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Significant issues from Directors
Any Other Business
Date of Next Meeting
The next meeting will take place on Wednesday, 26th June, 2013 commencing at
1.00pm at Merley House, Merley House Lane, Wimborne, Dorset, BH21 3AA
To resolve that representatives of the press and other members of the public be excluded
from the remainder of this meeting having regard to the confidential nature of the
business to be transacted, publicity on which would be prejudicial to the public interest.

Matters Arising Report
Part I Board Meeting 29 May 2013
Report from the Trust Board Secretary on Matters Arising from the Minutes of the Part 1
Meeting of the Board of Directors held on Wednesday 27 March 2013.
1. Purpose
To report to the Board on any matters arising from the draft minutes of the last Board
meeting.
2. Recommendation
That the Board notes this report and recommends any action it considers appropriate.
3. Background Information
This report covers all outstanding action points contained in the minutes and is required in
order that the Board can be satisfied that all action points in the action column have either
been completed, are in progress or will be completed in accordance with any timescale
contained in the minute
Minute
021/13

Topic
Seclusion
Facilities

Response
.

Completed

Minute
022/13

Topic
Safeguarding
Data

Response

Action
Mr Barton to
share report with
Mrs Fozard

Lead
JB

Deadline
May 2013

Action
Mr Archer to
circulate
Safeguarding
Training to the
Board

Lead

Deadline

TA

April 2013

Completed
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Minute

Topic

Action

Lead

Deadline

CM/004/13

Present the
CCG’s Vision at
a Board
Workshop

Mr Chris Harvey
to invite Dr
Forbes Watson

Trust Board
Secretary

April 2013

Response

Representative from Dorset CCG to present at the June Board

Chris Harvey,
Trust Board Secretary
May 2013
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Board Executive Summary – Part 1 Meeting
Title of Paper

Trust’s Strategy

Author(s)

Executive
Lead
Committees
presented

Chief Executive

Date of
Paper

Paul Sly Chief
Executive
23 May 2013

Board Workshop 27 February 2013
Board Meeting 27 March 2013
Council of Governors meeting 1 May 2013
Purpose of Paper
The Strategy draws together in one document the previously agreed eight Clinical
Service Strategies that comprise:
Mental Health Services
Offender Healthcare
Community Health Services
Dental Services
Children’s and young People’s Services
Improving Access to Psychological Therapies pan Dorset and Southampton
Dementia Services
Public Health Services
Together with outline supporting strategies of;
Quality
HR and Workforce Development
Information Management and Technology
Facilities
Estate
Communications
Innovation
Sustainability
This updated Strategy builds on the Strategic Framework that was agreed by the
Board in November 2012. The Strategy was originally approved by the Board on the 27
March 2013 and updated following discussions at the Council of Governors meeting on
1 May 2013 with the addition of the supporting strategies.
Links
Links to all the four Trust Priorities
To deliver high quality, safe-patient outcome focused services that demonstrate
our vision of providing care all of us would recommend to family and friends.
To invest in and develop our staff to innovate and deliver continuous quality
improvement as one Trust.
To work with our partners to deliver integrated care closer to people’s homes
To remain a highly performing organisation through the delivery of our key
performance and financial targets.

Will inform the Trust’s Annual Plan for 2013/14 by identifying key priorities for delivery
in year, and the years beyond.

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
The Chief Executive, as Accountable Officer for the Trust, is responsible for ensuring
there is a robust internal system of control in place. The mechanism through which this
is achieved and demonstrated is a devolved, robust and effective risk management
process.
Involvement / Consultation
The following have made contributed to the development of the Strategy
Staff
Directors
The Trust Board
Governors
Members
Commissioners
Impact Assessment
None

Implementation Plan
The Strategy will be implemented through the Annual Plan.
Findings / Conclusion / Options
NA

Action(s) requested of the Board
The Board is therefore asked to approve the Trust’s updated Strategy for 2013-2016
Copy of Full Report (embed)
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Trust Strategy 2013 - 2016

Paul Sly, Chief Executive
May 2013
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1.

Introduction
The past two years have seen substantial changes for Dorset HealthCare Trust
(DHC). In 2011 we brought together our mental health services with the
community services provided by others in Dorset, Bournemouth and Poole.
The Trust has nearly trebled in size and became a very different organisation.
Those changes are now complete, and it is time for us to look to the future as a
new organisation.
We are therefore now developing our Strategy for the coming years. We are
determined that this should be a process that is informed by feedback from our
stakeholders, and driven ‘bottom-up’ by the people best placed to design the
future: patients, service users and carers, and the staff, clinicians and
managers working in our services. We are also clear that these ‘bottom-up’
strategies need to be developed within a clear framework, to ensure that the
organisation is all pulling together in a common direction and that leaders at all
levels can be clear about priorities.

2.

Context
In developing this Strategy, the Board has given careful consideration to three
things:




2.1

The population we serve, and how it is expected to change in future
The feedback that we gathered from stakeholders through three major
engagement events and a survey of our Members
The stated priorities of the organisations who commission our services

The population we serve
The direction of travel for our services must be right for the people we serve.
Our main commissioners have undertaken detailed work to understand how the
population of Dorset may change in future; their conclusions are set out in their
Health Community Strategy. In summary, they say the following:
‘Dorset has a particularly high proportion of older people compared with the rest of
England; this is projected to increase and the advancing age of our population is also
expected to increase. These population changes are likely to require an increased
need for both formal and informal care. The age groups of 20-39 are significantly
under-represented across the county, due to a period of low birth rates and the
outward migration of this group. Dorset is therefore gaining an ageing population but
losing its workforce and those with the ability to deliver informal care. This means the
requirement to deliver the required level of care, arising from the expected increase in
the ageing population, will be challenging.’
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2.2 Feedback from Stakeholders
As the first step in developing its Strategy, the Trust held three major
stakeholder engagement events. Nearly three hundred people took part mostly staff from all areas of the Trust, but also governors and our partner
organisations. We also carried out a survey of our members. The purpose was
to ask stakeholders what was important to them, and what they thought should
be reflected in the Trust’s strategy. A huge amount of feedback was received,
and it will be a rich resource to those developing strategies throughout the
organisation. In particular, there were some key themes which emerged, which
the Board has considered carefully when developing this document.
Figure 1: Themes emerging from stakeholder events and Members' survey

Priorities for ‘what’ the Trust should
focus on
• Supporting people at home
• Clinical excellence and delivery
• Equity of service provision
• Integration - from the patient’s
perspective

Priorities for ‘how’ the Trust should work
•
•
•
•
•
•

Valuing, developing, empowering
staff
Better IT and communications
Reducing bureaucracy
Measure the right things outcomes
Innovate, and take measured
risks
Market DHC services

2.3 Commissioner priorities
Finally, the Board has carefully considered the priorities of our key
commissioners - NHS Dorset, and NHS Bournemouth and Poole, and has held
an initial discussion with the Shadow Dorset Clinical Commissioning Group. A
Health Community Strategy was published in May 2012, which sets out clear
priorities for the next few years. There are a number of recurring themes in this
document that are particularly relevant to DHC.
Figure 2: Themes emerging from Health Community Strategy (May 2012)

What our commissioners are aiming to
achieve
• Promoting independence /
wellbeing
• Developing a ‘whole person’
approach
• Avoiding dependency
• Promoting and enabling choice
• Striking an appropriate balance of
benefit and risk
• ‘Returning home is always the first
choice’
• Ensuring equitable services across
Dorset

How they seek to achieve the aims
•
•
•
•
•
•

Locality based teams
Integrated teams
Joint commissioning
Involving GPs
Increased use of personal budgets
Improved working with mental health
services
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Recently the newly formed Dorset Clinical Commissioning Group has
published its outline five year strategic framework and as shown in the figure
below, this very much builds on the previous priority areas of the Primary Care
Trusts.
Figure 3: Dorset Clinical Commissioning Group Strategy

Strategic Principles
• Services designed around patients
• Preventing ill health and reducing
inequalities
• Sustainable healthcare services
• Care closer to home

3.

Strategic Direction

3.1

Trust Vision and Values

2013/14 Priorities
• Improving dementia diagnosis and
services
• Reducing avoidable emergency
admissions
• Reducing preventable deaths

The touchstone for all of our work, and the foundation of every decision we
make, is our Trust Vision:
Providing care all of us would recommend to family and friends
Underpinning this vision is a set of Values that have been developed with input
from staff from all areas of the Trust. These describe the way in which we
intend to work, and will shape our behaviour and actions. They are:
o Respect and Dignity
o Commitment to quality of care
o Compassion and Kindness
o Improving Lives
o Working together for patients
o Everyone Counts
o Learning Organisation

3.2 Strategic Choices
In light of the input from our stakeholders and commissioners, we identified four
key areas where there were real choices to be made about how we take
forward our Vision and Values. The Trust Board has considered these carefully
and developed the following statements as a framework and context within
which local strategies have been developed.
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Question 1:

What is our attitude to (continued) growth?

Board view:
The attitude to growth must be driven, fundamentally, by our vision, values and
purpose - to provide care all of us would recommend to family and friends.
Growth is not an end in itself. DHC is now a substantial organisation, and there
is no longer a concern about its ‘viability’ on the basis simply of size.
This is not to say that we should not pursue opportunities to provide new
services. We should be willing, and indeed we should be eager, to extend our
excellent services where we believe we can provide the services better than
others, and that patients will benefit from our involvement. We should therefore
be careful that we can be confident in the excellence of our services, and that
that quality is not compromised by expansion into new areas.
We should also continue to compete actively in the south of England. We
cannot allow ourselves to stagnate as an organisation. Quality will, however,
remain the key driver for the decision of when and where to compete. If we
believe that another provider is better placed to provide a service than we are,
our approach should be to collaborate on a partnership basis rather than to
provide that service directly.

Question 2:

What is our approach to ‘integration’?

Board view:
‘Structural integration’ (that is, shared management, pooled budgets) will not
be pursued as a matter of dogma - it will only be pursued if it is clearly going to
improve the patient’s experience of care.
On a more general level we are committed to improving integration wherever
and whenever it impacts on our patients. We want to establish a culture within
the Trust such that every member of staff is empowered and enabled to deliver
the best possible service. This means that we want every member of staff,
when they encounter a problem where excellent patient experience is blocked
by organisational or professional boundaries, to feel empowered to do
whatever they can to solve that problem. If it cannot be solved by themselves,
then they should pass the problem ‘up the line’ to wherever it can be resolved ultimately, if necessary, to the Board itself. This approach is intended to ensure
that real problems are addressed swiftly and effectively.
This concept, although simple, will represent a major challenge for the
organisation in terms of culture, logistics and management. The Board does
not underestimate this - a substantial programme of work on leadership
development and staff empowerment will be needed in order to establish and
embed this way of working successfully.
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Question 3:

What do we mean by ‘care closer to home’?

Board view:
Our overall aim should be to deliver ‘care in the home’ wherever this is practical
and appropriate, and this should be the focus for our service design. People
should only be in hospital when their care cannot be provided anywhere else.
There will be a need to balance this aspiration with a number of factors,
including risk, quality, cost and patient choice. It will be important to be clear
about all the available evidence comparing risk and clinical outcomes for care
in different settings, to help patients make informed and realistic choices about
where they want to be. There may also be cost considerations - in some cases
it may be impossible to provide all services to patients at home within available
resources. Flexibility of service and working practices will be essential.
Nevertheless, our aim and goal should be to enable people to remain in their
homes with appropriate support for themselves and their carers.
Dorset HealthCare should act as a champion for achieving this, working with
our many partner organisations.

Question 4:

Valuing our staff - how do we make this real?

Board view:
There is an opportunity to establish a new relationship with staff and new ways
of working.
We will establish an effective structure and process for communicating with,
listening to, and responding to, staff. The ground rules for this communication
need to be around honesty and openness. Specifically, ‘difficult questions’
must not be avoided. We will demonstrate that we respect and trust our staff to
recognise the difficult decisions that need to be made and help us to make
them, based on the best information available.
There needs to be a focus on leadership development throughout the
organisation. This must include the vital role of clinical leaders. Without good
leadership, it will not be possible to embed the already outlined culture of
empowerment which we want to see.
There are already some mechanisms in place or in development to support this
work - for example, the ‘i-matter’ platform for gathering staff ideas and
feedback, which will be launched this year. We will make full use of these, and
if necessary establish others to ensure that communications are clear,
comprehensive and effective.
We know that early, practical examples are important if we are to build
confidence amongst staff that we are truly committed to this way of working.
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4.

Clinical Service Strategies
The Vision, Values and Strategic Direction described in Section 3 have
provided the framework within which our Clinical Services have developed their
direction of travel for the coming three years.
We believe that the people best placed to develop meaningful and effective
strategies are those who know their services best. Within each of our major
service areas, managers, clinicians and staff have worked to examine the
strengths, weaknesses, and drivers for change in their services, and to identify
the key initiatives that they intend to take in response. These eight Clinical
Service Strategies are set out (in summary form) as Appendices 1 - 8 to this
paper.
Across the eight Clinical Service Strategies, there are a number of common
themes emerging (in addition to the specific service developments highlighted
in each area). These themes will be distinctive features in the development of
the Trust and how we deliver services over the coming three years.
The common themes are set out below.

Theme One:
Integration of Services
Over the coming years, we will unlock the potential of being an integrated Trust
which provides a wide range of physical and mental health services.
We will remove any barriers that exist between our physical and mental health
teams, the aim being to ensure that we never have refer back to a GP for
access to one of our own services. All our staff will take ownership of the
patient’s health in a holistic way to provide seamless patient centred care. This
means, for example, that our physical health teams in the community will
ensure that all patients have an assessment of mental health, and they will be
trained to carry out a range of low-level mental health interventions; and our
mental health teams will ensure that the physical health of service users and
carers is assessed and addressed as part of their package of care.
We will also ensure that there are smooth and seamless pathways between our
services in other areas - for example, between IAPT and secondary mental
health services, and between offender healthcare and the wider community
provision.
Specific examples of how we will take this theme forward can be found in all
our Clinical Service Strategies.
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Theme Two:
Consistency and Equity
We are committed to ensuring that services are delivered equitably across
Dorset, using a consistent approach to care that embodies best practice and
results in the best possible outcomes for patients, their families and carers.
This requires the development and implementation of clear, well-articulated
pathways of care that wherever possible are evidence based. These will
ensure that every patient gets the right input from the right people, every time.
They will ensure that there are clear routes for referral between our services
and with external services, so that patients never fall into service gaps or are
left feeling unsupported.
This will mean that clinical practice will become more consistent across all
areas, drawing on and replicated the best. Standards of care should be the
same, irrespective of where the patient lives, and we will set, monitor and
publish our performance against outcomes to ensure that everyone gets the
service they deserve.
Specific examples of how we will take this theme forward can be found in our
Dementia, Mental Health, Dental, Children and Families, and Community
services strategies.

Theme Three:
Locality Models
The planning and delivery of care in such a diverse area as ours can best be
done through a focus on localities, so that all those involved in caring for people
in a defined geographical area can work together effectively. Our new
commissioners will be planning through locality commissioning groups, and our
services will respond to this.
We will first undertake a piece of work to define clearly what is required in an
integrated locality model of care. This will include clarity on skills, staff and
facilities. It will set out core principles which will guide how different agencies
will work together to deliver excellent patient care.
One part of this work will include the development of integrated ‘hubs’ in each
locality, so that our staff can be physically co-located wherever possible to
improve joint working, flexibility and consistency of practice. We believe that
these hubs should encompass physical and mental health services, for children
and for adults, and also offer an opportunity to co-locate with staff from our
partner agencies.
The ‘hubs’ will support a range of services delivered in the community, with a
focus on empowering and enabling people to remain independent and healthy
in their own homes.
Specific examples of how we will take this theme forward can be found in our
Clinical Service Strategies for Mental Health, IAPT, and Community services.

9

Theme Four:
Support for Carers
We recognise that the majority of support provided to people with physical and
mental health needs is provided by informal carers - families and friends. It is
vital that we work in partnership with these carers, and offer support and help to
enable them to look after their loved ones, while maintaining their own health
and wellbeing.
Over the coming years, we will invest substantial effort and resource in
ensuring that our support for carers is effective, consistent and appropriate.
This will mean regular assessments of carers own health and wellbeing
(including screening for depression), ensuring good access to services such as
IAPT, provision of education and information, and excellent links with local
authority partners to secure access to social support and care. We will ensure
the engagement of carers in the planning and development of services and in
assessing the quality of what we deliver.
Our investment in Children’s services will also focus on support to families, both
through the expanding role of Health Visitors and further developing services to
help families and children with challenging behaviour.
Specific examples of how we will take this theme forward can be found in our
Clinical Service Strategies for Mental Health, Dementia, and Children and
Family services.

Theme Five:
Staff Development and Support
We know that our staff are committed and passionate about providing high
quality care. The initiatives that we want to take forward over the coming years
will require our staff to work differently, and in some cases using new skills.
We will ensure that the skillset expected of all our staff is clearly defined, and
that all staff are equipped to meet the challenge and can deliver excellent
services confidently and well. For some services, this will be part of a major
workforce planning exercise, taking into account our current staffing profiles
and skillsets, the need for future recruitment, and service profiling by locality to
produce a comprehensive recruitment, development and retention plan. For
other services, there will be a particular focus on succession planning to ensure
the sustainability of specialist service areas.
Specific aspects of this theme can be found detailed in the Clinical Service
Strategies for Mental Health, Dementia, Offender Healthcare, Children and
Dental services.
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Theme Six:
Leadership
It is clear that to deliver excellent services requires excellent leadership at all
levels in the organisation. We are committed to developing and unlocking
leadership skills in our people, and will be rolling out a leadership development
programme across the Trust.
Equally, we want to ensure that leaders are enabled to spend their time on
those tasks where they add the most value and are best equipped for - so we
will be working to minimise the load of any unnecessary ‘bureaucracy’, and
ensuring that where administrative tasks are necessary that they are carried
out by the right people at the right time.

Theme Seven:
Serving our Customers
We are passionate as an organisation about delivering high quality care to our
patients and service users. We also recognise that our key commissioners in
future will be our local GP colleagues, the National Commission Board, and the
Local Authorities who will have clear priorities for service focus and service
development that may be different from those of previous commissioning leads.
We will work closely with our commissioners to understand their priorities for
services, to identify the things that we can do to meet their specific needs, and
ensure that we respond swiftly and flexibly to their requests wherever we can.
We believe that this will be essential if we are to develop effective, meaningful
and seamless care pathways for patients between our services and others.

Theme Eight:
Working with our Partners
We recognise that our aspirations to deliver more consistent, equitable services
across Dorset in an integrated way will require effective working with our local
authority partners. This may be challenging, because we work with three
different local authorities each of which has its own focus and priorities for
action.
We will aim to develop flexible ways of working collaboratively with all our
partners, so that we can all achieve our priority aims and deliver excellent care
to the people we serve.

5.

Supporting Strategies
Now that the eight Clinical Service Strategies have been developed and their
priorities clarified for the coming years, the Trust will ensure that its Supporting
Strategies are developed and refined to reflect the needs of services.
The Clinical Service Strategies each contain an indication of the priority areas
of support required to deliver their aspirations. These will be collated and
combined to provide a sense of priority for action in each Supporting Strategy
area. The Supporting Strategies will then set out the action that will be taken to
11

address the needs of the Clinical Services in the areas of Quality, HR and
Workforce Development, IM&T, Facilities & Estate, Communication, Innovation
and Sustainability.
The outline timetable for developing the Supporting Strategies is:
o Clinical Strategies approved by Board:

March 2013

o Supporting Strategies developed / reviewed and
refined:

March - May 2013

o Board meeting to approve Supporting Strategies:

May 2013

By the end of this process, we will have a clear, comprehensive strategy that
sets out how we intend to deliver our vision of providing care all of us would
recommend to family and friends, into the future.

6.

Annual Plan
The Trust Annual Plan for 2013/14 will reflect the Strategy of the Trust, and set
out the specific actions that will be taken during the year to begin to implement
the changes described above, and will be built into our annual plan tracker as
specific and measureable outcomes.
The outline timetable for developing the Annual Plan is:

7.



Clinical Strategy leads identify specific action
plans for 2013/14 to deliver the strategy and
identify the impact on activity, income, staffing
and cost

April 2013



Baseline elements of Annual Plan developed
(including elements of service change / action
driven by ‘business as usual’ considerations, and
development of the financial model.

April 2013



Annual Plan drafted to take account of all
baseline and ‘business as usual’ issues, together
with changes driven by the Strategies

May 2013



Board meeting to approve Annual Plan and
submission to Monitor.

May 2013

Conclusion
This is a tremendously exciting time for the Trust to build on and transform the
scope and quality of our clinical care across Dorset to proudly and consistently
deliver our vision statement of ‘Providing’ care all of us would recommend to
family and friends.
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APPENDIX 1

MENTAL HEALTH SERVICES

Analysis
Current Services
Mental health is the emotional and spiritual resilience, which enables us to enjoy life and to
survive pain, suffering and disappointment. It is a positive sense of well-being and an
underlying belief in our own and others’ dignity and worth.
Mental health problems have very high rates of prevalence; they are often of long duration,
and have adverse effects on many areas of people’s lives, including educational
performance, employment, income, personal relationships and social participation. No other
health condition matches mental ill-health in the combined extent of prevalence, persistence
and breadth of impact.
Mental health problems are more common than asthma. Up to one in six people suffer from
them over the course of their lifetime, while 630,000 people have severe mental health
problems at any one time, ranging from schizophrenia to deep depression. Beyond this,
mental health has a far wider impact on families: there are over 1.5 million carers supporting
people with mental health problems (Rankin, 2005).
The Mental Health Directorate aims to promote people’s positive mental health and
ameliorate mental distress, through the process of earlier intervention and recovery, by
actions that:
 enhance well-being;
 prevent mental illness from occurring;
 treat mental illness when it is present.

Prevalence of Mental Health Problems
The prevalence rates described in the Adult Psychiatric Morbidity report in England, 2007:
Results of a household survey are detailed within table 1.
Table 1 Prevalence rates for mental disorders
% Males
Common Mental Disorder

% Females
12.5

19.7

Borderline Personality Disorder

0.3

0.6

Antisocial Personality Disorder

0.6

0.1

Psychotic Disorder

0.3

0.5

Two or more psychiatric disorders

6.9

7.5

Common mental disorders (CMDs) are mental conditions that cause marked emotional
distress and interfere with daily function, but do not usually affect insight or cognition. They
comprise different types of depression and anxiety, and include obsessive compulsive
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disorder. The report found that 19.7% of women and 12.5 % of men surveyed met the
diagnostic criteria for one CMD; some of whom will be in receipt of care through secondary
mental health care services.
Personality disorders are longstanding, ingrained distortions of personality that interfere with
the ability to make and sustain relationships. Antisocial Personality Disorder (ASPD) and
Borderline Personality Disorder (BPD) are two types with particular public and mental health
policy relevance.
ASPD is characterised by disregard for and violation of the rights of others. People with
ASPD have a pattern of aggressive and irresponsible behaviour which emerges in childhood
or early adolescence. People with a diagnosis of ASPD account for a disproportionately
large proportion of crime and violence committed. ASPD was present in 0.3% of adults aged
18 years and over.
BPD is characterised with high levels of personal and emotional instability associated with
significant impairment.
People with BPD have severe difficulties with sustaining
relationships, and self harm and suicidal behaviour is common. The overall prevalence of
BPD was similar to that of ASPD, 0.4% of adults aged 16 years or over.
Psychoses are disorders that produce disturbances in thinking and perception severe
enough to distort perception of reality. The main types are schizophrenia and affective
psychosis, such as bipolar disorder. In both men and women the highest prevalence was
observed in those aged 35 to 44 years (0.7 % and 1.1% respectively).
Psychiatric comorbidity, or meeting the diagnostic criteria for two or more psychiatric
disorders, is known to be associated with increased severity of symptoms, longer duration,
greater functional disability, and increased use of health services. Disorders included the
most common mental disorders, namely anxiety and depressive disorders, as well as
psychotic disorders, antisocial and borderline personality disorders, post traumatic stress
disorder, alcohol and drug dependency, and problem behaviours such as problem gambling
and suicide attempts.
The prevalence rates have been applied to ONS population projections for the 18-64 year
old population of Dorset, Bournemouth and Poole to give estimated numbers predicted to
have a mental health problem, predicted to 2020, within table 2.
Table 2: People aged 18-64 years predicted to have a mental health problem in Dorset, Bournemouth and Poole
Dorset

Bournemouth

Poole

People aged 18- 64 predicted to have a
common mental health disorder

36,837

19,264

14,245

People aged 18-64 predicted to have a
borderline personality disorder

1,031

537

398

People aged 18-64 predicted to have
an antisocial personality disorder

795

428

310

People aged 18-64 predicted to have a
psychotic disorder

915

478

354

16,450

8,653

6,372

People aged 18-64 predicted to have
two or more psychiatric disorders
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Workforce
The Directorate employs 1,224.11 wte across the Mental Health Directorate.
Finance
The total expenditure within the Trust on Mental Health Services is c£54m.

Key Drivers for Change
Strengths






A strong commitment to partnership working:
- Implementing Recovery through Organisational Change (ImROC)
- Recovery Education Centre
Willingness to engage with change and develop service provision
Desire to go beyond the minimum; to deliver high standards of care
Strong focus on engagement with people who use our services

Improvement Priorities





Failure to provide consistent service provision across Dorset
Variation in skills and competency sets across teams
Outcomes measures not focused on collecting the correct information to inform
service delivery/development
Timeliness of communications

External Drivers






Francis Inquiry Report (2013)
Health and Social Care Act 2012
No Health Without Mental Health: Cross Government Mental Health Strategy (DH,
2011)
NICE guidance and technology appraisals
Personalisation and Recovery

Response
Strategic Developments
We have identified 3 priority areas in relation to Mental Health Services.




To develop consistent high quality care pathways
To support carers through the creation of a Carers Strategy
To co-locate services with colleagues from other Directorates
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Priority One: Care Pathways Development
Description of
priority area

The Directorate will develop care pathways across mental health
services; ensuring the delivery of consistent, high quality and safe
services, embedding best practice service models and establishing and
spreading evidence based practice.
In being based on the best available clinical evidence, pathways will
enable determination of an interventions relative importance, support
prioritisation and allocation of resources, address previous professional
isolation, and identify the outcome metrics that will ensure delivery of
patient-focused services and improved continuity and consistency of
care.
The development of care pathways will be underpinned by the Trusts
commitment to recovery, the development of personalised care, social
inclusion and providing the best value in terms of the use of resources.
This is a priority, in that it will secure the equitable and consistent
provision of services to people accessing mental health services across
Dorset, Bournemouth and Poole. In being aligned to the assessed
needs of local populations, care pathways will ensure timely access to
evidence based treatments, and reduce unwarranted variation in skills
and competencies across teams.

Objectives

Standardising and raising quality, delivering more responsive and
effective services that can offer the service user, their carer and families
improved choice and outcomes, and furthering the development of
organisational cultures and structures which support recovery.

Actions

Actions surrounding the development of care pathways will include an
audit of current services provided to people across Dorset,
Bournemouth and Poole, inclusive of a review of the staffing resource,
location and systems for delivery of services; a review of clinical
guidance and technology appraisals; a review of the health and
wellbeing needs of the Dorset population; the development of proposed
models for service delivery and pathways.

Outcomes

Risks to Success

 Defined vision surrounding the development and provision of
offender health services
 Defined
and
agreed
care
pathways
for
specific
conditions/services, delivered in line, and compliant with national
guidelines and guidance including NICE and the Royal Colleges.
 Care pathways delivered within a robust clinical governance
framework that is transparent and auditable.
 A directorate workforce strategy in place and being implemented;
ensuring improved of staff recruitment, and staff satisfaction.
 Improved health outcomes for patients
 Reduced variation in clinical outcomes
The following areas form potential risks
implementation of this development priority:

to

the

successful
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 Lack of engagement with Service Users and their Carers
 Lack of engagement with GPs, Local Authorities and other
stakeholders
 Lack of engagement and support from clinicians from across the
Directorate.
 Availability of information to support understanding of population
needs across Dorset, Bournemouth and Poole, and interpretation
of available data to ensure a meaningful translation in to improved
service provision.
 The availability of staff with the necessary skills and competencies
to deliver indentified priorities across the care pathway.

Priority Two: Supporting Carers
Description of
priority area

The Mental Health Directorate proposes to lead on the creation of a
Carers Strategy, which will ensure that carers are supported and their
role is recognised and valued as being fundamental to strong families
and stable communities. Support would be tailored to meet the
individuals’ needs enabling Carers to sustain a balance between their
caring responsibilities and a life beyond caring, whilst enabling the
people they support to lead meaningful and satisfying lives.
This will reflect the principles underpinning the ‘Triangle of Care’; a
therapeutic alliance between service user, staff member and carer that
promotes safety, supports recovery and sustains well being, whilst also
incorporating the priorities contained within Recognised, valued and
supported: next steps for the Carers Strategy (DH, 2010), including:
 Supporting early self-identification and involvement in local and
individual care planning
 Enabling carers to fulfil their educational and employment potential
 Personalised support for carers and those receiving care
 Support for carers to remain healthy
This is a priority as Carers are often integral to a service user’s support
system, and their input and support can substantially improve that
person’s chances of recovery; making it even more important that
carers are meaningfully involved in the care planning process, and
offered the information and support they need to care safely and
effectively.

Objective

Carers will be respected as expert care partners and will have access
to the integrated and personalised services they need to support them
in their caring role.

