Dorset HealthCare University NHS Foundation Trust
Part 1 Board Meeting
Part 1 of the Dorset HealthCare University NHS Foundation Trust meeting will be
held on 12th November 2014 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset,
BH17 0RB commencing at 1:00pm
If you are unable to attend please notify the Interim Trust Secretary on 01202
277006 at your earliest convenience.
Yours Sincerely,
Ann Abraham
Chair
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1.1

Apologies

AA

1.2

Patient Story

NY

App A

1.3

Quorum

AA

Verbal

AA

App B

AA

App C
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To receive the Integrated Corporate
Dashboard and Report for September 2014
a) Quality performance
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ii)
Clinical effectiveness
iii)
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b) Operational performance
c) Workforce performance
d) Financial Performance
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To receive a six month review of the Trust
Blueprint
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To receive the monthly update on People
Management and Organisation
Development
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To receive the Emergency Planning report

SO
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3.

Strategy Development:
Policy Formulation and Decision Making

3.1

To receive a presentation on the Five Year
Forward View from NHS England

SH

App M

2:45

3.2

To receive a proposal for a refreshed Staff
Recognition Scheme

NP

App N
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4.

Regulatory and Compliance Matters

4.1

To receive the quarterly submission to
Monitor and approve the minutes of the
Extraordinary Meeting held on the 28th
October 2014

JC

App O

3:15

4.2

To receive the three month cycle of Board
business

AA

App P
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5.

Other Matters

5.1

Any Other Business

6.

Date and Time of Next Meeting
The next formal Board Meeting will be held
on Wednesday 10th December 2014 at
Sentinel House (Training Rooms 1&2) 4-6
Nuffield Road, Poole, Dorset, BH17 0RB
commencing at 1:00pm

7.

Exclusion of the Public
To resolve that representatives of the Press
and other members of the public, be
excluded from the remainder of this meeting
having regard to the confidential nature of
the business to be transacted, publicity of
which would be prejudicial to the public
interest.
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Patient Story
Part 1 Board Meeting 12th November 2014
Author

David Rockett, service user

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider David’s experience with the Bridport community
nursing services
The Board is asked to discuss and consider the narrative
from David’s experience.

Recommendation

Engagement and Involvement

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

Previous Committee/s Dates

None

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






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

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

Yes

Any action required?
Yes
No
Detail in report





















BACKGROUND
This is the story of David Rockett’s experience as a user of the community nursing
Bridport from April 1986 to the present day.

services in

David Rockett is a tetraplegic gentleman who suffered his injury when he dived into a swimming
pool in Stranraer, Scotland in 1985
Community Nursing is nursing care provided in the community away from hospital specifically for
house-bound patients.
The Community Nursing Teams will accept referrals when the person has a clear need for a
complex assessment of health needs and/or nursing intervention.
The patients may have long term conditions, palliative care needs or those requiring education for
self-management. A key aim is to work with patients to prevent hospital admissions, through case
managed and co-ordinated services of care.
The service can be accessed through referral from the GP.
Community Nurses will:


Assess holistically and identify a range of health needs for individuals within their home
environment and the wider community.

 Educate patients and carers to promote independence, self care, health promotion and

adaption to health related limitations.
 Provide holistic planned care, support, information and advice to prevent health

complications associated with immobility, disability or existing illness.


Liaise with other agencies and Trusts to promote integrated care.

Currently the working hours for the community nurses are from 7am - 10 pm.

Narrative discussion with David Rockett
Assisted by Donna Steer
(Patient Experience Facilitator)
I met with David Rockett and his wife Jenny at their home when I visited them on the 28th October
2014. On this visit we discussed his experience as a service user of the Bridport community
nursing services for the period spanning from April 1986 to the present day. David was happy for
me to record his experience but he did not wish to attend any meetings in person to share his
story.
In June 1985 David dived into a swimming pool in Stranraer, Scotland, and damaged his spinal
cord between C5 and C6.
He was rushed into Stranraer hospital and later the same day he was transferred by road to the
Glasgow Infirmary. He remained in that hospital for 3 weeks.
David was then transferred to Odstock Spinal Unit, Salisbury, where he was a patient for 9 months.
Before David’s discharge home from Odstock Spinal Unit the hospital invited the community
nurses, Social services and his GP to participate in the discussion and preparation of a discharge
plan for his care at home. Two community nurses and David’s GP attended the meeting. (It was
mentioned by the unit staff at the time that it was the first time that they had a patient’s GP and
community nurses attend such a meeting)
David and his wife Jenny have expressed that since his discharge home from hospital in April 1986
he has received unbroken excellent care from the Bridport community nurses throughout the many
and varied NHS reorganisations.
When David was first home the nurses visited him every 2 days. Their care and encouragement
was next to none, which helped to give David the confidence to take part in many activities in the
following years. Their visits and care are timely and co-ordinated well with the other carers who
visit David immediately after the nurses have been in.
The community nurses are competent and he is confident in the care they provide to him, they are
able to recognise his needs and act accordingly when necessary.
David and Jenny do not feel that the community nurses could perform anything better and there is
nothing that they would change.
There is a phone number which David can use to contact the community nurses at their office. In
the instance where he has needed the nurses to assist him urgently e.g. (A blocked catheter which
could potentially be serious), the nurses have responded promptly. David has never had any
difficulty in contacting the community nurses.
David has taken an active part in several activities in the society they included, Community Health
Council Member, now disbanded, advised the District Council about access, member of the
Wheelchair User Group and worked on various projects with Social Services.
Since David’s discharge home in April 1986 he has never been admitted into hospital.

Matters Arising Report
Part I Board Meeting 12th November 2014
Report from the Trust Board Secretary on Matters Arising from the Minutes of the Part I
Meeting of the Board of Directors held on 8th October, 2014.
1. Purpose
To report to the Board on any matters arising from the draft minutes of the last Board
meeting.
2. Recommendation
That the Board notes this report and recommends any action it considers appropriate.

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

4. Matters Arising
Minute
183/14

Topic
Action
Development of the
Subject included on
Trust’s vision, purpose Board Workshop agenda
and strategic
to be held 19-11-2014
objectives
Response Draft Board Workshop agenda prepared

Lead
NP

Deadline
November 2014

Minute
188/14

Lead
LB

Deadline
December 2014

Topic
Patient Story – The
Trust’s Chronic
Fatigue Unit in
Wareham

Action
Ms Boland agreed to
explore how the service
fits within the locality
structure and report back
to the Board.

Response In hand – not yet due
N:\Secretariat\Board\Meetings\2014\11 - November\12_11_2014\Matters Arising\Draft - Part I Board - Matters Arising - November 2014
v1.doc
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Minute
193/14

Topic
Vision and Purpose
Development

Action
Mr Rawlinson requested
to be further informed
about the Vision and
Purpose work currently
underway
Response In hand to be completed by the end of the month.

Lead
NP

Deadline
November 2014

Minute
198/14

Topic
Charitable Funds
Committee Minutes

Lead
JC

Deadline
December 2014

Action
A separate discussion to
explore the purpose of
this indicator will be
arranged.
Response A meeting was held and the action completed.

Lead
LB

Deadline
Completed

Minute
200/14

Lead
CH

Deadline
28/1/2015

Action
Mr Brook requested a
formal invitation to these
meetings. Ms Murray
requested a copy of the
Trust deed.

Response In hand not yet due
Minute
199/14

Topic
Early Intervention in
Psychosis indicator

Topic
Action
Management of
The Executive to report
ligature issues
back in January 2015
Response Report to the January 2015 Trust Board meeting.
Minute
200/14

Topic
Action
Lead
Deadline
Deprivation of Liberty
Ms Murray to attend a
CH
Completed
Safeguards
DoLS training session
Response CH has arranged for Ms Murray to attend a DoLS training session.

N:\Secretariat\Board\Meetings\2014\11 - November\12_11_2014\Matters Arising\Draft - Part I Board - Matters Arising - November 2014
v1.doc
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Minute
201/14

Topic
The proposed process
of development of
Trust Strategies

Action
Lead
Deadline
Trust Secretary to plan
NP/RP
December 2014
Board and Council of
Governors’ engagement
to ensure the Board’s
and the Council’s input to
Strategy development.
Response Initial planning meeting with Lead Governor and the Board being arranged.

Roy Plowman
Interim Trust Board Secretary, November 2014

N:\Secretariat\Board\Meetings\2014\11 - November\12_11_2014\Matters Arising\Draft - Part I Board - Matters Arising - November 2014
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Minutes of the Dorset HealthCare University NHS Foundation Trust
Annual Members’ Meeting held on
18th September 2014 at AFC Bournemouth Football Ground, Dean Court, Kings
Park, Bournemouth, Dorset, BH7 7AF
AMM/01/14 WELCOME and INTRODUCTION
Ms Abraham welcomed everyone to the meeting and introduced herself.
Apologies were noted from Public Governors, Mr Paul Thackray and Mr Lance
Williams and from Partner Governors, Mr Michael Bevan, Mr Colin Davidson, Mr
Tim Lumley and Ms Karen Parker. Apologies were also noted from a number of
other members, partner organisations and stakeholders.
In her introductory remarks Ms Abraham described the meeting as an opportunity
to reflect on the events of the past year and to look ahead at our shared ambition
for the future. She noted that, following regulatory intervention, there had been
great changes in the senior leadership of the Trust and the Board of Directors in
particular. The Council of Governors had reduced in size but increased in
confidence and influence. She was pleased to note that Monitor had recently
confirmed the Trust’s governance rating as Green for the second consecutive
quarter.
Ms Abraham thanked everyone for their continued support of Dorset Healthcare
through some difficult and demanding times to the improved position that the
Trust is in today. She thanked the Council of Governors, and in particular the
Nominations Committee and the various other working groups that Governors
had been involved in. She also thanked the Board of Directors, past and present,
and gave a special mention to her predecessor, Sir David Henshaw, who had so
skilfully led the turnaround.
Finally, Ms Abraham thanked all the Trust’s members, stakeholders and partner
organisations and most of all the Dorset Healthcare staff. She said she was
always struck by the passion and dedication of the staff and the real appreciation
they have for service users and their families and carers.
Ms Abraham then explained that every Board meeting starts with a ‘patient story’
to settle the focus of the meeting on the users of the Trust’s services from the
start. She introduced a video clip featuring Terry Bowyer who is a service user
and also a peer support worker at St Ann’s Hospital. Terry described his
experience on Harbour Ward and how the friendly, safe and therapeutic
environment there had aided his recovery. The video clip also demonstrated the
value of peer support workers.
AMM/02/14 MINUTES OF THE ANNUAL MEMBERS’ MEETING HELD ON 5th

SEPTEMBER 2013
Ms Abraham asked those present if they were content for her to sign the
previously circulated minutes as a correct record of the meeting on 5th September
2013. This was agreed.

AMM/03/14 REPORT ON 2013/14 FROM THE COUNCIL OF GOVERNORS
Annual Members Meeting Draft Minutes
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The report from the Council of Governors was delivered by the outgoing Lead
Governor, Ms Patricia Scott and the incoming Lead Governor, Mr Chris Balfe.
Ms Scott said that the past year had been a challenging and busy time, but there
had been some positive changes. She referred to the appointment of a new
Chair, Chief Executive and seven new Non-Executive Directors. She thanked the
Governors who had given their time to take part in the recruitment process.
Ms Scott described a feeling of Governors being really involved in the work of the
Trust. There had been more meetings and there had been a stronger focus on
Governor training and development. The Council of Governors has reduced in
size from 42 members to 26, which has helped the Governors to become more
effective. It has been a turbulent year for many staff in the Trust, which has
affected morale in some areas. But the Trust is already rebuilding and
improvements are taking place. Ms Scott said it had been an honour to be Lead
Governor, thanked her colleagues for their support and wished Chris Balfe every
success as the new Lead Governor.
Mr Balfe said he was delighted to attend the Annual Members’ Meeting and had
noted the positive energy and ideas in the earlier discussion groups. He felt very
positive about the Trust’s plans for the coming year.
Mr Balfe then thanked Patricia Scott for the high quality work she had undertaken
during her tenure. He thanked her and the Governors and the Board of Directors
for the warm welcome he had received from everyone since joining the Trust.
He said his ambition was to make the Council of Governors the best and most
engaged governing body, standing up for health services locally.
Mr Balfe made three points::
 The Council is comprised of Public, Staff and Partner Governors. They
are there to represent the views of their constituencies and partner
organisations. The Governors’ role is to support and challenge the Board,
to bring ideas to the table and to hold the Board to account.
 In the coming year the Governors will continue to challenge and support,
will stand up for patients’ views, build on training plans and will work on
governance arrangements and be involved in major strategic planning
within the Trust.
 Members need to reach the general public to get their views. He
encouraged everyone to recruit 20 members so that there is greater
connection between the Trust and the public.
AMM/04/14 REPORT ON 2013/14 FROM THE BOARD OF DIRECTORS FOR

2013/14
Mr Shields reported on 2013/14 on behalf of the Board of Directors.
The Annual Report and Accounts had been previously circulated, together
with a summary document, Dorset HealthCare Annual Report 2013/14
Highlights.
Mr Shields thanked everyone for attending and everyone who had organised the
day and put up the displays. Mr Shields echoed the Chair’s thanks to the Council
of Governors and paid tribute to the Trust’s staff, who, on a daily basis, provide
excellent services to the people of Dorset.
Mr Shields referred to the regulatory intervention by Monitor and said that, whilst
September 2014
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it had been a hard process, the Trust had learnt from it and would continue to
strive to be an excellent and exemplary organisation. The Trust’s ambition is to
deliver the best possible services for the people of Dorset, putting service users
and their families and carers at the centre of what it does.
Looking ahead, Dorset HealthCare is well placed to take a lead in delivering a
transformation in health and social care services in the County, in partnership
with other organisations. The Trust already has the necessary expertise. It has
always worked in teams of different professionals who seek to co-ordinate
services and has always worked with other agencies and across boundaries.
There is a real opportunity for the Trust to be at the centre of service provision in
Dorset.
AMM/05/14 PRESENTATION OF THE TRUST’S 2013/14 ANNUAL ACCOUNTS
Ms Chai, Acting Director of Finance and Performance Management, gave a
presentation on the 2013/14 Annual Accounts.
Ms Chai explained the Income and Expenditure position, which had been largely
as planned. The Trust ended the year in a very strong financial situation with a
modest surplus of £400k, less than the planned £1m, but still a good
performance, given the tough national economic environment and the local
regulatory intervention.
Ms Chai explained the Statement of Cash Flows, highlighting the investment of
£17m in property, plant and equipment, including £14m on completing the
modernisation of buildings at St Ann’s Hospital. Overall the cash reserve reduced
by £8m.
Ms Chai explained the Statement of Financial Position as at 31 March 2014,
highlighting the increase in long term assets from £67m to £148m, mainly as a
result of the transfer of properties, including the community hospitals, from the
Primary Care Trusts. Overall, the total assets have increased to £171m from
£99m in 2012/13.
Ms Chai presented some information to show how the Trust compared with the
wider Foundation Trust sector in 2013/14. The Trust’s surplus was lower than
average (£0.9m) although she also noted that 40 Foundation Trusts reported a
deficit. The Trust’s Cost Improvement Programme at 1.7% was lower than the
average of 3%. The Trust’s Continuity of Service Risk Rating is 4 against an
average of 3.4, meaning that the Trust is in a relatively strong financial position.
Ms Chai advised that the Trust’s external auditors, Price Waterhouse Coopers
(PWC) had confirmed that the accounts provided a ‘true and fair view’ and had
given an unqualified opinion on the Financial Statements and Accounts.
However, PWC had given a qualified opinion on securing economy, efficiency
and effectiveness in the Trust’s use of resources, primarily because in 2013/14
the Trust was in breach of its licence with Monitor.
PWC had also given a qualified opinion on one aspect of the Quality report.
Records relating to access to the Crisis Team for mental health inpatients prior to
admission were unavailable or incomplete so the auditors were unable to form a
view. The auditors’ opinion was unqualified in all other respects.
Turning to the current year and beyond, Ms Chai said that all NHS organisations
face a tough financial challenge, as demand for services is increasing whilst
Annual Members Meeting Draft Minutes
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nationally commissioners are seeking to remove between 1.5-1.8% from NHS
income, representing around £3m for the Trust.
Ms Chai explained that the Trust has a Cost Improvement Programme of £8m in
2014/15 and at the same time is investing in the future, for example, the Trust is
also pressing ahead with the refurbishment of three wards at St Ann’s Hospital to
improve substantially the patient care environment.
Ms Chai made reference to the forthcoming Clinical Services Review
commissioned by Dorset Clinical Commissioning Group, which seeks to address
the challenges of providing health and social care to the people of Dorset.
Looking to 2015/16 and beyond, Ms Chai reported that the current plan is to
return to a £1m surplus, including a £9m Cost Improvement Programme. Whilst
funding for the NHS and the public sector generally is likely to continue to be
tight, overall the Trust is in a strong financial position that bodes well for the
future.
AMM/06/14 QUESTIONS FROM MEMBERS and the PUBLIC
Ms Abraham invited questions from Members and the public
Liz Morris noted that the auditors had given a qualified opinion in relation
to the Quality Report, on the issue of mental health patients not having
access to the Crisis Team before admission and asked about the Trust’s
response to this.
Ms Chai explained that the Trust’s records had not provided sufficient information
for the auditors to form a view, Mr Shields added that the records are now
complete and the Trust is complying with the 95% target.
Peter Atkins asked about the transfer of properties from the Primary Care
Trust and whether there would be a significant cost in maintaining these
buildings.
Ms Chai responded that the maintenance costs were recognised and provided for
at the time of the transfer.
Linda Reader asked whether the Trust planned to continue with the
‘Oscars’ awards.
Ms Plumb responded that the Trust’s ambition is to have a rolling programme of
staff recognition, recognising good work on a weekly and monthly basis, and
culminating in an annual event. She said that consultation is underway and she
would welcome ideas from staff.
A member of the public expressed concern about the reference in the
Financial Summary section of the annual review document to a shortfall in
the planned surplus, primarily as a result of the Trust recovery and
governance costs. He asked for further information on the nature of those
costs?
Mr Shields explained that the 2013/14 surplus was less than originally planned as
a result of additional costs associated with regulatory intervention by Monitor and
turnaround activities. Examples included consultancy costs and the costs of
establishing a Programme Management Office to manage the Trust Recovery
Plan.
Annual Members Meeting Draft Minutes
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Ms Abraham asked Mr Shields to explain the relationship between the Trust
and Bournemouth University.
Mr Shields said the University is a major partner of the Trust and our Medical and
Nursing Directors are currently working with the University on a renewed
Memorandum of Understanding to build on and develop the partnership between
the two organisations. The University is the biggest educational provider in the
area, offering the best training and development opportunities for our workforce.
AMM/07/14 LOOKING AHEAD
Ms Fiona Haughey, Director of Nursing and Quality, gave a presentation entitled
‘Looking Ahead’.
Ms Haughey spoke about the wide range of services provided by the Trust and
the Trust’s desire to deliver high quality services to all patients, commissioners,
GP’s and stakeholders. She described the Trust as being in the business of
caring. Every contact should be respectful to our service users, showing dignity
and kindness. The Trust is identifying where it needs to improve and driving high
standards through clinical leadership and a commitment to excellence.
Ms Haughey said that much of the Trust’s work involved improving health and
wellbeing and recovery and that our commitment to improving lives should
include those of our staff as well as those of service users. The Trust wants to be
an employer of choice and wants people to recognise the value of what the Trust
does. The Trust also wants to be a learning organisation and our partnership with
Bournemouth University will reinforce that, so we can make an offer to our staff
for constant improvement and to the patients and service users who will have
access to research trials and new programmes of care.
Ms Haughey stressed that the Trust’s staff are its greatest asset and through
them the Trust is developing exemplary practice. She congratulated two of the
Trust’s community hospitals for achieving JAG accreditation for Gastro Intestinal
Endoscopy, noting that only eight community hospitals nationally had done that.
She also commended the developmental work of the Trust’s allied health
professionals. She emphasised that the Trust is testing and making
improvements and encouraging staff to think on their feet, take responsibility and
make improvements for patients.
Ms Haughey explained that the Trust is moving to locality working, wrapping its
services around GPs and communities so that they are fully integrated. If a
referral is needed then there will be a team in place, the services will be under
the same umbrella, providing seamless and personalised care for patients and
families.
Ms Haughey concluded by asking those present to consider: ‘What is your offer?’
She said the challenge was for everyone to support the Trust by demonstrating
exemplary quality practice in every service that the Trust offers.
AMM/08/14 CLOSING REMARKS
Ms Abraham thanked all the speakers and everyone attending for their
engagement and participation in this event.
Ms Abraham recognised the particular contribution of Patricia Scott, who had
Annual Members Meeting Draft Minutes
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been Lead Governor during a difficult time. She praised her personal qualities of
commitment, integrity, diplomacy and quiet determination.
Ms Abraham concluded by highlighting the challenges facing the Trust, including
the need for cultural change to support delivery of the Trust’s ambition. The
culture needed to be patient centred, service focused, responsive, flexible, open,
ambitious and bold, supporting, developing and empowering staff; promoting and
celebrating learning and rewarding innovation and creativity. Ms Abraham said
this was a big challenge for the Trust, but the Trust’s greatest challenges were
also its biggest opportunities, because there was so much potential in the
organisation.
The meeting closed at 4.50 pm.

Signed: …………………………… Date: ……………………….
Ms Ann Abraham, Chair
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AUDIT COMMITTEE
Minutes of the Meeting held on 13 August 2014
at 0900, Training Room 2, Sentinel House

Present:

John McBride, Non-Executive Director (Chair)
Lynne Hunt, Non-Executive Director
David Brook, Non-Executive Director
Nick Yeo, Non-Executive Director

In attendance:

Jackie Chai, Acting Director of Finance and Performance Management
Sarah Wright, Associate Director of Finance
Sasha Lewis, Senior Manager - PricewaterhouseCoopers
Vicky Davies, TIAA Internal Audit
Fiona Haughey - Director of Nursing and Quality.
Karen Travers Local Counter Fraud Specialist
Sandra North, Minutes Secretary

1.

Apologies

ACTION

Apologies were received from Chris Harvey – Trust Board Secretary, Harriett
Aldridge – PricewaterhouseCoopers, Anna Blackman - Director
PricewaterhouseCoopers, Mark Stabb - Director of Audit, TIAA.
2.

Minutes of Meeting held on 21 May 2014
The Minutes of the previous meeting were approved.

3.

Matters Arising
There were no matters arising.

4.

Action Tracker

4.1

The action tracker was reviewed and items were closed, completed or on the
agenda except for the following items:-

4.2

Items 1 & 2 are linked, DB said that this was now being looked at by the Trust at a
top level and the action was in abeyance until this work was complete.
Action to leave item on the tracker and update it to reflect the Board would be
looking at all committees in September.

4.3

Items 9 & 11 link to 1 & 2, tracker to be updated to reflect this will be a Board
agenda item in September

4.4

Item 10, tracker to be updated to reflect that VD has met with JC and work is in
progress on a document which brings together all the work ongoing.

4.5

Item 12 completed today.
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5.

PricewaterhouseCoopers Update Report
A verbal update was given by SL

5.1

Meetings have taken place with Directors regarding financial statements, annual
reports and quality reports to examine these and how we can do things differently
and improve next year.

5.2

Final fees have been agreed with JC and these were in line with the plan apart from
some additional costs.

5.3

AB is now on maternity leave and due back in time for the February audit, HA is
covering AB’s role and has met with JC and SW

5.4

There had been issues around the annual report within the Trust due to the long
term absence of the trust board secretary. Responsibility for the report had
primarily fallen to CH historically and this had therefore proved challenging in his
absence. Late changes issued by Monitor at the end of March in terms of changing
quite significant content of the annual report with detailed disclosures not being
picked up and not included in the report resulted in a frenetic period to bring the
annual report into line.

5.5

Director’s remunerations and packages had encountered issues. LH recalled an
issue with being non-compliant which may affect this year and SL confirmed as part
of PWC’s opinion if there was anything that indicates the Trust has not been
operating efficiently (and for last year’s report whilst the Trust had been in breach of
its licence) PWC had said the Trust had not met the requirements. SL said that the
Trust was now out of breach and providing no other issues arose PWC should be
able to give an unqualified opinion but this will depend on what Monitor has said
and also looking at the next 6-9 months. JC advised there were issues around
quality indictors where we were needing to get sufficient evidence but insufficient
evidence was found. JC summarised that three separate opinions on financial
statements, use of resources and quality are given by PWC. SL said it was not
unusual at the present time to have “qualified” opinions for quality indicators, in
particular within mental health settings.

6.

Internal Audit Update
This report was presented by VD.

6.1

2014/15 report shows summary of work done to date, the tracker reflects that work
outstanding at last meeting has now been issued and finalised. Other work planned
in quarter one is ongoing and on track with progress for the year.

6.2

LH said the compliance review and absence management had previously discussed
the use of the Bradford scales. When the Trust had looked at its procedures they
were very close to the Bradford scales and CH had given considerable assurance
that very robust mechanisms were in place. DB queried what the difference
between substantial and reasonable assurance was and VD said that substantial
assurance was where there was nothing of significance and reasonable would be
where one possibly two issues needed to be completed quite soon. It was a
subjective opinion.

6.3

VD confirmed that the internal audit plan had been approved at the last meeting and
MS has scheduled a meeting with JM. NY queried what the Board Escalation
Framework was and JC said this was an item that with hindsight we could have
done better. It had resulted from a time of regulatory intensity and spotlight when
Monitor was involved. The Trust had provided an action plan in haste to address its
issues which with hindsight was not helpful. The Trust had then compounded the
error and had commissioned the internal auditors to do a piece of work which the
new leadership did not believe was the way forward now. JM asked if there was a
2

clear scheme of delegation and JC confirmed that a normal accountability regime is
laid out in all job descriptions. It would be expected that there would be a close
working relationship with a view taken when escalation from Committees/Directors
to Board would be required. FH said that there are a number of escalation
processes embedded into Trust procedures and within current structures of subcommittees there is a statement at the end of agendas asking if there is anything to
be escalated. Lines of accountability are fairly robust but will develop further once
governance is in place. Metrics are clear from a clinical perspective. LH asked how
the executives would pick up concerns from staff and FH said she would get direct
sight of any issues around quality in her team which she could then escalate to
Board/Directors or act herself. Anything rated level 3 or 4 would be copied to a
number of Directors for them to have sight of. JM said there was a need to find
assurance between the non-executives and executives that issues were being
taken forward. JM asked if a random process of auditing case files was in place
and FH advised the Trust can remotely go into records and can and do check care
plans of any wards and random selections also take place and if required visits
would be undertaken. DB said that his committee would have sight of serious
issues and never events.
6.4

VD said that assurance could be given that there is nothing of concern at the
current time.

6.5

Committee noted report.

7.

Risk Register
This report was presented by FH

7.1

This is under review and the purpose of the agenda item was to inform the
committee through this transition what the top risks and blue print risks are . The
Committee is to be sighted on what are the higher risks in the organisation. Point
2.2 identifies directorate level risks which do not identify anything unexpected. An
audit is taking place at the moment regarding data quality and whether this is robust
enough to give assurances of outcome. DB said this was ongoing work with the
Trust’s governance consultants. LH said that problems had previously been
identified with the estates strategy and said we still do not see where we are with
this. JC said that Ian Tait, Associate Director of Estates has now compiled a large
database of Trust premises and the rate of premises coming to light has slowed
down but this is not yet the full picture. The executive team has met twice and will
update the Finance, Investment & Performance Committee (FIP) at their next
meeting. LH said a way was needed of tracking that and FH said it should be
reflected as one of the top risks.
Executive team will consider estates
rationalisation and what risks fall below 15 which would not hit the radar. The
st
forthcoming Board workshop will be critical to agree structures by October 1 . JM
said the overall review was being treated as a priority. JC said it was acknowledged
that with regards to strategic risk and the board assurance framework the top down
view of risk also needs improvement. FH said that we have a board assurance
framework but it is not good enough for assurance of Board and is a work in
progress and will form part of the whole risk management strategy going forward.
Committee noted the risk report.

8.

Counter Fraud Services
This report was presented by KT.

8.1

NHS Protect standards last year received an amber rating with the organisation
required to meet 28 standards. JM said that the 2013/14 report shows amber going
to green. JC provided background regarding Operation HAVA which is being
tracked through the action tracker. KT advised that an amber rating would have
been seen where a standard asks if you recognise if something is needed and if you
have done anything about it, and the evaluation of effectiveness of this would then
raise the rating to green. KT said she had focused on putting evaluation processes
into everything hence the improvement.
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8.2

Counter Fraud Services Interim Report 2014/15 point 2.5 raises rating from amber
to green. Point 3.3 centres around fraud awareness work which has had a big
impact on all of the other work undertaken by KT. KT has put in place a 15/20
minute slot on induction sessions and has also offered out presentations. It was
noted that in the first quarter as many presentations as were done for the whole of
last year have been given. KT is working to put proactive systems in place to stop
fraud occurring in first place and this is reflected in Appendix C with as many
investigations undertaken in quarter one as were undertaken in the whole of last
year. Low level fraud cases are being seen, with lots of proactive actions coming
through. JM asked if there are a large number of low level frauds who is making
recommendations to control systems. KT said this would be her and they would
then be transferred into the tracker. KT said that she may need to work with JC to
hand over information needed and for this to be managed and also to engage with
Directors or Non-Executives who would have overall responsibility. KT said that
staff working whilst sick is a common fraud area and regular publicity of this not
being tolerated was undertaken. Fraudulent travel claims were an issue for the
Trust with so many staff in community roles, again regular publicity highlighting
awareness is undertaken and it is expected this will diminish as e-rostering comes
into place. FH said that e-rostering was currently only in place for inpatient staff. LH
asked if the Trust had controls in place for other staff to manage private working?
KT said this was an area of work which needs to be looked at much more closely.
JC said that the Trust Executives had as part of the savings scheme approved the
electronic expenses and travel programme and like e-rostering is expected to stop
many of these practices. KT said that for all organisations covered by the LCFS
where anyone of them highlights a system weakness they are all made aware of the
potential weakness and the action they need to take to strengthen systems. KT
suggested where a prevention notice is issued this could be agreed with JC or
appropriate Director/Manager to agree if it should go on the tracker and this would
enable the committee to have sight of it. KT said that whilst counter fraud will
highlight issues internal audit would look at if actions had been implemented and KT
can share the audit tracker with MS and discuss how it can be tracked.

8.3

Tracker – Most of the recommendations are relatively new with nothing outstanding
apart from HAVA and KT asked for assurance this document works for the
committee. The committee felt that if “green” manager level would be appropriate,
and for “red” this should be at level similar to serious untoward incidents. JM said it
would be helpful to have detail of what the risks were.

9.

Tender Waiver Report
This report was presented by JC

9.1

JC outlined the background for this item that being to provide a wider picture on
what is happening in the organisation with the proposal that this be bought to the
committee bi-annually so it can see trends. JC felt confident all had been genuine
waivers as waivers are only signed off at Director of Finance and Chief Executive
level. NY said a split by reason would be interesting to see.

9.2

Item to be seen once more before Christmas concentrating on trends and how
much the committee will need to see in the future.

10.

Standing Financial Instructions (SFI’s)
This report was presented by JC.

10.1

The FIP committee had asked that this item be taken to the Audit committee as they
had considered the level for executives authorised limits and had taken account of
benchmarking data. DB suspected going forward there could be quite a lot of
contracts going to the Board for over £1m and JC said she would expect to see
quite a few with the advent of the new procurement services but as yet there was no
yard stick. DB said it would be helpful to have a succinct format used for all of
these items when going to the Board.
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10.2

Committee recommended limits are increased with immediate effect with the Trust
Executive to advise the committee if they have gone far enough. JC to prepare the
Board paper.

11.

Review Significant Topics on Board proforma

JC

JM identified 3 items for update to the Board.
(i)
(ii)
(iii)
12.

To report the committee decision to agree the increase on SFI’s and
authorised limits.
Estates Strategy.
Progress of risk register

Forward Plan
This report was presented by JM.

12.1

Review of assurance framework to be focused on at the next meeting.

12.2

Report on Trust Policies gives overall assurance controls and measures are in
place and JM will pick up as part of the review of assurance framework.

12.3

Quality Assurance Committee Annual Report and Finance Investment Annual
Report – both to move to January agenda.

13.

Any Other Business
None.

14.

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

0930 hours
0930 hours

Training Room 1, Sentinel House
Training Room 1,
“
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Members:

Attending:

Apologies:

QAC
145/14

146/14

MINUTES OF THE QUALITY ASSURANCE COMMITTEE
Monday 29th September 2014, 3 pm, Meeting Room 1, Sentinel House
Nick Yeo
Non Executive Director (Chair)
Sarah Murray
Non Executive Director
Sally O’Donnell
Interim Director of Community Services
Laurence Mynors-Wallis
Medical Director (left at 4.20 pm)
Jane Elson
Director Mental Health Services
Dr Simon Beer
Consultant Psychiatrist
Linda Boland
Director of Children’s & Young Persons Services
Steve Hubbard
Director of Strategy
Michelle Hopkins
Head of Patient Safety and Risk
Hazel McAtackney
Head of Compliance and Regulation
Liz Morris
Governor
Linda Thomas
PA to Director Nursing & Quality for minutes
David Brook
Non Executive Director
Gill Fozard
Non Executive Director
Fiona Haughey
Director Nursing & Quality
Norma Lee
Interim Associate Director of Nursing and Quality
Ron Shields
Chief Executive
ACTION

Apologies:
Apologies as noted above. NY welcomed SH to his first Quality Assurance
Committee meeting.
Minutes of the last meeting
The minutes from the Committee meeting held on the 28th August 2014 were
accepted as an accurate record of the meeting.

147/14

Actions from Previous Meeting
Actions noted on the Matters Arising Report.

148/14

Moderate and Above Incidents inc Serious Incidents Requiring Investigation
(SIRI)
LMW presented the report to the committee.
SM raised several queries about the report - what had previously been reported to
the committee and asked for some context. LMW explained the report is a
snapshot in time and processes are in place for escalation, etc. MH agreed to
send SM/NY previous reports for information.

MH

LMW confirmed that an annual report is produced and a quarterly report will be on
the agenda for next month. NY asked if there was any meaningful benchmarking
data. LMW confirmed that a national report is produced every 6 months.
SM raised concern on the front cover sheet which she felt should reflect action
taken on risk register, legal, freedom of information and therefore should be ticked
“yes”. LMW felt there should be a further discussion with Ann Abraham to clarify
the assurance process.

LMW
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The committee agreed to keep the monthly report but that the quarterly report
would contain the context and more detailed commentary that was required.
149/14

Update on the death of RS (Death in Custody)
LMW updated the committee and advised that an external review by a GP from
another prison will be carried out in October.

150/14

Health Education Wessex Summary of Visit and Action Plan
LMW presented the report to the committee and highlighted the concerns raised
following the routine visit on workload and bullying by nursing staff. Dr Das is
taking this forward.
NY queried what the implications were of the report to the GMC and LMW
confirmed the GMC support the training organisations and monitor reports from
organisations and that there was no immediate cause for concern.
SB felt that due to the change in senior nursing staff at St Ann’s, the situation
should improve.

151/14

Monthly Staffing Report
MH presented the report on behalf of FH.
SM asked if the shifts were rated as red how could the committee be assured that
needs of patients are being met. LMW explained that a judgement is made by the
Ward Manager, which will include skill mix, number of patients, and other
measures to determine safe levels of staffing.
JE also noted that National flagging and our own internal flagging systems are
very different. A Board Workshop on staffing is due to take place next month.
JE added that she is moving towards using agency staff through procurement for
3 months at a time, rather than shift by shift to have some continuity.
LB confirmed that RS is chairing a meeting to look at further escalation of actions
to improve the staffing situation.
NY highlighted that Appendix 3 had gaps in the data. MH confirmed that some
data had not been available when report completed.

