan

Feb

































































































Mar











































Indicates months that metric is not due to be reported
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Agenda Item 12

Preparedness for ‘No Deal’ Brexit

Author

Part 1 Board Meeting 30 January 2019paredness
for ‘No Deal’ 12 November 2018
Keith Fleming, Trust Emergency Planning & Resilience Officer
(EPRO)

Purpose of Report

To report on the Trust’s preparedness for a ‘No Deal’
Brexit identifying key risks and mitigating actions.

Executive Summary
On 15 January 2019, Parliament rejected the proposed European Union (EU) withdrawal
agreement. There remains uncertainty nationally regarding the potential for a ‘No Deal’ Brexit
and the implications this may have.
A Trust Brexit Plan has been approved, providing a framework for the Trust to plan for,
respond to a ‘No Deal’ Brexit in line with national guidance.
A Task and Finish Group has been established to lead the Trust’s preparedness for Brexit
and to identify and mitigate risks. The Group has developed an Action Plan to support the
implementation of the Trust’s Brexit Plan in line with the following seven national priorities
identified in the EU Exit Operational Readiness Guidance issued by the Department of
Health and Social Care:
•
•
•
•
•
•
•

Supply of Medicines and Vaccines
Supply of Medical Devices and Clinical Consumables
Supply of Non Clinical Consumables, Goods and Services
Workforce Implications
Reciprocal Healthcare
Research and Clinical Trials
Data Sharing, Process and Access

Additional key local risks are also identified and addressed within the Action Plan, including:
•
•
•
•

Fuel Shortage
Traffic Disruption at Poole Port
Public Protest/Disorder
Bournemouth Airport closure/disruption

This report provides an overview of the actions the Trust is taking to prepare for a ‘No Deal’
Brexit scenario.
Recommendation

To note the report.

1

1.

Background

1.1

The UK is due to leave the EU 29 March 2019. The Government’s EU withdrawal
agreement was rejected by Parliament on 15 January 2019 and there remains
uncertainty at a national level regarding the likely outcome.

1.2

The Trust is fully engaged in multi-agency working with partners to ensure there is a
whole system approach to the local planning for a ‘No Deal’ Brexit. This includes
active participation in the Multi-Agency Tactical Coordinating Group (TCG), Local
Resilience Forum (LRF), and Local Health Resilience Partnership Group (LHRP).

1.3

A Trust Brexit Task and Finish Group, chaired by the Deputy Chief Executive, has
agreed an action plan to address the key risks identified and to ensure the Trust is
fully prepared for a ‘No Deal’ Brexit scenario.

2

Trust Action Plan

2.1

The Trust has developed a local response to the seven key issues highlighted in the
national guidance:
•

Supply of medicines and vaccines: stock levels are being reviewed in line
with standard business continuity arrangements to ensure there are no gaps in
medication supplies. This review will be completed by the end of February 2019.
Trusts have been instructed not to stockpile at a local level, as national
contingencies have been implemented to ensure adequate stock and supply of
medicines and vaccines. A communication is being prepared advising clinicians
not to stockpile and to continue as usual. The Trust is supporting NHS Dorset
Clinical Commissioning Group (CCG) in the development of a public
communication plan to prevent a surge in prescriptions due to individual
stockpiling,

•

Supply of medical devices and clinical consumables: Procurement and
Operational Leads have also been instructed not to stockpile, as national
contingency arrangements are being put into place.

•

Supply of non-clinical consumables, goods and services: A review of
suppliers has been completed which has confirmed a low risk regarding EU
supplies. Increased pressure and demand placed on UK suppliers may still have
an impact on stock levels.

•

Workforce shortages: The potential impact on service delivery has been
identified as low (4.05% of substantive staff and 5.38% of Trust bank staff have
been identified as EU nationals). The EU Settlement Scheme Pilot, which closed
on 22 December 2018, was widely promoted to staff. Following the Pilot, the EU
Settlement Scheme will fully open by March 2019 until 31 December 2020. The
Trust is also liaising with Dorset CCG to address the potential loss of EU staff
from care homes and care agencies, where the impact could be more
significant.

•

Reciprocal healthcare: there is some uncertainty regarding reciprocal
healthcare arrangements for UK nationals to continue to access free healthcare
in EU countries, which may result in an influx of UK nationals returning to access
NHS healthcare. Clarification is being sought from the CCG to identify if
additional funding will be available to support any resulting increase in activity.

•

Research and clinical trials: the Trust is not currently undertaking any EU
2

research or EU-funded clinical trials and therefore there will be no immediate
impact to the Trust.
•

2.2

Data sharing, processing and access: The Trust does not anticipate that there
will be interruptions to data flows. The Trust has asked data processors and
data warehouses outside of the UK for reassurance they are compliant with
DPA18 & GDPR, and if required new data sharing agreements will be signed
before Brexit. In the worst case Brexit scenario (i.e. the EU does not award
‘Adequacy’ status to UK), the Trust is prepared for all non-UK providers to sign
specific data sharing agreements in addition to the existing arrangements that
are currently in place.

The actions being taken to mitigate the local issues identified by the Task and Finish
group are summarised below:
•

Fuel shortages: the Trust is working with Local Resilience Forum partners to
develop contingency planning and guidelines, aligned to the Trust’s existing Fuel
Shortage Plan.

•

Traffic Disruption at Poole Port: the Trust is supporting multi-agency plans to
manage the potential disruption on the local road network, being led by Dorset
Police. If required, managers will be briefed on reviewing staff working patterns
to mitigate the impact on service delivery.

•

Public Protest/Disorder: The Trust’s Equality, Diversity and Prevent Lead and
Trust Head of Security are aware of the need to consider any potential impact to
the Trust and disruption on service delivery.

•

Bournemouth Airport Disruption: The Trust will engage in multi-agency
planning and preparedness for potential disruption to Bournemouth Airport
through the Local Resilience Forum.

2.3

In addition to the actions identified above, a plan for staff engagement and
communication is being developed to manage staff expectations and ensure all staff
are aware of the implications and potential impact of a ‘No Deal’ Brexit to the Trust.

3

Summary

3.1

Significant progress has been made to date to ensure the Trust is fully prepared for a
‘No Deal’ Brexit.

3.2

There is uncertainty nationally and the final outcome of the discussions at Parliament
regarding the way ahead is awaited.

3.3

The Task and Finish Group will meet again in March 2019 to review progress against
the Action Plan ahead of the UK leaving the EU on 29 March 2019.

4

Recommendation

4.1

To note the action that is being taken to prepare for a ‘No Deal’ Brexit.

Contact for further information:
Keith Fleming
Trust Emergency Planning & Resilience (EPRO)
Keith.fleming@nhs.net
3

Agenda Item 13

Trust Finance Report for Month 9, December 2018
Part 1 Board Meeting 30 January 2019
Author

Matthew Metcalfe, Director of Finance and Strategic Development and
Kerry Anderton, Head of Management Accounts

Purpose of Report

Financial results December 2018 (Month 9)

Executive Summary
Headline results for December 2018 (Month 9) are as follows:


The Trust surplus of £5.5m was £0.6m adverse to budget and £0.5m favourable to
control total YTD.



Pay expenditure was £0.8m underspent YTD. Mental Health & LD services was
overspent by £0.4m and Medical Staffing was overspent by £0.2m, offset by
underspends in other areas.



Non Pay expenditure was £1.7m overspent YTD with key drivers being Mental Health
patient placements out of area, Adult Mental Health Inpatients, engineering and medical
devices costs within Estates and Specialist Community Services overspends.



The Trust is presently forecasting that we will achieve our control total.



Agency expenditure was £3.6m, YTD. This is within NHSI cap YTD but above our
internal target by £0.6m. Full year agency expenditure is forecast to be £4.7m,
against an internal cap of £3.7m and NHSI ceiling of £6.5m (prior year £4.2m full
year spend).



£5.9m CIP has been banked, achieving 68% of the £8.7m annual target. There is a
risk of £1.3m to achievement of the full year CIP plan.



Capital Expenditure was £5.3m YTD, with full year spend expected to be in line with
a Month 9 restated capital forecast, to be submitted to NHSI, reducing anticipated
expenditure by £2.8m to £13.3m.



The Trust cash position was £32.6m at Month 9, which is £4.3m above plan. Cash is
forecast to be £12.9m higher than plan at year end, reflecting the restated capital
forecast and PDCD changes.



The Use of Resource Rating within the Single Oversight Framework is 1 which is in
line with plan.

Previously submitted to Executive Performance and Corporate Risk Group 22 January 2019.

Recommendation

The Board is asked to note the report.

Trust financial performance – Month 9 2018/19
Budget and Control Total

A

G

Forecast

Trust level
Income
YTD

Budget
Actual
Variance

Pay
YTD

Non-Pay
Deficit/
YTD
(Surplus)YTD

£M

£M

£M

(194.4)
(194.7)
(0.3)

144.5
143.7
(0.8)

43.8
45.5
1.7

£M

(6.1)
(5.5)
0.6

Full Year
Forecast

Control Total
Forecast

£M

£M

(7.6)
(7.8)
(0.2)

(7.9)
(7.9)
0.0

Trust surplus YTD of £5.5m was £0.6m behind budget (£0.5m adverse at
M8). YTD £0.5m favourable to control total.
Service level

Mental Health has a YTD net overspend against budget, which is
mitigated by underspends in other areas. Further detail provided later in
this report and in Appendix 1.

Full year forecast is a £7.8m surplus, which is £0.2m favourable against
budget. Control total is forecast to be in line with NHSI plan. Key
drivers as follows:
- Income - £457k favourable forecast. Under achievement against
Occupation Health offset by favourable areas, such as MH winter
pressure and Eating Disorders funding and interest received.
- Pay - £1,370k favourable forecast. Due to slow recruitment within
many areas, particularly Children’s Services, Weymouth & Portland
wards, Steps to Wellbeing, Nurse Exec and Finance & Information.
Offset by overspends within Adult Mental Health and Medical
Staffing.
- Non-pay - £1,595k adverse forecast. Driven by overspends within
Estates plus continuing overspends within Mental Health.