Actions

Actions surrounding the development of a Carers Strategy will include a
review of the needs of Carers from across the Trust; explore the use of
a range of methods for gaining carer feedback; an evaluation of the
routes for identifying Carers; established links to both local and national
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Carers Organisations; the development of defined post(s) responsible
for carers; engagement and consultation with carers on the
development of the Carers Strategy.
Outcomes

The outcomes anticipated from the development of a Carers strategy
will ensure:
 Carers are able to maintain an acceptable level of good physical
and emotional health and be able to access and receive health
checks and advice on looking after themselves
 Carers will have access to good quality, easily accessible and
regularly updated information to enable them to know what help is
available to assist them in their caring role and to promote selfempowerment.
 Increase in the range of Carers’ services, including services that
can be accessed through self-assessment and Direct Payment
 Carers have opportunities to share their views and influence the
manner in which services are planned and delivered
 The positive promotion of Carers' assessments across mental
health services, and ensure Carers receive advice about
entitlements, eligibility criteria and the complaints procedure
 A robust multi-agency process for the identification of young
Carers and the provision of support to these young Carers

Risks to Success

The following areas form potential risks
implementation of this development priority:





to

the

successful

Lack of engagement with Carers, and those they care for
Lack of engagement with third sector and social care partners
Lack of engagement with Directorates from across the Trust
Access to public health data, and it’s interpretation, on Carers and
their needs

Priority Three: Co-location of services
Description of
priority area

The Mental Health Directorate proposes the structural and operational
co-location of services with colleagues from other Directorates and
other providers to enhance capacity to coordinate care and develop
integrated service provision across mental health, physical and social
care teams.
Having a mental disorder increases the risk for physical health
problems and conversely, many health conditions increase the risk for
mental disorder. Co-morbidity of physical and mental health conditions
complicates help-seeking, diagnosis, and treatment, and influences
prognosis.
Despite continuing government policy to narrow health inequalities,
there is clear evidence that people with psychosis receive suboptimal
health care, despite being at high risk for serious physical disorders;
that people with schizophrenia and bipolar disorder die up to 25 years
earlier than the general population; and adverse lifestyle factors,
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particularly smoking, and the impact of anti-psychotic medication with
its risk of rapid weight gain or emergent diabetes, may be operating
very early on in the course of psychosis.
Understanding the nature of these physical risks and how they are
active across mental health conditions provides the Trust with an
important opportunity to improve these adverse physical health
pathways.
The development of co-located services with physical and social care
teams is a priority for ensuring the delivery of person-centred health
and social care services, and improved health outcomes for service
users: establishing community based environments which enable
access to multiple services within a single premise will enable continuity
of care, improved referral and access rates, be socially inclusive and
aid communication.
Objective

The structural and operational integration of physical and mental health
services to enable timely access to a variety of health and social care
services, ensuring improved outcomes for service users, their carers
and families.

Actions

Actions surrounding the development of co-located services will include
an analysis of population need by locality; a review of current
performance and activity data; an audit of those services and clinics
that would benefit from integrated provision, and a review of those
services provided by organisations external to the Trust; review of
transport networks; an audit of current staffing resource and skill mix;
location of Trust owned premises that may be able to support the
provision of co-located services.

Outcomes

The outcomes anticipated from the development of the structural and
operational co-location of services will ensure:
 Agreed plans for the co-location of services
 Improved levels of timely access to services and referral on to
health and social care service, and improved levels of attendance
 Improved levels physical health outcomes for people accessing
services
 Improved mental health outcomes for people accessing services
 Improved levels of staff satisfaction

Risks to success

 Lack of engagement with Service Users and their Carers
 Lack of engagement with, and agreement from Directorates
across the Trust
 Lack of engagement with Commissioners of Services
 Lack of engagement with third sector and social care partners
 Access to public health data, and its interpretation, regarding
locality based health needs assessment.
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Supporting Strategies
The key changes or implications of the identified developments for the supporting strategies
of the Trust have been identified as:
Quality (including risk management and clinical audit)


Proposed development of a clinical governance and audit programme following on
from the development of care pathways strategy for Mental Health Services.

Patient and Carer Involvement



The development of strategies for involving carers in the development of the Trust
Carers Strategy
Support for the development of surveys to elicit carer views of the health service they
are in receipt

HR, Workforce, and Professional Development



Support in the development of staff training and supervision processes
Liaison with trade unions regarding possible changes to staffing configuration and
practices arising from the developments
 Support in the creation of new job roles and job descriptions
 Support in developing strategies to manage sickness absence and turnover
Estates



A review of current premises owned by the Trust which may be able to support the
operational and structural co-location of services within local communities
The development of plans to support the creation of co-located community based
facilities

Communication


To support communication of service changes and developments with
commissioners, patients/service users and carers, and other stakeholders.
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APPENDIX 2

OFFENDER HEALTH CARE

Analysis
Current Services
Facts and Figures
The Dorset and Devon Prison clusters cover wide geographical areas; with four prisons in
Dorset and three within Devon. Healthcare services within the Dorset Prison cluster are
currently commissioned through NHS Dorset and within Devon, NHS Devon. Dorset
HealthCare deliver services to the four Dorset prisons, and will commence from April 2013,
the delivery of healthcare services to the Devon cluster.
Many offenders enter the criminal justice system in poor physical and mental health because
they have had limited access to, or uptake of, health care services within their own
community. As well as pre-existing health needs, offenders are also at risk of health
problems created as a consequence of imprisonment: through overcrowding, isolation and
exposure to violence and access to illicit drugs (Viggiani, 2007).
Table 1 below shows the population statistics for the Dorset and Devon Prison clusters;
indicating an average prison population of 1,833 and 5,044 receptions per year within
Dorset, and an average population of 1902, and 4522 receptions per year within Devon.
Table 1: The Dorset and Devon Prison Clusters
Prison

CNA

OpCap

Average
Population

Receptions
per year

Healthcare

Category

Number of
prisoners
aged 55+

Dorset Prison Cluster
HMP
Dorchester

148

271

242

1,976

Type 3

B Remand

18

HMP Guys
Marsh

518

579

541

1,200

Type 2

C Training

25

HMYOI
Portland

464

530

468

1,368

Type 2

YOI
Training

0

HMP The
Verne

572

607

582

500

Type 2

C Training

45

Devon Prison Cluster
HMP
Dartmoor

639

659

647

755

Type 2

C Training

-

HMP
Channings
Wood

698

729

725

963

Type 2

C Training

-

HMP Exeter

322

561

560

2,804

Type 3

B Remand

-

Reference: CNA- Certified Normal Accommodation, the uncrowded capacity of a prison; OpCap- Operational Capacity;
Healthcare centres may be of 4 types: type1 provides daytime cover generally by part-time staff; type 2 provides daytime
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cover generally by fulltime staff; type 3 provide 24 hour nursing cover; type 4 is as type 3 but also serves as a national or
regional centre; Adult male inmates are placed within one of four security categories: A, B, C, and D. Category A prisoners
are considered to be highly dangerous, Category B prisons house inmates for whom escape must be made very difficult,
Category C prisoners are not considered to have the intention or resources to escape, and Category D prisoners are trusted
within open conditions.

The specific health needs of offenders are wide ranging but most commonly these relate to
the following:





Long term medical conditions
Mental illness
Addictions
Sexual health, blood borne viruses and communicable diseases.

Healthcare provision within the prisons encompasses most aspects of health services other
than acute care provision. Services provided, either directly or subcontracted through Dorset
HealthCare; include dentistry, primary care, primary and secondary mental health, chronic
conditions, podiatry, physiotherapy, optometry, substance misuse, sexual health, pharmacy,
and Integrated Drug Treatment Services (IDTS).
National Context
The National Partnership Agreement for the accountability and commissioning of health
services for prisoners in public sector prisons in England (DH/HO, 2007) sets out the
principles, aims and objectives for prison healthcare services.
Principles
 Accountability for commissioning of health services for prisoners is held by the NHS
 Equity of access to health services for prisoners is in keeping with services provided
to the local community
 There is shared responsibility between the NHS and HM Prison Service for the
development of health services to prisoners on the basis of assessed need
 Best use of available resources
 Continuous service improvement
Aims
 The principle aim is to provide prisoners with access to the same quality and range of
healthcare services as the general public receives from the NHS
Objectives
 To develop and maintain services in keeping with good practice relating to healthcare
in prisons and well being of prisoners, that offer best value for money and are in line
with national health and social policy


To facilitate continuous improvement in health services for prisoners



To contribute to the achievement of core objectives for partners (DH/HO) … to
reduce re-offending.
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Roles/responsibility
 The NHS is responsible for the commissioning of prison healthcare services including
monitoring of performance


The provider commissioned by the NHS will be responsible for delivering healthcare
services as set out through service specifications and is accountable to the NHS
commissioner



The Prison has the overall duty of care to prisoners and is responsible for supporting
the effective delivery of health services for prisoners, regardless of the provider and
managing healthcare facilities in order to deliver agreed services.

The following national policy documents all reference prison healthcare:


Liberating the NHS, (Department of Health, 2011)



Healthy lives, healthy people (Department of Health, 2010)



No health without mental health: a cross-government mental health outcomes
strategy for people of all ages (Department of Health, 2011)



Breaking the cycle: effective punishment, rehabilitation and sentencing of offenders
(Ministry of Justice, 2010)



Drug Strategy 2010. Reducing demand, restricting supply, building recovery:
supporting people to live a drug free life (HM Government, 2010)



A vision for adult social care: capable communities and active citizens (Department
of Health, 2010)



Alcohol Strategy – expected 2012



Mental health guidelines



HMIP (2012) Expectations. Criteria for assessing the treatment of prisoners and
conditions in prisons

Workforce
The current whole time equivalent staffing level is 63.5 across the central team and Dorset
Prisons.
Finance
The current budget for Prison services is c£5m.
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Key Drivers for Change
Strengths





A strong commitment to partnership working
The potential for integrated service provision from across clinical services, and
improved delivery of care ‘closer to home’
A committed and stable mental health in-reach service.
Achievement of service objectives defined within contracts, and as evidenced
through HMIP reports, Prison Health Quality and Performance Indicators, Care
Quality Standards.

Improvement Priorities





Lack of a shared vision surrounding the provision of clinical services
Inconsistent provision, and access to services
A lack of integration with services provided through the Trust as a whole
Poor retention and recruitment of staff.

External Drivers






Changes to the Commissioning Framework, and the implications of the ‘Any
Qualified provider process
Probation, Clinical Commissioning Groups, Public Health, Ministry of Justice,
National Commissioning Area Teams and Custody Diversion
Changing Demographics of the Prison Population
Policy and Governance Framework
National Service Frameworks, NICE guidance and Technology Appraisals

Response
Strategic Developments
We have identified 2 priority areas in relation to Prison Services.



To develop care pathways, ensuring the delivery of consistent, high quality and safe
services
To develop further Medicines Management
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Priority One: Care pathways Development
Description of
priority area

The Directorate will be developing care pathways across offender
health services; ensuring the delivery of consistent, high quality and
safe services, and a seamless transfer of care across the interface
between prison and the community
In being based on the best available clinical evidence, pathways will
enable determination of an interventions relative importance, support
prioritisation and allocation of resources, address previous professional
isolation, and identify the outcome metrics that will ensure delivery of
patient-focused services and improved continuity and consistency of
care.
Care pathways will embed the vision and values of the Trust across
Offender Health Services. This will include the development of
integrated prison based services and telemedicine, to improve the
health and well being of prisoners through the provision of care closer
to home.
This is a priority, in that it will secure the equitable and consistent
provision of services to offenders across the Dorset and Devon Prison
clusters. In being aligned to the assessed needs of the prison
populations, care pathways will ensure timely access to evidence based
treatments, and equivalent services to those delivered to the general
public, through the integrated delivery of services.

Objectives

Standardising and raising quality, improving health status and reducing
health inequalities, furthering the ‘equivalence principle’ that has
underpinned prison health development, and ensuring access to ‘care
closer to home’.

Actions

Actions surrounding the development of care pathways will include an
audit of current health services provided to prisons within the Dorset
and Devon Prison cluster, inclusive of a review of the staffing resource,
location and systems for delivery of services; a review of clinical
guidance and technology appraisals; a review of the health and
wellbeing needs of prisoners at the different facilities; exploration of the
possibilities for integrating delivery of Trust Community Services; the
development of proposed models for service delivery and organising a
stakeholder event to scrutinise audit findings and comment on
recommendations and draft pathways.

Outcomes







Defined vision surrounding the development and provision of
offender health services
Defined
and
agreed
care
pathways
for
specific
conditions/services, delivered in line, and compliant with national
guidelines and guidance including NICE and the Royal Colleges
Care pathways delivered within a robust clinical governance
framework that is transparent and auditable
Links with relevant community services either for the provision of
specialist services within the prison or to ensure continuity of care
outside of the prison.
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Risks to Success

Increased provision of prison based outpatient services and clinics
The introduction of Telemedicine into every establishment
A reduction in the additional costs of escorts and unnecessary
secondary care activities
Improved levels of patient satisfaction and reduction in the Did Not
Attend (DNA) rate
Improved access to out of hours GP services for patients
Improved health outcomes for patients
Reduced variation in clinical outcomes.

The following areas form potential risks
implementation of this development priority:

to

the

successful

 Engagement with other services and directorates to develop
integrated services across Prison clusters.
 Availability of information to support understanding of population
needs within prisons.
 The availability of different systems able to support care delivery
within prisons.

Priority Two: Developing Medicines Management
Description of priority
area

Medicines are a central component in the delivery of high quality
healthcare. Their effective use contributes significantly to achieving
successful outcomes for patients and has the potential to significantly
improve a person’s quality of life when used appropriately.
As such, the Directorate propose to develop a medicines
management strategy for Offender Healthcare, inclusive of a
prescribing framework.
Medicines Management encompasses the way that medicines are
selected, procured, delivered, stored, prescribed, prepared,
administered and reviewed, to optimise the contribution they make to
producing informed and desired outcomes of patient care.
This is a priority, in that it will deliver consistency and equitable
provision across the Dorset and Devon Prison clusters, whilst also
ensuring the appropriate and efficient use of resources, improved
health outcomes for prisoners, and delivery of a pharmaceutical
service to Prisons equivalent to the standard which would be
expected to be provided by the NHS in the community, as specified
within the report, A Pharmacy Service for Prisoners (DH & HM Prison
Service, 2003).

Objective

Put the clinical and medication needs of the individual patient at the
heart of the service, through establishing safe systems for medicines
management, supporting self-care and in-possession medication
guidance.
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Actions

Actions surrounding the development of the Offender Health
Medicines Management Strategy will include a review of prescribing
practices and electronic prescribing systems; audit of current
dispensing procedures; review policies and arrangements surrounding
self medicating in the prison environment; review of staffing,
resourcing and systems across the Dorset and Devon Prison cluster,
including the recruitment of pharmacy technicians.

Outcomes

The outcomes anticipated from the development of a medicines
management strategy for Offender Healthcare will ensure:
 A comprehensive range of pharmacy services to be offered to
prisoners to the same level as that delivered via the present NHS
Community Pharmacy contract.
 The views of prisoners on the effectiveness of medicines
management is sought and acted upon.
 Maximised benefits from non-medical prescribing.
 A robust pharmacy and medicines management system which is
auditable and reportable.
 Information, including dispensing statistics for clinicians and
managers, to provide oversight and enable control of costs.
 Programme of medicine audits that demonstrate best practice
with medicines, and evidence attainment of PHPQI patient safety
standards in medicines management.
 Advice and counselling to patients on pharmaceutical matters.
 Increased opportunities for ‘in-possession’ medication, where the
prisoner is in charge of his own medication, so that prisoners
who are able and deemed ‘safe’ to hold their own medication are
supported and encouraged to do so.
 In possession risk assessment tool in use by prison health staff,
and regularly reviewed at specific intervals with any incidents
arising from the use of the tool are included within the incident
reporting process (PHPQI).
 Decrease in the amount of time spent by registered staff
dispensing medicines
 Improved health outcomes for Prisoners
 Improved staff satisfaction

Risks to Success

The following areas form potential risks
implementation of this development priority:

to

the

successful

 Engagement with the medicines management team.
 The recruitment of appropriately skilled pharmacy staff to deliver
more robust pharmacy service.
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Supporting Strategies
The key changes or implications of the identified developments for the supporting strategies
of the Trust have been identified as:
Quality (including risk management and clinical audit)




Proposed development of a clinical governance and audit programme from the
development of care pathways and medicines management strategy for Offender
Health
Ensure the provision of robust risk management system for recording incidents, e.g.
drug errors, clinical and security incidents potentially arising from the introduction of
‘in-possession’ medication process.

Patient and Carer Involvement



The development of strategies for involving prisoners in the development of health
services
Support for the development of surveys to elicit prisoner views of the health service
they are in receipt

HR, Workforce, and Professional Development





Support in the development of staff training and supervision processes
Liaison with trade unions regarding possible changes to staffing configuration and
practices arising from the developments
Support in the creation of new job roles and job descriptions
Support in developing strategies to manage sickness absence and turnover

Innovation


The development of telemedicine

Communication


To support communication of service changes and developments with prisons,
patients and other stakeholders.
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APPENDIX 3

COMMUNITY HEALTH SERVICES

Analysis
Current Services
Facts and Figures
Community Health Services provided by Dorset HealthCare include:















audiology
brain injury
community dental service
community hospital
services
community rehabilitation
continence
diabetic eye screening
diabetes education
dietetics
district nurses
ECG
GPSI services
intermediate care















learning disability
memory support service
occupational therapy
orthotics
pain service
palliative care
physiotherapy
podiatry
social care agency
speech & language therapy
tissue viability
vocational rehabilitation
wheelchair service

These services are principally provided to the 770,000 patients registered with GPs in
Dorset, and also to some people living in neighbouring counties (Wiltshire, Hampshire,
Somerset and Devon). Not all services provided by Dorset HealthCare are provided to
people everywhere in Dorset; some services may be unavailable in some areas or are
supplied by other providers dependent on historical commissioning patterns.
Community Health Services will be making approximately 1.5 million contacts with patients
in 2012/13, mostly face-to-face. There will be about 6,600 admissions into Community
Hospitals, and about 6,000 outpatient appointments will take place there. There will be
around 50,000 visits to the Trust’s Minor Injuries Units.
There is an over representation of all 50+ age groups in Dorset, whilst the age groups 20-39
years are significantly under-represented. Dorset has, for several decades, had a relatively
high proportion of older people. However, the low proportion of younger adults is a more
recent change. This is partly due to the lack of a higher education establishment in the
County and partly due a decline in birth rates, seen across the country. Dorset has a
particularly high proportion of older people. Over 29% are over the retirement age (65+
males/60+ females) compared with just 19.5% across England & Wales.
In 2033, it is projected that numbers of all adults aged over 85 years will have more than
doubled since 2008. This will have a major impact on the future provision of care services in
the County.
In Bournemouth, and especially Poole, the high and growing number of elderly and very
elderly people present a major health need. Bournemouth’s large student population brings
specific needs, for example relating to sexual heath services.
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The birth rate is relatively stable over the longer term, but has recently begun to rise steeply.
The death rate continues to fall, contributing to the increasingly elderly population profile.
Population projections in the medium to long term show a continued trend towards an older
population, especially the numbers of over 85s. As ill-health increases with age, this is the
main challenge for local health and social care services.
Obesity and being overweight affects over 60,000 adults in Bournemouth and Poole, and a
third of school children aged 10. Levels in 5 year olds have recently stabilised at just under a
quarter.
An increasing number of people in Dorset, Bournemouth and Poole are living with one or
more long term conditions (LTC). These include diabetes, arthritis, asthma, respiratory and
cardiovascular diseases. Those people with LTC are 2/3 times as likely to experience mental
health problems.

Workforce
Over 2,500 people work within Community Health Services providing these services (2,000
whole time equivalents).

Finance
Services have a total budget of c£90m.

Strengths and Improvement Priorities
Community Health Services have identified the following strengths upon which its Clinical
Services Strategy priorities are based:


integrated working (across professional and organisational boundaries)



availability of specialist skills within teams



accessible services (locations, hours, waiting times, referral methods)



examples of excellent best practice



availability of training opportunities



good patient feedback



specialist training and experience



access to skills from other teams, cross-boundary working and integrated working



some well designed and equipped premises



key staff embracing the power of technology
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There are also some service improvement priorities which have been addressed in
identifying priorities for development:


lack of availability of other specialist skills and services



inequity of service provision across Dorset



underdeveloped links to other services



some barriers to integrated working



in some cases lack of access to suitable premises and equipment



occasionally, excessive waiting times



underdeveloped use of IT

National Drivers for Change
There are a number of national drivers for change which have shaped the development
priorities identified by the Service:


The requirements of the Care Quality Commission



The final Francis Report



No Health without Mental Health 2011



The Health and Social Care Act 2012 (including Monitor’s changed function)



A National Response to Winterbourne View Hospital



Innovation Health and Wealth 2011



Living Well with Dementia

Response
Strategic Developments
We have identified 3 priority areas in relation to Community Health Services.




To develop consistent and equitable high quality care services
To provide person centred care between the physical and mental health services in
the Trust
To develop an integrated locality model to deliver excellent patient care
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Priority One: Consistency and Equity of Services to Patients
Description of
planned change

Reasons for the
change

Planned Outcomes

Outcome
measures/indicators

All community services will deliver person centred care:







along an agreed evidenced pathway
equitably across Dorset
with no patient waiting over 10 weeks
establishing comprehensive locality based Intermediate Care teams
publishing up to date patient information using a range of technology
delivering an agreed public health corporate message at each
intervention

This is a priority because the Trust wants to deliver safe and high quality
consistent care. At the moment commissioning of some services may be
different resulting in a different choice for the patient in two parts of Dorset.
In addition the same service may be delivered in a slightly different way
because of local arrangements and management approaches. The Francis
report sets out the importance of accountability and robust governance
processes. There are some evidence based care pathways in place but
that is not consistent across the Directorate’s services. A major focus is to
deliver care closer to home by developing robust Intermediate Care teams
to enable care and rehabilitation to happen at home.
The outcome envisaged would be that every patient is part of a pathway
which is evidenced based, that anomalies are reduced and care across the
Directorate services in Dorset would be more consistent. Staff would be
clear and accountable for the timescales in that pathway and that should
lead to an increase in patient and carer satisfaction. This would increase
productivity and the skills required by the workforce to deliver this care
pathway would be competency based. It would encourage improved
communication between the locality and specialist services improving the
continuity of care that was delivered.







audit of care pathways
Family and Friends test (staff and patients)
benchmarking data
patient outcomes by team / dashboards
increased patient contact time
reducing vacancy rate

Impact on public
health

Each intervention delivering an agreed corporate message at many
thousands of appointments between patients and staff will deliver added
value. This can be cross referenced to the public health strategy. The
impact on public health outcomes would be longer term.

Translation into
team/individual plans

This will be cascaded through line managers and key clinical leaders via
the appraisal process and a communications plan for all teams.

Key risks and
mitigating actions

Internal
There are a number of risks some of the internal risks are easier to
mitigate and include:
 ability of Trust to invest in technology
 capacity within directorate and trust to support redesign and audit
process
 ability of Trust to choose to invest in shorter waiting times
 data available
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 lack of recruitment to key clinical posts
 resistance to organisational change
External
This is about engaging the commissioners and producing coherent
business cases to influence CCG Commissioning priorities and investment
decisions.
Potential impact on
activity, workforce,
income and cost

This development is primarily about the way we organise our services.
There is a potential for an increase in activity through internal productivity
gains. No increase in workforce is anticipated unless there was further
specific investment either by the CCG Commissioners or by the Trust to
address the 10 week waiting time. In part filling in any gaps in service
provision is reliant on additional investment through the CCG and it is
anticipated that when the CCG has prioritised its investment for 13/14 this
month that income is likely to increase (a minimum of £1m). Historically the
directorate has delivered on the QIPP requirements but this will be
challenging. It is recognised that over the three year period there is a need
to build in the QIPP assumptions of 4%.

Priority Two: One Trust One Mind
Description of
planned change

To provide person centred care between the physical and mental health
services in the Trust. This will include:
 a shared care pathway
 a single point of access within the Trust

Reasons for the
Change

At the moment it can be difficult to ensure a patient receives the right
service without a complex referral route out and back in again. One of the
reasons for acquiring the community services was to deliver holistic care
across mental health and physical health which as yet the Trust has not
achieved.
This approach sits well with the rust strategic priorities particularly about
integration where it makes sense and is beneficial to the patient.
There is clear clinical evidence from the following:
 No Health without Mental Health
 evidence of psychological support for the management of long term
conditions
 Dementia Strategy
That supports early intervention and a holistic approach to the
management of people with long-term conditions in both mental health and
physical health.

Planned Outcomes

Outcome
measures/indicators

This development would deliver better outcomes for patients with earlier
diagnosis and intervention resulting in better management and self care.
Staff would be able to access the advice and support they require in
managing their patients. This would improve both patient and referrer
satisfaction and make the process a simple one. It would reduce
duplication and enhance staff roles and knowledge.
 improved referrer satisfaction e.g. GPs;
 improved patient and carer satisfaction;
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 use of GAD 7 and other tools;
 audit of shared care pathway
Impact on public
health

Translation into
team/individual plans
Key risks and
mitigating actions

This can be cross referenced to the public health strategy. There would be
added value to public health by earlier intervention, and a holistic
approach. The impact on public health outcomes would be longer term.

This will be cascaded through line managers and key clinical leaders via
the appraisal process and a communications plan for all teams.
Internal
• cultural change could block the initiative
• fear of increased work load/referrals by staff groups
• long term outcomes difficult to prove short term gain
• patients may feel addressing a long term condition holistically
intrusive?
External
• contractual /PBR issues may preclude this happening.

Potential impact on
activity, workforce,
income and cost

This priority is about developing a shared care pathway across the mental
health and community health services directorate. There is the potential for
an increase in activity but that cannot be quantified until the system is in
place. Over three years there would be an expectation that this activity
would level out as teams have a better basic knowledge to offer all patients
and roles are better defined and reach across the interface.
Overall to meet QIPP assumptions then the workforce would fall by 2-3 %.
Historically the directorate has delivered on the QIPP requirements but this
will be challenging. It is recognised that over the three year period there is
a need to build in the QIPP assumptions of 4%.

Priority Three: Integrated Locality Models
Description of planned
change

Define what a patient /the community needs in an integrated locality
(skills, people and buildings) and how these agencies work together (core
set of principles) to deliver excellent patient care.
Implement the agreed model over three years in a minimum of four
localities.

Reasons for the Change

Planned Outcomes

There is in the Directorate view an uncoordinated approach as to what
should be within a locality model as core services. Historically each
locality has built up around how services have been commissioned or
placed together because of accommodation needs. The strategic Trust
priorities and the Commissioner’s intentions of delivering care closer to
home and integration requires much more systematic planning. Patient
and carers wish to have their care as near to home as possible the Trust
has to deliver that within the governance limitations and what is safe to
do out of hospital and what is cost efficient. The demography and
geography of Dorset supports this approach.
A locality model which delivers a comprehensive range of services
supporting the strategic aim of delivering care closer to home without
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compromising the quality of care.
Managing services across a locality with a range of agencies will improve
the continuity of care and integration across as a minimum social and
health care. It will provide better use of buildings and high street locations
enabling better signposting and access to services for patient and carers.
It would improve the sharing of information and efficiency in running
services.
Outcome
measures/indicators

•
•
•
•
•

improved patient/carer satisfaction
improved patient outcomes
QIPP savings from increased productivity
shared assessment and record
improved waiting times

Impact on public health

This can be cross referenced to the public health strategy. There would
be added value to public health by earlier intervention, and a holistic
approach. The impact on public health outcomes would be longer term.

Translation into
team/individual plans

This will be cascaded through line managers and key clinical leaders via
the appraisal process and a communications plan for all teams.

Key risks and
mitigating actions

External
•
•
•
•

Potential impact on
activity, workforce,
income and cost

changes in local political priorities and resources may impact on
support required
branding/culture may prove a challenge
CCG may not support the Trust’s choice
other agencies agenda may prevent opportunities

This priority is about a focus centred on the Trust’s community hospitals
and their localities. By delivering more services including any qualified
provider in some specialisms there is a likelihood of an increase in
activity. As this is based on tariff there is a potential to increase the
income. As this is untried it is difficult to make an appraisal of the
percentage increase but by midyear 13/14 that should be possible.
For community hospitals to continue to be viable it will be essential to
exploit all possible income sources to support this model.
By integrating social care and other agencies together it will be possible
to reduce duplication.
Overall to meet QIPP assumptions the workforce would fall by 2-3 % over
the three years. This may be offset by additional income from the CCG
once it has determined its priorities. Historically the directorate has
delivered on the QIPP requirements but this will be challenging. It is
recognised that there is a need to build in the QIPP assumptions of 4%.
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Supporting Strategies
The key changes or implications of the identified developments for the supporting strategies
of the Trust have been identified as:
HR, Workforce and Professional Development




workforce planning to support major role changes
rapid safe recruitment within a maximum six weeks
flexible training strategies to support the role changes

Information Management and Technology




a community information system including flexible reporting and robust mobile
working
information systems which support integration e.g. care pathways
dashboards setting out team performance in a visual way

Facilities and Estates




sophisticated facilities management including managing space across all sites
a responsive customer service
a streamlined approach to delivering building changes

Quality and Governance





comprehensive governance dashboards for each team
sufficient audit and monitoring support
evidenced based clinical support
care pathway development support

Patient and Public Involvement




patients involved in developing care pathways
feedback and monitoring of services
full involvement in locality modelling, identifying local priorities
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APPENDIX 4

DENTAL SERVICES

Analysis
Current Services
People Served
Salaried Dental Services for Dorset residents are provided by two separate services, based
on historic Primary Care Trust boundaries.
West Dorset residents are served by the salaried dental service which is hosted by Dorset
County Hospital NHS Foundation Trust.
East Dorset residents are served by the Dental Services, which is hosted by Dorset
Healthcare University NHS Foundation Trust (DHC). Approximately 27% of the services
provided by the Dental Services total annual activity relates to Dorset residents (based on
January - December 2012 data).
The Dental Service operates across four sites:
 Canford Heath Clinic, Canford Heath, Poole
 Parkstone Health Centre, Parkstone, Poole
 Poole Community Health Clinic, Poole
 The Browning Centre, Boscombe, Bournemouth
Demographics
The particular demographic issues which are impacting on the prioritisation of developments
have been identified as:
 The ageing population and in particular the number of dentate elderly as highlighted
by the National Adults Dental Health Survey 2009
 The number of people with severe mental health problems
 The increasing level of obesity within the general population, for whom General
Dental Services may not be appropriate
The Dental Service provides four dental services.
Community Dental Service (CDS)
This service provides a special care dental service which provides dental treatment to
people who have additional needs and are unable to access dental services within general
dental practice. This might include people with physical disabilities, learning disabilities,
sensory impairment, medical conditions and those in need of emotional, social and/or mental
health support.
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Primary Care Dental Service (PCDS)
This service provides daytime access to patients for urgent relief of dental pain and also
routine dental care. This service treats patients who have special requirements and
understands the requirement to provide treatment using behavioural management
techniques for the relief of fear and anxiety.