152/14

Report on Key Issues within Acute and Crisis Services
JE presented the report to the committee. This paper has been produced to
provide an update on the key issues within the Crisis and Acute Inpatient Services
and the action taken to address these following the external review.
SB asked why the Ward Managers couldn’t action their own vacancies, when it is
a like for like vacancy, which might speed up the process of recruitment. JE
agreed to look into this.
The committee acknowledged the update received. A number of actions were
underway in relation to the structure of the team with clear deadlines. The issues

JE
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around staffing were proving more difficult to address and it was agreed that
progress against the staffing actions would be monitored as part of the staffing
report received by the QAC rather than through a separate report.
153/14

Internal Assurance Report, Action Plans and Progress
HMc presented the report to the committee and added;
• CQC draft report for Waterston received – factual accuracy report sent
back on 25.9.14.
• Internal assurance visit undertaken to look at care plans – work is
underway.
• Bridport Visit and Dudsbury Ward Visit – reports still awaited
LMW added that Waterston is a serious concern for the Trust. LMW was involved
in a teleconference with Monitor earlier and they are very disappointed with the
outcome on Waterston.
SM said that she had recently visited Waterston with FH and was advised by the
staff on the ward that the Seclusion Room was out of action and awaiting report.
The staff also highlighted problems with delayed discharges. JE had not been
made aware of these problems and agreed to discuss further with SM outside of
this meeting.
NY wanted to know if actions had been completed in 2.6 through to 2.9. HMc
confirmed that monthly checks are carried out to ensure actions are completed.
LMW wanted to know the frequency of checks the Ward Manager was
undertaking with regard to clinical supervision, care plans, risk assessments, etc.
JE agreed to look into this.
It was agreed that the status of care plans, risk assessments, physical health
checks, and clinical supervision would be checked on Waterston, Linden and
Crisis Services prior to the Board meeting.

154/14

JE

JE

Duty of Candour Briefing Paper
MH presented the report on behalf of FH.
SM queried 3.2 regarding criminal offences and fines and 3.3 the registered
person for the Trust being insured – suggested that the Trust gain legal advice on
this.

155/14

LMW asked SB to take this to the Medical Advisory Committee (MAC).

SB

The committee agreed that the Trust Executive Team need to review in light of
comments made to gain legal advice.

LT

Ward (Team) To Board Quality Metrics
LMW presented the report to the Committee and explained this had previously
been an agenda item on the 8th May meeting.
LMW talked through the report and asked for the Committee to agree the
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Timetable for Implementation in section 8.
SH added that this links with the financial reports. LMW added that there is a lot
of data that needs to have a clear simple line for consistency.
The committee agreed this was a good piece of work and agreed the
Implementation Timetable.
156/14

Any New Risks or Change to Existing Risks Identified?
The committee highlighted the ongoing staffing concerns throughout the Trust.
The committee also noted the further actions to gain assurance regarding risk
assessments, care planning and staffing on Waterston, Linden and Crisis
Services.

157/14

Agree reports to the Trust Board
None.

158/14

Feedback from meeting/Value of Meeting/Achieving Goals
NY asked LM for her comments on the meeting. LM made comment on the
following;
• Recruitment – the time it takes to go through the recruitment process is far
too long eg bank worker took 6 months to be taken on. SO’D presented at
the induction sessions this morning and reported that the recruitment was
slightly better at 3 months. JE also added that she was tracking the
timescale of recruitment.
Staffing Paper – SB wanted to congratulate FH on an excellent staffing report.
Governance Review – NY reiterated the review was underway regarding sub
committees to the Board and if this committee should be meeting monthly. He felt
quarterly reporting would in most cases be more meaningful and give the
assurance that is needed.

159/14

For Information
The following minutes were noted;
 Patient Safety Group 19.09.14
 Clinical Effectiveness and Regulation Group 19.09.14
 Patient and Carer Experience Group 19.09.14

160/14

Any Other Business
None presented.

161/14

Date of Next Meeting
29th October 2014, 9 am, Meeting Room 1 (SM/NY unable to attend – LT to
check that the committee will be quorate)
27th November, 9 am, Meeting Room 1
December meeting to be arranged

LT
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FINANCE, INVESTMENT AND PERFORMANCE BOARD SUB-COMMITTEE
MINUTES
of the meeting held on Wednesday 3rd September 2014 at 1430 hours
in Training Room 2 at Sentinel House
PRESENT:

Lynne Hunt, Non-Executive Director (Chair)
Ann Abraham, Non-Executive Director/Trust Chair
Linda Boland, Director of Children and Young People’s Services
Jackie Chai, Acting Director of Finance and Performance Management
Jane Elson, Director of Mental Health Services
Fiona Haughey, Director of Nursing and Quality
Steve Hubbard, Director of Strategy
Nick Jenvey, Associate Director of Information & Technology
John McBride, Non-Executive Director
Dr Laurence Mynors-Wallis, Medical Director
Sally O’Donnell, Deputy Director of Community Health Services
Ian Tait, Associate Director of Estates
Charlie Teare, Head of Programme Management Office (PMO)
Julia Wiffen, Associate Director of Human Resources

IN ATTENDANCE:

Andy Chittenden, Corporate Governance Advisor
Sandra North (Minutes Secretary)

ACTION
1.

Apologies/Welcome
Apologies were received from Ron Shields, Chief Executive and Colin Hague, Director of
Human Resources

2.

Minutes of the last Meeting
The Minutes of the meeting held on 5 August 2014 were approved.

3.

Matters Arising

3.1

Item 2 refers. Health Education Wessex - CH has written to Health Education
Wessex and he will be attending future meetings.

3.2

Item 4.4 page 2 refers. Recruitment and retention and premiums to staff – Item to
be included on the Remuneration Committee agenda. Action CH.

3.2

Item 6.1 page 3 refers. Integrated Board Report – Action complete, a reporting structure for
reports is in place.

4.

PMO Update (including Cost Improvement Programme)
The report was presented by CT

4.1

CIP – To date the overall forecast is £8.235m with £5.065m into reserves which is slightly
behind what was anticipated and is mainly attributable to the delay in the sale of two
properties. The sales are still on track to take place but the dates have moved slightly.
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.
4.2

Locality model – This shows an under delivery position at the moment and the PMO are
working with Val Graves to look at other ways to deliver and the expectation is that the gap
will be filled. Other areas being looked at are the business support elements of the
structure.

4.3

Bed utilisation – This shows an under delivery position when looked at with all community
services and is being monitored closely. SO’D said for the next phase of bed utilisation there
was a need to be mindful there is a lot of pressure in the system. It has been agreed with the
team the next phase of bed reduction will be reviewed.

4.4

Terms and Conditions – Further savings expected next year with a further scheme looking at
all terms and conditions and built into the CIP programme for this year. CT confirmed the
staff car scheme has now been launched.

4.5

Tax Efficiencies – The annual leave scheme has closed and slightly over achieved. Lessons
have been learnt around cover that can be provided, staff applying for a month’s leave and a
lesser amount being granted and the amount of time line managers had to consider
applications. LB said we need to look at where applications came from and learn from this
as one proviso of the scheme was that the service could continue without the need for cover
in the staff member’s absence. LH asked if there were groups of people who could not
access the scheme and what do we do about this? CT said decisions were down to line
managers and when approved applications were looked at there had been more of a spread
across the service than envisaged.

4.6

Devon Prisons – Identified the scheme is a cost pressure reduction not a cash releasing CIP
scheme, it is however on track to deliver the cost reduction of £30k. In response to queries
raised by JM JE confirmed that a paper is due to FIP later in the year to understand how the
service has performed against tender and plan.

4.7

E Travel – This is a new scheme and is forecast to deliver £8k this year and £111k next
year.

4.8

CIP 2015/16 – PMO will be linking in with the Director for Organisational Development,
Participation & Corporate Affairs regarding values and vision work to be completed by
January 2015.

5.

Finance Report
This report was presented by JC.

5.1

Month 4 shows a deficit £727k against the planned £4m deficit therefore the Trust is ahead
of plan with £596k positive variance. We forecast that year end will be ahead of plan by
£1.2m. JC said there is an emerging picture that pay continues to contribute to this positive
variance and non-pay is seeing an increasing cost pressure.

5.2

CIP performance is on track with £5.065m removed from budgets as at July and is forecast
to be ahead of target by £180k.

5.3

Areas of concern/note are:

5.3.1

i. Cost pressure on out of area placements, still seeing increasing trend of numbers of
patients requiring placements.

5.3.2

ii. Capital section –Quarter 2 unlikely that we will be within 15% of the threshold. Timings for
the St Ann’s scheme will be a major feature in determining if we achieve target at year end.
A re-forecast to Monitor for Quarter 2 will be required.

5.4

CQUINs – Operational checks will be required to determine what the implications are for
deliverable targets and how these translate with regards to funding. SO’D is working with
the CCG for them to approve our action plans.

SO’D

FH to liaise with JC to re-order the next report in November to reflect which are nationally

FH & JC

5.4.1
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mandated, which are CCG driven and which are locally driven (i.e.DHC), and also forecast
for achievement/losses.
6.

Integrated Corporate Board Report
This report was presented by FH.

6.1

Waterstone - CQC report is expected by 9th September. Initial concerns raised reflected
concerns raised previously. A lot of work has been done to help the ward through a difficult
staffing period which is ongoing. LH asked if during the staffing problems patients are
receiving good care? FH said that the compliance team measure this by talking to patients
and they had received positive feedback as had FH when she spent 4hrs on the ward
recently on a Sunday talking to patients. JE said staffing issues had arisen due to a
culmination of factors including vacancies, staff pregnancy, a member of staff being targeted
by a patient’s visitor and having to be deployed elsewhere, effective rota management and a
change of ward manager. The rota has been rewritten and is being controlled effectively.
FH said that the root cause for this ward’s problems lies with staffing. AA has asked for a
discussion at the next board meeting around how things have gone since coming out of
special measures.

6.2

6.3

FH

Staffing – The Quality Assurance Committee will have a more detailed report on this, and
will be looking at a more timely escalation on when things are not safe on a ward. FH &
Directors need to know on the day where a ward is not safe and not after the event. LH said
the Executive needs to have a real focus on how this will be dealt with and SH said this was
a national problem. JW said there was a need to focus on retention, and understanding why
people are leaving as currently this is a higher number than ever seen before. LH
suggested the Executives undertake work with colleagues nationally to develop thoughts on
how we are going to address this. A discussion then took place about the seriousness of the
problem and the solutions that are being implemented but that we are not seeing the impact
to change this situation around. LH recognised that non executives should normally be
involved in strategic matters but there are times when they need to move into problem
solving mode. AA agreed that this problem is significant and dedicated board time would be
set aside to discuss the problem and seek solutions together as a unitary board.

CH/JW

Blue print exceptions - No red rated sections. AA said a discussion had taken place at the
board meeting and there is some mismatch around board minutes and what is in the report.
FH to check and align.

FH

7.

Initial Draft Estates Strategy
This report was presented by IT

7.1

The initial draft strategy has been seen by the Executive and is currently a very embryonic
version. Where are we now will be determined on completion mid-September of the 6 facet
survey and will provide a baseline for the state of all buildings. Where we are going to is
under discussion in a series of meetings RS is running with directors, whereby they are
looking at each site to work out the best strategy. IT said delivery of the estates strategy
had been requested for November and he had met with SH and discussed the need to join
all the facets together and it is hoped that by November these will be clear enough to
produce the estates strategy. LMW said as we are about to move to the new locality
structure which will generate new ideas of how individual teams will want to work we needed
to be mindful we will not get the answers for November for that. AA said we had set
ourselves a range of deadlines and tasks and would be looking to SH to provide a
framework and strategy development map to bring it all together. The Board will need to be
able to recognise what a strategy looks like when it comes through so there is a need to
produce a strategy on strategies.

7.2

Feedback was given on the content of the draft strategy and IT said that we would need to
ensure all buildings are safe and effective to work in and also where are we going to as we
would not want to commit capital money to buildings that may not be required. LH said there
needed to be a flexible approach and where we have givens that can happen they should
but it was felt that the estates strategy should not be held up due to the new locality
structure.

8.

Draft Information Management & Technology Strategy

SH
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This report was presented by NJ.
8.1

JC said an earlier paper was presented to the Board in January 2014 and had their support
however this paper has now been revisited looking at national context and updated for latest
Trust developments.

8.2

NJ said that information management and technology are inextricably linked to estates and
that we need ensure a flexible approach to how we connect. Public funding is becoming
available and we will be applying for this. JM asked as we move towards partnership
working in localities how are we going to bridge these services and also if there was a lack
of project management culture. NJ said we are involved in the Better Together groups with
local authorities and have put a joint bid for funding towards a shared summary core record
in Dorset. NJ said that previously we had used BT and others to install, with the Trust then
having to keep systems running thereafter. The revised strategy will be a 5 year plan with
an information technology function to develop bespoke in-house facilities which will increase
as we move forward. Information and technology will require a project management office
within it and the current informatics groups would need to be part of the Trust operational
structure.

8.3

AA suggested involvement from the Director of Organisational Development and
Participation with the language used within the strategy.

8.4

LMW said for the Electronic Patient Record (EPR) system a delivery date of 2020 was too
late and it needed to be pulled back as EPR was needed across community and mental
health services.

8.5

SO’D said a strategy on staff working from Trust HQ and from home was needed and we
were still struggling to get GP’s information into the system. JE said we needed to work out
what was mandatory, what was conditional and what was optional so this could be taken
forward in a sustained way.

8.6

FH asked if we should initiate health and telephone medicine or if we should be waiting for it
to be compulsory. LH asked how it would link in with the clinical strategy and said this would
fall within SH’s work on cross referencing strategies.

8.7

JC asked about the blueprint deadline of October Board, that there was a need to reconsider
the blueprint deliverables dates and asked SH to provide revised plan. LH asked that the
current Information and Technology plan continues to be implemented at pace.

9.

Out of Area Placements
This report was presented by JE.

9.1

The purpose of the report was to try and identify any underlying reasons and any patterns.

9.2

JE outlined that from April 2013 there had been a reduction in beds and prior to April there
had been bed closures. Hughes and Stuart Lodge did not provide services for detained
patients and historically Branksome ward used to flex their beds but that had ceased some
time ago. Only PICU male beds are available and we are having to source female PICU
beds out of area.

9.3

An increase in numbers has been seen over recent months, and although not meeting the
delayed transfer indicator these delays related to older peoples services which is not where
out of area placements are being seen.

9.4

Feedback received from other organisations suggests this is a national issue.

9.5

Visits are made to all patients out of area with contact maintained and they are actively
managed. AA said we needed to increase our provision in the long term and we need to
actively manage in the short term and asked what the financial implications of this are.
Given this is a less than ideal situation is there anything we ought to add to this regarding
support for patients and families when placements have to be made out of area. LB said
that we need to focus on how many patients placed out of area may have children who need
support. LMW and JE to take forward work on support for families.

SH

JE & LMW
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9.6

There is no particular pattern and placements are difficult to forecast.

9.7

LMW said this was a helpful paper. LMW said a senior clinician has been freed from clinical
work to manage this. AA agreed this was a very helpful paper enabling us to make a clear
position statement that out of area placements are not desirable but are preferable to an
unsafe environment.

9.8

LH said it would be good to know as part of the savings plan if this situation continues,
where the money will come from. JC said that as at month 4 forecast this suggests the
bottom line can absorb the additional costs at the moment but we need to get out of area
placements down.

10.

Forward Plan
Estates and Information and Technology strategy for forward plan to be in line with revised
strategy plan proposal from SH.

11.

Review items for Board escalation
LH will submit the Chairs report to the Board to include the following:Blue print deliverables on estates and information and technology deadlines to be revised.
Staffing issues of concern.
Dedicated Time for Board to consider staffing.

12.

Any Other Business

12.1

NHS LA & Risk Management Standards
LH said we were previously Level 1 and asked what the plans to move to Level 2 were. FH
to circulate papers to FIP members and to be an agenda item at next FIP, FH has already
sought and been given agreement from NHS LA that we can continue to use their standards.

12.2

New Business Committee - SH identified a new business committee was needed to facilitate
the sign off of any new business. AA said this was an area of work that needs to feature in
whatever new governance structure arises but the objective was to reduce the number of
committees. SH to discuss with AC.

12.3

JW asked which committee the workforce strategy should be directed to. AA said it should
go through an executive group and then to the Board. The next board workshop would be
looking at what goes where and once completed and key decisions made we would then go
forward to have an implementation and transition period with sign off of new Terms of
Reference to take place in December.

12.4

SO’D said the community dental service was now out to tender and a positive pan-Dorset
tender had been put forward with a value of just over £2m.

13.

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

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

FH
SN

SH

1430-1700 hours
1500-1730 hours
1430-1700 hours
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Security Advisory Group
Minutes of meeting held on Thursday, 21st August 2014 in meeting room 3,
Sentinel House, Poole
Present:
Colin Hague (Chair)
David Austin
Martyn Van Lancker
Andreen Ward
David Corbin
Laura Smith
Roger Ringham
Andrew Gritt
Ian Tait
Karen Travers
Rebecca Senior

CLH
DA
MVL
AW
DC
LS
RR
AG
IT
KT
RS

HR Director
Clinical Lead LDIST
Head of Health and Safety
PMVA Lead
Equality & Diversity Manager
Patient Safety Advisor
Team Leader – Security Management Service
Service Manager, MH Rehabilitation Services
AD, Estates
LDCS Secure
PA to HR Director (notes)

Apologies were received from Trevor Clayton, Sharon Powell, Nicola Plumb, John Rawlings,
Phil Redford, Trevor Clayton, Bob Batchelor and Adrian Clarkson.
ACTIONS
1

Welcome and Introductions
Introductions were made. CLH advised that he appreciated the work
undertaken by the group and that it was good to have such strong
participation during August.

2

Minutes of the Security Advisory Group held on 19th June 2014
The minutes of the previous meeting were approved. CLH stated the
minutes currently go directly to the Board for information. As a
consequence of this there will be Non-Executive Director and Governor
attendance at the next PMVA role play session.

3

Actions from the Violence & Aggression meeting held on 19th
June 2014
3 - Terms of reference updated and on the intranet.
5 –Patients requiring level 3 observations – neither HB/SS were in
attendance to update. RS to chase.
5 – Latest data and commentary – LS/RR met with clinical leads to
ensure correct data is being received.
7 – KPI’s – on agenda
8 – Lone worker identification data – on agenda
10 - Security information on intranet – RR advised that a basic structure
has been agreed and that Ruth Legg will upload the material.
10 Secure Newsletter – this has been mentioned on HR matters. RR
advised that the name had been changed to “All Secure” to avoid any
confusion with Safeguarding. No further comments had been received.
12 and 15 – Posters and leaflets on today’s agenda
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4.

Latest Data and Commentary
RR advised that the data showed the top 5 sites and service users
causing concern. RR and LS had reviewed the incidents with Fiona
Haughey to look at the correlation between staff and persistent
aggressors. RR, LS and AG will prepare a proforma type interview
questionnaire for discussion with staff, which could help identify any
training needs.
One service user had assaulted staff 45 times, another 40 times.
These are significant figures. The same 5 sites appeared as in the last
reporting period but Alumhurst is also now featuring.
AG asked what the trigger point was for a discussion with a clinician.
RR advised that this particular case conference had been triggered
early and the service user had received a full team review.
Laura Smith and RR have arranged to meet a number of Mental Health
leads to discuss the data.
Thresholds have been updated on Ulysses and this will be on line from
the 1st October. MVL queried if a combination of alerts triggers a
response. RR agreed to check.

RR

RR to add AW to circulation list to ensure training gaps met.
Case conference attendance should be reviewed to ensure that
appropriate people are included.

Sara
Shimali

It was agreed that a short piece should be prepared for HR Matters on
key issues. CLH felt this should include positive consideration of which
staff are affected and how the Trust can provide support including
identifying training needs. This should be reported back to the next
meeting for an update on progression.

RR

AW felt there was a definite need to have something put in place on debrief both for the technical de-brief and psychological de-brief. AG
advised he would be referring to this later in the agenda.
AW advised of several problems on Dudsbury ward. Sickness and
stress levels are high and de-briefs are required following incidents. LS
advised that there are high levels of acuity on the ward, high vacancy
rates and patients waiting for referral to PICU. A weekly report is
available and LS agreed to forward to CLH. LS advised she was
attending the ward on a weekly basis to offer support. AW is also
attending team meetings. CLH felt the planned investment in the Estate
at Dudsbury will help to improve the physical environment.
MVL felt the Trust should look at stress generally, to look at coping
measures. This could be done through local stress surveys,
communications and change management in order to put controls in
place before staff reach the tipping point. MVL to discuss further with MVL
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Beverley Griggs.
DC stated he was shocked at the number of individual incidents and
asked at what point does the Trust refuse treatment to repeat offenders.
Under the NHS Constitution if it was a racial attack there is the
opportunity to refuse treatment. RR advised that this group deals with
security issues with its priority violence against staff. In the last
reporting period there were 14 racial attacks at St Ann’s, 2 at Alderney
and a smattering elsewhere. The Trust takes a robust approach if there
is capacity but this data relates to patients without capacity. Therefore
the Trust is looking at trigger points around behaviour. St Ann’s new
ward and layout has meant a huge decrease in the number of incidents
but Dudsbury’s physical environment needs to be improved.

5.

CLH queried what level of severity were the incidents at 40 and 45.
RR advised that they were all low level, nothing significant, more
quantity than higher severity.
Violence and Aggression Survey – update
Actions taken in Community and Mental health arising from the survey.

6.

Consideration of KPI’s for violence and aggression
CLH advised that informal feedback from the HSE visit in February was
that the Trust needed to set more and smarter Key Performance
Indicators. A draft list was circulated and CLH welcomed initial
discussion.
MVL commented that he felt this was a crucial group and that 75%
attendance should be a key indicator.
IT – felt there should be something on de-briefing staff and the effect of
violence and aggression.
RR – felt that conflict resolution training for community staff needed to
be captured to ensure it is monitored in the same way as PMVA.
DC stated that he circulates information to staff on zero tolerance. RR
advised that the Respect campaign had replaced the zero tolerance
campaign.
CLH felt that there could be an indicator on education/profile.
AW stated that the PMVA update course material has been reviewed
which has freed up one afternoon and suggested that this could be
used for de-escalation/de-brief training and asked for comments back
from the group. The group felt this would be a positive addition to the
course.
CLH advised that the indicators needed to be measurable and realistic All/RS
and suggested comments to Rebecca Senior by the end of September.
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7.

Lone Worker Identification – update
RR advised that most of the data had been gathered. One area from
Mental Health is still outstanding. MVL and RR will prepare generic risk
assessment for each category and prepare a corporate response prior
to the next meeting.
CLH advised that the data will be used to identify training thresholds
and also as a platform to bring together historically different
organisations with a range of systems and devices. The Trust needs to
assess the risks and take a corporate view with a range of different
approaches.
AW asked what other areas provide lone worker training. DA advised
that LD deliver Suzy Lamplugh multi agency training and a separate
course which includes breakaway training. RR advised that Secure run
a 2 ½ session.
KT asked if the data captured only related to clinical staff. RR advised
that the data capture was for both clinical and non clinical staff and was
categorised as high, medium or low.

8.

Ulysses Alerts
RR advised that Ulysses is regularly revised and updated and now
includes lone working.

9.

Managing violence and aggression training
AW advised that PMVA training is held in Winton which can prove
difficult for some attendees from the West, especially with the 8am
starts and the intensity of the course. As it was a Trust requirement to
attend the course the group agreed it was appropriate to offer
accommodation for attendees who lived a distance away. CLH agreed
to take this forward.
CLH advised that he had suggested to Board members and Governors
that they observe a PMVA role play session in order that they can
understand the type of situations that staff can face. A Non-Executive
Director and a Governor will be attending a session in September as a
consequence.

10.

Safeguard Spring newsletter
All Secure – available via intranet.

11.

Police actions/sanctions
RR reported on 2 sanctions relating to unacceptable behaviour which
had led to 2 prosecutions where both individuals had pleaded guilty and
received an indefinite injunction.
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CLH

An incident had occurred at Hahnemann house where a service user
had requested a mental health assessment and when this was refused
the service user returned and kicked in the doors and threw a fire
extinguisher across the stairwell. Staff had to barricade themselves in
to protect themselves. The service user has been charged with criminal
damage.
Following the incident at Hahnemann House a review of the area
highlighted a number of physical issues with the building and it has
been agreed that this requires a significant amount of work including
caging of some areas and enhancements to the reception area and
front door.
CLH stated he was proud of the way everyone responded to the
incident from Mental Health, Estates and a Secure perspective. Some
of the staff involved worked for the Borough of Poole and they were
impressed with the Trust’s response to the incident.
Another incident related to a member of IT staff who had stolen 37
laptops and these were seen for sale in the Boscombe This member of
staff had already left the organisation and attempts are being made to
contact him.
A further incident related to the theft of money from a patient at
Alderney. This money had been left in the drugs cabinet for
safekeeping when the patient was admitted. LS advised of two similar
incidents at St Ann’s during the last month. RR advised that the policy
needed to be reviewed as pre-emptive measures are not in the
procedure and staff also need to be reminded to follow the policy.
CLH felt that an important element of the group was raising the profile.
It was important to get the message through to staff that prosecutions
can and will be made and that lessons learnt from incidents are taken
forward.
12.

Secure Poster and leaflet – revised draft for comment
RR showed the revised leaflet and poster to the group. The group
approved the revisions and agreed that the revised format was an
improvement.

13.

Quality matters
The Quality Matters publication was noted.

14.

Technical debriefing pilot – verbal update
AG discussed the technical de-brief versus the psychological de-brief.
He stated that the technical de-brief should happen immediately after
the event and should cover what the Trust can learn from an incident
and not about how an individual feels following an incident.
The
PMVA course teaches about the different types of de-briefs. Historically
the Trust has put the two together which has not helped.
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AG said he would like to train 6 people to do the psychological de-brief.
He felt these should not be bleep holders but could include PMVA
trainers, OH staff and members of the Health and Safety team. AG to
discuss further with Bev Griggs.

AG

AG was asked to do a formal de-brief following the Hahnemann House
incident. Two members of staff barricaded themselves into a room
during the incident and felt in real fear of their lives. Members of Poole
staff who were located at Hahnemann were also included in the debrief. Feedback from staff following the de-brief was positive.
Following the recent suicide of a member of staff AG advised that a
formal de-brief of staff was not undertaken. AG was unable to
undertake this as he was involved in the initial investigation. AG felt
that this should have been undertaken as staff are still struggling and
some staff have not returned to work following the incident.
CLH felt that external high quality support would be a positive
investment during this type of incident, e.g. Tim Hollingbery. The group
agreed with this approach.
CLH encouraged AG and Laura Smith to discuss further outside today’s
meeting as he felt there were lessons to be learnt for the future. AW
advised that she undertakes 80 PMVA updates each month and it
would be appropriate for incidents to be discussed at these sessions.
DC suggested sharing details of incidents with HR Business Partners
who can also support staff.
AG to discuss psychological de-brief with MVL and Bev Griggs and
make arrangements to roll out training to staff.
15.

Any other business
LS advised that the algorithm had been finalised for police reporting
arrangements. RR is the single point of contact and attends meetings
with Police. All St Ann’s staff have been trained. The algorithm was
discussed at the Mental Health Patient Safety meeting and was well
received.
DC queried if there was anything regarding Prevent included within the
reporting arrangements. It was agreed to add Prevent update to the
next meeting. DC advised he was running 10 sessions on Prevent
training.
DC advised that the English Defence League were marching through
Bournemouth on Saturday with a counter march at the same time. DC
is arranging a communication to staff.
IT advised that it had been agreed at the Board to invest £5 million in
making improvement at St Ann’s between November 2014 and May
2015. This will be spent on Dudsbury, Haven and Twynham and is
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AG

aimed to improve facilities in the short term. IT advised that the Medical
Director had consulted with everyone to ensure full clinical consultation.
CLH felt estate investments impacted on managing violence and
aggression.
16.

Future Meetings:
Security Advisory Group (SAG)
23 October 2014, 14.00 – 17.00, Room 1 Sentinel House
19 December 2014, 09.00 – 12.00, Room 1 Sentinel House
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Integrated Corporate Dashboard and Report
Part 1 Board Meeting 12th November 14
Author
Sponsoring Board Member

Director of Nursing and Quality, Director of Finance and Director
of Human Resources
Director of Finance

Purpose of Report

This integrated report covers Quality, Workforce, Performance
and Finance for the period of September. Information on inpatient
nursing staffing for September is also included. Additional
information has been added this month on restrictive interventions
(i.e. restraint, rapid tranquillisation and seclusion). The Trust is
implementing nationally led initiatives to reduce their use.

Recommendation

The Board is asked to note the report

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

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

All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information
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DASHBOARD EXECUTIVE SUMMARY
This report is undergoing a process of review and changes will be implemented as the report is
developed. Page 5 provides an overview of the dashboard red, amber, green (RAG) ratings. The key
points to note from the report are:
Page
Care Quality Commission visit to Waterston
The Trust has now received the final report for the CQC inspection to Waterston Unit on 4th
and 5th August. This confirms the draft findings that action is required in relation to four areas:

Outcome 4 – care and welfare of people who use services

Potential Impact
on service users
Moderate

Outcome 7 – safeguarding people who use services from abuse

Moderate

Outcome 13 – staffing

Moderate

Outcome 16 – assessing and monitoring the quality of service provision

Moderate

Outcome

An action plan has been developed to address the findings in the report. The action plan was
submitted to the CQC on 24th October 2014.

7, 8

To address the issues with care plans and risk assessments not always being up to date the
Trust has developed a Core Competency Training Programme that is being implemented on
Waterston and Linden wards currently.
There is a focus on systems in place to ensure that when a restraint has taken place, postincident support and review are available and are delivered.
The seclusion room has been decommissioned whilst repair works are undertaken. Whilst
the seclusion room is undergoing repairs, the bed management process has been modified,
as an interim measure, to take into account how acutely unwell a person is before being
admitted to Waterston.
Staffing Levels
The Trust continues to experience pressures on staffing with 19 internal staffing significant
events (agency nurse in charge of a shift or no qualified staff on duty) reported in September,
a reduction from August (27 incidents). In effect this equates to less than 1% of shifts in the
month across the Trust but is a barometer for how we are progressing with our recruitment
and retention initiatives.
11 of the 19 incidents in September related to an agency nurse in charge of a shift and 6 of
these were on Waterston Ward (the agency nurses were familiar with the ward). 8 shifts
reported no registered nurse in charge of the shift, however cover arrangements were in
place. In regard to patient safety incidents one prevented absconding incident was reported
during the 19 shifts.
Staffing remains a key challenge, there is a rolling programme of recruitment and newly
appointed staff are undergoing induction. A root and branch review of recruitment and
retention has been undertaken and is closely monitored as to impact on increasing the
staffing numbers.
The Quality Assurance committee receive a monthly in-depth staffing report.
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Workforce indicators
Whilst the changes are small, all four workforce indicators have not improved from the
previous month position.
 Mandatory Training (90.16%) – the long term trend has been a rising one
 Sickness absence (4.34%) - the long term trend has been a falling one
 Vacancy rates (8.54%) – in the long term, whilst fluctuating on a month by month basis,
has been fairly level.
 Personal development reviews (71.02%) – in the long term the graph on page 15 shows
that compliance is on a downward trend.

13, 14,
17

Delayed Discharges (Monitor Indicator)
The threshold for this Monitor metric is less than 7.5%.The position at the end of September
was 12.18% with a Quarter 2 overall position (July to September) of 11.93%.
The Trust has implemented a number of initiatives to address the performance of this
indicator. The Trust has gained confirmation that the Local Authorities are committed to
working in partnership to achieve compliance with the indicator target, which can only be
achieved via a multi-agency approach. Process mapping and escalation procedures have
been agreed with the Local Authorities and Clinical Commissioning Group colleagues.
Regular monthly meetings continue to ensure focus in this area. The major difficulty however
is the availability of suitable Older Peoples Mental Health care home placements due to the
complex or challenging behaviours of these service users. A more detailed understanding of
the impact of the closure of 4 nursing homes is being undertaken. This will inform the Trust’s
ability to achieve compliance by Quarter 4.

20, 21

Extended narrative on this is included in the Trust’s Quarter 2 Monitor Return.
Venous Thromboembolism (VTE)
Last month it was reported that whilst the Trust was meeting the overall target (95%) in
relation to timely assessment of patients on admission to hospital, compliance within mental
health wards was below this at 62.5%.
The Trust continues to achieve over 95% compliance and action has been implemented to
improve the timeliness of assessments on mental health wards, which have achieved 80% in
September. Mental health wards are anticipating to achieve at least 95% compliance by the
end of November.
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RAG Rating overview
This table provides an overview of the red, amber and green indicators within the dashboard for the Trust.
The arrows give an indication as to whether the position has improved, stayed the same or worsened compared to the previous month. The number of
indicators reported may vary.

Trustwide
August 2014

Agency Nurse in charge of a shift/No qualified staff on duty
Personal Development Reviews
Delayed discharges per annum
New Psychosis cases seen (taken on) by early intervention teams
Predicted/actual breach in achieving CQUIN target
Core mandatory training
Sickness absence rate
NICE Guidance/Standards overdue action plans

September 2014

Agency Nurse in charge of a shift/No qualified staff on duty (Page 12)
Personal Development Reviews (Page 17)
Delayed discharges per annum (Pages 20-22)
Predicted/actual breach in achieving CQUIN target (Page 6)
Core mandatory training (Page 13)
Sickness absence rate (Page 13)
NICE Guidance/Standards overdue action plans (Page14)
NICE Guidance/Standards overdue Baselines (Page 14)

On the 1st October 2014 the Trust transferred to a locality based directorate structure. Where possible metrics have been reported under this new
organisational structure. During September data for some metrics were being collected and collated under the previous service based directorate structure.
Where this is the case a Trustwide position has been reported and additional details added as appropriate.
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Sep-14

Aug-14

Jul-14

Jun-14

May-14

Trustwide –The latest Monitor governance risk rating remains green.

Apr-14

Mar-14

Feb-14

Jan-14

Dec-13

Nov-13

Oct--13

Sep-13

Monitor Governance Rating

Predicted / Actual Breach in achieving CQUIN target
Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

The Trust continues to work with partners to address the delayed
transfers of care. In relation to the early intervention indicator, the
quarterly Monitor target, reported at the end of September has been met

Commissioning for Quality and Innovation (CQUIN) payments account for
a portion of healthcare providers' income which is linked to the
achievement of locally relevant quality improvement goals.
The Trust position at the end of Quarter 2 is that of the 7 CQUINS and the
12 component parts 2 components have been achieved. Of the 10 other
components – five are on track against the milestones agreed:
 FTT phased expansion
 NHS Safety Thermometer
 Implementation of the Clinical Standards for 7 day a week working
 Increased number of discharge summaries issued within 24 hours of
discharge
 Delayed transfer of care
There is a risk that the Trust will not achieve the following 5 CQUIN
components

Admission avoidance

Transfer and discharge –
(i) reduction in late discharges and transfers
(ii) increase in weekend discharges

Mental Health
(i) Cardiometabolic assessment for patients with schizophrenia
(ii) Communication with General Practitioners
There are no CQUIN targets where at this point in time considered as red –
not expected to meet the target.
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Care Quality Commission Outcomes Met from completion of
Provider Compliance Assessments (PCAs)
The percentage shown is % compliance with CQC outcomes as self-assessed
across the Trust using Provider Compliance Assessments (PCA) documents.
PCAs are completed for each of the 16 relevant CQC outcomes by team.