1

Community services
Financial performance

Budget
Actual
Variance

G

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

(6.0)
(6.1)
(0.1)

47.5
47.0
(0.5)

15.3
15.6
0.3

56.8
56.5
(0.3)

Cost Improvement Programme

75.7
75.3
(0.4)

Community Services £0.3m ahead of budget at month 9:
- Income £0.1m favourable, small over performances within all areas
offsetting a net NCA adverse position YTD (£38k).
- Pay £0.5m favourable, due to reduced bed numbers in line with CSR
plans and slow recruitment within District Nursing mitigated by
Complex Leg Ulcer Service and Hanham Ward overspends.
- Non-pay £0.3m overspent, with the largest overspend within
Dermatology (£66k).
Forecast

CIP banked YTD £40k behind plan. Forecast £53k adverse to plan, mainly
due to inpatient ward savings not meeting target.

Financial Improvement Plan
Action to mitigate/improve financial position
Inpatient (IP) shifts: Hanham, Bridport, Radipole &
Alderney. Discussions are taking place regarding the
current use of additional shifts.

Forecast £0.4m underspend to budget full year (M8: £0.4m underspend)

IP Winter pressure costs built into forecast may not
materialise in full (£50k).
Bridport Endoscopy activity has been undertaken at DCH
since May, due to a JAG accreditation technicality, and
potential recharge costs are included within the current
forecast. However, JE has received verbal agreement that
charges will not be levied, despite indications to the
contrary from the DCH Finance Department (£48k).

Due

Rec/NR

Jan/Feb

R

Feb

NR

Feb

NR

Mental Health and Learning Disabilities services
Financial performance

Budget
Actual
Variance

R

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

(6.7)
(6.8)
(0.1)

51.7
52.1
0.4

7.9
8.9
1.0

52.9
54.2
1.3

Cost Improvement Programme

70.2
71.9
1.7

Mental Health Services £1.3m behind budget at month 9:
- Income £0.1m favourable, with the largest contributions from over
performance again NCA target and Winter Pressures funding.
- Pay £0.4m overspent driven by net overspends in Adult Mental
Health Inpatients, CAMHS and CMHTs, partially offset by holding back
recruitment in Steps to Wellbeing.
- Non-pay £1.0m overspent largely due to Out of Area placements,
Adult Mental Health Inpatients and Wheelchair Service.

Forecast

CIP banked YTD £113k behind plan. Forecast £572k adverse to plan, due
to underachievement of out of area patients and NHSE income schemes.

Financial Improvement Plan
Action to mitigate/improve financial position
Ensure all unutilised hours are being rostered onto the
wards before bank/agency usage. Unutilised hours data to
be interrogated and reconciled. Being monitored on a
monthly basis and reduction in hours observed.

Forecast £1.7m overspend to budget full year (M8: £1.7m overspend)

Due Rec/NR

Oct+

R

Ward managers to review annual leave to ensure spread is
even across the year to roster adequately and reduce cover. Oct+
Daily reporting of patients on L3/L4 observations with
Modern Matrons regularly reviewing clinical rationale for
continuation.
Oct+
Head of Mental Health approval for Tier 3 agency and
Service Director approval also required for Thornbury.
Oct+

R

R
R

3

Children, Young People and Families services
Financial performance

Budget
Actual
Variance

G

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

(1.1)
(1.1)
0.0

11.0
10.5
(0.5)

3.3
3.3
0.0

13.2
12.7
(0.5)

Cost Improvement Programme

17.9
17.5
(0.4)

Children and Young People £0.5m ahead of budget at month 9:
- Income in line, with small favourable variances in most areas.
- Pay £0.5m underspent driven by slow recruitment in Health Visiting
(£302k), School Nursing (£42k) and Sexual Health (£40k).
- Non-pay in line , with small offsetting variances in most areas.
CIP banked YTD £5k ahead of plan and forecast £9k favourable to plan
due to mobile phone savings.
Forecast

Financial Improvement Plan
Action to mitigate/improve financial position

Due

Rec/NR

All non-essential service spend has been put on hold

Sept+

NR

Forecast £0.4m underspend to budget full year (M8: £0.4m underspend)
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Corporate services
Financial performance

Budget
Actual
Variance

G

Income
YTD

Pay
YTD

Non-Pay
YTD

Deficit/
(Surplus)YTD

Full Year
Forecast

£M

£M

£M

£M

£M

(4.5)
(4.4)
0.1

34.3
34.1
(0.2)

14.0
14.1
0.1

43.8
43.8
0.0

Cost Improvement Programme

59.2
59.3
0.1

Corporate Services in line with budget at month 9:
- Income £0.1m adverse, driven by Occupational Health under
achievement (£140k).
- Pay £0.2m underspent due to vacancies not backfilled, mainly within
Finance & Informatics teams (217k) and Nursing Executive Directorate
(£216k), offset by Medical staffing overspend covering vacancies and
sickness (£218k).
- Non-pay £0.1m adverse. Most areas underspent. Notable exception in
Estates (£298k adverse) due to engineering and medical devices costs.
Forecast

Forecast £0.1m overspend to budget full year (M8: £0.1m overspend)

CIP banked YTD £195k behind plan. Forecast £166k adverse due to
Estates & Facilities schemes slippage, mitigated by procurement savings.

Financial Improvement Plan
Action to mitigate/improve financial position
Occ Health Service business case submitted for 19/20 Planning
New contract won for Apr19. Price list to be reviewed Jan19.
Estates and Facilities: Identification of potential areas to
reduce overspend/Improve CIP e.g. dropping non-essential
maintenance.
Sustainability funding bid submitted Nov18, results due Jan19.
Estates to identify current utility costs and put actions in place
to ensure reductions e.g. where inpatient wards moved.
Medical Staffing local recruitment drives. Recently had a
stand at the Royal College Conference. Considering foreign
graduates college conference and international conference.
Redesigning Medical roles and increasing Nurse practitioners.
Considering partial vacancy cover and overseas recruitment.
All agency requests and extra PAs agreed by Dep MD & MD.

Due Rec/NR

Apr

R

Feb/
Mar R/NR

Jan

R/NR

Sep+

R

Sep+ R/NR
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Cost Improvement Programme – Trust wide
Cost Improvement Programme

A

Recurrent CIP analysis
CIP Summary - Month 9

2018/19
2018/19
CIP Plan Recurrent
Forecast

2018/19
NonNon-rec / recurrent
Unachieved Balance
%

£'000

£'000

£'000

At month 9, £5.9m (68%) of the £8.7m full year CIP target has been
banked (17/18 M9: 89% banked).
Performance YTD is £0.8m behind budget (£0.8m at M8). Forecast shows
an adverse full year variance of £1,331k (£1,043k at M8).
This is detailed further in Appendix 2.

Community Services
Children and Young People Services
Mental Health and LD services
Medical Staffing
Finance and Strategic Development
Nursing & Quality
Human Resources
Estates & Facilities
Org Devt & Participation
Corporate
Central Transformational schemes
Tax Efficiencies
Financial Transaction Review & Rebates
Release of Unused Reserves
Site Disposals

1,576
422
2,452
175
667
250
207
425
32
37
730
258
700
420
390

1,196
377
578
144
609
148
108
161
32
37
263
0
65
0
0

380
45
1,874
31
58
102
99
264
0
0
467
258
635
420
390

24%
11%
76%
18%
9%
41%
48%
62%
0%
0%
64%
100%
91%
100%
100%

CIP schemes with a full year variance to plan

Total

8,742

3,717

5,024

57%

2018/19 CIP Scheme

Exec
Sponsor

(Risk) /
Opportunity
2018/19 CIP 2018/19 CIP against CIP
Plan
Forecast
plan
£'000

£'000

£'000

At month 9, £5,024k of forecast actual CIP is non-recurrent (£3,693k) or
forecast to be unachieved (£1,331k), primarily relating to the Mental
Health and LD service, along with transactional CIP.

Operational Efficiencies
Community Efficiencies

EY

1,576

1,523

(53)

Mental Health & LD

EY

2,452

1,880

(572)

Estates & Facilities

MM

425

206

(219)

Finance & Strategic Development

MM

667

711

44

Transformational

MM/EY

730

372

(358)

Site Disposals

MM/EY

390

178

(212)

Central Schemes

CIP identification is an ongoing process throughout the year, including an
aim of transferring non-recurrent to recurrent CIP wherever possible.
CIP planning for 2019/20 has commenced to identify schemes to support
the delivery of the cost improvement programme in future years.
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Key Performance Indicators
Temporary staffing

A

Capital
A

M9 YTD - £5.3m capital expenditure. A capital re-forecast has been
undertaken at Month 9, reducing the full year forecast by a further £2.8m
to £13.3m (previously reduced by £5.4m to £16.0m). The revised forecast
movements relate to building works and equipment/IT purchases.
Temporary staffing spend was £1,441k in M9 (£13,482m YTD), of which
£386k related to agency (£3,562k YTD), £989k bank (£9,168k YTD) and
£66k substantive overtime (£752k YTD).
Agency expenditure YTD is within the NHSI ceiling (by £1,316k) but above
the agreed internal agency cap (by £592k). Full year agency forecast is
£4.7m against an internal cap of £3.7m and NHSI ceiling of £6.5m.

Cash
G

Agency trends by staff group

M9 YTD - £32.6m, £0.9m higher than M8 and £4.3m above plan. The M6
change to NHSI control total increased closing planned cash by £4.2m to
£24.3m. This is due to increased PSF income receivable and reduced
expenditure forecast. Actual cash is forecast to be £12.9m above revised
plan, reflecting the restated capital forecast and additional PDC income.
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Local Health Economy financial performance
Local Health Economy
Finance – month 8 FY18/19 position

The Dorset NHS system has a £0.8m favourable variance to control total
at month 8 YTD, with Dorset County showing the largest favourable
variance.
As at Q2, the NHS system is forecasting to be in line with control total for
18/19, however it is anticipated that the system control total will not be
achieved. The system plan was adjusted at M6 to reflect the
improvement in Dorset HealthCare and RBCH plans (see system
summary).
Cost Improvement Programme – month 8 position
The level of savings required by NHS providers for which there is no
identified solution is £6.2m (M7: £6.3m). Local authorities have not
identified any savings gap in the plan, but there is slippage in the Adult &
Children’s Social Care plan at DCC. The CCG currently has £1.8m
unidentified savings requirement (QIPP - Quality, Improvement,
Productivity and Prevention) due to in year STP and CHC cost pressures.

