Board Meeting
A virtual meeting will be held Wednesday, 25 November 2020 commencing at 1:00pm
If you are unable to attend please notify Keith Eales on keith.eales@nhs.net.
Yours sincerely,
Andy Willis
Chairman
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Agenda Item 3

Patient Story
Part 1 Board Meeting 25 November 2020
Author

Rachael Pankhurst, Patient Experience Facilitator

Purpose of Report

To consider the experience of a patient and their immediate
family, around high quality personalised end of life care in the
patient’s home.

Executive Summary

The report is being submitted to the Board for consideration, reflection and to highlight the
positive experience of care received from District Nursing – North Dorset, and how the
overall care received had a positive impact for both the patient and the patient’s family.
Board members are asked to review the following YouTube clip
https://www.youtube.com/watch?v=4ICJ5tsLy20

Recommendation

The Board is asked to consider and discuss the report and
agree any follow up actions as required.

The service user was assisted in providing the story by Rachael Pankhurst, Patient
Experience Facilitator.
This is Christine’s story about her professional artist and tutor husband who received end of
life care from the District Nursing Team - North Dorset. Three teams were involved in the
patient’s care; Shaftesbury, Sturminster and Gillingham. The story highlights the authenticity
of the District Nursing Team, and how they worked seamlessly across other teams and
organisations, including the third sector. In Keith’s home, the teams delivered high quality,
personalised, end of life care, supporting his quality of life before his passing.
The care received was extremely welcome for the patient and his family, the impact of the
care had beneficial effects, these are described in the story. The patient and family were
extremely appreciative of the care they received, in particular the final stage and how Keith
was able to remain in his home with his wife by his side to the very end. The patient was
able to maintain independence in his own home, experience timely and well considered
interventions, judgements, preparedness, and coordination of clinical care at exactly the right
times. The care hugely supported the family’s mental well-being, which in turn enabled the
family to care for the patient in a way they did not imagine possible. The care given
exceeded the family’s expectations, providing a support network, and enabling an end of life
therapeutic relationship between the patient and his family. Communication between
services, the patient and family, was clear and sensitive. Staff were seen to have skills and
confidence to manage complex relationships during a challenging time for any family.
An audio interview was recorded at the beginning of lockdown by telephone following an
email received by Christine Stott, Keith’s wife. The story has been made into an illustrated
video for the Trust Board.
Email subject: ‘Bouquet of flowers all round’ – Keith’s story by Christine Stott
Christine Stott wrote “My husband has recently died, here at home, from
pancreatic cancer. The nursing from the Abbey View Medical Centre District
Nurses was kind, efficient and highly professional. Nothing was too much
trouble. The wonderful gentle and compassionate administrations of Dr
Anthony Greig gave us all great comfort. But the Marie Curie Nurses took all
the strain and stress away from my daughter and me, whilst my husband was
kept comfortable and pain-free to the end. He slipped away at dawn, quietly
and peacefully and this was 100% due to the wonderful nursing and medical
team at the Shaftesbury Abbey View Medical Centre. We are so fortunate in
this area to have such an excellent surgery and team looking after us. Dorset
HealthCare should be held up as an example of how to look after patients admittedly some patients are not patient or tolerant of the heavy workload the
surgeries face, but we have no reason to complain”.

Feedback from Susan Grimstead, District Nurse, Dorset HealthCare
“Caring for Keith Stott and his family was an absolute honour and pleasure. That might
sound a strange thing to say, given that he was a palliative patient who passed away in our
care, but by being grateful and appreciative of our efforts, they made our job so much easier.
Palliative care is inevitably demanding and often emotionally stressful. Sometimes it can be
difficult to get on top of distressing symptoms or help a family struggling to come to terms
with the situation. However, as District Nurses we always strive to provide the best end of
life care possible, tailoring it to meet individuals and their families own particular concerns
and needs. As Mrs Stott said this can only be done as part of a multi-disciplinary team

working together and she rightly acknowledged the invaluable role of the Marie Curie carers,
the surgery and the Night Nursing Service. Another valuable insight evident in her response
was their appreciation of the more light hearted moments during our time together.
Providing palliative care is a privilege, but one that is inevitably taken very seriously, so the
benefits of a gentle but cheerful approach are important to bear in mind.
Mrs Stott’s response was valuable, thoughtful and extremely generous. I am so pleased that
we were in any way able to help her and her family. My mother died at home in the summer
of 2019, nursed by a District Nursing Team. They were amazing and being on the ‘receiving
end’ taught me so much. It really is a case of just treating others as you would want your
own relatives to be cared for”.

Feedback from Caryl Hill, Lead District Nurse, Dorset HealthCare
“There were three Community Nursing teams involved in Keith’s care, Shaftesbury,
Sturminster and Gillingham, and it is gratifying to note that the family and patient did not
notice this cross cover working as this is what we aim to achieve. The Shaftesbury District
Nursing team also worked with the wider multi-disciplinary team to ensure that Keith’s end of
life experience was seamless. There were many agencies involved including our Specialist
Palliative Nurse who advised us, Keith and his family on symptom management, Keith’s GP
who worked with us to ensure that he had everything he needed medically, Integrated
Community Rehab Team and Clinical Support Workers who picked up Keith’s personal care
needs until Marie Curie was able to take over this element of care, the Twilight Service who
supported Keith and his family with any overnight symptoms or nursing issues. All in all, a
fully integrated approach which enabled a peaceful and dignified death, and clearly made
this difficult time for his family easier to cope with. This is what we work towards every day.
District Nursing retains its expertise and positive attitude in caring for people in their own
home, they work tirelessly and often go above and beyond to support people at the end of
life. I will ensure that all the staff in the wider team know the difference this has made to
Keith’s family, every staff member involved with Keith made this seamless care possible and
all should be recognised, and I hope will feel proud of this achievement. Susan Grimstead
who is spoken of so warmly by the family has sadly left Community Nursing, having left for
promotion in the Continence Service, she has been a great loss to the service as she was a
very experienced Community Staff Nurse. As a service lead I feel great pride and am in awe
of what our staff nurses can achieve for our patients, delivering professional expert care with
compassion, friendliness and kindness”.

District Nursing - Feedback
Department/Ward/Unit: North Dorset
Triangulation data: 01/10/2019 - 30/09/2020
Friends &
Family Test

99% would recommend the service.

Complaints
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Compliments
& categories

The
most
frequent
category
of
compliment was Good care provided to
the patient (general, medical, nursing).
*compliments can cover more than one
category.
Survey
Comments
Sentiment
Analysis

Examples of comments

The majority of comments are positive.

Service
Developments
and
improvement
due to patient
feedback.
(YSWD)

No service developments have been recorded during 2019/20.

NHS Choices
Reviews/
Online
Comments

Nil.

Agenda Item 4

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

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

In attendance
Sudipto Das
Keith Eales
Steve Harper
Giles Peel

Acting Medical Director
Trust Secretary
Head of Health and Safety
External Observer, dco Partners

Apologies
None
Governor Observers
Jan Owens
Alison Fisher
Scottie Gregory
Xena Dion
Colin Mitchel
Becky Aldridge
Nick Ireland
Stephen Churchill
Dave Corbin
Pete Kelsall

Lead Governor, Public Governor, Dorset & RoEW
Public Governor, Dorset & RoEW
Public Governor, Dorset & RoEW
Public Governor, Poole
Public Governor, Poole
Partner Governor, Dorset Mental Health Forum
Partner Governor, Dorset Council
Staff Governor
Staff Governor
Staff Governor

96/20 Welcome and Apologies

The Chairman welcomed Board members and advised that all Board members were
present.
97/20 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
98/20 Patient Story
The Board heard the story of a member of staff on the challenges they faced whilst
combining the challenges of working from home and being a carer for their mother.
The story reflected on the experience of the carer in juggling work and caring and the
anxieties caused by COVID-19.
Board members considered that the story highlighted the importance of
communicating with staff working from home so that they felt supported. It also
highlighted the crucial role played by family members.
The Board noted the story.
99/20 Minutes: 29 July 2020
The Board approved as a correct record the minutes of the meeting held on 29 July
2020 subject to Heather Baily being moved from the list of those to present to
apologies.
100/20 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
The Board noted the report.
101/20 Chairman’s Report
The Chairman advised that this would be the last meeting Board attended by John
Carvel, Sarah Murray and Belinda Phipps before the end of their term of office.
The Board recorded its thanks to John Carvel, Sarah Murray and Belinda
Phipps for their contribution as Non-Executive Directors of the Trust.
102/20 Trust Strategy and Supporting Strategies 2020/25
The Director of People and Culture submitted a report which brought together the
overarching Trust strategy with seven supporting strategies, aligned over a five-year
timeframe.
The Director of People and Culture explained that through an extensive programme
of engagement four strategic ambitions and 15 supporting strategic priorities had
been developed along with seven supporting strategies-quality strategy, clinical
strategy, digital strategy, estates strategy, green strategy, workforce and
organisational development strategy and a public and stakeholder engagement
strategy.
The Director of People and Culture explained that each strategy would contribute to
the delivery of the strategic ambitions and priorities through the Trust transformation
programme.
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The Board noted that the development of the strategy and supporting strategies had
taken account of the impact of COVID-19 on service delivery.
In response to a question, the Director of People and Culture explained that a metrics
framework was being developed to evaluate the delivery of the strategy through the
transformation programme. This would provide a means of assurance to the Board.
The Director of People and Culture confirmed that a shorter version of the strategy
would be developed for distribution to the public and staff.
The Board:
(a) Approved the Trust strategy and supporting strategies; and
(b) Agreed that a report would be submitted to the Transformation Committee
on the approach to be adopted for providing assurance on the delivery of
the strategy and evaluating its impact.
103/20 Strategic Risks 2020/25
The Trust Secretary submitted a report on the proposed strategic risks for the Trust.
The Trust Secretary explained that, following initial agreement of the new Trust
strategy in December 2019, a sub-set of the Board had met to give initial
consideration to the strategic risks. These risks had been developed further and
discussed at the Board workshop on 2 September 2020. Since then, further work had
been undertaken to identify the factors that might cause each risk to materialise, the
consequences of this, and to establish a lead Committee and Director for each risk.
Board members discussed whether or not the impact of COVID-19 and Brexit should
also be identified as strategic risks. It was concluded that they would not be at the
present time but the impact of each would be kept under review.
It was noted that it was proposed that the Transformation and Investment Committee
would receive assurance in respect of the workforce risk. Given the anticipated
workload of this Committee, it was suggested that this merited further review.
The Board agreed the strategic risks for the Trust as:
a) Failure to provide timely, safe and equitable access to appropriate care;
b) Failure to achieve the appropriate alignment between the objectives of the
integrated care system and those of the Trust;
c) Failure to ensure the continuing sustainability of the Trust;
d) Failure to recruit and retain sufficient staff to deliver the Trust strategy and
ambitions; and
e) Failure to establish the appropriate cultural and organisational framework
in the Trust within which staff feel empowered and can innovate.
104/20 Chief Executive’s Report
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The Chief Executive gave a verbal report to the Board on key issues. The briefing
included:


The new care models; work had been suspended on the development of
these as a result of COVID-19. However, work had now recommenced
including in respect of the eating disorders model, which the Trust was
leading;



Veterans’ service tender; the Trust was working in partnership with Combat
Stress to submit a tender for a 15 month £700,000 project. The service, which
would commence in January 2021, was a precursor for a broader contract in
the South-West. The Board expressed its support for the bid;



Funding allocations; the Dorset system had received a funding allocation from
NHS England/Improvement. This was still being assessed but was likely to
fall short of the required support;



Inspections; there were two forthcoming inspections in the County-Dorset
Council children’s services and of children in care in Bournemouth,
Christchurch and Poole Council;



COVID-19; there was currently one positive COVID-19 member of staff in the
Trust. There were no COVID-19 positive patients in the Trust. Four COVID-19
positive patients were in the acute hospitals in the County;



Lithium supplies; the Trust was a significant user of lithium. Suisse Pharma
had brought the principal supplier of lithium. Any impact on supply of the drug
could have implications for the Trust and contingency plans were in place;
and



South West Region People Board; the Chief Executive advised that he had
taken on the role of Chair of the Board.

The Board noted the report.
105/20 Board Integrated Corporate Dashboard
The Chief Operating Officer and Deputy Chief Executive submitted the dashboard for
September 2020, drawing on data for August. Executive Directors highlighted key
aspects of the dashboard.
Executive Directors drew attention to:



The number of incidents of patient on patient violence had been below the
average for the last seven months ;



The proposed suspension of reporting to the Board on delayed transfers of
care in physical health. National reporting had been suspended in March and
new arrangements were awaited;



90% of patients with a care programme assessment had received a 12 month
review, representing a decline in performance (due to more accurate
reporting arrangements commencing in August);
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89.9% of MUST risk assessments had been completed within 24 hours
against a threshold of 95%; and



Performance in respect of referral to treatment, six week diagnostics and the
proportion of people completing treatment who moved to recovery were all
below the threshold due to COVID-19. Measures were being taken to
increase activity.

An assurance was sought that the Trust was taking action to apologise to patients on
Trust waiting lists. The Chief Operating Officer and Deputy Chief Executive confirmed
that this was the case.
The Chief Executive commented that the dashboard highlighted a lower-level of
occupancy, with a reduction in the number of restrictive practices and incidents in
general. This gave a further indication of the potential benefits of providing support to
people in the community. It was recognised that there was merit in the Board
discussing in due course how it would engage in the planned transformation of
community mental health services.
Board members recognised the delivery of services was taking place within an
increasingly complex environment marked by the standing up of services, preparing
for the winter surge and planning for further waves of COVID-19. This would pose
challenges for service delivery, ensuring consistency across services and broader
Board assurance in general. This would merit further Board consideration.
The Board noted the dashboard for September.
106/20 Trust Finance Report
The Director of Finance and Strategic Development presented the Finance Report for
August 2020.
The Board noted that, at the end of the month, the Trust was in a breakeven position
in line with the interim plan provided to NHS Improvement (NHSI). Areas of variance
to NHSI planned costs, which were based on run-rate costs in 2019, were noted.
The Trust had reported year-to-date expenditure of £4.3m on COVID-19, of which
£4m was on incremental revenue costs and £0.3m on capital.
The breakeven position was favourable to the original Trust plan submitted to NHSI
by £3,069k.
The funding of the Trust breakeven position would continue until at least the end of
September. New funding arrangements for the rest of the year were under
discussion. The forecast position was for breakeven.
The Board noted that £4.4 of the £12.3m cost improvement plan had been banked
year-to-date. The full-year forecast was for £7.6m.
The Board noted that capital expenditure was £3.6m year-to-date against a plan of
£4.7m. Slippage was largely due to COVID-19 restrictions.
The Director of Finance and Strategic Development gave an overview of the system
financial position.
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The underlying deficit across the system was assessed to be £140m (with the Dorset
HealthCare element of this being £7m). The system had received £100m to address
the COVID-19 risks which, after adjustments, left a shortfall of £30m.
At present, it was considered that the Trust had in place plans to mitigate £4.5m of
the £7m risk.
It was noted that the Trust was expected to submit a plan for the remainder of the
year to NHSI by 22 October. The Chairman emphasised that, although not required,
it would be important for the Board to approve the plan.
Board members commented that the combined pressures of service demand and the
need to reduce costs placed considerable significance on the Trust transformation
plan.
The Board:
(a) Noted the Finance Report for August 2020; and
(b) Agreed that the Director of Finance and Strategic Development would
consider appropriate arrangements for securing Board approval of the plan
to be submitted to NHSI by 22 October 2020.
107/20 Health and Safety and Equality and Diversity Annual Reports 2019/20
Health and Safety
The Director of People and Culture submitted the Health and Safety Annual Report
2019/20.
The Director of People and Culture explained that the annual report summarised the
Trust’s health and safety quality management processes and actions that aid
compliance with Regulation 5 of the Management of Health and Safety at Work
Regulations 1999 (The Health and Safety Management Model).
The Board noted that the health and safety strategy for the Trust continued to
support and promote the maintenance and further development of a ‘Positive H&S
Culture’ through the Occupational Health and Safety Standards provided by the NHS
Staff Council.
The Board noted the arrangements in place for: ligature management; operational
health and safety management; updates to policies and guidance; awareness
campaigns; health and wellbeing; occupational health; managing health and safety;
training, learning and development; annual work plan; workplace assessments;
internal audit of fire safety; investigating incidents; and performance.
It was noted that the main priority focus for 2020/21 was to improve the local fire
safety arrangements across all Trust owned properties along with those that were
leased or used by Trust staff.
The Board noted the Health and Safety Annual Report 2019/20.
Equality and Diversity
The Director of People and Culture submitted the Equality and Diversity annual
report 2019/20.
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The Director of People and Culture explained that the Report set out an overview and
analysis of activities in the Trust in respect of the national NHS frameworks
mandated in the NHS standard contract, namely;
 The NHS Equality Delivery System 2 (EDS2) for staff and patients;
 The Workforce Race Equality Standard (WRES) for staff; and
 The Workforce Disability Equality Standard (WDES) for staff,
The Board noted that the Annual Report also set out an overview of education,
learning and development, areas of progress and achievement and governance
arrangements.
The Board noted that the Executive would be leading a programme of engagement
and review of the strategic approach to equality and inclusion in the Trust in quarter
four of 2020/21. Board members commented that this would be key in creating and
sustaining the appropriate culture and behaviours in which the ambitions for equality
and diversity in the Trust could be achieved. It was recognised that central to this
would be the engagement of, and leadership by, the Board in the planned activities. It
was recognised that how this could be achieved would be a key topic in the planned
Board workshop on equality and diversity.
The Board noted the Equality and Diversity Annual Report 2019/290.
108/20 Workforce Race Equality Standard (WRES)
The Director of People and Culture submitted a report setting out the performance of
the Trust in respect of the WRES in 2019/20.
The Director of People and Culture advised that the WRES was a national framework
through which Trusts measured their performance in respect of nine key indicators.
The Board noted that the performance of the Trust had improved in respect of four
indicators and declined in four. The Board also noted the action plan aimed at
addressing the areas of concern.
The Director of People and Culture advised that the Executive would be further
reviewing and refining the action plan through a programme of staff engagement.
This would be completed by the end of quarter four of 2020/21.
The Board noted the report.
109/20 Workforce Disability Equality Standard (WDES)
The Director of People and Culture submitted a report setting out the performance of
the Trust in respect of the WDES in 2019/20.
The Board noted that the WDES aimed to improve the workplace and career
experiences of disabled staff in the NHS.
The Director of People and Culture advised that the position of the Trust was
measured in respect of 13 indicators. In 2019/20, the performance of the Trust had
improved or remained the same in respect of nine indicators and declined in four.
The Board noted the data in respect of each.
The Board noted the planned actions in respect of the areas for improvement. It was
also noted that the action plan would be reviewed again before the end of quarter
7

four in 2020/21 as part of the commitment to review the Trust approach to equality
and inclusion.
The Board noted the report.
110/20 Report from Committee Chair: Quality Governance Committee 16 September
2020
The Chair of the Committee highlighted discussions that had taken place in respect
of the regular significant incident report, a serious incident summary for an inpatient
death, the regular internal quality assurance report, clinical risks exceeding the risk
appetite threshold, CAMHS staffing, COVID-19 recovery and waiting lists and a
number of annual report.
The Board noted the report.
111/20 Risk Appetite Statement
The Trust Secretary submitted the revised Board risk appetite statement for approval.
The Trust Secretary explained that the statement followed the format of the current
statement, with a narrative on the Trust approach to risk, the key risk themes and the
risk tolerance reporting arrangements. The statement set out the proposed risk level
and appetite in respect of each of the new strategic objectives.
The Board agreed the revised risk appetite statement.
112/20 Establishing a Transformation and Investment Committee
The Trust Secretary submitted a report proposing the establishment of a
Transformation and Investment Committee.
The Trust Secretary advised that the Board had established a Finance and
Investment Committee until the end of March 2020 at which time its future would be
reviewed.
From discussions held with Board members, it was apparent that the emerging view
was that a Transformation and Investment Committee would more appropriately
reflect the focus sought by the Board. Financial reporting and oversight would remain
the focus of the whole Board.
The report set out proposed terms of reference, for discussion at the first meeting. It
was noted that this included oversight of the strategic risk in respect of workforce.
Board members commented that this would merit particular consideration given the
scope of the remit proposed for the Committee.
The Board agreed to establish a Transformation and Investment Committee
with the terms of reference proposed, as a basis for discussion at the first
meeting.
113/20 Remuneration of Mental Health Act Panel Members
The Director of Nursing, Therapies and Quality submitted a report proposing a new
remuneration framework for Mental Health Act Panel Members.
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The Director of Nursing, Therapies and Quality explained that a review had been
undertaken of the current remuneration framework to address a number of anomalies
and to benchmark the approach of the Trust with others.
Consultation on the new framework had been undertaken with Panel Members, who
were generally supportive of the approach. Members of the Mental Health Legislation
Assurance Committee were also supportive.
The Board agreed the proposed remuneration framework for Mental Health Act
Panel Members, namely:


A payment of £50 per hearing, with additional payments for mileage and
parking;



A payment of £50 per half-day Forum meeting or training event (with
training events lasting the whole day paid at a rate of £100), with
mileage also being paid;



Forum meetings with training provided in the afternoon would be paid at
a rate of £100, with mileage also being; and



A payment of £25 for attending an annual appraisal, with mileage also
payable.

114/20 Board Committee Membership
The Trust Secretary submitted a report setting out revised membership of Board
Committees and changes to the terms of reference of the Quality Governance
Committee and the Audit Committee.
The Board noted that the report took account of forthcoming changes to Board
membership. It was also proposed to amend the terms of reference of two
Committees with regard to Non-Executive Director membership.
The Board agreed:
(a) The revised membership of Board Committees;
(b) That the membership of the Audit Committee would be three Non-Executive
Directors and the terms of reference be amended accordingly; and
(c) Agreed to amend the terms of reference of the Quality Governance
Committee to allow for the appointment of up to three Non-Executive
Directors.
115/20 Questions from Governors
There were no questions from Governors.
116/20 Review of the Meeting
There were no comments from Board members on future improvements for Board
working.
117/20 Next Meeting
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The next scheduled, virtual, meeting of the Board would be on Wednesday, 25
November 2020 at 1.00pm.
118/20 Exclusion of the Press and Public
The Board agreed that the press and public be excluded for the following item
of business on the basis of the confidential nature of the business to be
transacted.
119/20 Summary Report Following an Inpatient Death
The Chairman advised that the Quality Governance Committee had recommended
that the Board received a briefing on an independent report into the death of a Trust
inpatient, the conclusions of which had been accepted by the Trust.
The Director of Nursing, Therapies and Quality explained the background to the
incident and the subsequent action taken. The Chair of the Quality Governance
Committee briefed the Board on the discussion at the recent Committee meeting.
The Chair confirmed that the Committee was satisfied that the post-incident actions
taken were appropriate. However, it had been concluded that the matter merited
being brought to the attention of the Board.
It was noted that the inquest would commence on 1 December 2020.
The Board:
(a) Noted the report; and
(b) Agreed that a report on learning for the Trust from the event would be
submitted to the Quality Governance Committee in due course.

Signed:

Date:

Andy Willis, Chairman
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Matters Arising
Part 1 Board Meeting 25 November 2020

Minute
92/19

Topic
Trust Five
Year
Strategy

Action
The Board agreed that a report on actions and milestones for
delivery be submitted to the January 2020 Board meeting.

Lead
NP

Deadline
TBC

102/20

Trust
Strategy and
Supporting
Strategies

The Board agreed that a report would be submitted to the
Transformation Committee on the approach to be adopted for
providing assurance on the delivery of the strategy and
evaluating its impact.

NP

TBC

106/20

Trust
Finance
Report

The Board agreed that the Director of Finance and Strategic
Development would consider appropriate arrangements for
securing Board approval of the plan to be submitted to NHSI
by 22 October 2020.

MM

October
2020

Completed.

119/20

Summary
Report
following an
Inpatient
Death

The Board agreed that a report on learning for the Trust from
the event would be submitted to the Quality Governance
Committee in due course.

DD

TBC

Item added to the
matters arising report
for the Committee.

1

Response
To be considered by
the Transformation
and Investment
Committee.
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Integrated Corporate Dashboard
November 2020
(Based on October 2020 data)
Author

Kristin Dominy, Chief Operating Officer
Kyoko Monk, Business & Performance Corporate Business Partner

Purpose of Report

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

Executive Summary
Clostridium difficile infection (CDI) and HCAI – There has been one case of Clostridium difficile to
report in October and five outbreaks of COVID-19 across trust inpatient units
Adult seclusion incidents - Mental Health Inpatient Services reported 22 incidents of adult seclusion
in October, a significant increase from the previous month’s four seclusions.
Percentage of patients with CPA 12 month review - The trust achieved 90.5% against a threshold
of 95%. There has been a 13.8% increase of patients on CPA over the last eight months.
Percentage of patients receiving a pressure ulcer risk assessment within 4 hours - The trust
achieved 93.5% against a threshold of 95%.
MUST risk assessment - The trust achieved 88.3% against a threshold of 95%.
Out of Area Placements – There were six out of area placements during October. One adult forensic
placement and five Child and Adolescent Mental Health Services (CAMHS) placements, three of these
were due to Pebble Lodge being full at time of assessment, two were because patients required
facilities that the trust are not commissioned to provide and one was due to an escalation in risk which
was more appropriate to manage in an Out of Area setting.
Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate – patients on
an incomplete pathway and Maximum 6 Week Wait for Diagnostic Procedures are both below the
Oversight Framework threshold due to COVID-19. However, performance for both of these metrics
has improved over the last three months.