Trust wide compliance as at 30th September 2014 is 97% of PCAs rated
green. Action plans are in place for areas of non-compliance and these are
monitored by Operational Directorates and progress updates are submitted
to the Regulation and Compliance team monthly. It is noted that services
will continue to self-assess their compliance on an ongoing basis and as
such 100% compliance may not always be met and further plans would
need to be put in place. The outcomes with the most actions are:
 Outcome 13 - Staffing
 Outcome 10 – Safety and suitability of premises
Operational Directorates are undertaking a peer review process to enable
verification of the self-assessment findings. The standards being assessed
are prioritised on a risk based approach. The first three outcomes peer
reviewed through July-September 2014 were:
 Outcome 4 – care and welfare of people who use services
 Outcome 13 – staffing
 Outcome 21 – records
The results of the PCAs reported for September show that compliance with
the outcomes assessed in the peer reviews has been altered; particularly
compliance with Outcome 21 – Records which has decreased by 2.9%.
This shows that the process is working and providing an objective review.
The following outcomes have been frequently inspected by the CQC and
peer reviews will be undertaken between October – December 2014:

Outcome 1– Respecting and involving people who use
services

Outcome 2 – Consent to care and treatment

Outcome 16 – Assessing and monitoring the quality of
service provision.

Care Quality Commission (CQC) overview
There were six hospitals, which were found not to be fully compliant with outcomes at compliance inspections in 2013 and which had not been revisited by
the CQC. Two of these (Bridport Hospital and Waterston Ward at Forston Clinic) have now had recent inspections as shown in the following section.
Care Quality Commission (CQC) specific updates
The CQC carried out a follow up compliance visit to Waterston Assessment Unit, Forston Clinic on 4th and 5th August 2014; the draft report was received
on 15th September 2014. Following submission of the Trust’s response on factual accuracy the final report was issued on 22nd October which confirmed the
draft findings, that action is required for the four outcomes inspected:
 Outcome 4 - Care and welfare of people who use services
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Outcome 7 - Safeguarding people who use services
Outcome 13 - Staffing
Outcome 16 - Assessing and monitoring the quality of service provision

The CQC’s judgement was that these all had moderate impact on the people who use the service.
An action plan has been developed to address the findings in the report taking immediate action to address the issues raised. The action plan was submitted
to the CQC on 24th October 2014.
To address the issues with care plans and risk assessments not always being up to date the Trust has developed a Core Competency Training Programme
which will focus on:








Staff skills and competencies:
Care Plans
Risk Assessments
Safeguarding
Respect and Dignity of patients
Relational Security (the knowledge and understanding staff have of a patient and of the environment; and the translation of that information
into appropriate responses and care).
De-escalation skills (calming or diffusing a volatile or potentially volatile situation)

There is a focus on systems in place to ensure that when a restraint has taken place, post-incident support and review are available and are delivered.
The seclusion room has been decommissioned whilst repair works are undertaken. Whilst the seclusion room is undergoing repairs, the bed management
process has been modified, as an interim measure, to take into account how acutely unwell a person is the before being admitted to Waterston.
The CQC carried out an inspection at Bridport Hospital on 27th August 2014 and the draft report was received on 23rd September 2014. The final report
was received on 13th October 2014 and showed the hospital had met all outcomes inspected:
 Outcome 4 - Care and welfare of people who use services
 Outcome 7 - Safeguarding people who use services
 Outcome 13 – Staffing
 Outcome 16 - Assessing and monitoring the quality of service provision
 Outcome 21 – Records
Mental Health Act visits
Reports and action plans as a result of Mental Health Act monitoring visits are reviewed and monitored by the Mental Health Act Hospital Managers
Committee and the Mental Health Act Assurance Committee.
The CQC carried out a Mental Health Act (MHA) 1983 monitoring visit at Dudsbury ward based at St Ann’s Hospital on 28th August 2014; the report was
received on 21st October 2014. A MHA visit was undertaken at Chalbury ward based at Weymouth Community Hospital on 9th September 2014; the report
was received on 9th October 2014. Action statements are required following both visits and will be returned to the CQC on the specified deadlines.
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Harbour Ward, based at St Ann’s Hospital received a MHA visit on 3rd October and Twynham Ward on 28th October. The reports of these two visits are
awaited.
Actions arising from these unannounced inspections tend to be varied however there are similar findings across the wards with improvement required in
care plans, ensuring that all patients have 132 rights read in a timely way, staffing and access to activities and therapies. Reports and action plans as a
result of MHA visits are reviewed and monitored by the Mental Health Act Hospital Managers Group and the Mental Health Act Assurance Committee.

Are We Safe?
Venous Thromboembolism (VTE) risk assessment

Trustwide – Compliance has risen during September to 96.3%. This is a result of a much
higher VTE risk assessment completion rate on mental health wards. VTE risk assessment
completion has increased from 62.5% in August to 80% in September on Mental Health
wards. This is the highest completion rate on Mental health wards since February 2014.
The mental health wards have implemented a change in practice with regard to completion
of VTE risk assessments. Nurses are undertaking the initial screening with input from
medical staff as required. Compliance will continue to be monitored and it is anticipated
that the 95% target will be achieved by the end of November.

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

Trustwide – During September there was a total of 402 patient safety incidents. 24 of
these incidents were rated as moderate to catastrophic, 19 of the 24 incidents were related
to pressure ulcers. This is a similar rate to August and this metric remains in the green
threshold.
The total number of patient safety incidents reported reduced by 20% in September
compared to August. This resulted in the lowest number of patient safety incidents
reported since November 2013. The number of moderate to catastrophic incidents
reported also decreased and during September the lowest number of incidents of this
category were reported in a month since February 2014.
The Trust is committed to zero tolerance of hospital/community acquired pressure ulcers
and has taken a focussed approach to improving this outcome across the Trust. Training
has been provided to staff and a monthly scorecard is now being provided to teams to help
them monitor quality improvement in this area
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Prone Restraint

Restrictive interventions
The Department of Health has published Positive and Proactive Care: reducing the need for
restrictive interventions (April 2014). A new initiative has been launched to drive this forward
called Positive and Safe. Key actions outlined in the Department of Health’s guidance
include not deliberately using prone restraint (face down restraint); limiting seclusion to
people detained under the Mental Health Act (1983); developing support plans, incorporating
behaviour support plans, for people who are known to be at risk of being exposed to
restrictive interventions.

Seclusion (with rapid tranq. and seclusion incidents)

Boards are accountable for overarching restrictive intervention reduction programmes in
their organisations. An action plan has been developed following the publication of this
report and links have been made with the Safewards Interventions, to work of the Security
Management Group, the Dementia Awareness training and environmental changes to our
wards. The action plan has been led by the Nursing and Quality Directorate with input from
operational staff and the Learning and Development Service and progress against it is
reported to the Patient Safety Group.
A Trust wide dashboard for mental health inpatients has been produced to show progress
with proactive measures alongside numbers of restrictive interventions and incidents of
violence, self-harm and absconding. Ward level dashboards are also under development
showing themes from root cause analysis reviews of rapid tranquillisation (the use of
medication to calm/lightly sedate) and prone restraint, days since last prone restraint and
evidence of the of behavioural support plans for individuals with a known history of requiring
restrictive interventions. Further work is required to review restrictive practices that may be
taking place in community hospitals.

Rapid Tranquillisation (with rapid tranq. and seclusion
incidents)

The Director for Bournemouth and Christchurch Locality has agreed to take the Board lead
on this piece of work. The Trust has also been involved with the Department of Health
Workstream on how restraint is recorded and reported nationally.
Information has been added here to the Integrated Dashboard on numbers of incidents of
prone restraint, seclusion and rapid tranquillisation to help the Board be kept informed of the
use of restrictive practices in the Trust. The graphs show that there is a downward trend for
all types of incidents. 32 incidents in the period were of patients who received both rapid
tranquillisation and were also secluded and they have been included in the last two graphs.
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Number of Never Events
Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Trustwide - No exceptions to report.

0

0

0

0

0

1

0

0

0

0

0

0

0

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

Apr
14

May
14

Jun
14

Jul
14

Aug
14

Sep
14

2

5

4

6

3

5

2
0
0
1
0
0
3
6
3
4
2
4
0
0
0
0
0
0
*NB It is noted that two of incidents of pressure ulcers reported in
September were also reported in previous months as the patients had
remained on the ward for over a month.

Trustwide - 5 grade 2 and above pressure ulcers were reported on the patient safety
thermometer during September. The patent safety thermometer is a national snapshot tool
that captures a number of types of safety incidents. 4 pressure ulcers were rated as grade 2
and 1 pressure ulcer was rated as grade 3. 2 of the unavoidable pressure ulcers were also
recorded in a previous month. This is because the patient was present on the ward during
the data collection day for more than 1 month.
Following a review of patients’ clinical records, a decision is reached as to whether the
pressure ulcers were avoidable/preventable or not. Where all appropriate assessments,
reviews, care plans were in place and appropriate care provided they are deemed
unavoidable.

This metric is a Quality Account Priority and Trust CQUIN.

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

Trustwide - There were 30 inpatient falls resulting in injury within the Trust in September,
this is a reduction from 52 during August and the lowest number of falls resulting in injury
reported since November 2013. This metric remains in the green threshold.
It is noted that overall compliance with timely falls risk assessments across inpatient areas
has risen.
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1
not
met

Sep-14

Aug-14

Jul-14

 Trustwide – During September there were no cases of Clostridium difficile or MRSA
within the Trust. The 95% MRSA screening target for elective admissions was also met.
Jun-14

May-14

Apr-14

Mar 14

Feb-14

1
not
met

Jan-14

Nov-13

1
not
met

Dec-13

Oct-13

Sep-13

Healthcare Acquired Infections

1
not
met

Composite indicator covering MRSA Bacteraemia/Elective MRSA
Screening/Clostridium difficile

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

Trustwide - The Trust has previously agreed that certain staffing incidents should be
escalated to the Board. These incidents are internally referred to as staffing internal
significant events and relate to agency nurse in charge of a shift or no qualified staff on
duty. 19 staffing internal significant events occurred during August. There is some
interdependency between this measure and sickness absence and vacancy rates,
although not necessarily a direct correlation.

Ward
Glendinning Unit
Nightingale Court
Florence House
Haven Unit
St Brelades
Waterston AAU
Oakcroft
Total

No Registered
Staff on duty
0
2
3
2
0
0
1
8

Agency Nurse in
charge of the
shift
3
1
0
0
1
6
0
11

Total per ward
3
3
3
2
1
6
1
19

The eight shifts with no registered nurse available were internally managed by moving staff
and/or the night practitioner basing him/herself on the ward to cover the shift. One
absconding incident was reported, however this was a prevented incident and the patient
remained within the hospital grounds.
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Safeguarding Training (all levels)

Trustwide –Safeguarding Training has improved during Q2 to 93.20%. Child safeguarding
training at level 1 and level 3 is above 99% at a Trustwide level. No area of safeguarding
training has a completion rate of less than 90% at a Trustwide level.

Staff core mandatory training (composite indicator)

Trustwide - The Trustwide core mandatory training rate remains in the amber threshold at
90.16%, this is a decrease from August.
Bournemouth and Christchurch - 87.65%
Dorset - 91.19%
Poole and East Dorset - 89.69%
September is the first month where data for the Human Resources metrics have been
gathered using the locality based directorate structure. Historical data is unavailable at the
locality directorate level.

Sickness Absence

Trustwide -The sickness absence rate during September was 4.34%. This is a slight
increase from August. This metric remains in the amber threshold, and there has been a
falling trend over the past year. Sickness continues to be monitored robustly across the
Trust, with dedicated Human Resources support.
Bournemouth and Christchurch - 4.87%
Dorset - 4.24%
Poole and East Dorset - 4.62%
September is the first month where data for the Human Resources metrics have been
gathered using the locality based directorate structure. Historical data is unavailable at the
locality directorate level.
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Vacancy rate

Trustwide – During September there was a slight increase in the Trusts vacancy rate,
from 8.40% in August to 8.54% in September. This metric remains in the green threshold.
Bournemouth and Christchurch -9.21%
Dorset -11.78%
Poole and East Dorset - 1.45%

September is the first month where data for the Human Resources metrics have been
gathered using the locality based directorate structure. Historical data is unavailable at the
locality directorate level.

Are We Effective?
From April 2014 implementation of NICE guidance is being reported monthly.

Jun-14

Jul-14

Aug-14

Sep-14

NICE
Guidance/Standards1
Overdue Baselines
NICE
guidance/standards
2
– overdue action
plans
NICE technology
appraisal not
implemented in 3
0
months or national
timescale
Key
None overdue or overdue by <3months
1 or more Overdue by 3-6 months
1 or more Overdue by > 6months

May 14

Apr 14

Mar 14

Dec 13

Sep 13

Implementation of NICE guidance / standards and
NICE Technology Appraisals

3

3

3

2

3

3 10 7

4

6

0

0

0

0

0
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Overdue Baselines
Neuropathic pain CG173 due 31/5/14 (Prison Service)
BMI and waist circumference PH46 due 30/9/14 (Prison Service)
Needle and syringe programmes PH52 due 18/8/14 (Addictions)
Overdue action plans
Asthma QS25 1 rec due 30/6/14
Anaphylaxis CG134 due 30/6/14
Faecal incontinence QS54 due 30/9/14
Social anxiety disorder CG159 due 30/9/14
Social and emotional wellbeing PH40 due 30/9/14
Post natal care QS37 due 30/9/14

Key

Overdue by <3 months
Overdue by 3-6 months
Overdue by > 6 months
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Are We Caring?
Complaints Quality Priorities
Complaints / patient feedback about staff attitude
% of complaints/patient feedback where staff
attitude is an issue

Trust wide – A total of 45 written complaints were received during September 2014, with 3
(6.6%) relating to staff attitude, in comparison to 5 (14.7%) last month.
Mental Health Services (including prisons)
The rate of complaints relating to staff attitude is 2 (8%).
Community Health Services
The rate of complaints relating to staff attitude is 0 (0%).
Children and Young People/Mental Health
The rate of complaints relating to staff attitude is 1 (20%).
Details of all complaints where staff attitude has been identified as the main theme are
shared with Directors with a request to identify what action has been taken to address
these.
Details of these complaints are included within the monthly reports to directorates.
The following learning and development courses have an emphasis on staff
behaviour/attitude, numbers of attendees at these session are reflected in brackets:
 Delivering Care with Compassion and Kindness (20)
 Equality & Diversity (49)
 Induction Day (101)
 Learning for Health (6)
 Prevention and Management of Violence and Aggression Day 2 (50)
 Prevention and Management of Violence and Aggression Day 5 (4)

Complainants rating of the handling of their
complaints
Response

2013/14

Very good
Good
Satisfactory
Poor
Very Poor

26%
18%
29%
27%
0%

Q2
(Jul-Sep)
6 (24%)
5 (20%)
2 (8%
10 (40%)
2 (8%)

This is reported quarterly. The Trust has implemented measures to better gather the
satisfaction of people about the handling of complaints they have made since no responses
were received in Quarter 1 (April – June). 94 complainants have been contacted in the
second quarter (either by phone or short satisfaction surveys) to gain their views and
experiences on the complaints handling process. To date 25 responses have been received
(27%).
The Trust has set a target to see an increase of 10% overall by the end of Q4. The results
show that 73% responded very good, good or satisfactory in 2013/14 and 52% in Q2 of this
year. There has therefore been a decrease in satisfaction.

The above results are disappointing, as 48% of all complainants who have responded are
unhappy with how their complaint is being handled. There are a variety of reasons why
people responded as they did. Details are provided in the Quarter 2 Summary of Complaints
report to the Quality Assurance Committee.
Integrated Corporate Dashboard Sep 14 (Trust Board Nov 14)
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The key theme identified from reviewing the above feedback indicates that timeliness of
response is a key factor in complainant’s dissatisfaction with the Trust’s complaints process.
This has been identified within 4 of the above responses (33%).
The timeliness of responding to of complaints continues to be an issue for some services.
The following actions have been put in place by the Patient Experience Team:





Regular monitoring of the progress of each complaint
o Confirmation of dates initial draft response is due from the investigating officer
and Manager of service.
o Chase responses when not received on a weekly basis, escalated to
Associate Director/Director in some instances of long delays.
Automated weekly reports sent from the customer services to all complaint leads
identifying all open complaints.
Overview of all open/outstanding complaints discussed at weekly complaints
meeting, with key issues/concerns being raised.

The Patient Experience Team is also looking to review some of its internal processes to
ensure they remain streamlined and responsive. In addition to this, a working group is to be
set up in November/December to start the review of the Customer Care Policy. This will look
at the existing process, how this can be made more responsive and also include input from
patients and carers.

Service improvements as an outcome of learning
from complaints
Evidence of service improvements as a direct outcome
of learning from complaints

Each quarter the Trust gathers and reports on three examples of learning from complaints.
For the second quarter the examples of learning from complaints are provided from the
following services
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District Nursing - a referral process has been set up to improve the future management
and monitoring of referrals
Child and Adolescent Mental Health Services - the system in place that monitors young
people and families who are still waiting for a service between interventions has been
reviewed and improved. All practitioners have been reminded of the importance of
documenting all telephone calls and responding to them – discussed in team meeting
following this incident.
Crisis Service – a review of the crisis service and Trust wide care planning is to take
place and a carer has been asked to feed into this review and share her experiences to
help shape services.
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National Reportable Breaches in same sex
accommodation
Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar -14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Trustwide - No Exceptions to report

0

0

0

0

0

0

0

0

0

0

0

0

0

Are We Well Led?
Staff Friends and Family Test

The Quarter 2 Staff Friends and Family Test was carried out between 15th and 30th
September and the submission to NHS England took place on 28th October.
During Quarter 2 the Trust sent post-paid response cards to some 350 staff members
without Trust email addresses. The Trust received 80 cards back and these have been input
to the record system. A copy of the survey was sent by email to all staff members who did
not respond to the Quarter 1 survey 4,448 were sent. 475 online responses were received.
This represents a 11.5% return rate.
It is not necessary to survey Trust staff members for Quarter 3 because of the annual NHS
Staff Survey. For Quarter 4, the Trust will survey bank workers without email address and
will send an electronic survey to those staff members who have not responded to Quarter 1
and Quarter 2.

Personal Development Reviews

 Trustwide - 71.02% of Personal Development Reviews (PDRs) were completed during
September, this is the sixth consecutive month the rate of PDRs completed has fallen.
Each of the operational directorates is in the red threshold.
 Bournemouth and Christchurch - 64.78%
 Dorset - 67.16%
 Poole and East Dorset - 76.41%
This is the first month where data for the Human Resource metrics have been gathered
using the locality based directorate structure. Historical data is unavailable at the locality
directorate level.
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Friends and Family Test
Completion Rate

Friends and Family Test Score
During September the
Trustwide Friends and
Family score was +89. The
combined Minor injury unit
and Community health
services score that is
displayed on the Trust’s
website was +90, this is a 4
point increase from August.
September’s Friends and
Family test score equals the
Trust’s previous highest
score received during April
14.
The Friends and family
score within Mental health
wards has increased to +56
and is now in the green
threshold.

*Excluding MIUs
Sep
64%
72%
52%
43%

Trust
CHS
MH

Sep

Aug
58%
74%
36%
46%

Aug

Jul
51%
67%
25%
44%

Jul

Jun
55%
67%
35%
37%

Jun

May
54%
66%
35%
49%

May

Apr
45%
57%
26%
47%

Apr

Mar
47%
58%
29%
29%

Mar

Feb
35%
46%
14%
19%

Feb

Jan
60%
69%
45%
13%

Jan

Dec
50%
48%
53%
16%

Dec

Nov
60%
62%
43%
19%

Nov

Oct
64%
67%
47%
16%

Oct

Sep
54%
66%
32%
17%

Sep

Trust*
CHS
MH
MIUs

82
84
33

80
82
49

78
80
42

82
85
50

85
88
56

87
87
43

83
84
52

89
89
91

83
84
56

86
86
71

85
86
65

85
86
29

89
90
56

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

Proportion of respondents who would not
recommend (response categories: “neither
likely nor unlikely”, “unlikely” & “extremely
unlikely”)
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Corporate Dashboard- Safer Staffing
Aug

Sep

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
2%
0%
0%
0%
0%
0%
3%
0%
0%
0%
0%
3%
0%
3%
2%
1%
0%
7%

54%
0%
5%
4%
2%
0%
37%
5%
3%
8%
2%
3%
0%
0%
0%
0%
14%
1%
9%
13%
0%
1%
14%
1%
47%
9%
28%
20%
0%
43%
8%
32%
63%

48%
8%
3%
1%
5%
2%
34%
5%
2%
13%
5%
1%
1%
0%
6%
0%
17%
5%
18%
19%
0%
2%
8%
18%
58%
12%
28%
46%
2%
42%
37%
22%
26%

28%
3%
10%
1%
6%
3%
33%
2%
1%
2%
2%
0%
0%
0%
0%
0%
26%
7%
36%
24%
0%
1%
23%
2%
47%
7%
23%
34%
4%
38%
16%
9%
19%

0%
0%
0%
0%
0%
0%
0%
0%
9%
0%
0%
2%
0%
6%
0%
5%
1%
0%
0%
5%

46%
52%
100%
92%
95%
97%
96%
99%
98%
95%
100%
98%
63%
66%
95%
95%
97%
98%
92%
87%
98%
95%
97%
99%
100%
99%
100% 100%
100%
94%
100% 100%
85%
83%
99%
95%
91%
82%
87%
81%
99% 100%
99%
89%
86%
92%
99%
82%
49%
40%
90%
88%
66%
66%
80%
54%
100%
93%
56%
57%
92%
63%
68%
78%
37%
69%

Sep

Jul

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
1%
0%
0%
0%
1%
0%
0%
0%
3%
1%
6%
0%
0%
1%
0%
0%
0%

Aug

Sep

Pebble Lodge
Oakcroft
AAU Seaview
Alumhurst Ward
Chalbury Unit
Dudsbury Ward
Flaghead Unit
Glendinning Unit
Harbour Ward
Herm
Linden Unit
Melstock House
Nightingale Court
Nightingale House
Perinatal In-Patient
Haven Ward
St Brelades
Twynham Ward
Waterston AAU

% Green Shifts

Aug

Castletown Ward
Fayrewood Ward
Guernsey Ward
Hanham Ward
Jersey Ward
Langdon Ward
Radipole Ward
Ryeberry Ward
Saxon Ward
Stanley Purser Ward
Tarrant Ward
Westminster
Willows Unit
Kimmeridge Court

% Red Shifts

Jul

% Black Shifts

Jul

Ward

September 14

72%
97%
90%
=99%
94%
97%
67%
98%
99%
98%
98%
100%
100%
=100%
100%
98%
74%
93%
64%
76%
=100%
96%
77%
98%
53%
93%
73%
66%
92%
60%
83%
91%
74%

The graph shows the percentage of shifts staffed to agreed levels for the last
three months for the twelve wards where this was below 85% in September.
Staffing improved on Herm and Twynham wards during September and now
both of these wards have more than 85% of shifts staffed to at least the
required level.
Staffing on Harbour ward has deteriorated from 92% of shifts staffed
sufficiently during August to 77% during September.

A detailed report of September’s staffing data, alongside key indicators of
patient safety and patient experience was reported to the Quality Assurance
Committee in October. This also included action being taken, particularly on
the mental health wards, to support staffing shortfalls to ensure patient and
staff safety.

The information in the table is from the Trust’s internal staffing tool. This is not the same data
submitted to NHS England and shown on the Trust’s website.

Red shifts are those with reduced number of staff, shortage of registered nurses
compared to planned levels or more than 50% agency staff on duty.
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Black shifts are equal to staffing significant internal events and are reported separately
in the report.
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Corporate Dashboard- Monitor Composite Indicator
Monitor Composite Indicator
Sep-13

Oct-13

Nov-13

Dec-13

Jan 14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

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

Monitor Composite Indicator quality exceptions;
Trustwide
Delayed discharges per annum- The threshold for this Monitor metric is less than 7.5%.The position at the end of September was 12.18% with a Quarter
2 overall position (July to September) of 11.93%. The Trust has agreed a trajectory to be in line with the target in Q4.
The Trust has implemented a number of initiatives to address the performance of this indicator. The Trust has gained confirmation that the Local Authorities
are committed to working in partnership to achieve compliance with the indicator target, which can only be achieved via a multi-agency approach. Process
mapping and escalation procedures have been agreed with the Local Authorities and Clinical Commissioning Group colleagues. Regular monthly meetings
continue to ensure focus in this area. The major difficulty however is the availability of suitable Older Peoples Mental Health care home placements due to
the complex or challenging behaviours of these service users. A more detailed understanding of the impact of the closure of 4 nursing homes is being
undertaken. This will inform the Trusts ability to achieve compliance by quarter 4.

Poole and East Dorset Locality
Individuals on enhanced CPA receiving follow up within 7 days - This has been reported as 90.91% (10/11) during September against a target of 95%,
with one breach reported within the Poole and East Dorset Super locality. The Trust is reporting a compliance of 95.87%.
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Corporate Dashboard- Monitor Composite Indicator
Risk Assessment Framework Indicators (Trustwide)
Meeting the Clostridium Difficile
objective (cumulative)

Referral to treatment waiting times within 18
weeks – admitted

Referral to treatment waiting times within
18 weeks - non admitted

Referral to treatment waiting times
within 18 weeks - Incomplete Pathway

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

Individuals on enhanced CPA receiving
follow up within 7 days

Individuals on enhanced CPA having
formal review within 12 months

Delayed discharges per annum

This graph shows the cumulative number of Trustwide
C. diff cases throughout the year.
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Inpatient access to crisis resolution home
treatment services
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Corporate Dashboard- Monitor Composite Indicator
New psychosis cases seen (taken on)
by early intervention teams

Data completeness: identifiers

Access to healthcare for people with a
learning disability

Data completeness: outcomes

Data completeness: Community Services RTT Information

Data completeness: Community Services Referral Information

Data completeness: Community
Services - Treatment Activity
Information
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Corporate Dashboard- Finance
Finance
The Monitor Risk Assessment Framework outlines the measurement for the financial health
of Foundation Trusts, which is the Continuity of Services Risk Rating (CoSRR).

4

4

4

4

Sep-14

Aug-14

Jul-14

Jun-14

May-14

Apr-14

Mar -14

Feb -14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Monitor Continuity of Services Risk Rating

The ratings are reported quarterly.
The maximum CoSRR rating is 4.

4

Financial performance for the month of September was a surplus against budget
of £39k (£26k deficit in August), resulting in a cumulative deficit of £714k (0.6%),
£1,271k ahead of plan.

Further detail on the financial position of the Trust may be found at the separate
Part II Finance Report agenda item.

Performance for 2014/15 at
September has delivered a year to
date deficit of £714k

The Trust’s cash balance at the end of
September was £30.4m. This cash
level has decreased by £3.9m from the
previous month.

The
annual
cost
improvement
programme (CIP) target for 2014/15 is
£8,055k (3.4%), of which £6,026k has
been identified and removed from
budgets as at September.
The full year forecast outturn position
is an over achievement against target
of £141k.

Dorset Locality - The Dorset Locality is forecasting
an end of year overspend of £0.2m. Further details
are summarised in the Financial Summary for
Month 6 (September) in Appendix C.

Poole and East Dorset Locality - The Poole &
East Dorset Locality is forecasting an end of year
underspend of £0.8m. Further details are
summarised in the Financial Summary for Month 6
(September) in Appendix C.
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At Month 6, capital expenditure is
£2.7m. A further £1.5m is committed.

As part of the Quarter 2 Monitor return
the Trust is required to submit a Capital
re-forecast, as the actual capital spend
year to date did not match the original
plan to within +/-15%, and work is
currently underway to arrive at a
revised position.
Bournemouth and Christchurch Locality - The
Bournemouth & Christchurch Locality is forecasting an
end of year overspend of £1.4m. Further details are
summarised in the Financial Summary for Month 6
(September) in Appendix C.
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Appendix B
Additional Quality Updates/Sharing Best Practice

West Dorset SALT Signalong Training
The West Dorset Paediatric Speech and Language Therapy Team has recently presented signalong
training to both parents and grandparents. Signalong is a key word signing system, developed in order to
help children and adults to acquire language skills and to aid where there are communication difficulties.
The team has 5 tutors, all of whom have been trained by Signalong (a registered charity), and are
qualified to run Signalong courses.
The course is aimed at a variety of professionals (including teachers, education support staff, early years
practitioners, speech and language therapists and assistants, occupational therapists), as well as parents
and grandparents. Evening courses are offered to maximise accessibility for both parents and
professionals. The last Signalong introductory courses took place during September in Dorchester. There
were 22 people on the course, including 12 parents and 2 grandparents.
At the end of the last session, the tutors were each presented with flowers from the parents, who
commented on how useful and enjoyable they had found the course.

Health Visiting Christchurch – Co-location at Children’s Centre
The Purewell Health Visiting Team (Christchurch) was co-located within the West Children’s Centre at the
end of February 2014 this year. The health visiting team are very clear that being co-located has
supported the transformation of their existing good working relationship into an excellent one with
improved communications.
The constant flow of information has been described as ‘incredible’ as all staff involved with families have
been able to share working practices, have a co-ordinated approach and share ideas in order to support
improved outcomes for the families. This has reduced unnecessary duplication of effort.
Another benefit has been the sharing of local knowledge, particularly in relation to accessing voluntary
organisations and resources. This has benefitted the clients and the staff, particularly when they have not
had the necessary capacity or expertise to deal with various situations to their fullest extent.

School Nursing: School Transition Programme – Purbeck Locality Case Study
The School transition programme has been running for two years within the Purbeck locality. It is a
programme where identified children who will be starting school (joining reception class) have the
opportunity to attend sessions to enhance their school readiness.
This year (summer 2014) the sessions were held in the school the children were about to join, to help the
children to familiarise themselves with their new school. The programme was extended and two separate
sessions were held morning /afternoon. The sessions were structured by lesson plans which were written
by a School Health Nursery Nurse. These lesson plans were constructed to help the children with their
social, self –care and educational skills before starting school and aiding the transition between pre-school
and primary school.
This first group was for children with special needs and the second group was for children without
identified special needs but where it was agreed help settling into school would be beneficial.
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Appendix B
The key skills to be learnt, as described by parents, were:
• I can put my coat on
• I can use a knife and fork to eat my food
• I can recognise colours – red, green, yellow and blue
• I can say please and thank you
• I can recognise my own name
• I can say goodbye to mummy/daddy/carer
• I can ask to go to the toilet
• I feel comfortable moving around the school
• I can follow the school routine
Following the completion of the programme feedback was received from school and parents.
This feedback has included the following:
• From school governor: ‘…valuable, needed resource…we would support next year…Witnessed firsthand how well some of the children with additional needs and their parents have settled into the school’.
• From parent: ‘…learnt about the role of the school nurse….knowing that we are not alone with a child
with Special Needs’.
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Appendix B
Dorset HealthCare University NHS Foundation Trust
Finance and Performance Management Directorate
Part 1 Board Report Financial Summary – Month 6 (September)

Dorset Locality
Dental Services
Offender Health & Addition Services
Purbeck
Weymouth & Portland
North Dorset 1
North Dorset 2
West Dorset
Mid Dorset
Dorset Other
Poole & East Dorset Locality
Steps to Wellbeing & Paediatric
SALT
Specialist Community Services
Eating Disorders
Poole Bay
Poole Central
Poole North
East Dorset
Poole & East Dorset Other
Bournemouth & Christchurch Locality
Mental Health Inpatient Services
LD, Dom. Care, Aspergers & Brain
Injury
Bournemouth Central
Bournemouth East
Bournemouth North
Christchurch
Medical Staffing & Other
Other
Total Trust Position

Annual
Budget

YTD
Budget

YTD
Actual

YTD Variance

Forecast FYE

(Surplus) / Deficit

(Surplus) / Deficit

£m

£m

£m

£m

£m

2.0
17.5
6.8
12.1
8.8
5.8
6.7
5.8
2.9

1.0
8.7
3.3
6.0
4.4
2.8
3.4
2.9
1.4

0.9
8.6
3.4
6.1
4.3
2.8
3.5
2.8
0.9

(0.1)
(0.1)
0.0
0.1
(0.1)
(0.1)
0.2
(0.1)
(0.5)

0.0
0.3
0.1
0.4
(0.1)
(0.1)
0.3
(0.1)
(0.6)

9.4
12.2
1.5
9.3
11.9
5.4
11.1
4.1

4.7
6.3
0.7
4.6
5.9
2.7
5.5
2.0

4.8
6.1
0.7
4.5
5.9
2.6
5.6
1.9

0.0
(0.1)
0.0
(0.2)
(0.0)
(0.1)
0.1
(0.1)

(0.1)
(0.2)
(0.0)
(0.2)
(0.2)
(0.0)
0.1
(0.2)

34.3

17.3

18.1

0.7

1.5

8.0
4.7
6.0
5.3
4.1
0.9
43.3

3.9
2.4
3.0
2.7
2.0
0.3
19.3

3.9
2.4
2.9
2.6
2.1
0.1
20.4

(0.1)
0.0
(0.0)
(0.1)
0.1
(0.2)
1.1

(0.1)
0.1
0.0
(0.1)
0.0
(0.0)
1.8

240.0

117.2

117.9

0.7

2.4
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Appendix D
Details of Metrics/ Change Tracker /Data quality
Details of changes to metrics and thresholds made since the last report are listed below.
Data
Quality
Metrics
and
outcomes

Owner

Oct 14

An
independent
review of
data.

N&Q

Oct 14

An
independent
review of
data.

N&Q

Change Tracker
Quality and
performance
metrics

Health Care
Acquired
Infections.
Composite
Indicator
covering MRSA
Bacteraemia/
MRSA
Screening/ C.Diff

Restrictive
Interventions

Key
C
L
M
N

Source
Manual (M)
Electronic (E)

Requirement

C/M

N

Rationale

Threshold Description

Change

The composite indicator is related to
annual targets for MRSA
Wording up-dated to
screening (95%), MRSA (0) and
clarify that the
Difficile (20). Cumulative C Difficile
Infection Control
Strategic
MRSA screening
figures will be checked quarterly
Monitoring and Data
Objective
component of the
and if they exceed 4 in a quarter
collection (M)
2013/16
indicator only
will be rated as amber. If there is a
includes elective
case of MRSA directly attributable
admissions
to the Trust this will result in a red
rating for that month.
Prone Restraint,
Seclusion and
Rapid
Tranquillisation
Department of
Incident report (E)
N/A
incident graphs
Health initiative
with narrative
added to the
report

Report
change
made

Contractual requirement
Local
Monitor target
National requirement

Integrated Corporate Dashboard Sep 14 (Trust Board Nov 14)
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Purpose of Report

To present to the Board the findings of a six month
review of the deliverables as set out within the Trust
Blueprint and to propose that the Trust’s future
development in all six key themes, as described within
the Blueprint, will be taken forward and monitored
through the development of the Trust’s Strategy to be
presented to the Board in January 2015.

Recommendation

The Board is asked to receive the report and approve:
1. That the Trust’s future development in all six key
themes as described within the Blueprint will be
taken forward and monitored through the
development of the Trusts Strategy to be presented
to the Board in January 2015

Engagement and Involvement

This paper has been presented and amended at the
4 November 2014 Finance, Investment and Performance
Committee.
The PMO has worked with each of the Executive
Directors responsible for the six key areas to sign off the
narrative and associated deliverables.

Previous Committee/s Dates

Finance, Investment and Performance Committee.
4 November 2014

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

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

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

Yes

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











Yes

No

Detail in report










Initials _SH_________
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Introduction
The purpose of the Blueprint is to record how the Trust responded to significant failings in both
governance and in the quality of patient care and its plans and ambition for the future, to become an
exemplar in the delivery of personalised, integrated care in localities.
The Blueprint explains how during 2014/15 we are undertaking a programme of Governor, staff and
wider stakeholder engagement to refresh our vision, articulate our organisation’s purpose, reaffirm
our values and renew our strategic objectives.
It identifies the six key themes where we continue to develop towards organisational excellence and
signposts the more detailed strategies and plans that will follow:







Board and leadership development
Organisational development and our people
Governance, quality and risk management
Staffing
Performance and information reporting
Partnership working and participation

The purpose of this report is to provide a six month review of where we are against these six key
themes at request of the Board.
The top ten risks associated with the Blueprint are being evaluated and linked with the wider piece of
work on risk management.
In the Blueprint we have set out 36 deliverables, 20 have now been completed leaving 16 ongoing.
The deliverables are summarised in Appendix A and all evidence is reviewed by the Programme
Management Office (PMO) and held locally.