Dorset Health System summary
The Dorset Health System is anticipating that it will not meet the full
system control total, and currently has an expected full year underlying
distance from control total of £11.1m. This will lead to a further in-year
loss of Q4 Provider Sustainability Funding. This is partly related to
unidentified cost improvement savings to find within the plan of £6.2m.
Mitigations that were being pursued have been offered towards the NHS
Improvement 2 for 1 incentive offer, which will benefit the system overall
by £15m despite the loss of PSF in Q4.
Dorset HealthCare and RBCH have improved their respective control
totals at M6 in relation to the 2 for 1 provider incentive offer to support
organisational and system financial positions. An agreement within the
ICS regarding offset arrangement relating to this adjustment to plan is to
be agreed.

Dorset System risks

At this point in the year, significant risks to delivery remain across the
whole system, most notably:
- Non-delivery of individual or system control totals and Accident and
Emergency targets leading to non-achievement of PSF.
- Non-delivery of demand management to previous year levels
- Non-delivery of current Savings (CIP and QIPP) schemes and failure to
tackle unidentified savings.
- Other cost pressures arising in year remain unmanaged.
- Agency and Bank spend is ahead of plan by £9.3m, with total pay
being £16.7m adverse variance at month 8.
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Appendix 1 – Financial performance
INCOME & EXPENDITURE SUMMARY

Month 9 2018/19
December

CURRENT ANNUAL BUDGET
Pay

Non-Pay

Total
Inc & Exp

£'000

£'000

£'000

YEAR TO DATE
Budget
Pay
£'000

Non-Pay Inc & Exp
£'000

FORECAST VARIANCE @ M9

Actual
£'000

Pay

Variance (Fav)/Adv

Non-Pay Inc & Exp

£'000

£'000

£'000

Pay

Non-Pay Inc & Exp

£'000

£'000

%

£'000

Pay

Non-Pay

Income

£'000

£'000

£'000

INCOME
Baseline Income

(232,512)

(173,832)

(173,832)

(0)

(0%) G

0

Integrated Community Services

(7,458)

(6,018)

(6,070)

(52)

(1%) G

105

Mental Health & LD Services

(8,815)

(6,654)

(6,776)

(122)

(2%) G

(516)

Childrens' Sevices

(1,378)

(1,093)

(1,137)

(44)

(4%) G

(34)

Corporate Services

(8,869)

(6,823)

(6,756)

67

1% R

106

(259,032)

(194,419)

(194,571)

(151)

(0%) G

(338)

Total Trust Income

EXPENDITURE
Integrated Community Services

62,900

20,405

83,305

47,491

15,322

62,813

47,007

15,603

62,610

(485)

281

(203)

(0%) G

(752)

244

Mental Health & LD Services

69,044

10,053

79,097

51,692

7,881

59,573

52,084

8,909

60,994

392

1,028

1,421

2% R

364

1,874

Childrens' Sevices

14,639

4,574

19,212

11,004

3,314

14,319

10,525

3,329

13,855

(479)

15

(464)

(3%) G

(535)

182

Medical Staffing

14,992

1,019

16,011

11,271

715

11,985

11,489

678

12,167

218

(37)

181

2% R

304

(78)

5,607

1,122

6,729

4,175

843

5,018

3,959

772

4,731

(216)

(71)

(288)

(6%) G

(356)

(76)

18,323

14,851

33,174

13,708

10,946

24,655

13,518

11,236

24,754

(190)

289

100

0% R

(388)

736

Human Resources

4,184

1,226

5,410

3,113

792

3,905

3,132

724

3,856

19

(68)

(49)

(1%) G

(6)

(101)

Corporate incl. OD

2,696

908

3,604

2,013

723

2,737

1,999

679

2,677

(15)

(45)

(59)

(2%) G

(2)

(26)

192,386

54,156

246,542

144,469

40,536

185,005

143,713

41,930

185,642

(756)

1,393

638

0% R

(1,370)

2,756

(8,928)

(756)

1,393

487

(1,370)

2,756

Nurse Executive & Quality
Finance & Strategic Development

Total Trust Expenditure

NET INCOME & EXPENDITURE
Central Budgets

(12,491)
0

655

Interest Received

655

(9,415)
0

46

(57)

Public Dividend Capital Dividend

4,315

TRUST (SURPLUS)/DEFICIT
Impairments

4,105

RETAINED (SURPLUS)/DEFICIT

4,315

46

0

315

(43)
3,236

3,236

3,236

315

0

268

268

578% R

(161)

0

0

(119)

279% G

3,236

0

0

0

0% G

(7,577)

(6,175)

(5,539)

(756)

1,662

636

4,105

0

0

0

0

0

0% G

(3,472)

(6,175)

(5,539)

(756)

1,662

636

R

EBITDA

(338)

(1,161)
(119)
0
(1,370)

1,595

(457)

0

(232)

6.6%

6.9%
Forecast

Performance v NHSI Plan
Income versus Expenditure
Annual
YTD
YTD
Plan
Plan
Actual
£'000
£'000
£'000
(3,472)
(4,844) (5,539)

Control Total Reconciliation
Annual Plan
Income & Expenditure
Impairments
Donated Asset Depreciation
Donated Capital Income
Control Total Position

£'000
(3,472)
(4,105)
(275)
0
(7,852)

NHSI Plan
£'000
(4,844)
0
(184)
0
(5,028)

Actual
£'000
(5,539)
0
(173)
187
(5,524)

Variance

Outturn

Variance

£'000
(695)
0
11
187
(496)

£'000
(3,704)
(4,105)
(231)
187
(7,852)

£'000
(232)
0
44
187
0
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Appendix 2 – Cost Improvement Programme
2018/19 Monthly Profiling
Actual
CIP Ref

18-CIP-1.1
18-CIP-1.2
18-CIP-1.3
18-CIP-1.4
18-CIP-2.1
18-CIP-2.2
18-CIP-2.3
18-CIP-2.4
18-CIP-2.5
18-CIP-2.6
18-CIP-3.2
16-CIP-4.6
18-CIP-3.1
18-CIP-3.3
17-CIP-5.2

2018/19 CIP Scheme

Operational Efficiencies
Community Efficiencies
Children, Young People & Families
Mental Health
Medical Staffing
Support Services Efficiencies
Finance & Strategic Development
Nursing & Exec Quality
Human Resources
Estates & Facilities
Org Devt & Participation
Corporate
Central Schemes
Transformational
Tax Efficiencies
Financial Transaction Review & Rebates
Release of Unused Reserves
Site Disposals

Recurrent
('R), Non
Recurrent
(N)

R
R
R
R
R
R
R
R
R
R
R
N
N
N
N

Forecast

April

May

June

July

August

September

October

£'000

£'000

£'000

£'000

£'000

£'000

£'000

599
422
367
75

281

524
43
0
75
32
17

50
153

0
-5
8
0
0

258

37

77
15
0

48
3
296
100

84

56

78

235

177

110

56
1
144
-41
0
20

37
26
18
12

36
77
0

36
43
0

15

12

260
35

9

34

November December
£'000

£'000

80
2
68
1

42

60

51

74

19
21
1
108
0
3

-6

9

24

45
10

112
35
33

-3

35

34
1

January

February

March

Forecast
Outturn
Total

£'000

£'000

£'000

£'000

98
2
48
1

32
0
42
0

64 1,523
2
431
154 1,880
1
178

3
8
1
-72
0
0

0
0
0
2
0
0

3
1
1
30
0
0

711
253
209
206
33
37

0
35
0
0
0

0
34
0
0
0

0
34
384
421
178

372
419
560
421
178

Total CIP savings achieved/to be achieved:

2,158

871

740

490

539

246

483

142

235

125

109

1,272

Actual 2018/19 Cumulative CIP savings profile:

2,158

3,029

3,769

4,259

4,799

5,044

5,528

5,670

5,905

6,029

6,139

7,411

Planned 2018/19 Cumulative CIP profile:
Monthly cumulative CIP variance: Fav / (Adv):

2,158
-

3,137
(108)

4,654
(885)

5,060
(800)

5,191
(392)

6,086
(1,042)

6,260
(732)

6,489
(819)

6,813
(908)

6,956
(927)

7,090
(951)

8,742
(1,331)

7,411
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Agenda Item 14

Better Every Day Quarterly Review
Part 1 Board Meeting 30 January 2019

Author

Nicola Plumb

Purpose of Report

To provide a quarterly review update on the Better Every Day
Programme.

Executive Summary
The Board agreed to receive quarterly thematic reviews about the Better Every Day programme. The
last deep dive was at its November 2018 meeting.
There are no decisions required from the Board as a result of this update.
Items to note are highlighted in quality, workforce, empowerment and clinical service transformation.
The intention is that this report does not duplicate reports received elsewhere at Board or in Board
committees.
This month’s thematic review provides an overview of two projects underway to unblock bureaucracy
and support new ways of working.
This report was considered by the Executive Performance and Corporate Risk Group on 22 January
2019

Recommendation

To note the quarterly update.

1.

Background and purpose

1.1 The Board agreed to receive quarterly thematic deep dive updates about the Better Every Day
programme. The last deep dive was at its November 2018 meeting.
1.2 This quarter the deep dive provides an overview of two projects underway to unblock
bureaucracy and support new ways of working.
1.3 This paper also brings any items of note to the Board’s attention from across the wider
transformation programme. It will seek to not duplicate updates already reported to the Board
including those reported through the Board committees.
2.

Summary

2.1

There are no decisions required from the Board.