Intermediate Minor Oral Surgery Service (IMOSS)
This service provides minor oral surgery for patients who require treatment that could not be
undertaken in the general dental services.

Urgent Care Dental Service (UCDS)
This service provides patients with urgent relief of dental pain/trauma, swelling or bleeding
and telephone triage for out of hours service. This service is a Dorset wide service. This
service requires the Dental Service to work closely with other local NHS organisations and
local dental surgeries across Dorset.
Activity
All of the Dental Services (CDS, PCDS, IMOSS, and UCDS) are commissioned by NHS
Bournemouth and Poole & NHS Dorset Cluster (previously NHS Bournemouth & Poole)
working under an NHS Personal Dental Services (PDS) contract.
How does the NHS Contract Work?
The NHS Dental commissioners pay DHC a contract value for each contract and in
exchange the Dental Service must provide a number of Units of Dental Activity (UDA).
The NHS Dental commissioners pay DHC through a government body called the NHS
Business Services Authority, Dental Practice Division and they also calculate the UDAs our
Dental Services achieve.
The actual cash value of a UDA is set by NHS Bournemouth and Poole & NHS Dorset
Cluster and an achievable target is agreed for each year. For example, if a dentist
completes a "simple" course of treatment, involving perhaps an exam and radiographs they
will be awarded 1 UDA. A treatment that involves fillings or extractions will earn the dentist 3
UDAs, and a course of treatment that involves laboratory work (such as dentures or crowns)
earns 12 UDAs. If the target number of UDAs is not reached by the end of the financial year
the NHS Dental Commissioners are able to recover unearned funding.
Dental Charges
Patients under our care are required to pay dental charges as in general dental services.
Patients get free NHS dental treatment if they are in receipt of relevant benefits which
exempt them from dental charges.
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All other patients who are not in receipt of relevant benefits are charged.
Workforce
The Dental Service is relatively small in relation to some other services nationally. The
current workforce in its totality includes 21.31 Whole time Equivalent (WTE) staff.
Finance
The total contract income for providing Dental Services for all contracts is £1.6million.
Strengths and Improvement Priorities
The Dental Service has identified the following strengths upon which its Clinical Services
Strategy priorities are based:


excellence in clinical care



availability of specialist skills within teams



able to provide specialist training and mentorship



thought leadership



staff commitment to driving up quality



good integrated working (across professional and organisational boundaries)



good patient feedback



accessible community based facilities in the East of Dorset



generally well designed and equipped premises

There are also some service improvement priorities which have been addressed in
identifying priorities for development:


waiting times too long



lack of critical mass, small compared with other services



barriers to expansion – cost, dentistry has high start up costs



inequity of service provision across Dorset - patients may have to travel significant
distances for dental care



inequitable access - lack of specialist led oral health care for people with mental
health problems in Dorset



short term contracts



threat of financial claw back for underachievement



patients have to pay for treatment
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External drivers
This section sets out the key factors in the environment to which the Community Health
Services must respond.
National drivers for change
There are a number of national drivers for change which have shaped the development
priorities identified by the Service:
National guidance:
The Mandate from the Govt to the NHS Commissioning Board;
Equity and Excellence: Liberating the NHS;
the Health and Social Care Act 2012;
Securing Excellence in Commissioning NHS Dental Services;
General Dental Council guidance;
Royal College of Anaesthetists guidance;
 the difficulty in recruiting into Community Dental Services nationally
 the introduction of Any Qualified Provider
 the new Dental Contract

RESPONSE
Strategic developments
We have identified 5 priority areas in relation to Dental Services.






To develop care pathways and interventions to ensure equitable access to routine
and urgent care for people with severe mental health problems
To develop with colleagues low level care for special care patients
To improve sustainability of service provision
To create an additional facility in the west to improve access for patients in Dorset
To provide a specialist/locality interface in sites across Dorset

Priority One: Provision of Oral Health Care for People with a Severe Mental Health
Problem
Description of
planned change

Introduction of a preventative and proactive specialist Oral Health Care for
People with a Severe Mental Health Problem

Reasons for the
change

This is a priority because NHS Bournemouth and Poole area have the second
highest prevalence rate in the region of people with severe mental health
problems recorded on GP registers and are in the top quartile nationally.
Dental Services are currently reactive rather than proactive for this group of
people. Present arrangements are ad hoc and treatment is usually based on
urgent care and opportunistic encounters. There is currently no specialist led
oral health care for people with severe mental health problems in Dorset.
Other people who need special care, such as those with learning disabilities
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or complex medical problems are able to access oral health care through the
Trust Community Dental Service. People with severe mental health problems
do not have this access and therefore their care is not equitable
Planned Outcomes

Clear planned care pathways and interventions to ensure equitable access to
routine and urgent care for people with severe mental health problems, in
hospitals, prisons, homeless shelters and those living at home.
These pathways would clearly integrate oral health with general and mental
health care.
The appointment of a Specialist in Special Care Dentistry whose role would
be to establish the care pathways and lead the oral health care for people with
severe mental health problems.

Outcome
measures/indicator
s

The use of PROMS and DMF/OH measures (specific measures of oral health
which are easily quantifiable) to assess change to oral health status –
improvement in all measures should be demonstrable.

Impact on public
health

Improved oral health status for a vulnerable group of people

Translation into
team/individual
plans

This will be cascaded through line managers and key clinical leaders via the
appraisal process and a communications plan for all teams.

Key risks and
mitigating actions

Risk: Not securing the funding for 1.0 WTE Specialist Community Dentist and
1.2 WTE Band 5 dental nurses and supporting resources.
There are various ways for mitigating this would be followed:
 initial negotiations with the new Wessex Area Team. Their priorities for
the area are not yet clear and this may not be a priority for them
 compete for the next tender for the Dorset Prison Dental Contract and
part fund the post through this contract as many prisoners have mental
health problems and would fall into this category of a need for special
care
 DHC could consider this as a service priority for people with a severe
mental health problem.

Potential impact on
activity, workforce,
income and cost

There would be an increase in workforce, activity and cost for this
development. If commissioned by the Wessex Area Team, a target UDA
would be mandated as part of the contract which provides a contract value
and activity target.
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Priority Two: Increase in Low Level Care Provided by General Dental Services
Description of planned
change

Reasons for the change

Undertaking work programmes with colleagues in General Dental
Services to encourage them to undertake some low level care for special
care patients.

This service development is a priority for dental services as it would help
to address one of our key weaknesses, which are the long waiting times
for people to access specialist care. It would also improve access for
some people as they could attend a local dentist for some straight
forward low level oral health care.
The limitation of resources within DHC dental services mean not only
long waiting times but patients having to travel to clinics which are all in
Bournemouth and Poole. The Dental service covers a geographical area
which includes all of East Dorset and West into the Purbecks and Bere
Regis and to parts of North Dorset.

Planned Outcomes

Outcomes for this service development would include:
 task and finish groups set up for domiciliary care, paediatric
dentistry, special care dentistry
 these groups to agree clear care pathways within primary, specialist
CDS and secondary care.

Outcome
measures/indicators

Measures to demonstrate this service development would include:
 shorter waiting times for special care patients
 use of PROMS and hand held devices to assess success
 improvement in oral health by making care more accessible, leading
to fewer urgent care appointments.

Impact on public health

Improved oral health due to shorter access times.

Translation into
team/individual plans

This will be cascaded through line managers and key clinical leaders via
the appraisal process and a communications plan for all teams.

Key risks and
mitigating actions

Potential impact on
activity, workforce,
income and cost

Risks to success:
 failure of primary care dentists to engage Special care groups are
labour intensive
and not good practice builders
 concentration on high end privately based care in general dental
services
 patients may prefer specialist services
 only certain patients and procedures suitable for GDS
Activity should be stable, with no detriment to UDA target and no
increased costs. It is recognised that over the three year period the
overall costs of the service need to reduce, and the new care pathway
will be modelled such that it can be implemented within the QIPP
parameters. As a result of this Development, we would anticipate seeing
a reduction in referrals to specialist dental services.
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Priority Three: Improving Sustainability of Service Provision
Description of planned
change

Reasons for the change

Improved Succession Planning, training and empowering staff to ensure
the continuation of Special Care Dentistry, Paediatric Dentistry and Oral
Surgery in Dorset.

This a priority for Dental Services because it addresses one of our
external drivers which is the national shortage of dentists working in
special care dentistry, paediatric dentistry and oral surgery leading to a
difficulty recruiting to specialist posts.
As salaried dentists, pay banding means that remuneration is significantly
lower than that achieved by dentists working in general practice where
NHS and private fees are higher. Recruiting new entrants to Community
Dental Services necessitates having in effect a unique selling point in
order to attract them.
DHC dental services have a proven track record for training both locally
and nationally. It is one of our key strengths, demonstrated by the
approval from the Deanery to be an accredited training site for Special
Care Dentistry, the only site in Wessex. Access to high quality specialist
training for both dentists and dental care professionals is key to
maintaining a work force who will continue to provide specialist oral care
for the residents of Dorset. Providing access to training and innovative
ways of working with new skill mixes can help to address recruitment
problems.

Planned Outcomes

Outcomes for this development would include:
 provision of high quality care now and in the future
 ability to recruit and retain high quality staff
 maintenance of national reputation for thought leadership
 training dental therapists in new areas such as sedation

Outcome
measures/indicators

Measures to demonstrate this development would include:
 shorter waiting times as training and empowering DHC staff leads to
more flexible service provision by a trained skill mix
 in the medium term, General Dental Practitioners trained in DHC
dental services working in their own practices as Dentists With a
Special Interest (DWSI) in Special Care Dentistry or Paediatric
Dentistry. Links to previous service development of encouraging
dental practitioners to provide some care in their own practices

Impact on public health

Improved oral health through improved sustainability, service innovation
and specialism.

Translation into
team/individual plans

This will be cascaded through line managers and key clinical leaders via
the appraisal process and a communications plan for all teams.

Key risks and
mitigating actions

Risks to success:
 dental services are tied to national pay bands that act as barriers to
new entrants into special care and paediatric dentistry
 Commissioner priorities – these are unknown at the present time
and may be driven by numbers and not quality
 possible loss of trained staff to GDS for higher rewards than we can
offer.

Potential impact on
activity, workforce,

Training posts may not initially achieve the same work rate as
experienced dentists, so activity does not usually increase in the short
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income and cost

term. Changes to income and cost are difficult to quantify at this stage,
but costs of locums and agency staff would reduce as part of a QIPP
target.

Priority Four: Improving Access in the West
Description of planned
change
Reasons for the change

Creation of additional dental facility in the West of the district to improve
access for patients in Dorset.
This is a priority for because it addresses the inequity of dental services
provision across Dorset. It would also contribute to shortening the
waiting times for patients, one of the services key weaknesses.
Dental Clinics are currently placed in Bournemouth and Poole. Dorset
County Hospital is the next nearest Community Dental Clinic in the west.
27% of our patient contacts are for the former Dorset PCT area. A dental
facility in Blandford Hospital would provide special care dentistry,
paediatric dentistry and minor oral surgery for people living between
Poole and Dorchester, and in parts of East Dorset, the Purbecks and
North Dorset. These patients are currently poorly provided for in terms of
geographical access to care. It would enhance patient choice and provide
care closer to home.
Community Hospitals are ideally placed for locally based specialist dental
services.

Planned Outcomes

 successful bid for capital money from the Trust. It is estimated that
£250,000 would provide two surgeries and x-ray provision
 creation of two surgery facility in Blandford Community Hospital
providing care closer to home
 provision of total oral health care for population served by this
district including oral surgery

Outcome
measures/indicators

 shorter waiting times as more surgery time available for oral health
care. Waiting times for oral surgery, special care dentistry and
paediatric dentistry would decrease
 use of PROMS and hand held devices to assess patient views

Impact on public health

Improved oral health status due to better access (local provision and
shorter waiting times).

Translation into
team/individual plans

This will be cascaded through line managers and key clinical leaders via
the appraisal process and a communications plan for all teams.

Key risks and
mitigating actions

Potential impact on
activity,
workforce,
income and cost

 funding for additional clinical facility within the Community Hospital
 commissioner priorities - the new Wessex Area Team is a new body
with unknown priorities

There would be an element of increased activity which would enable
UDA targets to be more easily achieved and avoid financial claw back for
under achievement. This new facility would be managed in a way that
would ensure any QIPP assumptions would be attainable.
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Priority Five: Provision of General Dental Services within a Locality Model
Description of planned
change
Reasons for the change

Specialist / Locality interface: provision or facilitation of General Dental
Services in sites across Dorset.
This development aims to address a key weakness of the Trust dental
services which is a lack of critical mass. Competition for salaried services
from corporate bodies and other Trusts leaves us, as a very small service
vulnerable.
Community Hospitals geographically spread across Dorset provide an
opportunity to place new dental practices, linking in to the locality model
proposed by Trust CHS.
Two options are available, either direct provision of General Dental
Services (GDS) by DHC or facilitation of GDS by renting premises with or
without equipped surgeries and x-ray facilities.

Planned Outcomes

 successful tender applications within Dorset/SHP if DHC provide
GDS
 practices running within funding envelope
 integration of Trust Dental services into GDS – provision of some
specialist care in GDS, more accessible care for local communities
 enable outreach training by Trust staff for DWSI and so decrease
referrals to specialist care

Outcome
measures/indicators

 performers meeting contract UDA targets
 income generation either from private work to reinvest/cover
shortfalls, or income from rental agreements

Impact on public health

Improved oral health through improved sustainability, and potentially
better local access.

Translation into
team/individual plans

This will be cascaded through line managers and key clinical leaders via
the appraisal process and a communications plan for all teams.

Key risks and
mitigating actions

Risks to success:
 ability to compete with corporate bodies. New Dental Contract
 financial losses during lead in until economies of scale achieved
 fewer risks if Trust takes a facilities management approach

Potential impact on
activity, workforce,
income and cost

If the Trust takes a facilities management approach then income would
be generated for minimum workforce/ activity/ cost.
If GDS are provided by the Trust then the contract would attract UDA
values which would define the funding envelope and activity. Any private
dentistry carried out could then be reinvested as part of a QIPP action.
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Supporting Strategies
The key changes or implications of the identified developments for the supporting strategies
of the Trust have been identified as:
Quality (including risk management and clinical audit)


Proposed development of a clinical governance and audit programme from the
development of care pathways and medicines management strategy for Offender

HR, Workforce and Professional Development


specialist advice in a timely manner;



rapid safe recruitment within a maximum six weeks;



flexible training strategies to minimise time spent out of surgery for example in the
evenings and at weekends.

Information Management and Technology


more portable IT – current IT is desk based and not able to capture outreach activity
from domiciliary care, mobile dental surgery etc, for example tablets for staff rather
than PCs and lap tops;



greater clarity – dental services do not fit with generic Trust information reporting e.g.
UDAs, which needs to be adapted to reflect this.

Facilities and Estates


This service strategy requires the Trust Facilities and Estates strategy to deliver
expert advice and help with new ventures.
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APPENDIX 5

CHILDREN’S AND YOUNG PEOPLE’S SERVICES

Analysis
Current Services
Facts and figures
Population / Demographics
 The population of the County of Dorset, served by the Trust is almost 700, 000, of
which children and young people represent 159,000 (23%). The population of
Bournemouth, Poole and Dorset has grown in the last decade and approximately 1 in
5 of the population is aged under 20 years. Please note however, that the Directorate
covers a number of services beyond the age range of 0-18. These include Sexual
Health, Stop Smoking, Early Intervention in Psychosis and Eating Disorders. The
Trust Eating Disorder service also provides in-patient facilities for the County of
Hampshire


The demography of Dorset is highly diverse with areas of affluence alongside areas
that are amongst the most deprived nationally, as well as the urban / rural
geography. Within this context, there are significant challenges for our services to
deliver care to highly complex children, young people and families



Services for vulnerable children, for example Children in Care and children requiring
Protection Plans have been under increasing pressure, with around 700 children in
the care system Pan-Dorset. Generally rates for Children in Care and children
subject to Child Protection Plans are significantly above the national average

Activity
 The Children and Young Peoples Directorate provide over 400, 000 contacts in any
one year. Of this, around 57% is within physical health services e.g. Health Visiting,
Sexual Health and 43% in Emotional Health including Eating Disorders and EIS
Workforce
 The Directorate employs 819 staff, most of whom are Dorset residents. A particular
challenge is the age profile of the workforce, many who are 45+. The Directorate is
undergoing a number of significant workforce transformational programmes in
Emotional Health, Children and Families and Eating Disorders to implement new
models of care and enhance the skilled delivery of evidence based interventions


The national Health Visitor ‘’Called to Action’’ programme will almost double the
number of Health Visitors pan-Dorset and gives the Trust the opportunity to transform
delivery of services to the 0-5 group
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Finance
 In total, the Children and Young People’s Directorate (including Eating Disorders and
EIS) spends around £22 million
Strengths and Improvement Priorities
In developing our Children and Young Peoples Services Strategy, we have made an
assessment of the current strengths and weaknesses of our services.
We believe that the key strengths are:




Innovation (in specific areas):


Sexual health (F-RISKY website and outreach service)



Pilot site for Children’s IAPT

Multi-disciplinary integrated partnership working


Children’s Centres



Local authority relationships



Delivery of the core Healthy Child Programme for 0-5 years



Momentum of change as a result of CAMHS skill mix review



High performing on school-based immunisations programmes



Integrated LD / CAMHS



Reputation of current Eating Disorders service; beds are purchased and requests to
participate in national research



Local skilled specialist Eating Disorder team



Outcomes reports in Eating Disorder Adult service demonstrating effectiveness



Good participation of young people in some areas



Part of an integrated Trust providing physical, mental health and health promoting
services

We believe that the key improvement priorities are:


Inequity of service provision across Dorset



Secondary waiting times in CAMHS & Paediatric Speech and Language Therapy



Service delivery model for Paediatric SALT



Inconsistent approach to ADHD and Autism



Goal-based Outcomes not fully embedded
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Lack of mobile technology



Young Persons Eating Disorder service is still evolving



Need to embed participation of young people across all services



Need to make better use of position within an integrated Trust and the unique
opportunities this brings.

External drivers
Our selection of key priority areas for action has also been informed by the drivers for
change in our environment. These exist at both national and local level. Some of the most
important are noted below


Health and Social Care Act 2012



NICE guidelines for Autism / ADHD, and Social and Emotional Well Being, Early
Years (0-5 years)



National agenda for Children’s IAPT



Trust CAMHS skill mix review and its implications



The Children and Family Bill (expected 2013)



Health Visitor Implementation Pan - Call to Action 2011 - 2015



Proposed new Pan-Dorset commissioning strategy for Children and Young People



Demographic and social factors leading to more complex needs and greater psychosocial needs



Dorset & Bournemouth and Poole Joint Strategic Needs Assessment



GPs’ perceptions of the service - patchy performance in some localities and a lack of
focus on the Whole Family Approach



National and Local commissioning intentions for Eating Disorders



Competition from other providers / loss of revenue in Eating Disorders services

Response
Strategic Developments
We have identified 5 priority areas in relation to Children and Young Peoples Services.



To develop an all-age specialist Neuro-Developmental Service and Pathway
To develop and roll out the Children and Young People National Service Model for
Access to Psychological Therapies
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To deliver improved services to the 0-5 age group through integrated, seamless care
pathways
To develop and expand Community Sexual Health Services
To develop an all-age specialist Eating Disorders Service

Priority One: All Age Specialist Neuro-Developmental Service and Pathway
Description of
priority area

This strategy is to develop an all age appropriate Neuro-Developmental
Service and Pathway. This will be done through reviewing current service
provision in the Trust to this population across the Children & Families and
the Adult and Community Services Directorate. The aim will be to provide a
comprehensive pathway to manage children and young people and adults
with challenging behaviour, support their families, and equip staff with the
skills to do so.
There are a number of reasons why the development of this care pathway
is a priority:
 This group of young people represents a high proportion of existing
caseloads
 The Trust is only partially complying with NICE guidelines and some
areas are not currently commissioned
 There is an inconsistent response and inequity across Dorset
 The ASD Focus Group lacks leadership and clear direction, and the
Trust is well placed to take a lead.
 The ADHD Strategy Group is commissioner led and is aware of
challenges and demands of the problem

Outcomes

 Increase in referrals from schools and Paediatricians for earlier
diagnosis
 Range of interventions required e.g. groups post-diagnosis, parenting
workshops & parenting programmes, individual behavioural
management
 Implementation of robust care pathway with seamless transition,
 Measurably improved outcomes for young people- e.g. school
attendance, better achievement, reduction in risk taking & criminal
behaviour
 Feedback /satisfaction from Users, Parents and Carers.

Risks

 Lack of engagement from core partners (e.g. community paediatrics;
education)
 Identification of ring fenced resources in adult and community
services to support development of all age specialist service
 New commissioning arrangements may lead to fragmentation of
pathway
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Priority Two: Children and Young Peoples IAPT Service
Description of
priority area

This strategy involves developing and rolling out the national service model
for evidence-based access to psychological therapies across Emotional
Health and Wellbeing services.
Reasons why this is a priority include:






Demonstrably cost effective
A national priority
Meets commissioner expectations
Addresses issues of inequity across Dorset
Facilitates the implementation of the CAMHS Skill Mix Review,
moving from a traditional model of care to a robust, evidence-based
model.

Outcomes

 Improved clinical outcomes and patient satisfaction
 Session-by-session outcomes monitoring in real time to achieve
meaningful, goal-based outcomes
 Self-referral
 Full-scale participation of young people and families across the
service
 Reduced variation in the delivery of clinical practice and improved
clinical supervision

Risks

 Lack of new technology solutions, and/or the willingness and ability of
staff to embrace them.
 Maintaining business as usual while striving for improvement.
 Failure to ensure all senior clinical staff embrace new model
 Pace of change insufficient to satisfy GP commissioner expectations.

Priority Three: Delivering Improved Services to the 0-5 Age Group
Description of
priority area

Exploiting the opportunity offered by the Health Visitor ‘Call to Action’ to
transform delivery of services to the 0-5 group. This means developing and
expanding the role and function of Health Visitors as the lead professional
in 0-5 services, to coordinate all inputs to the family, ensuring an holistic
approach and focus on families most in need. It will include targeted,
intensive home visiting programmes, delivery of low-intensity mental health
interventions, parenting support, and the establishment of clear pathways
to other services (e.g. maternal mental health).
The reasons that this is a priority are:
 Clear need for targeted interventions for complex / troubled families
 Increased number of 0-5s in the care system, and children subject
to Child Protection Plans
 Increased number of 0-5s with complex and developmental needs
 Inconsistency and lack of coordination across Children’s services
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 Opportunity offered by the Health Visitor Call to Action to work in
different ways
 Joint working with the Local Authorities to work within our collective
resources to maximum efficiency
Outcomes

 Improved outcomes for children demonstrated though outcome
measures and increasing the % achieved of Key Performance
Indicators
 Increased satisfaction from families
 Numbers of children/families on intensive home visiting programmes
 Expanding the HCP offer –introduce a universal assessment 3 –
31/2 years as identified a gap in current HCP model
 Reduction of numbers of children coming into care / subject to a
Child Protection Plan thorough early identification and intervention
 Increased referrals to Tier 2 services, with decreased referrals to
Tier 3 EHWB service
 Increased proportion of children ready for school at age 5
 Clear pathways in place for referral to maternal mental health and
IAPT services

Risks

 Securing funding for the HV Call to Action Programme (increase
from 100 wte Health Visitors to 180 by 2015)
 Transfer of commissioning for Health Visitors to Health and
Wellbeing Boards in 2015
 An open competitive marketplace with relatively low barriers to
entry.

Priority Four: Developing and Expanding Community Sexual Health Services
Description of
priority area

This strategy is to further develop STI screening to include diagnosis and
treatment and community settings Pan Dorset. To exploring the opportunity
to develop and deliver community medical gynaecological services
(menopausal symptoms, premenstrual symptoms, pelvic pain) in
collaboration with the acute sector physicians. Across the service to
develop clear, consistent pathways and position the Trust to be the
provider of choice for a wider range of contraceptive, gynaecological and
sexual health services across Dorset.
The reasons why this is a priority include:
 Our population has a high level of need as shown in national
comparisons; e.g. high rates of STIs and low positivity rate for
Chlamydia, late HIV diagnosis, high rate of repeat abortions for the
35+ age group, high rates of teenage pregnancy in Bournemouth
and wards in Poole and Dorset
 GP’s choosing not to register with CQC for Contraceptive/Family
Planning Services –new business opportunities
 Open market with new providers (Marie Stopes, Preventex),
 Service users want fuller range of community based sexual health
services (LINKs research 2010-12)
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 Increasing demand for contraceptive and sexual health services –
need to move resources from GP/Acute to community services
Outcomes

 Increased detection of STIs through community screening –reduce
rates of STIs through sexual health advice
 Early diagnosis and treatment/referral of symptomatic sexual health
problems
 Community based medical gynaecological services with clear
pathways into the Acute sector services
 Reduced
conceptions
through
integrated
sexual
health/contraceptive clinics, reduce repeat abortions
 Measurable behavioural change as a result of our services and
increased service user satisfaction
 Earlier detection of HIV through community testing

Risks

 A competitive market –and a need for our existing competitors (e.g.
RBH, DCH) to be willing to relinquish some services to us
 The apparent attitude and preferences of current key players in the
Sexual Health Commissioning Group
 Changing the culture within the service to adopt a pan-Dorset
perspective
 Health and Well Being Boards commissioning all these services
from April 2013 –understanding of the agenda and agreement with
direction

Priority Area Five: All Age Specialist Eating Disorders Service
Description of
priority area

This service will consist of a multidisciplinary skilled specialist team
delivering ED interventions from the age of 12 upwards equitably across
Dorset. Interventions will be delivered as close to the persons home as
possible but will also have two bases, located to minimise travel time for
patients, carers and staff whilst also maximising productivity.
It will build on the research, practice development and outcomes focus of
the current service with links to Bournemouth University creating a service
model unique to UK
The reasons why this is a priority include:
 Addresses issues of equity across Dorset, in line with NICE
guidelines and the evidence base
 Need to meet local Commissioning Intentions
 Delivers care in the home or as close to home as possible in line with
Trust goals –reduced bed usage

Outcomes

 Patient and carer experience enhanced through single point of
access whatever their age
 No transitions within the service, leading to reduced risk
 Expansion of the outcomes database from the adult service
 Improved staff retention and recruitment, enhanced reputation for the
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Trust
 Progress towards a centre of excellence in the delivery of ED
services with close links to the University
Risks

 Major change in commissioning environment including new
relationships and potential confusion between new commissioners
leading to planning blight.
 Staff uncertainty on direction of travel leading to problems of retention
and recruitment

Supporting Strategies
The key changes or implications of the identified developments for the supporting strategies
of the Trust have been identified as:
Quality (including risk management and clinical audit)


Challenge / support from the Quality Directorate in developing specific trigger
tools/indicators to support effective monitoring of measures/ outcomes for the
Directorate Clinical Strategies

HR, Workforce and Professional Development
 Dedicated Full time HR Business Partner to support significant Directorate
Transformation Programmes
 Clinical Leadership Developmental Programme
 Competency based training programmes
IM&T
 Mobile and Flexible Working for clinical staff, particularly in non Trust venues. This
will not only improve productivity but also mitigate risk of immediate access to patient
information and lone working


Pan Dorset Acceptable Users Policy that supports appropriate use of Social Media
and On Line Referral including E Clinics



Embedding roll out and ongoing support of IPADS across Emotional Health for
session by session goal based outcome monitoring

Facilities and Estates
 A locality focus to deliver integrated Children and Young People Services across
Universal Services, Emotional Health and Learning Disabilities. This also includes
the need to accommodate the Health Visitor Expansion Programme, involving an
expansion in the workforce of 80 WTE over next 2 years.


Integrated Community Hubs for Eating Disorders
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Communication
 Clarification on Stand Alone Websites - F-Risky, Keep Love Sweet. IQuit, and
Where’s your Head At


Marketing of new innovations including Facebook& Twitter/Social Media, On Line
Therapy Platform, E-Clinics



Flexibility of Trust Branding to Fit with Service Needs e.g. Sexual Health Service and
Breast feeding Services



Communication strategy for GPs and other referrers / stakeholders on how we are
progressing transformation of services
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APPENDIX 6

IAPT SERVICES PAN DORSET & SOUTHAMPTON

Analysis
Population / Demographics


The Trust has provided Improving Access to Psychological Therapies (IAPT)
Services since their inception in September 2008 in Bournemouth, Poole and East
Dorset. Since October 2009, the Trust, in partnership with NHS Southampton City
and Southampton City Council has provided a Talking Therapies Service to the
population of Southampton City.



The IAPT services were commissioned as part of a government agenda to improve
access to talking therapies for people experiencing mild to moderate common mental
health disorders. The people accessing the services present with depression and / or
a variety of anxiety disorders such as Obsessive Compulsive Disorder, PostTraumatic Stress Disorder, Specific Phobias, Social Phobia, Generalised Anxiety
Disorder and Panic Disorder.



From the ‘Improving Access to Psychological Therapies, Key Performance
Indicators’, the prevalence of people suffering from depression/anxiety in the East
and West regions of Dorset is 41,846. In Bournemouth and Poole the prevalence is
42,372 and in Southampton 31,105. As part of the NHS Operating Framework IAPT
services across the country are being asked to increase service provision to treat
15% of prevalence by 2014/15. As a result of this, a new service specification has
been agreed with the commissioners in Dorset. The Southampton service has also
been funded to meet this target.

Activity


Over the past financial year, the Dorset IAPT services have received over 11,000
referrals; in the Southampton service, over 5,000 referrals have been received



The number of clinical contacts provided by the Pan Dorset and Southampton IAPT
services was over 86,000 in 2012 with almost 10,000 patients assessed by the
services and over 12,000 patients entering a course of Low Intensity treatment, High
Intensity treatment or Counselling.