Recommendation

To note the report

Contents
Section

Page No

1.0

Integrated Corporate Dashboard Analysis

2.0

National Reporting Frameworks

1-17

2.1

CQUINS (Quarterly)

N/A

2.2

External Benchmarking (as appropriate)

N/A

2.3

Nationally reportable concerns (as appropriate)

N/A

2.4

Research and Development Metrics (Quarterly)

N/A

2.5

Mental Health Act Metrics (Quarterly)
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This paper summarises key messages from workforce, finance, quality and performance
domains, set out by key lines of enquiry.

Are We Safe

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

Four metrics within the Are We Safe Key Line of Enquiry have special cause variation:
Patient on patient violent incidents, Bed occupancy rates on both the mental health and
community wards and Medication incidents. There has been one case of Clostridium
difficile to report in October and five outbreaks of COVID-19 across trust inpatient units
Violent Incidents (patient on patient in hospital)
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Improved clinical practices and process has made a positive impact on the level of Patient on
Patient Violence over the last nine months. The inpatient team have implemented a triage
system (RTT – Risk Triage Tool) prior to admission using SBAR (Situation, Background,
Assessment, Recommendations) to allocate appropriate beds and in some cases mobilising
patients from restrictive areas such as Psychiatric Intensive Care Unit to accommodate highly
aggressive patients.
Assertive treatment and management of patients with acute deterioration, offering 72 hours
elective admissions for patients with specific diagnosis such as EUPD (Emotionally Unstable
Personality Disorder)/BPD (Borderline Personality Disorder)/Complex trauma.
The Safeguarding Team have provided valuable advice on managing and avoiding potential
safeguarding concerns with in the inpatient setting and when required attended MultiDisciplinary Team meetings. The introduction of site wide responses pager/walkie talkie has
allowed teams to effectively communicate and create an immediate response to de-escalate
incidents.
Clostridium difficile infection (CDI) and HCAI

There has been one case of Clostridium difficile infection (CDI) to report in October. This is a
relapsed case from Dorset County Hospital (DCH). The patient received antibiotics post
operatively following surgery at DCH before being transferred to Colmers ward in Bridport.
The patient was isolated and treated for the infection following consultation with the
microbiologist.
All CDI cases have a root cause analysis undertaken to establish if any lapses in care have
occurred which contributed to the acquisition of the infection. If no lapse is identified, or if the
patient had a previous diagnosis of Clostridium difficile (in another organisation) and had a
relapse of symptoms, the cases is presented to a PIR (post infection review panel) held by the
CCG. If it is agreed, the case is removed from the overall figure reported by the trust. Four
such cases were presented at PIR. Three of the four cases were relapses and the final case5
was deemed not be due to a lapse in care. These cases have been removed from trajectory,
meaning that the trust have four cases to date now and not eight as previously reported.
There have been five outbreaks of COVID-19 infections across the trust’s inpatient units.
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•
•
•

Two on 49 Alumhurst Road site: Florence House and Nightingale court (two patients
and four staff affected)
One on Stanley Purser ward with six patients and two staff affected
Two outbreaks have also occurred on the Alderney site affecting both Jersey and
Guernsey Wards

To date 23 patients have been affected and, at the time of writing the report, nine staff. These
outbreaks are ongoing at present and outbreak meetings continue to be held regularly to
monitor the situation and provide support to staff. Infection Prevention Control (IPC) have
undertaken site visits to observe clinical practice as part of ongoing actions. Daily situation
reports are sent to NHS England.
Mental Health Bed occupancy

The Trust reported 78.3% for Mental Health bed occupancy in October which is eight months
of sustained improvement. The Adult Acute occupancy rate is 88.5% which has increased
over the past three months. Robust bed management procedures remain a priority with
treatment pathways in place ensuring efficient patient admissions. A continued focus on
quality of stay optimises treatment and improves patient flow through inpatient services.
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Community Health Bed occupancy

As the system continues with elective and routine care along with increased COVID demand,
occupancy rates in community hospitals have correspondingly risen from their low rates and
are now back at more usual levels.
The three local Trusts, two local Authorities and Clinical Commissioning Group
(CCG) continue to work together to fully implement the new Hospital Discharge requirements
that have recently been published to improve flow across the system. Following recent
national guidance any COVID positive patients (or those awaiting a test result), who would
normally be discharged from an acute hospital to a care/ residential home are now being
transferred to a community hospital bed until they are non-detected. Only care/ residential
homes who are on the designated scheme approved by the Care Quality Commission (CQC)
are able to take COVID positive patients. There are currently no homes on the scheme in
Dorset. Whilst numbers are likely to be low, this will impact community hospital flow.
Medication

There has been a prolonged period of below average medication incidents reported. There are
39 incidents across the previous three months that have not yet been validated within the
incident reporting database. The Medication Safety Officer is working with the Risk
Management team to resolve this.
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Are We Effective?

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

The Seclusion metric within the Are We Effective Key Line of Enquiry shows special
cause variation. CPA 12 month review, Purpose T and MUST risk assessments did not
meet their 95% threshold.
Seclusion (adult)

Mental Health Inpatient Services reported 22 incidents of adult Seclusion in October, a
significant increase in incidents on the previous month’s 4 seclusions.
These were reported on Haven Unit (21) and Herm Ward (1). Three patients were involved in
these incidents with 20 relating to one patient.
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Patient No. of
incidents
1
1

Type of
incident
Verbal –
Disruptive
behaviour

2

1

Verbal –
Disruptive
behaviour

3

20

17 Patient
On Staff
Assaults
1 Physical
Disruptive
Behaviour

1 Physical
Abuse – 3rd
Party
1 Verbal –
Disruptive
behaviour

Action
The patient was placed in seclusion to reduce the risk
to self and others, after repeated attempts by staff to
verbally de-escalate the threatening behaviour and the
patient not engaging with staff. Following the incident
both the patient and staff were de-briefed, the risk
assessment was updated and details of the incident
handed over to the MDT (Multi-disciplinary Team) with
a request for a medic review.
PICU have a daily risk huddle to discuss any potential
aggression and violence on the unit and have the
appropriately trained staff to manage any deterioration.
During prescribed medication administration and daily
care the patient became agitated and verbally hostile
towards staff. The Trust’s PMVA Team used an
appropriate level of restraint and rapid tranquilisation
was also required to reduce the risk of harm.
The patient was admitted to the PICU (Psychiatric
Intensive Care Unit) due to placement breakdown in the
community this was due to increased aggression and
violence towards carers and family. The patient has a
long history of inpatient admission to Secure services
and previous failed admissions to open wards which
resulted in the acute transfer to PICU. The patient has a
‘Hospital Passport’ in place providing staff with detailed
information. A Behavioural Support Plan was put in
place by the team and this is available for all care
providers. Utilising the least restrictive options blended
with restrictive practices, the patient was placed in long
term segregation to manage the risks safely in a Low
stimulus environment (LSU), this is not a standard
practice and clear consideration and discussion took
place with the MDT and other professionals involved.
The next steps in the patient’s treatment and
consideration of a more appropriate placement to meet
his current needs was undertaken and it was agreed
that the best interest of the patient is to remain in the
local area to be nearer his family. The MDT further
reviewed his treatment options to manage his current
aggression and violence. Following this, there have
been considerable improvements in his presentation
and due to the progress made the patient was moved
out of long term segregation on 7th of November.
The MDT regularly reviews and updates the items
below.
• Behavioural Support Plan and Well-being Plan
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Patient No. of
incidents

Type of
incident

Action

•
•
•
•
•
•
•

updated
Opportunity for Staff de-briefs and supervision
Patient de-brief where appropriate
Risk Assessment updated following each
incidents
PMVA Team provided support on the unit
throughout.
Parents and nearest relatives involved in these
decisions.
Psychological support for staff and patients are
available.
Inpatient team have a forum to discuss complex
presentation to draw expertise from other
professionals.

All care needs are reviewed depending on the
individual’s needs. Long term segregation is highly
unusual within the Trust
Percentage of patients with CPA 12 month review
The Trust achieved 90.5% against a threshold of 95%. There has been a 13.8% increase of
patients on CPA over the last 8 months which suggests an increase in acuity of patients and
therefore an increase in the number of reviews needing to take place. Services face
operational challenges in completing reviews due to the pandemic with both staff and patients
isolating. A total of 1081 reviews took place across mental health services, with 124
exceptions.
- Adult MH:
91.1% 604/669
- Older Persons MH:
91.4% 184/203
- CAMHS:
79%
47/64
20/25
- Learning Disabilities: 83.3%
- Specialist:
93.1% 226/244
Service Managers and Team Leaders continue to share information with teams regarding the
upcoming and overdue CPAs in each month. There is a combination of factors driving
compliance including, high levels of duty activity, reduced capacity to see people on sites and
service user choice which combined mean that the performance remains below target. CPAs
are discussed as part of Management Supervision and reviewed as part of MDT's.
Pressure ulcer risk assessment (Purpose T):
The Trust achieved 93.5% against a threshold of 95%, 9/130 breaches.
Mental Health
Mental Health Inpatient Services achieved 66.7% against a threshold of 95%, 6/18 breaches:
• Seaview Ward (1/6). The assessment was completed outside of the target time of four
hours; this was an oversight by the admitting team members.
• Herm Ward (5/6). One assessment was documented one hour outside of the four hour
target time; one patient refused the skin check on admission which was subsequently
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completed outside of the target time. Three of the breaches were due to patient
presentation on admission, the patients presented as agitated and aggressive and all
three assessments were completed outside of the target time.
Actions:
A reminder was issued to all staff to document Purpose T within four hours of admission and
to check the Daily Patient Audit of requirements.
Community
Community Inpatient Services were compliant, achieving 97.5% against a target of 95% with
3/121 breaches.
MUST risk assessment:
The Trust achieved 88.3% against a threshold of 95%, 17/145 breaches
Mental Health
Mental Health Inpatient Services achieved 50% against a threshold of 95%, 9/18 breaches:
• Seaview Ward (3/6). One patient was transferred to an acute hospital within seven
hours of admission due to poor physical health which prevented completion of the
assessment. One patient was distressed on admission and fearful of staff, therefore
the assessment was completed outside of the twenty-four hour target time once
rapport had been built with the patient. One patient presented as chaotic and hostile
towards staff on admission and the assessment was completed outside of the twentyfour hour target time.
• Alumhurst Ward (1/1). Patient refused the assessment on admission, completed
outside of target time.
• Herm (4/6). The breaches relate to the patient's presentation on admission, in all cases
the patients were agitated and refused to be weighed. In two cases the patients
showed signs of aggression. Assessments were completed as soon as possible but
were outside of the target time.
• Melstock Ward (1/4). Clinical presentation, the patient was transferred from general
hospital and experiencing physical pain, staff unable to weigh on admission,
assessment completed outside of target time.
Community:
Community Inpatient Services achieved 93.7% against a target of 95% with 8/127 breaches:
• Stanley Purser Ward (1/8). This assessment was completed outside of the 24 hour
target time.
• Tarrant Ward (7/27). These assessments were completed outside of the 24 hour
target time. The Senior Sister will contact all staff to remind them of the importance of
completing these assessments within the timeframes.
All breaches are followed up with ward managers.
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Are We Caring?

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

Patient Satisfaction Metrics
Due to COVID-19 data collection was suspended however, NHS England have asked NHS
Trusts to restart the Friends and Family Test in December so reporting will begin in January.

Are We Responsive?

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

Two metrics within the Are We responsive Key line of Enquiry did not meet thresholds:
Maximum time of 18 weeks from point of referral to treatment and Maximum 6 week
wait for diagnostic procedures
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Out of area placements
There was one Adult Forensic and five Child and Adolescent Mental Health (CAMHS) Out of
Area (OOA) placements in October totalling 103 occupied bed days:
CAMHS:
Three CAMHS General Adolescent, admitted to acute beds in Southampton, the nearest unit
to Dorset. These were due to Pebble Lodge being full at time of admission.
One Children and Young Person (CYP) Eating Disorders, admitted to an out of area bed in
Maidenhead, within the Provider Collaborative footprint due to no CAMHS Eating Disorders
beds commissioned in Dorset.
One CAMHS re-admission to Southampton having been an inpatient within this service
previously. The patient had previously required a transfer to Woodbourne PICU (Psychiatric
Intensive Care Unit) due to an escalation in risk that was not able to be safely managed in an
acute setting at the Priory Southampton. The patient was repatriated back to Southampton in
October.
It is anticipated that due to continued construction work at Pebble Lodge CAMHS General
Adolescent Unit out of area placements will continue. The contract end date for the planned
building work is 29th January 2021.
Adult Forensic:
The patient required a medium secure facility which Dorset are not commissioned to provide.
Patient was admitted to Huntercombe Hospital which is part of the agreed provider
Collaborative pathway within the Thames Valley Network.
Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate –
patients on an incomplete pathway

There were 342 patients waiting more than 18 weeks, seven of whom had been waiting over
52 weeks. The longest wait for treatment were two patients who had been waiting 55 weeks
for Ophthalmology at Swanage hospital who, where currently the service is provided under
Service Level Agreement by an Acute Hospital consultant. One patient has subsequently had
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an appointment on 2 November 2020 and been discharged, and one patient had an
appointment on 2 November 2020 but cancelled due to illness.
Clinicians have twice triaged patients waiting over recent months and appointments are being
booked according to clinical need.
Dorset HealthCare continues to work with University Hospitals Dorset to ‘pool’ the consultant
RTT lead specialties.
Maximum 6-week wait for diagnostic procedures

Diagnostics has improved to 80.8% (September 75.1%) against the 99% target, with 906
people waiting, 174 of whom have been waiting longer than 6 weeks.
There are a number of specialties contributing to the target. Of note:
Audiology is the biggest contributor to the target with 85.7% compliance, with 553 people
waiting, 79 of whom had been waiting longer than six weeks. This is a significant
improvement from the September position (72%, 164/590 breaches). There has been a
gradual step up in numbers of appointments and continuing with remote fitting of hearing aids
which releases time for first assessments.
As part of the Audiology recovery task and finish group, Dorset HealthCare (DHC) will begin a
system supporting the longest waiters from DCH using an additional newly created facility at
Blandford. It is anticipated that this will commence from December and a corresponding
reduction in compliance initially is predicted.
Endoscopy is reliant on the supply of specialist staff under Service Level Agreements from
Poole General Hospital (PGH). Transfer of the waiting list to the Acute Hospitals is in being
progressed currently with a phased approach and with an aim to complete all RTT handover
by the end of March 21.
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Steps to wellbeing – waiting time to begin treatment within 6 weeks

The six week target is above expected figures. This is as a result of less demand into the
service.

Are We Well-Led?

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

Finance update
The capital expenditure target for 2020/21 is £19m per the submitted capital plan (including
£301k of COVID-19 related spend). Capital expenditure is 77% of month 7 target; spending in
month and YTD has been affected by COVID-19. Total outstanding capital commitments at
M7 are £4.4m.
The cash balance is higher than plan due to additional November contract income (£19.6m)
being received in advance as part of the response to COVID-19.
Savings of £148k were banked in October against a month 7-12 plan of £885k.
Agency cost as a percentage of gross payroll cost is 1.81%
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Workforce

Appraisal
There has been good increase in appraisal compliance from 90.71% in September to 92.11%
in October.
Mental Health Services had the highest compliance from patient facing services with 94.91%,
with Community Services at 93.30% and Children's Services at 92.47% with all of them having
an increase from last month.
Within support services Chief Executive have the lowest compliance with 55.56% and Nurse
Executive & Quality have the highest with 95.00%.
The staff group with the highest compliance is Medical and Dental and Healthcare Scientists.
The staff group with the lowest compliance is Estates and Ancillary with 80.51%.
Targeting of those outstanding in appraisal continues, with an increase in promoting
appraisals through the relevant communication channels.

Mandatory training

There has been a slight increase in compliance compared to the previous month, however the
111 data has now been populated within safeguard meaning we should see an upward trend
going forward. Support from the mandatory training admin team, by means of email
reminders to those outstanding and due, has continued during this period.
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Clinical supervision
In June 2020, the clinical supervision reporting period changed. Registered clinicians were
required to receive and record four clinical supervision sessions over a rolling year period.
Compliance was therefore managed on a monthly basis.
Registered clinicians are now required to receive and record four clinical supervision sessions
over a set year period, so from between 1st April to 31st March. This is still monitored on a
monthly basis but compliance will be managed on a yearly basis.
Staff turnover

The overall turnover figure in October 2020 was 8.56%, which represents an increase on the
position reported in September 2020 (8.40%). While this is the second consecutive month to
see a rise in turnover, levels have remained at the lower process limit or less.
Turnover by Service / Directorate for the 12-month period ending October 2020:
• Childrens and Young Peoples Services = 9.28% (down from 9.39%)
• Integrated Community Services = 9.43% (up from 8.81%)
• Medical = 11.71% (down from 11.81%)
• Mental Health Services = 6.91% (up from 6.89%)
• Support Services = 9.08% (down from 9.86%)
We are looking to include the stability index by Service / Directorate going forward as this
measures retention by dividing total staff with 1+ years' service by total staff 1 year ago. This
will help us to understand whether we have any issues with retaining staff who have only been
with us for a year or less.
There were 539 voluntary leavers during the period November 2019 to October 2020 and the
greatest number of leavers were registered nurses (154) followed by admin & clerical staff
(125).
The top five reasons for leaving remain the same, albeit with minor changes in the % of
leavers:
• Retirement Age x 27.76%
• Voluntary Resignation - other/not known x 20.34%
• Voluntary Resignation - work life balance x 15.78%
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•
•

Voluntary Resignation - relocation x 10.46%
Voluntary Resignation - promotion x 5.51%

Further work is underway on the quality of leaving data to reduce the 'other/not known'
category to ensure that we not only capture more accurate reasons for leaving but that we
understand more fully the reasons why people leave. The exit questionnaire is being
reviewed as part of this work.
Average headcount has also increased by 479 from 5629 in the rolling 12-months ending
October 2019 when compared with 6108 in the rolling 12-months ending October 2020.
When offset against the number of voluntary leavers in the same period - 539 in the 12
months ending October 2019 and coincidentally 539 in the 12 months ending October 2020 in real terms, it remains that more staff are joining the Trust than are leaving.
A piece of work is also underway to review the leaving process for those staff who resign from
their substantive role but who retain a bank agreement, as these are not currently processed
as leavers and therefore not included in the turnover figures. At the point that the process is
change, an exceptional increase in voluntary turnover levels will be seen.
Vacancy rate
The overall vacancy factor is 5.66%, which equates to 309.24 WTE. This represents a
significant increase on the previous month's position of 4.31% (230.68 WTE) and takes us to
just above the mean position.
Budgeted establishment has increased from 5353.13 WTE in September 2020 to 5460.59
WTE.
Across the clinical services, vacancy levels as WTE are:
• Children & Young Peoples Services = 23.97 WTE
• Integrated Community Services = 141.75 WTE
• Mental Health & LD Services = 55.05 WTE
• Medical = 8.01 WTE
• Support Services = 25.82 WTE
All clinical service areas have seen an increased in their budgeted establishment and this will
have had an impact on the increased vacancy position.
In recognition of the ongoing need to fill nursing vacancies, in partnership with the Our Dorset
Workforce Team, we continue to facilitate a registered nurse social media recruitment
campaign targeted at generating interest from outside of the county. Expressions of interest in
working for Dorset HealthCare are being collated and responded to by our HR Department
and follow-up conversations with managers and services leads will be arranged using current
vacancy data.
A bid has been submitted in line with the recent financial offer to Trusts to support
international recruitment. The funding is designed to support the pastoral cost elements of
international recruitment, including flights, airport transfers, welcome packages, OSCE
training, quarantine periods and accommodation. The Health Education England (HEE) Global
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Learners Programme has been selected by the Trust as the preferred provider of an
international nurse recruitment campaign. The programme is unique in providing ethical
opportunities for overseas recruitment by way of reciprocal learning and employment
opportunities with source countries.
We have received an overwhelming number of applicants for the Dorset system-wide
Registered Nurse Degree Apprentice (RNDA) programme. Circa 50 RNDA’s are undergoing
on boarding across the system with an anticipated programme start date of February 2021.
Although the COVID restrictions have had an impact on the wider job market, we are
experiencing a higher number of applications for non-clinical roles in the Trust. A particular
example is the additional roles (c.30 WTE) in the 111 Service, which has seen an
overwhelming 192 applications for the health adviser roles.
Sickness Absence

The overall in-month sickness absence figure for September was 4.39%.
While this represents an increase on August's figure of 3.62%, levels remain below the mean.
It should be noted however; that the sickness absence figure for the rolling 12-month period
ending September 2020 is lower at 4.20%.
The average number of working days lost per employee due to sickness has reduced to 9.90
(previously 9.99).
Breakdown of monthly sickness absence by service:
• Children & Young Peoples Services = 3.63% (up from 2.12%)
• Integrated Community Services = 4.81% (down from 4.87%)
• Medical = 4.24% (down from 5.6%)
• Mental Health & LD Services = 3.95% (down from 4.34%)
• Support Services = 3.27% (up from 3.08%)
While we had high levels of special leave due to COVID-19 in April, numbers have decreased
significantly at the beginning of August when shielding was ceased. We do however continue
to have a small number of staff on COVID special leave, which we are monitoring closely,
especially as we move into the winter months and flu season.

16

Undoubtedly the special leave due to COVID-19 has had an impact on the decreased levels of
sickness absence recorded, as sickness absence in September 2019 was 4.73% compared
with the current lower position of 4.39%.
The top five reasons for absence in the 12-month period ending October 2020 - in descending
order:
1. Anxiety/stress/depression/other psychiatric illness (30%)
2. Other musculoskeletal problems (7.64%)
3. Cold, Cough, Flu - Influenza (7.44%)
4. Gastrointestinal problems (7.40%)
5. Injury, fracture (6.73%)
Although anxiety/stress etc is the top reason for sickness absence with 30% of staff absences,
it should be noted that the current % level is lower than the rates reported at the same point in
2019 and 2018. Further analysis will be required to understand whether this is as a result of
the wellness support that has been put in place over the last six months in particular.
Additional Papers:
The Learning from Deaths Q2 report has been included in Section 2.6.
The monthly Inpatient Nursing Staffing Report has been included in Section 2.8.
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2.6 Learning From Deaths

Learning from Deaths (Mortality) Report
Quarter 2 2020/21 Board Report

Author

Head of Nursing, Therapies and Quality ICS

Purpose of Report

To provide assurance of Trust processes in line with national
requirements for learning from deaths.

Executive Summary
This report provides an overview of Trust activity under the learning from deaths review process for quarter
two 2020-2021.
The report describes the process for the review of deaths that occur whilst patients are under Trust care
and where these have received specific reviews, what learning has been identified in relation to the quality
of care provided.
Total deaths reported over this period is 79 and 53 of these have received a review.
The deaths of five patients have been subject to a serious incident review, these were unexpected deaths;
however there have been no concerns raised via the after death reviews for expected deaths that have
escalated to the serious incident investigation process.
There have been seven deaths of patients with a learning disability and these have all been referred for
review within the national Learning Disabilities Mortality Review (LeDeR) programme.
A decision to review a sample of deaths in patients who had died with a diagnosis of Covid-19/coronavirus
was made during quarter two and the findings are incorporated within the report.

Recommendation

To note Trust overview and learning
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2.6 Learning From Deaths

1.

INTRODUCTION

1.1

This report is produced as a direct requirement from the National Quality Board framework (2017)
where Trusts were mandated to consider reviewing all deaths but in particular certain deaths as
‘priority’ and be subject to an in-depth review.

1.2

These priorities were those relating to the death of an individual with a learning disability, severe
mental illness, a child death, a stillbirth or a maternal death. Additionally complaints or concerns
expressed by families involving the death of a patient are considered priority and are subject to a
detailed review.

1.3

The report provides information on the quality of care provided to patients who have died whilst in
receipt of care in the Trust.

2

SUMMARY TRUST REVIEW PROCESS

2.1

Patient deaths that are within scope and the process undertaken:
All inpatient deaths within a community hospital
o SJR - A first review to identify if a priority review needed
 After death analysis (ADA) – for all expected deaths
 Unexpected deaths may require a serious incident review
• All deaths of mental health inpatients
o SJR - A first review to identify if a priority review needed
 After death analysis (ADA) – for all expected deaths on wards using GSF
 Unexpected deaths may require a serious incident review
• All mental health community patients (within 6 months of last contact)
o Unexpected deaths use case review tool and may require a serious incident review
• All deaths of patients with a learning disability
o Referred to Learning Disabilities Mortality Review (LeDeR) programme
• Child deaths
o All deaths are referred to Child Death Overview Panel (CDOP)
•

Care rating criteria:
2.2

Following the first review of a patient’s death a second priority review may be necessary. In this
process the quality of care provided by the Trust is indicated through the application of a care rating
once the reviewer has fully considered the care leading up to the death of the patient. The quality of
record keeping is also reviewed using a rating scale of one to five.

5
4
3
2
1
2.3

Quality of care
Excellent care
Good care
Adequate care
Poor care
Very poor care

5
4
3
2
1

Record keeping
Excellent
Good
Satisfactory
Poor
Very poor

During the review it may be identified that the death may have resulted from a problem in care. This
process is intended to produce a valuable source of learning by enabling recognition of examples of
good quality care and areas for improvement.
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3.

TRUST OVERVIEW OF DEATHS REPORTED

3.1
2020/21
Q1

Q2

YTD

100

79

179

67

53

120

First review

51

41

92

Priority review

0

10

10

5

0

6

6

4

0

3

3

3

0

1

1

2

0

0

0

1

0

0

0

5

0

4

4

4

0

5

5

3

0

1

1

2

0

0

0

1

0

0

0

Patient safety (serious incident) investigation

7

5

12

LeDeR review

9

7

16

Total reviews completed

67

53

120

Total number of deaths in quarter

1

Deaths in scope for review
Structured Judgement Review2

Quality of care

Quality of record keeping

3.2

The types/location of patient deaths reported are represented below:

Community
patient

Inpatient

1

Annual Total 2019/20

Quarter One & Two Total
2020/21

409

179

Expected death

41

20

Unexpected death

127

67

Expected death

232

91

9

1

Unexpected death

Data based on date death occurred and excludes those deaths reported as non-trust incidents. 2 SJR tool introduced in Q2.
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3.3

Inpatient deaths
The following table shows the total number of unexpected inpatient deaths across 12 months.