2.2

The transformation programme board will formally review overall Q3 progress at its 19 February
2019 meeting. The Executive Performance and Corporate Risk meeting reviewed this paper at
its 22 January meeting.

2.3

The current sequencing of Programme Board meetings does not fit with the overall Trust Board
meeting schedule and the Programme Board schedule will be amended in 2019/20 onwards to
better fit with the corporate timetable.

3.

Items to note from across the programme in Q3

3.1

Quality
•
•

3.2

The engagement process has started for the development of the 19/20 quality priorities
The first of the QI masterclasses has been delivered and a total of 55 pieces of improvement
work underway
Workforce

•

•
•
•
•

•

3.3

We have launched the Advanced Nurse Practitioner role available as an apprenticeship, funded
by the apprenticeship levy. We are sponsoring 9 staff to commence this apprenticeship
programme in February 2019 and will have a further 4 additional places in September 2019 to
which we can second staff.
A peer support network has been established for staff who are also carers, following a survey
and development work
An additional leadership trainer has been appointed to expand our development capacity
Health Education England’s annual education quality review has recognised DHC as an
exemplary education provider for both medical and non-medical education; we achieved an
83% ‘very satisfied’ rating compared to 75% ‘very satisfied’ for Wessex as a region
The learning and development team has attended a range of recruitment events including: the
Royal College of Psychiatry, Armed Forces, Queen Elizabeth School careers fair, mock
interviews at The Purbeck School, West Dorset careers fair, Ringwood School careers fair,
Bournemouth careers fair, Jewell Academy careers fair
DHC hosted a Dorset Integrated Care System careers evening in November 2018, which 350
attended
Empowerment

•
•

We successfully delivered Rapid Improvement Week as part of Improvement Month; more
detail below
Jointly developed and delivered with the High Sheriff and Dorset Mental Health Forum Mental
Health: Everyone’s Business a very successful conference for public sector

leaders/organisations in Dorset. The Trust has since received a High Sheriff Award for its role
in this joint event
3.4

Clinical service transformation
•
•

•
•

Dorset HealthCare is a partner alongside Dorset Mental Health Forum and Help & Care (lead
provider) in The Dorset Collaborative, which was awarded circa £3m to deliver a Non-Clinical
Health Coaching and Social Prescription service for Dorset. This will start in April 2019
The CAMHS PICU planning permission was declined by Borough of Bournemouth council and
revisions for resubmissions are being made; the perinatal planning decision remains
outstanding and building works are continuing at Douglas House to support the eventual
relocation of the eating disorders service from Kimmeridge Court at St Ann’s hospital.
The mental health transformation programme is on track to deliver the next phase of
improvements in Q1 2019: the Dorchester Retreat, the three Community Front Rooms, the
Recovery beds, the Connection and home treatment services
Commissioners have not released the public health nursing tender; further information awaited.

4.

Thematic review

4.1

This month’s thematic review updates the Board on progress made in two projects to ‘unblock
bureaucracy’ and support new ways of working. The projects in this work stream are designed
to improve our systems and processes to make sure they are effective, efficient and empower
staff.
Rapid Improvement Week 2018

4.2

In 2017 we ran our first Rapid Improvement Week, asking staff in all services to write down their
issues, blockers and niggles on a fix-it list. We then sent colleagues from a range of support
services out to their front-line colleagues to try and resolve some of the issues. A total of 1,115
issues were raised by 53 teams across the five days.

4.3

In 2018 we decided to run the campaign in a two-phased approach over the whole month of
November. In the first instance we sent out volunteers to selected teams to help with the less
complex issues and then after two weeks of planning, support services staff visited teams to
‘Fix’ their issues during the main rapid improvement ‘action’ week.

4.4

The emphasis was on people to own it and sort it, encouraging all staff to find out what they
can do in their own teams first to solve their issues, with a team of volunteer support service
colleagues available to signpost them to the help they need to find solutions. A total of 280
issues were raised by more than 90 teams across the trust. As of January 2019 there are 78
issues still in progress and many will need funding or a more detailed plan.
Rapid Improvement Week overview

4.5

The number of issues by support service:
Support service
Estates
Clinical systems
IT
Facilities
Communications
Finance
Operational – community services
Operational – mental health services
HR
Learning and development
Operational – trust-wide
Nursing and quality

4.6

Number of
issues
76
47
45
29
19
17
12
12
12
6
3
2

Top five themes:
Theme
Maintenance
Equipment
RIO
Process
Connectivity

4.7

Number of issues
34
19
19
17
16

Overarching outcomes include:
•
•
•
•

4.8

Improving access to clinical systems across teams and services
A streamlined recruitment approvals process
Relaunch of the intranet search function and email improvements
Explanations from IT colleagues about a range of issues raised
Main challenges included:

•
•
•
4.9

Reaching the greatest number of staff and competing priorities
Creating capacity in support services for the ‘week of action’
The time taken to understand and unpick some of the complex issues raised
Next steps:

•
•

The remaining issues are being brought together for the executive team to consider and agree
how they will be progressed
An evaluation will be undertaken with all those involved to assess the impact of rapid
improvement week and inform decisions about a similar event in 2019.

What Matters Most project
4.10

Responding to feedback from clinicians about the clinical records system, this pilot project was
initiated in July 2018 to simplify electronic record-keeping and ensure only that information
clinicians judge as necessary and relevant is recorded.

4.11

The ambition was to reduce clinicians’ time using electronic systems and increase the time they
have with patients through enabling staff to better use their clinical, professional judgement.
There was also an ambition to improve the personalisation of people’s care records. The initial

workshop agreed to use a Plan Do Study Act (PDSA) cycle quality improvement methodology
throughout the project.
4.12

Throughout the pilot, the existing full assessment and all templates were still available via
electronic records and clinicians were supported to use those they judged would add most
value. A number of core assessments were identified by the pilot group that would still be
required, but the frequency of mandatory review might change.

4.13

Additional training was given on the use of a Subjective, Objective, Assessment, Plan (SOAP)
assessment and noting approach, and clinicians supported each other with peer support. SOAP
methodology is commonly used by allied health professionals and less so by nursing teams.
The group also agreed to revert to a model of ‘care to support’ and adopted Roper’s Activities of
Daily Living, which assesses the person’s level of independence in day to day life. 33 teams
from five localities across inpatient and community teams took part.

4.14

Clinicians have fed back very positively about the project. They felt trusted as autonomous
practitioners using their own professional judgement about what is important to their patients. A
survey of clinicians taking part was undertaken in June and again in September. Of those who
responded 93.7% replied they use their professional judgement, compared to 44.68% in June.
Clinicians felt they could be far more patient-centred, that the approached improved the
relationship with the patient and that this style of record keeping saved time compared to the
previous approach.

4.15

Challenges or points for further development include: having the appropriate IT support in place,
whether hardware or internet connections; making sure the training reaches everyone involved;
some staff not having confidence or trust in the new approach.

4.16 We will continue to encourage this approach and to develop detailed guidelines. Two task and
finish groups have been set up to support the ongoing programme of work:
•
•

The first is undertaking a review to identify if any issues will arise where certain data is less
frequently recorded and what this would mean
The second is developing one personalised care plan for use across physical health that is in
line with work being undertaken in mental health

4.17

It is anticipated a full evaluation of the project and proposed way forwards will be written by end
of March 2019.

5.

Recommendation

5.1

To note the quarterly update on the Better Every Day programme.
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Author
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Purpose of Report

To report the outcome of the quarter three review of the Board
Assurance Framework 2018/19.

Executive Summary
This report sets out the outcome of the quarter three review of the Board Assurance
Framework for 2018/19.
It reminds the Committee of the risks agreed by the Board in respect of the revised Trust
strategic objectives which were agreed in November 2018. This includes the new risk of
failing to improve to at least a ‘good’ rating in respect of the safety domain.
It includes a narrative assessment by the lead Director for each risk of the key actions
completed in the quarter and the effectiveness of the controls in place.
The Quality Governance Committee on 16 January reviewed the two risks in respect of
failures in care.
The Audit Committee on 23 January 2019 reviewed progress in respect of all the risks in the
report as well as the process for completing the BAF.
The report was also reviewed by the Executive Performance and Corporate Risk Group on
22 January 2019.

Recommendation

To note the outcome of the quarter three review of the BAF.
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1.

Introduction

1.1

The Board Assurance Framework (BAF) provides a structure and process that enables an
organisation to focus on those risks that might compromise the achievement of strategic
objectives, to map out the key controls in place to manage the objectives and to confirm that
sufficient assurance is available.

1.2

The Board agreed revised strategic risks in November 2018:
Strategic Objective

To provide high quality care; first time,
every time.

BAF Risk 2018/19
Failures in care caused by inconsistent and unwarranted
variations in the provision of services to patients.
Failure in care as a result of:
a) not implementing fully the ‘must do’ and ‘should do’
actions in respect of the Care Quality Commission
safety domain within an acceptable timescale; and
b) not achieving, at the time of the next assessment, an
improvement in the Trust rating in respect of the safety
domain from ‘requires improvement’ to ‘good’.

To be an influential and effective partner
in the Dorset Integrated care System

Failure to maximise the opportunities provided by strategic
partnerships to deliver integrated health and social care.

To have a skilled, diverse and caring
workforce who are proud to work for
Dorset HealthCare.

Failure to have in place the required workforce by not
(a) recruiting and retaining a sufficient workforce to
deliver the Trust objectives;
(b) providing an environment in which staff have the
opportunity to learn from practice and experience in
the Trust and beyond;
(c) developing an engaged and motivated workforce.

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

Failure to deliver the Trust financial Plan by not delivering
the CIP and lack of appropriate budgetary control and
inadequate forecasting.
Failure to secure the medium term financial sustainability
of the Trust as a result of changed commissioning
intentions, service reconfigurations, structural change
and/or inadequate financial planning and forecasting.

2.

Quarter Three Review of the 2018/19 BAF

2.1

The Lead Director for each of these risks has assessed the effectiveness of the controls and
progress in respect of risk treatment and mitigation. An assessment has been made of whether
or not the risk has increased, reduced or remained the same as a result of progress with
agreed actions and performance in respect of key measures and indicators.