Workforce


Across Dorset and Southampton, the IAPT services employ 166 members of staff
including Low Intensity therapists (Psychological Wellbeing Practitioners), High
Intensity (CBT) therapists/Psychologists and Counsellors.
In addition, in
Southampton an Employment Coordinator provides advice to service users on
mental health and employment related matters (in Dorset this service is provided by
Dorset Mental Health Forum).
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Finance


In total, the IAPT budget is £3.5 million

Strengths and Improvement Priorities
In developing our IAPT Services Strategy, we have made an assessment of the current
strengths and weaknesses of our services.
We believe that the key strengths are:


Experience of providing IAPT services since 2008



Southampton service proves deliverability of the strategy



Excellent data collection



Service operates within an integrated Trust.

We believe that the key improvement areas are:


Lack of integration across Dorset IAPT services



Don’t exploit being in an integrated Trust as fully as we could



Don’t fully understand our cost base

External drivers
Our selection of key priority areas for action has also been informed by the drivers for
change in our environment. These exist at both national and local level. Some of the most
important are noted below


Government’s ‘Talking Therapies: 4-Year Plan of Action’



New service specification



Any Qualified Provider / Payment by Results



Constraints of Agenda for Change/Infrastructure costs

RESPONSE
Strategic developments
We have identified 4 priority areas for focus in relation to IAPT Services


Transformation of Existing Services
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Improving access for Older People and Carers of People with Dementia



Integrated working with Long Term Health Conditions Services



Improved Relationships with Secondary Care Mental Health Services

Priority One: Transformation of existing services
Description of
priority area

One of the strategic developments within IAPT is the alignment of the
current IAPT services with the new CCG localities to ensure that the
service models are able to meet the needs of the local population in line
with Government objectives.
The reasons why this is a priority includes:
 Government’s ‘Talking Therapies: A 4-Year Plan of Action’ / NHS
Operating Framework
 New specification for IAPT services agreed with CCG and
commissioners for 13/14
 Cost pressures means alternatives to traditional face-to-face delivery
need to be considered

Outcomes

 Achieving 15% of prevalence receives treatment within national
targets of 28 days
 Increased proportion of service users self-referring into services
 Increase use of technology to provide support (computerised CBT, eclinics)

Risks

 Agreeing with commissioners the funding needed to support full roll
out to 15%
 High attrition rates within IAPT impacting on service resources
 Governance issues around use of technology/mobile working

Priority Two: Improving access for Older People and Carers of People with Dementia
Description of
priority area

Nationally and locally there is an underrepresentation of older adults
accessing psychological therapies within IAPT services. This is despite
awareness of significant need within older adults and also carers of people
with dementia.
The reason why this is a priority:
 Currently only about 4-6% of referrals into the IAPT service are from
older adults (aged 65+) despite the local older adult population being
23%
 This is a key area of development as outlined in the Government’s
‘Talking Therapies: A 4-Year Plan of Action’
 Evidence suggests that older people often do as well as/or better than
younger adults in psychological therapies.
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Outcomes

 Increase percentage of referrals from people over 65 years
 Ensure comparable recovery rates of older adults to younger adults
 Increase provision of home visits and telephone working to ensure
accessibility.

Risks

 Attitudes/stigma in older adults and health care professional about
mental health in older adults
 Resources to deliver home visits as they are more resource intensive
than appointments offered in clinics
 Staff feeling skilled to work with older adults and some of the life
stage issues that may present.

Priority Three: Integrating working with LTHC services
Description of
priority area

Improving the identification of mental health problems across all LTHC
services and for services to work together to ensure service users receive
appropriate and joined up support for the mental health and physical health
issues
This is a priority for the following reasons:
 Government priority as part of the ‘4 Year Plan of Action’
 Local drivers to increase provision of psychological support to people
with LTHCs.
 As an integrated Trust there is no excuse for not having good
pathways and communication.

Outcomes

 Improved referral rates to talking therapy services
 Meaningful and appropriate treatment provided with evidenced
clinical improvement
 Clear referral protocols and improved care pathways between IAPT
and CHS and collaborative working

Risks

 Integration and communication between services doesn’t happen and
MH remains in a silo.
 IAPT staff remain anxious about physical health conditions and
reluctant to engage.
 CHS do not see MH as being part of their remit when working with
service users

Priority Four: Improved relationships with Secondary Care MH services
Description of
priority area

Improve communication and referral processes between IAPT and CMHTs
to ensure seamless care pathway, joined up working, appropriate clinical
care is provided and a positive SU experience.
Reasons why this is a priority include:
 Disruption in the pathway negatively impacts on the SUs experience
and frustrates GPs
 Area of potential clinical risk for the SUs that needs to be
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appropriately managed
 Allows us to exploit our strength of being part of an integrated Trust
which many competitors can’t claim
Outcomes

 Clear referral protocols and care pathway going both ways between
IAPT and CMHTs
 Improved communication/information sharing between IAPT, CMHTs,
SUs and GPs
 Collaborative working around SUs who don’t ‘neatly’ fit into either
service

Risks

 Different organisational culture and historic relationships across the
county
 Pressure of service targets leading to less inclusive ways of working
 Unrealistic expectations about the impact of IAPT on secondary care
services?

SUPPORTING STRATEGIES
The key changes or implications of the identified developments for the supporting strategies
of the Trust have been identified as:
HR, Workforce and Professional Development





HR business partner support capacity needs to be increased
Consider terms and conditions of employment (A4C means we are not able to
compete on cost with private providers). IAPT has relatively low barriers to entry and
increasing competition.
An understanding of the model of service deliver for IAPT across the county and in
Southampton

IM&T
 Support mobile flexible working for clinical staff (particularly when in non-DHC
venues)
 Allow technology to support service delivery (online referral, e-clinics, social media)
 An understanding of the model of service deliver for IAPT across the county and in
Southampton

Facilities and Estates




A locality focus to the estate strategy recognising the need for clinical hubs and the
benefits of co-locating IAPT services alongside other services.
Urgent need to establish bases in Bournemouth / Christchurch and Poole / East
Dorset
An understanding of the model of service delivery for IAPT across the county and in
Southampton.
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Communication




IAPT, particularly if AQP is realised in Dorset, has to direct market service to SUs
and GPs and be responsive to their needs. Therefore flexible, responsive and
professional feedback is needed.
Clarification around stand alone website

Innovation





Introduction of E-Clinic platform
Development of online self referral processes
Promotion of Computerised CBT programmes
Roll out of Electronic Self Help Materials
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APPENDIX 7

DEMENTIA SERVICES

Analysis
Current Services
Facts and figures
Services for patients with dementia and their carers are delivered across the spectrum of
health, social care and third sector organisations. Integration of delivery of these services is
essential for positive outcomes for patients and their carers.
Within Dorset HealthCare delivery of services to individuals suffering from dementia and
their carers is mainly focused on the Older Peoples Mental Health Services, the Community
Services and the Community Hospitals.
The over 65 population in Bournemouth, Poole and Dorset is above the national average.

Poole
Bournemouth
Dorset
National
Dementia Prevalence:

65+
24.4%
22.2%
29.4%
19.3%

1 in 14 over 65’s
1 in 6 over 80’s

The development and investment in Older Peoples Mental Health Services has historically
differed across the county. With the coming together of the Dorset-wide services in July of
2011, the extent of the differing models of care, service delivery and investment became
apparent.
Restructuring of services to achieve consistency across the county is an ongoing process
taking into account the need to invest appropriately in specific professional groups to deliver
aspects of the care pathway, ensure linkage with Primary Care and other agencies and to
deliver national expectations, measurable outcomes and quality standards.

Strengths and Improvement Priorities
STRENGTHS
1. The Older Peoples Mental Health Services consistently achieve high compliance,
monitored over the last 4 years by a series of audits, with aspects of the NICE
Guidance for Dementia and Technology Appraisals for the use of anti-dementia
drugs.
2. The Trust has participated in 2 annual cycles of the POMH-UK audit on the use of
antipsychotic medication for people with dementia. The January 2013 results
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demonstrate a reduction in prescribing prevalence of over 50% reducing from 18% to
9%. This compares very favourably with the national figure which shows a reduction
from 16% to 13%.
3. The Trust is about to implement, with Primary Care agreement, a redesign of
dementia inpatient assessment services in the East of the county. The inpatient
resource will be based on a single site and supported by a multi-professional team to
treat and support patients with behaviours that challenge who would otherwise need
an inpatient admission. This team, available 7 days a week, will link closely with
physical healthcare intermediate care services to jointly manage patients.
4. The Trust have developed over the last 4 years, in the East of the county, specific
expertise in the diagnosis and initial management plans for individuals diagnosed
with a pre-senile dementia. This expertise needs developing and embedding within
all Older People’s Community Mental Health Teams and linking clearly to the Adults
of Working Age Mental Health Services.
5. Improving the standard of care for people with dementia in care homes is a priority.
A specific development of an In-reach Team in Poole and Bournemouth is educating
and supporting care home staff in addition to offering specific interventions for
individuals within care homes and is an example of excellent practice within part of
the area covered by the Trust.
6. Innovation and enthusiasm for delivering high quality care is present amongst staff in
pockets of dementia service delivery in the Trust.
IMPROVEMENT PRIORITIES
1. Predicted prevalence for dementia is increasing as the population ages. The
diagnosis rate of dementia in Bournemouth, Poole and Dorset is disappointingly low.
An Alzheimer’s Society dementia map, of prevalence and diagnosis rates, published
in January 2013 shows the following:-

Bournemouth and Poole PCT Area

2012
2021 (projected)

Dementia
Prevalence
5395

Undiagnosed

Diagnosis Rate

2511

53%

6372

2995
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Dorset PCT Area

2012
2021 (projected)

Dementia
Prevalence
8542

Undiagnosed

Diagnosis Rate

5755

32%

10781

7331

1. The diagnosis rate in the Dorset area compares very unfavourably with the
Bournemouth and Poole area and the best performing areas in England, which
achieve rates of 70%. Making a formal diagnosis and recording this on a general
practice system where this data is monitored, is clearly not the sole responsibility of
Dorset HealthCare staff, but we need to ensure our services are developed in such a
way to facilitate this process by enabling access, assuring a timely and skilled
diagnosis and appropriate information and support post-diagnosis.
2. Dorset HealthCare is a provider of Community, Community Hospitals and Mental
Health Services creating an opportunity to identify individuals with a possible
dementia early and link them into a clear care pathway involving the general
practitioner and specialist Mental Health Services. This opportunity has not been
fully developed with clear linkage and sharing of expertise.
3. No clear pathway exists for the care and treatment of individuals with dementia from
diagnosis to end of life care.
4. Primary Care uncertainty exists about what services are available, and how to
access them.
5. The innovation and good practice in pockets of the service is not consistently
implemented across the Trust and no clear process has been established to ensure
this occurs.
6. The inpatient facilities for dementia assessment are unsuitable for modern service
delivery and will struggle to meet future expectations and required standards.

External Drivers
There is a growing public debate involving patients, clinicians and politicians about whether
people with dementia in the UK are receiving the best possible diagnosis and treatment.
The issue has also risen up the political agenda and is considered a priority by both the
Prime Minister and the Secretary of State for Health.
With an aging population, the number of people suffering from dementia is projected to rose
exponentially, which will place an increasingly heavy burden on families, carers and health
and social care systems. There are currently some 700,000 people with dementia in the UK
and this is estimated to rise to 1.7 million by 2050. Dementia is also a global health problem
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and public health measures to reduce contributing factors such as cerebrovascular disease
and diabetes are of paramount importance.
Diagnosis of dementia – towards earlier and more accurate diagnosis
Cognitive impairment has many causes, and the transition from its onset into a stage where
a definitive diagnosis can be made is complex. Whilst Alzheimer’s dementia (AD) has been
a significant focus of research to date, this is only one cause of dementia – other causes
include vascular dementia and Parkinson’s disease as well as the recognised associations
with Down’s Syndrome (up to 75% at age 60 or older) and Learning Disabilities (up to 20%
over the age of 65 meet the criteria for diagnosis). Distinguishing between dementia and
age related memory loss can also add to the complexities in diagnosis.
There is some evidence to suggest that less than 50% of people over 65 years with
dementia do not currently receive a diagnosis. UK research, via retrospective GP case note
review, has revealed that the average time from patient presentation to dementia diagnosis
is ~ 18 months but can be up to 4 years. This conceals significant variation in diagnostic
rates, the causes of which are not yet fully understood. Attention has been focused on
differences in the number of cases diagnosed by different practices, although this may, to
some extent, be partly the result of demographic and socio-economic variations.
Early diagnosis of dementia is a challenge: the difficulties in making a definitive diagnosis at
an early stage of the disease partially influences the length of the diagnostic pathway
although other contributing factors including persistent widespread diagnostic stigma, the
need to treat co-morbid conditions, and the importance of excluding treatable (and
reversible) causes of memory disturbance.
The following published guidance shapes the commissioning intentions for delivery of
services in the community, in general and community hospitals and in Mental Health
Services.







NICE Guidance on Dementia (CG42 – published November 2006)
NICE Technology Appraisal Alzheimer’s Disease: Donepezil, Galantamine,
Rivastigmine and Memantine TA217
NICE Quality Standard February 2010
Living well with dementia: A National Dementia Strategy (July 2011)
Bournemouth and Poole PCT’s Dementia Joint Commissioning Strategy 2010-2015
The Prime Minister’s Challenge on Dementia (March 2012)

Response
Strategic Developments
It must be acknowledged that due to the demographic challenge of the ageing population
and the associated increased prevalence of dementia in Dorset, Bournemouth and Poole the
overall provision of services for this group will need to increase. The Trust is an in an ideal
position to co-ordinate delivery of services to maximise efficiency. To achieve this aim
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dialogue with commissioners needs to occur around commissioning pathways of care and
enabling subcontracting of services to other appropriate sectors for service delivery, and we
have identified 5 priority areas in relation to Dementia Services.






To develop consistent high quality care pathways across all agencies for dementia
services.
To improve treatment, care and support of people with dementia in the community, in
their own homes and in care homes.
To work to develop consistent referral rates for diagnosis and support post-diagnosis.
To improve availability of education and information for the public, the wider Health
and Social Care Community and Trust staff.
Supporting Carers.

Lead the Development of a clear care pathway across all agencies for dementia
services. Services delivered by Dorset HealthCare will have auditable standards of
quality and outcomes.
This is a priority area for development because of the significantly higher percentage than
the national average of over 65’s in our population. The services provided across all
agencies are disjointed with patients, carers and staff being uncertain about availability and
access arrangements.
Achieving this aim should achieve consistency and maximise efficiency and effectiveness of
service delivery and improve satisfaction for patients, carers and General Practice.
Measures of success will include:

Agreement of a pathway by all agencies involved in care delivery



Improvement in patient and carer satisfaction



Improvement in GP satisfaction with the services we provide



Development and achievement of a number of clear process and outcome measures
for the services within the pathway delivered by Trust staff

The risks to successful achievement of this development are:

Variable engagement of all agencies due to different commissioning arrangements



Inability to ensure consistency across the county due to differing commissioner
funding priorities



Current historical variability of investment in Trust services will need to be addressed
to enable equity and consistency of provision

Redesign dementia inpatient assessment services, for behaviours that challenge, to
improve treatment care and support of people with dementia in the community, in
their own homes and in care homes. Plans are in place for the East of the county for
an Intermediate Care Service for Dementia. This service needs to be developed for
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the West of the county and maximise opportunities for integration with physical
health intermediate care services.
Delivering care out of hospital is a national priority and meets the desires of patients and
carers. Provision of equitable services across the county must be a priority and
commissioner intentions include a reduced reliance on inpatient hospital beds. The current
inpatient estate requires reconfiguration and reprovision to meet the needs of modern
service delivery and future expectations.
Measures of success will include:

Improvement in patient and carer satisfaction



Decrease in emergency admissions to dementia assessment beds



Improved clinical outcomes for patients with behaviours that challenge

The risks to successful achievement of this development are:

Achieving agreement to redesign dementia inpatient services in the West of the
county



Recruitment of appropriately skilled staff to deliver a new service model



Engagement of other agencies in joint working to deliver care in community settings



Insufficient specialist dementia care beds in the community

Improve diagnosis, communication and support by improving the linkage between,
and the consistent provision of, the Primary Care Dementia Facilitators, the Specialist
Memory Assessment Services, the Dementia Advisors and the opportunity for
cognitive screening in the Trust physical health care services.
This development is necessary to decrease the significant diagnosis gap in Dorset. Referral
rates for diagnosis and the support and information offered post-diagnosis is inconsistent
due to variation in funding and delivery models. The Trust are in a position to facilitate this
process and enable cost effective commissioning decisions to be made.
Measures of success will include:

Increase in referral rates for diagnosis



Increase in diagnosis rates



Improvement in patient and carer satisfaction with the diagnosis pathway



Increase in access and referral rates for patients and carers to Dementia Advisors

The risks to successful achievement of this development include:

Commissioned services insufficient to meet the demand as diagnosis gap is currently
68% in Dorset
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Ensuring staff across all areas of the Trust are appropriately trained to screen for
possible dementia



Ability to integrate Dementia Advisors into a cost effective diagnostic pathway due to
variation in commissioning arrangements

Improved availability of education and information for the Public, the wider Health and
Social Care Community and Trust staff beyond Mental Health Services.
To meet the increasing need for support and care of this patient group, awareness of the
potential benefits of diagnosis need to be shared by all stakeholders. Care and support
must be delivered by appropriately trained staff to ensure that individuals are treated in the
setting most appropriate to their needs and not transferred unnecessarily between services.
Understanding the impact of dementia on individuals presented needs will improve delivery
of services and avoid potentially damaging interventions.
Measures of success will include:

Increased referral for formal diagnosis from Trust staff in community services and
community hospitals



Increased rate of screening for possible dementia by community staff



Improved staff satisfaction with their ability to care for patients with dementia
The risks to successful achievement of this development include:-



Capacity of staff in community services and community hospitals to deliver changing
expectations



Resources to deliver the necessary education and training



Insufficient funding for the education and information requirements of all sectors
involved in the care of individuals with a dementia

Supporting carers by fuller implementation of carers’ assessments including
screening for depression, facilitating access to IAPT services and the resources of
the Recovery Education Centre (REC).
Supporting carers is a national priority and unless this is achieved the dementia specific
demographic challenges faced in Dorset, Bournemouth and Poole due to its age profile will
not be met within possible available resources.

Measures of success would include:

Improved rates of completed carers’ assessments



Improved carer satisfaction



Increased referral and access rates for carers to IAPT services



Development of carer education by REC with monitoring of access rates
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The risks to success of this development include:

Availability of IAPT services to meet the demand



Agreement of all agencies involved to implement consistent carers’ assessments,
including depression screening



Capacity to train all relevant Trust staff to deliver expectations



Capacity of REC to deliver appropriate carer education packages

Supporting Strategies
Actions to Achieve
1.

A Project Manager (possibly joint working with CCG) will be required to develop and
implement a care pathway from screening to end of life care across all services

2.

A project plan to be developed and consulted on to redesign inpatient services in west
of county

3.

Obtain communications expertise to map and publicise services both within and
outside the Trust

4.

IAPT Services to develop a plan to increase support for carers of patients with
dementia

5.

REC to develop and deliver carer education
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APPENDIX 8

PUBLIC HEALTH SERVICES

Dorset HealthCare Trust is in a strong position to make a significant contribution to the public
health of Dorset through influencing the health and wellbeing of our 5,000 strong workforce
and through our workforce the direct contacts they make every day with individuals and
families across Dorset; between January and December 2012 our organisation exceeded
1.2 million face to face contacts, not including inpatient services.
Improving the health and wellbeing of our staff could have a significant impact on reducing
sickness levels and improving morale which would directly benefit our staff themselves as
well as our Trust’s productivity.
One of the greatest challenges presented to securing better population health is that of
health inequalities whereby the health of the most disadvantaged in society is generally
worse than those more fortunate (Tudor Hart 1971). A large proportion of the patient
contacts made by Dorset HealthCare are with those in lower socio-economic groups and as
such has potential to make an even larger contribution to a healthier Dorset.

Analysis
Facts and figures
The population of the county of Dorset, served by the Trust, is almost 700,000. Public
Health in Dorset commission around £15 million of services from Dorset HealthCare.
Around 50% of this is funded through Public Health through the PCT. As from 2 nd April 2013
responsibility for Public Health will transfer to Local Authorities. Public Health England
(PHE) retains some core public health functions, for example Communicable Disease
Control. The Public Health Budget for Dorset is around £29 million. This breaks down as
follows:
Health Protection / Obesity
Obsesity / Phys
Activity

Other Public
Health Services
NHS Healthchecks

Hosting Costs

Staffing

Smoking and
Tobacco
Children 5-19
Health
Programmes
Sexual Health
National Child
Measurement

Substance Misuse
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The Trust provides in the region of 1.2 million face-to-face contacts each year (excluding
inpatient activity), as follows:
Community Health Services (67%)
Child and Adult Mental Health Services (15%)
Child and Family Services (19%).
Each of these contacts represents an opportunity to make a public health impact for that
individual.
Strengths and Improvement Priorities
In developing our Public Health Clinical Service Strategy, we have made an assessment of
the current strengths and weaknesses of our services.
We believe that the key strengths are:







A key strength of Dorset HealthCare is that as an organisation it delivers care from
cradle to grave through a broad variety of services; – Health Visitors, School Nurses,
Community Contraception & Sexual Health Services, Drug and Alcohol Services,
Mental Health Services, Community Adult Services and Palliative Care.
Largest healthcare provider in Dorset with 5000 staff
Over 1 million face to face contacts annually
Integrated mental & physical health organisation
Provide inpatient and community care in a variety of settings (home, clinic).

We believe that the key improvement priorities are:
 Currently no organisational focus on ‘Public Health’
 Workforce
 Sickness absence rates 5.9% (highest in mental health at 7.52%: Dec 2012)
 Influenza Vaccination rate 22%
 Inequity of provision across the county
 We currently cannot readily determine our effectiveness in public health at an
individual and population level e.g. whether lifestyle advice given to patients, whether
Blood Pressure measured:
 What interventions are delivered
 How are they delivered and by whom
 The impact of the intervention
 Public health is not achievable by our actions in isolation and so we must work
collaboratively both within our organisation and with external stakeholders including
the service users.
In identifying priority areas for action in the coming years, we have sought to exploit our
strengths and address our weaknesses.
External drivers
Our selection of key priority areas for action has also been informed by the drivers for
change in our environment. These exist at both national and local level. Some of the most
important are noted below.
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In light of the changing landscape of the NHS with the advent of CCGs and the transition of
Public Health to Local Authority, it is an opportune moment for Dorset Healthcare to consider
how we present ourselves and develop work streams that seek to demonstrate our value to
the local communities and political arena, particularly the Health and Wellbeing Boards, in
our contribution to the local Public Health Agenda.
National drivers

Local drivers

Health & Social Care Act 2012
Improving outcomes and supporting
transparency: A public health outcomes
framework for England, 2013-2016
Fair Society, Healthy Lives ( Marmot 2010)
No health without mental health (2011)
Making every contact count (NHS Future
Forum 2012)
The NHS Outcomes Framework 2013/14
(DH 2012)

Joint Strategic Needs Assessment
Priorities from the Health and Well Being
Boards
Demography – impact of aging society
locally
Workface issues – sickness absence rate,
impact on productivity
Delivering the local CCG vision ‘supporting
the people of Dorset to lead healthier lives’

RESPONSE
Strategic developments
We have identified 6 priority areas for focus in relation to the Public Health agenda.







To improve physical health of mental health patients
The early assessment of mental health of physical health patients
‘Making Every Contact Count’
Being an excellent employer, protecting and promoting staff wellbeing
Demonstrating the impact of our services on improving health and preventing illhealth.
Becoming recognised, locally and nationally, as a ‘public health organisation’

Each of these is described in more detail below. Work is continuing to develop specific
actions to take each initiative forward - this will be reflected in our annual plans each year.
There is the potential to combine priorities one and two to form a holistic physical and mental
health action plan, and this will be considered throughout the development of the strategy.

Improve physical health of mental health patients
Why is this one of our priorities?
We have selected this as one of our key priorities for the following reasons (these are
reflected in the strengths / weaknesses / external drivers analysis set out in Part B above):
On national benchmarking we have identified suboptimal performance in this field:
The National Audit of Schizophrenia identified Bournemouth as a low performer in
monitoring physical health of mental health patients
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The Care Quality Commission’s (CQC) 2012 survey of people using community mental
health services found that 36% of patients ‘who needed support’ for their physical needs had
not received any, up 5% from the previous year.
What are we going to do?
The Trust will ensure that all patients under the community mental health team will have their
physical health monitored in accordance with national guidance and, where necessary,
appropriate interventions occur.
How will we judge our success?
We will define clearly the outcomes that we are seeking with this initiative, and measure their
achievement. They will include:






The physical health of mental health patients is as a minimum assessed and
evaluated annually (e.g. BMI, BP, smoking status, use of substances).
Early identification of physical health problems in mental health patients as
evidenced by number of patients accessing appropriate medical care e.g. GP. We
will need to consider how we capture this activity through data collection.
Patient satisfaction with ‘holistic’ approach to care.
Improvement in our performance in national and regional benchmarking exercises.

Early assessment of mental health of physical health patients
Why is this one of our priorities?
We have selected this as one of our key priorities for the following reasons (these are
reflected in the strengths / weaknesses / external drivers analysis set out in Part B above):





Patients with chronic medical conditions are up to 3 times more likely to experience
mental health problems e.g. depression than the general population. Naylor et al.
2012
The demographic of the local population is changing with an aging population with
increasing number of patients with multiple co-morbidities.
There is no generic routine screening for mental health disorders in patients who are
in frequent contact with our services.

What are we going to do?
1. Develop the workforce to be able to identify early mental health problems in patients
they may be seeing
2. Ensure that patients with medical conditions are screened for mental health problems
and if appropriate an intervention is delivered
3. Ensure that the IAPT Services have a focus on delivering services for people with
long term conditions
How will we judge our success?
We will define clearly the outcomes that we are seeking with this initiative, and measure their
achievement. They will include:




A competent workforce with brief intervention strategies for the patients
Screening rates for depression in people with medical conditions
Referral rates to mental health services including IAPT
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Patient satisfaction with ‘holistic’ approach to care

‘Making Every Contact Count’
Why is this one of our priorities?
We have selected this as one of our key priorities for the following reasons (these are
reflected in the strengths / weaknesses / external drivers analysis set out in Part B above):





Dorset HealthCare makes over 1million patient contacts annually presenting a great
opportunity for lifestyle brief interventions
Each contact with Dorset HealthCare is an opportunity to engage with patients who
may not be engaging with NHS elsewhere
Beneficial to patient to prevent illness and promote health
Beneficial to organisation efficiency by reducing demand, increasing capacity

What are we going to do?
Train staff in motivational interviewing and delivering health improvement brief interventions
to be delivered opportunistically during routine service user contacts e.g. health visiting,
podiatry, mental health, drug and alcohol services.
How will we judge our success?
We will define clearly the outcomes that we are seeking with this initiative, and measure their
achievement. They will include:





Staff trained in motivational interviewing and brief interventions
Patient satisfaction with holistic approach to care
Increased rates of referral to health promotion services e.g. Smokestop
We need to consider how we can judge how effectively the workforce has adopted a
more holistic approach in their daily practice as this will reflect a cultural change

Being an excellent employer
Why is this one of our priorities?
We have selected this as one of our key priorities for the following reasons (these are
reflected in the strengths / weaknesses / external drivers analysis set out in Part B above):





Improving Staff wellbeing & morale may yield a more productive workforce
The workforce is our strongest asset and we should demonstrate how we value our
staff and make Dorset HealthCare a good place to work
Our Sickness absence rate is too high – 5.9% Dec 2012
Our Staff Flu vaccination of 22%, compares unfavourably locally and nationally

What are we going to do?
1. Improve access to healthy living initiatives for the workforce including exercise
2. Interventions to prevent workplace stress
3. Improve staff flu vaccination campaign
4. Continue to develop the trust’s health and wellbeing policies
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How will we judge our success?
We will define clearly the outcomes that we are seeking with this initiative, and measure their
achievement. They will include:




Reduce sickness absence to organisational target of 3%
Increased uptake in seasonal flu vaccination
Rates of access to services available to promote wellbeing of our workforce e.g.
smoking cessation, access to exercise, Employee Assistance Programme

Demonstrating the impact of our services
Why is this one of our priorities?
We have selected this as one of our key priorities for the following reasons (these are
reflected in the strengths / weaknesses / external drivers analysis set out in Part B above):




In order to demonstrate our effectiveness in providing core services and contributions
to public health we need to develop a trust wide corporate framework capable of
adequately reflecting activity and outcomes
We already contribute to Public Health indicators that are recorded and monitored
through contract reports e.g. breastfeeding and immunisation rates. There is an
opportunity for all our staff to promote these programmes irrespective of the service
area they are coming from

What are we going to do?
The Quality Department to collect in one format all the public health outcome measures in
order that there is a clear organisational understanding of public health impact of our
services.
How will we judge our success?
We will define clearly the outcomes that we are seeking with this initiative, and measure their
achievement. They will include:



Measures on Public Health Outcomes Framework relevant to DHC services
Developing population level indicators to demonstrate our value and contribution to
this agenda.

Recognition as a ‘public health organisation’
Why is this one of our priorities?
We have selected this as one of our key priorities for the following reasons (these are
reflected in the strengths / weaknesses / external drivers analysis set out in Part B above):





In the changing health landscape with public health transferring to local authority it is
a prime opportunity for Dorset HealthCare to demonstrate its value and commitment
to community health and wellbeing
Delivering population health and wellbeing requires a coordinated multiagency
partnership approach with a clear strategy for delivery and evaluation of outcomes.
Locally we are working to the same agenda but often working in isolation. Silo
working engenders risk of duplication which is inefficient in era of austerity
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What are we going to do?
To liaise with the Director of Public Health to determine how the Dorset HealthCare’s
aspiration to become a public health organisation can be supported and ties in with the local
public health strategy.