General
Over the next three to six months we need to respond to the following key pieces of strategic work:






The West Dorset Review of Mental Health Services.
The Clinical Services Review.
Winter pressures planning and the need to reduce Accident and Emergency activity
through the Urgent Care Board.
This year’s Contracting Round and the need to start to move from block contracting to cost
per case including Mental Health Payment by Results contracting.
The next stages of Better Together and Better Care Fund agendas.

As well as develop our strategy and supporting strategies.
A large proportion of the information required for these individual agendas is fundamentally the same,
therefore it was agreed by the Board on the 8 October 2014 to develop the information required by
these agendas through a single process running from October 2014 to the end of January 2015. This
work is being led by the Strategy and Business Development Directorate and will include the estates
strategy and the information management and technology (IM&T) strategy.
It is also proposed that as the six key themes within the Blueprint described areas for continued
organisational develop and as such no organisation will ever be a position to say that work in these
areas is finished, that following the completion of the 36 current deliverables within current Trust
Blueprint that the ongoing Trust development in all six areas will be taken forward and monitored
through the development of the Trusts strategy as described above.
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1 Board and Leadership Development
Blueprint May 2014 - Board and leadership development
Significant progress was made in developing the Trust Board and leadership capacity from October
2013 and we will build on this as we move forward. We now have the right people, doing the right
things, in the right way. The Board is providing appropriate challenge and setting ambition.
We have capability in the Board and we are building the capability throughout the organisation. The
clinical leadership programme in the Trust will continue to develop and promote team development
opportunities for all teams.
We have conducted a skills audit of Non-Executive Directors which is informing the recruitment to our
two existing non-Executive Director vacancies.
In April 2014 the newly-created Director for Organisational Development, Participation and Corporate
Affairs took up post.
Board development will have a particular focus on governance, risk management and assurance
systems.
To continue our board development we have appointed Frontline to support delivery of a programme
of work throughout 2014/15. This programme will include an annual skills audit, capacity building,
competency review, succession planning, and developing to work as a unitary team.
In completing the locality restructure we will appoint to three locality director posts in September
2014. We have already appointed a Programme Director to lead the locality transformation work.

1.1

Board Development Programme
To continue our Board development we have been working with Frontline to support delivery of a
programme of work throughout 2014/15.
The initial phase involved a diagnostic process consisting of:


A series of 1:1 interviews (face-to-face and telephone) carried out with Board members over
May and June 2014.
Observations of a Board and Committee meeting, a Board workshop, and an Executive
Team meeting.
Consideration of the Board’s corporate management process as it was presented through
agendas, papers and minutes.




The views of Board members were sought on three broad areas:




Key issues facing the Board.
How the Board goes about discussing and making decisions on these issues.
Board member role and contribution to the Board.

The findings from the initial phase were explored at the Board workshop on 20 August 2014.
Facilitated by Frontline, it provided space to understand the current position of the Board and key
insights to explore what ‘Great’ Boards look like and what this means for Dorset HealthCare. This has
helped shape the Board development programme for the next 12 to 18 months. The initial workshop
also provided an excellent opportunity to welcome new Board members, build familiarisation and gain
fresh new perspectives to support the Board’s effectiveness and development. There has been a
4

strong focus in the initial phases on risk, governance and quality at Board level. The Board also
discussed broad themes regarding how it will undertake experiential development as a Board that
links to actual work priorities e.g. risk assurance and corporate governance, strategy development,
organisational development.
Following the 20 August 2014 Board development workshop, Board members fed in further thoughts
and reflections on opportunities for Board development. The monthly Board workshops provide
dedicated time and space to support the development of individual and Board relationships and
support effective conversations to enable the Board to work effectively together as a unitary Board.
The 15 October 2014 Board workshop was facilitated by Frontline and agreed key elements. The
development programme will use real time issues and experience as the basis for development. It
will have the flexibility to respond to issues and development needs as they emerge. It will build
capacity for sustainable Board effectiveness and link development to other initiatives, such as locality
strategy, organisation development, personal development review, cost improvement, innovation, risk
management.
The next steps focus on three broad themes (task, team and individual) and form an integral part of
Board development workshops. These workshops also provide the vehicle for capturing, reflecting on
and monitoring the Board’s learning and development. Individual Board members are required to
integrate their individual development and outcomes as part of the personal development review
process.
1.2

Executive Appointments
We have continued to strengthen our senior leadership team and now have a permanent fully
resourced team in place to deliver our future.
We are on a journey of improvement and that demands a dynamic and innovative leadership team
with a diversity of skills and experience; we now have that team in place.
Steve Hubbard, Director of Strategy and Business Development started with the Trust on the 1
September 2014. Steve has over 30 years’ experience in health and social care services having
started his career in health care as an Occupational Therapy technical instructor in a large Psychiatric
Hospital in Macclesfield. He then trained and had a clinical career as an Occupational Therapist
before moving into management with the formation of the Primary Care Trusts. Steve has both NHS
and independent sector experience and recent roles have included: PCT Director of Commissioning,
Management Consultancy and Private Hospital General Manager, Managing Director of a small
ambulance company, before moving to his most recent role within Care UK.
Fiona Haughey, Executive Director of Nursing and Quality was appointed in July 2014. Fiona had
been Interim Director of Nursing and Quality at Dorset HealthCare since February 2014. Prior to this
role, Fiona was Interim Associate Director of Nursing and Quality and has held several management
roles in the Trust since 2012 including Acting Director of Nursing and Associate Director Children and
Families. Before this, Fiona worked at Bournemouth and Poole PCT in Acting Director and Deputy
Director positions since 2005. Fiona is a nurse by background and has worked in adult nursing,
mental health nursing and health visiting.
Jackie Chai is a Fellow of the Association of Chartered Certified Accountants (FCCA) and was
appointed Director of Finance and Performance Management in September 2014, after holding the
post of Interim Director of Finance and Performance for the previous year. Jackie has worked for the
Trust since 2008. Jackie’s career in the NHS spans 17 years, with varied experience in both financial
and management accounts, and in both provider and commissioner NHS organisations. She was the
Deputy Director of Finance at Poole Primary Care Trust. Jackie was a General Registered Nurse
having completed her training at the Royal Victoria Hospital (which subsequently became part of the
Royal Bournemouth and Christchurch Hospitals), Poole Hospital and at Herrison Hospital, the mental
health hospital formerly located near Dorchester.
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Alongside these appointments the three Locality Directors have now been appointed and will work
with staff and lead the Trust’s ambitious plans to deliver personalised, integrated care, in all localities.
Linda Boland’s previous role was Director, pan Dorset Children and Young People’s Services at
Dorset HealthCare which she held since January 2012. Prior to taking up the role, Linda was
Operational Director, Children / Young People and Specialist Mental Health Services and has held
several management roles in the Trust since February 1990, including Hospital Manager and General
Manager. Linda is the Director for the Poole / East Dorset locality.
Sally O’Donnell has been fulfilling the role of Interim Director for Community Health Services at
Dorset HealthCare since April 2014. Prior to taking up the role, Sally was Deputy Director for
Community Health Services. From 2005 to April 2012, Sally held Director positions including over
three years as Executive Director of Operations at Dorset County Hospital and Director of Learning
Disability Service and then Community Hospitals at Dorset HealthCare. Sally is the Director for the
Dorset Locality.
Eugine Yafele joined the Trust from his role as Deputy Director of Nursing at Cornwall Partnership
NHS Foundation Trust. Prior to this, Eugine worked at the Priory Healthcare Group as a Hospital
Director and Care Principles Limited / Huntercombe Group as a Hospital General Manager. Other
NHS experience includes his role as Head of Mental Health Services at Northamptonshire Healthcare
Foundation Trust from 2008 – 2010, and the role of Service Manager and Low Secure Unit Manager
at Central and Northwest London NHS Foundation Trust from 2004 – 2008. Eugine is the Director for
the Bournemouth / Christchurch Locality.
1.3

Non-Executive Appointments
In addition to the Executive Director appointments, four new Non-Executive Directors were appointed
to the Trust Board following approval by the Council of Governors on the 16 July 2014. John
McBride, Sarah Murray, Nick Yeo (all from the 1 August 2014) and Peter Rawlinson (from 1 October
2014) have joined our existing Non-Executive Directors to oversee the strategic direction of the Trust
and ensure it achieves high standards of care governance.
John McBride trained and qualified in accounting with Broxtowe Borough Council. He progressed
through a number of financial roles, including within Treasury, before then taking on wider leadership
roles including as Chief Accountant at the City of York. He moved to Poole in the mid-80s as
Assistant Director of Finance and then Director of Finance before being appointed Deputy Chief
Executive of West Dorset Council in 1990. John then re-joined Poole as Policy Director and was
appointed Chief Executive in 2002. He has recently retired from the Council.
Sarah Murray began her career as a lawyer working for a major London firm, Clifford Chance within
property and wider corporate areas. She then moved to a smaller firm in Bristol before relocating to
Brussels with her husband. On returning to the UK, Sarah set up her own software / events business
which she ran successfully for a number of years. Alongside this work, Sarah was Chair of Hampshire
Ambulance Service from 1998 to 2003 and a member of the Prison Service Review Body from 2004
to 2008. Sarah is currently a member of the Hampshire Office of the Police and Crime Commissioner
and a lay member of the Royal College of Surgeons Independent Review body.
After graduating in electrical engineering, Peter Rawlinson began his career in technology and
telecommunications, working for major businesses such as Plessy and Motorola where he became
Sales and Marketing Director and a member of the UK Board. In 1992 Peter then joined BT Global
Services, BT’s corporate and industrial service provider. This role then moved into Vice President of
Strategy and Development. Peter retired from executive employment and has since held NonExecutive positions with Epsom and St Helier University Hospitals, Southern Health, the University of
Bournemouth and the Stroke Association where he is Vice Chair.
Nick Yeo joined the NHS as a management trainee and spent a number of years moving through
management and director level roles with the NHS and the Department of Health. He took on his first
Chief Executive role with North Surrey PCT in 2002 and then moved over to East Sussex PCT and
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then Hampshire Partnership NHS Trust, a mental health and social care service provider. Nick’s final
role in the NHS was as Director of Provider Development for NHS South of England.
1.4

Director Service Area Visits
The knowledge and insight gained by Directors when engaging with patients and staff by hearing
patient stories, and visiting services areas / departments is used to cross check or ‘triangulate’ what
they learn from documents and other sources. This provides Directors with greater understanding and
growing capabilities to satisfy themselves as to the quality of service provided by the Trust.
At the 9 July 2014 Board meeting the Board approved the conventions on the use of patient stories
and visits to service areas and departments by Directors to foster learning and development. Each
Non-Executive Director has a personalised programme to reflect their particular interests and
availability.

1.5

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







1.6

Leadership Development Pathway - 100 Band 7 Team Leaders and Consultants have
undertaken the Empowering Leaders: Empowering Teams leadership development pathway
since September 2013. The pathway is designed to equip leaders with the core knowledge,
skills, attitudes and behaviours to be an effective, collaborative and resilient leader. It
provides a wealth of learning opportunities and challenge to develop our leader’s selfawareness, confidence and leadership skills to effectively lead their teams to bring about
positive quality improvements to the service user / carer experience in practice. A further
103 leaders are undertaking this pathway during the remainder of 2014/15. The Trust also
supports its leaders to participate in the national professional development leadership
programmes through the NHS Leadership Academy.
Line Leader Development Programme – a comprehensive menu of leadership programmes
are available for leaders, irrespective of banding, to undertake to enhance their leadership
knowledge, skills, and confidence.
Coaching Network – an internal coaching network has been developed to create capacity for
providing coaching to support the individual development of Trust leaders. The network will
be launched in December 2014 and will encourage informal, reflective, person-centred
learning opportunities for people to develop their self-awareness, self-belief and confidence,
to bring about positive change.
Team Development – a menu of team development opportunities have been developed for
leaders to have facilitated with their teams to support team effectiveness and development.
Team Development is available to leaders to support teams in developing a better
understanding of themselves, in order to continue to improve team-based practice and the
achievement of their objectives.

Performance Indicators
The Monitor Governance and Continuing of Service Risk Rating ratings are indications that the Board
is well performing.

Monitor Governance rating

Monitor Continuity of
Services Risk Rating

Target

Apr

May

Jun

Jul

Aug

Green

Red

Red

Green

Green

Green

Green

Green
4

Quarterly

Quarterly

Green
4

Quarterly

Quarterly

Green
4

Sept
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2 Organisational Development and Our People
Blueprint May 2014 - Organisational development and our people
We have been in a position where three legacy organisations did not merge or share a single
common purpose, in which too many staff do not relate to Dorset HealthCare, feel
undervalued and not listened to.
There have been incremental improvements, but there is much more to be done to break
down functional silos, embrace matrix working and multi-disciplinary team working and
ultimately unite the organisation in common purpose. In the short-term, organisation-wide
engagement events have allowed staff to share views and ideas.
We have already: introduced Chief Executive and non-Executive services visits; increased
direct communication between the Chief Executive and all staff; spent more time with staff
representative organisations and improved engagement with our clinical staff. There has
been a positive response from staff and a clear commitment to change, with a desire for one
organisation with strong, visible leadership. We have Implemented the national e-learning
management system for mandatory training.
A broader organisational development strategy will nurture a strong, positive culture that
supports and enables all staff to deliver consistently excellent standards of care. A focus on
our cultural development is particularly important after a period of concentration on ensuring
rigorous systems and processes are introduced and embedded across the organisation.
The organisational development strategy, participation strategy and communication strategy were
approved at the 13 August 2014 Board meeting. These three strategies contain interlocking interests
bringing together systems, process, culture and values that help the Trust celebrate success and
empower staff as part of its organisational development. Improving participation and its role and
function will be reviewed with input from third sector partners; and reviewing and implementing
communication channels and structure will continue to develop brand integrity whilst supporting the
13 cohesive locality units.
2.1

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





To promote connectivity and trusting relationships amongst our people and with patients, to
welcome ‘authentic patient partnerships’ and enable collective leadership.
To nurture a single, strong organisational culture that puts quality of care above all else,
hallmarked by openness, transparency and candour.
To give our staff the best possible experience at Dorset HealthCare, so they will be at their
very best for our patients and service users.
To make quality everyone’s responsibility.

The strategy included a detailed set of actions that form an overarching framework for improvement.
Some of the work undertaken so far includes the launch of a dedicated programme of staff workshops
to develop our vision and purpose and inform our strategic objectives.
An external partner, Smith and Milton, was appointed in September 2014 to provide knowledge and
expertise and enable delivery of an organisation vision and purpose statement and refreshed visual
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identity. During October 2014 we invited all staff to join in a conversation about Dorset HealthCare,
with a number of workshops designed to renew our vision and purpose and to consider the Trust
brand and visual identity. It is acknowledged that we deliver some fabulous services but not
everyone recognises who Dorset HealthCare is or the scope and breadth of its services. It is vital
that the people we serve – as well as our own staff – know who we are and what we stand for. The
outcomes of the staff workshops will inform the development of a vision and purpose statement and
visual identity, which will be signed off by the Board in January 2015.
Staff have also been invited to contribute to the development of a staff and team recognition scheme
that will regularly recognise and celebrate achievement and innovation across the Trust. This
scheme will include some form of annual celebration and the rolling recognition programme will form
a pipeline of potential submissions to national and specialist recognition and award schemes. A
proposal for the recognition scheme will be discussed at the 12 November 2014 Board meeting.
The Director for Organisational Development has continued to scope a bespoke programme of work
with the Kings Fund, which will support leadership and team development for all staff and
complement the Board development activity being led by Frontline. The detailed proposal has been
agreed in principle by the Executive Team and is now subject to some final revisions before
implementation. The programme would not be expected to begin ahead of January 2015, to allow for
operational structures and systems to embed following the October 2014 change to locality team
working.
2.2

The Communications Strategy
The communications strategy sets out how a coordinated and consistent approach to our
communications will support us to constantly improve the services we deliver to the people of Dorset
and beyond.
We propose three distinct phases of activity:




Phase one: August to December 2014: Planning and development of communications
infrastructure, working with staff in localities to identify internal and external
communications requirements.
Phase two: January to March 2015: Testing and implementation of refreshed channels and
products.
Phase three: End March 2015: effective communications re-launch, including brand
identity.

Between August 2014 and end March 2015 we are developing the basic platforms and products from
which to launch our more ambitious initiatives.
The immediate focus for communications development has been to scope out substantive
requirements for the function with a view to ensuring the team is adequately resourced as the Trust
moves forward. We expect to advertise for additional resources in November 2014.
2.3

Staff involvement in the Cost Improvement Programme
A timetable for the development of the Cost Improvement Programme (CIP) 2015/16 has been
developed and was presented to the Finance, Investment and Performance Committee in September
2014. This set out clear plans for staff engagement throughout the process of developing CIP
schemes. We have involved teams through creative workshops and through an online interaction to
gather ideas to improve quality and save money.
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2.4

Performance Indicators
Staffing indicators reflect the culture of the organisation.
Target

Apr

May

Jun

Jul

Aug

Sept

Sickness absence

< = 4.0%

4.5%

4.0%

4.3%

4.3%

4.2%

4.34%

Vacancy rate

< = 10%

8.3%

9.1%

9.6%

9.7%

8.4%

8.54%

N/A

5

8

5

4

5

3

Staff Friends and Family
Test

N/A

Quarterly

Quarterly

71.5%

Quarterly

Quarterly

TBC

Friends and Family Test
Score

> = 80

89

83

86

85

85

89

Complaints/patient feedback
about staff attitude % of
complaints/patient feedback
where staff attitude is an
issue

Although the Trust is reporting a compliance with the overall target for the vacancy factor, the Board
is focusing on more detailed analysis which highlights specific issues within operational areas. This is
set out monthly in the Integrated Corporate dashboard.
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3 Governance, Quality and Risk management
Blueprint May 2014 - Governance, quality and risk management
We have set out the early improvements that have been made to take the Trust from a position of
being unable to assure itself of the quality of its services to one where it is much closer to
functioning and monitoring its quality and performance.
We will continue to work with PM Governance to respond to the findings of their independent review
of the Trust risk management and quality governance arrangements.

3.1

An Improved Risk, Assurance and Quality Framework
From the beginning of June 2014, PM Governance has been working with us to develop risk
management, assurance processes and governance arrangements across the Trust. This work was
summarised at the September 2014 Board workshop and a number of key decisions about the future
governance arrangements were agreed.
It was agreed we would hold an annual Board workshop on risk horizon scanning with the output set
out in a strategic risk plot to more readily identify the strategic risks at the start of each new financial
year. This will facilitate the population of the Board Assurance Framework (BAF), and the acquisition
of assurances throughout the year from internal and clinical audit teams. This will raise confidence
about the design and operation of controls which mitigate those significant risks. We have also
committed to a review of the audit needs and resources (both internal and clinical audit).
The Board supported the planned introduction of a revised risk management policy which will need to
be accompanied by training and communication in time for 1 April 2015. We agreed that in future
adherence to the NHSLA Risk Management Standards would be subject to a developmental
approach where added value rather than adherence alone would be prioritised. The approach
undertaken continues to be led by the Director of Nursing and Quality
We agreed to maintain the current format for Board assurance reporting, however, the methodology
going forward would make use of the three line of defence concept with a careful consideration of an
assurance map approach.
Work to provide refresh assurance processes via Board Committees is underway and it is
acknowledged that this is not a quick fix. There will be two assurance Committees and the terms of
reference of these and the Executive’s senior groups are being developed for review by the steering
group on 19 November 2014.
The designation of Chief Risk Officer will be split between the Director of Nursing & Quality (clinical
risk) and the Trust Board Secretary (non-clinical risk).
The senior groups of the Executive will be an Executive Quality and Clinical Risk Group and an
Executive Performance and Non-Clinical Risk Group.
The introduction at the end of each financial year, of letters of assurance from assurance Committee
chairs to the Trust Chair setting out their review of assurances of control systems during the year and
letters of management representation by Executives and their direct reports to the Chief Executive
about disclosure of quality failings and unmitigated risks has been discussed but will not be
introduced yet.
An implementation steering group has been established to steer these decision points through to the
Board with a ‘go live’ date planned for by 1 April 2015.
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3.2

Provider Compliance Assessments and Peer reviews
We continue to improve our use of the Provider Compliance Assessment (PCA) tool and roll out of
peer reviews.
Peer review training has been delivered by Niche Patient Safety and specific tools have been
developed for each of the 16 essential standards. The training has been reviewed on an ongoing
basis with improvements being fed into the next sessions.
The programme of standards to be peer reviewed is in place. A sample of the peer reviews are
quality assured by the Regulation and Compliance Team.
When action plans are being developed the Regulation and Compliance Team are involved to provide
an objective view of the actions proposed. These action plans are then monitored to ensure the
actions are being implemented and are meeting the requirements of the essential standard outcome.
Once more information is available from Care Quality Commission (CQC) regarding the fundamental
standards, the peer review tools will be refreshed to ensure they remain current. We are developing
an IT platform to record the PCA compliance levels which the Directorates will use to report to replace
the current manual system. The PCAs will be mapped to the fundamental standards and Key Line
Enquires developed by CQC so that we can transition to the new fundamental standards without
having to stop one process to replace it with another.
A team of peer reviewers to quality assure the peer review findings will be identified across the Trust.
This team will be offered training and we can develop a programme of ‘inspections’ based on the five
questions to take forward as a rolling programme. The training will be provided by internal audit.

3.3

Quality Strategy and Priorities
A series of staff workshops were held throughout September 2014 to engage staff in reviewing the
quality strategy. At the Trust Annual General Meeting held on 23 September 2014, we also included
five questions for staff, patients, public and stakeholders to consider that included considerations of
quality priorities for the Trust in 2015/16.
The development of the quality strategy will link in with the ongoing work on the new strategic plan
and objectives, outcomes and performance measures due for completion in January 2015.
The quality priorities for 2014/15 have been disseminated through our Quality Matters newsletter with
an update provided on our performance against them each quarter. We have set up a visual display
at Trust headquarters for all staff and staff accessing the site for training, displaying the quality
priorities and our performance against them. Posters and flyers have been printed and sent to every
clinical area outlining the priorities and these are evident on internal quality visits on the wards and
clinic areas.

3.4

Performance Indicators
Monitor governance indicators represents the Trust performance in this area.
Target

Apr

May

Jun

Jul

Aug

Sept

Red

Red

Green

Green

Green

Green

Green
4

quarterly

quarterly

Green
4

quarterly

quarterly

Green
4

N/A

97%

96%

97%

97%

97%

97%

Green
Monitor Governance rating

Monitor Continuity of
Services Risk Rating
% compliance with CQC
outcomes as self-assessed
using PCAs

12

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

4.1

Setting Staffing Levels
Implementation of the February 2014 staffing levels plan has been achieved in all the community
hospital wards (13 older people’s physical health / rehabilitation wards). Of the 17 adult / older
peoples mental health wards the February 2014 plan has been implemented in 12 of the wards. In
this plan there were four wards that were assessed as being able to safely reduce the staffing levels
but on further review this was not found to be possible due to the acuity / dependency of the patients.
The other ward (older people’s mental health) was also reassessed and professional judgement
considered an increase in ratio of registered / nonregistered nurse was required. Of the specialist
mental health wards (two) the February 2014 plan has been implemented.
In August 2014 our Board agreed revisions to the staffing plan including:



Additional funding of £89,109 for the three acute mental health wards (Haven, Dudsbury
and Seaview).
Additional investment (£167,222) for Harbour Ward and Alumhurst Ward.

This addresses the wards where the February 2014 Plan was not implemented as the report initially
recommended.
4.2

Achieving Staffing Levels
Staffing is currently the biggest risk to the organisation.
Based on the ward to Board metrics, staffing reports and feedback from staff / managers, the work
undertaken to date is not successfully managing sufficient recruitment / retention levels to meet the
needs of the Trust and ensure our services can operate at full capacity.
Therefore achievement of our agreed staffing levels continues to be one of our main areas for
concern and a key area of the Board’s focus. From September 2014, a group chaired by the Chief
Executive, is undertaking a full review of the Trust’s position and a rapid assessment and
implementation of a robust plan to fast track recruitment and retention initiatives is underway.
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We continue to provide the monthly upload to NHS England that highlights the registered and nonregistered nursing on day and night shifts. Further there is a monthly report to the Board on inpatient
staffing levels highlighting wards that have a higher ratio of red shifts (where actual staff on duty fell
short from what was planned, either in numbers or in skill mix). Shifts are displayed daily on the ward
notice boards.
Whilst we are committed to a reduction in the use of agency staff this has to be balanced against the
risk of not having adequate staff on each shift due to current vacancies and difficulty experienced in
recruitment. We continue to monitor the financial impact of the use of agency staff via the finance
report.
Going forward the Trust will set a recruitment trajectory to fill nursing establishment posts.
During October 2014 a Board Workshop was devoted to improving retention and recruitment to help
ensure suitability of staffing. Three areas of activity identified included:

4.3



Seeking to ensure recruitment operates effectively and efficiently, improving speed of
recruitment, processes are developed and pursuing initiatives that attract suitable
appointments for hard to fill roles. This was set as an expectation for HR, the Chief Executive
and the Executive Team. The Chief Executive is leading project group to reflect the
challenges arising from national, regional and local recruitment challenges;



Focussing on retention and initiatives supporting retention including leadership investment,
employee engagement, empowerment and support, with investment in improving
organisational culture. With an outcome where the Trust is viewed as an Employer of Choice;



Considering lateral approaches that help re-define the recruitment challenges e.g. workforce
re-design, addressing reasons why staff leave, changes to the procurement of bank and
agency staff, considering re-design of service delivery and the way patients and service users
access services and other approaches that help make the best use of scarce skills.

Training
We are committed to achieving our target in mandatory training (95%) and are taking the necessary
action in supporting our staff to access these courses.
Monitoring of mandatory training takes place monthly at our Performance Review Meetings identifying
percentage compliance by directorate and team together with Board reporting. Mandatory training
exception reports were introduced in February 2014 on a web based reporting system for managers
to access.
Incremental progression linked to completion of mandatory training completion has been agreed with
the unions. In support of this, the new e-appraisal system was launched in June 2014 which enables
individual staff to access and view their complete training record including mandatory training due,
outstanding and completed.

4.4

Performance Indicators
Staffing indicators track the impact of these actions.

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

Target

Apr

May

Jun

Jul

Aug

Sept

<=1

4

5

6

13

26

19

> = 85%

Quarterly

Quarterly

92.7%

Quarterly

Quarterly

93.20%
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Staff core mandatory
training

> = 95%

90.1%

89.4%

89.7%

90.9%

90.8%

90.16%

Sickness absence

< = 4%

4.5%

4.0%

4.3%

4.3%

4.2%

4.34%

Vacancy rate

< = 10%

8.3%

9.1%

9.6%

9.7%

8.4%

8.54%
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5 Performance and Information Reporting
Blueprint May 2014- Performance and information reporting
We have done much to improve the monitoring and reporting of performance at team,
Directorate, Committee and Board level, taking best practice into consideration as highlighted in
the Monitor Quality Governance guidance.
The integrated corporate dashboard has been significantly updated to include directorate
performance set against updated quality metrics, as well as overall Trust performance that is
now tracked with trend analysis over a 13 month period.
Further improvements to the way we track team and directorate performance have been
introduced, with team outcome reports that drill down to ward level now available across a range
of metrics and the introduction of directorate performance review meetings. These meetings
review and challenge quality metrics with a focus on ensuring swift action is taken where
changes in performance are identified.

5.1

Reporting
The Trust has a clear vision of being an organisation that is truly enhanced by the use of Information
Management and Technology (IM&T) and utilises technology in the best possible way to support
patient care.
A two year plan to introduce a comprehensive electronic management information system was
included firstly in the interim IM&T strategy approved in January 2014 and then again in an updated
IM&T strategy that was discussed at the Finance, Investment and Performance Committee 3
September 2014. The Committee agreed that implementation should continue at pace but would
require a further update once the overall Trust strategy is in place.
We have appointed a Head of Information who is bringing all the strands of performance and
information reporting together to provide a holistic approach, ensuring this activity drives quality
improvements.
As a result of our recent locality management restructure, our internal reporting for finance and other
areas has been updated to reflect these changes.

5.2

Implement changes from the review of quality metrics to improve Board to ward sight of
performance, and implement standardised team level reporting across all domains
The review of quality metrics has been completed and a revised set of metrics agreed. Work has
commenced to implement a new dashboard at team, locality, directorate and trust levels in addition to
internal benchmarking functionality, allowing teams and services to compare their own performance
against peer groups. A pilot phase will shortly commence to assist in resolving data quality issues
before formal implementation takes place.
This will be a significant milestone for the Trust in our journey to introduce a more robust performance
led culture, providing meaningful information to clinicians and services and enabling pro-active
decision making and improvement action.

5.3

Integrated Corporate Dashboard
The integrated corporate dashboard and report continues to evolve to meet users’ needs. The report
to the 13 August 2014 Board included a revised executive summary with enhanced narrative and
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reporting on the Blueprint deliverables for the first time. Deteriorating performance is clearly seen via
the 13 month rolling trend lines and continues to be reported as part of the improved reporting.
Further improvements to the integrated corporate dashboard are planned to align with the
introduction of the new quality metrics.
5.4

Internal Audit of Data Quality
In September 2014 we were provided with the draft internal audit report ‘Compliance review of data
quality- Board Performance Indicators’. The report will be finalised along with a proposed action plan
and presented to the Audit Committee 12 November 2014 for approval. The action plan includes
revisions to our data quality assurance framework and improved audit procedures and this will be
captured as part of the wider plan for performance and information reporting linked to the strategic
plan.
We have made significant improvements in data quality to date. For example, following new
leadership and strengthened oversight in our mental health services we identified there was an
incorrect interpretation and reporting of the delayed transfers of care indicator. The data collection for
this indicator was subsequently reviewed and procedures were put in place to ensure accurate
reporting occurred.

5.5

Performance Indicators

Trust wide number of
indicators- within target
(number)

Target

Apr

May

Jun

Jul

Aug

Sept

N/A

73%
(25)

76%
(25)

75%
(27)

75%
(27)

78%
(28)

79%
(30)
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6 Partnership Working and Participation
Blueprint May 2014 - Partnership working and participation
Partnership working and building a local coalition for quality and service improvement are critical for
us to successfully move to delivering patient-centred, integrated services. A summary of our
partners and stakeholders can be found in Appendix 3.
We know that in the past there were many fractured, dysfunctional relationships, both internally and
externally and we have been working hard to repair and rebuild these. Confidence has been
restored in some cases, but those relationships are still fragile and we recognise there is much
more to be done.
We intend to develop formal and informal mechanisms to improve our partnership working and
build strong working relationships, including seeking opportunities to work more closely with local
partners such as the Health and Wellbeing Boards, and Healthwatch Dorset.
We will strengthen our partnership with Bournemouth University, which brings benefits including
supporting innovation, attracting and retaining high quality staff, professional development and
research opportunities. We will work with the university to ensure our new models of service
delivery are based on best evidence, supported by training and robustly evaluated. We also
recognise that our services will be most effective and of the highest quality where we have involved
local people and patients in their design and delivery and have listened to and acted on what
people tell us they want from our services.
Our ambition for participation is to empower individuals and their carers in their interactions with our
services. We will work much more closely with our local population, to determine the future
direction and design of our services. We will welcome 360 degree feedback and introduce rigorous
mechanisms to understand local experiences of our services, local perceptions and people’s
ambitions for our services.
We will build on the work done to date to strengthen the Council of Governors and continue to
develop and support them in their role in the organisation and seek to expand the membership of
the Trust, so that we may genuinely hear from every part of our local population.
The organisational development strategy, participation strategy and communication strategy were
approved at the 13 August 2014 Board meeting.
6.1

The Participation Strategy
The participation strategy is the next step on from the patient and public engagement (PPE) strategy
2011-2014, which sets a strong vision and direction of travel for the Trust to fully involve patients and
the public in its work and their care. This strategy builds on existing good practice and seeks to
spread that across all of our services.
The participation strategy stretches our ambition even further, so that beyond engaging and involving
people, they are actively empowered in their relationship with Dorset Healthcare, whether local
resident or someone accessing our services. The objectives of the strategy are:





To make sure the voices of patients, service users, carers and local people are present
throughout Dorset HealthCare, in its services and in setting the strategic direction.
To give patients and service users, carers and our staff the confidence, knowledge and
skills to make individual participation and patient-centred services a reality.
To strengthen collective participation, so that we may be held to account and may hear
patient and public voice, ensuring we involve all in the constant improvement of our
services
To strengthen our insight and feedback mechanisms to ensure we are listening to and
acting on what patients and local people tell us they want from our services
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The participation strategy set out an ambitious timescale for delivery and the Trust must remain
ambitious whilst ensuring it allows adequate time to co-produce the appropriate mechanisms and
behaviours to make participation a reality at Dorset HealthCare.
Taking account of the changes to locality management structures at the start of October 2014 means
that the organisation needs to rethink the way it connects to local communities and partners, as well
as ensuring it does not lose the good practice already in place. The Trust will bring together all of the
people previously responsible for engagement and involvement in early December 2014 to:




Discuss the impact of the locality changes on individual and collective involvement.
Form the working groups identified in phase two of the participation strategy action plan.
This will take place in early December 2014.
Start to map partners and service-user led organisations to localities to inform how we are
working with people across the Trust.

Teams are continuing with existing participation and involvement initiatives, examples of which are
reported quarterly to the Quality Assurance Committee (QAC).
6.2

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

6.3

Bournemouth University
A proposal for renewing the Memorandum of Understanding between Bournemouth University and
Dorset HealthCare University NHS Foundation Trust was drafted in April 2014. This set out how we
would strengthen our partnership bringing benefits including supporting innovation, attracting and
retaining high quality staff, professional development and research opportunities. We work with the
university to ensure our new models of service delivery are based on best evidence, supported by
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training and robustly evaluated. We recognise that our services will be most effective and of the
highest quality where we have involved local people and patients in their design and delivery and
have listened to and acted on what people tell us they want from our services. Recognising our
opportunities to exploit and challenges to address.
A joint paper from us and Bournemouth University was presented to the October2014 Trust Board,
and was approved by the Bournemouth University Senate on 29 October 2014, confirming the
Memorandum of Understanding.

Conclusion
Overall we have made good progress against the Blueprint and moving to become an exemplar in the
delivery of personalised, integrated, care in localities.
We continue to monitor to key deliverables and as we develop our Trust wide strategic plan by
January 2015, we will keep progressing the six key themes.
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People Management and Organisation Development
Part 1 Board Meeting 12th November 2014
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Colin Hague, HR Director
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To give a monthly update on people management and organisation
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This follows a monthly Part 1 Board reporting on People Management
and Organisation Development in October 2014

Monitoring and Assurance Summary
This report links to
the following
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We will deliver high quality, safe patient care
We will support staff to innovate and improve care
We will work with partners to deliver joined up care closer to home
We will remain a high performing organisation
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each of the implications of this
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Legal / Regulatory
People / Staff
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Any action required?
Yes
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report

Yes





















No




1.

Report Summary
A range of actions are taking place to support speed of recruitment and help ensure suitability of
staffing.
The post of Trust Secretary is being recruited to arising from the retirement of Chris Harvey.
The report updates on Black History Month and Mental Health Awareness developments from an
equalities perspective.
National industrial action during October did not have a significant impact on Dorset HealthCare
Services. The trade unions nationally have, however, indicated planned industrial action for later in
November 2014.
The report outlines preparation for a National Care Certificate for staff on Bands 1 to 4 that should
apply from April 2015 arising from the Francis Report,
The implementation of ligature audits in Inpatient Units has been programmed to be completed by
the end of January 2015 and involves improved arrangements for management of this risk.
The Flu vaccination programme is being implemented and Occupational Health remain successful in
marketing and delivering services to other organisations.
The opportunity has been taken in this report to update on the Secure, Counter Fraud and Security
Management Services hosted by the Trust, some areas of Secure work activity that affected Dorset
HealthCare and marketing of their services.