2
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2.2

Progress has continued to be made in the effective implementation of controls in respect of the
risks above and in implementing those actions to address gaps in controls and assurance.

2.3

The Executive will be reviewing the risk in respect of workforce in the light of the continuing
workforce challenges highlighted in the integrated dashboard and the preparation of the
workforce strategy and action plan to be submitted to the Board.

2.4

No changes are proposed in the scoring of the risks at this time. However, the Executive will
be reviewing the likelihood of the year-end target being achieved for the workforce risk.

3.

Recommendation

3.1

To note the report.

Keith Eales,
Trust Secretary
January 2019

3

Strategic Goals and Risks 2018/19
Strategic Goal

Risk

Current
rating

Target
rating

Lead

Monitoring
Group

(IxL)
1. To provide high quality
care first time every
time.

2. To be an influential and
effective partner in the
Dorset Integrated care
System.

Failures in care caused by inconsistent and
unwarranted variations in the provision of services to
patients.

4x2

4x2

EY

Failure in care as a result of:

4x2

4x1

DD

a)

not implementing fully the ‘must do’ and
‘should do’ actions in respect of the Care
Quality Commission safety domain within an
acceptable timescale; and

b)

not achieving, at the time of the next
assessment, an improvement in the Trust
rating in respect of the safety domain from
‘requires improvement’ to ‘good’

Failure to maximise the opportunities provided by
strategic partnerships to deliver integrated health
and social care.

3. To have a skilled, Failure to have in place the required workforce by
diverse and caring not
workforce who are
proud to work for (a) recruiting and retaining a sufficient workforce
Dorset HealthCare.
to deliver the Trust objectives;

4x1

4x3

4x1

4x1

Executive
Quality and
Clinical Risk
Group
Executive
Quality and
Clinical Risk
Group

NP

Executive
Performance
and Corporate
Risk Group

CP

Executive
Performance
and Corporate
Risk Group

(b) providing an environment in which staff have
the opportunity to learn from practice and
experience in the Trust and beyond; and
(c) developing an engaged and motivated
workforce.
4. To ensure that the
Trust’s resources are
used in an efficient and
sustainable way.

Failure to deliver the Trust financial Plan by not
delivering the CIP and lack of appropriate budgetary
control and inadequate forecasting.

4x3

4x1

Failure to secure the medium term financial
sustainability of the Trust as a result of changed
commissioning intentions, service reconfigurations,
structural change and/or inadequate financial
planning and forecasting.

4x4

4x2

Scoring Template
Likelihood
Consequence score

1

2

3

4

5

Rare

Unlikely

Possible

Likely

Almost certain

5 Catastrophic

5

10

15

20

25

4 Major

4

8

12

16

20

3 Moderate

3

6

9

12

15

2 Minor

2

4

6

8

10

1 Negligible

1

2

3

4

5

MM

Executive
Performance
and Corporate
Risk Group

Board Assurance Framework 2018/19
Failures in Care
Strategic Goal:
To provide high quality care first time, every time (Strategic Goal 1)
Risk:
Failures in care caused by inconsistent and unwarranted variations in the provision of services to patients.
May result in: poor patient outcomes, poor patient experience, poor performance against quality metrics, increase in complaints and in Duty of
Candour incidents, adverse publicity, regulatory scrutiny.
Monitoring Group: Executive Quality and Clinical Risk Group (reporting to the Quality Governance Committee)
Lead Director: Deputy Chief Executive
Risk Scoring:
Initial (April 2018)

8
(4x2)

Target (March 2019)

8
(4x2)

Current

8
(4x2)

Board Assurance Framework 2018/19
Failures in Care
Quarterly Review by the Lead Director: Deputy Chief Executive Q3
Serious Incidents (Excluding Pressure Ulcer Incidents)
Based on the date the incident occurred and excluding pressure ulcer incidents, the number of serious incidents has decreased in comparison
to the previous quarter (15 for Q3 2018/19, compared to 27 in Q2 2018/19). It is positive to note that falls incidents remain on a downward
trend.
The cause groups of the incidents for Q3 2018/19 are summarised below:
•
•
•
•
•

6 Death of a patient
2 Falls
4 Self-harm
2 Violence/assault
1 DHR as a result of a patient known to LD has been arrested on suspicion of murder

Pressure Ulcer Incidents
The objective for 2018/19 is to improve Trust performance on the management of pressure ulcers on the out turn of the previous year. In
2017/18 the Trust exceeded the set target of a reduction in pressure ulcer incidents. The target for 2018/19 is a reduction of 50% for inpatient
and 20% for community acquired pressure ulcers.
Between 1stApril 2018 and 8th January 2019 there have been 16 avoidable pressure ulcer incidents, two hospital acquired against a year-end
target of four and 14 community acquired against a year end target of 27. Of the 14 community acquired pressure ulcers, six are within the
Weymouth and Portland locality. A support programme is currently in place to support the locality.

Outcome Type
Avoidable Hospital Acquired Pressure Ulcer
Avoidable Community Acquired Pressure Ulcer

Quarter
2018/19
1
6

Quarter 2
2018/19
1
6

Quarter 3
2018/19
0
2

Total
2018/19
2
14

Please note: due to pressure ulcer incidents requiring a number of months to investigate fully, the current Q3 figures may change
Pressure Ulcers
Analysis shows that the number of community acquired pressure ulcers for Q3 2018/19 is within expected parameters with the last 5 months
being consistently below the mean. The number of avoidable hospital acquired pressure ulcers for Q3 2018/19 are within expected parameters
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with the last four months showing nil reported.
Falls
The number of falls incidents reported to STEIS for Q3 2018/19 is below the long-term average of 1.4. Since April 2018 four community hospital
wards have either been closed or merged with other community hospital wards, therefore a decrease in the number of falls resulting in fracture
or major injury for this period may impact on the numbers reported.
Restrictive Interventions:

Prone Restraint Incidents:

Analysis shows that the number of prone restraint incidents for December meets the upper process limit (33 incidents). For the last two months
of Q3 2018/19, the number of prone restraints was above the long-term average of 17. Further analysis shows that for December 2018, prone
restraint was used on 16 patients, with two of these patients accounting for 12 (36%) of the prone restraint incidents.
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Rapid Tranquilisation Incidents:

Analysis shows that the number of rapid tranquilisation incidents for Q3 2018/19 are within expected parameters, however, the number of rapid
tranquilisation incidents for all three months in Q3 fell above the long-term average of 18.
Seclusion Incidents:
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Analysis shows that the number of seclusion incidents (21) for December 2018 is above the upper process limit of 18.6. Further analysis shows
that in December 2018, one patient accounted for 13 (61%) of the 21 seclusion incidents. An upward trend is observed in Q3, where the
number of seclusion incidents was above the long-term average of 10.
A special cause variation (desirable) from January 2017 to July 2017 is observed, where the number of seclusion incidents were below the long
term average of 10. Further analysis is occurring as part of the Promoting Positive Practice steering group to understand if this relates to other
factors other than the acuity of the patient group.
Regulation 28s

Quarter 3
2017/18

Quarter 4
2017/18

Total
2017/18

Quarter 1
2018/19

Quarter 2
2018/19

Quarter 3
2018/19

Total
2018/19

2

1

3

2

0

0

2

There were no Regulation 28 letters received in Q3. The Trust continues to develop the relationship with the coroner’s court to demonstrate
learning from incidents and ensure reports are completed in a timely manner.
Negligence Claims
There was a decrease in reported clinical litigation in Q3 (1) from Q2 (2) 2018/19; however the estimated total claim value has increased from
£135,250 in Q2 to £206,500 in Q3. Both cases closed in Q3 resulted in damages being awarded to the claimant. The total damages value was
£117,690. There are 20 live clinical litigation cases.
Duty of Candour
A review of the Trust processes has been carried out by the CCG and positive feedback was given on our processes.
Duty of Candour Identified for Incidents Occurring in Year 2017/18 and 2018/19 YTD (as at 8th of January 2019)
2017/18
2018/19
Quarter
Quarter
Quarter Quarter
Total
Quarter Quarter Quarter
3
1
2
3
4
2017/18
1
2
Cause Group
1
0
1
0
2
1
3
1
Death Of A Patient
0
0
1
0
1
0
1
0
Deterioration Of An In-Patient
2
0
0
0
2
0
0
0
Medication
14
11
6
10
41
7
7
1
Pressure Ulcers
0
0
1
0
1
0
0
0
Self Harm

Total
2018/19
5
1
0
15
0
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Slips, Trips And Falls
Total

1
18

1
12

0
9

0
10

2
49

0
8

0
11

0
2

0
21

Please note: Due to SIRI’s requiring a number of months to investigate fully, the current Q3 figures may change.

The themes identified in terms of contributory factors and learning include: communication between teams and with patient’s carers, obtaining
previous records to inform assessment, patient risk assessments not been undertaken adequately, insufficient access to equipment, staffing
difficulties, and poor documentation. These themes will be addressed through a combination of Trust-wide and service specific quality
improvements.
CQC Actions
31 of 45 actions are now deemed as complete
Summary
The number of Serious Incidents has decreased in comparison to the previous quarter it is positive to note that falls and avoidable pressure
incidents remain on a downward trajectory.
CQC plans remain on track and are being closely monitored through the quality governance committee, these will remain a high priority until all
actions are complete.
There has been an increase in the restrictive interventions reported and this being explored by the Sign Up to Safety Workstream
The use of restrictive intervention increased in Q2, but it was identified that these incidents mostly occurred in our Psychiatric Intensive Care
The CQC safety domain remains both a focus and priority for the Trust to demonstrate sustained improvement through the year.

Key actions for the next quarter:
• Continued focus on implementing all CQC recommendations that form part of the Trust and service specific action plans.
• Continued focus on restrictive interventions
• Continue to progress Quality Improvement initiatives to support Trustwide Improvement.
• Developing a positive safety culture across services through team and service quality improvement cycles to consistently achieve
patient safety standards across the Trust.