Integrated
Community
Services
Mental Health
And Learning
Disability

Oct
19

Nov
19

Dec
19

Jan
20

Feb
20

Mar
20

Apr
20

May
20

Jun
20

Jul
20

Aug
20

Sept
20

1

2

2

2

2

0

0

1

0

1

0

0

1

1

0

0

0

0

0

0

0

0

0

0

During quarter two there was one death of an inpatient classified as unexpected. After an initial
review and due to concerns expressed by family, this death has been subject to a serious incident
investigation to determine factors for learning and improving care after a fall.
In this quarter all expected inpatient deaths received a review using after death analysis, in line with
standards for meeting accreditation for the Gold Standards Framework for end of life care.
4

QUALITY OF CARE PROVIDED AND RECORD KEEPING STANDARDS

4.1

During quarter two the quality of care provided was judged to be good or excellent, with the
exception of one patient which was judged to be average. This was due to lack of consistent
physical observations and re-assessment of pain during the admission but before end of life care.

4.2

During quarter one the quality of record keeping was judged to be good or excellent, with the
exception of one patient’s record which was judged to be average due to lack of information to
understand the allergy status of the patient and if this affected medication treatment decisions but
did not affect care.

4.3

None of the patient deaths identified a problem in care requiring a subsequent review.

5

ANALYSIS OF DEATHS

5.1

Child Deaths
During quarter two there was one death reported through the Children, Young People and Families
Service. At present there are no concerns with Trust care of this child.
All deaths of children in receipt of care through the Trust are subject to a child death rapid review.

5.2

Death of Patients Suffering From Severe Mental Illness
During quarter two there were no reported deaths of patients with severe mental illness.

5.3

Deaths of Patients with a Learning Disability
Local learning from these is now established with direct case outcome reports received by the Trust.
Future report findings will be included in this Trust report. The following table shows how many
deaths of people with a learning disability under Trust care have been reported to LeDeR
programme.
2019/20
2020/21

Quarter 1
5
9

Quarter 2
9
7

Quarter 3
6

Quarter 4
7

Total
27
16
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2.6 Learning From Deaths
In quarter two a national report was published by the Learning Disabilities Mortality Review (LeDeR)
programme that described key information relating to 50 people with learning disabilities whose
death has been attributed to COVID-19. Each of the persons has had their death reviewed as part
of the programme. It should be noted the review was across all providers and is provided for
information.
The programme acknowledged that the numbers of people’s deaths were small and recommended
care needs to be taken when interpreting these findings, but from the 50 completed reviews of
deaths related to COVID19 there are six broad conclusions:
1. Mobility impairments and/or mental health needs may be proxy indicators of people at risk of
catching the virus, or may underpin prejudicial attitudes towards care, treatment and judgements
about ceilings of care.
2. It would seem appropriate to consider people with learning disabilities and epilepsy as being at
increased risk of death from the virus and pay attention to protecting them.
3. The key symptoms of COVID19 in the general population (fever, new continuous cough, loss of
sense of smell or taste) may not be as apparent in people with learning disabilities.
4. The use of ‘do not attempt cardio-pulmonary resuscitation’ (DNACPR) decisions and the
initiation of palliative/end of life care should be monitored to ensure that this population is not
being disadvantaged.
5. Close attention needs to be paid to safe and appropriate hospital discharge planning. One in five
of the completed reviews indicated that the person had previously been discharged from
hospital, only to be readmitted again soon afterwards.
6. Additional resourcing for specialist learning disabilities staffing and expertise in primary and
secondary care appears to be indicated from the findings of this small study.
The Trust has reviewed the above findings to include in service learning.
5.4

Number of Deaths where Concerns were raised by the Family
During quarter two there was one patient death where concerns were raised by the family. This
patient’s death has been investigated under the serious incident investigation process as per
section 3.3.

5.5

COVID-19 Death Reviews
At the end of quarter one the deaths of all patients who were Covid-19 detected were reviewed.
These patients had all died in the Trust community hospitals and had their end of life care reviewed
as per the Trust Gold Standards Framework using after death analysis tool. A sample of these
patient deaths were then subject to an additional review using the structured judgement review tool.
The ratings for quality of care and record keeping have been included in the Trust overview for
quarter two but the following themes were identified.
•
•

None of the patients in this period of time had family in attendance at their death due to the
Covid-19 restrictions on visiting, making it difficult for loved ones and for staff.
Pandemic pressures meant that some patients died in community hospitals which were not
in the area where they lived or there were multiple transfers for patients, at times between
community hospitals because a bed was not available in their chosen hospital at the right
time.
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2.6 Learning From Deaths
6.

DEATHS SUBJECT TO PATIENT SAFETY INVESTIGATION (SERIOUS INCIDENT REVIEW)

6.1

All unexpected deaths are reported through the incident management system and reviewed to
ascertain if the death is due to natural causes or not. Where the death is not attributable to natural
causes a review using root cause analysis methodology is considered and the death is subject to
national reporting procedures and scrutiny under the NHS England Serious Incident Framework.

6.2

In addition, if the after death analysis review that occurs in the community hospitals presents a
concern, in relation to care provided, these deaths may also be reviewed as a serious incident and
subsequent investigation.

6.3

The following table shows the number of deaths that have been subject to a serious incident review.
2020/21
2019/20

Quarter 1
7
8

Quarter 2
5
7

Quarter 3

Quarter 4

9

10

Total
12
34

6.4

Of those in the table above none have been identified from concerns through the after death
analysis or structured judgement reviews resulting in escalating as a patient safety investigation.

7

LEARNING FROM HM CORONERS INQUESTS

7.1

There has been no Regulation 28, Prevention of Future Deaths (PFD) reports issued by HM
Coroner in quarter two 2020 - 2021. The Inquest process was suspended during the coronavirus
pandemic and has now resumed in September 2020.

8

END OF LIFE CARE

8.1

Support for clinical staff has been available virtually through training, link advisor meetings and
multi-disciplinary meetings. Guidance documents to assist staff have been made available with
clinical support from the advanced nurse practitioners.

8.2

Easing of some pandemic restrictions especially with visiting has enhanced the experience of care
for families, and there has been continued evidence that patients that have died in the community
hospitals have received excellent and compassionate care at the end of their life.

9

PAN DORSET MORTALITY GROUP
The Trust fully participates in this Group in order to contribute to, and learn from, the work of other
providers.
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2.8 Inpatient Nursing Staffing – National Return for October 2020

Ward Name

Specialty 1

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

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

Day
Night
Average fill rate - Average fill rate Average fill rate Average fill rate Average fill rate Average fill rate non-registered
registered
registered
non-registered
care staff (%)
care staff (%)
nursing associates nurses/midwives
nurses/midwives
nursing associates
(%)
(%)
(%)
(%)

90%
104%
104%
83%
100%
84%
104%
97%
99%
100%
93%
95%
71%
91%
94%
85%
107%
79%
153%
82%
98%
108%
95%
113%
75%
111%
80%

100%
95%
95%
98%
109%
91%
104%
103%
96%
97%
95%
86%
43%
149%
100%
105%
165%
88%
99%
74%
113%
95%
87%
95%
98%
94%
67%

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

96%
99%
95%
100%
98%
98%
99%
100%
96%
57%
100%
76%
103%
106%
79%
100%
100%
59%
100%
58%
100%
97%
100%
120%
54%
100%
60%

109%
123%
98%
114%
98%
101%
139%
99%
103%
147%
100%
123%
36%
105%
145%
116%
212%
117%
119%
91%
105%
126%
106%
95%
97%
99%
96%

N/A
-
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2.8 Inpatient Nursing Staffing – National Return for October 2020
Hospital Site Details
Site code

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

Hospital Site name

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

CHPPD
Ward Name

Specialty 1

Registered
nurses/midwives

Care Staff

Non-registered
nursing associates

Overall

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

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

3.6
3.1
3.9
2.9
3.7
2.9
4.9
2.9
4.4
5.4
3.8
4.5
30.4
4.5
3.4
8.3
6.3
4.2
7.0
3.8
5.4
3.0
6.3
3.0
4.5
2.7

3.6
4.1
4.1
3.5
4.1
3.8
4.9
3.7
3.9
5.7
5.8
6.0
21.3
4.9
4.1
16.5
24.7
15.2
5.2
5.3
8.1
5.8
12.2
11.0
10.1
3.4

0.2
0.0
0.2
0.2
0.0
0.0
0.0
0.0
0.0
0.0
0.3
0.0
0.0
0.0
0.0
0.0
0.0
0.3
0.0
0.0
0.0
0.0
0.0
0.1
0.0
0.2

7.4
7.2
8.2
6.5
7.8
6.8
9.8
6.5
8.4
11.1
9.9
10.5
51.7
9.5
7.5
24.8
31.0
19.8
12.3
9.1
13.5
8.8
18.6
14.1
14.6
6.3

The above table show care hours per patient day (CHPPD). This is calculated by dividing actual staff hours by number of patients on the ward at 23.59.
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Integrated Community Services– Operational Performance Board Summary
October 2020
Integrated Community Services – Community Nursing and Intermediate Care

Areas of Good Practice
Dorset Pain Management Service Pre and Post Covid working
During Covid Dorset Pain Management Service has transformed many aspects of
the service delivery to ensure they were still able to provide support patients.
They have achieved this though embracing the digital offer. Out Patient
appointments are being completed virtually by telephone or using Attend
Anywhere and group activity has been reviewed and developed to enable an
online delivery method. In addition :

Community Hospital Inpatients

Financial Summary £m

Workforce

Creation of a SVPMP ( Supported Virtual Pain Management Program)
This is essentially a condensed version of the face to face Pain Management
Program / Sleep Group / Mindfulness Group. This has been achieved by using
GoTomeetings successfully and the service is currently piloting MS Teams. This
has been a 4 week program with 2hrs/week now extending to 6 weeks and
2.5hrs/week with a maximum of 8 people per group.
This has been a challenge for some patients due to I.T. competence and
equipment but support is offered through the service.
‘Just to say how much I enjoyed this virtual course and meeting others with the
same ‘pain’ as me. I found it very useful and hope to continue exploring the
materials available on the website. I’ve had a busy week with so many virtual
meetings but will miss joining you on Tuesday mornings. ‘
Creation of SDPMP ( Self Directed Pain Management program)
The normal Pain Management Program Content was transferred into an On Line
Learning Platform hosted on our Pain Website; Patient works through 6 modules
- 1 week per module which mirrors a face to face group
Patients are supported by a named clinician and coach throughout and there is a
quiz and certificate at the end.
This has all been created by Pain Service staff; they have recorded videos of
themselves presenting what they would normal do in a face to face group. This
is combined with text and work book tasks where patients can take notes and
record their thoughts
‘ I’ve found the e-learning very easy to follow, the course is set up well. It’s a
good balance of text and videos. I like that I can pause to take notes which is
harder to do in a class setting. I’ve enjoyed being able to work through at my
own pace. All-in-all so far it’s been a really good learning experience. I love that I
could do it without the pressure of other people and in the comfort of my own
home’

Service Director commentary
Revised Hospital Discharge guidance was published during August, with a
new model to meet revised guidance from the start of October.
Referrals and discharges are back to pre-Covid levels for Community teams. ICP
measures are still in place which has an impact on capacity and productivity.
Face to Face contact figures for September were significantly lower however
this was not a genuine position but due to an issue with recording data over a
10 day period in September which is currently being investigated with TPP.

Mental Health & LD Services – Operational Performance Board Summary October 2020 (M7)
Community MH Services: 20/21 Month 7

15,000

20/21 MH&LD/S2W Referrals

19/20 MH&LD/S2W Contacts

19/20 MH&LD/S2W Referrals

4,937

4,576

4,409
2,618

35,723

35,577

37,371

32,133

20,000

37,213

35,569

25,000

33,119

5,475

5,331

4,673

5,181

3,250
4,602

2,539

30,000

5,826

7,000
6,000
5,000
4,000
3,000
2,000
1,000

35,000

4,301

MH&LD/S2W 20/21 Contacts
40,000

4,018

MH&LD/S2W Referrals 20/21

7,000
6,000
5,000
4,000
3,000
2,000

Workforce
MH&LD/S2W Discharges 20/21

Total MH & LD 20/21

20/21 MH&LD/S2W Contacts

Total MH & LD 19/20

There were 7,189 calls to the
Connection in Oct 20. The call
answer rate was 80% (14%
terminated the call before it was
answered). 14% of the calls
answered were via NHS111.

The Mental Health Investment standard budget is starting to be
reflected in the data as advised in M6 which impacts on an
accurate vacancy rate for MH Services against budgeted
establishment.

• M7 Referrals are -11% (+-695) compared to M7 19/20. YTD M7 referrals are -19.8% (-7,649). Service Level at M7: MH&LD -13% (-343), S2W -10% (-352)
• M7 Contacts have slowed to -1% (-246) compared to M7 19/20. YTD M7 contacts are 2.1% (+5,165). Service Level at M7: MH&LD -2.9% (-550), S2W 1.8% (+304)
• Caseload has increased month on month for both MH&LD and S2W Services. The number of people on the Care Programme Approach within MH Services has also increased
by 13.8% over the past 8 months. This could be a factor impacting on the CPA 12 month review compliance.

Inpatients
20/21 MH & LD LOS (days) Adult Acute excl. OP
Functional

MH Admissions & Discharges 20/21
60
50
Days

118

40
30

45

45

36

42

40

38

37

32

31

32

26

20
10

117

129
146

136

142

150
149

158
160

50

149

100

155

159

150

168

no. of Admissions

200

39

50

46

0

0

0

0

0

0
Admissions 20/21
Admissions 19/20

Discharges 20/21
Discharges 19/20

2020/21 Adult Acute LOS
20/21 Median LOS

YTD ALOS 20/21
19/20 Median LOS

0

The following Services are influencing the vacancies:
• 8.83 WTE vacancies in AMH CMHTs
• 1.42 WTE vacancies OPMH CMHTs
• 5.7 WTE in CAMHS
• 4.81 WTE in Learning Disability services
• 4.89 WTE in Home Treatment
• 6.05 WTE vacancies in the Connection
• 8.84 WTE vacancies in the East & West Retreats
• 4.2 WTE vacancies in Psychiatric Liaison

• YTD admissions are -46% (-54) on
M7 YTD 19/20. Discharges are 32% (-55) for the same period
• Adult acute av. LoS reduced to 26
days in month (median LoS 10
days). LoS is calculated on
discharge and people with a long
LoS or have a delayed discharge
affects the Av. LoS.

• YTD the Av. LoS continues on an improving trajectory
• 27 beds are not in use across MH Inpatient Services to facilitate
Infection Prevention Control (IPC) measures due to COVID-19.
• Mental Health bed occupancy is below the 85% Royal College of
Psychiatrists recommended threshold at 78.3%. The Adult Acute
bed Occ. Rate has increased for the 3rd consecutive month and is
the highest YTD at 93.2%
• Delayed Transfers of Care (DToC), remains compliant with 21 clients
delayed in October, 9 were discharged in month 426/6541 OBDs
equating to 6.5% which is an increase of 1.18% since last month.
• There were no out of area placements due to a lack of bed
availability (adult acute) for the 7th consecutive month

Service Director commentary
•

•
•

Finance: Month 7 (Brackets) = favourable variance
•

On-going staff issues have delayed the re-opening of Linden
ward. In discussion with the Director of Nursing and Chief
Operating Officer it has been agreed to delay reopening until after
Christmas to ensure safe staffing levels can be maintained for
Linden ward.
Winter pressure monies have been agreed to bolster Access Mental
Health Provision over the winter period. This includes expanding
the opening hours of the Bournemouth Retreat.
Community services are reporting increasing pressures due to both
increased referrals and Covid related staffing absences. It is likely
that this will impact on service waiting times in the coming months.
Service level plans to try and mitigate the pressures are being
worked through.
The change in the financial forecast is as a result of MH Investment
Standard (MHIS) being received by the Trust. The variance relates
to delays in recruitment to this additional investment.

Children, Young People & Families – Operational Performance Board Summary
October 2020 (M7)
CYP&F Services Activity

Workforce

40,000

CYP&F Monthly Activity Overview Year on Year Comparison

CYP Contacts

-0.4%

30,000

-8%

-20%

-15%

20,000

-22%

-30%

10,000
0

0%
-10%

-4%

-40%
-44% -46%
Apr May

-50%
Jun

CYP&F Services 19/20

Jul

Aug

Sep

Oct

Nov

Dec

CYP&F Services 20/21

Jan

Feb

CYP % Variance against 19/20

The vacancy rate for CYP&F Services has reduced to 5.63% which equates to 23.97 WTE. The
Directorate continues to have a small number of vacancies spread across different teams.
The 4.52 WTE vacancies are still reflected in October’s data as the service was
decommissioned on 31/1/20. The highest vacancies remain within Admin & Clerical 16.48
WTE. Nursing vacancies have increased to 8.18 WTE (+3.35 WTE) since September.

Mar
CYP Variance %

• Caseload increased by 3.17% (7,083) in comparison to YTD M7 19/20. The Children in Care Health team continues to see a
growth in caseload (number of looked after children) 10% (+161) in comparison to the same YTD period in 19/20
• Activity continues to recover month on month with M7 -4% (-925) in comparison to M7 19/20. YTD M7 is -20.52% (-26,088)
compared to M7 YTD 2019/20 and continues to improve. The National Child Measuring Programme (NCMP) will now
New born Hearing Screening Programme
commence in Jan 21 (usually Oct – Dec).
• Within Sexual Health Services an additional 8,547 tests have been requested YTD via the digital offer, with a 70% return
NHSP % Screened Monthly
rate (5,336)

Finance: Month 7: (Brackets) = favourable variance

Compliance 20/21

14.2%
18.0%
15.8%
20/21 % ANV
20/21 % NBV
20/21 % 6-8 week
20/21 % 12m
20/21 % 27m
Contacts Due/Seen Contacts Due/seen Contacts Due/seen Contacts Due/seen Contacts Due/seen

Aug-20

Sep-20

Oct-20

Not universal contact during COVID-19

• ANV, 47% of contacts were face to face (F2F), 61% non F2F,
1% via attend anywhere
• NBV, 93% of contacts were F2F, 7% non F2F.
• 27 m check: 14% of contacts were F2F, 41% non F2F, 2% via
attend anywhere

Paed SaLT Waiting Times
Paed SaLT % RTT & No. > 26 Weeks
95%

93%

92.0%

91.5%

92.9%

74%

80%
46%
92.1%

97.6%

20%

99.6%

40%

93%

60%

89%

80%

100.0%

% RTT Completed 18 Weeks

100%

0%
% Complete Waits within 18 weeks (RTT)
% Awaiting First Assessment - waited <= 26 weeks
19/20 % Complete Waits <18 weeks (RTT)

Access to Paediatric Speech and Language Therapy in October
showed further improvement on September, with 95% of children
waiting less than 18 weeks between referral and assessment. Due
to the significant growth in waiting lists during the COVID-19
period, this will deteriorate over the remainder of this year. Work
is underway with the CCG and clinical leadership to agree options
to mitigate this and enable appropriate access to the community
service and ASD assessment.

40%
20%

99.8%

99.5%

78.0%
52.0%

60%

81.5%

• Antenatal (ANV) are showing as being below the target in
October at 93.9% (this is un-validated at the time of
reporting).
• New Born Visits (NBV) were marginally below target at 97.5%.
• The 27 month check is below target at 87.4%.

85.7%
89.2%
87.4%

86.6%
92.7%
88.6%

99.2%
99.0%
97.5%

93.3%
99.4%
93.9%

CYP 0-19 Universal Visits 2020

72.0%

80%
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

97.0%

100%

CYP Public Health Service 0-19

0%

In October, 99.8% of babies were screened within the
required time frame (≥98% target). The KPI has
recovered above the required threshold for the second
consecutive month.

% Babies Eligible NHSP Screening by 4 or 5 Weeks 20/21
Target ≥98%

Service Director Commentary
The Children in Care service continues to use the demand and capacity model to prioritise activities and
manage the needs of the increasing caseload. The number (and outcomes) for children in care has been
agreed as a priority area for investigation and assurance by the Pan-Dorset Safeguarding Partnership.
Recovery within the CYP PH service continues. Increasing need and some local workforce pressures have
delayed re-introduction of some elements of support for families without additional needs at 6-8 weeks
and 12 months of age (this is in line with pre-COVID models and prioritisation).
PSALT catch up will remain a significant challenge due to the size of waiting lists and modelling is underway
to agree service changes that may be required to improve access.
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Trust Finance Report for Month 7, October 2020
Part 1 Board Meeting 25th November 2020
Author

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

Purpose of Report

Financial results October 2020 (Month 7)

Executive Summary

Headline results for the seven months ended October 2020 are as follows:



The Trust surplus of £1.3m was £0.6m ahead of budget.



The forecast for 2020/21 indicates that we will be favourable to budget by
£1.0m.



The Trust reported YTD expenditure of £4.9m on COVID-19, of which £4.6m
was on incremental revenue costs and £0.3m capital.



Agency expenditure was £2.3m YTD, being favourable to NHSI plan by
£1.5m and favourable to internal plan by £0.3m. With COVID affecting normal
services, agency expenditure has reduced and is lower than the same period
last year by £0.8m. However, bank spend has increased and is £1.1m higher
than the same period last year. Overall pay was £1.3m favourable vs plan
YTD.



On top of the £4.5m CIP delivered in the first half, in line with the month 7–12
planning submission, the Trust’s CIP requirement for month 7-12 is £0.9m.
The month 7 target of £148k has been achieved and the forecast indicates
that the full year requirement will be met.



Capital Expenditure was £5.7m YTD vs a plan of £7.8m, with slippage mainly
due to COVID-19 restrictions. The Trust is still forecasting to materially meet
our plan.

Recommendation

The Board is asked to note the report.

Trust financial performance – Month 7 2020/21
Summary

G

Forecast

G

Trust level
Income
YTD

Pay
YTD

£M

£M

£M

Budget

(171.5)

130.3

40.5

(0.7)

0.1

Actual

(169.8)

129.0

39.5

(1.3)

(0.9)

1.7

(1.3)

(1.0)

(0.6)

(1.0)

Variance

Non-Pay
Deficit/
YTD (Surplus)YTD
£M

Full Year
Forecast
£M

The Trust delivered a surplus of £1.3m, which was favourable to budget
by £0.6m at month 7.
Income and costs have been materially affected by Covid19, with the
suspension of inter-organisational billing and suspension of activity
within certain services.
Service level

The Trust is forecasting a £0.9m surplus to the end of the year which is
favourable to budget by £1m.
Key drivers/assumptions as follows:
- Income - £2,659k adverse to budget forecast. Mainly due to loss of
non-contract activity, low Occupational Health activity, restaurant
and provider to provider income.
- Pay - £2,375k favourable to budget forecast. Vacancies most notably
in IUCS, Bournemouth Integrated Community Service, Community
Inpatient wards, Podiatry, Mental Health Inpatients and Community
Teams, Children’s Public Health Service and Nursing and Quality,
partly offset by Steps to Wellbeing, Child and Adolescent Mental
Health Service, Medical Staffing. The position includes COVID costs
of £3.4m.
- Non-pay - £1,280k favourable to budget forecast. Savings from low
activity in Community Services, slippage on the Safestop contract
and low out of area placements within Mental Health, provisions,
gas and cleaning materials in Corporate Services and low travel and
training across many of the Trust’s services, partly offset by
hardware, IT contracts, medical devices, electrical testing,
continence products, Steps to Wellbeing subcontracted costs . The
position includes COVID costs of £2.1m.

With the exception of Corporate Services non-pay, all pay and non-pay
is underspent and all income under-achieved.

- Three out of area Mental Health patients are forecast each month at
a total cost of £330k. We assume that contingent reserves are not
required.
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Service level performance
Mental Health Services

Community Services
Income
YTD
£M

Budget
Actual
Variance

(5.9)
(4.9)
1.0

Pay YTD Non-Pay Deficit/
YTD
(Surplus)
£M

42.5
42.0
(0.5)

£M

15.4
14.6
(0.8)

Full Year
Forecast

£M

52.0
51.7
(0.3)

Income
YTD

£M

89.9
89.5
(0.4)

Budget
Actual
Variance

Pay
YTD

Non-Pay Deficit/
YTD
(Surplus)

Full Year
Forecast

£M

£M

£M

£M

£M

(6.6)
(6.4)
0.2

47.6
47.4
(0.2)

6.6
6.0
(0.6)

47.6
47.0
(0.6)

82.6
81.4
(1.2)

Community Services £0.3m ahead of budget at month 7:

Mental Health Services £0.6m ahead of budget at month 7:

- Income £1.0m adverse, underachievement of non-contract activity
income and IUCS and bowel screening provider to provider income,
which is due to the current COVID financial arrangements.

The position includes the commitment to deliver the investment
standard in full.
- Income £0.2m adverse, underachievement of non-contract
activity income due to current financial arrangements.

- Pay £0.5m favourable, vacancies with main underspends within
IUCS, Bournemouth Integrated Community Service, inpatient
wards, District Nursing and Podiatry. Inpatient reinvestment monies
not yet committed.
- Non-pay £0.8m favourable, main underspends, arising from an
impact on core activity, relate to travel, medical supplies, the pain
service subcontracted costs and the podiatry decontamination
contract, partly offset by continence products.