Supporting Strategies
The key changes or implications of the identified developments for the supporting strategies
of the Trust have been identified as:
Quality (including risk management and clinical audit)
 Agreeing framework for reporting of outcomes
HR, Workforce and Professional Development
 Particularly important for addressing health and wellbeing of the workforce
 Liaising with occupational health in developing infrastructure, policies, guidelines for
managing sickness absence
 Requirements to up skill the workforce in motivational interviewing & brief
interventions through training packages – in-house/external
IM&T
 Data management – recording activity and outcomes in a consistent and meaningful
way
 IT Infrastructure to facilitate the mobile workforce
Communication
 Engaging and enthusing front line staff to embrace public health through road shows,
champions
 Marketing the public health strategy within the organisation and to external partners
including website and branding
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APPENDIX 9
1.

QUALITY STRATEGY

Introduction
Dorset HealthCare Trust has an overarching Quality strategy for 2013-2016. The
strategy sets out a framework for quality and safety that will be implemented to
enhance the care of all our patients
The strategy also supports the eight Clinical Service Strategies which set out the
direction of travel for the Trust services over the coming years in providing services
that are responsive to local need, put the patient at the heart of what we do and that
provide high quality care.
The Clinical Service Strategies provide the framework for prioritising work within each
of the Trust’s supporting service areas and we have reviewed the Strategies, and
identified the themes that are of particular relevance to the Quality Strategy.
This summary highlights the themes that we have identified, and indicates specifically
how the Quality Strategy has been updated to address them.

2.

Clinical Service Strategy Themes
Themes arising from the Clinical Service Strategies have a particular relevance for
Quality , as shown below:







3.

Development of Directorate governance dashboards including trigger tools /
indicators
Development of outcome measures
Development of care pathways involving patients / service users
Auditing against best practice
Development of strategies to work on initiatives with carers
Further development of strategies to gain patient feedback and involvement in
the monitoring of services

How we will address these issues
The themes arising from the Clinical Strategies help to underpin the delivery of
reliable, high quality, safe care across all service areas. The Quality Strategy sets
out the Trust overarching approach across all three domains of quality incorporating
the themes arising from the Clinical Strategies.
The Quality strategy aims have been correlated to the Trust’s four key priorities, as
follows and a detailed supporting work plan has been developed.
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Trust Priority

Quality Strategy Aims

To deliver high quality, •
safe, patient outcome
focused services that
demonstrate our vision of
providing care all of us •
would recommend to
family and friends

To set out a vision and framework for patient safety,
clinical outcomes and effectiveness and patient
engagement and experience to which all Trust staff
contribute
To ensure that strategic quality objectives can be
underpinned by clear measures to demonstrate
their effectiveness.

To invest in and develop •
our staff to innovate and
deliver continuous quality
improvement, as one
Trust
•

To work alongside clinical staff and clinical
directorates to support staff in the development and
implementation of quality initiatives in line with Trust
strategy
To ensure the clinical staff are actively engaged
and supported in the quality governance agenda
and that staff and teams receive regular feedback
on their own/ teams performance

To work with our partners •
in
the
delivery
of
integrated care closer to
people’s homes

To develop effective engagement and partnership
strategies with service users and other key
stakeholders to ensure their views and experience
inform the delivery of integrated care in a person’s
own home.

To remain a highly •
performing organisation
through the delivery of
our key performance and
financial targets

To implement and regularly review quality metrics
and ensure that the key priorities are aligned
from Board to ward to ensure delivery at local and
Trust level
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APPENDIX 10

1.

HR & WORKFORCE DEVELOPMENT STRATEGY

Introduction
The Dorset HealthCare Trust has recently approved its Strategy for 2013-2016. This
is built around eight Clinical Service Strategies which set out the direction of travel for
the Trust services over the coming years, and highlight the key developments which
will be taken forward in each area.
The Clinical Service Strategies provide the framework for prioritising work within each
of the Trust’s supporting service areas and we have reviewed the Strategies, and
identified the themes that are of particular relevance to our HR and Workforce
Development Strategy.
This summary highlights the themes that we have identified, and indicates specifically
how our current HR and Workforce Development Strategy has been updated to
address them.

2.

Clinical Service Strategy Themes
All of the themes arising from the Clinical Service Strategies have a particular
relevance for HR and Workforce Development, as shown below:










3.

Leadership developmental programme
Support in the development of staff training and supervision processes
Rapid safe recruitment within a maximum of eight weeks
Dedicated full time HR Business Partner to support significant Directorate
Transformation Programmes
Support in the creation of new job roles and job descriptions
Support in developing strategies to manage sickness absence and turnover
Competency based training programmes and flexible training strategies
Delivery of a customer focused service
Liaison with Occupational Health in developing infrastructure, policies,
guidelines for managing sickness absence

How we will address these issues
The existing HR and Workforce Development Strategy has been updated to ensure
that the existing People Management Aims capture the priorities that have been
identified within each of the Clinical Service Strategies. The People Management
Aims are focussed on supporting line leaders and employees in fulfilling their roles
and, in doing so, ensuring that the Trust meets not only its strategic aims but also its
regulatory requirements and quality agenda.
The People Management Aims have been correlated to the Trust’s four key priorities,
as follows and a detailed supporting work plan has been developed.
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Trust Priority

People Management Aims

To deliver high quality, •
safe, patient outcome
focused services that
demonstrate our vision of •
providing care all of us
would recommend to
family and friends

To develop a performance management culture
where high performance is recognised and poor
performance is managed appropriately
To develop and implement working practices to
support change management, innovation and aid
organisational development

To invest in and develop •
our staff to innovate and
deliver continuous quality
improvement, as one
Trust
•

To develop leaders at all levels to ensure that they
have the right skills to deliver the Trust’s
organisational aims and objectives through a
developed and capable workforce
To develop the workforce to deliver the strategic
and operational aims and objectives
To develop effective engagement and partnership
strategies to support employee relations and trade
union relations

To work with our partners •
in
the
delivery
of
integrated care closer to
people’s homes
To remain a highly •
performing organisation
through the delivery of
our key performance and
financial targets

To implement a Health and Wellbeing strategy to
support staff to improve attendance
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APPENDIX 11
1.

IM&T STRATEGY

Introduction
The Trust has recently approved its Strategy for 2013-2016, and will shortly be
incorporating this into its May 2013 Forward Plan submission to Monitor. This is built
around eight Clinical Service Strategies which set out the direction of travel for the
Trust services over the coming years, and highlight the key developments which will
be taken forward in each area.
The Clinical Service Strategies provide a basis for re-reviewing the Trust’s supporting
strategies to both ensure adequate inclusion of those deliverables necessary for
these Strategies’ success. Accordingly, the Trust’s June 2012 Information
Management & Technology (IM&T) Strategy has now been assessed in both regards
following discussion with each service Director.
This summary highlights the themes that we have identified, and indicates specifically
how the IM&T Strategy is being employed to address them.

2.

Clinical Service Strategy IM&T Themes
The key theme arising from the Clinical Service Strategies was consistently:


Mobile working

Other themes arising were;






3.

E-referral & e-clinics
Contact with patients through social media
Procurement/design of apps for therapeutic/advice sign-posting
Wi-Fi access for staff and for patients
Video facilities for staff management contact
Document management

How we will address these issues
The Clinical Service Strategies’ themes arising were already specifically identified
within the IM&T Strategy, bar e-clinics/e-referral being encompassed only under the
‘digital first’ principle. A detailed supporting work plan had been developed for the
IM&T Strategy across the separate Information(Informatics) and IT Departments.
This work plan has been revisited as a consequence of the clinical strategies’
themes, where key Trust-wide background facilitating work for each is already
underway, e.g.



the migration of Trust systems, including email, onto a single domain
device selection for mobile working and interacting with our clinical information
systems
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The Clinical Strategies’ priorities are being re-focused upon by the following action;
IM&T Strategic Aims
To enable ‘on the
road’/remote working

Action
•

•
•
•
To improve the use of IM&T •
to enhance trust services and
provide support to staff & •
management in their delivery
of care management.
•

•

To enable patient access to •
data & information
•

To utilise the service mapping already
undertaken to survey the main telecomm
service providers’ 3G signal at each location of
care to provide informed local network
allocation choices to staff
Significantly simplify the network’s remote logon process
Mobile hardware improvement inc built in
optimised 3G & wireless connectivity and video
cam facility
Provision of Trust network wi-fi access
E-referral access is being in-house website
developed
E-clinic access, due to the its associated
confidentiality & security considerations, is
being progressed via a third party NHS
provider with an already operating solution,
initially as a video patient service in IAPT
Contact through social media has been
facilitated by the recent opening of the Trust
network to YouTube, Facebook, Twitter, Vimeo
and LinkedIn.
Digital first principle is being adopted with new
community information system workflows
wherever possible and corporate document
management requirements are currently being
scoped ahead of the move to a new Trust HQ
as a part of a longer term trust-wide solution.
Roll-out of in-patient Android tablet Wi-Fi
devices (as undertaken at Waterston Ward)
Identification with service Directors of priority
areas for patient apps
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APPENDIX 12

ESTATES & FACILITIES STRATEGY

1. Introduction
The Trust has recently approved its Strategy for 2013-2016, and will shortly be
incorporating this into its May 2013 Strategic Plan submission to Monitor. This is built
around eight Clinical Service Strategies which set out the direction of travel for the
Trust services over the coming years, and highlight the key developments which will
be taken forward in each area.
The Clinical Service Strategies provide a basis for re-reviewing the Trust’s facilitating
supporting strategies, including Estates, to both ensure adequate inclusion of those
deliverables necessary for these Strategies’ success. A new Associate Director of
Estates is being recruited to, and the production of an Estates Strategy will be a key
early task for the post holder. The initial work to ensure the success of the Clinical
Strategies will be overseen by the appointed Interim into this role.

2. Clinical Service Strategy Themes
The themes arising from the Clinical Service Strategies that have particular relevance
for Facilities and Estates are;





movement towards working in an integrated way out of Locality Hubs in Mental
Health, Community Services, Children’s Services (including Eating Disorders),
and IAPT Services
having a more sophisticated/real-time centralised way of accessing information
in order to locally manage space to best effect across multiple sites
improved access to specialist Estates advice in pursuing new ventures
an urgent need to identify bases for IAPT services

3. How we will address these issues
It is recognised that changes of any scale connected with a service’s use of Estate
can have significant resourcing implications, but also potentially yield valuable savings
and improvements to both that service’s effectiveness and quality.
To enable longer term financial planning to take into account the major capital (nonmaintenance) needs of the Trust, from which the eight Strategies estates
requirements may be then prioritised, it is;
 Advancing a business case in order to test the Secretary of State’s business
rules in practice on ex-CHS property disposals in order to inform the Board’s
subsequent decision making over the future retention of the £65m 1st April
2013 transferred estate.
 Seeking the early views of Service Directors as to their assessed strategic
capital requirements/bids
This information will then enable longer term financial planning as to future years’
Trust surpluses/savings plans/borrowing requirements to be undertaken.
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In respect of the immediate Strategies’ estates themes the facilitating work in-hand is;
Identified Priority

Facilitating work

Movement towards
working in an integrated
way out of Locality Hubs
in Mental Health,
Community Services,
Children’s Services
(including Eating
Disorders), and IAPT
Services

• Working with partner organisations, especially local
authorities, in maximising co-location/development
opportunities. In this regard we have recently been
approached in respect of potential opportunities
involving Wimborne Hospital and Hahnemann
House.

Having a more
sophisticated/real-time
centralised way of
accessing information in
order to locally manage
space to best effect
across multiple sites

• The detailed mapping of the Trust’s services
recently undertaken provides a helpful start to
complete the estates related component of this
work to enable a centralisation of data and
processes to both locally manage space utilisation
and identify opportunities, before engagement with
other potential co-locating partners, across the
Trust. The Trust’s introduction shortly of a new panTrust estates management software system should
also present opportunities for improved space
management.

Improved access to
specialist Estates advice
when pursuing new
ventures

• The incoming interim Associate Director Estates is
to focus upon a revised staffing structure most
appropriate for the Trust going forward

An urgent need to
identify bases for IAPT
services

• Appropriate use of, and scoping via, commercial
estate agencies and outside specialist consultancy
support is being undertaken in the immediate short
term to ensure the Trust’s needs are addressed.

• The move of administrative services to Sentinel
House enables the opportunity for service
centralisation, initially on the Shelley Road site, in
relation to a Boscombe based hub.
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APPENDIX 13
1.

COMMUNICATION STRATEGY

Introduction
Dorset HealthCare has recently approved its Strategy for 2013 - 2016. This is built
around eight Clinical Service Strategies which set out the direction of travel for Trust
services over the coming years, and highlight the key developments which will be taken
forward in each area.
The Clinical Service Strategies provide the framework for prioritising work within each of
the Trust’s supporting service areas and have reviewed the Clinical Service Strategies,
and identified the themes that are of particular relevance to our Communication Strategy.
This summary highlights the themes that we have identified, and indicates specifically
how our Communication Strategy will address them.

2. Clinical Service Strategy Themes
The themes arising from the Clinical Service Strategies that have particular relevance for
Communications are shown below (together with an indication of which Clinical Service
Strategies apply).
Theme
Flexible, responsive
support for services
that market direct to
GPs

Examples of priorities
•

•

Service such as IAPT are working in a competitive
market that requires direct marketing to GPs and others.
Success
is
dependent
on
effective,
flexible
communications support to marketing efforts.
New innovations in Children’s Services will need to be
marketed through various channels.

Clarification on standalone websites

•

Clarification is needed on the Trust approach to, and
support for, stand-alone websites. This is particularly
highlighted in Children’s Services (e.g. sexual health and
stop smoking sites).

Engage and enthuse
staff on public health
agenda

•

The drive to establish the Trust as a Public Health
organisation will require a drive to enthuse and engage
frontline staff in their public health role.

Branding and use of
websites and social
media

•

Need to balance Trust branding with the needs for
flexibility in specific services -particular issue for
Children’s Services.
Public Health role will need to be reflected in Trust
branding and website design.

•
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3. How we will address these issues
Our Strategy for Communications addresses these issues as follows.
Theme

How we will address the Relevant section(s) in Strategy
issue

Flexible, responsive
support for services
that market direct to
GPs

The
Communications
Strategy recognises that
‘one size does not fit all’,
and the need to be flexible
and use a multitude of
different media solutions

Communication’s activity may
either be about the Trust
generally (the Trust’s presence in
the community and helping to
promote public awareness of a
wide variety of health issues) or
be
focused
on
promoting
particular services

Clarification on stand- Develop a robust Social
alone websites
media policy and review
requests for standalone
websites
through
the
Communications
working
group.
Support
the
development of appropriate
stand alone websites

The Trust will embrace social
media
as
a
method
of
communicating with customers.
The majority of patients and the
local population are now fully
engaged in digital media.

Engage and enthuse Vibrant
website
and Now the website has been
staff on public health communications materials
refreshed,
further
digital
agenda
communications can flow from it.
In addition, such social media can
be supplemented by dedicated
public health events around the
county.
Branding and use of Review access to Twitter/
websites and social Facebook accounts and
media
monitor use of branding to
ensure
appropriate
representation

Develop a range of programmes
with teams enabling the use of
social media amongst a greater
number of staff

We are confident that the refreshed Communication Strategy will be able to support the
agreed plans of our Clinical Services into the future.
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APPENDIX 14

INNOVATION STRATEGY

1. Introduction
Dorset HealthCare has recently approved its Strategy for 2013 - 2016. This is built
around eight Clinical Service Strategies which set out the direction of travel for the
Trust’s services over the coming years, and highlights the key developments which will
be taken forward in each area.
The Clinical Service Strategies provide the framework for prioritising work within each of
the Trust’s supporting service areas.
We have reviewed the Clinical Service Strategies, and propose that an Innovation
Strategy would be best targeted towards enablement and achievement of the eight
common themes as described in Section 4. We are confident that this will maximise our
efficacy to deliver a broad innovation underpinning to all our Supporting Strategies with
the ultimate aim of ensuring the delivery of high quality and innovative Clinical Services.
This introductory paper provides an overview of the eight common themes, and
indicates specifically how our Innovation Strategy will seek to contribute to each of them.
Dimension of
an innovative
culture

Value

Goals

•

Communicate
clear goals to
engage our staff
in innovation

•
•

How will we do it?

The social capital of staff is •
our most valuable asset
Staff want to be involved in
developing services
Active staff engagement in
addressing
our
most •
pertinent challenges will
boost morale and a sense
of
self-efficacy
whilst
improving the services we
deliver

•

Continue to promote and
develop i-matter as a central
platform for ideas and
innovation
across
the
organisation.
Ensure i-matter challenges
are closely aligned to the
Trust’s strategic priorities
(e.g. the 8 common Clinical
Service Strategy themes)
ensuring named corporate
sponsorship
and
responsibility
for
every
challenge.
Continually look for new
ways to work with other
supporting services (e.g.
L&D, E&D) to enable staff to
feel empowered to have a
say and put forward their
ideas in our organisation.
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Knowledge

•
•

Make it easy to
find and share
knowledge about
innovation
•

Broad-based knowledge is •
the fuel for innovation
Innovation is fostered when
information is gathered
from new connections from
within and outside the •
organisation
Organisational information
is at its most valuable
when
communicated •
rapidly and honestly

•

Resources

Demonstrate our
commitment to
innovation with
dedicated
resources

•

•

The climate for innovation •
is enhanced when staff
know that they have the
“resource” of authority and
autonomy
to act
on
innovative ideas
Lack of commitment to
resources
leads
to •
demoralised staff who are
complacent about change

•

Risk taking

•

A healthy organisational •
culture seeks a balanced
assessment that avoids

Work with communications to
find ways to celebrate
innovations that are already
happening in DHC e.g. case
studies.
Introduce a “not invented
here” campaign to promote
copying and spread of good
ideas.
Become the organisational
knowledge “hub” for projects
and
staff
expertise
to
signpost
and
connect
innovators so that we
minimise duplication of effort
and resources.
Continue to work with the
Dorset Innovation Group to
seek ways of progressing the
innovation
agenda
in
partnership with our local
health and social care
colleagues (and in turn, feed
into the Wessex AHSN).
Make a case for a Trust
innovation start up-fund to
enable us to support staff to
accelerate quick-win ideas
into
actions
through
dedicated
business
and
project support.
Recruit a cohort of Trust imatter champions who will
be trained and supported to
boost innovation capacity in
their services/localities.
Explore relationships with
Bournemouth
University,
local industry and other key
partnerships
to
identify
opportunities for widening the
resource pool.
Develop a robust and fit-forpurpose
innovation
scorecard matrix to enable
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Create an
environment
where it is good
to try out new
ideas

•

Relationships

•

Invest in and
nurture the
human side of
innovation

•

•

Rewards

Recognise that
“rewards” are
individualistic
and personal

•

•

Tools

•

Put the right
tools and
processes in
place to support
innovators

•

•

prematurely rejecting ideas
due to over-estimation of
risk
•
Leaders
in
innovative
cultures show that they are
more interested in learning
from
“failure”
than
punishing it

evaluation and selection of
the best ideas.
Capture, publicise and learn
from ideas that “fail” through
an “After Action Review”
process for all innovations /
adopted ideas.

•

Develop
and
run
a
programme
of
events
intended to bring innovators
and creative minds together
for a shared purpose.
Support teams and services
to realise their social capital
through the provision of
facilitated sessions e.g. at
away days, team meetings,
problem-solving,
building
energy for change.

Innovative ideas are rarely
the product of a lone
genius
Innovation tends to flourish
in environments where
staff are exposed to a
wide-range of people with
different backgrounds and
points of view
A common purpose lies at
the heart of creating
synergy for innovation
through relationships

•

The best form of reward is •
closely
linked
to
an
individual’s intrinsic and
individualised motivations
Whilst financial reward is
often associated with high •
value
commercialised
innovations, we must not
forget the importance of •
achievement and personal
recognition
Innovation is the product of
the deliberate use of
practical tools.
Leaders need to build
capability and capacity in
deliberate methods for
creative thinking
Flexible mindsets make
space
for
innovative
thinking.

Showcase and celebrate
innovations that are already
happening in the Trust
through case studies and
other publicity.
Review
our
current
Intellectual Policy as fit for
purpose.
Produce a menu of nonmonetary “rewards” for staff
to incentivise contributions
and collaboration.

• Design and implement a
customised and standardised
innovation process from idea
stimulation to adoption and
spread.
Our
“Innovator’s
toolkit”
will
be
widely
publicised throughout the
Trust to ensure that our staff
are
knowledgeable
and
confident about the tools,
processes
and
support
available to them.
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• Develop a series of creative
thinking
and
innovation
master classes to build on the
talents and skill set of our
staff e.g. to support L&D
leadership developments.

This approach to strategy development has ensured that our focus throughout the
organisation is clearly upon delivering patient services, and that our work is driven by
the priorities of Clinical Services. We are confident that developing our Innovation
Strategy is best placed to support and nurture our staff and organisation to foster a
culture for innovation which will support the agreed plans of our Clinical Services into the
future.
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APPENDIX 15

SUSTAINABILITY STRATEGY

1. Introduction
Dorset HealthCare has recently approved its Strategy for 2013 - 2016. This is built around
eight Clinical Service Strategies which set out the direction of travel for the Trust’s
services over the coming years, and highlights the key developments which will be taken
forward in each area.
The Clinical Service Strategies provide the framework for prioritising work within each of
the Trust’s supporting service areas.

2. Why is sustainability important to the Trust?
Although not specifically mentioned within the detailed clinical strategies there are a
number of reasons as to why the Trust is focused and commitment to the sustainability,
including:






Efficiency, behaving and delivering in a sustainable way can deliver improved
financial performance, maximise the use of resources, improve the day to day
working lives of our employees, and reduce waste
Compliance with regulation, increasingly sustainably is required to comply with
the law and statutory obligations, as well as increasingly routine reporting
Enhancing reputation, the Trust’s visions and priorities allude to a community and
social responsibility, the Trust needs to be an exemplar in this area as its
communities will expect this
Resilience, the carbon agenda is here to stay it needs to be part of future proofing
our services and strategic planning.
Health protection, health improvement, is key to many of our objectives and to
truly embrace an agenda for the Community of Dorset it will be as important to care
for the environment as it is its people.

There is also an immediate impact on the Trust, in terms of new business, through
tendering opportunities. The DoH has required all NHS commissioners to include
sustainability in all PQQ tender specifications. It is expected that up to 10% of tender
scores will be sustainability related – i.e. organisations will be judged on their contribution
to carbon reduction and sustainable development, there is every possibility that this
weighting will increase in the future.
3. How we will address these issues
The sustainability strategy will initially be focused in three key areas:
Theme
Estates

Examples of priorities
• Most of the Trust’s Estate is old and does not meet modern
standards, of environmental or operational efficiency. The
development of a robust Estate’s plan is imperative for the
organisation’s future, and presents an opportunity to embed
energy and carbon efficiency throughout the Trust.
• Alongside an Estate’s strategy the Trust must focus on new
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ways of working for both clinical and corporate staff. An
emerging Estates Strategy must link with an IT one to ensure
we maximise the opportunities for mobile and home working
as well as hot-desking. Hot-desking across the Trust’s
Estate is limited. This can be partly attributed to the
restraints placed on modern ways of working as a result of
the existing configuration of the internal areas, and the lack
of availability of modern communication equipment.
Procurement

The Trust needs to be able to demonstrate through its
procurement processes a commitment to carbon reduction, and
how it will meet its legal requirement to reduce carbon emission
under the Climate Change Act (2008), and the following areas
need to be the focus across the life of the strategy:
• Policy for Procurement – goods and service purchased
• Policy for Building energy – heating, hot water, electricity
consumption and cooling
• A “Green” Travel Plan in place, for the movement of people
(ie patients, visitors and staff)
• Evidence that food is locally produced, achieving a food
mile reduction
• Evidence of better use of water, including the utilisation of
“grey water”
• Evidence that the use of pharmaceuticals minimise waste
• Resilience and business continuity plans for Climate
Change adaptation are in place.

Travel

In a 12 month period the Trust has paid for 4,903,833 miles, the
CO2 saving if this figure could be reduced would be substantial,
and the following areas will be focused on:
• A target of 20% reduction in mileage to be set as a
performance target for all directorates.
• Directors receive regular reports on mileage identifying
individual high users so that their workloads and work
patterns can be reviewed, (any employee claiming 1,000
miles a month is spending nearly a week in their vehicle per
month)
• Managers should not approve the occasional use of staffs
own vehicles when a lease car is available.
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1. Introduction
The past two years have seen substantial changes for Dorset HealthCare Trust
(DHC). In 2011 we brought together our mental health services with the community
services provided by others in Dorset, Bournemouth and Poole. The Trust has
nearly trebled in size and became a very different organisation. Those changes are
now complete, and it is time for us to look to the future as a new organisation.
The Trust operates from one of the largest estates of any NHS Trust in England. It
includes a wide range of different properties ranging from small to medium sized
mental health in-patient hospitals to single ward community hospitals located in
market towns. The services provided by the Trust are diverse and constantly
evolving to meet the changing needs of the local population.
We have developed our Strategy for the coming years and were determined that this
should be a process that was informed by feedback from our stakeholders, and
driven ‘bottom-up’ by the people best placed to design the future: patients, service
users and carers, and the staff, clinicians and managers working in our services.

2. Context
In developing the Strategic Framework and this annual plan, the Board gave careful
consideration to three things.
The population we serve, and how it is expected to change in future
The feedback that we gathered from stakeholders through three major
engagement events and a survey of our Members
The stated priorities of the organisations who commission our services
2.1 The population we serve
The direction of travel for our services must be right for the people we serve. Our
main commissioners have undertaken detailed work to understand how the
population of Dorset may change in future; their conclusions are set out in their
Health Community Strategy. In summary, they say the following:
‘Dorset has a particularly high proportion of older people compared with the
rest of England; this is projected to increase and the advancing age of our
population is also expected to increase. These population changes are
likely to require an increased need for both formal and informal care. The
age groups of 20-39 are significantly under-represented across the county,
due to a period of low birth rates and the outward migration of this group.
Dorset is therefore gaining an ageing population but losing its workforce
and those with the ability to deliver informal care. This means the
requirement to deliver the required level of care, arising from the expected
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increase in the ageing population, will be challenging.’
2.2 Feedback from Stakeholders
As the first step in developing its Strategy, the Trust held three major stakeholder
engagement events. Nearly three hundred people took part - mostly staff from all
areas of the Trust, but also governors and our partner organisations. We also
carried out a survey of our members. The purpose was to ask stakeholders what
was important to them, and what they thought should be reflected in the Trust’s
strategy. A huge amount of feedback was received and there were some key
themes which emerged, which the Board has considered carefully when developing
this document.
Figure 1: Themes emerging from stakeholder events and Members' survey
Priorities for ‘what’ the Trust should focus Priorities for ‘how’ the Trust should
on
work
Supporting people at home
Valuing, developing, empowering
staff
Clinical excellence and delivery
Better IT and communications
Equity of service provision
Reducing bureaucracy
Integration - from the patient’s
perspective
Measure the right things outcomes
Innovate, and take measured
risks
Market DHC services
2.3 Commissioner priorities
The Board has carefully considered the priorities of our key commissioners and a
Health Community Strategy was published in May 2012, which sets out clear
priorities for the next few years. There are a number of recurring themes in this
document that are particularly relevant to DHC.
Figure 2: Themes emerging from Health Community Strategy (May 2012)
What our commissioners are aiming to
How they seek to achieve the aims
achieve
Promoting independence / wellbeing
Locality based teams
Developing a ‘whole person’ approach
Integrated teams
Avoiding dependency
Joint commissioning
Promoting and enabling choice
Involving GPs
Striking an appropriate balance of
Increased use of personal
benefit and risk
budgets
‘Returning home is always the first
Improved working with mental
choice’
health services
Ensuring equitable services across
Dorset
Recently the newly formed Dorset Clinical Commissioning Group has published its
outline five year strategic framework and as shown in the figure below, this very
3

much builds on the previous priority areas of the Primary Care Trusts.