Control

Assurance
from the First
Line of Defence
(Front line)

Effective locality
governance and
Operations
Department
structure

Locality
governance
structure in
place

Effective clinical
engagement and
leadership

Team level
dashboards

Robust quality
governance
framework

Review of
incidents/ RCA’s

Effective training
of staff to deliver
safe and
compassionate
care

Communication
programmes in
key areas e.g.
quality priorities,
Local CQC
action plans
Systems of
reporting
incidents,
concerns
(Ulysses;
Whistleblowing)
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Assurance
Assurance from
Gaps in
from the
the Third Line of Control
Second Line of Defence
Defence
(Independent
evidence)
(Management
evidence)
Monthly
dashboard to
Board

Quarterly
reporting to
Quality
Governance
Committee
Director
walkarounds
Clinical Audit
programme
2018/19
Internal quality
assurance visits
Monthly
reporting to the
Executive
Quality and
Clinical Risk
Group

CQC inspections
Quarterly meeting
with CQC re Trust
action plan
CCG announced
and unannounced
inspections

NHS
Improvement,
CQC and NHS
England reports
and reviews

Appraisal and
Clinical
Supervision
compliance
rates not
achieved in
17/18

Gaps in
Assurance

Action to be taken

Evidence that
clinical policies are
being appropriately
used

Monthly report and forward
look to the Board on CQC
action plan progress and
level of team engagement
and ownership of plans
(DD, monthly)
Delivery of the clinical audit
and internal audit
programmes 2018/19
(which will include a focus
on compliance with clinical
policies)
Directorate management
teams to focus on achieving
mandatory training
completion rate (HR,
February/March)
Continuing roll out of quality
improvement engagement
events (DD, monthly)
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Avoidable Community Acquired Pressure Ulcers (Based on Incident Date):

Please note: due to pressure ulcer incidents requiring a number of months to investigate fully and report to STEIS, the current trends as they
stand may change in the coming months.
Avoidable Hospital Acquired Pressure Ulcers (Based on Incident Date):
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Board Assurance Framework 2018/19
Failures in Care (Safety Domain)
Strategic Goal:
To provide high quality care first time, every time (Strategic Goal 1)
Risk:
Failure in care as a result of:
a) not implementing fully the ‘must do’ and ‘should do’ actions in respect of the Care Quality Commission safety domain within an
acceptable timescale; and
b) not achieving, at the time of the next assessment, an improvement in the Trust rating in respect of the safety domain from ‘requires
improvement’ to ‘good’
May result in: poor patient outcomes, poor patient experience, poor performance against quality metrics, increase in complaints and in Duty of
Candour incidents, adverse publicity, regulatory scrutiny.

Monitoring Group: Executive Quality and Clinical Risk Group
Lead Director: Director of Nursing, Therapies and Quality

Risk Scoring:
Initial (November 2018)
Target (March 2019)
Current

Impact/Likelihood
8
(4x2)
4
4x1
8
(4x2)

Board Assurance Framework 2018/19
Failures in Care (Safety Domain)

Quarterly Review by the Lead Director, Director of Nursing, Therapies & Quality Q3:
During Q3 implementation of the ‘must do’ and ‘should do’ actions identified in respect of the CQC safety domain has continued - in total there
are 45 actions, 9 of these are ‘must do’ actions and 36 are ‘should do’ actions. Of these actions 23 relate to the safe domain and, at the end of
the quarter, 18 of these actions had been deemed complete by core service leads who update their action plans monthly to provide
operational assurance that progress is being made in meeting CQC requirements and recommendations. These action plan updates inform
the assurance visits which take place to review compliance with fundamental standards.
During the quarter the assurance team identified 2 actions that service leads had deemed to be complete but where there was insufficient
evidence available to demonstrate this; these actions have been reopened.
The assurance team are continuing to visit areas to assess against the actions that have been completed.
Key actions for Q4:
During Q4 it is anticipated that the remaining ‘must do’ and should do actions will be completed and assurance visits will continue.
The Trust’s internal auditors are undertaking an audit against the Trust’s progress in implementing the actions in relation to the Safe domain
arising from the last CQC inspection. The audit will commence in January 2019. The audit will focus on the following:
•
•
•

Assess the status of CQC action plans, where and how this is being updated and reported on for monitoring and assurance
purposes;
Ensure actions recorded are sustainable and can be evidenced accordingly; and
Discuss and review with Core Service Leads the evidence available to support the implementation of the CQC action plan points and
assess its adequacy

Control

Findings identified
by CQC have been
addressed via core
service action
plans.

CCG announced
and unannounced
inspections

January 2019
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Assurance
Assurance from
Assurance
Gaps in Control
from the
the Second Line
from the
First Line of
of Defence
Third Line of
(Management
Defence
Defence
(Front line)
(Independent
evidence)
evidence)
Local
Progress with
Progress with Variable progress
managers are action plans is
action plans
with actions
implementing reported to the
is discussed
across core
the action
EQCR monthly.
as part of the services
plans.
quarterly
Assurance visits
engagement
Progress with confirm that the
meeting with
actions is
actions have met
CQC.
the findings and the
reviewed
monthly at the outcomes are
DMGs.
being achieved.
Improvements Monthly DMG
Subsequent
Visits are ward
identified from meetings
CCG visits
based and actions
CCG visits
confirm that
relate to one ward
are
improvement rather than a core
implemented
have been
service
by the ward
made

Gaps in
Assurance

Action to be taken

Previous action
plans are not
reviewed.

Local managers to
review previous action
plans to ensure the
improvements are
embedded in practice.

Formal action
plans are not
developed

Formal action plans to
be developed following
a CCG visit and shared
across the core service.
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Failure to maximise opportunities from strategic partnerships
Strategic Goal:
To be an influential and effective partner in the Dorset Integrated Care System (Strategic Goal 2)
Risk:
Failure to maximise the opportunities provided by strategic partnerships to deliver integrated health and social care.
Caused by competing priorities in the Trust or on the part of partners and/or failure to deliver partnership commitments.
May result in the inadequate reflection of Trust priorities and plans in place-based planning outcomes, loss of confidence on the part of
commissioners, inadequate resourcing of Trust priorities, operational risk, lack of public awareness about the Trust and regulatory scrutiny.
Monitoring Group: Executive Performance and Corporate Risk Group
Lead Director: Director of Organisational Development and Participation
Risk Scoring:

Impact/Likelihood

Initial (April 2018)

4
(4x1)

Target (March 2019)

4
(4x1)

Current

4
(4x1)

Quarterly Review by the Lead Director: Q3 2018/19
There are less updates to report this quarter since the committee last reviewed this strategic risk.
At system partnership level, Debbie Fleming has been appointed as Interim Joint Chief Executive of Royal Bournemouth NHS FT and Poole
Hospital NHS FT. The timescales for the ongoing merger are not yet known. The Local Authority merger has progressed and appointments
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have been confirmed to the most senior leadership roles.
The Dorset system Operations and Finance group and the Operational Planning group have continued work to progress the System Financial
agreement for the forthcoming period and the System Operational Plan, which needs to be submitted to NHS England on 11 April 2019.
Preparations for mobilisation of the Urgent Care Service continue.
Key actions completed in Q3:
•
•
•
•

The Dorset Integrated Care System was awarded £15m capital funding by the Department of Health. This breaks down as: £5.9m for
mental health estates improvements at Alderney Hospital; £4.2m for integrated community and primary care improvements; and £5m for
Dorset system pathology service improvements
Jointly developed and delivered with the High Sheriff and Dorset Mental Health Forum Mental Health: Everyone’s Business a very
successful conference for public sector leaders/organisations in Dorset. The Trust has since received a High Sheriff Award for its role in
this joint event
Dorset HealthCare is a partner alongside Dorset Mental Health Forum and Help & Care (lead provider) in The Dorset Collaborative,
which was awarded circa £3m to deliver a Non-Clinical Health Coaching and Social Prescription service for Dorset. This will start in April
2019
Steve Tomkins, Medical Director, has been appointed as Chair of the Dorset ICS elective care board. Its remit and early activities
include identifying and mitigating urgent care pressures in the system, review of investigations and routine procedures, and seeking
improvements in clinical pathways and patient experience

Key actions to be completed in Q4:
•
•
•
•

Control

Finalisation and agreement of Dorset Integrated Care System Operating Plan
Final agreement of financial Control Total arrangements, internally and at system level
Active participation in development of the Dorset ICS five year strategy, to be submitted to NHS England/Improvement in Summer 2019
Final actions to mobilise the Urgent Care Service from 1 April 2019 – all work streams are currently reporting green in preparation for
go-live

Assurance from
the First Line of

Assurance from
the Second

Assurance from
the Third Line

Gaps in Control

Gaps in
Assurance

Action to be taken
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Engagement in
the CSR/STP
process
Trust
operational
plan 2017/19
Partnership
working with
local authorities
Partnership
working with
acute Trusts
and
commissioners
Better Every
Day
programme

Defence
(Front line)

Line of Defence
(Management
evidence)

of Defence
(Independent
evidence)

Attendance at
System
Leadership
Team and
other STP
delivery groups

Strategically
focussed Board
workshop
programme

NHSI
acceptance of
Trust
Operational
Plan 2017-19

Monitoring
Operational
Plan delivery
Monitoring
Better Every
Day
programme
Feedback from
partners

Board oversight
of Operational
Plan 2017/19
Board oversight
of Better Every
Day
programme

NHSE review
of Dorset STP
NHSE
progression of
Dorset as an
Integrated Care
System

ACS/STP
governance
structures,
accountabilities
and risk
management
arrangements

Clarity about
the impact of
the outcome of
the CSR on the
long-term
sustainability of
the Trust

Detailed plans
for CSR and
MHACP
delivery

Competing
approaches for
partnership
arrangements
for the future
delivery of
services
without the
Trust having
clear criteria for
choosing
between them.