- Pay £0.2m favourable, low bank spend on inpatient wards and
Steps to Wellbeing vacancies partly offset by overspends within
Child and Adolescent Mental Health Services and COVID
expenditure particularly in EAU response teams.
- Non-pay £0.6m favourable, no out of area patients, slippage on
the Safestop contract, low wheelchair service activity and low
travel costs, partly offset by high Steps to Wellbeing
subcontracted costs due to increased activity.

The forecast includes an increase in non-pay spend as services
progress with phase 3 recovery planning, winter pressures including
the potential opening of beds to support COVID, partly offset by a
reduction in other COVID costs.

- The forecast includes the reopening of Linden and three out of
area patients from November and non-pay expenditure back to
pre-COVID levels.

Forecast £0.4m underspend to budget full year (M6: £0.3m
underspend).

Forecast £1.2m underspend to budget full year (M6: in line with
budget)
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Service level performance
Children, Young People & Families

Budget
Actual
Variance

Income
YTD

Pay
YTD

£M

£M

(1.8)
(1.7)
0.1

8.7
8.3
(0.4)

Non-Pay Deficit/
YTD
(Surplus)
£M

3.1
2.9
(0.2)

G

Corporate Services
Income
YTD

Full Year
Forecast

£M

10.0
9.5
(0.5)

£M

16.6
16.0
(0.6)

Children, Young People and Families £0.5m ahead of budget at
month 7:
- Income £0.1m adverse, Immunisation Service block income lower
than anticipated activity related income and under achievement
of non-contract activity income due to current financial
arrangements.
- Pay £0.4m favourable, Public Health Service vacancies most
notably in School Nursing and Health visiting, low bank costs and
Speech Therapy vacancies.
- Non-pay £0.2m favourable, slippage on Public Health Services new
initiatives, low non-pay spend in particular travel and hire of
premises.
The forecast includes an increase in both pay and non-pay spend as
services progress with phase 3 recovery planning in particular school
aged immunisations and the Public Health Service.
Forecast £0.6m underspend to budget full year (M6: £0.6m
underspend)

Budget
Actual
Variance

Pay
YTD

£M

£M

(4.8)
(4.4)
0.4

31.4
31.3
(0.1)

Non-Pay Deficit/
YTD
(Surplus)
£M

12.7
13.1
0.4

Full Year
Forecast

£M

£M

39.3
40.0
0.7

69.5
70.8
1.3

Corporate Services £0.7m behind budget at month 7:
A significant proportion of COVID related costs are recognised in
Corporate Services for tracking purposes to which a budget of £2m
has been provided in month 7.
- Income £0.4m adverse, low occupational health activity and
restaurant income.
- Pay £0.1m favourable, vacancies in both Nursing & Quality and
People and Culture, together with Intelligent Working Programme
capitalised staff costs, partly offset by medical staffing agency and
COVID costs.
- Non-pay £0.4m adverse, hardware, IT contracts and medical
devices, partly offset by low provisions, cleaning materials and gas
costs, together with travel and training across the Directorate.

The forecast includes £2.6m of COVID related costs.
Forecast £1.3m overspend to budget full year (M6: £3.6m overspend)
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Key Performance Indicators
Temporary staffing

Temporary staffing spend was £11.1m YTD at M7 (£9.6m at M6), of
which £2.3m related to agency, £8.1m bank and £0.7m substantive
overtime. YTD Agency spend is £0.8m lower and bank spend £1.1m
higher compared to the same period last year.
YTD agency spend is below the NHSI ceiling by £1.5m and below the
internal agency target, which was based on 2019/20 spend, by £0.3m.
With COVID-19 affecting normal services, agency expenditure has
reduced. Included in these figures are agency and bank costs of £215k
and £1,499k respectively relating to COVID-19. Full year agency forecast
is £4.1m against a £4.5m internal target and £6.5m NHSI ceiling.

The capital expenditure target for 2020/21 is £18,329k, this is a decrease
of £622k in month following a deferral of capital funding for Mental
Health dormitories . The position includes £301k of COVID-19 related
spend. Capital expenditure is 73% of month 7 target, spending in month
and YTD has been affected by COVID-19. Total capital commitments at
M7 are £4,413k.

The cash balance at M7 is £65.0m and is higher than plan due to
additional November contract income (£21.6m) being received in
advance as part of the response to COVID-19, together with a delay in
the payment of the Public Dividend Capital Dividend (£2.3m) and a
delay in capital spend. Forecasting assumes the advance payment will
continue throughout the year.

4

Key Performance Indicators
Covid-19 Costs
The Trust reported YTD expenditure of £4.9m at M7 of which
£4.6m was on incremental revenue costs and £0.3m capital. The
revenue costs are split £2.9m pay and £1.7m non-pay.
Due to the phased implementation of recovery plans, the Trust
revenue forecast only includes a further £0.9m of estimated COVID
related costs.

Cost Improvement Programme
Of the Trust’s 2020/21 CIP target of £0.9m, £148k was banked in
October.
The Trust is forecasting to achieve the full savings.
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Appendix 1 – Financial Performance
INCOME & EXPENDITURE SUMMARY

Month 7 2020/21
October

CURRENT ANNUAL BUDGET
Pay

Non Pay

£'000

£'000

FORECAST VARIANCE @ M7

YEAR TO DATE
Budget

Total

Variance (Favourable)/Adverse

Actual

Inc & Exp

Pay

Non Pay

Inc & Exp

Pay

Non Pay

Inc & Exp

Pay

Non Pay

Income

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

Pay

Total
£'000

£'000

%

Non Pay Income
£'000

Total
£'000

INCOME
Baseline Income

(265,008)

(152,305)

(152,305)

(0)

(0)

(0%)

G

(1)

(1)

Integrated Community Services

(10,024)

(5,972)

(4,947)

1,025

1,025

17%

R

1,575

1,575

Mental Health Services

281

(11,201)

(6,597)

(6,420)

177

177

3%

R

281

Children, Young People and Families

(4,549)

(1,813)

(1,712)

101

101

6%

R

229

229

Corporate Services

(8,882)

(4,808)

(4,411)

397

397

8%

R

529

529

(299,663)

(171,495)

(169,795)

1,700

1,700

1%

R

2,613

2,613

Total Trust Income

EXPENDITURE
Integrated Community Services

73,804

26,118

99,921

42,549

15,436

57,984

41,989

14,636

56,625

(560)

(800)

(1,359)

(2%)

G

(1,040)

(937)

(1,977)

Mental Health Services

82,268

11,597

93,864

47,630

6,573

54,203

47,423

5,947

53,371

(206)

(626)

(832)

(2%)

G

(654)

(851)

(1,505)

Children, Young People & Families

15,493

5,777

21,269

8,749

3,071

11,820

8,321

2,853

11,174

(428)

(218)

(646)

(5%)

G

(619)

(241)

(860)

Medical Staffing

18,292

1,100

19,392

10,387

587

10,973

10,907

539

11,446

520

(48)

473

4%

R

938

(77)

861

7,229

1,108

8,337

4,170

643

4,812

3,972

599

4,570

(198)

(44)

(242)

(5%)

G

(296)

(17)

(313)

17,039

16,060

33,098

9,434

8,968

18,402

9,161

9,545

18,707

(273)

578

305

2%

R

(532)

890

358

7,296

2,305

9,601

4,216

896

5,112

4,141

801

4,942

(75)

(95)

(170)

(3%)

G

(207)

(93)

(300)

Nurse Executive & Quality
Finance & Strategic Development
People & Culture
Corporate incl. OD
Total Trust Expenditure

5,317

2,529

7,846

3,197

1,609

4,806

3,094

1,695

4,788

(103)

86

(17)

(0%)

G

35

133

169

226,736

66,593

293,330

130,331

37,782

168,113

129,007

36,616

165,623

(1,324)

(1,166)

(2,490)

(1%)

G

(2,375)

(1,192)

(3,568)

(4,172)

(1,324)

(1,166)

(2,375)

(1,192)

148

0

148

NET INCOME & EXPENDITURE

(6,333)

Central Budgets

0

1,707

1,707

Interest Received

(3,381)
0

0

(57)

Public Dividend Capital Dividend

4,747

4,747

TRUST (SURPLUS)/DEFICIT

2,769

64

Impairments

0

0

148

(11)

2,769

2,769

(645)

0

RETAINED (SURPLUS)/DEFICIT

0
(33)

0

64

0

(645)

0
(1,324)

0
(1,266)

EBITDA

22

2,769
(1,266)

0

1,700

(1,019)

1,722

0
(1,324)

(1,019)

(790)
148

0%

R

22

(68%)

R

0

0%

G

0%

G

(620)
0

1,722

(620)

2,613

(88)

(88)
46

0
(2,375)

(1,280)

Pay
£'000
Total Trust Expenditure post COVID costs226,736
COVID related costs
Trust Expenditure pre COVID costs
226,736

£'000
66,593

Total
Exp
£'000
293,330

2,659

0

66,593

293,330

Non Pay

Pay
£'000
130,331

Exp
£'000
168,113

130,331

37,782

168,113

Pay
£'000
129,007
(2,909)
126,098

Actual
Non Pay
£'000
36,616
(1,724)
34,892

(996)
0

(996)

G

4.0%

FORECAST VARIANCE @
M7

YEAR TO DATE
Budget
Non Pay
£'000
37,782

46
0

4.5%

CURRENT ANNUAL BUDGET

(955)

Exp
£'000
165,623
(4,633)
160,990

Variance (Fav)/Adv
Pay
Non Pay Total
£'000
£'000
£'000
(1,324)
(1,166)
(2,490)
(2,909)
(1,724)
(4,633)
(4,233)
(2,890)
(7,123)

Pay
£'000
(2,375)
(3,414)
(5,789)

Non Pay
£'000
(1,192)
(2,144)
(3,336)

Total
£'000
(3,568)
(5,558)
(9,126)
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Agenda Item 10

INFECTION PREVENTION AND CONTROL ANNUAL REPORT
Part 1 Board Meeting 25 November 2020
Author

Angela Powell, IPC Lead

Purpose of Report

The Annual Report is designed to provide assurance to the Board of Directors
and the public on compliance with the Health and Social Care Act 2008: Code
of Practice on the prevention and control of infection and related guidance and
also guidance published by NICE (National Institute for Health and Clinical
Excellence.

Executive Summary
The Infection Prevention and Control agenda is led by the Director of Nursing and Quality, who acts as
the Director of Infection Prevention and Control (DIPC) and reports directly to the Chief Executive.
The Infection Prevention and Control Group (IPC Group), chaired by the Deputy Director of Nursing,
Therapies and Quality met on a quarterly basis to monitor infection rates and review progress against
the IPC Annual work programme. The minutes of the IPC Group were noted at the Executive Quality
and Clinical Risk Group as part of the Trust’s governance arrangements.
The Infection Prevention and Control Team provide expert advice, guidance and support to staff and
managers across all Trust Services. The team facilitate staff to maintain the delivery of high quality
and safe infection prevention and control practices.
Key Performance outcomes for 2019-20:








No cases of MRSA bacteraemia
8 cases of Clostridium difficile infections reported against a threshold of 12 (10 cases reported
in 2018-19). 6 cases found lapses in care with key themes being delays in isolating and
sampling.
6 outbreaks of viral gastroenteritis – norovirus confirmed in 4 of these. 281 bed days were lost
as a result of these outbreaks.
Covid-19 pandemic- planning and preparation was undertaken across the trust including:
setting up PODs in MIUs and Wareham Hospital, Home swabbing service in East and west of
the county, collaborative working with H&S colleagues for FFP3 mask training, production of
action cards for staff reference and intranet pages for clinical information, supporting all
services with questions and queries, interpreting national guidance for local implementation.
March 2020 outbreak of Covid-19 on Colmers ward, BCH: lessons learnt from this were shared
widely both internally externally.

The IPC team have worked extremely hard during the pandemic to ensure an ongoing service to
support outbreak management, management of patients and staff and providing surveillance data to
the BC cell – despite the challenges of not having an electronic surveillance system.
Despite the pandemic most of the work programme has been completed for the year and the report
provides assurance that we are meeting national requirements.
Recommendation

The Board is asked to approve the report.

INFECTION PREVENTION AND CONTROL
ANNUAL REPORT

April 2019 to March 2020
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SECTION 1: INTRODUCTION
1.1

The Annual Report is designed to provide assurance to the Board of Directors and the public
on compliance with the Health and Social Care Act 2008: Code of Practice on the prevention
and control of infections and related guidance and also in relation to National Institute for
Health and Clinical Excellence (NICE) guidance.

1.2

The Health and Social Care Act 2008: Code of Practice on the prevention and control of
infections and related guidance (2015), sets out 10 compliance criteria (see Table 1) against
which a registered provider will be judged by the Care Quality Commission on how it complies
with the registration requirements for cleanliness and infection control. It sets out the
framework for the Trust’s Annual IPC Work Programme, which is monitored by the Infection
Prevention and Control Group. The Trust acknowledges that on-going work is required to
ensure continued compliance and quality improvement as part of the patient safety agenda.
Table 1: The Code of Practice

1.3

3

Compliance
Criterion

What the registered provider will need to demonstrate

1.

Systems to manage and monitor the prevention and control of infection. These
systems use risk assessments and consider how susceptible service users are
and any risk that their environment and other users may pose to them.

2.

Provide and maintain a clean and appropriate environment in managed
premises that facilitates the prevention and control of infections.

3.

Ensure appropriate antimicrobial use to optimise patient outcomes and to
reduce the risk of adverse events and antimicrobial resistance.

4.

Provide suitable accurate information on infections to service users, their
visitors and any person concerned with providing further support or
nursing/medical care in a timely fashion

5.

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

6.

Systems to ensure that all care workers (including contractors and volunteers)
are aware of and discharge their responsibilities in the process of preventing
and controlling infection.

7.

Provide or secure adequate isolation facilities.

8.

Secure adequate access to laboratory support as appropriate.

9.

Have and adhere to policies, designed for the individual’s care and provider
organisations that will help to prevent and control infections.

10.

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

Infection prevention and control (IPC) is a fundamental component of the quality and patient
safety agenda and therefore the Trust puts infection control and basic hygiene at the heart of
good management and clinical practice. The Trust is committed to ensuring that appropriate
resources are allocated for effective protection of patients, their relatives, staff and visiting

members of the public. In this regard, emphasis is given to the prevention of healthcare
associated infection (HCAI), the reduction of antibiotic resistance and the sustained
improvement of cleanliness in the Trust.
1.4

New challenges in infection prevention and control (e.g. Carbapenamase Producing
Enterobacteraceae (CPE), Zika, Coronavirus and other emerging infections) are presented
with evolving clinical practice and changes in the provision of healthcare, with an increasing
proportion being provided in various community settings.

1.5

The purpose of this report is to provide information relating to the activities and performance for
infection prevention and control between April 2019 and March 2020 by Dorset HealthCare
University NHS Foundation Trust. The report is aligned to the 2019-20 work programme and
the criterion of the Health and Social Care Act and highlights progress against the objectives
set and performance targets against MRSA/MSSA and E Coli bacteraemia and Clostridium
difficile.
SECTION 2: ASSURANCE FRAMEWORK
Who we are

2.1

Dorset HealthCare is responsible for all community and mental health services across Dorset.
The Trust serves a population of almost 787,000, employing 6,000 staff.

2.2

The Trust provides a comprehensive range of integrated healthcare services including
community and mental health services to people of all ages. Eight community hospitals offer
services including elderly care, inpatient rehabilitation, outpatient appointments, theatre,
therapy services and minor injury services. In addition the Trust delivers Steps to Wellbeing
service in Hampshire.

2.3

Although the Trust does not currently have nationally set targets for reducing HCAIs (they are
set for the acute trusts and Clinical Commissioning Groups) DHC recognise its responsibility in
contributing to the overall target for HCAIs across the county and as part of the Integrated Care
System.
Duties and arrangements

2.4

The Infection Prevention and Control agenda is led by the Director of Nursing, Therapies and
Quality, who acts as the Director of Infection Prevention and Control (DIPC) and reports
directly to the Chief Executive.

2.5

The Infection Prevention and Control Group (IPC Group), chaired by the Deputy Director of
Nursing, Therapies and Quality (who has delegated duties devolved from the DIPC) meets on
a quarterly basis to monitor infection rates and review progress against the IPC Annual work
programme.

2.6

The minutes of the IPC Group are noted at the Clinical Governance Group as part of the
Trust’s governance arrangements.

2.7

The Infection Prevention and Control Team provide expert advice, guidance and support to
staff and managers across all Trust Services. The team facilitate staff to maintain the delivery
of high quality and safe infection prevention and control practices.

2.8

The Infection Prevention and Control Team; consists of:
 Director of Nursing, Therapies and Quality (DIPC) Dawn Dawson
 Deputy Director of Nursing, Therapies and Quality (line manages the service) Cara
Southgate (Deputy DIPC)
 Consultant Microbiologist support (Bank Contract) Dr. Layth Alsaffar
 1.0 wte Lead IPC Nurse (Band 8a) Angela Powell
 1.0 wte Senior IPC Nurse (Band 7) Cheryl Maddocks
 1.0 wte IPC Nurse (Band 6) Debs Scott-Dennis
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2.9




1.0 wte IPC Nurse (Band 6) Sally-Anne Smith
1.0 wte IPC Nurse (Band 6) Susan Pagett




1.0 wte IPC Team Administrator (Band 4) Carole Cochrane
0.5 wte IPC Clinical Audit Facilitator (Band 5) Emma Ring

IPC link advisors are in place across the Trust to provide support to staff in the clinical areas.
Meetings were held in quarters 1-3 to provide educational and service updates. The meetings
in quarter 4 were cancelled due to Covid-19 pandemic.
Table 2: Current numbers of Infection Prevention and Control Link staff 2019-20
LINK STAFF GROUP
COMMUNITY HOSPITALS
MENTAL HEALTH
COMMUNITY GROUP

2.10

43
52
64

The Decontamination Lead role for the organisation is held by the Deputy Director of Nursing,
Therapies and Quality, who gains expert advice from the IPC Lead Nurse. The
Decontamination Group continued to meet quarterly to progress the work programme (except
for Q3 when the group was not quorate so did not meet).
SECTION 3: HEALTHCARE ASSOCIATED INFECTION RATES 2019-20
Surveillance

3.1

The local acute Trusts (Dorset County Hospital NHS Foundation Trust (DCH), Poole General
Hospital NHS Foundation Trust (PGH) and Salisbury District Hospital), whose microbiology
laboratory’s process specimens from Dorset HealthCare, submit data on the Trust’s behalf on
Meticillin Resistant Staphylococcus aureus (MRSA) bacteraemia, Meticillin sensitive
Staphylococcus aureus (MSSA) bacteraemia, Escherichia coli (E Coli) bacteraemia and
Clostridium difficile infections (CDI) to Public Health England (PHE), as part of the national
mandatory surveillance programme for healthcare associated infections.

3.2

As mentioned in 2.4 national targets are not set for the community trusts in relation to MRSA,
MSSA, E Coli bacteraemia and CDI: however local objectives were set by Dorset Clinical
Commissioning Group (CCG). There were no cases of MRSA bacteraemia, two case of E coli
bacteraemia (July 2019 – Jersey Ward, Alderney Hospital, Poole and November 2019 –
Hanham Ward, Victoria Hospital, Wimborne) and eight cases for Clostridium difficile infection
reported from DHC for 2019-20.
MRSA Bacteraemia

3.3

Table 3 below outlines the performance of Dorset HealthCare against MRSA bacteraemia and
confirms that the Trust has reported nil cases in 2019-20. Its Year-end target was zero.
MRSA Bacteraemia - Pre 48 hour cases assigned to Dorset HealthCare
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April
2019

May
2019

June
2019

July
2019

August
2019

Sept
2019

Oct
2019

Nov
2019

Dec
2019

Jan
2020

Feb
2020

Mar
2020

0

0

0

0

0

0

0

0

0

0

0

0

YTD
0

Year
End
Target
0

Clostridium difficile
3.6

The local objective set for the Trust by Dorset CCG was to have no more than 12 cases of
Clostridium difficile infection diagnosed post 72 hours after admission in the in-patient units.

3.7

The graph below shows the number of accumulated Clostridium difficile cases:

Trustwide Cases of Clostridium difficile in Inpatient Areas
April 2019-Mar 2020
14
12
10
8
6
4
2
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

No Lapse In Care

Lapse in Care

Relapse

Sum of Year to date cases

Feb

Mar

Trajectory by Month for 2018-2019

3.8

There were nine cases of Clostridium difficile infection (CDI) reported for the year 2019-20.
Case 6 (November 2019) was removed from trajectory because it was a relapsed case from
Royal Bournemouth Hospital). The final total was 8 cases against the objective of 12. This is
a decrease from 2018-19 when 10 cases were reported.

3.9

All of the cases were subject to a root cause analysis (RCA) to identify how the infection
occurred, were there any lapses in care, could it have been avoided and were any lessons
learnt to prevent further cases.

3.10

Two of the cases were deemed not to be as a result in lapses of care and were presented at
the Healthcare Associated Infection/Post Infection Review meeting chaired by Dorset CCG.

3.11

The remaining six cases highlighted lapses in care with key themes being, delay in sampling
and isolating the patient. Areas of concern and lessons learnt were shared at local team and
IPC link meetings.
Outbreaks of infection

3.12

There were six outbreaks of viral gastroenteritis across the Trust this year.

3.13

Norovirus was confirmed in four of the outbreaks which occurred on Herm Ward, Alderney
(May 2019), Tarrant Ward, Blandford (November 2019), Guernsey Ward, Alderney (November
2019) and Jersey Ward, Alderney (December 2019).
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3.14

An overall total of 79 patients and 32 staff were affected with symptoms. This is an increase in
patient numbers from last year when 51 patients were affected and a decrease in staff
numbers when 42 were affected.

3.15

The Trust lost a total of 281 bed days due to these outbreaks (this is a slight increase on last
year when 215 bed days were lost in outbreaks of infection).

3.16

Post outbreak reviews were conducted for all wards affected and areas of good practice
shared with staff.
Covid-19 Pandemic (Coronavirus)

3.17

A new and emerging disease was identified in Wuhan, China in December 2019 causing an
acute respiratory condition similar to SARs called Coronavirus. During quarter 4, DHC began
to undertake emergency preparations for cases in the UK and more locally within Dorset
Healthcare facilities.

3.18

In January 2020, cases continued to increase in Wuhan, spreading to mainland China and
other countries across the world including two cases identified in the UK. Coronavirus was
declared a global emergency by the World Health Organisation (WHO) at the end of January
2020.

3.19

NHS England/Improvement released information to Trusts via the emergency planning route
for onward action and information as part of preparedness for a pandemic. IPC had a key role
in this work being involved in weekly telephone calls with the Trust emergency planners and
Trust executive.

3.20

In February 2020 work continued around the planning and preparing for the pandemic. This
included the following:




Preparing the Minor Injury units for receipt of cases as part of POD planning
Supportive visits to the MIU’s/Urgent Treatment Centre by the IPC and Professional lead
for MIU/UTC
Production of action cards for MIU/UTC, Home Swabbing Service and Wareham Hospital
POD facility.

Working with the Deputy Director of Nursing, Therapies and Quality to:
 Set up the Home Screening Services in both East and West of the County (to support
acute trust colleagues).
 Set up the Wareham Hospital POD as part of escalation plans with increasing numbers of
positive cases worldwide and locally in Dorset.
 Collaborative working between IPC and Health and Safety to undertake FFP3 mask and
PPE training for staff across the Trust.
 Support the screening services
 Participate in regular region and local teleconferences to discuss progress with plans
 Ensure collaboration with procurement to centralise supplies of equipment
 Setting up of the Covid-19 page on Doris for accessing clinical information and ensuring
effective communication.
3.21

During this time there were a number of challenges faced which included the supply of masks
and other equipment, the increased volume of training required by clinical staff for FFP3 and
PPE training, the staffing of both swabbing cars and the Wareham POD and the ever changing
picture emerging in dealing with the pandemic.

3.22

In March 2020, the Trust started to admit patients with Covid-19. This was on Colmers Ward,
Bridport Community Hospital. On the 23rd March 2020 an outbreak was declared on the ward
as 4 patients tested positive for Covid-19. Outbreak management was implemented and IPC
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support given to the ward. There were significant challenges for the ward staff during this time
including staff and PPE shortages. Patient movement was delayed as a result and this
impacted on more cases developing.
3.23

The charts below show the cases up until the end of March 2020.

3.24 Westhaven hospital (Radipole Ward) and Victoria Hospital (Hanham Ward) also saw cases
transferred to them from the acute trust in March 2020.

3.25
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The pandemic continued to escalate nationally and more cases were seen in DHC also. With
the peak of the outbreak being seen in April 2020 (to be reported as part of 2020-21 Annual
Report).

3.26

The IPC team worked relentlessly during this time to ensure an ongoing service to support
outbreak management, management of cases and staff and providing surveillance data to the
daily sit rep for the BC (Business Continuity) Cell. This was a challenge for the team as it was
data manually gathered. Unfortunately the electronic ICNet system wasn’t implemented at this
time which would have assisted enormously in this and outbreak management.

3.27

Three staff from other departments were redeployed to the team to help bolster the IPC
provision. An On Call Service was set up for senior support at weekends and the team
increased working to seven days a week.
SECTION 4: PROGRESS AGAINST 2019-20 IPC WORK PROGRAMME

4.1

The Trust is required to register with the Care Quality Commission (CQC). As a legal
requirement of their registration, the Trust must protect patients, workers and others who may
be at risk of acquiring an infection. Compliance is judged against the ten criteria laid down in
the Health and Social Care Act 2008: Code of Practice on the Prevention and Control of
Infections and related guidance (DH 2015) as detailed in Table 1.

4.2

The 2019-20 IPC work programme was based on this and progress is shown in bullet points
under the relevant criterion of the Code of Practice.