2.

Organisational Change
The following Organisational Change programmes are in progress:
Mental Health Inpatients, Glendinning Rehabilitation Unit - Consultation is ongoing for changes
to shift patterns affecting all 13 staff in the unit. The proposed changes will bring Glendinning in line
with other Mental Health Inpatient units and address some issues around compliance with the
Working Time Directive, for example where staff have worked a late shift followed by an early shift
the next day, thereby not receiving adequate rest time. The new shift pattern will be effective by the
beginning of December 2014.
Memory Support Services (Community Health Services) – The service transferred to the
Alzheimer’s Society on 1st September, taking 4 staff members’ under TUPE with it. Of the 3 staff
members who did not transfer, 1 has secured alternative employment and the remaining 2 are
expected to secure suitable roles that have become available and to which they are currently
seconded.
Dental Services - Information is available from Somerset Partnership relating to the proposed
transfer of Dental Services. A meeting with dental staff is taking place on 6 November 2014.

3.

Suitability of Staffing
A range of activities are taking place to support recruitment and retention outcomes as outlined at the
Board Workshop in October. This includes a Chief Executive led project group. Activities during
October include the following:
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HR Capacity
In recognition of suitability of staffing remaining a key priority for the Trust, Directors have agreed
support for additional temporary resources within HR Services. The additional resource has
bolstered the ability of the team to provide a quicker service, supporting responding efficiently to
recruitment needs across the organisation. Three of four new staff have commenced in post by 1
November 2014 and are fixed term until the end of March 2015.
References
Reference process arrangements have been reviewed as part of the pre-employment checks for new
employees. An NHS Jobs facility is used to support a systematic process of following up references
that are not received within defined timescales and enable recruiting managers to approve
references in a timely manner. A guidance document is being drawn up for use by recruiting
managers.
Electronic Forms
The recruitment authorisation and change of circumstances forms are being launched as e-forms
during early November, thereby ceasing the use of any paper-based forms by HR Services and
contributing to increased efficiency of processes.
Delegated Authority Empowerment
The level of authority to sign off Advert Request forms and Change of Circumstances forms have
been with Associate Directors. In light of a review by Operational Directors, authorisation from band
7 level budget managers and above will now be accepted. It is intended that this change will allow
band 7 level managers to authorise recruitment and staff changes within a service and budget they
are familiar with, therefore speeding up the process.
Indicative Commencement Date
In accepting a conditional offer of employment prospective employees are, from October, being
asked to provide an indicative commencement date, in order to initiate conversations about notice
periods and release dates, thereby facilitating an earlier commencement date. This is supporting
improving speed of recruitment.
Guaranteed Job Offers
Directors have now agreed the proposals to introduce a Guaranteed Jobs Scheme for Graduate
Mental Health Nurses from Bournemouth University and this is now in the implementation process.
Refer a Friend Incentive Scheme
Proposals for the Refer a Friend Scheme have now been agreed by Directors, with a £250 payment
being offered for referrals for Bands 5 and 6 Nurses and Allied Health Professionals and other hard
to recruit to posts, as designated by Directors.
Return to Practice
Adverts for Return to Practice students for the January 2015 course at Bournemouth University have
now been placed in the local press and to date, 10 applications have been received. The closing
date for applications is 25 October 2015.
Pre-Registration Nurse Training
The closing date for applications for secondments to Pre-Registration Nurse Training (Adult) in
February 2015 was 17th October and 13 Applications have been received. The interviews will take
place on 18th December, following Bournemouth University’s selection process.
Jobs/Careers Fairs
A Trust stand was recently held at British Forces Careers Fair at Tidworth and whilst this was
disappointing in terms of enquiries from clinicians, there was interest from individuals wishing to gain
management/project type of work and joining the Professional Register.
A Trust stand was recently held at Queen Elizabeth School Wimborne Careers Event and there was
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a great deal of interest shown from students wanting a career in the NHS, particularly in nursing.
A Trust stand will be set up at Southampton University Health Science Careers Fair on 18
November.
A Nurse Recruitment Open Day was held at Westhaven Hospital in Weymouth on 19 September and
while there were a good number of attendees interested in Health Care Assistant roles, there was
little interest shown from Registered Nurses at this particular event.
NHS Jobs
NHS Jobs is being updated continually and enhances the service that is able to be provided. Recent
updates include automatic notification to managers when a vacancy closes; email notification of a
candidate booking their interview slot; and, notification of reference receipt.
Recruitment to the Region
A project led by Dorset HealthCare has been initiated with other Dorset NHS Trusts and Salisbury
Hospital to work together to develop joint recruitment material and share visits to Nurse Recruitment
Fairs to encourage recruitment to this locality.
December update
Recruitment and Retention remains a priority. The Board Assurance Framework reflects the national
and local recruitment and retention pressures. An update will be provided to the Council of
Governors in November and at the December Board meeting.
4.

Trust Secretary
Chris Harvey will be retiring from his post during November 2014. His service has been appreciated.
The post of Trust Secretary is currently being recruited and Governors will be invited to participate in
the appointment process.

5.

Equality, Diversity and Workforce
Black History Month
As part of Black History Month the Trust supported the South West Dorset Multi-Cultural Network
event at the Corn Exchange, Dorchester on Saturday 11 October. The event has been running for
five years and this year’s event was reported as being the most successful with over 150 people in
attendance. Follow up stories and pictures will be used in the Dorset and Bournemouth Echo.
A successful Black History celebration event took place on 29 October at Bournemouth University
attended by the Director of HR. The work of Dorset HealthCare Community Development Workers
and the Trust Equality and Diversity Manager was recognised at this joint event with Bournemouth
University and other partner organisations.
Mental Health Awareness
A full programme of events took place jointly with Bournemouth University and there was a great
attendance throughout the week.
The Dorset Time to Change Network held a special meeting to discuss the next steps and to appoint
a new Chair, Liz Morris. Bovington Wives ‘Coffee and Chat’ group have seen an increase in numbers
over the past month. The Friday meeting continues to grow and has the full support of the garrison
welfare services. A fund raising event ‘Channel Swim’ is being planned for the 13th November 2014
and a social event for the 21 November 2014. Plans are already underway for the second National
‘Time to talk Day’ on 5 February 2015.
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6.

Industrial Action
Following recent ballots, the majority of health unions have now announced details of the industrial
action they intend to take in response to the Government’s decision on the 2014/15 NHS pay award.
UNISON, Unite, GMB and UCATT members working in the NHS in England took strike action
Nationally on Monday 13 October for four hours from 7 am to 11 am.
The impact of the action on Dorset HealthCare was very limited on this occasion and did not affect
patient services. UNISON appeared to concentrate picketing chiefly at acute Trusts.
Members of the Society and College of Radiographers took part in a four hour strike on Monday 20
October from 9 am to 1 pm. Dorset HealthCare employed Radiographers worked normally. Action by
one Radiographer from another Trust, deployed to work at Dorset HealthCare, did not have a
significant affect on patient care.
The action nationally has been followed by ‘action short of strike’ between 13 October and 9
November. The action was designed to focus on encouraging trade union members to take their
breaks, work to rule and adhere to the 37.5 hour week. To date this action has not had a significant
impact on service. The Trust is concerned to support staff taking appropriate breaks.
NHS trade unions have nationally announced further strike action for Monday 24 November 2014.
The action will take the form of a four-hour stoppage (although we have not yet been informed of the
timings), followed by a further four-day period of action short of a strike. The nature of this action is
not known at the moment.
The following trade unions have indicated that they will be asking their members to take part in the
action:
•
•
•
•
•
•
•
•
•

UNISON
Union of Construction, Allied Trades and Technicians
Society of Radiographers
Association of Occupational Therapists
GMB
Unite the union
Managers in Partnership
Prison Officers Association
Royal College of Midwives

In addition to the above unions, the Hospital Consultants and Specialists Association and British
Dietetic Association will not be taking strike action on 24 November, but will be asking their members
to take part in a week of action short of strike action between Tuesday 25 and Sunday 30 November
2014.
The Royal College of Nursing and the British Medical Association are not balloting for industrial
action.
Detailed HR advice will be given to managers and co-ordinating of contingency plans. The HR
approach will be consistent with the arrangements that applied for industrial action during October
including the seeking of exemptions.
7.

Employment Tribunals
Since September 2013, there have been six Employment Tribunal applications received by the Trust.
Five out of six of the claimants were dismissed by the Trust for acts of gross misconduct and are
making claims of:
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-

Discrimination and unfair dismissal
Unfair dismissal on the grounds that the penalty was too harsh
Unfair dismissal and sex discrimination
Unfair dismissal, disability discrimination and whistleblowing
Unfair dismissal, race discrimination and notice pay

The remaining claimant raised a grievance and is claiming disability discrimination and failure to
make reasonable adjustments.
The current status of these six claims is:
-

One has been successfully defended
Two have hearings pending in December 2014 and January 2015
One has a stay of proceedings due to ill health of claimant
One has witness statements being prepared in November 2014
One has requested settlement and a postponement request has been submitted to the
Tribunal

Dorset HealthCare has not had any Employment Tribunal findings of unfair dismissal or
discrimination against it at this time.
8.

Learning and Development
Learning and Development activities impact on quality and some areas of development are set out
below.
Deprivation of Liberty Safeguards
In March 2014, the Supreme Court ruled on eliminating informal care for people who lacked capacity.
It is therefore, of paramount importance to ensure that all people who lack capacity who are
inpatients are subject to an urgent consideration and authorisation under the Deprivation of Liberty
Safeguards.
A strategy has been implemented which identifies eight experienced practitioners who have been
allocated one or two community hospitals to deliver training and offer support and guidance on the
practicalities of implementation within practice. This input is due to take place between now and
November 30th, after which a scoping exercise will be conducted to ensure 100% compliance.
Non-Executive Directors are more than welcome to join in any of the workshops available to
community hospital staff, if this is of interest. If there was sufficient interest in either a briefing or
bespoke session this could be organised for Non-Executive Directors and others who have an
interest in this topic.
Care Certificate
The new Care Certificate for all newly recruited Bands 1 – 4 staff will be launched in April 2015. This
is in response to the Francis Enquiry, and followed by the Cavendish review of healthcare assistants
and social care support workers.
The national Care Certificate is designed to equip staff in bands 1 – 4 with a standard and
transferable minimum set of competencies across the health and social care sector. It is also
designed to meet the essential standards set out by the Care Quality Commission.
There is a requirement to ensure that staff in bands 1–4 receive a comprehensive Induction prior to
starting work in a clinical setting. They will then be required to evidence through the use of
workbooks the application of specific competencies within the workplace, during their 3 month
probationary period. Assessors will be required within the clinical setting to sign off achievement of
the competencies.
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There are currently pilot sites testing out the implementation of the Certificate from which we will be
able to learn. The local pilots involve Royal Bournemouth General Hospital and Hampshire
Hospitals. The pilot implementations are raising many questions which need further guidance being
provided by Health Education England.
However, there is a national requirement for every Trust to implement the Care Certificate from April
2015.
At this point in time, preliminary consideration has taken place with the Director of Nursing and
Quality and Director of HR. A report is planned for discussion and consideration with the Executive
Team in November 2014, including resources required to support the implementation of the Care
Certificate. It is important that the implementation supports a worthwhile learning and development
experience for bands 1 – 4 to enhance the level of care provided to our service users, rather than
becoming a simple tick box exercise to meet a national driver.
Mental Health Learning Pathway
The new Mental Health Learning and Development Pathway was launched in October 2014. The
pathway provides learning sessions on three levels: foundation, practice and specialist.
All new staff in Mental Health starting after April 1st 2014 are being targeted to attend the foundation
programme with the expectation of completion within six months.
For the first time, the pathway provides a comprehensive and consistent framework for learning. The
pathway will have far-reaching consequences on ensuring staff not only have the basics in place but
are updated in areas of practice relevant to their work.
The courses within the Mental Health pathway are also available to existing staff not working in
Mental Health as appropriate, in support of the delivery of integrated care.
9.

Health and Safety
Management of Ligature Issues
The reporting of potential ligature risks on inpatient units has progressed, and the Health and Safety
Team are now producing Ligature Management Plans which are reviewed with clinical staff leading
to the production of prioritised action plans.
The Health and Safety Team has started a process of auditing all in patient mental health units to
address the issue raised in the Internal Audit report that only 55% of the areas had a current ligature
audit report in place. The team plan to have audited and fed back all reports by the end of January.
Due to the risks posed by ligature points in the in-patient areas this is the current priority for the team.
Ligature Management Plans are also being produced to assist the project team who are undertaking
the works at St Ann’s on Dudsbury, Merley, Twynham and the other affected wards.
The Team have continued to evolve the electronic tool using the iAuditor iPad app. The app
produces high quality Ligature Management Plans which are then agreed with clinical staff, and used
to assist in prioritising the work done with the Estates Department to manage and mitigate potential
ligature points. The Plans are designed to be live documents and to be constantly updated as work is
done.
The Ligature Management Policy has been to the Health and Safety Committee for approval and the
aim is to agree this at the next meeting of the Trades Union Partnership Forum.
Health and Safety Team Support for the Locality Model.
The Team will support the Locality Model by working with designated managers to ensure that all
areas receive full support. Team members will also have specific topic areas to cover and provide
support to staff should issues arise.
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The Team will circulate a full area / responsibility list in the next 4 weeks.
Health and Safety Team Audit / Assessment Visits
The Health and Safety Team have completed 12 site audit / assessment visits in October up to the
27th. The majority are small Workplace Assessment of Safety and Health (WASH) visits (known as
Quick WASH) to gauge compliance and compare with previous Workplace Assessment of Safety
and Health submissions. To tie in with the Internal Audit report, the priority remains inpatient units.
Prisons have been identified as a higher priority due to lack of previous input and also because of
patient profile.
The Team continues to participate in the Integrated Quality Service Team visits.
Risk Registers
The Health and Safety Team are using the locality and directorate risk registers to identify specific
areas where health and safety input can best be targeted. Any risks scoring 9 or above on the
registers are being reviewed with the manager / member of staff inputting the risk to ensure that the
Ulysses entry reflects the actual situation in the workplace.
It is noted that the risk registers are compiled on the score given on the initial risk rating, which is not
reflective of the current status of the risk. The Ulysses team are reviewing the possibility of moving
the criteria under which the risk register is compiled to draw data from the current risk rating to give a
more accurate snapshot of current high risks.
10.

Occupational Health
Occupational Health income
The Occupational Health Service worked with the Finance team last year to develop a new costing
model which led to revised service charges being introduced at the start of this financial year. Along
with the retention of two major contracts for the provision of occupational health services to Dorset
County Hospital and Dorset Police this has led to the service reporting increased income at the end
of quarter 2, with a rise in income of 10% on the same period last year (from £360k to £397k). The
transition from a physician led service to a predominantly nurse led service has led to reduced
consultancy fees generating a further £6k in savings for the year to date.
Flu Programme 2014/2015
The flu vaccination programme for Trust staff launched on 13th October 2014. Drop in sessions have
been provided across a range of settings, complemented by roaming and peer vaccinators. Uptake in
healthcare workers at the end of the first 2 weeks was 7.4% (although a number of flu returns from
peer vaccinators are still awaited. A further update will be given in the November report). Presence of
roaming vaccinators in community hospitals will be increased throughout November and December
and bookings for team and department visits are being promoted.
Line Manager Toolkit
A line manager toolkit has been developed to assist managers in supporting members of staff with
health issues. The toolkit which has been launched on the occupational health pages of the intranet
provides guidance for managers highlighting the importance of managing staff health and wellbeing.
Additional resources are provided as well as links to relevant Trust policies and procedures and a
frequently asked questions section. The toolkit will complement existing resources for managers and
will support the use of occupational health services for advice and guidance when required.
Creating a Mentally Healthy Workplace
A Train the Trainer’s day which was scheduled to take place in Exeter on 4th November 2014 has
been rescheduled for January 2015. The training package which has been designed by NHS
Employers is designed to be delivered across all NHS settings and will assist managers in creating a
working environment which supports and promotes mental wellbeing in staff.
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11.

Counter Fraud
Dorset HealthCare hosts the Secure Service that provides Counter Fraud and Security Management
Services across the region and beyond. The service reports to the Director of HR and this section of
the report updates on their work.
Two clients have renewed their service level agreements with the Trust hosted Counter Fraud team.
The agreements run for 3 years with options to extend incrementally up to a further 3 years.
Karen Travers is the Counter Fraud Specialist Officer supporting Dorset HealthCare. She continues
to make her presence known to staff and has been proactive in a number of areas, including:
Salary Overpayments: Karen Travers worked with the Chief Financial Accountant to identify 27
historic salary overpayments where the debtor has not engaged with the Trust to repay the debt.
Letters have been sent from the Counter Fraud Service pursuing arrangements to repay the money
otherwise criminal/civil action will be pursued.
Continence Service: It has been identified that the Trust has supplied continence products to a
number of deceased patients. In collaboration with the new supplier (SCA Tena), the continence
service wrote to every nursing/residential home asking them to verify which patients are still resident.
The aim is to stop supplying products where they are not required and to invoice homes if they have
not notified the Trust of the patient’s death.
Pool Car Guidance: Following an allegation of fraud, it was identified that Pool Car Users are not
completing Log Books. 10 recommendations have been made to ensure the correct use of pool cars
in compliance with HMRC regulations and to avoid the potential for a fine. The log books have now
been developed and produced along with guidance and run with 1 November implementation.
Karen Travers has further achieved:
30 counter fraud presentations to 611 staff
21 investigations have been raised
20 investigations closed
6 live investigations
1 pending criminal outcome
1 pending police arrest
4 pending disciplinary outcomes
3 employees have been dismissed
1 written warning issued
43 recommendations have been made following investigations to improve system weaknesses.
92 prevention and deterrence activities have been recorded.
Patient Verification Service
On Tuesday the 14th of October Counter Fraud became aware the database used for matching
between the NHS and the Department for Work and Pensions was no longer being staffed. This
means that the Counter Fraud Service are no longer able to submit requests for data matching
between the NHS and the Department for Work and Pensions, meaning that the service Counter
Fraud have been providing other Trusts with can no longer continue.
Some time ago the NHS Business Services Authority, working with NHS England undertook a review
of counter fraud in the NHS. As a result of this review a business case was put forward for all Patient
Verification work to be centralised. The end result is that the Prescription Pricing Authority started a
pilot on the 15th of September 2014.
All of this happened without knowledge or notification to the Secure Counter Fraud Service. it also
appears that no consultation took place with other Counter Fraud Services. Dorset HealthCare is
currently considering the TUPE implications of this decision with NHS England as we have three full-
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time dedicated staff, who carried out this work. Actions have been taken to support the staff.
Service level agreements require that Secure give 6 months’ notice to make any significant changes
or to end the work altogether; clearly under the circumstances Secure are not able to give this notice,
but Directors of Finance at other Trusts have been informed of the position.
British Standards Institute (BSI) Assessment and Accreditation
Secure have successfully undergone a reassessment accreditation by BSI of ISO 9001. ISO stands
for International Standards Organisation. Secure are meeting this quality management standard
which they have done since 2010.
New Business
Paddy Baker, Head of Secure, and Roger Ringham who leads the Security Management Service for
Secure, visited Virgin Healthcare in London on September the 3rd and Virgin have decided to buy all
of their Local Security Management Service provision from Secure. We will now be meeting with
them to discuss their requirements and draw up a revised service level agreement. Virgin have
indicated that they wish us to commence this work on the 1st December. The work will be covered
within the current establishment for Secure.
New business activities can support income generation targets set for the Secure Service.
The Queen Alexandra Hospital in Portsmouth used all of the templates and work plans that Secure
provided to them when exploring service provision to them and recruited their own Local Security
Management Specialist. This are risks when engaging with prospective new clients.
Training
After running a pilot scheme delivering Conflict Resolution Training at the Royal Bournemouth, they
have now booked training with Secure through to December 2015. There has also been interest from
Dorset County Hospital.
The team are looking at developing new training topics such as Interview Skills and Information
Governance, areas in which Secure have expertise that can be marketed to the private sector. This
supports income generation targets set for the Secure Service.
National Profile
Paddy Baker is working with the Cabinet Office Fraud, Error and Debt Team on new legislation to
allow for a better exchange of information across government for the prevention, detection and
investigation of fraud.
The Counter Fraud Professional Accreditation Board has recently introduced a system of Continuing
Professional Development for counter fraud practitioners. A successful assessment by the CFPAB
will allow the counter fraud specialist to use the post nominal title of ‘Professional’. Paddy Baker and
Steve McKenzie, a Counter Fraud Officer, have achieved the award, being in the first batch of
candidates for consideration.

Colin Hague
Director of HR
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FOREWORD
The NHS may be the proudest achievement of our modern society.

It was founded in 1948 in place of fear - the fear that many people had of
being unable to afford medical treatment for themselves and their
families. And it was founded in a spirit of optimism - at a time of great
uncertainty, coming shortly after the sacrifices of war.

Our nation remains unwavering in that commitment to universal
healthcare, irrespective of age, health, race, social status or ability to pay.
To high quality care for all.

Our values haven’t changed, but our world has. So the NHS needs to adapt
to take advantage of the opportunities that science and technology offer
patients, carers and those who serve them. But it also needs to evolve to
meet new challenges: we live longer, with complex health issues,
sometimes of our own making. One in five adults still smoke. A third of us
drink too much alcohol. Just under two thirds of us are overweight or
obese.
These changes mean that we need to take a longer view - a Five-Year
Forward View – to consider the possible futures on offer, and the choices
that we face. So this Forward View sets out how the health service needs
to change, arguing for a more engaged relationship with patients, carers
and citizens so that we can promote wellbeing and prevent ill-health.

It represents the shared view of the NHS’ national leadership, and reflects
an emerging consensus amongst patient groups, clinicians, local
communities and frontline NHS leaders. It sets out a vision of a better
NHS, the steps we should now take to get us there, and the actions we
need from others.

2

EXECUTIVE SUMMARY
1. The NHS has dramatically improved over the past fifteen years.
Cancer and cardiac outcomes are better; waits are shorter; patient
satisfaction much higher. Progress has continued even during global
recession and austerity thanks to protected funding and the
commitment of NHS staff. But quality of care can be variable,
preventable illness is widespread, health inequalities deep-rooted.
Our patients’ needs are changing, new treatment options are
emerging, and we face particular challenges in areas such as mental
health, cancer and support for frail older patients. Service pressures
are building.

2. Fortunately there is now quite broad consensus on what a better
future should be. This ‘Forward View’ sets out a clear direction for
the NHS – showing why change is needed and what it will look like.
Some of what is needed can be brought about by the NHS itself. Other
actions require new partnerships with local communities, local
authorities and employers. Some critical decisions – for example on
investment, on various public health measures, and on local service
changes – will need explicit support from the next government.

3. The first argument we make in this Forward View is that the future
health of millions of children, the sustainability of the NHS, and the
economic prosperity of Britain all now depend on a radical upgrade
in prevention and public health. Twelve years ago Derek Wanless’
health review warned that unless the country took prevention
seriously we would be faced with a sharply rising burden of avoidable
illness. That warning has not been heeded - and the NHS is on the
hook for the consequences.

4. The NHS will therefore now back hard-hitting national action on
obesity, smoking, alcohol and other major health risks. We will help
develop and support new workplace incentives to promote employee
health and cut sickness-related unemployment. And we will advocate
for stronger public health-related powers for local government and
elected mayors.

5. Second, when people do need health services, patients will gain
far greater control of their own care – including the option of
shared budgets combining health and social care. The 1.4 million full
time unpaid carers in England will get new support, and the NHS will
become a better partner with voluntary organisations and local
communities.

6. Third, the NHS will take decisive steps to break down the barriers
in how care is provided between family doctors and hospitals,
between physical and mental health, between health and social care.
The future will see far more care delivered locally but with some
services in specialist centres, organised to support people with
multiple health conditions, not just single diseases.

7. England is too diverse for a ‘one size fits all’ care model to apply
everywhere. But nor is the answer simply to let ‘a thousand flowers
bloom’. Different local health communities will instead be supported
by the NHS’ national leadership to choose from amongst a small
number of radical new care delivery options, and then given the
resources and support to implement them where that makes sense.

8. One new option will permit groups of GPs to combine with nurses,
other community health services, hospital specialists and perhaps
mental health and social care to create integrated out-of-hospital care
- the Multispecialty Community Provider. Early versions of these
models are emerging in different parts of the country, but they
generally do not yet employ hospital consultants, have admitting
rights to hospital beds, run community hospitals or take delegated
control of the NHS budget.
9. A further new option will be the integrated hospital and primary care
provider - Primary and Acute Care Systems - combining for the first
time general practice and hospital services, similar to the Accountable
Care Organisations now developing in other countries too.

10. Across the NHS, urgent and emergency care services will be
redesigned to integrate between A&E departments, GP out-of-hours
services, urgent care centres, NHS 111, and ambulance services.
Smaller hospitals will have new options to help them remain viable,
including forming partnerships with other hospitals further afield,
and partnering with specialist hospitals to provide more local
services. Midwives will have new options to take charge of the
maternity services they offer. The NHS will provide more support for
frail older people living in care homes.

11. The foundation of NHS care will remain list-based primary care.
Given the pressures they are under, we need a ‘new deal’ for GPs. Over
the next five years the NHS will invest more in primary care, while
stabilising core funding for general practice nationally over the next
two years. GP-led Clinical Commissioning Groups will have the option
of more control over the wider NHS budget, enabling a shift in
investment from acute to primary and community services. The
number of GPs in training needs to be increased as fast as possible,
with new options to encourage retention.

12. In order to support these changes, the national leadership of the
NHS will need to act coherently together, and provide meaningful
local flexibility in the way payment rules, regulatory requirements
and other mechanisms are applied. We will back diverse solutions and
local leadership, in place of the distraction of further national
structural reorganisation. We will invest in new options for our
workforce, and raise our game on health technology - radically
improving patients’ experience of interacting with the NHS. We will
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improve the NHS’ ability to undertake research and apply innovation
– including by developing new ‘test bed’ sites for worldwide
innovators, and new ‘green field’ sites where completely new NHS
services will be designed from scratch.

13. In order to provide the comprehensive and high quality care the
people of England clearly want, Monitor, NHS England and
independent analysts have previously calculated that a combination of
growing demand if met by no further annual efficiencies and flat real
terms funding would produce a mismatch between resources and
patient needs of nearly £30 billion a year by 2020/21. So to sustain a
comprehensive high-quality NHS, action will be needed on all three
fronts – demand, efficiency and funding. Less impact on any one of
them will require compensating action on the other two.

14. The NHS’ long run performance has been efficiency of 0.8% annually,
but nearer to 1.5%-2% in recent years. For the NHS repeatedly to
achieve an extra 2% net efficiency/demand saving across its whole
funding base each year for the rest of the decade would represent a
strong performance - compared with the NHS' own past, compared
with the wider UK economy, and with other countries' health systems.
We believe it is possible – perhaps rising to as high as 3% by the end
of the period - provided we take action on prevention, invest in new
care models, sustain social care services, and over time see a bigger
share of the efficiency coming from wider system improvements.

15. On funding scenarios, flat real terms NHS spending overall would
represent a continuation of current budget protection. Flat real terms
NHS spending per person would take account of population growth.
Flat NHS spending as a share of GDP would differ from the long term
trend in which health spending in industrialised countries tends to
rise as a share of national income.

16. Depending on the combined efficiency and funding option pursued,
the effect is to close the £30 billion gap by one third, one half, or all the
way. Delivering on the transformational changes set out in this
Forward View and the resulting annual efficiencies could - if matched
by staged funding increases as the economy allows - close the £30
billion gap by 2020/21. Decisions on these options will be for the next
Parliament and government, and will need to be updated and adjusted
over the course of the five year period. However nothing in the
analysis above suggests that continuing with a comprehensive taxfunded NHS is intrinsically un-doable. Instead it suggests that there
are viable options for sustaining and improving the NHS over the
next five years, provided that the NHS does its part, allied with the
support of government, and of our other partners, both national and
local.
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CHAPTER ONE
Why does the NHS need to change?
Over the past fifteen years the NHS has dramatically improved. Cancer
survival is its highest ever. Early deaths from heart disease are down by
over 40%. Avoidable deaths overall are down by 20%. About 160,000
more nurses, doctors and other clinicians are treating millions more
patients so that most long waits for operations have been slashed – down
from 18 months to 18 weeks. Mixed sex wards and shabby hospital
buildings have been tackled. Public satisfaction with the NHS has nearly
doubled.
Over the past five years - despite global recession and austerity - the NHS
has generally been successful in responding to a growing population, an
ageing population, and a sicker population, as well as new drugs and
treatments and cuts in local councils’ social care. Protected NHS funding
has helped, as has the shared commitment and dedication of health
service staff – on one measure the health service has become £20 billion
more efficient.

No health system anywhere in the world in recent times has managed five
years of little or no real growth without either increasing charges, cutting
services or cutting staff. The NHS has been a remarkable exception.
What’s more, transparency about quality has helped care improve, and
new research programmes like the 100,000 genomes initiative are putting
this country at the forefront of global health research. The Commonwealth
Fund has just ranked us the highest performing health system of 11
industrialised countries.
Of course the NHS is far from perfect. Some of the fundamental challenges
facing us are common to all industrialised countries’ health systems:
•

•

Changes in patients’ health needs and personal preferences. Long
term health conditions - rather than illnesses susceptible to a one-off
cure - now take 70% of the health service budget. At the same time
many (but not all) people wish to be more informed and involved with
their own care, challenging the traditional divide between patients
and professionals, and offering opportunities for better health
through increased prevention and supported self-care.

Changes in treatments, technologies and care delivery. Technology is
transforming our ability to predict, diagnose and treat disease. New
treatments are coming on stream. And we know, both from examples
within the NHS and internationally, that there are better ways of
organising care, breaking out of the artificial boundaries between
hospitals and primary care, between health and social care, between
generalists and specialists—all of which get in the way of care that is
genuinely coordinated around what people need and want.
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•

Changes in health services funding growth. Given the after-effects of
the global recession, most western countries will continue to
experience budget pressures over the next few years, and it is
implausible to think that over this period NHS spending growth could
return to the 6%-7% real annual increases seen in the first decade of
this century.

Some of the improvements we need over the next five years are more
specific to England. In mental health and learning disability services. In
faster diagnosis and more uniform treatment for cancer. In readily
accessible GP services. In prevention and integrated health and social
care. There are still unacceptable variations of care provided to patients,
which can have devastating effects on individuals and their families, as the
inexcusable events at Mid-Staffordshire and Winterbourne View laid bare.
One possible response to these challenges would be to attempt to muddle
through the next few years, relying on short term expedients to preserve
services and standards. Our view is that this is not a sustainable strategy
because it would over time inevitably lead to three widening gaps:

The health and wellbeing gap: if the nation fails to get serious about
prevention then recent progress in healthy life expectancies will stall,
health inequalities will widen, and our ability to fund beneficial new
treatments will be crowded-out by the need to spend billions of pounds
on wholly avoidable illness.

The care and quality gap: unless we reshape care delivery, harness
technology, and drive down variations in quality and safety of care, then
patients’ changing needs will go unmet, people will be harmed who
should have been cured, and unacceptable variations in outcomes will
persist.
The funding and efficiency gap: if we fail to match reasonable funding
levels with wide-ranging and sometimes controversial system efficiencies,
the result will be some combination of worse services, fewer staff, deficits,
and restrictions on new treatments.

We believe none of these three gaps is inevitable. A better future is
possible – and with the right changes, right partnerships, and right
investments we know how to get there.

That’s because there is broad consensus on what that future needs to be.
It is a future that empowers patients to take much more control over their
own care and treatment. It is a future that dissolves the classic divide, set
almost in stone since 1948, between family doctors and hospitals,
between physical and mental health, between health and social care,
between prevention and treatment. One that no longer sees expertise
locked into often out-dated buildings, with services fragmented, patients
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having to visit multiple professionals for multiple appointments, endlessly
repeating their details because they use separate paper records. One
organised to support people with multiple health conditions, not just
single diseases. A future that sees far more care delivered locally but with
some services in specialist centres where that clearly produces better
results. One that recognises that we cannot deliver the necessary change
without investing in our current and future workforce.
The rest of this Forward View sets out what that future will look like, and
how together we can bring it about. Chapter two – the next chapter –
outlines some of the action needed to tackle the health and wellbeing gap.
Chapter three sets out radical changes to tackle the care and quality gap.
Chapter four focuses on options for meeting the funding and efficiency
challenge.
BOX 1: FIVE YEAR AMBITIONS ON QUALITY

The definition of quality in health care, enshrined in law, includes three key
aspects: patient safety, clinical effectiveness and patient experience. A high
quality health service exhibits all three. However, achieving all three
ultimately happens when a caring culture, professional commitment and
strong leadership are combined to serve patients, which is why the Care
Quality Commission is inspecting against these elements of quality too.
We do not always achieve these standards. For example, there is variation
depending on when patients are treated: mortality rates are 11% higher for
patients admitted on Saturdays and 16% higher on Sundays compared to a
Wednesday. And there is variation in outcomes; for instance, up to 30%
variation between CCGs in the health related quality of life for people with
more than one long term condition.
We have a double opportunity: to narrow the gap between the best and the
worst, whilst raising the bar higher for everyone. To reduce variations in
where patients receive care, we will measure and publish meaningful and
comparable measurements for all major pathways of care for every
provider – including community, mental and primary care – by the end of
the next Parliament. We will continue to redesign the payment system so
that there are rewards for improvements in quality. We will invest in
leadership by reviewing and refocusing the work of the NHS Leadership
Academy and NHS Improving Quality. To reduce variations in when patients
receive care, we will develop a framework for how seven day services can be
implemented affordably and sustainably, recognising that different
solutions will be needed in different localities. As national bodies we can do
more by measuring what matters, requiring comprehensive transparency of
performance data and ensuring this data increasingly informs payment
mechanisms and commissioning decisions.
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CHAPTER TWO
What will the future look like? A new
relationship with patients and communities
One of the great strengths of this country is that we have an NHS that - at
its best - is ‘of the people, by the people and for the people’.

Yet sometimes the health service has been prone to operating a ‘factory’
model of care and repair, with limited engagement with the wider
community, a short-sighted approach to partnerships, and underdeveloped advocacy and action on the broader influencers of health and
wellbeing.
As a result we have not fully harnessed the renewable energy represented
by patients and communities, or the potential positive health impacts of
employers and national and local governments.
Getting serious about prevention

The future health of millions of children, the sustainability of the NHS, and
the economic prosperity of Britain all now depend on a radical upgrade in
prevention and public health. Twelve years ago, Derek Wanless’ health
review warned that unless the country took prevention seriously we
would be faced with a sharply rising burden of avoidable illness. That
warning has not been heeded - and the NHS is on the hook for the
consequences.

Rather than the ‘fully engaged scenario’ that Wanless spoke of, one in five
adults still smoke. A third of people drink too much alcohol. A third of men
and half of women don’t get enough exercise. Almost two thirds of adults
are overweight or obese. These patterns are influenced by, and in turn
reinforce, deep health inequalities which can cascade down the
generations. For example, smoking rates during pregnancy range from 2%
in west London to 28% in Blackpool.

Even more shockingly, the number of obese children doubles while
children are at primary school. Fewer than one-in-ten children are obese
when they enter reception class. By the time they’re in Year Six, nearly
one-in-five are then obese.

And as the ‘stock’ of population health risk gets worse, the ‘flow’ of costly
NHS treatments increases as a consequence. To take just one example –
Diabetes UK estimate that the NHS is already spending about £10 billion a
year on diabetes. Almost three million people in England are already
living with diabetes and another seven million people are at risk of
becoming diabetic. Put bluntly, as the nation’s waistline keeps piling on
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the pounds, we’re piling on billions of pounds in future taxes just to pay
for preventable illnesses.