The
competitive
ambitions of
partner
organisations

Senior
management
capacity

Ongoing participation in the
ACS/STP delivery groups (All
Directors)
Ongoing development and
implementation of an
overarching communications
and engagement plan for
integrated community
services, including Trust
stakeholder map (NP)
Ongoing evaluation of
available resources required
to deliver the transformation
agenda (NP)
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Failure to have in place the required workforce
Strategic Goals:
To be a learning organisation, maximising our partnership with Bournemouth University and promoting innovation, research and evidence
based practice. (Strategic Goal 3)
To have a skilled, diverse and caring workforce who are proud to work for Dorset HealthCare. (Strategic Goal 4)
Risk:
Failure to have in place the required workforce by not
(a) recruiting and retaining a sufficient workforce to deliver the Trust objectives;
(b) providing an environment in which staff have the opportunity to learn from practice and experience in the Trust and beyond;
(c) developing an engaged and motivated workforce.
May result in
•
•
•
•
•
•
•

Inadequate workforce planning
Insufficient workforce availability
High turnover
Over-reliance on temporary staff
Inadequate workforce development
Inadequate staff engagement
Low workforce productivity

Monitoring Group: Executive Performance and Corporate Risk Group (reporting to the Audit Committee)
Lead Director: Director of Human Resources
Risk Scoring:
Initial (April 2018)

Impact/Likelihood
12
(4x3)
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Target (March 2019)

4
(4x1)

Current

12
(4x3)

Quarterly Review by the Lead Director: Q3
Key developments over the last quarter, impacting on the assessment of the likelihood of this risk materialising, have been :•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

A review of the HR Strategy and work plan in line with Workforce Development Objectives
A dedicated task and finish group has been established for District Nursing taken into consideration the Benson Model Skill mix and the
aging workforce profile.
Development of KPI’s associated with the HR and Recruitment process
Development of a Monthly workforce dashboard to support recruitment and retention and forward planning
Development of system wide workforce plans for Mental Health, ICPCS and Integrated Community Services linked to the Dorset
Workforce Action Board
Workforce board development day undertaken to establish workforce priorities.
Overarching Trust wide recruitment and retention plan developed to include overseas recruitment, key worker accommodation and job
shop live. Localised recruitment plans to support hard to recruit to areas.
Development of Monthly Workforce Reporting and Nursing Trajectories to determine the establishment gap.
Ongoing consideration of international recruitment, evaluating programmes led by other NHS Trusts
Development of a combined approach to attendance at recruitment events involving all local Trusts
Delivery of workforce planning workshops for budget holders
Recruited to our second cohort of Nursing Associate Apprenticeships (x8) and Registered Degree Nurse Apprenticeships (x11) to
commence in February 2019
The Trust has an ambitious Apprenticeship Strategy and Delivery Plan and work with managers to identify opportunities for introducing
apprenticeship roles continues. As at end December 2018 74 apprentices on programme.
A Quality Improvement project commenced to implement an online career advice and guidance framework for staff in Bands 2-4
First Trust in the UK to implement the new Collaborative Learning in Practice (CLiP) model within a child adolescent mental health unit
for supporting university students’ learning using coaching
The Trust Preceptorship programme has been refreshed to ensure it meets the multi-professional requirements of newly qualified
practitioners
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•
•
•

Following the success of the refreshed Leadership and Team Development offer, a new Leadership Facilitator commenced in role in
December 2018
Recognised as an exemplary education provider for both medical and non-medical education as part of Health Education England’s
annual education quality review; achieving an 83% ‘very satisfied’ rating compared to 75% ‘very satisfied’ for Wessex as a region
Lead organiser and host of a very successful ‘Our Dorset’ system NHS Careers evening on 27 November 2018. Representation
present from 26 different professional roles providing inspiration, advice and guidance to 350 members of the public to support
attracting our future workforce.

This risk is broad in scope and contains a number of distinct strands. The summary above demonstrates the progress that has been made in a
number of areas and the controls in place are considered to be sufficient for the year-end target score to be achieved.
Key actions to be taken forward in quarter 4 will be:
•
•
•
•
•
•

Development of dedicated recruitment and retention plans for hotspot areas
Development of continuous development and skill mix linked to transformation projects to enable staff to experience new roles and
support career pathways
Review of the current Employer offer to include reward terms and conditions and flexible working and rotational roles
Second a second cohort of Nursing Associate Apprentices and Registered Degree Nurse Apprentices in February 2019
Agree funding to deliver the Apprenticeship Strategy and Delivery Plan for 2019/20Explore opportunities for the Dorset NHS System to
be the South lead for a national place based tariff pilot for non-medical education. The aim being to identify how to improve placement
capacity and capability to support clinical placement expansion and growth as a Dorset system.
Development of a Workforce Intelligence Group

Board Assurance Framework 2018/19
Failure to have in place the required workforce
Control

Assurance from
the First Line of
Defence
(Front line)

Recruitment and
retention plans

Recruitment
response time

Staffing levels and
managing
unplanned
absences
processes
Staff Survey
action plan
Staff engagement
strategy
Memorandum of
Understanding
with Bournemouth
University
R&D governance
framework
MH Workforce
Plan

Daily monitoring
of shift reports
Monitoring
processes and
systems in place
to record staffing
levels
Team incident
and e-rostering
escalation
processes
Staff Survey
action planning
meetings
Joint steering
group with
Bournemouth
University

Assurance from
the Second Line
of Defence
(Management
evidence)
Monthly staffing
report to
Executive Quality
and Clinical Risk
Group

Assurance from
the Third Line of
Defence
(Independent
evidence)
CQC inspections

Quarterly/halfyearly reports on
inpatient ward
staffing

CCG inspections

Agency/vacancy
tracker
Workforce
Planning Group
Annual report on
Bournemouth
University
partnership

Quarterly meeting
with CQC re Trust
action plan

Agency
framework
reporting
Internal audit
programme

Gaps in Control

Gaps in
Assurance

Action to be taken

Clarity of reporting
arrangements in
respect of staff
engagement
activity

There continue to
be shortfalls in
place in key areas
which are difficult
to recruit to.

KPI’s developed
for recruitment
and retention to
be implemented
(CP Q4 18/19)

Implementation
of KPI’s to
indicate
effectiveness of
recruitment and
retention
initiatives

It is unclear as to
how the CSR will
impact on staff in
establishments
identified for
closure.

Implementation
of the Monthly
Workforce Report
(CP Q4 18/19)

Clear goals on an
annual basis for
the partnership
with the University

At a strategic
level, the impact
of the ageing NHS
workforce and
potential
restrictions on
overseas workers
working in the UK
is unknown.

Agree funding to
deliver the
Apprenticeship
Strategy (CP Q4
18/19)

Board Assurance Framework 2018/19
Failure to deliver financial sustainability
Strategic Goal:
To ensure the Trust’s resources are used in an efficient and sustainable way (Strategic Goal 4)
Risk:
1. Failure to deliver the Trust financial Plan by not delivering the CIP and lack of appropriate budgetary control and inadequate forecasting.
2. Failure to secure the medium term financial sustainability of the Trust as a result of changed commissioning intentions, service
reconfigurations, structural change and/or inadequate financial planning and forecasting.
May result in undue pressure on service budgets and reduction in service levels, service and structural changes to ensure continued viability,
loss of contracts and services, adverse publicity and regulatory scrutiny.
Monitoring Group: Executive Performance and Corporate Risk Group
Lead Director: Director of Finance and Strategic Development
Risk Scoring:

2018/19
Financial Plan

Medium Term
Assessment

Initial (April
2018)

12
(4x3)

16
(4x4)

Target (March
2019)

4
(4x1)

8
(4x2)

Current

8
(4x2)

16
(4x4)

Board Assurance Framework 2018/19
Failure to deliver financial sustainability
Quarterly Review by the Lead Director: Q3
Key Actions Completed in Q3
- Delivery of small surplus to control total in Q3
- Forecast showing reasonable expectation of achieving control total even after uplift following release of contingency
- Financial planning process commenced consistent with board sign-off before year end
Key Actions Planned for Q4
- Finalisation of cost savings plans to meet present £9.0m gap, with £6.0m remaining to be identified
- Consideration of ability to meet 2019-20 control total once published on 15 January 2019
- Finalisation of capital investment plans for 2019-20 including commitments into subsequent years

Board Assurance Framework 2018/19
Failure to deliver financial sustainability
Control

Assurance
from the First
Line of
Defence
(Front line)

Assurance from the
Second Line of
Defence
(Management
evidence)

Assurance from the Third
Line of Defence
(Independent evidence)

Gaps in Control

Gaps in
Assurance

Action to be
taken

Financial
control and
reporting
systems

Monthly
finance,
performance
and workforce
reports

Monthly reports to
the Executive
Performance and
Corporate Risk
Group and Board

Internal and external
audit reviews of systems

Robust CIP pipeline
to be finalised for
2019/20 and beyond

Medium to longterm sustainability
of Trust pending
consequences of
Clinical Services
Review

Development
of CIPs to meet
full target over
next two years
(EY/MM)

PMO reports to the
Executive
Performance and
Corporate Risk
Group on CIP
delivery

NHSI approval of the
Operational plan for
2018/19

Monthly meetings of
the Capital
Investment Group

System controls at
Operations and Finance
Reference Group and
Senior Leadership Team

Oversight of
CIP delivery
Oversight of
delivery of the
capital
strategy and
investment
programme

Individual
capital
programme
project
monitoring

Planning to
mitigate
financial
challenge in
future years
Engagement
in STP
process

Annual operational
and planning budget
cycle overseen by
the Board
Full
engagement
in the STP
planning
meetings

Quarterly reporting to
and feedback from NHSI

Approval of STP by
partners

Concrete
medium/long-term
financial plan

Capital resources
necessary to
support the
Trust’s
investment plans

Capital
investment
prioritisation
(MM)
Elaboration of
medium term
financial
strategy (MM)

Investigation
and evaluation
of alternative
sources of
capital funding
(MM)

Agenda Item 16b

Summary Exception Report of the Mental Health Legislation Assurance Committee
Meeting on 16 January 2019

Author
Purpose of Report

Part 1 Board Meeting 30 January 2019
Sarah Murray, Chair of the Mental Health Legislation
Assurance Committee
To highlight key matters discussed at Mental Health Legislation
Assurance Committee meeting on 16 January 2019.