Figure 3: Dorset Clinical Commissioning Group Strategy
Strategic Principles
2013/14 Priorities
Services designed around patients
Improving dementia diagnosis
and services
Preventing ill health and reducing
inequalities
Reducing avoidable emergency
admissions
Sustainable healthcare services
Reducing preventable deaths
Care closer to home

3. Strategic Direction
3.1 Trust Vision and Values
The touchstone for all of our work, and the foundation of every decision we make, is
our Trust Vision:
“Providing care all of us would recommend to family and friends.”
Underpinning this vision is a set of Values that have been developed with input from
staff from all areas of the Trust. These describe the way in which we intend to work,
and will shape our behaviour and actions. They are:
•
•

Respect and Dignity

Commitment to quality of care
•

Compassion and Kindness
•

•

Improving Lives

Working together for patients
•
•

Everyone Counts

Learning Organisation

4. Challenges and next steps
4.1 Quality Leading Strategy
Dorset HealthCare Trust has an overarching Quality strategy for 2013-2016. The
strategy sets out a framework for quality and safety that will be implemented to
enhance the care of all our patients.
The Quality Strategy drives the annual plan and is integral to the 8 clinical strategies.
It sets out the direction of travel for the Trust services over the coming years in
providing services that are responsive to local need, put the patient at the heart of
what we do and that provide high quality care.
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We have identified 4 priority areas that we will deliver on during the life of
this Annual Plan in relation to the Quality Leading Strategy. They are:
1. To implement the agreed recommendations arising out of the review of the
Trust Quality Governance review within the timescales prescribed by Monitor.
2. To implement the Friend and Family Test across Community Hospitals, Minor
Injury Units and Adult Mental Health inpatient wards.
3. To develop and implement Team based outcome reports for 80% of teams.
4. To implement a programme of routine assessment across all service areas in
respect of compliance with the CQC essential standards.
4.2 Strategic Framework – Clinical Strategies
Supporting the strategic framework, there are eight Clinical Strategies, each detailing
SMART (Specific Measurable Achievable Relevant Timely) priority annual plan
objectives for 2013/14. These 8 clinical strategies are as follows:
Mental Health strategy
Offender Health Services
Community Health Services
Dental Services
Children and young people Services
IAPT services Pan Dorset and Southampton
Dementia Services
Public Health Services
Progress against achieving the annual plan objectives within each of the clinical
strategies will be presented monthly to the Trust Board to provide assurance on
progress with the implementation of the Annual Plan.
4.3 Mental Health Services
Mental health is the emotional and spiritual resilience, which enables us to enjoy life
and to survive pain, suffering and disappointment. It is a positive sense of well-being
and an underlying belief in our own and others’ dignity and worth.
Mental health problems have very high rates of prevalence; they are often of long
duration, and have adverse effects on many areas of people’s lives, including
educational performance, employment, income, personal relationships and social
participation. No other health condition matches mental ill-health in the combined
extent of prevalence, persistence and breadth of impact.
Mental health problems are more common than asthma. Up to one in six people
suffer from them over the course of their lifetime, while 630,000 people have severe
mental health problems at any one time, ranging from schizophrenia to deep
depression. Beyond this, mental health has a far wider impact on families: there are
over 1.5 million carers supporting people with mental health problems.
The Mental Health Directorate aims to promote people’s positive mental health and
ameliorate mental distress, through the process of earlier intervention and recovery,
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by actions that:
Enhance well-being.
Prevent mental illness from occurring.
Treat mental illness when it is present.
We have identified 5 key areas of delivery for 2013/14:
1. All service users on CPA with a diagnosis of Psychosis will have an annual
Physical Health Screen undertaken by 31st March 2014.
2. To roll out the Commissioned Pathfinder Service by 31st March 2014.
3. To roll out and embed Non-Medical Prescribing within the Inpatient Detox Unit
by 31st March 2014.
4. To develop a Workforce Development Plan within Offender HealthCare by 31st
March 2014.
5. Development of a Carers Strategy including Young Carers by 31st March 2014.
4.4 Offender Health Services
The Dorset and Devon Prison clusters cover wide geographical areas; with four
prisons in Dorset and three within Devon. Healthcare services within the Dorset
Prison cluster are currently commissioned through NHS Dorset and within Devon,
NHS Devon. Dorset HealthCare deliver services to the four Dorset prisons, and will
commence from April 2013, the delivery of healthcare services to the Devon cluster.
Many offenders enter the criminal justice system in poor physical and mental health
because they have had limited access to, or uptake of, health care services within
their own community. As well as pre-existing health needs, offenders are also at risk
of health problems created as a consequence of imprisonment: through
overcrowding, isolation and exposure to violence and access to illicit drugs.
We have identified 2 key areas of delivery for 2013/14:
1. To develop care pathways, insuring the delivery of consistent, high quality and
safe services during 2013/14.
2. To develop further medicines management during 2013/14.
4.5 Community Health Services
Our Community Health Services are principally provided to the 770,000 patients
registered with GPs in Dorset, and also to some people living in neighbouring
counties (Wiltshire, Hampshire, Somerset and Devon). Not all services provided by
Dorset HealthCare are provided to people everywhere in Dorset; some services may
be unavailable in some areas or are supplied by other providers dependent on
historical commissioning patterns.
Community Health Services will be making approximately 1.5 million contacts with
patients in 2013/14, mostly face-to-face. There will be about 6,600 admissions into
Community Hospitals, and about 6,000 outpatient appointments will take place there.
There will be around 50,000 visits to the Trust’s Minor Injuries Units.
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There is an over representation of all 50+ age groups in Dorset, whilst the age
groups 20-39 years are significantly under-represented. Dorset has, for several
decades, had a relatively high proportion of older people. However, the low
proportion of younger adults is a more recent change. This is partly due to the lack of
a higher education establishment in the County and partly due a decline in birth
rates, seen across the country. Dorset has a particularly high proportion of older
people. Over 29% are over the retirement age (65+ males/60+ females) compared
with just 19.5% across England & Wales.
In 2033, it is projected that numbers of all adults aged over 85 years will have more
than doubled since 2008. This will have a major impact on the future provision of
care services in the County.
We have identified 3 key areas of delivery for 2013/14:
1. Consistency and equity of services to patients. By February 2014, we will
have implemented an agreed evidenced pathway in:
a. District nursing, wheelchair and community matrons services
b. Review these services for equity of provision in line with local and national
benchmarking
c. Further to this, by October 2013, we will have established comprehensive
locally based Intermediate Care Teams with medical support.
2. One Trust One Mind. To improve patient care between the physical and
mental health services in the Trust by:
a. Developing and implementing a clear health and well-being pathway within
each service area to ensure the access to the right services by an
individual patient by December 2013.
b. Implementing a single point of access within the Trust by January 2014.
3. Integrated Locality Models.
a. To participate fully in the development of the Purbeck Healthcare Locality
model to deliver a short list of options by June 2013, with consultation in
November 2013.
b. To plan and implement an integrated locality model for mid Dorset, based
around Blandford Hospital by March 2014.
4.6 Dental Services
Salaried Dental Services for Dorset residents are provided by two separate services,
based on historic Primary Care Trust boundaries.
West Dorset residents are served by the salaried dental service which is hosted by
Dorset County Hospital NHS Foundation Trust.
East Dorset residents are served by the Dental Services, which is hosted by Dorset
Healthcare University NHS Foundation Trust (DHC). Approximately 27% of the
services provided by the Dental Services total annual activity relates to Dorset
residents (based on January - December 2012 data).
The Dental Service provides four dental services; they are:
Community Dental Service
Primary Care Dental Service
7

Intermediate Minor Oral Surgery Service
Urgent Care Dental Service

We have identified 1 key area of delivery for 2013/14:
1. Dental Services: Clinical Strategy. We will have created an additional
dental facility at Blandford Hospital to improve access for patients in Dorset by
March 2014.
4.7 Children and Young People Services
The demography of Dorset is highly diverse with areas of affluence alongside areas
that are amongst the most deprived nationally, as well as the urban / rural
geography. Within this context, there are significant challenges for our services to
deliver care to highly complex children, young people and families.
Services for vulnerable children, for example Children in Care and children requiring
Protection Plans have been under increasing pressure, with around 700 children in
the care system Pan-Dorset. Generally rates for Children in Care and children
subject to Child Protection Plans are significantly above the national average.
The Children and Young Peoples Directorate provide over 400, 000 contacts in any
one year. Of this, around 57% is within physical health services e.g. Health Visiting,
Sexual Health and 43% in Emotional Health including Eating Disorders and Early
Intervention Service.
We have identified 4 key areas of delivery for 2013/14:
1. Deliver improved services to the 0-5 age group – With expected increase in
establishment of Health Visiting, to remodel the Health Visitor workforce and
model of service delivery in partnership with Local Authorities.
2. Development of All Age Neurodevelopmental Care Pathway – To produce
a detailed proposal for reconfiguration of service model and delivery of Trust
wide All Age Pathway.
3. Developing and expanding Community Sexual Health Services – To work
in partnership with community and GU medicine to introduce symptomatic
treatment pathways in community based services.
4. To develop all age specialist Eating Disorder Service – To agree with
Commissioners in both the CCG and SCG the future service model and
funding streams for a Trust wide all age Eating Disorder Service.
4.8 IAPT Pan Dorset and Southampton
The Trust has provided Improving Access to Psychological Therapies (IAPT)
Services since their inception in September 2008 in Bournemouth, Poole and East
Dorset. Since October 2009, the Trust, in partnership with NHS Southampton City
and Southampton City Council has provided a Talking Therapies Service to the
population of Southampton City.
The IAPT services were commissioned as part of a government agenda to improve
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access to talking therapies for people experiencing mild to moderate common mental
health disorders. The people accessing the services present with depression and / or
a variety of anxiety disorders such as Obsessive Compulsive Disorder, PostTraumatic Stress Disorder, Specific Phobias, Social Phobia, Generalised Anxiety
Disorder and Panic Disorder.
We have identified 5 key areas of delivery for 2013/14:
1. Children and Young People’s IAPT Service – To continue to be actively
involved in the National Programme including full implementation of Goal
Based Outcomes and self referral across all CAMHS services.
2. To transform pan-Dorset IAPT Services – To agree with Commissioners
Service Improvement Plan and funding to support transformation of panDorset IAPT services during 2013/14 and 2014/15.
3. Improving access to IAPT for Older People and Carers of People with
Dementia – To actively promote access including home visits and measure
quarterly uptake by locality area including achievement outcomes and
recovery rates.
4. To develop integrated working with Long Term Conditions and IAPT
services- To improve accessibility of referral pathways for people with
different Long term Conditions and to monitor achievement outcomes and
recovery rates by locality.
5. To improve relationships between IAPT and Secondary Care Mental
Health Services – To produce new clinical pathway between Step 2/3 and
Step 4 services (CMHTs) and agree audit to measure effective
implementation.
4.9 Dementia Services
Services for patients and their carers are delivered across the spectrum of health,
social care and third sector organisations. Integration of delivery of these services is
essential for positive outcomes for patients and their carers.
Within Dorset Healthcare delivery of services to individuals suffering from dementia
and their carers is mainly focused on the Older Peoples Mental Health Services, the
community Services and the Community Hospitals.
The development and investment in Older Peoples Mental Health Services has
historically differed across the country. With the coming together of the Dorset-wide
services in July of 2011, the extent of the differing models of care , service delivery
and investment became apparent.
Restructuring of services to achieve consistency across the country is an ongoing
process, taking into account the need to invest appropriately in specific professional
groups to deliver aspects of the care pathway, ensure linkage with Primary Care and
other agencies and to deliver national expectations, measurable outcomes and
quality standards.
It must be acknowledged that due to the demographic challenge of the ageing
population and the associated increased prevalence of dementia in Dorset,
Bournemouth and Poole, the overall provision of services for this group will need to
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increase. The Trust is in an ideal position to co-ordinate delivery of services to
maximise efficiency. To achieve this aim, dialogue with commissioners needs to
occur around commissioning pathways of care and enabling subcontracting of
services to other appropriate sectors for service delivery.
We have identified 5 key areas of delivery for 2013/14:
1. To develop consistent high quality care pathways across all agencies for
dementia services. By March 2014, a Pathway for Memory Assessment
Service will be in place with available targets for response times.
2. To improve treatment, care and support of people with dementia in the
community, in their own homes and in care homes. By November 2013,
Dementia Assessment beds will be on site in East Dorset with clear
inpatient pathways in place.
3. To work to develop consistent referral rates for diagnosis and support postdiagnosis. By March 2014, we will have decreased the overall diagnosis
gap to below average for the UK.
4. To improve availability of education and information for the public, the wider
Health and Social Care Community and Trust staff. By March 2014, we will
have established a baseline referral rate in the Memory Assessment
Service from staff within Community Services and Community Hospitals
5. Supporting Carers. By March 2014, we will have established a baseline
showing increased access to IAPT services for carers of individuals with
dementia.
4.10 Public Health Services
Dorset HealthCare Trust is in a strong position to make a significant contribution to
the public health of Dorset through influencing the health and wellbeing of our 5,000
strong workforce and through our workforce the direct contacts they make every day
with individuals and families across Dorset; between January and December 2012
our organisation exceeded 1.2 million face to face contacts, not including inpatient
services.
Improving the health and wellbeing of our staff could have a significant impact on
reducing sickness levels and improving morale which would directly benefit our staff
themselves as well as our Trust’s productivity.
One of the greatest challenges presented to securing better population health is that
of health inequalities whereby the health of the most disadvantaged in society is
generally worse than those more fortunate. A large proportion of the patient contacts
made by Dorset HealthCare are with those in lower socio-economic groups and as
such has potential to make an even larger contribution to a healthier Dorset.
We have identified 6 key areas of delivery for 2013/14:
1. To improve physical health of mental health patients.
2. The early assessment of mental health of physical health patients.
3. ‘Making Every Contact Count’.
4. Being an excellent employer, protecting and promoting staff wellbeing.
10

5. Demonstrating the impact of our services on improving health and preventing
ill-health.
6. Becoming recognised, locally and nationally, as a ‘public health organisation’.
4.11 Strategic Framework – Supporting Strategies
In addition to the 8 clinical strategies, there are number of supporting strategies,
which include:
HR and Workforce Development
Information Management and Technology
Facilities & Estate
Communication
Innovation
Sustainability
4.12 HR and Workforce Strategy
The existing HR and Workforce Development Strategy has been updated to ensure
that the existing People Management Aims capture the priorities that have been
identified within each of the Clinical Service Strategies. The People Management
Aims are focussed on supporting line leaders and employees in fulfilling their roles
and, in doing so, ensuring that the Trust meets not only its strategic aims but also its
regulatory requirements and quality agenda.
We have identified 2 priority areas in relation to the HR & Workforce Strategy.
We have identified 2 key areas of delivery for 2013/14:
1. To improve and develop leadership at all levels within Dorset HealthCare
through approval and investment in a Leadership Development programme,
and implementation of the component parts of the programme during 2013/14.
2. To create a unified in house bank service to supply nursing and support (by
September 2103) and administrative staff (by December 2013) and a
professional register (by March 2014) to improve the supply of staff to services
and reduce reliance on agency staffing.
4.13 Information Management and Technology Strategy
The Trust’s Information Management and Technology Strategy has been developed
to support the key theme arising from clinical services strategies, which was mobile
working.

We have identified 3 key areas of delivery for 2013/14:
1. To enable ‘on the road’/remote working.
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2. To improve the use of IM&T to enhance trust services and provide support to
staff & management in their delivery of care management.
3. To enable patient access to data & information.
4.14 Facilities and Estates Strategy
The Trust’s Estates Strategy has been developed to support the key theme arising
from clinical services strategies, which have influenced the Facilities and Estates
strategy.
We have identified 4 key areas of delivery for 2013/14:
1. Movement towards working in an integrated way out of Locality Hubs in
Mental Health, Community Services, Children’s Services (including Eating
Disorders), and IAPT Services.
2. Having a more sophisticated/real-time centralised way of accessing
information in order to locally manage space to best effect across multiple
sites.
3. Improved access to specialist Estates advice when pursuing new ventures.
4. An urgent need to identify bases for IAPT services.
4.15 Communication Strategy
The Trust’s Communication Strategy is focused on helping the Organisation deliver
safe, effective, high quality patient services.
We have identified 3 key areas of delivery for 2013/14:
1. To develop a robust Social media policy and review requests for standalone
websites through the Communications working group.
2. To develop a vibrant website and communications materials.
3. To review access to Twitter/Facebook accounts and monitor use of branding
to ensure appropriate representation.
4.16 Innovation Strategy
The Trust’s Innovation Strategy has been developed to support the key theme
arising from clinical services strategies and is focused towards enablement.
Successful innovation holds the potential to transform outcomes whilst
simultaneously improving quality and productivity. The innovation strategy targets
the very core of our clinical service strategies and our supporting strategies.
We have identified 7 key areas of delivery for 2013/14:
1. To communicate clear goals to engage our staff in innovation.
2. To make it easy to find and share knowledge about innovation.
3. To demonstrate our commitment to innovation with dedicated resources.
4. To create an environment where it is good to try out new ideas.
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5. To invest in and nurture the human side of innovation.
6. To recognise that “rewards” are individualistic and personal.
7. To put the right tools and processes in place to support innovators.
4.16 Sustainability Strategy
Although not specifically mentioned within the detailed clinical strategies there are a
number of reasons as to why the Trust is focused and committed to the
sustainability, including:
Efficiency, behaving and delivering in a sustainable way can deliver
improved financial performance, maximise the use of resources, improve the
day to day working lives of our employees, and reduce waste
Compliance with regulation, increasingly sustainably is required to comply
with the law and statutory obligations, as well as increasingly routine
reporting
Enhancing reputation, the Trust’s visions and priorities allude to a
community and social responsibility, the Trust needs to be an exemplar in
this area as its communities will expect this
Resilience, the carbon agenda is here to stay it needs to be part of future
proofing our services and strategic planning.
Health protection, health improvement, is key to many of our objectives
and to truly embrace an agenda for the Community of Dorset it will be as
important to care for the environment as it is its people.
We have identified 3 key areas of delivery for 2013/14:
1. The development of a robust Estate’s plan is imperative for the organisation’s
future, and presents an opportunity to embed energy and carbon efficiency
throughout the Trust.
2. To focus on new ways of working for both clinical and corporate staff
maximising the opportunities through embracing modern communications
technology for mobile and home working as well as hot-desking.
3. To ensure the Trust’s procurement processes are aligned to carbon
reduction.
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The proposed structure is to ensure robust governance arrangements are in place and
that appropriate assurance is provide across the Trust and thus reducing/eliminating
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SECTION 1:

GOVERNANCE STRUCTURE

3

GOVERNANCE STRUCTURE

INTRODUCTION

This document sets out the overall Governance Structure of the Trust with effect from
May 2013.

The Terms of References for the Committees/Groups/Forums/Meetings shown on
the Governance Structure are included in this document. These may only be altered
following discussion at the relevant Committee/Group/Forum/Meeting and agreement
at the Trust Board to take into account changes in working arrangements, needs of
the service, statutory or professional/best practice requirements or changes in
personnel.

For those Committees/Groups/Forums/Meetings with responsibility for aspects of risk
management these are clearly articulated within the Terms of Reference in line with
NHSLA Risk Management Standards.
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Audit Committee
(Bi-monthly)

Doctors & Dentists Joint
Negotiating Committee
(Quarterly)
Trade Union Partnership
Forum
(Monthly)
Health and Safety
Group
(Quarterly)

Quality Assurance
Committee
(Bi-monthly)
HR and Workforce
Development Committee
(Quarterly)
MH Act Hospital Managers
Committee
(Quarterly)

Council of

Directors

Governors

(Monthly)

(Quarterly)

Directors
Meeting
(Twice- Monthly)

Governor‘s
Strategic
Direction
Group
(Quarterly)

Nominations
Committee
(for NEDs as
required)

Significant
Issues
Overview
Group
(Quarterly)

Charitable Funds
Committee
(Quarterly)

Remuneration Committee
(As required)

Professional Advisory
Groups
Nurse Advisory
Medical Advisory
Allied Health
Professional
(Monthly/Bi-monthly)

Board of

Medical Devices
Group
(Bi-monthly)

Medicines
Management Group
(Bi-monthly)

Quality and Patient
Safety Group
(Monthly)

Infection Prevention and
Control Group
(Quarterly)

DIRECTORATE
MANAGEMENT GROUPS
(Monthly)

Patient & Public
Experience and
Engagement Group
(Bi-monthly)

Information Governance
Steering Group
(Quarterly)

SUI Panel
(Twice monthly)

Joint Safeguarding
Group
(Bi-monthly)
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SECTION 2:

COMMITTEES/GROUPS REQUIRED UNDER THE
TRUST’S TERMS OF AUTHORISATION /
CONSTITUTION
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TERMS OF REFERENCE
TRUST BOARD OF DIRECTORS
1.

Purpose

1.1

The Trust exists to provide goods and services to individuals for, or in connection with, the
prevention, diagnosis or treatment of illness, and the promotion and protection of public
health.
The Trust has a Board of Directors which exercises all the powers of the Trust on its
behalf. The Board may delegate any of those powers to a Committee of Directors or to an
Executive Director subject to any limitations as may be set out in the Constitution.
The Board consists of Executive Directors, one of whom is the Chief Executive, and NonExecutive Directors, one of whom is the Chair.
The Board leads the Trust by undertaking three key roles:
Formulating strategy.
Ensuring accountability by holding the Organisation to account for the delivery of
the strategy and the Annual Plan and through seeking assurance that systems of
control are robust, reliable and appropriate.
Shaping a positive culture for the organisation.

2.

Duties

2.1

Overview
The general duty of the Board of Directors and of each Director individually, is to act with a
view to promoting the success of the Trust so as to maximise the benefits for the members
of the corporation as a whole and for the public. The practice and procedure of the
meetings of the Board – and of its Committees/Groups/Meetings – are not set out here but
are described in the Board’s Standing Orders which are appended to, but are separate
from the Constitution.
The Trust Board has overall responsibility for all aspects of Risk Management within the
Trust.

2.2

Responsibilities
The general responsibilities of the Board are:
To ensure that the Trust meets its obligations to the population served, its
commissioners, its stakeholders and its staff in a way that is wholly consistent with
public sector values and probity.
To work in partnership with service users, carers, local health organisations, local
government authorities and other key stakeholders to provide safe, accessible,
effective and well governed services for patients, service users and carers.
To exercise collective responsibility for the stewardship of the Trust by providing
direction and supervision of its affairs in an appropriate and cost effective manner.
In fulfilling its duties, the Trust Board will work in a way that makes the best use of the
skills of Non-Executive and Executive Directors.

2.3

Leadership
The Board provides active leadership to the Organisation by:
Ensuring there is a clear vision and strategy for the Trust so that people know
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about it and that it is being implemented, within a framework of prudent and
effective controls which enable risk to be assessed and managed.
Ensuring the Trust is an excellent employer by the development of a workforce
strategy and its appropriate implementation and operation.
2.4

Strategy
The Board:
Sets and maintains the Trust’s strategic vision, values, aims and objectives
ensuring the necessary financial, physical and human resources are in place for it
to meet its objectives.
Monitors and reviews management performance to ensure the Trust’s objectives
are met.
Oversees both the delivery of planned services and the achievement of objectives,
monitoring performance to ensure corrective action is taken when required.
Develops and maintains an Annual Plan and ensures its delivery as a means of
taking forward the strategy of the Trust to meet the expectations and requirements
of stakeholders.
Ensures that national policies and strategies are effectively addressed and
implemented within the Trust.

2.5

Culture
The Board is responsible for setting values, ensuring they are widely communicated and
understood and that the behaviour of the Organisation is entirely consistent with those
values.

2.6

Governance
The Board:
Ensures that the Trust has comprehensive governance arrangements in place that
guarantee that the resources vested in the Trust are appropriately managed and
deployed, that key risks are identified and effectively managed and that the Trust
fulfils its accountability requirements.
Ensures that the Trust complies with its governance and assurance obligations in
the delivery of clinically effective, personal and safe services taking account of
patient and carer experiences.
Ensures compliance with the principles of corporate governance and with
appropriate codes of conduct, accountability and openness applicable to
Foundation Trusts.
Formulates, implements and reviews standing orders and standing financial
instructions as a means of regulating the conduct and transactions of Foundation
Trust business.
Ensures the proper management of, and compliance with, the Mental Health Act
and other statutory requirements of the Trust.
Ensures that the statutory duties of the Trust are effectively discharged.
Acts as corporate trustee for the Trust’s charitable funds.

2.7

Risk Management
The Board:
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Ensures an effective system of integrated governance, risk management and
internal control across the whole of the Trust’s clinical and corporate activities.
Ensures that there are sound processes and mechanisms in place to ensure
effective user and carer involvement with regard to development of care plans, the
review of quality of services provided and the development of new services.
Ensures there are appropriately constituted appointment arrangements for senior
positions such as consultant medical staff and Executive Directors.
2.8

Ethics and Integrity
The Board:
Ensures that high standards of corporate governance and personal integrity are
maintained in the conduct of Foundation Trust business.
Establishes appeals panels as required by employment policies particularly to
address appeals against dismissal and final stage grievance hearings.
Ensures that Directors and Staff adhere to any codes of conduct adopted or
introduced from time to time.

2.9

Committees
The Board is responsible for maintaining Committees/Groups/Forums/Meetings of the
Trust Board with delegated powers as prescribed by the Trust’s standing orders and/or by
the Trust Board from time to time.

2.10

Communication
The Board:
Ensures an effective communication channel exists between the Trust, its
Governors, Members, staff and the Local Community.
Ensures the effective dissemination of information on service strategies and plans
and also provides a mechanism for feedback.
Ensures that those Board proceedings and outcomes that are not confidential are
communicated publically, primarily via the Trust’s website.
Publishes an Annual Report and Annual Accounts.

2.11

Financial Quality and Success
The Board:
Ensures that the Trust operates effectively, efficiently and economically.
Ensures the continuing financial viability of the Organisation.
Ensures the proper management of resources and that financial and quality of
service responsibilities are achieved.
Ensure that the Trust achieves the targets and requirements of stakeholders within
the available resources.
Reviews performance, identifying opportunities for improvement and ensuring
those opportunities are taken.

2.12

Role of the Chair
The Chair is responsible for leading the Trust Board and for ensuring that it successfully
discharges the overall responsibilities of the Trust.
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The Chair reports to the Council of Governors and is responsible for the effective running
of the Board and Council of Governors. The Chair is responsible for ensuring that the
Board as a whole plays a full part in the development and determination of the Trust’s
strategy and overall objectives.
The Chair is the guardian of the Board’s decision-making processes and provides general
leadership of the Board and the Council of Governors.
2.13

The Role of the Chief Executive
The Chief Executive reports to the Chairman and to the Board directly.
All members of the management structure report either directly or indirectly, to the Chief
Executive.
The Chief Executive is responsible to the Board for running the Trust’s business and for
proposing and developing the Trust’s strategy and overall objectives for approval by the
Board.
The Chief Executive is responsible for implementing the decisions of the Board and its
Committees/Groups/Forums/Meetings, providing information and support to the Board and
Council of Governors.

2.14

Administration
The Trust Board shall be supported administratively by the Trust Secretary whose duties
in this respect will include:
Agreement of the Agenda for Board and Board Committee meetings with the Chair
and Chief Executive.
Collation of reports and papers for Board meetings.
Ensuring that suitable minutes are taken, keeping a record of matters arising and
issues to be carried forward.
Advising the Board on governance matters.
A full set of papers comprising the Agenda, Minutes and associated reports and
papers will be sent within the timescale set out in standing orders to all Directors
and others as agreed with the Chair and Chief Executive from time to time.
The Board shall self assess its performance on a regular and timely basis.
The Terms of Reference for the Board will be reviewed at least every year.

3.

Membership including nominated deputies (where appropriate)

3.1

Membership of the Trust Board shall include:
The Chair
The Chief Executive
All six Non-Executive Directors
The Medical Director
The Nurse Executive
The Director of Quality
The Director of Finance (Deputy Chief Executive)
The Director of Human Resources
Members are expected to attend each Board Meeting and Board Workshop.
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4.

Quorum

4.1

No business shall be transacted at a meeting of the Trust unless at least two Executive
Directors (one of whom must be the Chief Executive or Deputy Chief Executive) and not
less than two Non-Executive Directors (one of whom must be the Chair or Deputy Chair)
are present on the operational date.

5.

Frequency of Meetings

5.1

Formal Trust Board meetings shall be held on a regular basis as determined by the Chair
and Chief Executive. The formal Board meetings will be in two parts - part one is a public
meeting and part two will be a closed meeting. There will be a minimum of 6 meetings per
year.
Additionally, Trust Board Workshops shall also be held on a regular basis as determined
by the Chair and Chief Executive.

6.

Reporting arrangements into this Committee

6.1

The following Committees/Meetings report to the Board:
Audit Committee
Quality Assurance Committee
HR and Workforce Development Committee
Mental Health Act Hospital Managers Committee
Charitable Funds Committee
Remuneration Committee
Directors Meeting

7.

Reporting arrangements

7.1

The Trust Board ultimately reports to the Council of Governors through the Chair.

8.

Monitoring Compliance and Review Date

8.1

The Terms of Reference of the Trust Board shall be reviewed in the light of any major
organisational change or following the adoption of a new, or amended, Constitution.
The Terms of Reference will be reviewed annually.
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
COUNCIL OF GOVERNORS
1.

Purpose

1.1

The Trust is required to establish a Council of Governors via its Constitution
To support the work of the Trust.
To improve the services by promoting knowledge and awareness of the Trust and
the services that it provides to local communities.
Each Governor is to represent the constituencies to which they have been elected and not
to pursue personal areas of special interest.

2.

Duties

2.1

The Council is responsible for the following aspects of Risk Management
To ensure that the Board of Directors have systems and processes in place to
comply with all relevant Health and Safety Regulations, and other legal obligations
pertinent to the provision and delivery of services.
To ensure that the Board of Directors have developed and implemented a Risk
Management Strategy and supporting policies.

2.2

Other duties of the Council include:
The Formal responsibilities of the Council of Governors are to:
Appoint the Chair
Appoint the Non-Executive Directors
Approve the appointment of the Chief Executive
Remove the Chair/Chief Executive if appropriate
Agree remuneration of Non-Executive Directors
Appoint or remove Trust Auditors
Receive the Annual Report and Accounts
Be consulted on and advise on the strategic direction of the Trust
The Informal responsibilities of the Council of Governors are to:
Approve significant transactions
Promote membership
Establish links with Members
Promote awareness
Assist in studies (such as audits)
Encourage Governors to become a Mental Health Act Associate
Promote the importance of a positive Patient experience
Assist in project work
Link with and support other related bodies
Assist and support Leagues of Friends
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Help in Membership Office
Assist Volunteer’s Service
The informal responsibilities will develop with the Council of Governors.
2.3

An approved schedule of key reports will be held by the Secretary to the Council.

3.

Membership including nominated deputies (where appropriate)

3.1

The Council of Governors has 42 seats, made up of:22 Public Governors, with 6 from each of Bournemouth, and Poole Constituencies and 10
from the Dorset and the rest of England and Wales constituency.
8 Staff Governors elected by staff members,
The other 11 Governors on the Council are nominated by our Partner Organisations:
1 CCG
3 Local Authorities
1 Bournemouth University
1 District Council (1 seat to represent all 6 Councils)
1 Dorset Police
1 Criminal Justice (to include Prisons and Probation)
1 Service User organisations
1 Carer organisations
1 Volunteer organisation
It is expected that members will attend at least 3 meetings per year.
There will be no nominated deputies.

4.

Quorum

4.1

12 Governors, including not less than 4 Public Governors, not less than 1 Staff Governor
and not less than 2 Appointed Governors shall form a quorum.

5.

Frequency of Meetings

5.1

The Council of Governors will meet at least three times a year in addition to the Annual
Members Meeting.

6.

Reporting arrangements into this Council

6.1

The Trust Board of Directors
The Nominations Committee

7.

Reporting arrangements

7.1

The Council of Governors will report to its members via the Annual Members Meeting.

8.