We do not have to accept this rising burden of ill health driven by our
lifestyles, patterned by deprivation and other social and economic
influences. Public Health England’s new strategy sets out priorities for
tackling obesity, smoking and harmful drinking; ensuring that children get
the best start in life; and that we reduce the risk of dementia through
tackling lifestyle risks, amongst other national health goals.

We support these priorities and will work to deliver them. While the
health service certainly can’t do everything that’s needed by itself, it can
and should now become a more activist agent of health-related social
change. That’s why we will lead where possible, or advocate when
appropriate, a range of new approaches to improving health and
wellbeing.

Incentivising and supporting healthier behaviour. England has made
significant strides in reducing smoking, but it still remains our number
one killer. More than half of the inequality in life expectancy between
social classes is now linked to higher smoking rates amongst poorer
people. There are now over 3,000 alcohol-related admissions to A&E
every day. Our young people have the highest consumption of sugary soft
drinks in Europe. So for all of these major health risks – including tobacco,
alcohol, junk food and excess sugar - we will actively support
comprehensive, hard-hitting and broad-based national action to include
clear information and labelling, targeted personal support and wider
changes to distribution, marketing, pricing, and product formulation. We
will also use the substantial combined purchasing power of the NHS to
reinforce these measures.

Local democratic leadership on public health. Local authorities now have a
statutory responsibility for improving the health of their people, and
councils and elected mayors can make an important impact. For example,
Barking and Dagenham are seeking to limit new junk food outlets near
schools. Ipswich Council, working with Suffolk Constabulary, is taking
action on alcohol. Other councils are now following suit. The mayors of
Liverpool and London have established wide-ranging health commissions
to mobilise action for their residents. Local authorities in greater
Manchester are increasingly acting together to drive health and wellbeing.
Through local Health and Wellbeing Boards, the NHS will play its part in
these initiatives. However, we agree with the Local Government
Association that English mayors and local authorities should also be
granted enhanced powers to allow local democratic decisions on public
health policy that go further and faster than prevailing national law – on
alcohol, fast food, tobacco and other issues that affect physical and mental
health.
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Targeted prevention. While local authorities now have responsibility for
many broad based public health programmes, the NHS has a distinct role
in secondary prevention. Proactive primary care is central to this, as is the
more systematic use of evidence-based intervention strategies. We also
need to make different investment decisions - for example, it makes little
sense that the NHS is now spending more on bariatric surgery for obesity
than on a national roll-out of intensive lifestyle intervention programmes
that were first shown to cut obesity and prevent diabetes over a decade
ago. Our ambition is to change this over the next five years so that we
become the first country to implement at scale a national evidence-based
diabetes prevention programme modelled on proven UK and
international models, and linked where appropriate to the new Health
Check. NHS England and Public Health England will establish a
preventative services programme that will then expand evidence-based
action to other conditions.

NHS support to help people get and stay in employment. Sickness absencerelated costs to employers and taxpayers have been estimated at £22
billion a year, and over 300,000 people each year take up health-related
benefits. In doing so, individuals collectively miss out on £4 billion a year
of lost earnings. Yet there is emerging evidence that well targeted health
support can help keep people in work thus improving their wellbeing and
preserving their livelihoods. Mental health problems now account for
more than twice the number of Employment and Support Allowance and
Incapacity Benefit claims than do musculoskeletal complaints (for
example, bad backs). Furthermore, the employment rate of people with
severe and enduring mental health problems is the lowest of all disability
groups at just 7%. A new government-backed Fit for Work scheme starts
in 2015. Over and above that, during the next Parliament we will seek to
test a win-win opportunity of improving access to NHS services for at-risk
individuals while saving ‘downstream’ costs at the Department for Work
and Pensions, if money can be reinvested across programmes.

Workplace health. One of the advantages of a tax-funded NHS is that unlike in a number of continental European countries - employers here do
not pay directly for their employees’ health care. But British employers do
pay national insurance contributions which help fund the NHS, and a
healthier workforce will reduce demand and lower long term costs. The
government has partially implemented the recommendations in the
independent review by Dame Carol Black and David Frost, which allow
employers to provide financial support for vocational rehabilitation
services without employees facing a tax bill. There would be merit in
extending incentives for employers in England who provide effective NICE
recommended workplace health programmes for employees. We will also
establish with NHS Employers new incentives to ensure the NHS as an
employer sets a national example in the support it offers its own 1.3
million staff to stay healthy, and serve as “health ambassadors” in their
local communities.
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BOX 2.1: A HEALTHIER NHS WORKPLACE
While three quarters of NHS trusts say they offer staff help to quit smoking,
only about a third offer them support in keeping to a healthy weight. Three
quarters of hospitals do not offer healthy food to staff working night shifts.
It has previously been estimated the NHS could reduce its overall sickness
rate by a third – the equivalent of adding almost 15,000 staff and 3.3 million
working days at a cost saving of £550m. So among other initiatives we will:
● Cut access to unhealthy products on NHS premises, implementing food
standards, and providing healthy options for night staff. ● Measure staff
health and wellbeing, and introduce voluntary work-based weight watching
and health schemes which international studies have shown achieve
sustainable weight loss in more than a third of those who take part. ●
Support “active travel” schemes for staff and visitors. ● Promote the
Workplace Wellbeing Charter, the Global Corporate Challenge and the
TUC’s Better Health and Work initiative, and ensure NICE guidance on
promoting healthy workplaces is implemented, particularly for mental
health. ● Review with the Faculty of Occupational Medicine the
strengthening of occupational health.
Empowering patients
Even people with long term conditions, who tend to be heavy users of the
health service, are likely to spend less than 1% of their time in contact
with health professionals. The rest of the time they, their carers and their
families manage on their own. As the patients’ organisation National
Voices puts it: personalised care will only happen when statutory services
recognise that patients’ own life goals are what count; that services need
to support families, carers and communities; that promoting wellbeing
and independence need to be the key outcomes of care; and that patients,
their families and carers are often ‘experts by experience’.
As a first step towards this ambition we will improve the information to
which people have access—not only clinical advice, but also information
about their condition and history. The digital and technology strategies
we set out in chapter four will help, and within five years, all citizens will
be able to access their medical and care records (including in social care
contexts) and share them with carers or others they choose.

Second, we will do more to support people to manage their own health –
staying healthy, making informed choices of treatment, managing
conditions and avoiding complications. With the help of voluntary sector
partners, we will invest significantly in evidence-based approaches such
as group-based education for people with specific conditions and selfmanagement educational courses, as well as encouraging independent
peer-to-peer communities to emerge.

A third step is to increase the direct control patients have over the care
that is provided to them. We will make good on the NHS’ longstanding
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promise to give patients choice over where and how they receive care.
Only half of patients say they were offered a choice of hospitals for their
care, and only half of patients say they are as involved as they wish to be
in decisions about their care and treatment. We will also introduce
integrated personal commissioning (IPC), a new voluntary approach to
blending health and social care funding for individuals with complex
needs. As well as care plans and voluntary sector advocacy and support,
IPC will provide an integrated, “year of care” budget that will be managed
by people themselves or on their behalf by councils, the NHS or a
voluntary organisation.
Engaging communities

More broadly, we need to engage with communities and citizens in new
ways, involving them directly in decisions about the future of health and
care services. Programmes like NHS Citizen point the way, but we also
commit to four further actions to build on the energy and compassion that
exists in communities across England. These are better support for carers;
creating new options for health-related volunteering; designing easier
ways for voluntary organisations to work alongside the NHS; and using
the role of the NHS as an employer to achieve wider health goals.

Supporting carers. Two thirds of patients admitted to hospital are over 65,
and more than a quarter of hospital inpatients have dementia. The five
and a half million carers in England make a critical and underappreciated
contribution not only to loved ones, neighbours and friends, but to the
very sustainability of the NHS itself. We will find new ways to support
carers, building on the new rights created by the Care Act, and especially
helping the most vulnerable amongst them – the approximately 225,000
young carers and the 110,000 carers who are themselves aged over 85.
This will include working with voluntary organisations and GP practices
to identify them and provide better support. For NHS staff, we will look to
introduce flexible working arrangements for those with major unpaid
caring responsibilities.

Encouraging community volunteering. Volunteers are crucial in both
health and social care. Three million volunteers already make a critical
contribution to the provision of health and social care in England; for
example, the Health Champions programme of trained volunteers that
work across the NHS to improve its reach and effectiveness. The Local
Government Association has made proposals that volunteers, including
those who help care for the elderly, should receive a 10% reduction in
their council tax bill, worth up to £200 a year. We support testing
approaches like that, which could be extended to those who volunteer in
hospitals and other parts of the NHS. The NHS can go further, accrediting
volunteers and devising ways to help them become part of the extended
NHS family – not as substitutes for but as partners with our skilled
employed staff. For example, more than 1,000 “community first
responders” have been recruited by Yorkshire Ambulance in more rural
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areas and trained in basic life support. New roles which have been
proposed could include family and carer liaison, educating people in the
management of long-term conditions and helping with vaccination
programmes. We also intend to work with carers organisations to support
new volunteer programmes that could provide emergency help when
carers themselves face a crisis of some kind, as well as better matching
volunteers to the roles where they can add most value.

Stronger partnerships with charitable and voluntary sector organisations.
When funding is tight, NHS, local authority and central government
support for charities and voluntary organisations is put under pressure.
However these voluntary organisations often have an impact well beyond
what statutory services alone can achieve. Too often the NHS conflates the
voluntary sector with the idea of volunteering, whereas these
organisations provide a rich range of activities, including information,
advice, advocacy and they deliver vital services with paid expert staff.
Often they are better able to reach underserved groups, and are a source
of advice for commissioners on particular needs. So in addition to other
steps the NHS will take, we will seek to reduce the time and complexity
associated with securing local NHS funding by developing a short national
alternative to the standard NHS contract where grant funding may be
more appropriate than burdensome contracts, and by encouraging
funders to commit to multiyear funding wherever possible.
The NHS as a local employer. The NHS is committed to making substantial
progress in ensuring that the boards and leadership of NHS organisations
better reflect the diversity of the local communities they serve, and that
the NHS provides supportive and non-discriminatory ladders of
opportunity for all its staff, including those from black and minority ethnic
backgrounds. NHS employers will be expected to lead the way as
progressive employers, including for example by signing up to efforts
such as Time to Change which challenge mental health stigma and
discrimination. NHS employers also have the opportunity to be more
creative in offering supported job opportunities to ‘experts by experience’
such as people with learning disabilities who can help drive the kind of
change in culture and services that the Winterbourne View scandal so
graphically demonstrated is needed.
The NHS as a social movement

None of these initiatives and commitments by themselves will be the
difference between success and failure over the next five years. But
collectively and cumulatively they and others like them will help shift
power to patients and citizens, strengthen communities, improve health
and wellbeing, and—as a by-product—help moderate rising demands on
the NHS.
So rather than being seen as the ‘nice to haves’ and the ‘discretionary
extras’, our conviction is that these sort of partnerships and initiatives are
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in fact precisely the sort of ‘slow burn, high impact’ actions that are now
essential.

They in turn need to be matched by equally radical action to transform
the way NHS care is provided. That is the subject of the next chapter.
BOX 2.2: SUPPORT FOR PEOPLE WITH DEMENTIA

About 700,000 people in England are estimated to have dementia, many
undiagnosed. Perhaps one in three people aged over 65 will develop
dementia before they die. Almost 500,000 unpaid carers look after people
living with dementia. The NHS is making a national effort to increase the
proportion of people with dementia who are able to get a formal diagnosis
from under half, to two thirds of people affected or more. Early diagnosis
can prevent crises, while treatments are available that may slow
progression of the disease.
For those that are diagnosed with dementia, the NHS’ ambition over the
next five years is to offer a consistent standard of support for patients newly
diagnosed with dementia, supported by named clinicians or advisors, with
proper care plans developed in partnership with patients and families; and
the option of personal budgets, so that resources can be used in a way that
works best for individual patients. Looking further ahead, the government
has committed new funding to promote dementia research and treatment.
But the dementia challenge calls for a broader coalition, drawing together
statutory services, communities and businesses. For example, Dementia
Friendly Communities – currently being developed by the Alzheimer’s
Society – illustrate how, with support, people with dementia can continue to
participate in the life of their community. These initiatives will have our full
support—as will local dementia champions, participating businesses and
other organisations.
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CHAPTER THREE
What will the future look like? New models of
care
The traditional divide between primary care, community services, and
hospitals - largely unaltered since the birth of the NHS - is increasingly a
barrier to the personalised and coordinated health services patients need.
And just as GPs and hospitals tend to be rigidly demarcated, so too are
social care and mental health services even though people increasingly
need all three.

Over the next five years and beyond the NHS will increasingly need to
dissolve these traditional boundaries. Long term conditions are now a
central task of the NHS; caring for these needs requires a partnership with
patients over the long term rather than providing single, unconnected
‘episodes’ of care. As a result there is now quite wide consensus on the
direction we will be taking.
•
•
•

•
•

Increasingly we need to manage systems – networks of care – not just
organisations.

Out-of-hospital care needs to become a much larger part of what the
NHS does.

Services need to be integrated around the patient. For example a
patient with cancer needs their mental health and social care
coordinated around them. Patients with mental illness need their
physical health addressed at the same time.
We should learn much faster from the best examples, not just from
within the UK but internationally.

And as we introduce them, we need to evaluate new care models to
establish which produce the best experience for patients and the best
value for money.

Emerging models

In recent years parts of the NHS have begun doing elements of this. The
strategic plans developed by local areas show that in some places the
future is already emerging. For example:
In Kent, 20 GPs and almost 150 staff operate from three modern sites
providing many of the tests, investigations, minor injuries and minor
surgery usually provided in hospital. It shows what can be done when
general practice operates at scale. Better results, better care, a better
experience for patients and significant savings.

In Airedale, nursing and residential homes are linked by secure video to
the hospital allowing consultations with nurses and consultants both in
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and out of normal hours - for everything from cuts and bumps to diabetes
management to the onset of confusion. Emergency admissions from these
homes have been reduced by 35% and A&E attendances by 53%.
Residents rate the service highly.

In Cornwall, trained volunteers and health and social care professionals
work side-by-side to support patients with long term conditions to meet
their own health and life goals.

In Rotherham, GPs and community matrons work with advisors who
know what voluntary services are available for patients with long term
conditions. This “social prescribing service” has cut the need for visits to
accident and emergency, out-patient appointments and hospital
admissions.

In London, integrated care pioneers that combine NHS, GP and social care
services have improved services for patients, with fewer people moving
permanently into nursing care homes. They have also shown early
promise in reducing emergency admissions. Greenwich has saved nearly
£1m for the local authority and over 5% of community health
expenditure.
All of these approaches seem to improve the quality of care and patients’
experience. They also deliver better value for money; some may even cut
costs. They are pieces of the jigsaw that will make up a better NHS. But
there are too few of them, and they are too isolated. Nowhere do they
provide the full picture of a 21st century NHS that has yet to emerge.
Together they describe the way the NHS of the future will look.
One size fits all?

So to meet the changing needs of patients, to capitalise on the
opportunities presented by new technologies and treatments, and to
unleash system efficiencies more widely, we intend to support and
stimulate the creation of a number of major new care models that can be
deployed in different combinations locally across England.

However England is too diverse – both in its population and its current
health services – to pretend that a single new model of care should apply
everywhere. Times have changed since the last such major blueprint, the
1962 Hospital Plan for England and Wales. What’s right for Cumbria won’t
be right for Coventry; what makes sense in Manchester and in Winchester
will be different.

But that doesn’t mean there are an infinite number of new care models.
While the answer is not one-size-fits-all, nor is it simply to let ‘a thousand
flowers bloom’. Cumbria and Devon and Northumberland have quite a lot
in common in designing their NHS of the future. So do the hospitals on the
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outer ring around Manchester and the outer ring around London. So do
many other parts of the country.

That’s why our approach will be to identify the characteristics of similar
health communities across England, and then jointly work with them to
consider which of the new options signalled by this Forward View
constitute viable ways forward for their local health and care services
over the next five years and beyond.
In all cases however one of the most important changes will be to expand
and strengthen primary and ‘out of hospital’ care. Given the pressures
that GPs are under, this is dependent on several immediate steps to
stabilise general practice – see Box 3.1.
BOX 3.1: A new deal for primary care

General practice, with its registered list and everyone having access to a
family doctor, is one of the great strengths of the NHS, but it is under severe
strain. Even as demand is rising, the number of people choosing to become a
GP is not keeping pace with the growth in funded training posts - in part
because primary care services have been under-resourced compared to
hospitals. So over the next five years we will invest more in primary care.
Steps we will take include:
•

Stabilise core funding for general practice nationally over the next two
years while an independent review is undertaken of how resources are
fairly made available to primary care in different areas.

•

Give GP-led Clinical Commissioning Groups (CCGs) more influence over
the wider NHS budget, enabling a shift in investment from acute to
primary and community services.

•

Provide new funding through schemes such as the Challenge Fund to
support new ways of working and improved access to services.

•

Expand as fast as possible the number of GPs in training while training
more community nurses and other primary care staff. Increase
investment in new roles, and in returner and retention schemes and
ensure that current rules are not inflexibly putting off potential
returners.

•

Expand funding to upgrade primary care infrastructure and scope of
services.

•

Work with CCGs and others to design new incentives to encourage new
GPs and practices to provide care in under-doctored areas to tackle
health inequalities.

•

Build the public’s understanding that pharmacies and on-line resources
can help them deal with coughs, colds and other minor ailments without
the need for a GP appointment or A&E visit.
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Here we set out details of the principal additional care models over and
above the status quo which we will be promoting in England over the next
five years.
New care model – Multispecialty Community Providers (MCPs)

Smaller independent GP practices will continue in their current form
where patients and GPs want that. However, as the Royal College of
General Practitioners has pointed out, in many areas primary care is
entering the next stage of its evolution. As GP practices are increasingly
employing salaried and sessional doctors, and as women now comprise
half of GPs, the traditional model has been evolving.
Primary care of the future will build on the traditional strengths of ‘expert
generalists’, proactively targeting services at registered patients with
complex ongoing needs such as the frail elderly or those with chronic
conditions, and working much more intensively with these patients.
Future models will expand the leadership of primary care to include
nurses, therapists and other community based professionals. It could also
offer some care in fundamentally different ways, making fuller use of
digital technologies, new skills and roles, and offering greater
convenience for patients.

To offer this wider scope of services, and enable new ways of delivering
care, we will make it possible for extended group practices to form –
either as federations, networks or single organisations.

These Multispecialty Community Providers (MCPs) would become the
focal point for a far wider range of care needed by their registered
patients.
•

•
•

•

As larger group practices they could in future begin employing
consultants or take them on as partners, bringing in senior nurses,
consultant physicians, geriatricians, paediatricians and psychiatrists
to work alongside community nurses, therapists, pharmacists,
psychologists, social workers, and other staff.

These practices would shift the majority of outpatient consultations
and ambulatory care out of hospital settings.

They could take over the running of local community hospitals which
could substantially expand their diagnostic services as well as other
services such as dialysis and chemotherapy.
GPs and specialists in the group could be credentialed in some cases
to directly admit their patients into acute hospitals, with out-of-hours
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•

•

inpatient care being supervised by a new cadre of resident
‘hospitalists’ – something that already happens in other countries.
They could in time take on delegated responsibility for managing the
health service budget for their registered patients. Where funding is
pooled with local authorities, a combined health and social care
budget could be delegated to Multispecialty Community Providers.

These new models would also draw on the ‘renewable energy’ of
carers, volunteers and patients themselves, accessing hard-to-reach
groups and taking new approaches to changing health behaviours.

There are already a number of practices embarking on this journey,
including high profile examples in the West Midlands, London and
elsewhere. For example, in Birmingham, one partnership has brought
together 10 practices employing 250 staff to serve about 65,000 patients
on 13 sites. It will shortly have three local hubs with specialised GPs that
will link in community and social care services while providing central
out-of-hours services using new technology.

To help others who want to evolve in this way, and to identify the most
promising models that can be spread elsewhere, we will work with
emerging practice groups to address barriers to change, service models,
access to funding, optimal use of technology, workforce and
infrastructure. As with the other models discussed in this section, we will
also test these models with patient groups and our voluntary sector
partners.
New care model – Primary and Acute Care Systems (PACS)

A range of contracting and organisational forms are now being used to
better integrate care, including lead/prime providers and joint ventures.

We will now permit a new variant of integrated care in some parts of
England by allowing single organisations to provide NHS list-based GP
and hospital services, together with mental health and community care
services.
The leadership to bring about these ‘vertically’ integrated Primary and
Acute Care Systems (PACS) may be generated from different places in
different local health economies.
•

In some circumstances – such as in deprived urban communities
where local general practice is under strain and GP recruitment is
proving hard – hospitals will be permitted to open their own GP
surgeries with registered lists. This would allow the accumulated
surpluses and investment powers of NHS Foundation Trusts to kickstart the expansion of new style primary care in areas with high
health inequalities. Safeguards will be needed to ensure that they do
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•

•

this in ways that reinforce out-of-hospital care, rather than general
practice simply becoming a feeder for hospitals still providing care in
the traditional ways.
In other circumstances, the next stage in the development of a mature
Multispecialty Community Provider (see section above) could be that
it takes over the running of its main district general hospital.

At their most radical, PACS would take accountability for the whole
health needs of a registered list of patients, under a delegated
capitated budget - similar to the Accountable Care Organisations that
are emerging in Spain, the United States, Singapore, and a number of
other countries.

PACS models are complex. They take time and technical expertise to
implement. As with any model there are also potential unintended side
effects that need to be managed. We will work with a small number of
areas to test these approaches with the aim of developing prototypes that
work, before promoting the most promising models for adoption by the
wider NHS.
New care model - urgent and emergency care networks

The care that people receive in England’s Emergency Departments is, and
will remain, one of the yardsticks by which the NHS as a whole will be
judged. Although both quality and access have improved markedly over
the years, the mounting pressures on these hospital departments
illustrate the need to transition to a more sustainable model of care.

More and more people are using A&E – with 22 million visits a year.
Compared to five years ago, the NHS in England handles around 3,500
extra attendances every single day, and in many places, A&E is running at
full stretch. However, the 185 hospital emergency departments in
England are only a part of the urgent and emergency care system. The
NHS responds to more than 100 million urgent calls or visits every year.
Over the next five years, the NHS will do far better at organising and
simplifying the system. This will mean:
•

Helping patients get the right care, at the right time, in the right place,
making more appropriate use of primary care, community mental
health teams, ambulance services and community pharmacies, as well
as the 379 urgent care centres throughout the country. This will partly
be achieved by evening and weekend access to GPs or nurses working
from community bases equipped to provide a much greater range of
tests and treatments; ambulance services empowered to make more
decisions, treating patients and making referrals in a more flexible
way; and far greater use of pharmacists.
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•

•
•
•
•

Developing networks of linked hospitals that ensure patients with the
most serious needs get to specialist emergency centres - drawing on
the success of major trauma centres, which have saved 30% more of
the lives of the worst injured.
Ensuring that hospital patients have access to seven day services
where this makes a clinical difference to outcomes.

Proper funding and integration of mental health crisis services,
including liaison psychiatry.
A strengthened clinical triage and advice service that links the system
together and helps patients navigate it successfully.

New ways of measuring the quality of the urgent and emergency
services; new funding arrangements; and new responses to the
workforce requirements that will make these new networks possible.

New care model – viable smaller hospitals

Some commentators have argued that smaller district general hospitals
should be merged and/or closed. In fact, England already has one of the
more centralised hospital models amongst advanced health systems. It is
right that these hospitals should not be providing complex acute services
where there is evidence that high volumes are associated with high
quality. And some services and buildings will inevitably and rightly need
to be re-provided in other locations - just as they have done in the past
and will continue to be in every other western country.

However to help sustain local hospital services where the best clinical
solution is affordable, has the support of local commissioners and
communities, we will now take three sets of actions.

First, NHS England and Monitor will work together to consider whether
any adjustments are needed to the NHS payment regime to reflect the
costs of delivering safe and efficient services for smaller providers relative
to larger ones. The latest quarterly figures show that larger foundation
trusts had EBITDA margins of 5% compared to -0.4% for smaller
providers.
Second, building on the earlier work of Monitor looking at the costs of
running smaller hospitals, and on the Royal College of Physicians Future
Hospitals initiative, we will work with those hospitals to examine new
models of medical staffing and other ways of achieving sustainable cost
structures.
Third, we will create new organisational models for smaller acute
hospitals that enable them to gain the benefits of scale without necessarily
having to centralise services. Building on the recommendations of the
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forthcoming Dalton Review, we intend to promote at least three new
models:
•

•

•

In one model, a local acute hospital might share management either of
the whole institution or of their ‘back office’ with other similar
hospitals not necessarily located in their immediate vicinity. These
type of ‘hospital chains’ already operate in places such as Germany
and Scandinavia.

In another new model, a smaller local hospital might have some of its
services on a site provided by another specialised provider – for
example Moorfields eye hospital operates in 23 locations in London
and the South East. Several cancer specialist providers are also
considering providing services on satellite sites.
And as indicated in the PACS model above, a further new option is that
a local acute hospital and its local primary and community services
could form an integrated provider.

New care model - specialised care

In some services there is a compelling case for greater concentration of
care. In these services there is a strong relationship between the number
of patients and the quality of care, derived from the greater experience
these more practiced clinicians have, access to costly specialised facilities
and equipment, and the greater standardisation of care that tends to
occur. For example, consolidating 32 stroke units to 8 specialist ones in
London achieved a 17% reduction in 30-day mortality and a 7% reduction
in patient length of stay.

The evidence suggests that similar benefits could be had for most
specialised surgery, and some cancer and other services. For example, in
Denmark reducing by two thirds the number of hospitals that perform
colorectal cancer surgery has improved post-operative mortality after 2
years by 62%. In Germany, the highest volume centres that treat prostate
cancer have substantially fewer complications. The South West London
Elective Orthopaedic Centre achieves lower post-operative complication
rates than do many hospitals which operate on fewer patients.

In services where the relationship between quality and patient volumes is
this strong, NHS England will now work with local partners to drive
consolidation through a programme of three-year rolling reviews. We will
also look to these specialised providers to develop networks of services
over a geography, integrating different organisations and services around
patients, using innovations such as prime contracting and/or delegated
capitated budgets. To take one example: cancer. This would enable
patients to have chemotherapy, support and follow up care in their local
community hospital or primary care facility, whilst having access to
world-leading facilities for their surgery and radiotherapy. In line with
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the UK Strategy for Rare Diseases, we will also explore establishing
specialist centres for rare diseases to improve the coordination of care for their
patients.
New care model - modern maternity services
Having a baby is the most common reason for hospital admission in
England. Births are up by almost a quarter in the last decade, and are at
their highest in 40 years.

Recent research shows that for low risk pregnancies babies born at
midwife-led units or at home did as well as babies born in obstetric units,
with fewer interventions. Four out of five women live within a 30 minute
drive of both an obstetric unit and a midwife-led unit, but research by the
Women’s Institute and the National Childbirth Trust suggests that while
only a quarter of women want to give birth in a hospital obstetrics unit,
over 85% actually do so.

To ensure maternity services develop in a safe, responsive and efficient
manner, in addition to other actions underway – including increasing
midwife numbers - we will:

•

•
•

Commission a review of future models for maternity units, to report
by next summer, which will make recommendations on how best to
sustain and develop maternity units across the NHS.
Ensure that tariff-based NHS funding supports the choices women
make, rather than constraining them.

As a result, make it easier for groups of midwives to set up their own
NHS-funded midwifery services.

New care model – enhanced health in care homes

One in six people aged 85 or over are living permanently in a care home.
Yet data suggest that had more active health and rehabilitation support
been available, some people discharged from hospital to care homes could
have avoided permanent admission. Similarly, the Care Quality
Commission and the British Geriatrics Society have shown that many
people with dementia living in care homes are not getting their health
needs regularly assessed and met. One consequence is avoidable
admissions to hospital.

In partnership with local authority social services departments, and using
the opportunity created by the establishment of the Better Care Fund, we
will work with the NHS locally and the care home sector to develop new
shared models of in-reach support, including medical reviews, medication
reviews, and rehab services. In doing so we will build on the success of
24

models which have been shown to improve quality of life, reduce hospital
bed use by a third, and save significantly more than they cost.

How will we support the co-design and implementation of these new
care models?
Some parts of the country will be able to continue commissioning and
providing high quality and affordable health services using their current
care models, and without any adaptation along the lines described above.

However, previous versions of local ‘five year plans’ by provider trusts
and CCGs suggest that many areas will need to consider new options if
they are to square the circle between the desire to improve quality,
respond to rising patient volumes, and live within the expected local
funding.
In some places, including major conurbations, we therefore expect several
of these alternative models to evolve in parallel.

In other geographies it may make sense for local communities to discuss
convergence of care models for the future. This will require a new
perspective where leaders look beyond their individual organisations’
interests and towards the future development of whole health care
economies - and are rewarded for doing so.

It will also require a new type of partnership between national bodies and
local leaders. That is because to succeed in designing and implementing
these new care models, the NHS locally will need national bodies jointly to
exercise discretion in the application of their payment rules, regulatory
approaches, staffing models and other policies, as well as possibly
providing technical and transitional support.
We will therefore now work with local communities and leaders to
identify what changes are needed in how national and local organisations
best work together, and will jointly develop:
•

•

•

Detailed prototyping of each of the new care models described above,
together with any others that may be proposed that offer the potential
to deliver the necessary transformation - in each case identifying
current exemplars, potential benefits, risks and transition costs.
A shared method of assessing the characteristics of each health
economy, to help inform local choice of preferred models, promote
peer learning with similar areas, and allow joint intervention in health
economies that are furthest from where they need to be.

National and regional expertise and support to implement care model
change rapidly and at scale. The NHS is currently spending several
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•
•

hundred million pounds on bodies that directly or indirectly could
support this work, but the way in which improvement and clinical
engagement happens can be fragmented and unfocused. We will
therefore create greater alignment in the work of strategic clinical
networks, clinical senates, NHS IQ, the NHS Leadership Academy and
the Academic Health Science Centres and Networks.
National flexibilities in the current regulatory, funding and pricing
regimes to assist local areas to transition to better care models.

Design of a model to help pump-prime and ‘fast track’ a cross-section
of the new care models. We will back the plans likely to have the
greatest impact for patients, so that by the end of the next Parliament
the benefits and costs of the new approaches are clearly
demonstrable, allowing informed decisions about future investment
as the economy improves. This pump-priming model could also
unlock assets held by NHS Property Services, surplus NHS property
and support Foundation Trusts that decide to use accrued savings on
their balance sheets to help local service transformation.

BOX 3.2: FIVE YEAR AMBITIONS FOR MENTAL HEALTH

Mental illness is the single largest cause of disability in the UK and each year
about one in four people suffer from a mental health problem. The cost to
the economy is estimated to be around £100 billion annually – roughly the
cost of the entire NHS. Physical and mental health are closely linked –
people with severe and prolonged mental illness die on average 15 to 20
years earlier than other people – one of the greatest health inequalities in
England. However only around a quarter of those with mental health
conditions are in treatment, and only 13 per cent of the NHS budget goes on
such treatments when mental illness accounts for almost a quarter of the
total burden of disease.
Over the next five years the NHS must drive towards an equal response to
mental and physical health, and towards the two being treated together. We
have already made a start, through the Improving Access to Psychological
Therapies Programme – double the number of people got such treatment
last year compared with four years ago. Next year, for the first time, there
will be waiting standards for mental health. Investment in new beds for
young people with the most intensive needs to prevent them being admitted
miles away from where they live, or into adult wards, is already under way,
along with more money for better case management and early intervention.
This, however, is only a start. We have a much wider ambition to achieve
genuine parity of esteem between physical and mental health by 2020.
Provided new funding can be made available, by then we want the new
waiting time standards to have improved so that 95 rather than 75 per cent
of people referred for psychological therapies start treatment within six
weeks and those experiencing a first episode of psychosis do so within a
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fortnight. We also want to expand access standards to cover a
comprehensive range of mental health services, including children’s services,
eating disorders, and those with bipolar conditions. We need new
commissioning approaches to help ensure that happens, and extra staff to
coordinate such care. Getting there will require further investment.
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CHAPTER FOUR
How will we get there?
This ‘Forward View’ sets out a clear direction for the NHS – showing why
change is needed and what it will look like. Some of what is needed can be
brought about by the NHS itself. Other actions require new partnerships
with local communities, local authorities and employers. Some critical
decisions – for example on investment, on local reconfigurations, or on
various public health measures – need the explicit support of the elected
government.

So in addition to the strategies we have set out earlier in this document
we also believe these complementary approaches are needed, and we will
play our full part in achieving them:
We will back diverse solutions and local leadership

As a nation we’ve just taken the unique step anywhere in the world of
entrusting frontline clinicians with two thirds – £66 billion – of our health
service funding. Many CCGs are now harnessing clinical insight and
energy to drive change in their local health systems in a way that frankly
has not been achievable before now. NHS England intends progressively
to offer them more influence over the total NHS budget for their local
populations, ranging from primary to specialised care.
We will also work with ambitious local areas to define and champion a
limited number of models of joint commissioning between the NHS and
local government. These will include Integrated Personal Commissioning
(described in chapter two) as well as Better Care Fund-style pooling
budgets for specific services where appropriate, and under specific
circumstances possible full joint management of social and health care
commissioning, perhaps under the leadership of Health and Wellbeing
Boards. However, a proper evaluation of the results of the 2015/16 BCF is
needed before any national decision is made to expand the Fund further.

Furthermore, across the NHS we detect no appetite for a wholesale
structural reorganisation. In particular, the tendency over many decades
for government repeatedly to tinker with the number and functions of the
health authority / primary care trust / clinical commissioning group tier
of the NHS needs to stop. There is no ‘right’ answer as to how these
functions are arranged – but there is a wrong answer, and that is to keep
changing your mind. Instead, the default assumption should be that
changes in local organisational configurations should arise only from local
work to develop the new care models described in chapter three, or in
response to clear local failure and the resulting implementation of ‘special
measures’.
28

We will provide aligned national NHS leadership
NHS England, Monitor, the NHS Trust Development Authority, the Care
Quality Commission, Health Education England, NICE and Public Health
England have distinctive national duties laid on them by statute, and
rightly so. However in their individual work with the local NHS there are
various ways in which more action in concert would improve the impact
and reduce the burden on frontline services. Here are some of the ways in
which we intend to develop our shared work as it affects the local NHS:
•

•

•

•

Through a combined work programme to support the development of
new local care models, as set out at the end of chapter three. In
addition to national statutory bodies, we will collaborate with patient
and voluntary sector organisations in developing this programme.

Furthermore, Monitor, TDA and NHS England will work together to
create greater alignment between their respective local assessment,
reporting and intervention regimes for Foundation Trusts, NHS trusts,
and CCGs, complementing the work of CQC and HEE. This will include
more joint working at regional and local level, alongside local
government, to develop a whole-system, geographically-based
intervention regime where appropriate. NHS England will also
develop a new risk-based CCG assurance regime that will lighten the
quarterly assurance reporting burden from high performing CCGs,
while setting out a new ‘special measures’ support regime for those
that are struggling.

Using existing flexibilities and discretion, we will deploy national
regulatory, pricing and funding regimes to support change in specific
local areas that is in the interest of patients.

Recognising the ultimate responsibilities of individual NHS boards for
the quality and safety of the care being provided by their organisation,
there is however also value in a forum where the key NHS oversight
organisations can come together regionally and nationally to share
intelligence, agree action and monitor overall assurance on quality. The
National Quality Board provides such a forum, and we intend to reenergise it under the leadership of the senior clinicians (chief medical
and nursing officers / medical and nursing directors / chief inspectors
/ heads of profession) of each of the national NHS leadership bodies
alongside CCG leaders, providers, regulators and patient and lay
representatives.