4.3

Criterion 1: Systems to manage and monitor the prevention and control of infection.
These systems use risk assessments and consider how susceptible service users are
and any risk that their environment and other users may pose to them.













9

The Infection and Prevention and Control Group met on a quarterly basis (09.05.19,
30.07.19, 29.10.19 and 29.01.20) to discuss progress on the work programme and
provide assurance to the Trust Board that systems are in place to manage IPC across
the Trust.
The IPC Lead provided written quarterly reports to the IPC Group including surveillance
data, key performance indicators, risks and progress against objectives and the work
programme.
IPC Annual Report was produced and presented to the Trust Board. This was
published on the Trust website following approval.
Risks associated with infection were identified and entered onto the corporate risk
register as appropriate. There is currently one risk for IPC on the corporate risk
register, this relates to the lack of an electronic surveillance system (as recommended
by NICE). Funding has been agreed for the implementation of ICNet within the
organisation however, technical and operational issues have hindered the project and it
is still not “live”. The risk therefore remains. If the system was in place it would have
assisted in the surveillance data collection and outbreak management relating to the
covid-19 pandemic.
Incidents reported on Ulysses that related to IPC were reviewed and followed up where
appropriate. A summary of these were included in the Quarterly reports to IPC group.
All outbreaks of infection were reviewed and recommendations produced and fed back
to relevant teams to ensure learning and action (see section 3.).
A root cause analysis was conducted by the IPC team for all patients who developed a
Clostridium difficile infection whilst in an inpatient unit and findings reported via the IPC
Group and to the CCG. Lessons to be learnt were fed back to the clinical team
Alert organism/alert condition surveillance by the IPC team has continued to be
undertaken manually until the new electronic surveillance system is implemented.
Hand Hygiene audits were undertaken as part of the IPC schedule, results of which
have been collated and summarised in section 5.
The IPC Clinical Audit programme was agreed and implemented however due to the
Covid-19 pandemic all audits were suspended in quarter 4 as the team were redirected
to the management of this and there was a reduction in clinical staffing levels, services

were stood down and staff focussed on patient management.
Results of audits
completed have been collated and summarised in section 6.
IPC Training has been delivered at induction and to various staff groups as required by
members of the learning and development department.
Infection Control Doctor support for the IPC team has continued to be provided by a
Consultant Microbiologist from Royal Bournemouth and Christchurch Hospital as part of
a 3 year contract. This contract was reviewed and extended in March 2019 for 1 year.
The quarterly Decontamination group met three times this year (10.04.19, 10.07.19,
and 23.01.20 the one on 16.10.19 was cancelled as it was not quorate) to progress the
work programme. The new Authorised Engineer (Decontamination) Jim Tinsdeal
provided support to the Trust and undertook training for the Authorised Persons
(Decontamination) and conducted validation visits to the endoscopy units. He was
appointed in Quarter 1
The Water Safety Group met on a quarterly basis throughout the year (28.06.20,
20.09.20, 16.12.19 the meeting scheduled for the 20.03.20 was cancelled due to the
pandemic) The IPC lead Nurse and Doctor are core members of the group and
attended between them.
Minutes from the meetings were presented to the
Decontamination and IPC group quarterly for noting.
A New Ventilation Group was set up by the IPC Lead Nurse in July 2019 as part of work
from the Decontamination Group. The focus of the group was to review theatre
ventilation reports, policies and procedures relating to ventilation systems to reduce the
risk of transmission of infection from an airborne source.
Antibiotic Stewardship Strategy is in place and agreed by the Medical Director who
champions this at Board level. This work is led by the Lead Pharmacist Community
Services (see criterion 3).











4.4

Criterion 2: Provide and maintain a clean and appropriate environment in managed
premises that facilitates the prevention and control of infections.
This criterion includes cleanliness and hand hygiene, but also includes the fabric of the building
and services such as air and water supplies, laundry, waste disposal and decontamination of
instruments.



Cleanliness audits were undertaken across all clinical areas monthly
Scores were reported through the IPC group quarterly by the Deputy Director of Estates
and Facilities. Narrative was included in the report so that reasons for dips in scores
could be clearly identified and actions taken to rectify.

Cleanliness scores for community hospitals ranged from 92 to 100% and for inpatient MH Units
scores ranged from 75 to 100%. Action plans were put in place for areas with low scores to
address any deficit. Re- audits were then undertaken to ensure improvements were made.








10

Outbreak cleaning at Alderney Hospital in Q3 identified a number of issues that
included roles and responsibilities as to who cleans what in a ward outbreak and poor
communication between housekeeping staff and management. This was addressed as
part of an outbreak “wash up” meeting where lessons learnt could be shared.
The IPC team conducted compliance audits this year in all inpatient facilities which
included elements of environmental cleanliness. Results were fed back directly to the
clinical lead and locality manager for action as necessary. This was followed up by a
written report.
The Facilities Support Team undertook scheduled cleans of community in-patient sites
as part of their regular work.
The team also undertook planned deep cleans of the operating theatres and
Endoscopy units to ensure the standards of cleanliness were in accordance with
national guidance.
IPC Team was involved in the Patient Led Assessments of the Care Environment
(PLACE) assessments for 2019, scores of which are detailed in Appendix 1



IPC Team has been involved in reviewing and supporting some refurbishments and
new builds within the Trust.
The Decontamination Group met three times during the year. Meetings were held on
the following dates (10.04.19, 11.07.19 and 23.01.20, – the meeting scheduled for
16.10.19 was cancelled as the group was not quorate). The IPC lead nurse provided a
written report on decontamination to the IPC group at the quarterly meetings.
A Water Safety Group also met twice during the year. Meetings were held on 20.09.19
and 16.12.19. A programme of Legionella water sampling continued throughout the
year and results were managed in accordance with the Water Safety Plan.
A Cleaning Project Group chaired by a Facilities Manager met intermittently throughout
the year. IPC are a core member and have attended regularly to give input.
IPC in conjunction with the Facilities Managers provided feedback to the new draft
National Standards of Cleanliness paper published in Q3. The updated guidance is
now awaited nationally.
IPC team gave input into the Linen and Waste specifications prior to the contract going
out to tender.







4.5

Criterion 3: Ensure appropriate antimicrobial use to optimise patient outcomes and to
reduce the risk of adverse events and antimicrobial resistance
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The Antibiotic Stewardship Strategy 5 year plan is in place and agreed by the Medical
Director who champions this at Board level. IPC Lead and Consultant Microbiologist are
members of the Antimicrobial Team along with the Lead Pharmacist (who is the Trust
nominated lead for antibiotic stewardship).
The Strategy expires in November 2020 and is currently under review
The action plan is updated annually to reflect progress.
Focus of the strategy has been on the education and communication of the principles of
antimicrobial stewardship with the aim of changing staff behaviours.
Antimicrobial Stewardship has been included as a topic in the Trust’s medicines
management training programme, and featured in the non-medical prescribing
induction.
Over the last 5 years Antimicrobial stewardship has also featured in Infection
prevention and Control Workshops and prescribing study sessions and conferences.
The strategy, alongside national campaigns and initiatives has successfully raised the
issues and visibility of the topic amongst clinical staff.
The visibility of antimicrobial stewardship to patients has also improved with campaigns
in Urgent Treatment Centres and Minor Injuries Units particularly in the winter months.
On a practical side stock holdings of antibiotics and pre-pack medicines have been
reviewed across Dorset HealthCare Services and optimised alongside revision of
patient group directions and clinical guidelines.
Measuring and surveillance has resulted in annual audits of inpatient prescribing of
antibiotics, with 5 years’ worth of data having now been accumulated. Monitoring of the
issue of antibiotic prescriptions in IUCS, MIUs and Urgent Treatment Centres against
National Standards has also taken place.
An improvement in antibiotic selection can be demonstrated within the Trust partly due
to the raised awareness and altered behaviours to antimicrobial stewardship, but also
the continuously improving ease of access and digitalisation of relevant antimicrobial
guidelines and enforcement of the Dorset Formulary at prescribing and dispensing
level.
Issues however remain around the timely review and monitoring of initiated antibiotics
and the unnecessary initiation of IV antibiotics.
The future antimicrobial stewardship strategy will shift from a mandate of embedment,
raising awareness and education to one of ‘Maintenance’, ‘Accountability’ and
‘Enforcement.’










4.6

Criterion 4: Provide suitable accurate information on infections to service users, their
visitors and any person concerned with providing further support or nursing/medical
care in a timely fashion.
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Antimicrobial Stewardship continued to be a standing agenda item on the IPC Group
and Medicines Management (MM) Meetings and updates were presented quarterly.
The Trusts antimicrobial guidance document remained up to date following last review
in December 2018.
The Trust also continued to use the South Central Antimicrobial Network Guidelines for
Antibiotic Prescribing in the Community 2018, for prescribing to patients in the primary
care situation and to use the guidelines of the feeder Acute Hospitals for patients who
fell outside of the scope of the Community guidelines.
The Micro Guide app is available on Trust smartphones and accessible to clinicians to
provide rapid and up to date access to the antibiotic guidance of all of the local Acute
Hospitals across Dorset.
Clinical staff have access to Consultant Microbiologists to advise on appropriate
antibiotic therapy.
The Trust was represented at the Dorset Antimicrobial Working group and South
Central Antibiotic Network by the Lead Pharmacist for Antimicrobial stewardship. The
aim of the group is to set the strategic direction on antimicrobial prescribing in Dorset.
The Trust has undertaken baseline assessments against the latest published NICE
guidance pertaining to antibiotics and implemented as evidenced by review
submissions to the Quality Team.

Patient information leaflets are available on Clostridium difficile, MRSA, viral
gastroenteritis, Hand Hygiene, ESBL, Group A Streptococcus, and Infection Prevention
in Hospital, Standard Infection Control Precautions, Surgical Site Infections and Influenza
for staff to distribute as necessary.
Covid-19 information was made readily available to staff during the pandemic on the
intranet (Doris). This included guidance on IPC, PPE, environmental cleaning, waste
management, swabbing etc. This information was changed frequently and in line with
national guidance as it became available.
The Catheter Record continued to be used by patients across the Trust. This is for all
patients with a urinary catheter (urethral or supra pubic). This patient held record (that
accompanies the patient if they transfer to another care facility or hospital) and contains
patient information and provides a care record of catheter changes thereby ensuring
continuity of care.
All adult patients in Dorset who have a long term urinary catheter or a short term catheter
at home should have a Catheter Record. This includes patients in their own home, care
home, nursing home, hospital (acute or community) or hospice. The IPC team provide
replacement records to Community staff when required.
The IPC team shared infection rates and outbreak information with appropriate services
based upon local, regional and national surveillance (and attended Dorset wide forums).
This included the Dorset system wide meeting chaired by the CCG.
There are IPC pages on the Trust intranet that provides information to staff. This included
new pages specifically relating to Clinical advice/guidance on Covid-19.
Alert organism surveillance continued to be undertaken manually by the IPC Team as per
the Surveillance Policy and patients followed up to ensure correct management.
ICNet the electronic surveillance system (ICNet) for the Infection Prevention and Control
Team began its implementation this year however this was curtailed due to a number of
issues namely
a. decision to make implementation a Pan Dorset project
b. delay in all parties signing off finance
c. interface problems
d. order of Trusts joining the system changing (DCH, RBH/PGH then DHC)
IPC policies available on the Trust intranet.

4.7

Criterion 5: Ensure prompt identification of people who have or are at risk of developing
an infection so that they receive timely and appropriate treatment to reduce the risk of
transmitting infection to other people.
Arrangements to prevent and control infection comes within this criterion and should be able to
demonstrate that responsibility for IPC is effectively devolved to all groups involved in
delivering care. To demonstrate this in the work programme:













4.8

Criterion 6: Systems to ensure that all workers (including contractors and volunteers)
are aware of and discharge their responsibilities in the process of preventing and
controlling infection.





4.9

Responsibilities of groups and staff were included in IPC policies.
Support was provided to clinical staff by the IPC team which included site visits telephone
calls and outbreak support visits before and after the pandemic peak.
Weekly surveillance of all alert organisms was undertaken by the IPC team to identify
patients with known or suspected infections. Advice was given to clinical staff for the
safe management of such patients to reduce the risk of cross infection.
The IPC team followed up positive microbiology results as part of alert organism
surveillance.
The IPC team managed multiple outbreaks of Covid-19 during the peak of the pandemic
to ensure reduction in transmission. This was an extremely challenging time.
Outbreaks and incidents of infection were reported to the commissioners and Public
Health England by the IPC Team as part of mandatory requirements and pandemic
reporting.
To ensure improved communication the IPC team informed colleagues across the ICS of
any outbreak of infection that occurred in the Trust.
The IPC team also received notification of outbreaks of infection within local hospital
trusts. This information was not always consistent.
Antibiotic Policies and guidance were available to all prescribers within the Trust (see
section 3) on the intranet.
Post infection reviews (PIR) were undertaken on patients who developed an
MRSA/MSSA or E.coli bacteraemia and a root cause analysis (RCA) on all cases of
Clostridium difficile infection from in patient areas.
HCAI panels were convened for the presentation of each case of Clostridium difficile
infection. Staff from the ward attended with the IPC team to discuss the timeline of
events leading to the diagnosis of infection. Good as well as poor practice areas were
discussed and lessons learnt fed back at team meetings. Some of these meetings were
cancelled due to the Covid-19 pandemic in Q4.
IPC link meetings for clinical staff were held each quarter with the exception of Q4 when
services were suspended due to the pandemic. Attendance at the meetings was variable.

IPC training session was included in the Trust induction programme for new staff. This
was delivered by a member of the Learning and Development Department.
All building contractors received a health and safety briefing which included infection
prevention elements prior to commencing work on Trust premises.
Post outbreak feedback was given to staff and shared with colleagues across the system
to ensure lessons were learnt.
The IPC team conducted sessions on Mandatory training and other subjects during the
course of the year.

Criterion 7: Provide or secure adequate isolation facilities.
Due to the nature of the patient population, it can at times be difficult to isolate patients to
minimise the risk of spread of infection. The Isolation Policy includes an appendix outlining
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conditions requiring isolation precautions to ensure patients are managed appropriately. There
is therefore:





4.10

Criterion 8: Secure adequate access to laboratory support as appropriate








4.11

An Isolation Policy in place to support staff.
The IPC team available to give advice to clinical staff on the correct isolation practice for
managing patients with suspected or known infections. IPC compliance visits to all
inpatient sites were undertaken in Q4 by the team to review practices and facilities
including isolation.
IPC provided support and advice to staff during the 6 outbreaks of viral gastroenteritis
and through the Covid-19 pandemic during the year. This was a reduction on the
number of outbreaks from 2018-19 when 10 outbreaks were reported.

Pathology services are provided by Dorset County Hospital in the West of the County
and Poole Hospital in the East.
All microbiology laboratories used to process patient specimens are compliant with
standards required for accreditation by Clinical Pathology Accreditation (UK) Ltd.
Medical Microbiology support was provided to clinical staff by the acute trusts 24 hours a
day, 365 days a year.
The laboratories at Salisbury District Hospitals provided results on microbiology
specimens for Westminster Memorial Hospital in Shaftesbury.
The Infection Control Doctor support for the Trust is provided under a 3-year contract by
Royal Bournemouth and Christchurch Hospitals Trust. This was extended in March 2019
for a further 12 months.
From March 2020 the services of the ICD were provided via a Bank Contract with the
same Consultant Microbiologist.
The local laboratories were engaged with extensively during the pandemic to ensure
delivery and receipt of diagnostic specimens.

Criterion 9: Have and adhere to policies, designed for the individual’s care and provider
organisation that will help to prevent and control infections.




IPC policies were available for staff on the Trust intranet.
A limited number of policy updates occurred during the year.
Policies are based on national guidance, best practice and available evidence.

National IPC guidance during the Covid-19 pandemic was reviewed by the team and
interpreted into local guidance for staff – this also included production of a variety of action
cards ranging from how to don and doff PPE to how to take a swab. All action cards, PPE and
IPC guidance were available on the intranet and update regularly as evidence changed.
The following policy was updated:
IN-016 Management of Ward outbreak of a communicable infection incorporating the covid
hospital outbreak framework


4.12

Criterion 10: Providers have a system in place to manage the occupational health needs
and obligations of staff in relation to infection.
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The IPC Lead is a core member of the Trust Clinical Policy Review Group and attended
meetings during the year and gave input.
Compliance with some policies is audited via the clinical IPC audit schedule.

An Occupational Health (OH) Service was provided to staff employed within DHC.
The Associate Director of Health and Wellbeing is a member of the IPC Group.








OH led on the flu campaign for 2019-20, which saw a slight increase in uptake in the total
number of staff vaccinated on the previous year.
IPC supported the work of flu vaccination by promoting this within the IPC link network.
Teaching sessions on influenza was delivered to the IPC link workers in Q2 to raise
awareness of infection and how to adopt good practice to prevent spread.
Staff immunisations were recorded on personal records.
There is a policy on the Management of Occupational Exposure to Blood Borne Viruses
and Post Exposure Prophylaxis for staff to refer to.
Staff have access to the e-learning modules as part of ongoing mandatory training.
Training will be offered on a Team request basis.

SECTION 5: HAND HYGIENE
5.1

Effective and timely hand decontamination is acknowledged as the most important way of
preventing and controlling infections. The IPC team continued to ensure that hand hygiene
compliance remained a priority during 2019-20.

5.2

Hand Hygiene training was undertaken at the following venues in Q1 as part of Hand Hygiene
and Glove Awareness week: Swanage, Victoria, Blandford, Bridport, Westminster, Westhaven,
Yeatman, Alderney Community Hospitals as well as Sentinel House, Linden Unit, Glendenning,
St Ann’s, Forston Clinic, 49 Alumhurst Road and Cerne Abbas Surgery.

5.3

A new Hand Decontamination training module was compiled for clinical staff on e-hub to
support good practice. Within 4 weeks of launch, 127 staff had completed the training.

5.4

Hand hygiene competency training sessions were delivered to clinical staff in 12 inpatient
areas in Q2.

5.5

Hand hygiene was also promoted at Hamworthy Club in Poole as part of learning week in May
2019.

Hand Hygiene Audits 2019-20
5.6

As part of the IPC audit schedule, clinical teams were asked to undertake hand hygiene audits
looking at both technique and observing practice. These included Community Hospital and
Mental Health in-patient units, Eating Disorders, Minor injuries units/Urgent Care Centre and
selected community and District Nursing Teams.

5.7

The charts below summarise the Hand hygiene overall compliance scores achieved by the
relevant teams. The overall compliance score for collective teams for Hand Hygiene
Observation was 99% and for Hand Hygiene Technique was 98%. This reflects the same
score as the previous year.

5.8

Although the overall scores were good there remains the challenge that certain community
teams did not submit a completed audit. This has been actively followed up however; progress
has been slow due to covid-19 pandemic.

5.9

To promote good hand hygiene practice following use of personal protective clothing the IPC
team distributed educational resources to link practitioners during Glove Awareness Week
which occurred prior to Hand Hygiene Day in May .
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Hand hygiene Observation and Technique Chart

Hand Hygiene Observations - Mental Health and Inpatient Areas
Audits 2019-20
100%

98%
99%
99%
99%

99%
100%
99%
99%

95%
97%
95%
96%

Moment 2
Before an
Aseptic
Technique

98%
99%
100%
100%

Moment 1
Before Patient
Contact

99%
100%
99%
100%

99%
99%
100%
100%

60%

99%
100%
99%
99%

80%

40%
20%

Quarter 1

Moment 3
Moment 4
Moment 5
Correct
After body After patient After contact Product Used
fluid exposure
contact
with patient select Yes or
risk
surroundings
No

Quarter 2

Quarter 3

Overall
compliance

Quarter 4

Hand Hygiene Technique - Mental Health 2019 - 20
100%
80%
60%
40%
20%

Quarter 1
Quarter 2
Quarter 3
Quarter 4
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Hand Hygiene Technique - MIU 2019 -20
100%
80%
60%

Quarter 1
Quarter 2

40%

Quarter 3
20%

Quarter 4

Hand Hygiene Technique - Specialist Interventions 2019 - 20
100%
Quarter 1

80%
Quarter 2

60%
Quarter 3

40%
Quarter 4

20%

Hand Hygiene Technique - Community Hospitals 2019 - 20
100%

80%

60%

Quarter 1
Quarter 2

40%

Quarter 3
Quarter 4

20%
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Hand Hygiene Technique - Outpatients 2019 - 20
100%
80%
60%

Quarter 1

40%

Quarter 2
Quarter 3

20%

Quarter 4

SECTION 6: IPC CLINICAL AUDITS
6.1

IPC Audits are based on the requirements of the Health and Social Care Act 2008: Code of
Practice on the prevention and control of infections and related guidance (DH, revised 2015)
which states providers require “an audit programme to ensure that policies have been
implemented”. The programme needs to demonstrate continued compliance with the Care
Quality Commission Standards and also reflect current NICE guidance and national policy in
relation to Infection Prevention and Control.

6.2

The clinical audit programme was set by the IPC department and audits were then undertaken
in selected clinical areas by a variety of clinical team members, some of the audits were also
undertaken by the IPC team, and in one audit (Sharps) this was conducted by the main sharps
bin supplier to the Trust. The majority of audits conducted during 2019/20 occurred within
inpatient units.

6.3

Due to the Covid-19 pandemic clinical audits planned for Q4 were suspended midway through.
This is reflected in the lack of data.

6.4

Audits undertaken were based on the criteria outlined in the Infection Prevention Society’s
Quality Improvement Tools. Once a team completed its audit and action plan these were
returned to the IPC team for review and follow up if appropriate. Results were then compiled
onto an Excel sheet, showing all results at a glance. Compliance levels for audit scores were
also documented and reviewed and audit percentage scores were allocated a level of
compliance using the compliance categories below:
o
o
o

Compliant (green) 85% or above
Partial compliance (amber) 76 to 84%
Minimal compliance (red) 75% or below

6.5

Re-audits were requested when results fell below the recommended compliance rate.

6.6

The Clinical Audit Facilitator (0.5 wte) continued to support the IPC team with the audit
programme data, analysis and reporting. The audit programme 2019-20 included audits on
clinical practice, device management, the care environment and decontamination as detailed
below. Compliance Visits were also undertaken by the IPC Team

6.7

Audits planned to be undertaken in 2019-20:
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Asepsis
Environmental – selected areas







6.8

Decontamination of Equipment
Hand Hygiene Practices – observation and technique
Peripheral Vascular devices - insertion and ongoing management (due to the pandemic
PVD was not completed)
Safe Handling and disposal of sharps
Specimen Handling
Standard Precautions

Table 3 and 4 in Appendix 2 shows the collated overall scores from all clinical areas who
submitted audits and a list of compliance visits undertaken by the team, when the Covid-19
pandemic was declared.
Safe Handling and disposal of sharps

6.9

An external audit of sharps bins across inpatient facilities was carried out by Daniels
Healthcare representatives in September 2019 who supply the majority of sharps bins to the
Trust.

6.9.1 51 Wards/Departments were visited during the audit and 212 sharps containers were sighted
over a two day period. Results indicated that improvements were required relating to bin
assembly, improvement in labelling and siting of the bins along with temporary closure to the
bin when not in use.
6.9.2 Action to address these areas of concern has included education within both the mandatory
training and IPC Links meetings to promote sharps awareness and safe practice.
SECTION 7: WORK PRIORITIES FOR 2020-21
7.1

The key aims in 2020-21 will be to build on the work that has been done in previous years to
prevent healthcare associated infections, improve patient’s safety and to ensure that this work
is sustainable and embedded in the organisation.

7.2

Our focus will be:
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To continue to provide support and advice throughout the COVID-19 pandemic. Ensuring
all guidance is kept up to date and distributed appropriately and lessons learnt are
embedded into training.
To have continued zero tolerance to MRSA/MSSA and E Coli bacteraemia.
To work with Dorset wide partners (ICS) to deliver a reduction in Gram Negative Blood
Stream infections as per the whole health economy action plan.
To ensure Dorset HealthCare does not breach the Clostridium difficile threshold of cases
(set by the CCG) and work with clinical staff to reduce lapses in care.
To work in collaboration with the continence team to improve urinary catheter management
and identification of urinary tract infections.
To complete the IPC policies review and update to include new national guidance.
To expand IPC education and training to staff on a range of topics and issues across the
organisation.
To continually promote good hand hygiene practice amongst all staff groups to reduce
cross infection.
IPCT to undertake audits in agreed areas as per the 2020-21 work programme.
Increase the IPC team visibility in clinical areas, to support good practice amongst clinical
staff.
To continue the work with the Lead Pharmacist to deliver the Antibiotic Stewardship
Strategy and promote good antimicrobial stewardship across the organisation.

SECTION: 8 CONCLUSION
8.1

The Infection Prevention and Control Annual Report 2019-20 provides information on the range
of activities that have been carried out by the IPC team. The Team have continued to work to
successfully deliver the IPC work programme and work generated as a result of the covid-19
pandemic.

8.2

The Team are committed to ensuring continued patient safety and achievement of a zero
tolerance culture to healthcare associated infection including antimicrobial resistance.
SECTION: 9 RECOMMENDATIONS

9.1

The Trust Board is asked to note this report and the ongoing work in place to meet compliance
with the Health and Social Care Act 2008 and CQC standards, to reduce healthcare associated
infections and antimicrobial resistance.