Monitoring Compliance and Review Date

8.1

The Council of Governors shall, at least once a year, review its own performance and
Terms of Reference to ensure it is operating at maximum effectiveness, and recommend
any changes it considers necessary to the Board for approval.
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
NOMINATIONS COMMITTEE
1.

Purpose

1.1

The Nominations Committee is a standing Committee of the Council of Governors
whose primary function is to make recommendations to the Council of Governors on the
appointment of the Chair and Non Executive Directors of the Trust.

2.

Duties

2.1

The Committee shall comply with Monitor’s NHS Foundation Trust Code of Governance
and any other industry good practice.

2.2

The Committee shall make whatever recommendations to the Council of Governors it
deems appropriate on any area within its remit where action or improvement is needed.

2.3

The Committee shall make a statement in the annual report about its activities, the
process used to make appointments and explain if external advice or open advertising
has not been used.

2.4

The Committee is authorised to seek any information it requires from any employee of
the Trust in order to perform its duties.

2.5

The Committee is authorised to obtain, at the Trust’s expense, outside legal or other
professional advice on any matters within its Terms of Reference.

2.6

The key functions of the Committee are to:
Periodically review the balance of skills, knowledge, experience and diversity of
the Non Executive Directors and make recommendations to the Board of
Directors with regard to the outcome of this review.
Give consideration to succession planning for Non Executive Directors in the
course of its work taking into account the challenges and opportunities facing the
NHS Foundation Trust and the skills and expertise needed on the Board of
Directors.
Keep the leadership needs of the Foundation Trust under review at non
Executive level to ensure the continued ability of the NHS foundation Trust to
operate effectively in the health economy.
Keep up to date and fully informed about strategic issues and commercial
changes affecting the NHS Foundation Trust and the environment in which it
operates.
Agree with the Council of Governors a clear process for the nomination of a Chair
and any Non Executive Director.
Take into account the views of the Board of Directors on the qualifications, skills
and experience required to the Chair of the Trust, Senior Independent Director
and any Non Executive Director of the Trust. This to be achieved through the
conduit of the Chair of the Trust or if considering the post of Chair, the vice Chair
of the Trust.
Prepare a description of the role and capabilities required for an appointment of
non Executive Director including the Chair.
Indentify and nominate candidates as Non Executive Directors for approval by the
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Council of Governors respectively.
Ensure that a proposed Chair or Non Executive Director’s other significant
commitments are disclosed to the Council of Governors and that any changes to
their commitments are reported to the Council of Governors as they arise.
Ensure that proposed appointees disclose any business interests that may result
in a conflict of interest prior to appointments and that any future business
interests that could result in a conflict of interest.
Ensure that on appointment Non Executive Directors including the Chair receive
a formal letter of appointment setting out clearly what is expected of them in
terms of time commitments, committee services and involvement outside Board
of Directors meetings.
Review the results of the Board of Director’s performance evaluation process that
relate to the composition of the Board of Directors.
Review annually the time requirement for Non Executive Directors.
Make recommendations to the Council of Governors concerning plans for
succession particularly for the key roles of the Chair.
Make recommendations to the Council of Governors on the selection of
Governors who may from time to time sit on Committees.
Advise the Council of Governors in respect of re appointment of any Non
Executive Director in relation to a term beyond six years.
Advise the Council of Governors in regard to any matters relating to the removal
of office of a Non Executive Director including the Chair
2.7

An approved schedule of key reports will be held by the Secretary to the Committee.

3.

Membership including nominated deputies (where appropriate)

3.1

The Nominations Committee will be chaired by the Chairman of the Foundation Trust
(or, when a Chairman is being appointed, the Deputy Chairman unless they are standing
for appointment, in which case another Non-Executive Director), two current Publically
elected Governors and one current Staff Governor and one current Appointed Governor.
The Chairman of another Foundation Trust may be invited to act as an independent
assessor to the Nominations Committee. The Lead Governor may also be co opted onto
the Nominations Committee.
Members will be expected to attend as required and attendance will be monitored
throughout the year.

3.2

Only members of the Committee have the right to attend Committee meetings.
However, other individuals such as the Chief Executive and External Advisers may be
invited to attend for all or part of any meeting, as and when appropriate. The Trust
Secretary and Human Resources Directorate will provide support will be in attendance.

3.3

Appointments to the Committee, other than the Chairman, shall be for a period of up to
three years, which may be extended for one further three-year period. If a member of the
Nominations Committee ceases to be a Governor, then they shall immediately cease to
be a member of this committee. The Governors will be elected by the Council of
Governors by means of a ballot organised by the Foundation Trust Secretary in
accordance with a process agreed by the Council of Governors.

3.4

The Chairman and Members of the Committee shall attend meetings and be prepared to
respond to any member’s question on the Committee’s activities.
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3.5

The Foundation Trust Secretary or approved substitute will act as Secretary to the
Committee.

4.

Quorum

4.1

A quorum at any meeting of the Committee will be three Members, including the
Chairman.

5.

Frequency of Meetings

5.1

A meeting of the Committee may be called at any time by the Chairman or by two
members of the Committee. The Committee will meet as often as necessary and at
least once a year.

5.2

Meetings of the Committee will be arranged by the Secretary of the Committee at the
request of the Chairman or by two members of the Committee.

5.3

Unless otherwise agreed, notice of each meeting confirming the venue, time and date,
together with an agenda of items to be discussed, shall be forwarded to each member of
the Committee and any other person required to attend, no later than 7 working days
before the date of the meeting. Supporting papers shall be sent to Committee Members
and to other attendees, as appropriate, at the same time.

5.4

The Secretary will minute the proceedings and resolutions of all Committee meetings,
including the names of those present and in attendance.

5.5

Draft Minutes of the Nominations Committee meetings will be circulated promptly to all
Members of the Committee and to all other members of the Council of Governors and
Board of Directors with their next Council/Board meeting papers, unless a conflict of
interest or matter of confidentiality exists.

5.6

All minutes are to be held securely by Members. The Foundation Trust Secretary will
maintain the official Nominations Committee file for record purposes.

6.

Reporting arrangements

6.1

The Committee Chairman shall report to the Council of Governors on its proceedings
after each meeting on all matters within its duties and responsibilities. When the
Committee is reporting the names of selected Non-Executive Director candidates for
ratification after the exclusion of the press and public. The purpose of this is to allow a
Governor the opportunity to make comment, which might be inappropriate in the setting
of a public meeting.

7.

Monitoring Compliance and Review Date

7.1

The Committee shall, at least once a year, review its own performance, constitution and
terms of reference to ensure it is operating at maximum effectiveness, complying with
NHSLA Standards, and recommend any changes it considers necessary to the Council
of Governors for approval.

7.2

These Terms of Reference are to be approved by the Council of Governors and
reviewed by the Nominations Committee at intervals not exceeding two years.
Reviewed: April 2013
Next Review Date: July 2014
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TERMS OF REFERENCE
AUDIT COMMITTEE
1.

Purpose

1.1

The Board hereby resolves to establish a Committee of the Board to be known as the
Audit Committee (The Committee). The Committee is a Non-Executive Committee of the
Board and has no executive powers, other than those specifically delegated in these
Terms of Reference.

2.

Duties

2.1

The Committee is responsible for the following aspects of Risk Management - to review
the establishment and maintenance of an effective system of integrated governance, risk
management and internal control, across the whole of the Organisation’s activities (both
clinical and non-clinical), that supports the achievement of the Organisation’s objectives.
The Audit Committee provides an oversight of the activities of internal audit, external audit
and the local counter fraud service and the assurance on internal control, including
compliance with the law and regulations governing the Trust’s activities.

2.2

In particular, the Committee will review the adequacy and effectiveness of:
All risk and control related disclosure statements (in particular the Annual
Governance Statement and declarations of compliance with the Care Quality
Commission’s Core Standards), together with any accompanying Head of Internal
Audit statement, external audit opinion or other appropriate independent
assurances, prior to endorsement by the Board.
The underlying assurance processes that indicate the degree of the achievement of
corporate objectives, the effectiveness of the management of principal risks and the
appropriateness of the above disclosure statements.
The policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements.
The policies and procedures for all work related to fraud and corruption as set out in
Secretary of State Directions and as required by the Counter Fraud and Security
Management Service.

2.3

In carrying out this work the Committee will primarily utilise the work of Internal Audit,
External Audit and other assurance functions, but will not be limited to these audit
functions. It will also seek reports and assurances from Directors and Managers as
appropriate, concentrating on the overarching systems of integrated governance, risk
management and internal control, together with indicators of their effectiveness.

2.4

This will be evidenced through the Committee’s use of an effective Assurance Framework
to guide its work and that of the audit and assurance functions that report to it.

2.5

Internal Audit
The Committee shall ensure that there is an effective internal audit function established by
management that meets mandatory NHS Internal Audit Standards and provides
appropriate independent assurance to the Audit Committee, Chief Executive and Board.
This will be achieved by:
Consideration of the provision of the Internal Audit service, the cost of the audit and
any questions of resignation and dismissal.
Review and approval of the Internal Audit strategy, operational plan and more
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detailed programme of work, ensuring that this is consistent with the audit needs of
the Organisation as identified in the Assurance Framework.
Consideration of the major findings of internal audit work (and management’s
response), and ensure co-ordination between the Internal and External Auditors to
optimise audit resources.
Ensuring that the Internal Audit function is adequately resourced and has
appropriate standing within the organisation.
Annual review of the effectiveness of internal audit.
The Head of Internal Audit shall have a direct reporting line to the Committee and its
Chair.
2.6

External Audit
The Committee shall review the work and findings of the External Auditor appointed by the
Trust and consider the implications and management’s responses to their work. This will
be achieved by:
Consideration of the appointment and performance of the External Auditor.
Discussion and agreement with the External Auditor, before the audit commences,
of the nature and scope of the audit as set out in the Annual Plan.
Discussion with the External Auditors of their local evaluation of audit risks and
assessment of the Trust and associated impact on the audit fee.
Review all External Audit reports, including agreement of the annual audit letter
before submission to the Board and any work carried outside the annual audit plan,
together with the appropriateness of management responses.
The External Auditor shall have a direct reporting line to the Committee and its
Chair.
The Council of Governors has the responsibility to appoint or remove the Foundation
Trust’s Auditors.

2.7

Counter Fraud
The Committee shall review the work and findings of the Counter Fraud Service and
consider the implications and management’s responses to their work.
This will be
achieved by:
Discussion with the Local Counter Fraud Specialist.
Review and approve the annual Counter Fraud work plan.
Review of all reports, including investigations and proactive work in accordance
with the Counter Fraud Work Plan.

2.8

Management
The Committee shall request and review reports and positive assurances from Directors
and Managers on the overall arrangements for integrated governance, Risk Management
and internal control. The Audit Committee may also request specific reports from
individual functions within the Organisation (e.g. clinical audit) as they may be appropriate
to the overall arrangements.

2.9

The Audit Committee shall review the findings of other significant assurance functions,
both internal and external to the Organisation, and consider the implications to the
governance of the Organisation. These will include, but will not be limited to, any reviews
by Department of Health Arms Length Bodies or Regulators/Inspectors (e.g. Care Quality
Commission, NHS Litigation Authority, etc.), professional bodies with responsibility for the
18

performance of staff or functions (e.g. Royal Colleges, accreditation bodies, etc.).
2.10

In addition, the Committee will review the work of other committees within the Trust,
whose work can provide relevant assurance to the Audit Committee’s own scope of work.
In particular, this will include the Quality Assurance Committee, the Quality and Patient
Safety Group, and the HR & Workforce Development Committee. There are bi-monthly
Directors Performance & Strategy meetings that discuss and approve the more detailed
papers concerning the day to day operations of the Trust, thereby allowing the Audit
Committee to have a more strategic governance role.

2.11

The Committee is authorised by the Board to investigate any activity within its Terms of
Reference. It is authorised to seek any information it requires from any employee and all
employees are directed to co-operate with any request made by the Committee. The
Committee is authorised by the Board to obtain outside legal or other independent
professional advice and to secure the attendance of outsiders with relevant experience
and expertise if it considers this necessary up to a value of £1000 per individual piece of
advice. The Trust Board will be informed if the total annual cost of legal or other
independent professional advice exceeds £10,000.

2.12

The Audit Committee shall review the Annual Report and Financial Statements before
submission to the Board, focusing particularly on:
The wording in the Annual Governance Statement and other disclosures relevant to
the Terms of Reference of the Committee.
Changes in, and compliance with, accounting policies and practices.
Unadjusted mis-statements in the financial statements.
Major judgemental areas.
Significant adjustments resulting from the audit.
Letter of representation
Qualitative aspects of financial reporting.

2.13

The Committee should also ensure that the systems for financial reporting to the Board,
including those of budgetary control, are subject to review as to completeness and
accuracy of the information provided to the Board.

2.14

The Committee shall ensure the adoption and application of best practice governance and
decision making processes for making significant investments and divestments (those
over 2.5% of Trust turnover) in line with the NHS Act 2006, the Foundation Trust’s Terms
of Authorisation and Monitor’s REID guidance.

2.15

Ensure that planned asset replacement profiles are adequate and appropriately reflected
in the Trust’s cash flow planning.

2.16

Ensure that income risk, whether by finance regime change (e.g. PbR), CIP planning
progress or annual contractual negotiation, is being adequately prepared for, financial
planning recognised and Board reported.

3.

Membership including nominated deputies (where appropriate)

3.1

The Committee shall be appointed by the Board from amongst the Non-Executive
Directors of the Trust and shall consist of not less than three members. Nominated
deputies may attend in members’ absences. It is expected that members will attend at
least 4 of the bi-monthly meetings per year.
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4.

In Attendance

4.1

The Director of Finance, Board Secretary and appropriate Internal and External Audit and
LCFS representatives shall normally attend meetings. At every meeting there will be a
part of the Committee business that shall comprise of a meeting between the NonExecutive Directors and the Auditors and then the Non-Executive Directors only,
excluding any Trust officers that would normally attend.

4.2

The Chief Executive and other Executive Directors should be invited to attend, but
particularly when the Committee is discussing areas of risk or operation that are the
responsibility of that Director.

4.3

The Chief Executive should be invited to attend, at least annually, to discuss with the Audit
Committee the process for assurance that supports the Annual Governance Statement.

4.4

The Trust Secretary shall be Secretary to the Committee and shall attend. Minutes of the
meeting will be formally recorded. An approved schedule of key reports will be held by
the Secretary to the Committee.

5.

Quorum

5.1

A quorum shall be two members. One of the members will be appointed Chair of the
Committee by the Board. The Chairman of the Organisation shall not be a member of the
Committee.

6.

Frequency of Meetings

6.1

Meetings shall be held not less than four times a year, although it is planned to hold
meetings bi-monthly. The External Auditor or Head of Internal Audit may request
additional meetings if they consider it necessary.

7.

Reporting Arrangements into Trust Board

7.1

The minutes of Audit Committee meetings shall be formally recorded and submitted to the
Trust Board. The Chair of the Committee shall draw to the attention of the Board, any
issues that require disclosure to the full Board, or require executive action.

7.2

The Chair of the Committee will report to the Board at least annually on the completion of
its work in support of the Annual Governance Statement.

8.

Monitoring Compliance and Review Date

8.1

The Committee shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness, complying with NHSLA
Standards and recommend any changes it considers necessary to the Board for approval.
Reviewed: November 2012
Next Review Date: November 2014
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TERMS OF REFERENCE
REMUNERATION COMMITTEE
1.

Purpose
The purpose of the Remuneration Committee is to determine appropriate appointment
remuneration and particular Terms of Service (as specified below) for the Chief Executive
and Executive Directors that are in the interests of the Trust.

2.

Duties

2.1

To agree and approve the objectives for the Chief Executive for the forthcoming financial
year.

2.2

To receive a report from the Chairman on the Chief Executive for the year under review.

2.3

To determine the terms of appointment and remuneration package for the Chief Executive.

2.4

To determine the terms of appointment and remuneration package of the Executive
Directors and Directors using guidance from the Chief Executive.

2.5

To receive a report from the Chief Executive on the Executive Directors, Directors and
Medical Staff contracted for more than 10 Programmed Activities and for individuals on
any other extraordinary outlying salaries for the year under review.

2.6

To consider all remuneration issues for the Executive Directors and Directors, having
regard to the principles of Corporate Governance (i.e. openness, fairness and probity) and
the overall affordability within the Trust budget.

2.7

To be informed by the Director of Human Resources of all new employment legislation,
Government guidance and circulars, Trust policies and any other matters relating to
remuneration issues for Trust staff in order for the Remuneration Committee to give a
decision on such subjects.

2.8

To occasionally seek independent advice regarding salaries and pay scales and
conditions of service for Executive Directors and Directors.

2.9

A Non-Executive Director from the Remuneration and Terms of Service Committee will
attend as a member the Clinical Excellence Awards Committee for Consultants and the
Discretionary Points Committee for Associate Specialists and Staff Grade Doctors and will
also attend any follow on appeals.

3.

Membership including nominated deputies (where appropriate)
All Non-Executive Directors are members of the Remuneration Committee.

4.

Quorum
A quorum is the Chair and 2 Non-Executive Directors.

5.

Frequency of meetings
The committee will meet at least annually or more frequently if required.

6.

Reporting arrangements
Annual Report for Governors.
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8.

Monitoring Compliance and Review date
The Committee shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness, complying with NHSLA
Standards and recommend any changes it considers necessary to the Board for approval
Reviewed: May 2013
Next Review Date: May 2015
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SECTION 3:
STATUTORY COMMITTEES/FORUMS
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1.

TERMS OF REFERENCE
DOCTORS AND DENTISTS JOINT NEGOTIATING COMMITTEE
Purpose
The Doctors and Dentists Joint Negotiating Committee (DDJNC) is established in
accordance with the Trust’s Recognition Agreement and is the standing group for doctors
and dentists. The DDJNC shall negotiate and consult upon matters relating to doctors and
dentists.

2.

Duties

2.1

To promote good industrial relations and improvement in the quality of working life for
doctors and dentists.

2.2

To discuss any Trust policy or other matters affecting the employment of doctors and
dentists in the Trust, with a view to reaching agreement.

2.3

To consult on questions of interpretation about the detailed application of terms and
conditions of employment for doctors and dentists.

2.4

To consult on local rules and procedures specific to doctors and dentists.

3.

Membership including nominated deputies (where appropriate)
Management: Up to 4 representatives, with authority to negotiate, nominated by the Chief
Executive. One of the representatives will be the Medical Director or their nominated
representative.
Staff: Up to 10 doctor or dentist representatives, employed by the Trust. This will include 2
junior doctor representatives, 1 for grade ST 1-3 and 1 for grade ST 4-6
A full time official of the British Medical Association may attend meetings in a fully
participating role. Others may be co-opted as and when required to provide specialist help
and advice with the prior agreement of the Chair.

4.

Quorum
The meeting will be quorate if there are 2 representatives from the Management and at
least 1 representative from the east and 1 representative from the west present.

5.

Frequency of Meetings
Meetings shall be held on a quarterly basis or at more frequent intervals if this is required
by either Management or Staff.
Meetings may be cancelled by agreement of both parties, where there is no business to
transact.

6.

Reporting arrangements
The DDJNC will report to the HR and Workforce Development Committee.

8.

Monitoring Compliance and Review Date
The Committee shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness, complying with NHSLA
Standards and recommend any changes it considers necessary to the Board for approval.
Reviewed: May 2013
Next Review Date: May 2015
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TERMS OF REFERENCE
TRADE UNION PARTNERSHIP FORUM
1.

Purpose

1.1

The purpose of the Partnership Forum is to promote a culture of partnership working with
recognised Trade Unions and ensure good employee relations within the Trust for the
benefit of staff.

1.2

Resolutions of the Partnership Forum shall not be binding on either side but shall be
recommendations only to the respective parties (the Trust and the Union) whose ratification
shall be required before an agreement is deemed to be reached.

2. Duties
2.1 To establish and maintain regular methods of negotiation, consultation and provision of
information between the Trust and staff.

2.2 To ensure formal consultation on all Trust matters affecting staff and their employment.
2.3 To consult and negotiate on proposed changes to staff terms and conditions.
2.4 To give consideration of the implications for staff of service review and new ways of
working.

2.5 To give consideration of the implications for staff of NHS reorganisation at a national or
local level and to work in partnership to achieve implementation.

2.6 To review, update, produce and agree policies, procedures/frameworks that concern staff
conditions and working practices in line with amended or new legislation and regulations.

2.7 To consider Learning and Development and Equality and Diversity as standing Partnership
Forum items.

3.

Membership including nominated deputies (where appropriate)
Management: Up to 5 representatives including the Director of Human Resources
Staff: Up to 12 representatives.
Additional members maybe co-opted including full time Trade Union Officers for specific
items on the agenda. The joint secretaries should be given at least 48 hours notice of any
such co-option.
A separate Staff side meeting will take place
Membership will be subject to annual review.
Staff will provide as much notice as practical to their line manager when requesting release
from duties to attend meetings. Whilst bearing in mind the demands of the service, line
managers should ensure requests are not unreasonably withheld.

4.

Quorum
The Forum will be quorate if there are 2 representatives from the Management (including
one authorised to speak for the Chief Executive) and 4 representatives from the Staff, at
least 2 of whom will be representing two of the three main Unions: Unison, RCN or Unite.

5.

Frequency of Meetings
The Forum shall meet Bi-monthly, more frequently if required.
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6.

Reporting arrangements
The Forum reports into HR and Workforce Development Committee.

8.

Monitoring Compliance and Review Date
The Forum shall, at least once a year, review its own performance and Terms of Reference
to ensure it is operating at maximum effectiveness, complying with NHSLA Standards and
recommend any changes it considers necessary to the Board for approval.

Reviewed: May 2013
Next Review Date: May 2015
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TERMS OF REFERENCE
CHARITABLE FUNDS COMMITTEE
1.
1.1

Purpose

2.

Duties

2.1

The committee is responsible for the aspects of Risk Management concerning the
compliance of requirements by statute/law, Foundation Trust Regulator, Charity
Commission and the Trust’s governing policies in so far as they apply to charitable
fund matters.

2.2

To receive a report on the performance of the stockbrokers and to consider whether
any action is required.

2.3

To approve and monitor the terms of agreement (Income: Capital Growth) relating to
the investment broker on management of the portfolios.

2.4

To monitor the level of funds held and make recommendations to the Foundation
Trust Board if action is required.

2.5

To receive an expenditure and income report for each fund at each meeting.

2.6

To consider any other issues relating to Charitable Funds referred to the Committee
by the Foundation Trust Board or Directors.

2.7

To review the appointment of investment brokers at least every three years based
on performance.

2.8

To approve, organise and monitor the policy on Charitable Funds Income
Generation schemes that may arise from time to time.

2.9

To approve and monitor an overall expenditure policy that sets the pace at which
funds may be extinguished.

The purpose of the Charitable Funds Committee is to manage and monitor the
Charitable Fund Investments of the Trust.

2.10 To ensure the Foundation Trust Board is provided with a copy of the Committee’s
minutes.
2.11 An approved schedule of key reports will be held by the Secretary to the Committee.

3.

Membership including nominated deputies (where appropriate)

3.1

The Chairman of the Committee shall be a Non-Executive Director appointed by the
Foundation Trust Board.
The Committee shall comprise of the Chairman of the Committee and two NonExecutive Directors of the Foundation Trust Board and the Director of Finance.
All members of the Foundation Trust Board as Trustees of the Charitable Funds
shall have the right to attend Committee meetings ex officio.
The Chief Accountant (who will act as Secretary) shall attend Committee meetings
as required but shall not be a full member of the Committee.
A representative from the investment brokers will be invited to be in attendance as
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required.
Nominated deputies may attend in members’ absences.
It is expected that members will attend at least 2 of the 3 meetings per year.

4.

Frequency of Meetings

4.1

The Committee will meet at least three times each year. An ad hoc meeting can be
arranged between the regular meetings at the request of any member of the
Committee.

5.

Quorum

5.1

The Committee will be quorate if at least three members attend, one of whom must
be the Director of Finance & Performance Management or designated deputy.

6.

Reporting

6.1

The Committee will report to the Trust’s Board. The Chair of the Committee shall
draw the attention of the Board to any significant issues that require disclosure to the
full Board or that require executive action.

7.

Monitoring Compliance and Review Date

7.1

The Committee shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness, complying with
NHSLA Standards and recommend any changes it considers necessary to the
Board for approval.

7.2

Reviewed: May 2013
Next Review Date: May 2015
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TERMS OF REFERENCE
HEALTH & SAFETY GROUP
1.

Purpose

1.1

The purpose of the Health and Safety Group is to promote safety standards, ensure the
implementation of overarching health and safety principles, and develop systems
promoting health and safety within the working environment.

1.2

All parties recognise the importance of establishing and maintaining a healthy and safe
working environment. Agreement between the Trust and the Unions will help meet the
varied requirements of all concerned.

1.3

The Group will work in partnership to ensure that, so far as is reasonable practical, all
steps are taken to instigate, develop and carry out measures to ensure the health and
safety of employees. This will also include persons who are not employees of the
Organisation.

2.

Duties

2.1

The Group is responsible for the following aspects of Risk Management:
To review Health and Safety Incident Reports to establish statistics and trends and
advise on preventative programmes throughout the Trust.
To raise matters relating to the health, safety and welfare of employees of the Trust
and to make recommendations to management for executive action.
To consider any matters relevant to health, safety of welfare referred to it by the
Group or Staff Organisations or any other body recognised by the Trust.
Identification of health and safety and security aspects of proposed changes to the
work place and the implementation of new health and safety laws and regulations.
Consideration of all matters relating to security management.
To develop and review health and safety policies ensuring appropriate expertise
has been sought recommending policies to the Quality Assurance Committee for
final approval.
To ensure that those health and safety policies with a direct staff impact and which
have been endorsed by the Quality Assurance Committee are also discussed at the
Partnership Forum for ratification.
To assist in the development of rules and safe systems of work.
To review and develop training in health and safety and review health and safety
training needs prior to validation by the Quality Assurance Committee.
To review feedback from the Trust annual health and safety self audit programme.
To review PPM schedule reports produced by the Estates Directorate.

2.2

Other duties of the Group include:
Promote cooperation amongst all staff in instigating, developing and monitoring
measures in order to ensure the health, safety, welfare and security of all who may
be affected by Trust activities.

3.

Membership including nominated deputies (where appropriate)

3.1

The Constitution for the Health and Safety Group comprises of both Trust employees and
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representatives from the following Trade Unions:
Unison
Unite
British Dietetics Association
British Medical Association
Chartered Society of Physiotherapists
Royal College of Nursing (RCN)
Society of Chiropodists and Podiatrists
3.2

Membership of the Group comprises the following (if representatives are unable to attend a
deputy must be identified to attend in their place).
Director of Quality
HR Director
Director of Estates
Accredited Health and Safety Representative from the above Unions
Trust Health and Safety Team
Occupational Health
Fire Officer
Infection, Prevention & Control
Senior Manager Directorate representative for: Executive Nurse Directorate,
Community Health Services, Mental Health Services and Children & Young Peoples
Services.
The Group will be Chaired on an alternative basis between Executive Level (Director of
Quality) and Union Representative.
Attendance lists will be kept.

4.

Quorum

4.1

The Group will meet if at least 4 managers and a Union representative are in attendance.

4.2

Non-accredited Health and Safety Representatives do not have a vote within the Health
and Safety Group.

5.

Frequency of Meetings

5.1

The Group will meet quarterly and all members are expected to attend where possible.

5.2

An agenda for each meeting will be circulated to all Group members at least one week
prior to the event in order for individuals to brief themselves on requirements.

5.3

Agenda items should be notified to the Chair in sufficient time for them to be sent out with
the agenda.

6.

Reporting arrangements

6.1

The Group reports tot he HR and Workforce Committee.
Minutes of the Health and Safety Committee will be forwarded to the Partnership Forum
(PF) where they will be tabled as a standing item on the PF agenda.
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7.

Monitoring Compliance and Review Date
Compliance will evidenced by the Health and Safety Team undertaking an annual review
of its work against these Terms of Reference.
This will be monitored by the high level committee that this committee reports to (The
Quality Assurance Committee,).
Reviewed: May 2013
Next Review Date: May 2015
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SECTION 4:

OTHER COMMITTEES/GROUPS/MEETINGS
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1.0

TERMS OF REFERENCE
GOVERNOR’S STRATEGIC DIRECTION GROUP (DRAFT)
Purpose

1.1

The purpose of the Strategic Direction Group is to enable Governors to contribute to,
and shape, the Strategic Direction of the Trust.

1.2

The Strategic Direction Group will be jointly chaired by a Governor and a NonExecutive Director. The Joint Chairs will meet following each Council of Governors
meeting to agree items raised during the Council Meeting that need to be further
discussed at the Strategic Direction Group.

1.3

The Strategic Direction Group will report to the Council of Governors on their activities,
actions and outcomes. The Group will make recommendations for approval by the
Council of Governors.

2.0

Duties

2.1

To discus topics agreed by the joint chairs following each Council of Governors
meeting. The outcome and any recommendation produced by the Strategic Direction
Group will be reported back the Governors at the next Council meeting for approval.

3.0

Membership

3.1

Membership of the Strategic Direction Group will consist of Governors, one of whom
shall act as the Joint Chair along with one who will be the Non-Executive Joint Chair.

3.2

Other attendees will be co–opted as required.

4.0

Quorum

4.1

The Strategic Direction Group will be deemed quorate to the extent that the following
are present :
One of the Joint Chairs
Three Governors

5.0

Frequency

5.1

The Strategic Direction group will meet quarterly.

6.0

Reporting arrangements into this Group

6.1

There are no committees or groups that report directly into the Strategic Direction
Group although the group may request information and representation from other
Governor groups.

7.0

Reporting arrangements

7.1

The Strategic Direction Group will be formally minuted. All papers and minutes will be
accessible to all Governors. The Strategic Direction Group will report to the Council of
Governors.