Key Decisions and Matters Considered by the Committee
1) Mental Health Legislation Assurance Dashboard
• The Committee received an update on the use of Mental Health Legislation within
the Trust to confirm compliance with guidance and associated Code of Practice for
the period 1 November 2018 to 31 December 2018.
• The Committee noted that there were 347 uses of the Mental Health Act 1983 over
the period. One death was recorded in November, and one unlawful detention in the
period.
• There was an increase in the number of lapsed detentions to three over two months.
• There was improved compliance with regard to detained patients having attempts
made to give them information relating to their 132 rights before discharge with
compliance at 100%.
• There was reduction in the number of patients waiting more than three months for
DOLs assessments by the supervisory bodies.
• The Committee noted the reduced compliance with the number of MHA
assessments under section 136 which did not conclude within the Code of Practice
timescale mainly due to the unavailability of s.12 doctors. The Committee noted that
the position, which was worsening, with concern.
• The Committee urged the Executive to think creatively to solve this problem and
report back at the next meeting.
• No response had been received from the Ministry of Justice to the letter highlighting
the challenges experienced with the Tribunals and the Committee agreed that this
should be followed up with the Secretary of Justice.
2) MHA CQC inspections assurance report
• The Committee noted progress with action plans which have arisen as a result of
CQC Mental Health Act monitoring visits.
3) Mental Capacity Act amendments
• The Trust was reviewing the impact of the amendments to the Mental Capacity Act
on the Trust processes to ensure compliance with the Act. The Act will reform the
Deprivation of Liberty Safeguards (DoLS).
4) Panel hearings
• The Chair narrated details of a panel hearing she had attended and highlighted the
need for a responsive social care support.
Recommendation

To note the report.

Agenda Item 16c

Summary Exception Report of the Quality Governance Committee Meeting on 16
January 2019
Part 1 Board Meeting 30 January 2019
Author

David Brook, Chair of the Quality Governance Committee

Purpose of Report

To highlight key matters discussed at Quality Governance
Committee meeting on 16 January 2019

Key Decisions and Matters considered by the Committee
1) Assertive Outreach Team Review
• The Deputy Chief Executive reported that the outcome of the review would be
known in the end of the financial year and a pathway developed in the first quarter of
2019/20
2) Report from the Executive Quality and Clinical Risk Group
• The Committee noted a report on key issues discussed at the Executive Quality and
Clinical Risk Group meetings on 4 December 2018 and 8 January 2019
• The result of the Community Mental Health patient survey 2018 showed that the
Trust was one of only four providers rated ‘better than expected’ and scored ‘better
than most other Trusts’ in four of eleven sections.
• There was an Information Governance breach in the MSK services due to partner
systems.
• The initial report from the CQC inspection for looked after children and safeguarding
had been received, factual accuracy checks have been submitted.
3) Significant Incidents Report including Safeguarding Adults and Children Events
• The Committee noted the details of significant events occurring in November and
December 2018.11 SIRIS were reported within this time frame and these are being
reviewed via the Serious Incident Process.
• Four other incidents had been reported and details would be provided at the next
meeting.
4) Suicide Prevention Plan
• The Committee received the Dorset Suicide Prevention Strategy and the Trust
Suicide Prevention Action Plan which would be submitted to NHS Improvement
• The Committee requested a progress report in six months.
5) Internal Assurance Report
• The Committee noted that of the 45 actions on the CQC action plan, 31 were
now deemed complete. Two ‘should do’ actions had extensions agreed to their
deadlines at the Executive Quality and Clinical Risk Group on 8 January 2019.

6) Overview Report from CQC Insight for NHS Trusts
• The Committee noted a report providing information on the data set held by the
CQC about the Trust broken down into Inpatient Services, Community Services
and Trust-wide Services for Mental Health.
7) Update on Process for Quality Assurance of Medical Appraisal and Revalidation
• The Committee noted the process for quality assurance of medical appraisal
and revalidation.
8) End of Life Care Report Bi-Annual Report
• The Committee received the End of Life Care Report Bi Annual Report and
noted the good work being done.
9) Board Assurance Framework 2018/19
• The Committee noted the outcome of the quarter three review of the Board
Assurance Framework 2018/19 in respect of the two risks overseen by the
Committee.
10) Risks Exceeding the Trust Risk Appetite Thresholds
• The Committee expressed satisfaction with the controls in place, for these risks.
11) Update from Mental Health Legislation Assurance Committee: 16 January 2019 (see the
separate report from the Chair of the Committee)
12) CRISIS Service
• The Committee discussed the future of the CRISIS Service and agreed that this
should be discussed further by the Board.
13) Votes of thanks
• The Committee thanked the Deputy Director of Safety, Improvement and
Effectiveness for her immense contribution to the Trust over the years.
Recommendation

To note the report.

Agenda Item 17

Council of Governors Regulatory Dashboard
Part 1 Board Meeting: 30 January 2019
Lead Director

Kyoko Monk, Corporate Performance Business Partner

Purpose of Report

To approve the Council of Governors Regulatory Dashboard to be
submitted to the Council of Governors on 6th February 2019

Executive Summary
The Trust is achieving the required level of performance in all of the indicators in the Single Oversight
Framework and we expect to be within threshold for all monthly indicators in Quarter 4. However the
Quarterly Data Quality Maturity Index MHSDS dataset score is forecasted to breach in Q3 (to be
published in May 2019). This is due to the addition of new metrics. Work is underway to understand
and improve this position; initial findings suggest this relates to the way we are collecting associated
data in our clinical systems. Shadow scoring which includes the new metrics has started, and for Q1
the Trust score is 92.7% compared to a national average of 80.2%.
Our budgetary position is £0.6m behind budget and £0.5m ahead of control total. Forecast indicates
breakeven against control total and £0.2m favourable to budget.
We have achieved £5.9m (68%) of our annual CIP target. Full year forecast shows £1.3m under
achievement.
Capital Expenditure YTD was £5.3m to December and following a month 9 capital re-forecast is set
to be on plan to the revised year end forecast of £13.3m.
Agency expenditure was £3.6m. This is below our NHSI cap (£4.9m) but above our internal threshold
(£2.7m).
Achieving a finance Score of 1 (best possible score).

Recommendation

To approve the dashboard for submission to the Council of Governors
on 6 February 2019

Council of Governors
Dashboard

Governors’ Dashboard – December
NHS Improvement: Single Oversight Framework position
The Trust is achieving the required level of performance in respect of all indicators in the Single Oversight Framework.
We expect all monthly indicators to be within threshold for all indicators in Quarter 4 however this position may change going forwards.
A previously reported the Quarterly Data Quality Maturity Index MHSDS dataset score is forecasted to breach in Q3 (to be published in
May 2019). This is due to the addition of new metrics. Shadow scoring which includes the new metrics has started, and for Q1 the Trust
score is 92.7% compared to a national average of 80.2%. Work is already underway to improve this position.

Aug-18

Sep-18

Oct-18

Nov-18

Current
reporting
month
Dec-18

97.07% 98.27% 96.63% 95.92% 95.00% 95.00% 96.81% 96.80% 95.33%

92.96%

93.00%

94.00%

93.17%

within target

99.53% 99.46% 99.74% 98.49% 100.00% 100.00% 100.00% 99.63% 99.71% 100.00% 100.00% 100.00%

99.70%

within target

50%

57.00% 73.00% 70.00% 86.00% 93.00% 93.00% 76.47% 66.67% 60.00%

64.29%

58.00%

53.00%

67.00%

within target

50%

51.70% 56.30% 51.82% 53.44% 55.00% 55.00% 53.40% 52.00% 52.70%

53.30%

52.10%

53.70%

54.20%

within target

75%

90.76% 90.65% 92.22% 91.79% 93.09% 93.09% 95.13% 95.24% 94.73%

96.04%

95.18%

97.06%

97.19%

within target

Improving Access to Psychological Therapies
(IAPT) / Talking Therapies - waiting time to
begin treatment within 18 weeks

95%

99.78% 99.70% 99.90% 99.91% 100.00% 99.54% 99.91% 99.75% 99.91%

99.90%

99.91%

99.91%

99.94%

within target

Quarterly Data Quality Maturity Index MHSDS
dataset score

95%

Metric Name
Target
Maximum time of 18 weeks from point of
referral to treatment (RTT) in aggregate –
92%
patients on an incomplete pathway
Maximum 6-week wait for diagnostic procedures 99%
People with a first episode of psychosis begin
treatment with a NICE-recommended package
of care within 2 weeks of referral (UNIFY2 and
MHSDS)
Improving Access to Psychological Therapies
(IAPT) / Talking Therapies - proportion of
people completing treatment who move to
recovery
Improving Access to Psychological Therapies
(IAPT) / Talking Therapies - waiting time to
begin treatment within 6 weeks

Dec-17

Jan-18

99.80%

Feb-18

Mar-18

Apr-18

94.30%

May-18

Jun-18

Jul-18

99.80%

Q2
forecast

Forecast
for Q4

Q3
forecast

Strategic Financial Indicators - December
Dec-18
Indicator

Year End
Performance YTD Forecast
£000
£000

Control Total

5,525

7,852

CIP

5,905

7,411

Capital Programme
Agency Expenditure

5,256

13,259

Finance Score
(formerly Use of
Resources)

3,562
1

4,774
1

Exception Report
£0.2m ahead of plan YTD. Forecasting to be on plan at year end. Year end
forecast increased to take advantage of 2 for 1 Sustainability Fund incentive
offer, resulting in an improvement to full year plan of £5.6m.
63% of the 18/19 CIP target has been banked at M7. Forecast £0.9m below
plan.
£0.2m below plan YTD. A capital re-forecast was submitted in month 6,
reducing the full year forecast by £5.4m to £16.0m. Forecasting to be on
revised plan for year end.
YTD and forecast within NHSI ceiling although both above internally set
plan.
This rating is assigned by NHSI and is derived by averaging Trust scores across
all Finance metrics on the Single Oversight Framework.