Report compiled by Angela Powell, IPC Lead Nurse
(September 2020)
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APPENDIX 1
Table 2 - Results of 2019 PLACE Assessments

Hospital

Cleanliness
% 2018

Cleanliness
% 2019

Condition
and
appearance
2018

Condition &
Appearance
2019

95%

96%

90%

96%

96%

98%

91%

92%

100%

100%

96%

99%

99%

98%

93%

99%

99%

98%

90%

91%

99%

100%

86%

97%

N/A

97%

98%

96%

92%

97%

100%

100%

94%

95%

100%

100%

97%

95%

99%

100%

94%

99%

100%

100%

98%

100%

99%

98%

91%

95%

Alderney
Alumhurst Road
Blandford
Bridport
Forston Clinic
Linden Unit
87%

Maiden Castle
St Ann’s
Swanage
Westhaven
Westminster
Wimborne
Yeatman
Organisational
Average
National
Average

98%

98%

93%

96%

98.5%

99%

94%

96%

•

This year a review of the PLACE assessments was carried out. As a result of this review, the
2019 visits took place later in the year. Action plans are in place for each area.

•

The review was undertaken by NHSi to look at all elements of the assessments and there were
a number of changes;

•

The question set has been significantly revised and brought up to date

•

A number of the non-applicable answer options have been minimised

•

PLACE program is about identifying potential improvements rather than monitoring score
increases

•

Due to changes for 2019, results will not be comparable for previous assessments

•

Combined Cleanliness and Condition Assessments
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APPENDIX 2 - Table 3: Summary of IPC Clinical Audit Scores 2019-2020

Community
Hosp Inpatients

MIU / UTC

Theatre
/ DSU

Community
Hosp
Outpatients

100%

99%

100%

100%

98%

100%

99%

99%

100%

98%

99%

100%

100%

100%

99%

99%

99%

100%

97%

100%

93%

100%

100%

100%

100%

99%

98%

100%

99%

100%

99%

100%

100%

100%

98%

100%

97%

100%

100%

100%

97%

99%

95%

99%

98%

98%

100%

100%

100%

Audit Title
Standard
Precautions
Asepsis
Decontamination
of Equipment
Specimen Handling
Peripheral Vascular
devices - insertion
and ongoing
management
Hand Hygiene
Observations
Hand Hygiene
Technique
PPE

Mental
Health
Inpatients

District
Nurses

Community
Health School
Specialist
Visitors Nurses
Services
94%

99%

Derm
atology

Podiatry

100%

Overal
Totals /
Compli
ance
99%

100%

99%
98%

100%

100%

99%
100%

98%
100%
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APPENDIX 2 - Table 4: Summary of IPC Clinical Compliance Visits 2019-2020
Quarter 4 2019-2020 IPC Team Compliance Visits – Covid 19.
Title of Audit

Compliance Visits

Date of Visit

Hospitals/Wards to be visited

19.03.20
20.03.20
20.03.20
18.03.20
16.03.20
30.03.20
25.03.20
27.03.20
19.03.20
30.03.20
30.03.20
30.03.20
30.03.20
20.03.20
17.03.20
23.03.20
18.03.20

Alderney Herm and St Brelades
Alderney Guernsey
Alderney Jersey
Blandford Tarrant
Bridport Colmers
Kimmeridge
Linden Unit
Forston Melstock
St Anns- Alumhurst
St Anns - Chine
St Anns – Harbour Male and Female
St Anns - Seaview
St Anns - Twynham
Swanage Stanley Purser
Westhaven Radipole
Westminster Ashmore - Shaston
Yeatman Beech - Rowan
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Healthcare Worker Flu Vaccination Programme 2020/21: Self-Assessment
Part 1 Board Meeting 25 November 2020
Author

Dawn Dawson, Director of Nursing, Therapies and Quality

Purpose of Report

To provide assurance to the Board that the 2020/21 Flu Programme
meets best practice guidelines and provide current progress with the
vaccination programme.

Executive Summary:
The report details the Trust’s completed self-assessment against the best practice checklist, as
requested by NHS England and NHS Improvement.
The Trust’s Flu Delivery Programme is aligned to and incorporates the seven elements for a successful
flu campaign developed by NHS Employers relating to:








Communications
Having a balanced flu team
Myth-busting
Support from Board to ward
Accessibility
Rewards
Peer vaccination

The Board is asked to
(a) note the self-assessment against the best practice checklist;
and

Recommendation

(b) reaffirm its commitment to achieving the ambition of 100% of
front line healthcare workers being offered vaccination, and for
any healthcare worker who decides on the balance of evidence
and personal circumstance against getting the vaccine that they
should anonymously mark their reason for doing so.

1.

Introduction

1.1

The vaccination of healthcare workers against seasonal flu is a key action to help protect patients,
staff and their families. Healthcare workers who have direct contact with patients need to be
vaccinated due to the following factors:





Flu contributes to morbidity and mortality in vulnerable patients.
Up to 50% of people with confirmed influenza infections are asymptomatic but can still pass
on the virus to others.
Flu related staff sickness, impacts on patients and other staff; evidence shows a 10%
increase in vaccination is associated with as much as a 10% fall in sickness absence.
Patients report feeling safer and are more likely to get vaccinated when they know NHS staff
are vaccinated.

2.

Background

2.1

The Trust has achieved an increase in staff vaccination year on year however last year although
we increased the total number of vaccinations administered the percentage of staff vaccinated
plateaued with 60.67% of staff being vaccinated. Dorset HealthCare is still in the lower quartile for
uptake of vaccination when benchmarked nationally.

2.2

A self-assessment against the best practice checklist has been undertaken to ensure that all
addition steps have been taken to make further improvements in this year’s flu programme
(Appendix A).

3.

Evaluation of the Flu Programme 2019/20

3.1

The 2019/20 Flu Programme resulted in the uptake rates by professional group:
Staff Group

Headcount Vaccinated Percentage

Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered
Students
Grand Total

200
876
998
415
186
12
118
1073
6
3884

Total Headcount

53.33%
55.03%
67.98%
72.93%
50.41%
66.67%
74.68%
58.19%
66.67%
60.67%

375
1592
1468
569
369
18
158
1844
9
6402

3.2

At the close of the 2019/20 immunisation campaign the original planned review was postponed
due to the COVID19 pandemic.

3.3

At the first opportunity, in June 2020, the review meeting took place and the flu steering group
was immediately stood up to plan the campaign for 2020/21.

3.4

The key successes identified in 2019/20 were;







Visible Board level and senior management role modelling behaviours.
Establishing local champions and peer vaccinators.
Early planning and oversight of progress.
Good communication through a range of platforms including social media.
Good access to clinics with increased provision
Use of national initiatives (such ‘flu fighters’).



Staff incentives.

3.5

Key areas for change in 2020/21;
 Identification that a step change was required in light of COVID19
 Need to complete the vaccination programme early with focused 8 week programme
 Need to ensure adequate social distancing and appropriate venues in line with COVID secure
guidelines for both staff receiving vaccines and those administering
 Move to a system of booked appointments for every staff member to mitigate risks from
COVID19.
 Digital booking system to be established
 Expectation is that every staff member attends an appointment or records that they are
declining the vaccination or have received the vaccination elsewhere (GP, Pharmacy etc.)
 Local teams with local ownership and leadership of the programme with support from a
dedicated central flu team moving to a geographical model for delivery of vaccinations
 Early engagement with trade union colleagues to respond to feedback from previous
campaigns

4.

Flu Programme 2020/21

4.1

The Director of Nursing, Therapies and Quality is the executive lead for the programme.

4.2

A Flu Steering Group was established in June 2020 and over the summer period the group met
monthly to agree and finesse the action plan for 2020/21.

4.3

From September the Steering Group moved to weekly meetings and this will continue throughout
the vaccination period. The Steering Group have oversight of progress against the plan including:










Identification and training of peer vaccinators.
Communications plan
Identification and support of Flu Champions
Vaccine availability, delivery and distribution of flu vaccine across sites
Recording data including monitoring of weekly uptake figures
Appropriate policies, procedures and governance in place
Assurance of sufficient access to flu clinics.
Identification of low uptake areas (sites, department and staff groups) and actions to support.
Identify and resolve any issues

4.4

The Trust continues to support the Jab for a Jab campaign to encourage staff to take up the free
flu vaccination and in turn, Dorset HealthCare makes a donation to Unicef UK for the equivalent
number of vaccines for children around the world.

4.5

The Trust’s Flu Delivery Programme is aligned to and incorporates the seven elements for a
successful flu campaign developed by NHS Employers relating to:








Communications
Having a balanced flu team
Myth-busting
Support from Board to ward
Accessibility
Rewards
Peer vaccination

5.

Progress to Date

5.1

This year the vaccinations were not available to our organisation until 5th October.

5.2

The figures reported below were correct on 16th November 2020, six weeks into the campaign:
Staff Group
Headcount Vaccinated
Add Prof Scientific and Technic
188
Additional Clinical Services
720
Administrative and Clerical
917
Allied Health Professionals
406
Estates and Ancillary
164
Healthcare Scientists
15
Medical and Dental
73
Nursing and Midwifery Registered
1003
Students
6
Grand Total
3492

Percentage
46.88%
51.47%
59.78%
69.88%
44.69%
78.95%
48.03%
57.45%
66.67%
56.25%

Total Headcount
401
1399
1534
581
367
19
152
1746
9
6208

5.3

Last year the uptake rate at the six week point was 37.23%, although direct comparison is not
possible due to the different programme in place this year.

6.

Next Steps

6.1

Vaccination clinics will continue until the end of November 2020 or until our vaccine supply is
exhausted.

6.2

There are a number of communications planned throughout the programme to encourage staff to
make the decision to protect patients, colleagues, their families and themselves against flu.

6.3

The Flu Steering Group will maintain oversight of the programme.

4.

Recommendation

4.1

The Board is asked to note the self-assessment against the best practice checklist and to record
its commitment to achieving the ambition of 100% of front line healthcare workers being offered
vaccination, and for any healthcare worker who decides on the balance of evidence and personal
circumstance against getting the vaccine that they should anonymously mark their reason for
doing so.

Appendix 1 – Healthcare worker flu vaccination best practice management checklist
A
A1

A2
A3
A4
A5
A6
A7
B
B1
B2
B3
B4
B5
B6
C
C1
C2
C3
D
D1
D2

Committed leadership
(number in brackets relates to references listed below the table)
Board record commitment to achieving the ambition of 100% of front line
healthcare workers being vaccinated, and for any healthcare worker
who decides on the balance of evidence and personal circumstance
against getting the vaccine should anonymously mark their reason for
doing so.
Trust has ordered and provided the quadrivalent (QIV) flu vaccine for
healthcare workers.
Board receive an evaluation of the flu programme 2019/20, including
data, successes, challenges and lessons learnt.
Agree on a board champion for flu campaign.
All board members receive flu vaccination and publicise this.
Flu team formed with representatives from all directorates, staff groups
and trade union representatives.
Flu team to meet regularly from September 2020.
Communications plan
Rationale for the flu vaccination programme and facts to be published –
sponsored by senior clinical leaders and trades unions.
Pre-booked clinics and mobile vaccination schedule to be published
electronically, on social media and on paper.
Board and senior managers having their vaccinations to be publicised.
Flu vaccination programme and access to vaccination on induction
programmes.
Programme to be publicised on screensavers, posters and social media.
Weekly feedback on percentage uptake for directorates, teams and
professional groups.
Flexible accessibility
Peer vaccinators, ideally at least one in each clinical area to be
identified, trained, released to vaccinate and empowered.
Schedule for easy access for pre booked clinics agreed.
Schedule for 24 hour mobile vaccinations to be agreed.
Incentives
Board to agree on incentives and how to publicise this.
Success to be celebrated weekly.

Trust selfassessment
The Board
made
commitment at
the Board
meeting on 27
November 2019
Completed
Completed
Competed
Completed
Completed
Completed
Completed
Completed
Completed
N/A due to
COVID19
Completed
Ongoing
Completed
Completed
Ongoing
Completed
Ongoing
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FIVE YEAR REVIEW OF MEMORANDUM OF UNDERSTANDING
Bournemouth University/DHC
Part 1 Board Meeting 25 November 2020

Author

Dawn Dawson/Clive Matthews, Bournemouth University

Purpose of Report

To provide an update to the Board on the achievements made under
the Memorandum of Understanding between the Trust and
Bournemouth University and to seek support to renew the MoU.

Executive Summary
In May 2015 Dorset Healthcare University NHS Foundation Trust (DHC) and Bournemouth University
Higher Education Corporation (BU) signed a Memorandum of Understanding (MoU) with the aim of
developing their mutual interests.
The original MoU expired in May 2020 and this paper seeks support for a further five year period as
well as reviewing the success of the original memorandum.
(NB Due to the pandemic this work steam was paused in March 2020 and recommenced in October
2020.)

Recommendation
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The Board is asked to note progress over the last five years and agree
to this MOU for a further 5 year period

FIVE YEAR REVIEW OF MEMORANDUM OF UNDERSTANDING
between
Dorset Healthcare University NHS Foundation Trust (DHC)
and
Bournemouth University Higher Education Corporation
In May 2015 Dorset Healthcare University NHS Foundation Trust (DHC) and Bournemouth
University Higher Education Corporation (BU) signed a Memorandum of Understanding (MoU)
with the aim of developing their mutual interests. The MoU expired in May 2020. This paper
reviews the success of the original memorandum and seeks support for a further five year period.
Due to the coronavirus emergency, work on this review was halted in March 2020 and resumed in
October 2020.
The aim of a renewed memorandum of understanding will be to continue to build on the strengths
of each organisation in the areas of research, knowledge exchange and education and so enrich
the quality of care given to service users of DHC. The MoU will continue DHC/BU educational
collaboration facilitating the provision of an educated workforce pipeline. This ensures the future
provision of excellent registrant practitioners promoting high quality healthcare provision. It will
also support the continuing development of staff at all levels.
The MoU will also aim to support greater research collaboration. There is a shortage of expertise
in mental health research in Wessex and the BU/DHC collaboration should exploit this gap and
seek to establish ourselves as research leaders in this area. Insights and innovations developed
through research activity will feed directly into the provision of services and so benefit service
users.
In order to achieve this BU seeks a commitment by DHC to sponsor research studies and to offer
Honorary Contracts for BU research staff. This enables access to National Institute for Health
Research (NIHR) funds such as Research for Patient Benefit that cannot be held by HEIs. As the
review shows, considerable progress has already been made in bringing together research and
educational activity in each organisation.
Future work together should seek to build on the joint clinical academic doctoral studentships
establishing a clinical academic pathway that includes internships, masters in research, clinical
academic doctorates, clinical fellows and clinical professors. Establishing joint appointments
within nursing and the allied health professions is essential to developing clinical academic
careers and retaining doctoral trained clinical academics within the practice setting.
In order to lead this process forward, it is proposed that the Inter-Institutional Steering Group
membership is relaunched and refreshed. This group will be responsible for establishing and
monitoring clear objectives in terms of the outputs that result from the MoU. This will also enable
the development of mutually beneficial agreements regarding:
 Financial administrative and practical arrangements
 Regulatory requirements
 Production of an annual report to be put before DHC Board and BU Partnerships
Committee
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REVIEW OF MEMORANDUM OF UNDERSTANDING 2015-2020
A number of areas for collaboration are referred to in the 2015 memorandum. These can be
collapsed into the following headings
1. EDUCATIONAL COLLABORATION - UNDERGRADUATE AND POSTGRADUATE
2. COLLABORATIVE RESEARCH AND KNOWLEDGE EXCHANGE
Performance has been reviewed against each area and the review indicates a number of positive
achievements in relation to collaborative activity. These should be built upon over the next five
year period.
1.

EDUCATIONAL COLLABORATION

1.
2.
3.
4.

Course development
Learning Beyond Registration
Teaching Contributions
Educationally related Research &
Publication
5. Placements and Placement Projects

1.1 COURSE DEVELOPMENT
BU and DHC have worked together successfully for many years to anticipate and respond to
the evolving healthcare environment. This has resulted in courses that prepare
professionals at undergraduate and postgraduate levels and with learning beyond
registration and in advancing practice.
DHC has been closely involved in collaboration in the design of healthcare curricula. This
activity includes the review and re-approval of undergraduate degrees in Adult, Mental
Health and Children and Young People’s Nursing, Physiotherapy, Occupational Therapy,
Physician Associate and Apprenticeship routes in Nursing.
At post-graduate level, DHC has contributed to the development of the Advanced Clinical
Practice programme with both apprenticeship and standard post-graduate pathways.
DHC continues to support the Health Visiting programme and was very actively involved in a
recent symposium (March 2020) exploring the design and approval of apprenticeship
programmes in Health Visiting, District Nursing and School Nursing. As well as supporting
course development, DHC staff deliver sessions on strategic service developments for the
health visiting course and support presentation sessions for the leadership unit.
DHC has also supported placement years of non-clinical degree programmes such as
Business Studies. The partnership wishes to relaunch this element of provision in the
coming year.
1.2 LEARNING BEYOND REGISTRATION (LBR)
Over the past 5 years BU has worked closely with Dorset Healthcare’s Learning and
Development Department to maximise the opportunities to develop their staff. The bulk of
the health education has been in the area of advanced practice skills. This includes the
following LBR / CPD units:
 History Taking and Physical Examination for Advanced Practice
 Non-Medical Prescribing
 Service Improvement Project
 Evidencing Professional Learning
 Learning and Assessing (needed to support our undergraduate students in practice)
 Image Interpretation
A number of more specialist units have also been accessed by smaller numbers of students
such as:
 Living well with Dementia
 Minor Injuries
 Managing Physical Health in the Mental Health Care
 Managing Mental Health in the Non-Mental Health Setting.
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Full programmes that students from the Trust have accessed are:
 MSc Advanced Clinical Practice
 MA Leadership
 BSc / MSc Health Visiting
A number of bespoke courses have been commissioned requiring close collaboration
between BU and DHC. This has involved the learning and development team as well as
clinical and managerial staff scoping and negotiating content required for specific workforce,
as well as method and time of delivery.
Examples of bespoke courses:
 Community Upskilling Project (CUSP)
 Motivational Interviewing (several sessions tailored to different staff groups)
 Respiratory Physiotherapy
 Blood test analysis
 Image Interpretation refresher course
 Ionising Radiation (Medical Exposure) Regulations Update (IRMER) sessions
 Community nurse co-ordinator course
Leadership
There has also been a long and successful partnership with the leadership development
team at DHC, which has allowed DHC staff to deliver their in-house leadership programme
to staff, with students being assessed via the BU generic Evidencing Professional Learning
unit (EPL), thus gaining academic credit, which can be used towards further awards. Two
EPL units have been attached to this programme and, along with the EPL in Business
Writing Skills, this has provided many with a PG Cert in Leading and Developing Services
equipping them for the changing working environment they need to manage.
Alongside this, the students have also attended a wide variety of leadership units over the
years. These include:
 Critical Thinking in Advanced Practice
 Leading & Enabling Others
 Self-Leadership - Building Personal Resilience & Relationships that Work within
Health & Social Care
 Introduction to Leadership & Management
 Managing Plans & Budgets
 Supervision & Leadership
 Practice Observation
1.3 TEACHING CONTRIBUTIONS FROM
DHC

Undergraduate and Postgraduate
Programmes

There have been a considerable number of contributions by DHC staff to programmes at
BU. Teaching contributions may be paid for, pro bono, be part of a reciprocal arrangement
(e.g. provision by BU of in-service training) or may be part of the role of a Visiting Fellow.
Examples of these include:
Adult Nursing
Cliff Kilgore, Consultant Nurse, contributions relating to
intermediate care
BSc Mental Health Nursing

Angie Cosser, Mental health in later life
Sam Adkins, Introducing the recovery model
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BSc Occupational Therapy

Sarah Bradley, Innovation in Occupational Therapy

BSc Physiotherapy

Kathryn Harding, Musculo-skeletal skills training

M. Advanced Clinical Practice

Abby Webb, Mental Health Nursing

MSc Foundations of Clinical
BSc BSc Psychology

Birgit Gurr, Brain injury and adult neuropsychology
Lindsay Walker, Addictions

Learning Beyond Registration

Josie Tuck, Public Health in mental settings

BSc Nutrition

Ciaran Newell, Eating Disorders

DHC also deliver a number of training sessions for the University across a range of
professional students, these sessions include:
 Facilitating and delivering sessions to health visiting students on project management
and quality improvement (QI).
 The DHC Safeguarding team delivering safeguarding training
 The DHC Prevention and Management of Violence and Aggression (PMVA) teams
delivering breakaway sessions for professional students i.e. Nursing, OT, Physio
 The Equality, Diversity and Inclusion Manager delivering awareness and education
sessions to students in nursing and sports, as well as working with the University on the
EDI Agenda – mental health awareness, prejudice free Dorset, Hate Crime Reporting,
Eating Disorders, Bourne Free LGBT+ events, community engagement and black history
month programme
1.4 EDUCATIONALLY RELATED RESEARCH ACTIVITY AND PUBLICATIONS
A number of activities have been undertaken and some of these can be seen in the list of
joint publications and conferences. Examples of activities include the following.
Phil Morgan (DHC lead for social inclusion) is currently producing a paper reviewing crisis
service provision with Dr. Tula Brannelly and Dr. Sarah Eales of BU (NIHR bid in progress).
DHC are assisting with recruitment for a PhD studentship study supervised by Prof. Jane
Murphy, Shanti Shanker and Prof. Peter Thomas (dietary intervention for people with mild
cognitive impairment).
Dr. Tula Brannelly is coproducing a self-management app with DHC.
DHC is involved in an ARC Wessex project and has offered a site for research data
collection. Tula Brannelly and Jackie Bridges are Principle Investigators.
1.5 PLACEMENTS AND PLACEMENT PROJECTS
The relationship between the BU Practice Learning team and the DHC Learning and
Development team ensures that placement quality and capacity is effectively monitored. The
trust provides a considerable number of placements for students undertaking the following
programmes:
1. Nursing – Adult
2. Nursing – Mental Health
3. Nursing – Children and Young People
4. Paramedic Science
5. Nurse Associate
6. Physician Associate
7. Occupational Therapy
8. Physiotherapy
9. Health visiting
10. Undergraduate psychology
11. Nutrition
There have also been successful placements for students from other University programmes
and disciplines eg. Business Studies. This is an area of provision that we will seek to further
develop.
There have also been scholarly outputs from placement activity and these can be found in
the list of publications (eg Hirdle et al., 2020) and conference presentations (eg Keeley and
Bareham, 2019).
There has been collaboration with DHC and others from the employers’ network on exploring
innovative approaches to supervision in placement. The Collaboration in Learning in Practice
(CLiP) was tested in DHC. As a result of the coronavirus pandemic, a number of initiatives
are in train aimed at optimising student supervision and progression at a time of uncertainty.
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These will be evaluated.
2.

COLLABORATIVE
ACTIVITIES

RESEARCH 1.
2.
3.
4.