We will support a modern workforce

Health care depends on people — nurses, porters consultants and
receptionists, scientists and therapists and many others. We can design
innovative new care models, but they simply won’t become a reality
unless we have a workforce with the right numbers, skills, values and
29

behaviours to deliver it. That’s why ensuring the NHS becomes a better
employer is so important: by supporting the health and wellbeing of
frontline staff; providing safe, inclusive and non-discriminatory
opportunities; and supporting employees to raise concerns, and ensuring
managers quickly act on them.

Since 2000, the workforce has grown by 160,000 more whole-time
equivalent clinicians. In the past year alone staff numbers at Foundation
Trusts are up by 24,000 – a 4% increase. However, these increases have
not fully reflected changing patterns of demand. Hospital consultants have
increased around three times faster than GPs and there has been an
increasing trend towards a more specialised workforce, even though
patients with multiple conditions would benefit from a more holistic
clinical approach. And we have yet to see a significant shift from acute to
community sector based working – just a 0.6% increase in the numbers of
nurses working in the community over the past ten years.

Employers are responsible for ensuring they have sufficient staff with the
right skills to care for their patients. Supported by Health Education
England, we will address immediate gaps in key areas. We will put in
place new measures to support employers to retain and develop their
existing staff, increase productivity and reduce the waste of skills and
money. We will consider the most appropriate employment arrangements
to enable our current staff to work across organisational and sector
boundaries. HEE will work with employers, employees and
commissioners to identify the education and training needs of our current
workforce, equipping them with the skills and flexibilities to deliver the
new models of care, including the development of transitional roles. This
will require a greater investment in training for existing staff, and the
active engagement of clinicians and managers who are best placed to
know what support they need to deliver new models of care.

Since it takes time to train skilled staff (for example, up to thirteen years
to train a consultant), the risk is that the NHS will lock itself into outdated
models of delivery unless we radically alter the way in which we plan and
train our workforce. HEE will therefore work with its statutory partners
to commission and expand new health and care roles, ensuring we have a
more flexible workforce that can provide high quality care wherever and
whenever the patient needs it. This work will be taken forward through
the HEE’s leadership of the implementation of the Shape of Training
Review for the medical profession and the Shape of Care Review for the
nursing profession, so that we can ‘future proof’ the NHS against the
challenges to come.
More generally, over the next several years, NHS employers and staff and
their representatives will need to consider how working patterns and pay
and terms and conditions can best evolve to fully reward high
performance, support job and service redesign, and encourage
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recruitment and retention in parts of the country and in occupations
where vacancies are high.
We will exploit the information revolution

There have been three major economic transitions in human history – the
agricultural revolution, the industrial revolution, and now the information
revolution. But most countries’ health care systems have been slow to
recognise and capitalise on the opportunities presented by the
information revolution. For example, in Britain 86% of adults use the
internet but only 2% report using it to contact their GP.

While the NHS is a world-leader in primary care computing and some
aspects of our national health infrastructure (such as NHS Choices which
gets 40 million visits a month, and the NHS Spine which handles 200
million interactions a month), progress on hospital systems has been slow
following the failures of the previous ‘connecting for health’ initiative.
More generally, the NHS is not yet exploiting its comparative advantage as
a population-focused national service, despite the fact that our spending
on health-related IT has grown rapidly over the past decade or so and is
now broadly at the levels that might be expected looking at comparable
industries and countries.

Part of why progress has not been as fast as it should have been is that the
NHS has oscillated between two opposite approaches to information
technology adoption – neither of which now makes sense. At times we
have tried highly centralised national procurements and implementations.
When they have failed due to lack of local engagement and lack of
sensitivity to local circumstances, we have veered to the opposite extreme
of ‘letting a thousand flowers bloom’. The result has been systems that
don’t talk to each other, and a failure to harness the shared benefits that
come from interoperable systems.

In future we intend to take a different approach. Nationally we will focus
on the key systems that provide the ‘electronic glue’ which enables
different parts of the health service to work together. Other systems will
be for the local NHS to decide upon and procure, provided they meet
nationally specified interoperability and data standards.

To lead this sector-wide approach a National Information Board has been
established which brings together organisations from across the NHS,
public health, clinical science, social care, local government and public
representatives. To advance the implementation of this Five Year Forward
View, later this financial year the NIB will publish a set of ‘road maps’
laying out who will do what to transform digital care. Key elements will
include:
•

Comprehensive transparency of performance data – including the
results of treatment and what patients and carers say – to help health
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•

•

•
•

•

professionals see how they are performing compared to others and
improve; to help patients make informed choices; and to help CCGs
and NHS England commission the best quality care.

An expanding set of NHS accredited health apps that patients will be
able to use to organise and manage their own health and care; and the
development of partnerships with the voluntary sector and industry
to support digital inclusion.
Fully interoperable electronic health records so that patients’ records
are largely paperless. Patients will have full access to these records,
and be able to write into them. They will retain the right to opt out of
their record being shared electronically. The NHS number, for safety
and efficiency reasons, will be used in all settings, including social
care.
Family doctor appointments and electronic and repeat prescribing
available routinely on-line everywhere.
Bringing together hospital, GP, administrative and audit data to
support the quality improvement, research, and the identification of
patients who most need health and social care support. Individuals
will be able to opt out of their data being used in this way.

Technology – including smartphones - can be a great leveller and,
contrary to some perceptions, many older people use the internet.
However, we will take steps to ensure that we build the capacity of all
citizens to access information, and train our staff so that they are able
to support those who are unable or unwilling to use new technologies.

We will accelerate useful health innovation

Britain has a track record of discovery and innovation to be proud of.
We’re the nation that has helped give humanity antibiotics, vaccines,
modern nursing, hip replacements, IVF, CT scanners and breakthrough
discoveries from the circulation of blood to the DNA double helix—to
name just a few. These have benefited not only our patients, but also the
British economy – helping to make us a leader in a growing part of the
world economy.

Research is vital in providing the evidence we need to transform services
and improve outcomes. We will continue to support the work of the
National Institute for Health Research (NIHR) and the network of
specialist clinical research facilities in the NHS. We will also develop the
active collection and use of health outcomes data, offering patients the
chance to participate in research; and, working with partners, ensuring
use of NHS clinical assets to support research in medicine.
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We should be both optimistic and ambitious for the further advances that
lie within our reach. Medicine is becoming more tailored to the individual;
we are moving from one-size-fits-all to personalised care offering higher
cure rates and fewer side effects. That’s why, for example, the NHS and
our partners have begun a ground-breaking new initiative launched by
the Prime Minister which will decode 100,000 whole genomes within the
NHS. Our clinical teams will support this applied research to help
improve diagnosis and treatment of rare diseases and cancers.
Steps we will take to speed innovation in new treatments and diagnostics
include:
•

•

•

•

•

The NHS has the opportunity radically to cut the costs of conducting
Randomised Controlled Trials (RCTs), not only by streamlining
approval processes but also by harnessing clinical technology. We will
support the rollout of the Clinical Practice Research Datalink, and
efforts to enable its use to support observational studies and quicker
lower cost RCTs embedded within routine general practice and
clinical care.
In some cases it will be hard to test new treatment approaches using
RCTs because the populations affected are too small. NHS England
already has a £15m a year programme, administered by NICE, now
called “commissioning through evaluation” which examines real
world clinical evidence in the absence of full trial data. At a time when
NHS funding is constrained it would be difficult to justify a further
major diversion of resources from proven care to treatments of
unknown cost effectiveness. However, we will explore how to expand
this programme and the Early Access to Medicines programme in
future years. It will be easier if the costs of doing so can be supported
by those manufacturers who would like their products evaluated in
this way.
A smaller proportion of new devices and equipment go through
NICE’s assessment process than do pharmaceuticals. We will work
with NICE to expand work on devices and equipment and to support
the best approach to rolling out high value innovations—for example,
operational pilots to generate evidence on the real world financial and
operational impact on services—while decommissioning outmoded
legacy technologies and treatments to help pay for them.

The Department of Health-initiated Cancer Drugs Fund has expanded
access to new cancer medicines. We expect over the next year to
consult on a new approach to converging its assessment and
prioritisation processes with a revised approach from NICE.
The average time it takes to translate a discovery into clinical practice
is however often too slow. So as well as a commitment to research, we
are committed to accelerating the quicker adoption of cost-effective
innovation - both medicines and medtech. We will explore with
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partners—including patients and voluntary sector organisations—a
number of new mechanisms for achieving this.

Accelerating innovation in new ways of delivering care

Many of the innovation gains we should be aiming for over the next five or
so years probably won’t come from new standalone diagnostic
technologies or treatments - the number of these blockbuster ‘silver
bullets’ is inevitably limited.

But we do have an arguably larger unexploited opportunity to combine
different technologies and changed ways of working in order to transform
care delivery. For example, equipping house-bound elderly patients who
suffer from congestive heart failure with new biosensor technology that
can be remotely monitored can enable community nursing teams to
improve outcomes and reduce hospitalisations. But any one of these
components by itself produces little or no gain, and may in fact just add
cost. So instead we need what is now being termed ‘combinatorial
innovation’.

The NHS will become one of the best places in the world to test
innovations that require staff, technology and funding all to align in a
health system, with universal coverage serving a large and diverse
population. In practice, our track record has been decidedly mixed. Too
often single elements have been ‘piloted’ without other needed
components. Even where ‘whole system’ innovations have been tested,
the design has sometimes been weak, with an absence of control groups
plus inadequate and rushed implementation. As a result they have
produced limited empirical insight.
Over the next five years we intend to change that. Alongside the
approaches we spell out in chapter three, three of the further mechanisms
we will use are:
•

•

Develop a small number of ‘test bed’ sites alongside our Academic
Health Science Networks and Centres. They would serve as real world
sites for ‘combinatorial’ innovations that integrate new technologies,
bioinformatics, new staffing models and payment-for-outcomes.
Innovators from the UK and internationally will be able to bid to have
their proposed discovery or innovation deployed and tested in these
sites.
Working with NIHR and the Department of Health we will expand
NHS operational research, RCT capability and other methods to
promote more rigorous ways of answering high impact questions in
health services redesign. An example of the sort of question that might
be tested: how best to evolve GP out of hours and NHS 111 services so
as to improve patient understanding of where and when to seek care,
while improving clinical outcomes and ensuring the most appropriate
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•

use of ambulance and A&E services. Further work will also be
undertaken on behavioural ‘nudge’ type policies in health care.

We will explore the development of health and care ‘new towns’.
England’s population is projected to increase by about 3 to 4 million
by 2020. New town developments and the refurbishment of some
urban areas offers the opportunity to design modern services from
scratch, with fewer legacy constraints - integrating not only health
and social care, but also other public services such as welfare,
education and affordable housing. The health campus already planned
for Watford is one example of this.

We will drive efficiency and productive investment

It has previously been calculated by Monitor, separately by NHS England,
and also by independent analysts, that a combination of a) growing
demand, b) no further annual efficiencies, and c) flat real terms funding
could, by 2020/21, produce a mismatch between resources and patient
needs of nearly £30 billion a year.

So to sustain a comprehensive high-quality NHS, action will be needed on
all three fronts. Less impact on any one of them will require compensating
action on the other two.
Demand

On demand, this Forward View makes the case for a more activist
prevention and public health agenda: greater support for patients, carers
and community organisations; and new models of primary and out-ofhospital care. While the positive effects of these will take some years to
show themselves in moderating the rising demands on hospitals, over the
medium term the results could be substantial. Their net impact will
however also partly depend on the availability of social care services over
the next five years.
Efficiency

Over the long run, NHS efficiency gains have been estimated by the Office
for Budget Responsibility at around 0.8% net annually. Given the
pressures on the public finances and the opportunities in front of us, 0.8%
a year will not be adequate, and in recent years the NHS has done more
than twice as well as this.

A 1.5% net efficiency increase each year over the next Parliament should
be obtainable if the NHS is able to accelerate some of its current efficiency
programmes, recognising that some others that have contributed over the
past five years will not be indefinitely repeatable. For example as the
economy returns to growth, NHS pay will need to stay broadly in line with
private sector wages in order to recruit and retain frontline staff.
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Our ambition, however, would be for the NHS to achieve 2% net efficiency
gains each year for the rest of the decade – possibly increasing to 3% over
time. This would represent a strong performance - compared with the
NHS' own past, compared with the wider UK economy, and with other
countries' health systems. It would require investment in new care
models and would be achieved by a combination of "catch up" (as less
efficient providers matched the performance of the best), "frontier shift"
(as new and better ways of working of the sort laid out in chapters three
and four are achieved by the whole sector), and moderating demand
increases which would begin to be realised towards the end of the second
half of the five year period (partly as described in chapter two). It would
improve the quality and responsiveness of care, meaning patients getting
the 'right care, at the right time, in the right setting, from the right
caregiver'. The Nuffield Trust for example calculates that doing so could
avoid the need for another 17,000 hospital beds - equivalent to opening
34 extra 500-bedded hospitals over the next five years.
Funding

NHS spending has been protected over the past five years, and this has
helped sustain services. However, pressures are building. In terms of
future funding scenarios, flat real terms NHS spending overall would
represent a continuation of current budget protection. Flat real terms NHS
spending per person would take account of population growth. Flat NHS
spending as a share of GDP would differ from the long term trend in which
health spending in industrialised countries tends to rise a share of
national income.
Depending on the combined efficiency and funding option pursued, the
effect is to close the £30 billion gap by one third, one half, or all the way.

•

•

•

In scenario one, the NHS budget remains flat in real terms from
2015/16 to 2020/21, and the NHS delivers its long run productivity
gain of 0.8% a year. The combined effect is that the £30 billion gap in
2020/21 is cut by about a third, to £21 billion.

In scenario two, the NHS budget still remains flat in real terms over
the period, but the NHS delivers stronger efficiencies of 1.5% a year.
The combined effect is that the £30 billion gap in 2020/21 is halved,
to £16 billion.

In scenario three, the NHS gets the needed infrastructure and
operating investment to rapidly move to the new care models and
ways of working described in this Forward View, which in turn
enables demand and efficiency gains worth 2%-3% net each year.
Combined with staged funding increases close to ‘flat real per person’
the £30 billion gap is closed by 2020/21.
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Decisions on these options will inevitably need to be taken in the context
of how the UK economy overall is performing, during the next Parliament.
However nothing in the analysis above suggests that continuing with a
comprehensive tax-funded NHS is intrinsically undoable – instead it
suggests that there are viable options for sustaining and improving the
NHS over the next five years, provided that the NHS does its part, together
with the support of government. The result would be a far better future
for the NHS, its patients, its staff and those who support them.
BOX 5: WHAT MIGHT THIS MEAN FOR PATIENTS? FIVE YEAR
AMBITIONS FOR CANCER
One in three of us will be diagnosed with cancer in our lifetime. Fortunately
half of those with cancer will now live for at least ten years, whereas forty
years ago the average survival was only one year. But cancer survival is
below the European average, especially for people aged over 75, and
especially when measured at one year after diagnosis compared with five
years. This suggests that late diagnosis and variation in subsequent access
to some treatments are key reasons for the gap.
So improvements in outcomes will require action on three fronts: better
prevention, swifter access to diagnosis, and better treatment and care for all
those diagnosed with cancer. If the steps we set out in this Forward View are
implemented and the NHS continues to be properly resourced, patients will
reap benefits in all three areas:
Better prevention. An NHS that works proactively with other partners to
maintain and improve health will help reduce the future incidence of cancer.
The relationship between tobacco and cancer is well known, and we will
ensure everyone who smokes has access to high quality smoking cessation
services, working with local government partners to increase our focus on
pregnant women and those with mental health conditions. There is also
increasing evidence of a relationship between obesity and cancer. The World
Health Organisation has estimated that between 7% and 41% of certain
cancers are attributable to obesity and overweight, so the focus on reducing
obesity outlined in Chapter two of this document could also contribute
towards our wider efforts on cancer prevention.
Faster diagnosis. We need to take early action to reduce the proportion of
patients currently diagnosed through A&E—currently about 25% of all
diagnoses. These patients are far less likely to survive a year than those who
present at their GP practice. Currently, the average GP will see fewer than
eight new patients with cancer each year, and may see a rare cancer once in
their career. They will therefore need support to spot suspicious
combinations of symptoms. The new care models set out in this document
will help ensure that there are sufficient numbers of GPs working in larger
practices with greater access to diagnostic and specialist advice. We will
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also work to expand access to screening, for example, by extending breast
cancer screening to additional age groups, and spreading the use of
screening for colorectal cancer. As well as supporting clinicians to spot
cancers earlier, we need to support people to visit their GP at the first sign of
something suspicious. If we are able to deliver the vision set out in this
Forward View at sufficient pace and scale, we believe that over the next five
years, the NHS can deliver a 10% increase in those patients diagnosed early,
equivalent to about 8,000 more patients living longer than five years after
diagnosis.
Better treatment and care for all. It is not enough to improve the rates of
diagnosis unless we also tackle the current variation in treatment and
outcomes. We will use our commissioning and regulatory powers to ensure
that existing quality standards and NICE guidance are more uniformly
implemented, across all areas and age groups, encouraging shared learning
through transparency of performance data, not only by institution but also
along routes from diagnosis. And for some specialised cancer services we
will encourage further consolidation into specialist centres that will
increasingly become responsible for developing networks of supporting
services.
But combined with this consolidation of the most specialised care, we will
make supporting care available much closer to people’s homes; for example,
a greater role for smaller hospitals and expanded primary care will allow
more chemotherapy to be provided in community. We will also work in
partnership with patient organisations to promote the provision of the
Cancer Recovery Package, to ensure care is coordinated between primary
and acute care, so that patients are assessed and care planned
appropriately. Support and aftercare and end of life care – which improves
patient experience and patient reported outcomes – will all increasingly be
provided in community settings.
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ABBREVIATIONS
A&E
AHSCs
AHSNs
BCF
CCGs
CQC
CT
EBITDA
GP
HEE
IPC
IVF
LTCs

Accident & Emergency
Academic Health Science Centres
Academic Health Science Networks
Better Care Fund
Clinical Commissioning Groups
Care Quality Commission
Computerised Tomography
Earnings before interest, taxes, depreciation and
amortisation
General Practitioner
Health Education England
Integrated Personal Commissioning
In Vitro Fertilisation
Long term conditions

NHS IQ
NHS TDA

NHS Improving Quality
NHS Trust Development Authority

PHE
RCTs

Public Health England
Randomised Controlled Trials

NIB
NICE
NIHR
TUC

WHO

National Information Board
National Institute for Health and Care Excellence
National Institute of Health Research
Trades Union Congress

World Health Organisation
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Development of a staff recognition scheme
1.0

Introduction

1.1

The Organisational Development Strategy (August 2014) sets out the
Board’s commitment to improving staff engagement and experience at
Dorset HealthCare.

1.2

This paper provides an update and proposal for the development of a
staff recognition scheme, which is one element of improving staff
engagement.

2.0

Achieving high levels of staff engagement

2.1

We have adopted the model for a highly engaged organisation that
features in the Kings Fund report ‘Improving NHS Care by Engaging
Staff and Devolving Decision-Making’ (July 2014).

Figure 1: One model for a highly engaged organisation

2.2

This model helps us to frame the initiatives underway, see how they
interconnect and reflects that responsibility for engaged employees sits
across every team and directorate.

2.3

Against this model, a staff recognition scheme will: support people to
sense their work is meaningful and valued, and introduce rites and
rituals that celebrate success and reinforce good practice within and
across teams.

2.4

Frequent, timely recognition, based on core values has been shown to
reduce staff turnover, increases staff understanding and commitment to
goals and objectives, increases staff engagement.

3.0

Background to staff recognition at the Trust

3.1

For a number of years the Trust has organised an annual
O*S*C*A*R*S awards ceremony through which a handful of staff are
recognised for outstanding contributions to their patients, services and
the Trust overall.

3.2

There was no O*S*C*A*R*S ceremony in 2014 and although an
element of feedback was critical of this, others welcomed the decision
to review the format and purpose of the annual event.

3.3

The communications function also works hard to recognise and
celebrate individual and team achievements both in-work and out-ofwork, using internal and external promotional channels.

3.4

Many teams and leaders are already nominating colleagues for
national and professional awards. We are proud of the numbers of
people and of teams who are being recognised by professional bodies
and others for their achievements for patients.

3.5

A refreshed scheme is the opportunity to move beyond an annual
ceremony to create a programme of activity that regularly celebrates
people ‘going above and beyond’ the call of duty and to strengthen the
connections between the board and the rest of the Trust.

4.0

Staff involvement to date

4.1

To ensure the recognition scheme is comprehensive and captures staff
ideas and reflects best practice in other NHS and public sector
organisations, the following activities have informed this work:





All staff were invited to say how they would like their achievements
recognised. More than 40 people put forward their ideas and
suggestions for consideration.
Benchmarking against other NHS and public sector organisations to
identify best practice staff recognition schemes
An evidence search to understand best practice in implementing
corporate staff recognition schemes
Analysis of the annual staff survey results to identify where a staff
recognition scheme can support improvements.

5.0

Objectives

5.1

The scheme will:





Recognise the contributions and successes of individuals and teams
across the organisation, on an ongoing, closer to real-time basis
Contribute to improving levels of staff engagement, support improved
retention and recruitment, encourage staff motivation and support
improvements in staff experience
Support development of a culture of openness, learning and innovation
across team and directorate boundaries
Bring our values to life and reinforce our collective behaviours.

5.2

The scheme will also provide us with a pipeline for submitting
applications to regional and national awards and recognition schemes,
and the honours system.

6.0

The proposal

6.1

We will introduce a rolling programme of recognition that promotes the
Trust’s values and supports us to celebrate them in action.

6.2

The proposed recognition categories are summarised at Annex A.

6.3

The rolling programme recognises, rewards and celebrates
achievements on a monthly basis, culminating in an annual Dorset
HealthCare awards event and feeding applications for national
recognition and awards ceremonies.

7.0

Nomination Process

7.1

Staff, patients, carers, families, partner organisations – everyone - will
be encouraged to nominate staff by e-form, phone, text message, email or post. Staff cannot nominate themselves or their teams.

7.2

There will be no cap on the numbers of nominations each month; the
numbers of nominees will vary each month.

7.3

Other options to explore include adding the option to make a
nomination to the Friends and Family Test questions and following up
on positive feedback and letters of thanks to ask if we could share and
include for recognition.

8.0

Rewards and celebration

8.1

Every nomination will be recognised with a certificate and we will
feature as many nominations as possible on the intranet and other
internal communications channels.

8.2

An individual award will be made every month in each category and an
additional team award made once every three months.

8.3

Each monthly award winner will receive a personal letter of
appreciation from the Chair and Chief Executive, copied to their line
manager and relevant Director.

8.4

The individual being celebrated will receive a small gift of appreciation
such as a £25 gift voucher.

8.5

We are exploring how a locality tea party celebration or similar can be
convened, which would incorporate a visit from a member of the Trust
Board and an opportunity to meet with other members of the team.

8.6

Team awards will be recognised quarterly and teams will receive a
personal letter of appreciation from the Chair and Chief Executive. The
team will also receive an allocation of £500 of Trust monies to be spent
appropriately, for example on service development, training or
equipment within their service.

9.0

Annual Awards Ceremony

9.1

An annual awards ceremony will be held in February of each year
(TBC). All monthly winners will be automatically shortlisted for the
overall annual awards in the relevant category, but we will encourage
new nominations from staff particularly, in the run up to the event.

9.2

Annual categories will mirror the rolling scheme, with 12 awards, plus
an overall team of the year award.

9.3

Annual award winners will receive a framed certificate and a gift
voucher worth £100. The overall team award will be presented with
individual framed certificates as well as a team certificate for display in
service premises. The team will also receive an allocation of £1,000 of
Trust monies to be spent appropriately for example service
development, training or equipment within their service.

10.0

Publicity and promotion of nominations and awards

10.1

The monthly internal Trustlink newsletter will feature one of the winners
each month, describing the individual / team, what it is they do and why
they were nominated. It will signpost to full details on the intranet,
which will become the main vehicle for sharing and celebrating
achievement.

10.2

The list of nominations will be published so that all staff can see they
have been recognised and celebrated.

10.3

The intranet will include a page describing the staff recognition
scheme, as well as nomination deadlines, nomination form, award
categories, and all previous nominees and award winners, with their
stories.

10.4

The external website will enable patients, carers, families and partners
to nominate staff via an e-form. The website will include details of the
awards, how to nominate a staff member or team, and the form to
complete. Details of previous nominees and award winners will also be
published.

10.5

We will seek to maximise local, national and specialist media coverage
where appropriate.

10.0

Additional ways to recognise staff contributions

10.1

We are also exploring:



A series of summer picnics /BBQ staff appreciation events for all staff
and their families to celebrate their contribution to patients at Dorset
HealthCare and to provide an opportunity to socialise with work
colleagues and their families.



Many staff would like to see 100% attendance at work recognised at
the end of each year.



A refresh of Long Service Awards that currently recognise 25 years’
service in the NHS with a letter from the Chief Executive and £250.
Some have suggested five and ten year recognition.

11.0

Name and brand

11.1 A number of ideas have been put forward by Dorset HealthCare staff
on what the staff recognition scheme should be called. Ideas include:






11.2

Dorset HealthCare Heroes
V.I.P scheme (Values into Practice)
Leading Lights
STARS (Staff Thanks and Recognition Scheme)
GEM (Going the Extra Mile)
BRITS (Bestowing Recognition in Trust service)
We will develop a sub-brand in line with the overall development of the
Trust’s vision and purpose and visual identity.

12.0

Costs

12.1

Costs are estimated at approximately £25,000 each year, including
awards, any promotion, summer events and an annual ceremony.

12.2

Sponsorship will be sought from local businesses to support the annual
awards and we will also look to discuss the options for use of charitable
funds to support the recognition of our staff.

13.0

Next Steps and launch

13.1

As related work develops so we expect to tie the scheme in to a call to
action at induction and also to consider connections to ongoing training
and development.

13.2

Substantive recruitment to the Organisational Development and
Participation functions is a priority to support this work.

13.3

With Board agreement, the recognition scheme would launch in the
new year at the same time as the vision and purpose launch – but we
will heavily promote and trail the opportunities in advance.

Annex A

CATEGORY
Respect
dignity

DESCRIPTION
and Individuals or teams who demonstrate the ways in which they
value each person as an individual, seeking to understand
individual priorities, needs, abilities, and limits. For those
seeing patients, spends time with each individual patient or
carer, to actively listen and support them. For others, it’s those
initiatives that promote dignity and respect.

Commitment to
quality of care

Individuals or teams who show an exemplary commitment to
quality of care through their quality improvement projects,
learning from mistakes, patient safety initiatives. Quality of care
is demonstrated through clinical effectiveness and patient
experience in service delivery, and supporting quality
improvement in other areas of our business.

Compassion and
kindness

An individual award for staff who actively search for the extra
things they can do, however small, to give comfort and relieve
suffering. Staff who find time for patients, carers, families,
colleagues and work alongside them to improve care and
experience. They do not wait to be asked, because they care.

Improving lives

Individuals and teams who strive to improve health and
wellbeing and people’s experiences of our services. This may
be demonstrated through clinical practice, service
improvements or innovation in any area of business.

Working together
for patients

This is a partnership or team award where a group consistently
support one another to achieve great things, in line with the
organisations goals. They continuously seek to improve their
service and make a tangible difference to Dorset HealthCare.
Teams may be clinical or non-clinical.

Everyone Counts

Individuals or teams that strive to reach our more difficult
patient / carer / family groups, accepting that some people
need more help, to the benefit of the whole community,
ensuring that no-one is excluded.

Being a learning
organisation

An individual or team, who relishes and seeks out opportunities
to learn and develop or promotes learning and development,
that has shown dedication and determination in their own
learning, or uses their learning to improve service delivery. This
category could include recognising mentors, learners, or
students, or could be in recognition of research or learning
from events, performance measures or national guidance.

Volunteer and
Friend Award

This category recognises individuals who work tirelessly and
generously give their free time, enthusiasm and energy to help
improve NHS services, facilities and support for patients,
visitors and their families.

Bank staff Award

Recognises the contribution of bank staff in ensuring quality
and continuity of services is maintained across the

organisation. These individuals demonstrate reliability,
commitment and continuing excellence at work, are able to
remain flexible to learn the ropes quickly and carry out tasks
effectively, despite the short term nature of their role.
Leadership &
management
Award

This award recognises individuals who demonstrate highly
effective and valued leadership or management of their team.
This is for individuals who are an inspiration to others. They are
outstanding in their role, lead by example and act with
professionalism and integrity at all times. They are
also approachable and supportive to colleagues and inspire
them to develop and improve the services we provide.

Outstanding
Contribution Award

This award recognises individuals who have made an ongoing
and outstanding contribution to Dorset HealthCare. These
individuals could be our unsung heroes who always put their
heart and soul into their work but who do not always get the
wider recognition for the valuable contribution they make. This
award could also recognise individuals who have made a
significant contribution to the national or international health
agenda through research, best practice, innovative practices,
or development of a new service.

Annex B
List of Local, Regional and National Awards
Name
Advancing Healthcare
awards: UK awards for
allied health
professionals and
healthcare scientists
NHS England Excellence
in Participation Awards
The Clinical Pharmacy
Congress Awards
Student Nursing Times
Awards
BMJ Awards
Patient Safety and Care
Awards
RCPsych Awards
HSJ Value in Healthcare
Awards
EHI Awards
NHS Leadership
Recognition Awards
Quality in Care Awards

Organisation
Advancing healthcare
awards

Nomination Deadline
January

NHS England

January

The Clinical Pharmacy
Congress
Nursing Times

January

BMJ
HSJ and Nursing Times

January
January

Royal College of
Psychiatry
HSJ

March

E-Health Insider
NHS Leadership
Academy
Quality in Care
Programme
Road to Wellness Awards Dorset HealthCare
HSJ Awards
HSJ
Nursing Times Awards
Nursing Times
National Positive Practice Mental Health
in Mental Health Awards
Foundation
Nursing Standard Nurse
Nursing Standard
Awards
Dental Hygiene and
Dental Hygiene and
Therapy Awards
Therapy Awards
Great British Care
Great British Care
Awards
Awards
Innovation in Action
NHS Alliance
Awards
British Journal of Nursing British Journal of
Awards
Nursing
CSP Awards
Chartered Society of
Physiotherapy
UK Sexual Health
Brook
Awards

January

March
May
May
May
June
July
July
July
September
September
September
October
November
November
December

Monitor Quarter 2 Return Report
Part 1 Board Meeting 12th November 2014
Author

Associate Director of Finance

Sponsoring Board
Member

Director of Finance

Purpose of Report

To summarise the Trust Quarter 2 submission and associated
declarations submitted to Monitor on 31st October 2014.
The following declarations were made:
Governance Statements (Appendix C)
For Finance that:
The Board anticipates that the Trust will continue to maintain
a continuity of service risk rating of at least 3 over the next
12 months - Confirmed
For Governance, that:
The Board is satisfied that plans in place are sufficient to
ensure: ongoing compliance with all existing targets (after
the application of thresholds) as set out in Appendix A of the
Risk Assessment Framework; and a commitment to comply
with all known targets going forwards – Not Confirmed
(sections 3.24 - 3.30 of the report refer)
Otherwise:
The Board confirms that there are no matters arising in the
quarter requiring an exception report to Monitor (per the Risk
Assessment Framework page 22 Diagram 6) which have not
already been reported – Confirmed
Capital Expenditure Declaration(Appendix E)
The Trust has triggered the 15% tolerance level with regard to
Capital Expenditure against Plan. As a result, a reforecast has
been submitted. The reforecast is summarised at Appendix D.
Alongside the reforecast, the Board has submitted a Capital
Expenditure declaration:
Declaration 1 – The Board anticipates that the Trust’s
capital expenditure for the remainder of the financial year will
not materially differ from the attached reforecast plan

Recommendation

The Board is asked to note the submission

Engagement and
Involvement

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

Previous Committee/s
Dates

Extraordinary Board Meeting 28th October 2014

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

 We will deliver high quality, safe patient care
 We will remain a high performing organisation
Any action required?

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

Yes

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











Yes

No

Detail in report










Initials ___SW_______

Dorset HealthCare University NHS Foundation Trust
Monitor Financial Monitoring Narrative
Quarter 2 2014/15
1.0

Income & Expenditure (I&E) Position

1.1

The surplus at Quarter 2 is £3,158k which is cumulatively £3,927k ahead of plan.

1.2

‘NHS Clinical Income’ is ahead of plan for the quarter by £1,140k. This is due to new
contract variations.

1.3

‘Non Mandatory/Non protected Income’ is ahead of plan for the quarter by £329k with
the most significant contributor being income in respect of domiciliary care contracts.

1.4

‘Other Operating Income’ is ahead of plan for the quarter by £247k. This is mainly due
to service income contract additions, most significantly in respect of our support
services supplied to Dorset CCG.

1.5

‘Employee Benefits Expenses’ are higher than plan for Quarter 2 by £198k, most
significantly for the following reasons:




£1,921k general operational pay underspends being driven by vacancies, offset by:
(£777k) agency costs, covering vacancies, above that planned;
(£1,184k) in respect of contract variations in year (section 1.2 and 1.3 refers)

1.6

Operating Non-Pay costs are in line with Plan.

1.7

‘Other Operating Expenses Outside of EBITDA’ are higher than Plan for the quarter by
£216k. This is mainly due to an impairment charge in respect of Wimborne Hospital
which relates to the transfer of PCT estate.

1.8

‘Non Operating Expenditure’ is lower than Plan for the quarter. This is most
significantly due to our Public Dividend Capital dividend (PDCD) being lower than Plan
by £252k. This reduction arises as the cash balance held at Quarter 2 is higher than
Plan and this affects the PDCD calculation.

1.9

The Trust’s Annual Plan CIP profile was based on a historic method of reporting,
however the Plan and submitted trajectory is now set and cannot be changed within
the monitoring template. For effective financial control to ensure achievement of the
larger CIP programme that the Trust has planned this year, the Trust has changed
reporting methodology as it was important to be clear as to how much was achieved
and removed from budgets at each reporting period in the year. The 2 different
methodologies have resulted in the CIP programme (including revenue generation
schemes) being cumulatively ahead of plan at Quarter 2 by £1,298k. The variance
compared to Plan will reduce over the next 2 Quarters as the Trust is forecasting that it
will achieve its planned CIP target.

2.0

Statement of Financial Position (Balance Sheet)

2.1

The forecast cash balance was £26.8m for the end of September. The actual cash
balance was £30.4m – an improvement of £3.6m. The main reasons are set out in
section 2.2 below.

2.2.1

The surplus is £3.9m above plan.
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2.2.2

Total inventories and receivables, including prepayments and accrued income, are
£1m above plan having a negative effect on cash.

2.2.3

The assets held for sale that were expected to be sold in Quarter 1 have been
delayed. Only 1 of the 3 properties has been sold although the remaining properties
are in the process of being sold. The effect on assets held for sale is £2.3m above
plan having a negative effect on cash.

2.2.4

Provisions which arose late in 2013/14 continue to be in place. They are £1.8m above
plan having a positive effect on cash.

2.2.5

Capital expenditure is behind plan at Quarter 2, having a positive effect on cash of
£1.6m. There was also an underspend in 2013/14, having a positive effect on cash of
£0.5m compared with the forecast.

2.2.6

Our loan with the FT Financing Facility has been repaid ahead of schedule having a
negative effect on cash of £1.4m.

3.0

Monitor Governance Compliance

3.1

This section of the report will address five areas namely CQC compliance, including
unannounced CQC Mental Health Act Inspections; Independent Inquiries; Coroner’s
Regulation 28 Reports; Internal Audit Reports and reporting against Monitor targets.
Care Quality Commission Compliance Inspections

3.2

3.3

3.4

During the last quarter (July-September) the Trust received two CQC Compliance
Inspections, both to sites previously inspected and found to be not meeting the
standard of the outcomes inspected. The outcomes of these inspections are
highlighted below:
Waterston Assessment Unit, Forston Clinic on 4th and 5th August 2014
The inspection visit to Waterston was reported to Monitor on 12th August and the draft
report was received on 15th September 2014. The Trust submitted a factual accuracy
response and the final report was received on 22nd October. The action plan in
response to the recommendations was submitted to CQC on 24th October.
The Inspection identified that the four outcomes inspected were not being met and
were assessed as having a ‘moderate’ impact on people who use the service.