Joint publications
Research bids
Joint conferences / workshops
Staff exchanges

2.1 JOINT PUBLICATIONS
The following joint publications have been produced involving staff from BU and DHC:
Chelvanayagam, Sonya & Newell, Ciaran. (2015). Differentiating between eating disorders
and gastrointestinal problems. Gastrointestinal Nursing. 13. 56-62.
10.12968/gasn.2015.13.7.56.
Denison‐Day, James & Appleton, Katherine & Newell, Ciaran & Muir, Sarah. (2018).
Improving motivation to change amongst individuals with eating disorders: A systematic
review. International Journal of Eating Disorders. 51. 10.1002/eat.22945
Denison-Day, James, Muir, Sarah & Newell, Ciaran & Appleton, Katherine. (2018). Impact
of a web-based intervention (MotivATE) to increase attendance at an eating disorder service
assessment appointment: a zelen randomised control trial (Preprint). Journal of Medical
Internet Research. 21. 10.2196/11874.
Hirdle. J., Louise Allen, Sarah Keeley and Stu Bareham - Collaborative learning model for
student nurses in child mental health Nursing times February 2020/Vol 116,2 p 50-52
Morgan, P., Brannelly, P. and Eales, S., 2019. Future Studies, Mental Health and the
Question of Citizenship. Mental Health and Social Inclusion
Keeley A SWOT* analysis on the role of nurses in interprofessional pharmaceutical care in
Europe: a qualitative study. In progress with a member of DHC.
Nyman, S.R., Ingram, W., Sanders, J., Thomas, P., Thomas, S., Vassallo, M., Raftery, J.,
Bibi, I. and Barrado-Martín, Y., 2019. Randomised controlled trial of the effect of Tai Chi on
postural balance of people with dementia. Clinical Interventions in Aging, 14, 2017-2029.
Rees, K. Shailer, S. 2018 Specialist Health Visitor Families First - Team Service Evaluation
Shirley Shailor (DHC) and Dr. Karen Rees (BU) presented a paper entitled ‘I never realised
how much a new-born baby notices things going on around them’ :Innovative health visiting
early interventions within children’s social care at the Institute of Health Visiting Health for all
Children Now; An iHV evidence-based practice conference 9th May 2019
Rees, K; Shailer, S. 2019. An evaluation of specialist health visitor early interventions with
children's social care. Journal of Health Visiting. Vol 7, Issue 12; 588-593
Rees, K; Shailer, S 2020. Specialist Health visitor interventions within Children’s Social care:
an innovative practice model. Health Visiting in England: A Vision for the Future. Health
Visiting Good Practice Case studies. Institute of Health Visiting, London
Professor Carol Clark (BU’s Head of Department for Rehabilitation and Sport Sciences) has
worked with Meherzin Das (Trust Professional Lead for Psychology and Psychological
Therapies; BU Visiting Fellow) in establishing a pain network
2.2 RESEARCH BIDS AND RELATED ACTIVITY
DHC cannot currently sponsor research. BU and DHC are collaborating in moving this
forward. However, the following joint activities are in progress:
1. Research study underway with Laura Renshaw Vuillier on emotions in Bulimia
Nervosa
2. Collaboration between Lee Ann Fenge and Sally Lee in the Department of Social
Work on
a. mental capacity and
b. financial scamming of the elderly
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3. Co-created evidence based application to support rough sleepers to self-manage
complex needs Angie McHale Service Lead, Homeless Health Service DHC is part of
the Steering group for this research project
4. Ciaran Newell has supervised two doctoral students in last 3 years
5. The following match-funded studentship has been achieved:
Validation and Evaluation of the Contracture Assessment Screening Tool (Hina
Tariq) Career development (e.g. ECR) 21/01/2019 to 20/01/2023 Dorset HealthCare
University NHS Foundation Trust supervised by Prof. Sam Porter £34000
2.3 JOINT CONFERENCES AND WORKSHOPS
The following joint DHC/BU conferences and workshops have taken place:
1. NIHR 70@70 programme - showcasing nursing and midwifery research across Wessex
with Professor Vanora Hundley 13/01/2020
2. Sarah Keeley (BU) and Stu Bareham (DHC): Conference presentation: Health Education
England Conference: Celebrating Collaborative Learning Conference held on the 8th May
2019 in Exeter.
3. Jo Hirdle and Louise Allen . 4th September 2019. Keele University . NET 30th
international networking for healthcare education conference. Conference presentation: ‘
An innovative way of supporting student mental health nurses in placement:
Collaborative learning in Practice’
4. Trust representatives have delivered workshops / presentations at the BU annual
Practice Assessor Conference
5. Session for BU academics and Trust clinicians on R&D in the NHS and research
interests from academics in BU run by Professor Edward van Teijlingen with input from
professorial staff on 11th September 2019.
6. Dorset Research Strategy Group – hosted by BU – Prof. Pete Thomas (BU) lead. Ciaran
Newell (DHC) attends. Visiting Fellows will supervise PGRs without payment.
7. Non-Medical Prescribing Conferences - We have worked closely with the L&D team and
non-medical prescribing team at DHC and partnered with them in running the two NMP
conferences each year, one general and one with a mental health focus. This
collaboration has allowed the prescribing community time to enhance their knowledge
and network with colleagues from across the region and has always been well attended
and highly valued by prescribers.
2.4 STAFF EXCHANGES
Jo Hirdle from the DHC learning and development team is seconded to the BU practice
learning support team. Jo is also the lead tutor for the motivational interviewing course that
DHC commissions. Elizabeth May from the Eating Disorders service works one day per
week with BU.
Michelle Board has an honorary contract to work within the memory assessment service
BU’s Visiting Scholarship arrangements formalise the process whereby its colleagues from
associated organisations visit to teach, lecture, or perform research on a topic for which
the visitor is valued. Among DHC staff who are currently Visiting fellows are:
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Dr Ciaran Newell, Consultant Nurse Eating Disorders and Facilitator in R&D
Clifford Kilgore, Consultant Nurse Intermediate Care/Older People
Joel Dunn, Neurological Clinical Specialist Physiotherapist
Abby Webb, Senior Clinical Nurse
Phil Morgan, Lead for Recovery & Social Inclusion
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We are the NHS People Plan 2020/21
Part 1 Board Meeting 25 November 2020
Author

Nicola Plumb, Director of People & Culture

Purpose of Report

This report provides the Board with an update about the
national NHS People Plan and a high-level self-assessment of
the Trust position against the requirements and
recommendations

Executive Summary
We Are the NHS sets out what our NHS people can expect from their leaders and each
other. It focuses on how we must look after each other and foster a compassionate and
inclusive culture, as well as action to grow and train our workforce, and to work together
differently to deliver patient care. It includes actions for 2020/21 and principles to endure
beyond this time frame.
After publication of We Are the NHS the Trust Workforce Strategy was reviewed to ensure
its strategic focus was aligned to the national direction and an updated strategy was agreed
by the Board at its September 2020 meeting.
There are 41 actions in the plan for NHS provider organisations and these have been
incorporated in to our strategy delivery plans; a self-assessment is set out at Appendix A.
There are no immediate areas of concern to highlight to the Board; delivery of a small
number of actions has been delayed due to the ongoing response to Covid-19, however all
are in progress with a delivery plan. Actions with specific timescales for delivery are at 9, 10,
17, 18, 24, 25 and 27.
Action 9 sets out that organisations should appoint a Wellbeing Guardian who is a Board
member and the proposition for DHC is that this function is incorporated in to the Terms of
Reference for the Quality Governance Committee.

Recommendation

The Board is asked to note the update about the NHS People
Plan and the self-assessment against the recommendations,
and to agree the proposition regarding a Wellbeing Guardian.

BACKGROUND
We are the NHS: People Plan was published at the end of July 2020, delayed from Q1 2020.
It is a one year plan that follows on the from the national Interim NHS People Plan, published
in June 2019. It has been developed following extensive engagement with NHS leaders and
other partners and stakeholders nationally.
We Are the NHS sets out what our NHS people can expect from their leaders and each
other. It focuses on how we must look after each other and foster a compassionate and
inclusive culture, as well as action to grow and train our workforce, and to work together
differently to deliver patient care. It includes actions for 2020/21 and principles to endure
beyond this time frame.
The one year plan takes account of the impact of Covid-19 and its focus is to build on the
momentum and transformation that has been underway since the virus arrived.
There are four pillars within the strategy:
Pillar one: looking after our people, with quality health and wellbeing support for everyone.
Pillar two: Belonging in the NHS, with a particular focus on the discrimination that some staff
face
Pillar three: New ways of working and delivering care, capturing innovation, much of it led by
our NHS people
Pillar four: growing for the future, how we recruit, train and keep our people, and welcome
back colleagues who want to return.
CONNECTION TO TRUST STRATEGY
After publication of We Are the NHS the Trust Workforce Strategy was reviewed to ensure
its strategic focus was aligned to the national direction and an updated strategy was agreed
by the Board at its September 2020 meeting.
The key themes and priority areas for attention mirror our Trust Workforce Strategy and
detailed action/delivery plans are being reviewed in line with the Trust transformation
programme and our ongoing learning from Covid-19.
Each Integrated Care System has been asked to develop a local People Plan in response to
the national plan, which will be reviewed by regional and system-level People Boards. We
will continue to influence the development of the Dorset and regional plans.
Metrics for the national plan were due to be developed by September 2020 with the intention
to track progress using the NHS Oversight Framework. When these are published we will
again review our priorities in our local delivery plan.
SELF-ASSESSMENT
In total there are 101 actions in the We Are the NHS plan, which span national and local
NHS organisations. There are 41 in total for NHS provider organisations and these have
been incorporated in to our strategy delivery plans. We have conducted a high level selfassessment against those 41 actions, which is attached at Appendix 2.
There are no immediate areas of concern to highlight to the Board; delivery of a small
number of actions has been delayed due to the ongoing response to Covid-19, however all
are in progress with a delivery plan. Actions with specific timescales for delivery are at 9, 10,
17, 18, 24, 25 and 27.

Action 9 sets out that organisations should appoint a Wellbeing Guardian who is a Board
member and the proposition for DHC is that this function is incorporated in to the Terms of
Reference for the Quality Governance Committee.
CONCLUSION
The Board is asked to note the update about the NHS People Plan and the self-assessment
against the recommendations, and to agree the proposition regarding a Wellbeing Guardian.

Appendix A
In each area of the NHS People Plan, the document sets out actions for employers, national bodies and systems.
Please find below a summary of the actions for employers and our summary self-assessment:
HEALTH AND WELLBEING
Action

Timeframe
(where given)

Status

Comments

Put in place effective infection
prevention and control
procedures.

Fully complete

1

Procedures in place and additional arrangements in place to
strength support in response to Covid-19.

Fully complete

2

Ensure all staff have access to
appropriate personal protective
equipment (PPE) and are trained
to use it.

Full access to PPE available and PPE training offered to all
new and existing staff.
Continual updates are made to training and the offer renewed
in line with any changes to national guidance.

Fully complete

3

All frontline healthcare workers
should have a vaccine provided
by their employer.

Annual flu vaccination campaign offered to 100% of staff;
delivery to continue until 30 November. Vaccine offered to all
staff and approach strengthened through online booking
system and peer vaccinators.

In progress

4

Complete risk assessments for
vulnerable staff, including BAME
colleagues and anyone who
needs additional support, and
take action where needed.

All staff strongly encouraged to complete and keep up-to-date
individual risk assessments; additional support has been
provided to those considered at highest risk. Additional
support, advice and guidance to line managers available via
occupational health.

Mostly complete

5

Ensure people working from
home can do safely and have
support to do so, including
having the equipment they need.

All staff encouraged to work at home where they can and to
take a decision supported by local workplace risk assessments.
Additional guidance is in place and a further home working
guide including access to equipment will be published by end
November 2020. All staff have been reminded to complete

Display Screen Equipment (DSE) assessments where
appropriate and we continue to follow Health and Safety
Executive (HSE) advice.

6

7

Mostly complete

Annual leave policy remains in place and has been reviewed
since the pandemic outbreak to manage annual leave
allowance appropriately.
All staff and line managers reminded about the importance of
sufficient rest and breaks from work. This will be strengthened
with additional reporting from E-roster to identify any areas of
concern.

Prevent and
tackle bullying,
harassment and
abuse
In progress

Ongoing work programme in place to tackle and prevent
bullying, harassment and abuse including closer alignment to
the work of the Freedom to Speak up Guardian. Additional
actions are taken forward annually from the NHS Staff Survey.

Ensure people have sufficient
rests and breaks from work and
encourage them to take their
annual leave allowance in a
managed way.

Prevent and tackle bullying,
harassment and abuse against
staff, and a create a culture of
civility and respect.

Create a culture
of civility and
respect
Not commenced

A Dignity at Work policy is under review and will be
reintroduced along with line manager and staff training.
A significant amount of work is underway across the Trust to
nurture a positive and empowering culture. This does not
specifically use the language of ‘civility and respect’ and will
need to be reviewed as part of our ongoing culture activity
when the associated toolkit is issued by NHS England/I.
Evidence from the independent CQC, NHS Staff Survey and
FTSU national reports suggests an overall engaged workforce
and overall positive culture.

In progress
8

Prevent and control violence in
the workplace – in line with
existing legislation.

Staff perception of this monitored through the NHS Staff
Survey.
We will be growing our cohort of practitioners who support staff
who have been involved in violent incidents in the workplace.
Practical review of incidents is via the Security Assurance

Group and Health and Safety Committee.
Prevention and Management of Violence and Aggression
training is available to all staff.
9

Appoint a wellbeing guardian.

10

Continue to give staff free car
parking at their place of work.

September 2020

Nearly
Completed

The proposition is that the oversight of wellbeing is
incorporated in to the Terms of the Quality Governance
Committee.

At least during the
pandemic

Fully complete

No staff pay to park in any of the Trust’s carparks.

Fully complete

Work to enhance and promote alternative transport to work is
via the Sustainability programme and programme lead.
We recognise the challenges of the Dorset geography in
relation to staff being able to use public transport or cycling to
work.

In progress

A rolling review of Trust estate takes in to account the need for
appropriate rest spaces. Five sites have been identified for
improvements to rest spaces and the work will be funded by
the first tranche of NHS Charities money: Wareham hospital,
Shaftesbury hospital, Blandford hospital, Forston clinic and
Shelley Road.
Additional practical changes have been made in some places
to accommodate rest space and meet Covid-secure guidelines.

Fully complete

A range of practical and emotional/psychological support is
available to staff through local and promoted national routes
with additional content and capacity to respond to the Covid-19
pandemic. Ongoing support to Hidden Talents.
The Health and Wellbeing strategy is under review and out for
engagement and view seeking with stakeholder groups.
Working with Public Health Dorset, DHC has led a Dorset-wide
bid to secure £360k from NHS England to continue with our
enhanced occupational health and emotional wellbeing offer.

Support staff to use other modes
11 of transport and identify a cycleto-work lead.

Ensure staff have safe rest
spaces to manage and process
12
the physical and psychological
demands of the work.

13

Ensure that all staff have access
to psychological support.

In progress

HR and occupational health colleagues continue to work with
line managers to quickly respond to and support sickness
absence.
A proactive approach has supported those shielding or selfisolating to continue working from home where appropriate.

In progress

Ongoing work through the wellbeing champions network.
Additional support and opportunities put in to place
encouraging staff to be active (yoga, laughter yoga, lunchtime
walks, walking meetings etc.) although further promotion is
needed for wider take up. The challenge is that ward staff do
not currently have time in the working day to take up the
opportunities.

In progress

Briefings and cascades to the leadership forum and line
managers have reminded managers of the need to support
individual wellbeing; Wellness Plans will support these
conversations.
Senior leaders have met and discussed actions for wellbeing
and reducing stress throughout the pandemic and before.

Identify and proactively support
14 staff when they go off sick and
support their return to work.

Ensure that workplaces offer
opportunities to be physically
15 active and that staff are able to
access physical activity
throughout their working day.

Make sure line managers and
teams actively encourage
16
wellbeing to decrease workrelated stress and burnout.
From August 2020 In progress

A draft Wellness Plan has been completed and is in an
engagement phase with the health and wellbeing group and
union colleagues. Review is underway to identify the most
appropriate place to include the conversation ie appraisal,
supervision, 1:1, local induction. This will be completed
December 2020.

From October
2020

Health and wellbeing group to review existing arrangements
and any improvements/additions will be made to corporate and
local induction. This will be completed December 2020.

Every member of NHS staff
17 should have a health and
wellbeing conversation.

18

All new starters should have a
health and wellbeing induction.

In progress

FLEXIBLE WORKING

19

Be open to all clinical and nonclinical permanent roles being
flexible.

20

Cover flexible working in
standard induction conversations
for new starters and in annual
appraisals.

21

Requesting flexibility – whether
in hours or location, should (as
far as possible) be offered
regardless of role, team,
organisation or grade.

22

Board members must give
flexible working their focus and
support.

23

Roll out the new working carers’
passport to support people with
caring responsibilities.

Fully complete

Posts are advertised offering flexibility.
Flexible working policy is in place and has been reviewed in
2020. This is also referred to in the Carers’ Passport developed
this year.

In progress

Corporate and local induction to be updated to ensure flexible
working adequately flagged.

Fully complete

Overarching flexible working policy has been reviewed to
support both the employee and the organisation; risk
assessments will be ongoing. Subsequent rostering
arrangements will require review.
Work has been underway for 18 months to promote and
encourage flexible working through our Smarter Working
programme, which has sought to engage all staff.

Fully complete

Flexible and agile working has been discussed at previous
workforce strategy discussions and organisational development
reviews. This is a key strand of the Trust’s five year strategy.
The carers’ passport has been developed and will be rolled out
with the wellness plan; this is with internal stakeholders for
review. Will be rolled out December 2020.

EQUALITY AND DIVERSITY

24

Overhaul recruitment and
promotion practices to make sure
that staffing reflects the diversity

By October 2020

In progress

Action plan is in development to review all recruitment
processes, candidate experience, selection process,
employer brand and so on. This has been delayed due to

of the community, and regional
and national labour markets.

25

Discuss equality, diversity and
inclusion as part of the health
and wellbeing conversations
described in the health and
wellbeing table.

26

Publish progress against the
Model Employer goals to ensure
that the workforce leadership is
representative of the overall
BAME workforce.

27

51 per cent of organisations to
have eliminated the ethnicity gap
when entering into a formal
disciplinary processes.

Covid requirements.
Linked to ongoing work in the WRES and DES action plans
and overarching Equality and Diversity programme, including
policy review. To be reviewed in line with September 2020
Board decision, before end Q4 2020/21.
Unconscious bias training in place; further engagement with
our staff engagement networks to identify additional actions.
From September
2020

Mostly complete

This has been incorporated in to the Wellness Plans due to
launch December 2020.

Not commenced

WRES submissions completed annually and action plans in
place.
Progress against the Model Employer goals to be reviewed
as part of overall review of equality and inclusion strategy.

By the end of
2020

Incorporated in the WRES action plans. Part of wider review
by end Q4 2020/21.

CULTURE AND LEADERSHIP
28

Review governance
arrangements to ensure that
staff networks are able to
contribute to and inform
decision-making processes.

By December
2021

Mostly complete

Strengthening of support to staff networks already underway
and review of formal governance arrangements will be
incorporated to strengthen voice and influence. Consider the
role for formal executive sponsors.

NEW WAYS OF DELIVERING CARE
29

Use guidance on safely
redeploying existing staff and
deploying returning staff,
developed in response to
COVID-19 by NHSEI and key
partners, alongside the existing
tool to support a structured
approach to ongoing workforce
transformation.

Complete

We have developed guidelines for redeploying staff, which
have been updated from the learning during Covid-19 Wave
One. This includes action cards for swift action. A rapid
redeployment database has been developed and launched.
Appropriate training arrangements in place to meet the
training needs of those redeployed.
The learning from those redeployed or returning will inform
our transformation programme and workforce strategy.

30

Continued focus on developing
skills and expanding capabilities
to create more flexibility, boost
morale and support career
progression.

In progress

Ongoing development of apprenticeship opportunities;
review and development of training and development
opportunities; development of new roles and multidisciplinary teams; constant development of new training and
development offers.
This will be further strengthened with a review of our
Learning Needs Analysis in Q4 2020/21.

31

Use HEE’s e-Learning for
Healthcare programme and a
new online Learning Hub, which
was launched to support learning
during COVID-19.

Fully completed

The Hub training is being used and the content from eLearning for Health is being pulled through to our own elearning platform.

Mostly complete

Practice Educators continue to support students on
placement with us and to work with those clinical services
not currently accepting students to restart placements.

GROWING THE WORKFORCE
32

Employers should fully integrate
education and training into their
plans to rebuild and restart
clinical services, releasing the

2020/21

time of educators and
supervisors; supporting
expansion of clinical placement
capacity during the remainder of
2020/21; and providing an
increased focus on support for
students and trainees,
particularly those deployed
during the pandemic response.

In-patient services are up and running, however, placements
in our community services are presenting challenges for the
following reasons:




Lack of physical space (many community teams are
limiting people in the office to ensure they are
complying with COVID secure requirements
Lack of IT equipment to support remote working (we
have submitted a bid for 150 extra laptops)
Car sharing is not encouraged

Patients may not wish to have an extra person in their home.
33

For medical trainees, employers
should ensure that training in
procedure-based competencies
is restored as services resume
and are redesigned to sustain
the pipeline of new consultants
in hospital specialties.

2020/21

Fully completed

Medical education lead. Medical training is continuing.

34

Ensure people have access to
continuing professional
development, supportive
supervision and protected time
for training.

2020/21

Fully completed

All mandatory training is available online. Basic 1 to 1
assessments are being introduced for basic life support. All
of this is continuing to be promoted with line managers and
leaders.
Clinical skills training continues to be offered using a blend of
e-Learning, virtual classrooms and face-to-face for
practice/simulation requirements.
Other courses are either being provided through e-Learning
or virtual classrooms with new products coming online for
clinical skills development.
Additional focus will be given to the HEE CPD funding inyear.
Further development includes exploration of a corporate

budget for non-clinical continuing professional development.

RECRUITMENT
35

Increase recruitment to roles
such as clinical support workers,
highlighting the importance of
these roles for patients and other
healthcare workers as well as
potential career pathways to
other registered roles.

Fully complete

Recruitment in to clinical support worker roles is not a
challenge for DHC.
We currently have approx. 55 apprentices on Trainee
Nursing Associate courses and Registered Nursing Degree
Apprenticeships and are currently recruiting 18 internal staff
into Trainee Nursing Associate roles as well as 10 internal
staff to the RNDA role.

36

Offer more apprenticeships,
ranging from entry-level jobs
through to senior clinical,
scientific and managerial roles.

In progress

We have 209 apprentices over 31 different apprenticeship
pathways ranging from Level 2 up to MBA level.
We are working through the Dorset Integrated Care System
to progress additional apprenticeship opportunities across
the clinical and non-clinical workforce.
Recruitment to apprenticeships will be a priority in Q4
2020/21.

RETAINING STAFF
37

Design roles which make the
greatest use of each person’s
skills and experiences and fit with
their needs and preferences.

In progress

Line managers are encouraged to support and encourage
individuals’ development and to look for opportunities within
existing roles for this to happen, with the support of the
learning and development team.

38

Ensure that staff who are midcareer have a career
conversation with their line

In progress.

Career conversations are undertaken at 1:1s, appraisals, with
the learning and development team through informal
arrangements and also through coaching conversations.

manager, HR and occupational
health.

A more structured approach will be developed in 2021/22.

39

Ensure staff are aware of the
increase in the annual allowance
pensions tax threshold.

Fully complete

Cascaded through medical routes. This message was further
shared at the Local Negotiating Committee.

40

Make sure future potential
returners, or those who plan to
retire and return this financial
year, are aware of the ongoing
pension flexibilities.

In progress

This information is all made available through the payroll and
pensions team on request.

In progress

This is always the case with robust and effective Trust bank
arrangements and controls in place to minimise as far as
possible the use of agency staffing. This is monitored on a
regular basis.

RECRUITMENT AND DEPLOYMENT ACROSS SYSTEMS
41

When recruiting temporary staff,
prioritise the use of bank staff
before more expensive agency
and locum options and reducing
the use of ‘off framework’ agency
shifts during 2020/21.

2020/21
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External Governance Review 2020
Part 1 Board Meeting 25 November 2020

Author

Keith Eales, Trust Secretary

Purpose of Report

To report the outcome of the External Governance Review
commissioned by the Trust in July 2020.

Executive Summary
Trusts are required to commission an external governance review every three to five years.
The Trust commissioned a review in July 2020, the last review having been undertaken in
2015.
Reviews are intended to be developmental exercises. Taking this, and the ‘outstanding’
rating awarded by the Care Quality Commission (CQC) in July 2019, the Trust
commissioned a limited review focusing on four of the eight Key Lines of Enquiry (KLOE).
The review was undertaken by DCO Partners and involved interviews, focus groups and
meeting observation.
The overall conclusions of the review, and the detailed recommendations in respect of each
of the KLOE’s are set out in the report. These will form the basis of two facilitated
workshops to be held by the Board to agree the actions to be taken in response to the
recommendations.

Recommendation

The Board is asked to:
a) Accept the report and recommendations of the
external governance review; and
b) Agree that these will form the basis of discussion
at two facilitated Board workshops to develop an
action plan in response to the review and report.

1

1.

Introduction

1.1

NHS England/Improvement require Trusts to undertake an external governance review every
three to five years.

1.2

The review is expected to be undertaken in respect of the Well-Led Framework which
comprises eight Key Lines of Enquiry (KLOE):

1.3

The process requires a self-assessment by a Trust, which helps to define the scope of the
external review. The external review is intended to be developmental in nature.

1.4

Once completed, the review forms the basis for the development of an action plan.

2.

The External Review Process in the Trust

2.1

The Trust undertook preparations for the review in the light of the Care Quality Commission
inspection report of 2019. This rated the Trust, using the framework above, as ‘outstanding’ in
the Well-Led domain.

2.2

Board Directors completed a self-assessment and agreed that was merit, given its
developmental focus, for the review to concentrate on four KLOE’s:
KLOE 4: Roles and responsibilities
KLOE 5: Risks and performance
KLOE 6: Use of information
KLOE 7: Engagement

2.3

Competitive quotations were sought against a detailed specification and DCO Partners were
commissioned to undertake the review.

2

2.4

DCO Partners undertook fieldwork between July and September, which involved interviewing
Board Directors, observing Board and Board Committee meetings and the Council of
Governors and holding a focus group with Governors.

2.5

The conclusions and recommendations were presented to Board members in October.

3.

Conclusions and Recommendations of the External Governance Review

3.1

The overall conclusions of the review were that


The Trust is a first rate Trust continually striving towards excellence. It is a wellgoverned organisation with a new Board anxious to maintain its hard-won CQC
awarded Outstanding rating. The Trust is working hard and conscientiously to address
new strategic priorities and setting these against the context of the wider health system,
its demands and the inevitable turbulence that this causes. Many examples of good
practice were found in the course of our review, but we focus here on areas of
suggested improvement;



The COVID-19 pandemic has caused some understandable delays in the agreement
and implementation of a comprehensive new strategy, and the Board is well aware that
this needs rectification. During the pandemic the Board has coped well with moving to
online-based governance and is at ease with meeting and working virtually;



Many of the pre-pandemic agendas and processes for executive management were
put into abeyance and whilst not in the scope of this report, these will need to be
reviewed at some stage. The Board now has an opportunity to assess the changes and
innovations that have been brought about by the pandemic, and to stimulate systemwide debate on formalising change; and



The conduct of the Board and committees is highly detailed and would benefit from
review to free the directors from burdensome reporting and analysis processes and to
encourage the Board to focus on a more strategic approach. This would have the
added benefit of speeding up the pace of decision making.

3.2

The detailed recommendations in respect of the four KLOE’s reviewed are set out in the
appendix.

3.3

The Board will be discussing the recommendations and actions proposed at two facilitated
workshops to be held early in the New Year.

4

Recommendations

3.1

The Board is asked to
c) Accept the report and recommendations of the external governance review; and
d) Agree that these will form the basis of discussion at two facilitated Board workshops to
develop an action plan in response to the review and report.

Keith Eales
Trust Secretary
November 2020

3

Appendix
Detailed Recommendations
KLOE 4: Roles and Responsibilities
1.

The Board has a highly focused, assurance-centred approach to its work and the directors demonstrate an
appetite for detail which can place additional demands on the briefing process, as well as hindering debate
and decision. The balance of the Board’s agenda should be changed to include more strategy, improvement
and risk

2. The Board should consider the Terms of Reference and membership of its committees, to assess the division
of responsibilities as well as whether it is appropriate for executives to be voting members (which is not the
practice normally adopted) and certainly to ensure that there is a NED majority
3. The Trust should readopt the policy of holding formal, confidential (ie. part two) meetings, in order to receive
papers, address and record debate and make decisions about substantive matters, particularly strategy, risk
and partnerships.
4. The Board’s workshops should be reserved for general discussions about specific topics, which may be
combined with development or briefing for the NEDs, possibly as a precursor to debates and decisions within
part two meetings.
5. The Board is missing an executive medical presence and the new incumbent, when appointed, is a vital link
in the process to integrate the new clinical strategy with other ones planned for Quality, Digital, Engagement,
Estates, Workforce and Green issues
6. The Trust’s clinical leaders should be tasked to look outwardly towards how the organisation can add value to
services that are not currently provided by the Trust. In this way, the management of long-term conditions in
primary and secondary care could be augmented, improving psychological as well as physical outcomes.

KLOE 5: Risks and Performance
1. The BAF would benefit from further review to enable a less generic document to be produced; there should
be more of a process to allow the Board to develop its own ideas for strategic objectives and associated risks
in conjunction with the input from the executive directors.
2. The next Trust risk appetite statement should be developed to reflect the Trust’s approach to system-wide
challenges and priorities.
3. The deliberations of the board committees are highly detailed but would benefit from some further coordination to manage risk as effectively as possible, and to provide the Board with a clear picture of the
totality of issues that are faced by the Trust. The Audit Committee should have a key role in advising the
Board on the effectiveness of risk management as a whole.


4

KLOE 6: Use of Information

1.

The Trust may well be approaching the point where it has to reconsider the current shared arrangements for
IT leadership across the local area. With its dispersed footprint and renewed commitment to its IM&T
development strategy, more dedicated senior IT leadership within the Trust may become essential to the
successful delivery of services.

2.

Board and Committee agendas and papers should be repurposed, with an emphasis on key issues, backed
up by data that is more useful for strategic analysis, and less geared to operational detail. NEDs should
debate this change agreeing the new approach, and then develop a new style of scrutiny.

3.

There is some evidence of committee chairs co-ordinating with each other to provide an overall picture to the
Board, but we observed a degree of uncertainty on the part of NEDs and EDs about the detailed
responsibilities of the various committees, including gaps and/or overlaps.

KLOE 7: Engagement
1.

The Trust could develop a clearer picture of the impact of the various partnerships in which it is engaged. It was
hard to form an impression that this oversight was taking place at Board level, and it appears to be held instead
by the Executive team.

2.

There is a carefully planned and fully devolved public and patient engagement and communication process
across all of the Trust’s teams, backed up by a new strategy. These now need to be brought together to align
key messages and to allow the Board to oversee them, and to facilitate aggregated feedback from this granular
approach.

3.

The Council of Governors need to be better briefed about the impacts of the pandemic, in order to assist with the
communications strategy as winter approaches.

4.

In the context of the rapid change in practice adopted across health and social care during the ongoing
pandemic, the Board has an opportunity to embrace innovation and to stimulate debate and system change
(towards integration) in light of its new-found experience.
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Summary Exception Report of the Audit Committee
Meeting on 14 October 2020
Part 1 Board Meeting 25 November 2020
Author

Steve Peacock, Chair of the Committee

Purpose of Report

To highlight, on an exception basis, key matters discussed at
the meeting on 14 October 2020.

Key Decisions and Matters considered by the Committee
Risk Management Strategy
The Committee is recommending the new risk management strategy (attached) to the
Board for approval.
The Committee has reviewed and endorses the strategy, the three risk ambitions set out in
the strategy and their alignment with the overall Trust ambitions, and the risk strategy
priorities and deliverables aligned to each of the ambitions in the strategy..
Internal Audit Progress Report
The Committee has considered an executive summary of an internal audit report on IM&T
change management and two reports which resulted in limited assurance opinions:



Medical device management follow up; and
Contract management.

With regard to the IT change management report, the Committee has asked for the Chief
Information Officer to be invited to a future meeting to provide assurance that key change
management activities are being carried out in a timely and satisfactory manner.
With regard to medical devices, the Committee has noted that the implementation of a
comprehensive database continues to be a challenge. Whilst this continues to be a matter
of concern, the Committee has heard that the Director of Finance and Strategic
Development has commissioned work intended to provide a broader level assurance about
the controls in place in respect of medical devices. This will provide assurance in respect of
the front-line processes in place for medical device management and use. The intention is
for this to be undertaken in the final quarter of the year and the outcome will be reported to
the Committee.
The internal audit report on contract management identified a number of administrative
processes that can be improved. These recommendations have been accepted by the
1

Director of Finance and Strategic Development.
Counter Fraud Progress Report
The Committee noted the regular report on progress with the delivery of the counter fraud
plan for the year, the outcome of the organisational fraud risk assessment and details of
benchmarking in respect of the national counter fraud data overview 2019/20.
Freedom to Speak Up
The Committee has received a presentation from the Freedom to Speak Up Guardian on
concerns raised in quarter one of 2020/21 (28 in total compared to 30 in the comparable
period in 2019). The Committee has noted the categorisation of concerns.
The Committee sought as assurance from the Freedom to Speak Up Guardian that there is
sufficient support from the Trust to build understanding amongst staff of the freedom to
speak up framework that is in place. A learning package has been produced for staff and a
number of engagement sessions had been arranged. Overall, staff understanding is
improving although the Committee recognises that the key is to ensure staff are aware of
the support available, even though it was likely that few will report concerns.
IT Security Strategy Statement
The Committee has been briefed on:





The guiding principles for IT security in the Trust;
The strategic framework for IT security;
The current systems in place; and
Key organisational responsibilities.

The Committee has emphasised the importance of pursuing a cultural strategy, alongside
the development of applications, systems and processes, to ensure that cyber-security
becomes ingrained with the day-to-day work of all staff. National material is available to
support this.
Policy for Audit Services
The Committee has agreed a revised policy and process should the Trust wish to
commission the external auditors for non-year-end audit work.IT
Review of Delegated Financial Authorities
Following the discussion at the Board earlier in the year, the Committee has considered the
overall approach to procurement in the Trust, the existing governance processes,
information on the number of contracts signed on an annual basis and values and due
diligence processes and assessments made in respect of the appropriate length of
contracts.
A particular focus has been given to contracts of more than three years in duration. Whilst
they are unusual, the Committee has been advised that the Director of Finance and
Strategic Development will now approve any expenditure contract of longer than three
years. A schedule of such contracts will be submitted to the Committee on a frequency to
2

be agreed.
Assurance Statement
The Committee agreed to confirm to the Board that it was compliant with its terms of
reference and that it continued to review the adequacy and effective operation of the Trust’s
overall internal control system.
Recommendation

To:
(a) Note the report; and
(b) Agree the risk management strategy.
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Risk Management Strategy 2020-2025
INTRODUCTION
Our Risk Management strategy is about how we will identify, mitigate, manage and reduce risk with the
Trust ensuring we reduce risks for patients, their relatives, carers, staff, stakeholders and the Trust
reputation.
WHAT DO WE MEAN BY RISK AND RISK MANAGEMENT?
Risk is defined as 'the chance of something happening, or a hazard being realised, that will have an
impact on objectives” (NPSA). It is measured in terms of consequence and likelihood. In Dorset
HealthCare we understand that we operate in a high risk environment and that day to day management
of risk has to be part of everyday business.
Risk Management encompasses the process of minimising risk by developing systems to identify and
analyse potential hazards to prevent accidents, injuries and other adverse occurrences, and by
attempting to handle events and incident which do occur in such a manner that their effect and cost are
minimised.1
OPERATIONAL RISKS
Effective management of operational risks is very important as this refers to the robust mitigation of
risks associated with the delivery of key business processes and high quality patient-centred care within
a safe environment. Operational risks include:
Clinical Risks: These are risks which relate to the provision of high quality patient-centred care e.g.
Medication Errors, Patient Falls, and Patient Safety Risks.
Non-clinical Risks: These are risks associated with the environment in which patient care takes place
including the use of facilities by staff, patients, contractors and other visitors e.g. Health and Safety
Risks, Financial Risks, Reputational Risks, Information Governance Risks etc.
STRATEGIC RISKS - BOARD ASSURANCE FRAMEWORK (BAF)
The BAF sets out the strategic risks which may threaten the achievement of the Trust’s strategic
ambitions. It enables the Board to monitor progress in achieving these ambitions, attend to key
accountability issues, ensure the right issues are debated and that remedial action is taken to reduce
risk and to strengthen controls and assurances.
The BAF is designed to assess the strength of the internal control measures intended to prevent/reduce
risks occurring and to identify and evaluate sources of assurance. It supports the identification of gaps
in control and assurance and enables the Board to monitor progress on the actions being taken to
address these gaps.

1

MeSH 2009 cited in Duckers 2009, Page 1.
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RISK APPETITE
Risk appetite is defined as “the amount of risk at board level that an organisation is willing to take on in
order to meet strategic objectives” (2016: Institute of Risk Management). It is the level at which the
Trust Board determines whether an individual risk, or a specific category of risks are considered
acceptable or unacceptable based upon the circumstances / situation facing the Trust. The Trust
expectation is that risks across the organisation will be managed within the Trust’s risk appetite. Where
it is exceeded, action is required to reduce the risk.
Overall, the Board has a moderate appetite for risk in relation to the achievement of its objectives and
takes active and ongoing actions as part of our daily operational management and strategic planning to
reinforce our risk controls in order to minimise risk to a tolerable level.
The Risk Appetite is outlined at Appendix A.
Trust Governance of Risk
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RISK MANAGEMENT STRATEGY
This document aims to provide a platform for cultural change across our organisation and has
interdependencies with a number of other core strategies and policies including:
 The Quality Strategy
 The Clinical Strategy
 Risk Management Policy
 Policy for reporting and management of incidents including serious incidents
This Risk Management Strategy will support the priorities for Dorset HealthCare until 2025. This
strategy sets out three ambitions which will support development over the next five years, aligned to
Trusts ambitions and Quality strategy:
Trust Ambition
Outstanding
Quality Services

Trust Priority
Increased service transformation
that improves outcomes without
compromising quality

Improved Patient
Reduced Harm; and

Risk Strategy Ambitions
Quality and equality impact assessments
to be completed for all clinical service
transformation outlining positive quality
improvements and potential risks to quality
of care and service.

Safety

and To take all reasonable and appropriate
steps in the management of risk in order to
protect patients, staff, the public, Trust
Identifying, managing and learning
assets and reputation to meet statutory,
from potential risks to quality
regulatory and legal obligations
Maximising
Improve our financial position over
value
and the short, medium and long-term
sustainability in
all we do

To develop and maintain an effective
systems to identify, assess, manage and
review risks across the Trust

3

1. Quality and equality impact assessments to be completed for all clinical service
transformation outlining positive quality improvements and potential risks to quality of care
and service
We will ensure that whenever a transformation of clinical service is undertaken, the impact of the
project will have on the quality of care is fully reviewed. This will be evaluated by completing both
quality and equality impact assessments and where appropriate completing a more detailed risk
assessment. All impact assessments are reviewed by the Star Chamber which is overseen by the
Director of Nursing, Therapies and Quality and the Medical Director.
The Star Chamber is responsible for reviewing the proposed transformation project, the anticipated
positive impacts and risks and will review this information with service leads and directors. This enables
further enquiries about the transformation and its associated risks.
Where transformation projects are approved by the Star Chamber, the project will be kept under review
to ensure that the quality of care is not compromised by the transformation and any risks associated
with the delivery of the project are closely monitored and reviewed if necessary. At the end of
transformation projects, a closure evaluation will be submitted to the Star Chamber which will review
whether any residual risk remains after the completion of the project and how these will be controlled
and mitigated.
We will further embed the practice of completing quality and equality impact assessments for all clinical
service transformation to ensure that quality of care and equality is not compromised by proposed
changes.
2. To take all reasonable and appropriate steps in the management of risk in order to protect
patients, staff, the public, Trust assets and reputation to meet statutory, regulatory and
legal obligations
Risk is inherent in all the Trust’s activities: for example, treating patients, determining service priorities,
project management etc. Conversely, there is also risk associated with not taking any action. The Trust
supports proactive risk management, with the aim of identifying and managing potential threats and
hazards before adverse events occur. The identification and assessment of risk should be seen as
opportunity to improve care, services etc.
The Trust’s risk management processes are outlined in the Risk Management Policy in line with NHS
and regulatory requirements and best practice. They govern how risk is contextualised, identified,
analysed for likelihood and impact, prioritised and managed and how risks will be communicated,
reported, recorded, monitored and reviewed.
The Trust’s risk management processes will ensure that risk is identified from a wide range of
intelligence channels proactively (for example through audit or assessment of provision against clinical
guidelines) and reactively (for example through complaints, incidents and litigation). We will manage
risks through one of several approaches, including, acceptance, avoidance, transfer or
modification/control of the risk. These processes will allow the Trust to take appropriate steps to protect
our patients, staff, the public and the Trust.
We are committed to enhancing the working relationships between the Risk Management team, service
leads and directors to improve monitoring and updating of risks to enable responsive risk management.
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We further commit to ensuring an overarching risk register which will include both clinical and nonclinical risks and the register managed by the Trust Risk Manager.
3. To develop and maintain effective systems to identify, assess, manage and review risks
across the Trust
We believe that risk assessment and management should be part of daily business as usual and every
member of staff has a part to play in highlighting risks at a local level for further assessment and
management.
Our risk management system is an integral part of the Trust’s framework for assuring and delivering
good governance. The locally used system, Ulysses enables the Trust to identify record and monitor
risks mapped to its strategic ambitions. It also allows us to link our risks to relevant incidents,
complaints and audits which have been input to Ulysses. The system allows the gathering of
information regarding risks so that details can be collected in one place. It also allows extraction of data
to support the management and escalation of risks and informs the Board whether the systems and
process in place are providing effective controls, mitigation and assurances. We make our Risk
Register available to all members of staff to view so we are transparent about what our current risks
are.
The Trust is committed to continuously developing as a learning organisation and ensuring that it can
learn from the outcomes and processes of its risk management system. Learning will include the
identification of improvement actions that will enable incremental improvement in the effectiveness of
the risk management system, the implementation of effective controls and risk mitigations and the
development and delivery of assurance. Learning opportunities will be identified throughout the Trust’s
risk management process and highlighted to the Board. Plan for risk management improvement will be
incorporated into the Risk Management Strategy, policy and practice.
We will enhance understanding of risk management and systems by developing an interactive elearning programme for staff.
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RISK STRATEGY ACTION PLAN
Trust Priority
Outstanding Quality
Services

Outstanding Quality
Services

Maximising value
and sustainability in
all we do

Risk Strategy Ambitions

Risk Strategy Priorities (HOW)

Risk Strategy 5-year deliverables (WHAT)

Quality
and
equality
impact assessments to be
completed for all clinical
service
transformation
outlining positive quality
improvements
and
potential risks to quality of
care and service.

We will:
 Have a fully integrated quality and equality impact
assessment process for all clinical service
transformations
 Ensure robust and effective quality governance and
assurance arrangements in place
 Equip staff knowledge and skills to understand the
impact assessment process and how this aligns with the
risk register
 Establish a database for recording all quality and equality
impact assessments which is accessible to all staff.



To take all reasonable
and appropriate steps in
the management of risk in
order to protect patients,
staff, the public, Trust
assets and reputation to
meet statutory, regulatory
and legal obligations

We will:
 Ensure Incident and Risk Management Team are able to
actively respond to risk management support requests
 Improve monitoring and updating of risks and their
actions, enable responsive risk management
 Use a range of data available to identify potential risks
 Ensure risk training is available for all staff
 Ensure all risks are held together within one risk register
and ensure the risks managed with the BAF are also
available within the risk register
We will:
 Review the needs of the Trust in respect of electronic risk
management systems
 Work with our database owners to improve the quality of
reporting available to the Trust
 Contribute to improvements in the effectiveness and
efficiency of risk management working with neighboring
organisations



To develop and maintain
an effective systems to
identify, assess, manage
and review risks across
the Trust












Embed the quality and equality impact processes
across clinical and transformation services
Develop electronic questionnaires to submission
impact assessments
Embed learning from earlier impact assessments
Development of a database or Ulysses to capture
all impact assessments
Development of e-learning for impact
assessments

Work with Learning and Development to develop
a tiered risk training programme ensuring
targeted training is available for risk owners,
directors, risk co-ordinators and other staff
groups
Deliver improved support to risk owners
Bring together the management of all risks into
one risk portfolio

Work with clinical systems leads to review
available, electronic risk management systems
Develop reports and data extracts that support
assurance and governance requirements
Work closely with CCG and local acute Trusts to
align risk management within Dorset
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APPENDIX A
TRUST BOARD RISK APPETITE
Strategic
Ambition
Outstanding Quality
Services

Risk Level

Low

Risk Tolerance
(mitigated risk)
9

Healthy Lives

Open: willing to consider all potential delivery options whilst providing acceptable reward and
value for money

Medium

12

Maximising value
and sustainability in
all we do

Minimal: preference for ultra-safe delivery options with low inherent risk and limited reward
potential

Medium

12

Best place to work

Open: willing to consider all potential delivery options whilst providing acceptable reward and
value for money

Medium

12

Seek: innovative options offering potentially higher rewards and greater inherent risks

Appetite
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Agenda Item 15b

Summary Exception Report of the Charitable Funds Committee
Meeting on 14 October 2020
Part 1 Board Meeting 25 November 2020
Author

Andy Willis, Chair of the Committee

Purpose of Report

To highlight, on an exception basis, key matters discussed at a
meeting of the meeting held on 14 October 2019.

Key Decisions and Matters considered by the Committee
The following is highlighted to the Board as Corporate Trustee:
Future of the Committee
The Committee has concluded its deliberations in respect of the future direction of the
Charity and its role.
The Committee had debated two possible ways forward for the Charity over the last 12
months:


making the raising of charitable funds a priority, recognising the associated
investment required in an infrastructure to support this; or alternatively



focusing on oversight of the expenditure of the existing funds and others
received.

The Committee has concluded that the raising of charitable funds and, in particular, the
supporting investment required, could not be seen as an important priority for the Trust over
the next 12 months. The focus should, therefore, be on ensuring an appropriate level of
governance for oversight of the existing and any future funds received. This approach is
recommended as to the Corporate Trustee as the appropriate way forward.
In support of this the Committee recommends that:


the Charitable Funds Committee should be disbanded as, given the
approach proposed and the level of activity, this was an unnecessary layer of
governance;



there should be one lead Executive for charitable funds activity;



a Non-Executive Director would be identified to provide support and
guidance to the lead Executive Director. This Non-Executive Director would
not be expected to be involved in the detailed operation of the Charity or

decision-making in respect of funds. Rather, they would be available to the
Executive Director to provide advice and guidance should it be required; and


six-monthly progress reports would be submitted to the Corporate Trustee,
which would include funding decisions made within authorised spending
limits as well as the overall performance of the Charitable Fund.

Within this framework, the Committee has agreed that:


there should be a significant and specific focus on encouraging fund holders
to spend the charitable resources available to them; and



processes should be introduced to encourage individuals considering making
a donation, or leaving a legacy to the Trust, to do this on an unrestricted
basis. It was considered that this should involve distributing a leaflet or letter
to local solicitors.

Annual Report and Accounts 2019/20
The Committee has approved the Annual Report and Accounts for 2019/20.
Income and Expenditure Report
The Committee has noted that, at the end of September 2020, the closing fund balance was
£956,000.
Key Performance Indicator Report
The Committee has reviewed the key performance indicators for the period 1 February to
30 September 2020.
Over the last 18 months income has exceeded expenditure and the forecast period over
which funds would be spent was increasing. This reflects a £350,000 donation to Wimborne
Community Hospital x-ray which will be spent when enabling works are completed; the
significant proportion of restricted funds and the postponement of planned expenditure due
to COVID-19.
Assurance Statement
The Committee agreed to confirm to the Board that it was compliant with its terms of
reference and that it continued to make and monitor arrangements for the control and
management of the Charitable Funds of the Trust.
Recommendation

To:
(a) Note the report;
(b) Confirm the recommendation of the Committee in
respect of the future governance arrangements for the
Charitable Fund.

Agenda Item 15c

Summary Report of the Mental Health Legislation Assurance Committee
Meeting on 11 November 2020
Part 1 Board Meeting 25 November 2020
Author

Heather Baily, Chair of the Committee

Purpose of Report

To highlight key matters discussed at the meeting held on 11
November 2020.

Key Decisions and Matters considered by the Committee
Mental Health Legislation Dashboard
The Committee discussed key indicators in the dashboard covering the period MarchSeptember 2020, including:


A decrease in detentions under the Act during the last six months. The
Committee has asked for a report benchmarking our the experience of the
Trust with those of others;



Two deaths of detained patients during the month of August 2020;



Three instances of periods of detention lapsing, for patients detained under
the Mental Health Act;



One unlawful detention recorded during April 2020;



One refusal of an adult visitor during August 2020;



The number of Section 136 cases delayed due to the unavailability of the
assessing professional;



An increase in the number of Mental Health Act panel hearings taking place
before the new period of detention commenced; and



A sustained improvement in the number of patients awaiting assessment for
a standard Deprivation of Liberty assessment.

The Committee discussed the continuing challenge of ensuring that all patients are read
their Section 132 rights before being discharged. Whilst only 1% of patients are discharged
without having been read their rights, the Committee considered that renewed efforts should
be made to ensure that all patients were read their rights before discharge. There will be a
report at the next meeting on the action being taken to address this.

Mental Health Act Care Quality Commission (CQC) Inspections Assurance Report
The Committee noted that there is one active action plans with one action in progress
CQC inspectors are undertaking virtual rather than physical visits to wards. These involve
discussions with ward managers, patients and carers. Any matters are brought to the
attention of the Director of Nursing, Therapies and Quality. All matters raised have been
responded to.
Work Programme
The Committee agreed the work programme for the year, which will deliver the objectives
set out in the Annual Report submitted to the last meeting of the Board.
Terms of Reference
The Committee has reviewed its terms of reference but does not consider that any changes
are required at the present time.
Assurance Statement
The Committee agreed to assure the Board that it continues to acquire and scrutinise
assurances that the organisation is operating and will continue to operate in accordance
with the law and best practice in relation to the rights of mental health services users.
Recommendation

To note the report.

Agenda Item 15d

Summary Report of the Quality Governance Committee
Meeting on 11 November 2020
Part 1 Board Meeting 25 November 2020
Author

David Brook, Chair of the Committee

Purpose of Report

To highlight key matters discussed at the meeting held on 11
November 2020.

Key Decisions and Matters considered by the Committee
Report from the Clinical Governance Group
The Committee has received an update on the topics discussed at the recent meetings of
the Clinical Governance Group, including capacity issues within the 111 service, COVID-19
outbreaks in a number of areas across Mental Health and Integrated Community Services,
progress towards establishing COVID cohort wards, operational pressures within a number
of service areas which were stepped down during the first pandemic wave, the launch of
Home First in October and a marked increase in the number of falls-related Serious
Incidents.
A Deep Dive into the falls-related Serious Incidents will be submitted to the Quality
Governance Committee in January 2021.
Significant Incident Report Including Safeguarding Adults and Children Events
The Committee has reviewed the regular report and noted that there were 8 serious
incidents requiring investigation reported in the period September 2020 to October 2020.
Internal Quality Assurance Report
The Committee reviewed the latest assurance report and, in particular, progress in
implementing CQC action plans. The Committee noted that of 19 recommendations
following the CQC inspection in May 2019, 14 actions are reported as complete and five are
in progress.
Clinical Risks Exceeding the Risk Appetite Threshold
There are currently seventeen risks (an increase from thirteen in September 2020) which
breach the maximum tolerance level. All risks scored 12, including two risks which were
previously scored at 16.

The Committee is satisfied that these risks are being appropriately managed and has not
escalated any matters to the Board.
Learning from Deaths (Mortality) Report
The Committee has reviewed the quarter two report in respect of the learning from deaths
review process. The Committee has discussed the data presented, the learning from the
reviews and the action being taken to further improving quality of care under the Learning
from Deaths framework.
The Committee has noted the process for the review of deaths that occur whilst patients are
under Trust care and, where these have received specific reviews, what learning has been
identified in relation to the quality of care provided.
The Committee has noted that 79 deaths were recorded in the quarter and 53 of these
received a review.
The unexpected deaths of five patients were subject to a serious incident review.
No concerns have been raised in the quarter, requiring escalation to the serious incident
investigation process, through the after death reviews for expected deaths.
The Committee has heard that there were seven deaths in the quarter of patients with a
learning disability and these were all referred for review within the national Learning
Disabilities Mortality Review (LeDeR) programme.
The Committee has noted the outcome of a review of a sample of deaths in patients who
had died with a diagnosis of Covid-19/coronavirus.
Infection Prevention and Control Learning from COVID-19 Outbreaks
The Committee received a report on the learning from the 14 COVID-19 outbreaks that the
Trust had experienced to date.
The broad learning themes were:




Social distancing amongst staff is challenging for staff due to the culture of providing
care.
Increase need for facilities support and distinction from nursing staff routine cleaning.
Importance of correct donning and doffing technique.

Quality Account 2019/20
The Committee approved the Quality Account for 2019/20.
Recovery and Restarting of Services
The Committee has received an update on the progress being made to reinstate services

that had been stepped down during the COVID-19 pandemic. The Trust was reported to be
on track to complete all actions in the Phase 3 Recovery Plan. The Committee noted there
was system pressure to stand up additional community bed capacity.
Annual Reports 2019/20
The Committee has discussed the annual report for Research and Development and the
Annual Staffing Review.
The Committee noted the action taken by the Executive in respect of each of the
recommendations arising from the Annual Staffing Review.
Report from the Mental Health Act Legislation Committee
The Committee has received an update on the topics discussed at the Mental Health Act
Legislation Committee on 11 November 2020, including a decrease in the number of
detentions, an increase in the number of Mental Health Act Panels and tribunal cases, and
issues relating to Section 132 rights (see the report elsewhere on the agenda).
Assurance Statement
The Committee agreed to assure the Board that it continues to acquire and scrutinise
assurances that the organisation had a combination of structures and processes at and
below Board level that equip it to deliver high-quality services.
Recommendation

To note the report.