Outcome 4 - Care and welfare of people who use services
Outcome 7 - Safeguarding people who use services
Outcome 13 - Staffing
Outcome 16 - Assessing and monitoring the quality of service provision

3.5

The Trust were very disappointed to receive this report in the light of the work that had
been undertaken since the last visit in August 2013, however, the Trust were aware of
issues that were impacting on the ward particularly in regard to staffing levels and
clinical leadership. The senior management team was working closely with the unit
before the unannounced inspection took place and on receipt of the verbal feedback
immediately put further plans in place to address the shortfalls identified.

3.6

The plan includes actions to address staffing on the unit, the clinical leadership, the
physical environment of the seclusion room and debriefing following physical
interventions. Up to date care plans and risk assessments were also identified as an
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issue in some cases. In response to this the Trust has developed a Core Competency
Training Programme for staff on Waterston which will focus on:







Staff skills and competencies:
Care Plans
Risk Assessments
Safeguarding
Respect and Dignity of patients
Relational Security (the knowledge and understanding staff have of a patient
and of the environment; and the translation of that information into appropriate
responses and care).
 De-escalation skills (calming or diffusing a volatile or potentially volatile
situation)
3.7

To support the ongoing improvement required, the internal quality assurance team is
meeting with the ward every two weeks to review progress against the actions and
ensure evidence is in place to demonstrate the actions taken are effective in practice.
Further, this will support embedding best practice in day to day clinical care.

3.8

Learning from this inspection will be shared across all mental health units and the
implementation of the competency framework will also be applied in other areas going
forward.

3.9
3.10

Bridport Hospital (Langdon and Ryeberry wards) 27th August 2014
An unannounced inspection took place to review the wards against outcomes
previously inspected and found to be non-compliant.
Initial verbal feedback after the inspection was positive and the draft report was
received on 23rd September 2014, and reported to Monitor. The final report was
received on 13th October 2014 and confirmed that the hospital was meeting all
outcomes inspected:






3.11

Other sites
As previously reported a number of Trust sites that had been inspected during 2013
and had action plans, have not been re-visited by CQC. The Trust has implemented
the action plans and continues to monitor and seek evidence that the actions are
embedded and sustained in practice in the following areas:






3.12

Outcome 4 - Care and welfare of people who use services
Outcome 7 - Safeguarding people who use services
Outcome 13 – Staffing
Outcome 16 - Assessing and monitoring the quality of service provision
Outcome 21 – Records

Linden Unit
Westhaven Hospital
St Leonards Hospital
Trust HQ
Weymouth Community Hospital

Due to ongoing staffing pressures and difficulties to recruit, particularly to mental
health units, the Trust continues to work with clinical leaders and ward managers to
ensure we are delivering against the essential standards and providing high quality,
safe patient care.

3

3.13

3.14

3.15

Particular attention is currently being given to Linden Unit (Acute Mental Health) due to
staffing issues and the ability to recruit suitably qualified and experienced registered
mental health nurses. The Ward Manager is working closely with the Clinical Lead and
the internal assurance team to continually monitor, review and embed high quality
patient care.
CQC Mental Health Act Inspections
As well as inspecting against the Essential Standards of Quality and Safety, the CQC
also inspect services where patient’s rights are restricted under the Mental Health Act
1983. These inspections assess that the requirements of the Act are being met and
patients’ rights are protected. After the inspection, verbal feedback is given to the
senior clinician / manager and a report follows identifying any actions required.
The Trust has received the following unannounced CQC MHA Inspections since 1 April
2014.
Location
Melstock House, Forston Clinic
Glendinning Unit, Maiden castle
Kimmeridge Court, St Ann’s
Dudsbury Ward, St Ann’s
Chalbury Ward, Weymouth
Harbour Ward St Ann’s
Twynham Ward, St Ann’s

3.16

Service user group
Older People’s Mental Health
Rehabilitation
Eating Disorders
Acute female treatment
Older People’s Mental Health
Acute male treatment
Forensic male inpatient ward

Date of inspection
30 May 2014
30 June 2014
01 July 2014
28 August 2014
09 September 2014
03 October 2014
24 October 2014

The Trust has regular MHA inspections and the reports provide assurance on
improvements made to date as well as areas that require attention. For example,
Chalbury Ward (Weymouth Community Hospital) is one of the sites with a previous
CQC compliance action plan and the recent MHA inspection reported:
There was a positive atmosphere on the ward and staff said they enjoyed working
there. Staff had observed the progress that the ward had made and one member of
staff said, “The ward is much more positive now.” Further comments were, “I really like
it here,” and “I really enjoy working on the ward”.
It was very difficult to engage with three of the four patients we spoke with. However,
one of the patients was positive about the ward and he engaged well with the staff. We
spoke to two relatives, one of which told us that “The staff are fantastic” and “We are
pleased that Dad is at Chalbury”.
We observed good interaction between patients and staff who treated patients in a
respectful way. Adequate care plans were in place although there was some room for
improvement as far as the quality is concerned and we discussed this with the ward
manager. Risk assessments were up to date and details of how to deal with the
identified risks were included in the care plan.

3.17

Actions arising from these unannounced inspections tend to be varied however there
are similar findings across the wards with improvement required in care plans,
ensuring that all patients have 132 rights read in a timely way, staffing and access to
activities and therapies.

3.18

Reports and action plans as a result of MHA visits are reviewed and monitored by the
Mental Health Act Hospital Managers Group and the Mental Health Act Assurance
Committee. This Committee oversees the action tracker of the implementation of the
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improvements to achieve the standards and assures that there is robust evidence in
place that supports the improvement.
3.19

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

3.20 As previously reported, an independent inquiry was commissioned regarding the
homicide of a service user on 27th July 2012. HASCAS are conducting the inquiry.
Following the agreement of the terms of reference in July the Trust sent the requested
documentation to the review panel. Interviews commenced on 21st October with a
view to the report being completed in the New Year. The terms of reference also
include undertaking an external assessment on implementation of recommendations
from the 2014 report related to a homicide in 2010.
Coroner’s Regulation 28 Reports
3.21

No Coroner’s Regulation 28 reports have been received this quarter.
Internal Audit Reports and Progress

3.22

There were no internal audit reports with findings of limited or no assurance received
during Quarter 2.

3.23

Three internal audits from 2013/14, with findings of limited assurance, have actions
which are being implemented:


Medical devices - An in-house database solution has been implemented (Medical
Devices Management Database) and staff are populating this with details of
medical devices held and who has been trained in their use. Internal audit will
review the status and accuracy of completion of the medical devices management
database in Quarter 4.



Board Assurance Framework (BAF) – The limited assurance of the previous
internal audit recommended a review and refresh of the BAF. This work has been
ongoing in the context of the governance, quality and risk management
workstream outlined in the Trust Blueprint. A Board Workshop held on 17th
September 2014 approved a Board Assurance Methodology and transition to an
Assurance Map approach; and on 15th October 2014 a Risk, Assurance and
Governance Implementation Steering Group, chaired by the Trust Chair, agreed a
refreshed BAF for 2014/15, confirmed the key strategic risks, linked to the
Blueprint strategic priorities, and the risk owners. Work is now underway to
populate the refreshed BAF, which will be considered at the next Implementation
Steering Group on 19th November 2014.



Controlled Drug and Drug Fridge Management Follow-up – The actions to be
completed are a Trust re-audit of drug fridges in Quarter 3; full implementation of
pharmacy quarterly checks by end of October 2014; and actions related to
improving weekly checks of controlled drugs by end of October 2014.
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Monitor Targets
3.24

The Trust has previously notified Monitor about issues with the Mental Health Delayed
Transfers indicator. The Q1 position was 12.21% and for Q2 it has reduced slightly to
11.93%

3.25

As reported in Quarter 1, the Trust has implemented a number of initiatives to address
the performance against this indicator. The Trust has gained confirmation that the
Local Authorities are committed to working in partnership to achieve compliance with
the indicator target, which can only be achieved via a multi-agency approach. Process
mapping of discharge planning arrangements and escalation procedures in the event
of a delayed transfer of care have been agreed with the Local Authorities and Clinical
Commissioning Group colleagues. Regular multi agency meetings continue to ensure
focus on this area with partners. This aims to ensure that the process for arranging a
client’s discharge, including assessments (Social Services or Continuing HealthCare),
agreement of funding and the relevant brokerage service starting to source a home is
as smooth as possible minimising delays due to these areas.

3.26

Whilst the action taken to date has resulted in a clearer discharge process between
agencies involved, the improvement in this indicator at the end of Quarter 2 is only
0.45%. The Trust has been made aware by Local Authority and CCG colleagues of
two issues impacting on performance – firstly a current shortage of level three
dementia residential placements in the county that peaked between September and
October, and secondly difficulties in sourcing appropriate placements for clients with
dementia and particularly complex and challenging behaviours due to very limited
provision of specialist placements in the current market.

3.27

In respect of the shortage of level three dementia placements in Dorset, this was
exacerbated with the sudden closure of two care homes in Dorset in September and
October due to concerns about the quality of the service provided. This represented a
loss of 71 beds to the care home market, resulting in Local Authorities and the CCG
prioritising the urgent sourcing of new placements for existing residents over sourcing
placements for current delayed inpatients. This is considered to have had an impact on
the performance reported in Quarter 2.

3.28

With regards to the second issue, the Trust has identified to commissioner colleagues
that for inpatients with dementia who are delayed for significant periods of time, the
reason for the delay is often due to being unable to find a suitable home that can
manage the client’s needs. This is particularly the case for male inpatients who have
displayed aggressive behaviour and may require safer arm holds in order for personal
care to be safely delivered in their best interests. Such clients are often delayed for a
period of months, with many homes declining to accept the client. There are currently
only five care homes in the Dorset area that can deliver this level of support, and some
inpatients have experienced lengthier than usual delays whilst waiting for a vacancy in
one of these homes

3.29

The Trust has therefore led on establishing a multi-agency commissioner group to
consider these issues (in addition to the existing multi agency meetings to discuss
current delays), providing expert advice to commissioners based on operational
knowledge of current gaps in the market that have led to lengthy delayed transfers of
care for the dementia client group. The Trust is supporting commissioners to develop
an options appraisal setting out how specialist provision in the market can be
increased.

6

3.30

Compliance with this indicator remains difficult but the Trust is committed to doing
everything possible to improve the position.

3.31

As notified to Monitor on 23rd April 2014 we have been addressing the issue relating to
the reporting of the ‘Admissions to inpatients services had access to Crisis
Resolution/Home Treatment teams’ indicator. Details of the action taken were reported
in Q1. This has been successful and the Trust has now achieved compliance of
97.38% for Q2 against the 95% target.

4.0

Trust Membership

4.1

As at the end of the Quarter 2 2014/15 the total membership stands at 10,887.

4.2

Membership can be broken down into the following:
Staff
Public - Poole
Public - Bournemouth
Public – Dorset and the rest of England
Total Members

6,312
964
1,246
2,365
10,887

4.3

The appointment of Chris Balfe, the new Lead Governor to the Council of Governors
(CoG) is a further step in the strengthening of the Council. One priority area of focus
for the Trust and new Lead Governor is to strengthen the Council connections to
members and to local people, to better represent communities through the Council and
to promote Dorset HealthCare membership throughout the local population. This has
included a development day for the CoG, with a focus on participation. The CoG has
also established a Working Group to develop best practice around the recruitment and
development of Governors. In addition, the Trust is working with the Lead Governor to
refresh its membership materials to better promote the opportunities of membership.

5.0

Governors and Board Changes
Board

5.1

Ian Cordwell stepped down as Non-Executive Director on 31st July 2014. As advised
last quarter, Ian is replaced by John McBride as Chair of the Audit Committee.

5.2

John McBride, Sarah Murray and Nick Yeo were appointed as Non-Executive Directors
from 1st August 2014. Peter Rawlinson was appointed as Non- Executive Director
from 1st October 2014.

5.3

Fiona Haughey was appointed as Director of Nursing & Quality on 22nd July 2014.
Steve Hubbard commenced as Director of Strategy & Business Development on 1st
September 2014 and Jackie Chai was appointed Director of Finance on 25th
September 2014.

5.4

Eugine Yafele was appointed Locality Director (Bournemouth/Christchurch), Sally
O’Donnell was appointed Locality Director (Dorset) and Linda Boland was appointed
Locality Director (Poole/East Dorset) on 1st October 2014.

5.5

Jane Elson stepped down as Director of Mental Health Services on 1st October 2014

7

5.6

The Board membership is:
Non – Executive Directors
Ann Abraham – Chair
Lynne Hunt – Deputy Chair
David Brook – NED
Gill Fozard – NED
John McBride – NED
Sarah Murray – NED
Peter Rawlinson - NED
Nick Yeo – NED
Executive Directors
Ron Shields – Chief Executive
Jackie Chai – Director of Finance
Colin Hague – Director of Human Resources
Fiona Haughey – Director of Nursing and Quality
Dr Laurence Mynors-Wallis – Medical Director
Associate Directors
Linda Boland – Director Poole / East Dorset Locality
Steve Hubbard – Director of Strategy and Business Development
Sally O’Donnell – Director Dorset Locality
Nicola Plumb – Director for Organisational Development, Participation and
Corporate Affairs
Eugene Yafele – Director Bournemouth / Christchurch Locality
Governors

5.7

Governor changes during Quarter 2 are summarised below:
Name
Patricia Scott
Chris Balfe
Jodi Brown
Gordon Lewis
Angela Bartlett
Dr Guy Patterson

Event
Stepped down as Lead
Governor
Appointed as Lead
Governor
Ineligible to stand as a
Staff Governor
Ineligible to stand as a
Public Governor
Appointed as a Staff
Governor
Appointed as a Public
Governor

Effective Date
18th September 2014
18th September 2014
12th August 2014
3rd September 2014
18th September 2014
18th September 2014

5.8

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

5.9

Following the Annual Members Meeting on the 18th September 2014 the composite
list of Governors was as follows:
Public Governor
Public Governor
Public Governor
Public Governor

Poole Constituency
Poole Constituency
Poole Constituency
Bournemouth Constituency

Sue Evans-Thomas
Patricia Scott
Anna Webb
Julie Brettingham
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Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Staff Governor
Staff Governor
Staff Governor
Staff Governor
Staff Governor
Local Government
Local Government
Partnership Governor
Partnership Governor
Partnership Governor
Partnership Governor
Partnership Governor

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

Bournemouth, Poole &
District Councils
Dorset County Council
Bournemouth University
Dorset Police and The
Prison Service
NHS Dorset Clinical
Commissioning Group
Third sector organisations
Service user, voluntary and
carer groups

John Bruce
Lance Williams
Chris Balfe (Lead
Governor)
Scottie Gregory
Sue Lofthouse
Liz Morris
Jan Owens
Guy Patterson
Angela Reed
Paul Thackray
Angela Bartlett
Steve Clark
Pat Cooper
Peter Kelsall
Teresa North
Bill Batty Smith
Michael Bevan
Karen Parker
Tim Lumley
Colin Davidson
Vacancy
Becky Aldridge

6.0

Other

6.1

The Trust’s strategic move to a locality based management structure is progressing to
plan. The 3 Locality Directors started on 1st October, the Locality Managers have been
appointed and commenced their induction programme over the 2nd week of October.
There is a graduated transfer of management responsibility. The locality structure puts
the Trust in a positive position strategically regarding the local health community
programmes on Better Together and the Clinical Services Review.
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APPENDIX A
Continuity of Services

Debt Service Cover
Liquidity
Continuity of Services Risk Rating
Detailed Financial Summary
£m

Q1

Q2

4
4
4

3
4
4

2013-14

2014-15

Q3

2014-15

Q4

2014-15

2014-15

YTD Actuals YTD Variance
to
to
30 Sept 14
30 Sept 14

Full Year
Actuals

Full Year
Plan

YTD Plan to
30 Sept 14

Block Contract Revenue
Private patient revenue
Grants and donations in cash
Other operating revenues
Total operating revenue for EBITDA
Grants and donations of PPE and intangible assets
Total operating revenue

225.0
0.0
0.6
16.3
241.9
0.0
241.9

224.7
0.0
0.0
11.0
235.7
0.0
235.7

112.3
0.0
0.0
5.5
117.9
0.0
117.9

113.9
0.0
0.2
7.5
121.5
0.0
121.5

1.6
(0.0)
0.1
1.9
3.7
0.0
3.7

Employee Expenses
Drugs expense
Supplies (clinical & non-clinical)
Other expenses
Total operating expenses within EBITDA

(173.7)
(3.9)
(13.5)
(40.7)
(231.8)

(173.7)
(3.8)
(12.6)
(39.3)
(229.4)

(86.8)
(1.9)
(6.7)
(18.5)
(114.0)

(86.9)
(1.8)
(6.2)
(17.8)
(112.8)

(0.1)
0.1
0.5
0.7
1.2

9.5

6.3

3.8

8.6

4.7

(4.9)
(0.4)

(6.4)
(0.1)

(3.2)
(0.0)

(3.1)
(0.2)

0.1
(0.2)

(0.0)
(2.1)
(239.3)
2.6
(0.2)
0.0
(2.0)
(0.0)
0.4

(0.0)
0.0
(235.9)
(0.2)
1.1
(0.0)
(4.8)
(0.0)
(4.0)

(0.0)
0.0
(117.3)
0.5
1.1
(0.0)
(2.4)
(0.0)
(0.8)

(0.0)
(0.2)
(116.4)
5.1
0.1
0.0
(2.1)
(0.0)
3.2

(0.0)
(0.2)
0.9
4.6
(1.0)
0.0
0.3
0.0
3.9

3.93%

2.69%

3.25%

7.05%

EBITDA
Depreciation and Amortisation purchased/constructed
Depreciation and Amortisation - donated/granted
Depreciation and Amortisation - assets held under
finance leases
Impairments
Total operating expenses
Operating Surplus (Deficit)
Profit (loss) on asset disposal
Net interest
PDC dividend
Other non-operating items
Net Surplus / (Deficit)
EBITDA % of Op. revenue

Change in Current Receivables
Change in Current Payables
Increase/(decrease) in tax payable
Increase/(decrease) in Creditors
Change in Non Current Provisions
Cashflow from operating activities
Capital expenditure (accurals basis)
Asset sale proceeds
other Investing cash flows
Cashflow before financing
Net interest
Interest (paid) on non-commercial loans
Interest element of finance lease rental payments
PDC dividends (paid)
Movement in loans
PDC received/(repaid)
Donations received in cash
other financing cashflows
Net cash inflow (outflow)
Cash at period end

6.5

6.3

3.8

8.5

4.7

(1.1)
(0.2)
(0.1)
3.6
0.0
8.7
(17.0)
(0.1)
0.0
(8.4)
0.1
(0.1)

0.5
(0.6)
0.0
0.3
(0.0)
6.5
(11.8)
8.9
0.0
3.7
0.1
(0.1)

(2.9)
(0.6)
0.0
(0.4)
(0.0)
(0.1)
(3.8)
4.0
0.0
0.1
0.0
(0.1)

(3.5)
(0.2)
(0.1)
(3.3)
0.1
1.6
(3.2)
0.7
0.0
(0.8)
0.1
(0.0)

(0.6)
0.4
(0.1)
(2.9)
0.1
1.7
0.7
(3.3)
0.0
(0.9)
0.0
0.0

(0.0)
(1.9)
(0.2)
0.3
0.6
0.8
(8.6)

0.0
(4.8)
(0.2)
0.0
0.0
0.0
(1.3)

0.0
(2.4)
(0.1)
0.0
0.0
0.0
(2.4)

(0.0)
(2.1)
(1.4)
0.0
0.2
0.0
(4.2)

(0.0)
0.3
(1.4)
0.0
0.2
0.0
(1.8)

34.6

27.9

26.8

30.4
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APPENDIX B

Classified as Restricted per Monitor's Information Security Policy

Worksheet "Targets and Indicators"
Declaration of risks against healthcare targets and indicators for 2014-15 by Dorset Healthcare University
These targets and indicators are set out in the Risk Assessment Framework

must complete

Key:

may need to complete

Definitions can be found in Appendix A of the Risk Assessment Framework
NOTE: If a particular indicator does not apply to your FT then please enter "Not relevant" for those lines.

Target or Indicator (per Risk Assessment Framework)

Quarter 1
Actual
Threshold or
target YTD

Scoring
under
Risk Assessment
Framework

Risk declared at
Annual Plan

Scoring
under
Risk Assessment
Framework

Quarter 2
Actual

Performance

Achieved/Not Met

Scoring
under
Risk Assessment
Framework

Performance

Achieved/Not Met

Any comments or explanations

Scoring
under
Risk Assessment
Framework

Referral to treatment time, 18 weeks in aggregate, admitted patients

90%

1.0

No

95.3%

Achieved

97.7%

Achieved

Referral to treatment time, 18 weeks in aggregate, non-admitted patients

95%

1.0

No

99.0%

Achieved

99.0%

Achieved

Referral to treatment time, 18 weeks in aggregate, incomplete pathways

92%

1.0

No

0

97.9%

Achieved

0

98.7%

Achieved

0

A&E Clinical Quality- Total Time in A&E under 4 hours

95%

1.0

No

0

99.9%

Achieved

0

99.9%

Achieved

0

Cancer 62 Day Waits for first treatment (from urgent GP referral) - post local breach re-allocation

85%

1.0

No

0.0%

Not relevant

0.0%

Not relevant

Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral) - post local breach re-allocation

90%

1.0

No

0.0%

Not relevant

0.0%

Not relevant

0

Cancer 62 Day Waits for first treatment (from urgent GP referral) - pre local breach re-allocation

0

0.0%

Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral) - pre local breach re-allocation

0

0.0%

0.0%

0.0%

Cancer 31 day wait for second or subsequent treatment - surgery

94%

1.0

No

0.0%

Not relevant

0.0%

Not relevant

Cancer 31 day wait for second or subsequent treatment - drug treatments

98%

1.0

No

0.0%

Not relevant

0.0%

Not relevant

Cancer 31 day wait for second or subsequent treatment - radiotherapy

94%

1.0

No

0

0.0%

Not relevant

0

0.0%

Not relevant

0

Cancer 31 day wait from diagnosis to first treatment

96%

1.0

No

0

0.0%

Not relevant

0

0.0%

Not relevant

0

0.0%

Not relevant

0.0%

Not relevant

0.0%

Not relevant

0.0%

Not relevant

95.5%

Achieved

96.8%

Achieved

Cancer 2 week (all cancers)

93%

1.0

No

Cancer 2 week (breast symptoms)

93%

1.0

No

Care Programme Approach (CPA) follow up within 7 days of discharge

95%

1.0

No

0

0

0

Care Programme Approach (CPA) formal review within 12 months

95%

1.0

No

0

96.8%

Achieved

0

96.8%

Achieved

0

Admissions had access to crisis resolution / home treatment teams

95%

1.0

No

0

87.5%

Not met

1

97.4%

Achieved

0

Meeting commitment to serve new psychosis cases by early intervention teams

95%

1.0

No

0

100.0%

Achieved

0

95.7%

Achieved

0

Ambulance Category A 8 Minute Response Time - Red 1 Calls

75%

1.0

No

0

0.0%

Not relevant

0

0.0%

Not relevant

0

Ambulance Category A 8 Minute Response Time - Red 2 Calls

75%

1.0

No

0

0.0%

Not relevant

0

0.0%

Not relevant

0

Ambulance Category A 19 Minute Transportation Time

95%

1.0

No

0

0.0%

Not relevant

0

0.0%

Not relevant

0

1.0

No

0

0

Achieved

0

1

Achieved

0

C.Diff due to lapses in care

5

Total C.Diff YTD (including: cases deemed not to be due to lapse in care and cases under review)
C.Diff cases under review

2

4

1

<=7.5%

1.0

Yes

1

12.2%

Not met

1

11.9%

Not met

1

Data completeness, MH: identifiers

97%

1.0

No

0

99.1%

Achieved

0

99.6%

Achieved

0

Data completeness, MH: outcomes

50%

1.0

No

0

65.1%

Achieved

0

60.3%

Achieved

0

Compliance with requirements regarding access to healthcare for people with a learning disability

N/A

1.0

No

0

100.0%

Achieved

0

100.0%

Achieved

0

Community care - referral to treatment information completeness

50%

1.0

No

91.5%

Achieved

92.7%

Achieved

Community care - referral information completeness

50%

1.0

No

86.8%

Achieved

95.3%

Achieved

Community care - activity information completeness

50%

1.0

No

75.6%

Achieved

88.7%

Achieved

Risk of, or actual, failure to deliver Commissioner Requested Services

N/A

CQC compliance action outstanding (as at time of submission)

N/A

CQC enforcement action within last 12 months (as at time of submission)

N/A

CQC enforcement action (including notices) currently in effect (as at time of submission)

N/A

No

No

No

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)

N/A

No

No

Yes

Major CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)

N/A

No

No

No

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

N/A

No

No

Yes

Results left to complete

0

0

0

Total Score

1

2

1

Minimising MH delayed transfers of care

No

Report by Exception

0

0

No

No

No

No

Yes

Yes

Yes

Yes

0
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APPENDIX C

Classified as Restricted per Monitor's Information Security Policy

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

For finance, that:

Board Response

4

The board anticipates that the trust will continue to maintain a Continuity of Service risk rating of at least 3 over the next 12 months.

11

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

Confirmed

For governance, that:
Not Confirmed

Otherwise:
The board confirms that there are no matters arising in the quarter requiring an exception report to Monitor (per the Risk Assessment
Framework page 22, Diagram 6) which have not already been reported.

Confirmed

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

0

Signed on behalf of the board of directors
Signature

Signature

Name Ron Shields
Capacity Chief Executive
Date 31st October 2014

Name Ann Abraham
Capacity Trust Chair
Date 31st October 2014
0

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

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

B As notified to Monitor on 13 June 2014, delayed transfers of care has breached the 7.5% threshold for this indicator. It is 11.9% for Q2. Updates on actions and progress,
in respect of this indicator are being provided to Monitor on a monthly basis.
Further details are provided in the accompanying Quarter 2 Trust report to Monitor.

C
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APPENDIX D
Summary of 2014/15 Capital Expenditure Reforecast

Property - new land, buildings or dwellings
Property - maintenance expenditure
Plant and equipment - Information Technology
Plant and equipment - Other equipment
Property, plant and equipment - other expenditure
Purchase of investment property
Purchase of intangible assets
Expenditure on capitalised development
Total Accrual Based Capital Expenditure

Original Plan
£'m
0.365
7.736
2.867
1.365
0.000
0.000
0.000
0.000
12.332

Reforecast
£'m
0.406
6.531
1.713
1.397
0.000
0.000
0.000
0.000
10.047
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APPENDIX E

Capital Expenditure Declaration for Dorset Healthcare University
Where year-to-date capital expenditure is less than 85% or greater than 115% of levels in the latest annual plan (or any later capital expenditure
reforecast) an NHS foundation trust must submit a capital expenditure reforecast for the remainder of the year. This is set out at the bottom of page 22 of
the Risk Assessment Framework issued by Monitor April 2014.
If you have triggered one of these criteria (see worksheet “Capex Reforecast Trigger”) then you must complete the worksheet “Capex Reforecast” and
sign one and only one of the declarations below. If you have not triggered one of these criteria then please do not input into this worksheet and the
worksheet “Capex Reforecast” at all.

Declaration 1
The Board anticipates that the trust's capital expenditure for the remainder of the financial year will not materially differ from the attached reforecast
plan.
Signed:

On behalf of the Board of Directors
Acting in Capacity as: Chief Executive

Declaration 2
The Board cannot make Declaration 1 and has provided relevant details on documents accompanying this return.
Signed:

On behalf of the Board of Directors
Acting in Capacity as: [job title here]

Note: Monitor will accept either an electronic signature or a hand written signature on this declaration
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PART 1 EXTRAORDINARY BOARD MEETING
Minutes of the Meeting held on Tuesday 28th October 2014
at 1100 hours in the Chief Executive’s Office, Sentinel House
PRESENT:

IN
ATTENDANCE

Ann Abraham
Ron Shields
Jackie Chai
Fiona Haughey
Colin Hague
Dr Laurence Mynors-Wallis
Sally O’Donnell
Eugine Yafele
Linda Boland
John McBride
Lorraine Dudsbury

PRESENT VIA
TELEPHONE
CONFERENCE
CALL:

1

Chair
Chief Executive
Director of Finance
Director of Nursing and Quality
Director of Human Resources
Medical Director
Locality Director for Dorset
Locality Director for Bournemouth/Christchurch
Locality Director for Poole/East Dorset
Non-Executive Director
Minute Taker

Sarah Murray

Non-Executive Director

Lynne Hunt

Non-Executive Director

Nick Yeo

Non-Executive Director

Apologies for absence

Action

Peter Rawlinson, Non-Executive Director, David Brook, Non-Executive
Director, Gill Fozard, Non-Executive Director, Nicola Plumb, Director for
Organisational Development, Participation & Corporate Affairs and Steve
Hubbard, Director of Strategy & Business Development.
2

Introduction
Ms Abraham explained that the meeting was being held to discuss the
proposed declarations and submission to Monitor for the Trust’s Q2
st
performance, which was due by 31 October 2014.
Financials
Ms Chai presented the financial section of the Monitor Q2 submission and
highlighted that the Trust was showing a surplus of £3158k and was
cumulatively £3927k ahead of plan with a cash balance of £30.4million.
A capital reforecast for Monitor was required this quarter as actual
expenditure was below 15% of plan. A discussion followed on the revised
capital plan. The 2 main risk areas were the St Ann’s Project and the cost
of the Mental Health Patient Information System.
It was agreed that Ms Chai would discuss further with the Associate
Director, Estates to ensure that a realistic capital target was agreed for the
Monitor submission. There was consensus that the proposed capital target
still had potential for slippage.

1

4

Monitor Governance Compliance
Ms Haughey presented this section and after a discussion it was agreed
that this section needed revision to include the following:
 CQC Mental Health Act inspections
 Update on Internal Audit findings on Board Assurance Framework
 Staffing pressures and recruitment difficulties

5

FH

Delayed Transfer
Ms Boland presented the section on Delayed Transfers and advised that for
Quarter 2 the indicator was 11.93%, which was within the 12% trajectory
submitted to Monitor. It was agreed that this section needed to be
strengthened to reflect the closure of 4 nursing homes and the potential
impact on the Trust’s ability to meet its planned trajectory and be in
compliance by Quarter 4.

JC

The key pressure areas were in Older Persons Mental Health and the
majority related to Dorset County Council’s area of responsibility.
Ms Boland will be attending monthly meetings with Local Authority
representatives to resolve issues. This will be escalated to Chief Executive
level as required
6

Trust Membership
Ms Abraham asked for the reference to “other members without voting
rights” to be removed from this submission and the Membership database
as there is no such category in the Trust’s constitution. In addition, there
were amendments and corrections needed for the movement of Directors
and Governors. It was also agreed that the final section on progress to the
locality based management structure would be strengthened.

7

NP

Next Steps
It was agreed that the final version would be circulated to Board Members
th
by end of play Thursday 30 October 2014 for final approval.

Signed:
Ann Abraham

JC

Date

2

Board Agendas for next 3 Months
Part 1 Board Meeting 12th November 2014
Author

Roy Plowman, Interim Trust Board Secretary

Sponsoring Board Member

Ann Abraham, Trust Chair
To provide the Board with an early view of forthcoming
Board agendas.

Purpose of Report

Recommendation

The Board is asked to note the content of the future
agendas to ensure that the required papers are prepared
in good time.

Engagement and Involvement

The paper was alluded to within the Board cycle of
business which went to August 14 Board.

Previous Committee/s Dates

N/A

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

Detail in report

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




















Initials __RP__

OUTLINE BOARD AGENDAS

PREAMBLE
The annual cycle of planned business was reviewed and approved at the August Board meeting.
The attached paper illustrates the proposed agenda for Part 1 of the December 2014 Board
meeting, but January and February’s meetings are still to be finalised.
The Board is asked to note that the Part 1 December agenda is now agreed in principle, except that
is for additional unforeseen matters being added that require the Trust Board’s attention.
It is the intention for the Trust Board Secretary to liaise with Directors over the coming weeks to
agree the full yearly cycle of Board business so that future agendas can be agreed well in advance.
This requires the Board Secretary and Directors to identify the owner of particular plans and
strategies and agree when such documents should fit into a yearly cycle.
The Trust Secretary having finished this work would then seek the approval from the Chair to
publish the final annual cycle of business.
The publication of the three month agenda is intended to assist executives in identification and
instruction of their teams to work up papers in good time for planned ventilation at the Board.
Secondly, it also provides non executives with a clear horizon on which to base expectations of
topics being addressed. Thirdly, it should stimulate an ongoing, constructive dialogue with the
Interim Trust Secretary as to any omissions and amendments to the outline plan. Fourthly, and no
less important, it may assist the Chair in leading the Board.

RECOMMENDATIONS
The Board is asked to note the content of Part 1 of the December 2014 agenda and to ensure that
the required papers are prepared in good time.

Roy Plowman
Interim Trust Board Secretary

3 MONTH OUTLINE BOARD AGENDA
(Taken from the Cycle of Business 2014-15)
Dec 2014 & Jan – Feb 2015

PART 1 BOARD MEETING
WEDNESDAY 10TH DECEMBER
1:00 – 3:30
Draft Agenda

PART 1 BOARD MEETING
WEDNESDAY 28th JANUARY
1:00 – 3:30
Draft Agenda

PART 1 BOARD MEETING
WEDNESDAY 25th FEBRUARY
1:00 – 3:30
Draft Agenda

1) Welcome, Apologies and Previous
Meetings
Patient Story Reader (LH)
Quorum
Declarations of Interests
Board Minutes
Matters Arising
Chair Update

1) Welcome, Apologies and Previous
Meetings
Patient Story – Reader (NP)
Quorum
Declarations of Interests
Board Minutes
Matters Arising
Chair Update

1) Welcome, Apologies and Previous
Meetings
Patient Story – Reader (TBC)
Quorum
Declarations of Interests
Board Minutes
Matters Arising
Chair Update

2) Strategy Implementation:
Current Affairs and Operational
Performance
CEO update
Approved Minutes from Board
Committees
Integrated Corporate Dashboard and
Report
People Management and Organisation
Development Report

2) Strategy Implementation:
Current Affairs and Operational
Performance
CEO update
Approved Minutes from Board
Committees
Integrated Corporate Dashboard and
Report
People Management and Organisation
Development Report

2) Strategy Implementation:
Current Affairs and Operational
Performance
CEO update
Approved Minutes from Board
Committees
Integrated Corporate Dashboard
and Report
People Management and
Organisation Development Report

3 MONTH OUTLINE BOARD AGENDA
(Taken from the Cycle of Business 2014-15)
Dec 2014 & Jan – Feb 2015
PART 1 BOARD MEETING
WEDNESDAY 10TH DECEMBER
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making

PART 1 BOARD MEETING
WEDNESDAY 28th JANUARY
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making
2015 Strategic Plan (SH)
Estates Strategy
ITC Strategy
Performance Management Strategy
To approve the Trust’s Vision and
Purpose

PART 1 BOARD MEETING
WEDNESDAY 25th FEBRUARY
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making

4) Regulatory and Compliance
Matters
The 3 month cycle of Board business

4) Regulatory and Compliance
Matters
Quarterly submission to Monitor
The 3 month cycle of Board business

4) Regulatory and Compliance
Matters
The 3 month cycle of Board business

5) Other Matters
Any Other Business

5) Other Matters
Reports of Board Committees for the
year 14/15
Any Other Business

5) Other Matters
Any Other Business

6) Date and Time of Next Meeting
7) Exclusion of Public

6) Date and Time of Next Meeting
7) Exclusion of Public

6) Date and Time of Next Meeting
7) Exclusion of Public