8.0

Monitoring Compliance and Review Date

8.1

The Strategic Direction Group shall, at least once a year, review its own performance
against the agreed Terms of Reference to ensure it is operating at maximum
effectiveness, and recommend any changes it considers necessary to the Council of
Governors for approval.
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8.2

Review Date: May 2013
Next Review Date: May 2015
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1.0

TERMS OF REFERENCE
SIGNIFICANT ISSUES OVERVIEW GROUP (SIOG) (DRAFT)
Purpose

1.1

The purpose of the SIOG is to enable Governors contribute to, and shape, the
Strategic Direction of the Trust.

1.2

The SIOG will be chaired by the Lead Governor.

1.3

The SIOG will report to the Council of Governors on their activities, actions and
outcomes. The Group will make recommendations for approval by the Council of
Governors.

2.0

Duties

2.1

The duties of the SIOG are to:
Contribute to providing a vehicle to assure the Governors of significant issues
occurring within the Trust.
Provide a forum at which interested Governors can discuss and debate
significant issues.
Provide a conduit through which the whole Council of Governors can be briefed
and informed on potential upcoming issues.
Provide a working definition of what constitutes a significant issue.
example, this may include:

For

o Issues that may impact greatly on the overall quality and provision of services
to patients.
o Issues which may have an adverse impact on the reputation of the Trust.
o Issues relating to the outcomes and findings from regulatory bodies.

3.0

Membership

3.1

Whilst the membership of the SIOG will be open to any Governor who chooses to
attend, there will be a core of Governors who have agreed to regularly sit on the SIOG.

3.2

Other attendees who are not Governors may be co–opted as required.

4.0

Quorum

4.1

The SIOG will be deemed quorate to the extent that the following are present :
Four Governors including the Lead Governor.

5.0

Frequency

5.1

Whilst the SIOG will meet quarterly, the nature of the work of the SIOG will necessitate
ad-hoc, short notice meetings via email or telephone.

6.0

Reporting arrangements into this Group

6.1

There are no committees or Groups that report directly into the SIOG although the
group may request information and representation from other Governor groups.

7.0

Reporting arrangements

7.1

The SIOG will be formally minuted. All papers and minutes will be accessible to all
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Governors. The SIOG will report to the Council of Governors.

8.0

Monitoring Compliance and Review Date

8.1

The SIOG shall, at least once a year, review its own performance against the agreed
Terms of Reference to ensure it is operating at maximum effectiveness, and
recommend any changes it considers necessary to the Council of Governors for
approval.
Review Date: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
QUALITY ASSURANCE COMMITTEE
1.0

Purpose

1.1

The purpose of the Board Quality Assurance Committee is to assist the Board
obtaining assurance that high standards of care are provided and any risks to quality
identified and robustly addressed at an early stage. The Committee will work with the
Audit Committee to ensure that there are adequate and appropriate quality
governance structures, processes and controls in place throughout the Trust to:
Promote safety and excellence in patient care.
Identity, priorities and manage risk arising from clinical care.
Ensure efficient and effective use of resources though evidence based clinical
practice.
The Committee is responsible for the following aspects of Risk Management:
Receiving assurance that robust Quality Governance structures are in place.
Scrutinising and challenge quality indicators and ensuring that themes and
Organisation wide learning and improvement are taking place.
Ensuring that risks to quality are proactively identified and robust action plans
are in place to address these and are fully implemented.

2.0

Duties

2.1

To ensure that there are robust systems in place across all services and all levels
within the Trust to enable the Trust to effectively monitor quality performance across
all three domains of quality.

2.2

To ensure that the Trust’s Quality Governance system is in line with Monitor
Compliance Framework and that this is reviewed annually or in line with any updates.

2.3

To seek assurance that robust and timely systems and processes are in place to
proactively ensure compliance with the CQC essential standards of Quality and Safety
and that any remedial action is taken in a timely and outcome focused way.

2.4

To ensure the delivery of the Trust strategies relating to Clinical Effectiveness, Patient
and Public Involvement and Risk Management and the Trust agreed priorities
published in the Trust Quality Account.

2.5

To undertake Executive Walkabouts to gain first hand assurance regarding the quality
of services and to report any significant findings to the Committee for action.

2.6

To seek assurance that robust and timely systems or programmes are in place in
respect of Patient Safety, including:
Effective systems for the reporting, scrutiny and implementation of actions arising
out of adverse incident and external enquires.
Safeguarding (Children and Adults) including training and lessons learnt and
action plans implemented.
Infection Control including policies, training and audit and inspection.
Procurement, management and maintenance of Medical devices.
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Monitoring and compliance with national patient safety, medical device and drug
alerts.
Effective management and learning from clinical claims/complaints/SUIs.
Early Warning Trigger tool exception report.
2.7

To seek assurance that robust and timely systems or programmes are in place in
respect of Clinical Effectiveness, including:
Effective Medicines Management.
Timely review of NICE Guidance, technology appraisals and other national
guidelines or regulations and the implementation of action plans.
Effective delivery of the Trust Annual Clinical Audit programme and the
implementation of actions to improve standards and quality effective.

2.8

To be assured that process are in place for ;
The analysis, understanding and monitoring of lessons learnt from complaints
Programmes for the development and implementation of patient reported
outcome measures
Patient experience Surveys, feedback and CQC patient surveys and associated
action plans

2.9

To gain assurance that processes are in place to collect patient experience and that
this leads to improvement plans where appropriate.

2.10

To receive assurance as to the quality of investigations, responses and lessons learnt
arising out of complaints.

2.11

To scrutinise and challenge information and reports in relation to the three domains of
quality to ensure that themes, Organisation wide learning / improvement are being
addressed.

2.12

To identify potential risks to quality and ensure that these are being reported via the
risk register and that there are robust plans to mitigate the risk.

2.13

To regularly review risk register items pertaining to Quality, Clinical Governance and
Risk.

2.14

To ensure the delivery of the Trust strategies relating to Clinical Effectiveness, Patient
and Public Involvement and Risk Management and the Trust agreed priorities
published in the Trust Quality Account.
To make recommendations to the Audit Committee concerning the annual programme
of internal audit in relation to Quality, Clinical Governance and Patient Safety.

2.15

2.16

To provide assurance to the Audit Committee on the management of key risks and
issues to ensure an integrated approach to governance.

3.0

Membership

3.1

The membership of the Committee will consist of :
Non-Executive Directors (4) (one of whom will chair the Committee).
Medical Director (or representative).
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Director of Nursing (or representative).
Director of Quality.
Specialists would be co-opted as required.
3.2

The Committee may undertake a programme of ‘deep dives’ agreed in advance and
invite other attendees for these as required.

4.0

Quorum

4.1

The Committee will be deemed quorate to the extent that the following are present:
Medical Director or Director of Nursing or their representatives.
Director of Quality or a representative.
At least two Non-Executive Directors.
As a Board Committee, only Non-Executive Directors or Executive Directors have the
delegated authority to make decisions.

5.0

Frequency

5.1

The committee shall meet bi monthly.

6.0

Reporting arrangements into the Board

6.1

The committee will be formally minuted with approved minutes being accessible to all
Board members

6.2

The committee will report to the Board in order that the Board can gain assurance as
to the quality of services

6.3

The Committee will report twice yearly to the Audit Committee

6.4

The Chair of the Committee shall draw the attention of the Board to any significant
issues or those that require Board action

7.0

Monitoring Compliance and Review Date

7.1

The Committee shall, at least once a year, review its own performance against the
agreed Terms of Reference to ensure it is operating at maximum effectiveness,
complying with NHSLA Standards and recommend any changes it considers
necessary to the Board for approval.
Review Date: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
HR & WORKFORCE DEVELOPMENT COMMITTEE
1.

Purpose
The purpose of the HR & Workforce Development Committee is to support and advise the
Board on HR performance, strategic plans, programmes and policy, strategic direction and
assurance.

2.

Duties

2.1

The Committee is responsible for the following aspects of Risk Management:
The Committee is responsible for the monitoring of recruitment, training and
support of staff in accordance with the CQC Essential Standards of Quality &
Safety and NHS LA Risk Management Standards.

2.2

Other duties include:
Develop and monitor the implementation of Trust strategic Human Resource (HR)
and Staff Development plans and programmes.
Consider analysis of HR and Staff Development data to improve performance and
productivity.
Ensure that HR management, Occupational Health and Learning and Development
strategies are effective.
Final endorsement of Trust HR policies.
To agree Trust future workforce strategies and plans.
To ensure staff views, ideas and feedback are elicited, listened to and acted upon
to support the Trust Vision.
To monitor compliance with the Recruitment & Selection policy against Care
Quality Commission Essential Standards of Quality and Safety and NHS
Employment Check Standards.
To make recommendations to the Audit Committee concerning the annual
programme of internal audit in relation to any HR issues.
To provide assurance to the Audit Committee on the management of key risks,
including health and safety, and issues to ensure an integrated approach to
governance.

3.

Membership including nominated deputies (where appropriate)
Non-Executive Director (Chair)
Non-Executive Director
Director of Human Resources
Chief Executive
Directors
Associate Director of Human Resources
Other HR staff determined by the Director of Human Resources as appropriate to
the agenda

4.

Quorum
NED (or nominated Executive Director) and three others.
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5.

Frequency of Meetings
The Committee will meet quarterly.
Meetings will normally last no more than two hours.

6.

Reporting arrangements into this committee
Trade Union Partnership Forum (TUPF) and Doctors and Dentists Joint Negotiating
Committee (DDJNC), and the Health and Safety Group.

7.

Reporting arrangements into the Board
The Committee will report to the Board.

8.

Monitoring Compliance and Review Date
The committee will review annually the work it has done in line with the Terms of
Reference.
Reviewed: May 2013
Next Review Date: May 2015
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1.

TERMS OF REFERENCE
MENTAL HEALTH ACT HOSPITAL MANAGERS COMMITTEE
Purpose
The Committee acts on behalf of the Foundation Trust Board and its decisions must be
approved by the Board.
The Committee will undertake the following duties:

a. to ensure that the provisions of the Mental Health Act 1983 incorporating
amendments made under the Mental Health Act 2007, the Mental Health Act
Code of Practice 2008 and any new associated Codes of Practice, changes in
case law / legislation are appropriately applied to the individual patient and
that the Act is administered accordingly; and

b. To conduct the review process for detained patients and to ensure that the
Hospital Managers statutory responsibilities are discharged in accordance with
the required provisions of the Mental Health Act 1983 and Mental Health Act
2007 and in accordance with such restrictions and Conditions as the Board
thinks fit.
Dorset HealthCare University NHS Foundation Trust to produce reports for the Trust
Board based on the quarterly Performance Report prepared for the Mental Health Act
Hospital Managers and other relevant issues.
The Committee will ensure adherence with the Scheme of Delegation for the Mental
Health Act 1983, as amended by the Mental Health Act 2007.
To carry out other tasks as may be required of it by the Board of Directors.

2.

Duties
The Committee is responsible for the following aspects of Risk Management:
To oversee the lawful detention and treatment of service users under the Mental
Health Act 1983 as amended by the Mental Health Act 2007.
To monitor the use of the Mental Health Act 1983 as amended by the Mental
Health Act 2007 across the Trust.
To ensure the reporting of deaths of detained patients to the Care Quality
Commission (Outcome 19 of the CQC Essential Standards of Quality & Safety).
To ensure the reporting of instances of absence without leave to the Care
Quality Commission (Outcome 19 of the CQC Essential Standard of Quality &
Safety).

3.

Membership including nominated deputies (where appropriate)
The Committee will comprise of the Chairman and Non-Executive Directors of the
Dorset HealthCare University NHS Foundation Trust Board (who are Mental Health Act
Hospital Managers) and all the co-opted Mental Health Act Hospital Managers.
The Chairman of the Committee will be a Non-Executive Director of Dorset HealthCare
University NHS Foundation Trust Board or a Mental Health Act Hospital Manager who
has been approved by the Trust Board to act as Chairman. The Vice Chairman of the
Committee will be an experienced Mental Health Act Hospital Manager where the
Chairman is a Non-Executive Director. Where the Chairman of the Committee is a
Mental Health Act Hospital Manager the Vice Chairman will be a Non-Executive
Director. The positions of Chairman and Vice Chairman of the Mental Health Act
Hospital Managers Committee will be approved by the Trust Board.
42

The following staff will be required to provide executive attendance at Committee
Meetings:
Director, Mental Health Services.
Consultant Psychiatrist Representative.
Associate Director Inpatient Services.
Mental Health Legislation Manager.
Mental Health Act Hospital Managers must attend at least two meetings per year.

4.

Quorum
For Committee meetings to be quorate, the following attendance will be required:
The Chairman or Vice Chairman of the Committee.
At least one other Non-Executive Director.
At least four Mental Health Act Hospital Managers.
One of the following executives from the Trust:
o

Director, Mental Health Services.

o

Associate Director Inpatient Services.

As a Board Committee, only Non-Executive Directors or Executive Directors have the
delegated authority to make decisions.

5.

Frequency of Meetings
Meetings will take place four times each year.

6.

Reporting arrangements into this committee
All reports will be produced by the Mental Health Legislation Manager and agreed by
the Chairman or Vice Chairman of the Mental Health Act Hospital Managers Committee
for inclusion with their Committee Agenda.

7.

Reporting arrangements into Trust Board
The Mental Health Legislation Manager will be responsible for submitting the following
items to the Trust Board:
Mental Health Act Hospital Managers Quarterly Information Report.
Minutes from the Mental Health Act Hospital Managers Committee meetings.
Requests for re-appointment of Mental Health Act Hospital Managers.
Any other documents or reports as requested by the Mental Health Act Hospital
Managers Committee.
The Chair of the Committee shall draw the attention of the Board to any significant
issues or those that require Board action.

8.

Monitoring Compliance and Review Date
The Committee shall, at least once a year, review its own performance to ensure it is
operating at maximum effectiveness, complying with NHSLA Standards and
recommend any changes it considers necessary to the Board for approval.
The Terms of Reference will be reviewed on a three yearly basis, or sooner if required.
Reviewed: 9 July 2012
Next Review Date: 9 July 2016
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TERMS OF REFERENCE
DIRECTORS MEETING
1.

Purpose
The Directors meeting is responsible for the day to day management of the Trust.
The purpose of the Directors Meeting is to deliver, manage and implement the Trust
objectives, corporate priorities, and financial and performance targets.
The Directors Meeting is the opportunity for the Directors to review high level performance
and give a strategic focus which is clearly supported by having had more in-depth work
done by supporting structures outside the meeting.

2.

Duties

2.1

The Meeting is responsible for the following aspects of Risk Management:
Undertaking a regular review of the Corporate Risk Register ensure that
risks are identified and appropriately managed.

corporate

Agreeing and monitoring the NHSLA Risk Management action plan.
Agreeing the LSMS Annual Plan and Report.
Reviewing the Assurance Framework and Annual Governance statement annually.
Receiving the quarterly litigation report and identifying lessons to be learnt.
Considering and responding to key clinical governance issues raised by individual Directors.
2.2

To contribute to the development of and to be responsible for the implementation of the
Trust‘s strategic development.

2.3

To contribute and ensure the development of the Trust Annual Report in line with Monitor
Annual Reporting Requirements and to monitor progress in implementing the Trust’s Annual
Plan.

2.4

To ensure the efficient and effective use of all Trust resources, delivery of the Trust
performance and quality targets and to receive the following reports:
Quality Report
Finance Report
Performance Report
HR Report

3.

Membership including nominated deputies (where appropriate)
The Directors meeting is chaired by the CEO and attended by all Trust Directors as below:
Chief Executive
Medical Director
Executive Director of Nursing
Director of Mental Health Services
Director of Children’s and Young Peoples Services
Director of Quality
Director of Human Resources
Director of Finance
Director of Community Health Services
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Members are expected to prioritise attendance. In exceptional circumstances may send
deputies to the meetings as agreed with Chief Executive.

4.

Quorum
The meeting will be quorate if the following attend:
3 Directors.

5.

Frequency of Meetings
The Directors meeting will happen twice monthly with one meeting focusing on the delivery
of Trust Strategy and the other on overall performance.

6.

Reporting arrangements into this Meeting
Any significant issues from Directorate Management Groups should be reported to this
meeting.
The Information Governance Steering Group and the Quality and Patient Safety Group
report into this Group.

7.

Reporting arrangements into the Board
Reports to Trust Board of Directors who will have access to minutes and agendas
The Chief Executive shall draw the attention of the Board to any significant issues or those
that require Board action.

8.

Monitoring Compliance and Review Date
The Directors shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness and recommend any changes
it considers necessary to the Board for approval.
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
QUALITY and PATIENT SAFETY GROUP
1.0

Purpose

1.1

The purpose of the Quality and Patient Safety Group is to provide scrutiny and
overview of clinical risk and quality within the Trust

1.2

To set the clinical standards for quality across the Trust, learning from local and
national reports

1.3

To coordinate quality processes across directorates ensuring shared learning and
identification of any trends within and across services.

1.4

To ensure that there is a strong clinical voice leading quality improvement processes
within the organisation.

2.0

Duties – The group is responsible for the following aspects of Risk Management:

2.1

To review the monthly Quality Dashboard to identify any areas below the expected
standards and to ensure that appropriate action are in place to address these and
improve the position.

2.2

To review the monthly Trust wide Incident Report ensuring lessons are learnt and
trends identified/ investigated and appropriate action taken.

2.3

To review and agree recommendations arising out of the review of Serious Incidents
across the Trust, ensuring shared learning across the Trust and to monitor that the
recommendations are implemented and required outcomes achieved.

2.4

To monitor any ‘early warning signs’ through the use of warning Trigger Tools such as
the EWWT/QuEST.

2.5

To review and agree action plans to achieve the required outcomes following CQC
inspections, including identifying themes and agreeing Directorate/Trust wide
programmes to improve compliance.

2.6

To approve clinical policies ensuring that they meet NHSLA requirements, National
standards and best practice.

2.7

To review relevant National reports and guidance and identity areas for implementation
to ensure that services are meeting National standards and recognise best practice
across the Trust.

2.8

To review the Trust’s mortality data to ensure there are no outliers or adverse trends.

2.9

To contribute to the development and monitoring of the Trust Clinical Audit Plan
focusing on improving clinical practice and outcomes for patients.

2.10

To review the results of clinical audits undertaken and agree necessary
implementation/ improvement plans and to monitor implementation of these.

2.11

To agree the relevance of NICE Guidelines to the range of Trust Services and to agree
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2.12

baseline assessments, action plans and monitor implementation.
To ensure that the Trust wide quality initiatives and priorities e.g. outcome measures
and Francis actions, are being taken forward and delivered across the Trust.

2.13

To review clinical outcome measures across services to identify any variation and
agree appropriate action.

2.14

To review patient experience information including complaints and claims to ensure
that lessons are learnt and improvement actions are in place where required.

2.15

To ensure that any risks to clinical care and Quality are reflected in the Risk Register
and appropriately managed in a timely way to reduce/eliminate the risks.

2.16

To receive updates from all supporting committees/groups/forums/meetings regarding
issues of quality and clinical risk and how standards are being met.

2.17

To receive monthly updates from Operational Directorates regarding issues of quality
and clinical risk and how standards are being met.

2.18

To be a forum for clinical concerns to be raised and acted upon.

3.0

Membership

3.1

The membership of the group will consist of :
The Trust’s Executive Team
Chair of Professional Advisory Groups – other clinical representatives will be
co-opted as required
Chief Pharmacist
Head of Patient Safety and Risk
Head of Clinical Effectiveness and Risk
Trust PPI Lead
Patient/Carer representation

3.2

Other attendees will be co–opted as required.

4.0

Quorum

4.1

The Quality and Patient Safety Group will be deemed quorate to the extent that the
following are present :
Chief Executive or Deputy
Medical Director or representative
Nurse Executive Director or representative
Director of Quality or representative
Director of operational services or representative.

5.0

Frequency

5.1

The Quality and Patient Safety Group shall meet monthly

6.0

Reporting arrangements into this Group

6.1

This Quality and Patient Safety Group will be supported by the following groups:
Professional Advisory Groups
Combined Safeguarding Group
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Medicine Management Group
Patient and Public Involvement and Experience Group
Infection Prevention and Control Group
Medical Devices Group
SUI Panel
6.2

The Sub groups and Directorate Meetings to complete a brief one page update for the
Quality and Patient Safety Group.

7.0

Reporting arrangements

7.1

The Quality and Patient Safety Group will be formally minuted. All papers and minutes
will be accessible to all Board members

7.2

The Quality and Patient Safety Group will report to the Directors meeting.

7.3

The Chair of the Quality and Patient Safety Group shall draw to the attention of the
Directors any significant issues or those that require Directors/Board action

8.0

Monitoring Compliance and Review Date

8.1

The Quality and Patient Safety Group shall, at least once a year, review its own
performance against the agreed terms of reference to ensure it is operating at
maximum effectiveness, complying with NHSLA Standards and recommend any
changes it considers necessary to the Board for approval.
Review Date: April 2013
Next Review Date: April 2014
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TERMS OF REFERENCE
INFORMATION GOVERNANCE STEERING GROUP
1.

Purpose
The purpose of the Information Governance Steering Group (IGSC) is to provide both
support and drive the broader information governance agenda and provide the Director’s
Meeting with the assurance that effective information governance best practice
mechanisms are in place within the Organisation.

2.

Duties

2.1

The Group is responsible for the aspects of Risk Management as follows:
Compliance with statute, Foundation Trust Regulator and Trust policies and
procedures in matters relating to information governance.
The Steering Group is authorised by the Directors Meeting to investigate any
activity within its Terms of Reference. It is authorised to seek any Information
Governance information it requires from any employee and all employees are
directed to co-operate with any Information Governance request made by the
Group. The Group are also authorised to implement any activity that is in line with
the Terms of Reference, as part of the Information Governance work programme,
which shall be signed off by the Directors Meeting.
The IGSC may commission other time limited groups for ad-hoc pieces of work
relating to the overall information governance agenda including other risk reducing
initiatives.
Other duties of the Group include:
To ensure that an appropriate comprehensive information governance framework
and systems are in place throughout the Organisation in line with national
standards.
To inform the review of the Organisation’s management and accountability
arrangements for Information Governance.
To develop an Information Governance policy and associated Information
Governance implementation strategy and/or maintain the currency of the policy.
To prepare the annual Information Governance Toolkit assessment for sign off by
the Board prior to formal submission.
To develop the Organisation’s Information Governance work programme.
To ensure that the Organisation’s approach to information handling is
communicated to all staff and made available to the public.
To coordinate the activities of staff given data protection, confidentiality, security,
information quality, records management and Freedom of Information (FOI)
responsibilities. To receive and discuss reports from the Caldicott Guardian, FOI
lead, Data Protection Officer (DPA requests), Information Security Officer,
Registration Authority lead, Senior Information Risk Owner (SIRO), Information
Asset Owners as required or by exception and external bodies such as the CQC.
To offer support, advice and guidance to the Caldicott Function and Data Protection
programme within the Organisation.
To monitor the Organisation’s information handling activities to ensure compliance
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with law and guidance.
To ensure that training made available by the Organisation is taken up by staff as
necessary to support their role and to maintain a mapping of required training to
role.
Provide a focal point for the resolution and/or discussion of Information Governance
issues.
To ensure that Privacy Impact Assessments, in accordance with the Information
Commissioner’s Office Guidance, are undertaken where new information
processes are likely to involve a new use or significantly change the way in which
personal data is handled.
To ensure Trust staff has access to appropriate and up to date guidance on
keeping personal information secure and on respecting the confidentiality of service
users.
To review the assessment of Information Security Assurance requirements against
business criticalities and sign off work done before formal approval by the Trust
Directors Meeting.
To review Organisation process change requests submitted to the group and to
keep the documented procedure / guidance for change requests updated.
To act as the Data Quality Review Group for the Organisation, reviewing Data
Quality across the Trust on a regular basis.
To act as the Information Quality Group, reviewing the data quality improvement
plan and ensure that progress is being made.
To review any significant Information Assets before / as they are introduced into the
Trust.

3.

Membership including nominated deputies (where appropriate)
Head of Information / Data Protection Officer (Chair).
SIRO.
Caldicott Guardian (Vice Chair).
Clinical Lead for Information.
Head of IT / Information Security Manager.
Nominated HR Representatives.
Community Directorate Representative.
Mental Health Directorate Rep.
Child & Family Directorate Rep.
Quality Directorate Representative.
Deputy Head of Information.
Information Governance Manager.
Health records Manager.
Information Governance Administrator.
Other officers may be co-opted as required.
In the absence of the above members, nominated deputies must attend.
The Chair for the Information Governance Steering Group shall be the Head of
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Information.
In order to fulfil its remit, the Information Governance Steering Group may obtain
any professional advice it requires and invite, if necessary, external experts and
relevant staff representatives to attend meetings.

4.

Quorum
The Information Governance Steering Group will be quorate with minimum four members
one of which will be the Chair or Vice-Chair.

5.

Frequency of Meetings
The Group will aim to meet at least quarterly. To fulfil its remit, the IGSC will report to the
Directors Meeting at least 6-monthly (mid-year and in March to approve the baseline and
annual submissions). The Caldicott Guardian and/or SIRO will usually present the
overarching reports to the Directors Meeting.

6.

Reporting arrangements into this Group
The agenda comprises of a series of reports or briefings from each of the Information
Governance agenda Leads containing updates on progress with work programmes and
summarising any incidents in period and in year, identifying lessons learnt and patterns of
occurrence, together with any proposed consequent actions. The meeting agenda and
supporting papers will be distributed at least 3 working days in advance of the meetings to
allow time for members’ due consideration of issues.

7.

Reporting arrangements into the Directors’ Meeting
The Caldicott Guardian (or SIRO / Chair) will report back to the Directors Meeting on the
Information Governance Steering Group’s progress and raise any agenda items that may
need Board level approval.
Formal minutes will be kept of the proceedings and submitted for formal approval to the
Group. Minutes will be made available to the Directors Meeting.

8.

Monitoring Compliance and Review Date
The Group shall, at least once a year, review its own performance against the agreed
Terms of Reference to ensure it is operating at maximum effectiveness, complying with
NHSLA Standards and recommend any changes it considers necessary to the Board for
approval.
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
DIRECTORATE MANAGEMENT GROUPS
1.

Purpose

1.1

The purpose of the Directorate Management Groups is to ensure the efficient and
effective operation and strategic development of each Business Unit, including
delivery of the Trust strategies, priorities, contractual requirements and Risk
Management process.

2.

Duties

2.1

The Directors Management Group are responsible for the day to day management
of services within the Directorate ensuring delivery of Quality, HR, Finance,
Performance and Service Development.

2.2

The Directors Management Group are responsible for the following aspects of Risk
Management;
Directorate Risk Register.
Compliance with statutory and regulatory requirements related to services
within the Directorate.

3.

Membership

3.1

Relevant Service Director.
Lead Consultant where applicable.
Senior Nurse/ AHP where applicable.
Service Managers.
Others, to be co-opted as required including Finance and Information.
Nominated deputies may attend in members’ absences.

4.

Frequency of Meetings

4.1

Minimum of monthly.

5.

Reporting into the Directors Meeting

5.1

The Group will report to the Directors Meeting for performance and development of
services covered by each Business Unit.

6.

Quorum

6.1

The Group will be quorate if one Director or designated deputy and three other
members are present.

7.

Monitoring Compliance and Review Date

7.1

The Group shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness, complying with
NHSLA Standards and recommend any changes it considers necessary to the
Board for approval.

7.2

Reviewed: May 2013
Next Review Date: May 2014
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1.

TERMS OF REFERENCE
THE PATIENT AND PUBLIC EXPERIENCE AND ENGAGEMENT GROUP
Purpose
The purpose of the Patient and Public Involvement and Experience
Group is to ensure that the voice and experience of patients and carers is at the centre
of service development and delivery within the Organisation.

2.

Terms of Reference

2.1 To develop and monitor a strategy for sustainable patient and carer involvement at all
levels within the Trust and in all activities provided.
2.2 To ensure that there is a strong patient and carer voice in the development and
monitoring of all services within the Trust.
2.3 To develop and implement arrangements to ensure patient and carer feedback across
the Trust and to review appropriate actions in response to feedback of patient and carer
experience.
2.4 To ensure that wherever possible, patients and carers are involved in training provided
by the Trust.
2.5 To ensure that there is appropriate training and support to facilitate and encourage
patients and carers to participate in a wide variety of Trust activities.
2.6 To provide an overview of complaints and compliments and receive reports.
2.7 Progress, outcomes and improvements should regularly be shared with stakeholders,
including patients, carers and other members of the general public, who should also be
provided with feedback about how their input has influenced service development.

3.

Membership
Trust Governor and Patient/Service User Representative (Joint Chair).
Consultant Nurse/Associate Nurse Executive (Joint Chair).
Trust Governors.
Chair of the Network of the League of Friends.
Two Non-Executive Directors.
Trust Directorate Leads.
NHS Bournemouth and Poole/NHS Dorset representative.
Dorset Cardiac and Stroke Network representative.
Dorset Mental Health Forum representative.
Bournemouth University.
Third sector organisation representatives.
LINks representative.
Clinical Commissioning Group representatives.
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4.

Frequency of Meetings
The Group will meet bi-monthly.

5.

Quorum
This is not required as it is not a formal Group of the Trust Board.

6.

Reporting into the Quality and Patient Safety Group
The Group is a Sub-Group of and reports to the Quality and Patient Safety Group who
will receive minutes of the meetings.
The Chair of the Group shall draw the attention of the Quality and Patient Safety Group
to any significant issues or those that require action.

7.

Monitoring and Review Date
The Group shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness, complying with NHSLA
Standards and recommend any changes it considers necessary to the Board for
approval.
Reviewed: May 2013
Date of Next Review: May 2014
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TERMS OF REFERENCE
MEDICAL ADVISORY GROUP
1.

Purpose
The purpose of the Medical Advisory Group is to provide a forum for the discussion
of initiatives to ensure that medical advice is appropriately given.

2.

Duties

2.1

Clinical Governance
Input into the development of internal standards and guidelines.
Monitoring and implementing internal and external standards and guidelines.
Provide medical advice to Trust management on quality issues.

2.2

Medical Training, CPD and Revalidation
Monitor the provision of resources to meet undergraduate and post-graduate
educational requirements.
Monitor the provision of resources to meet the educational needs of continuing
professional development.
Monitor the provision of resources to meet medical revalidation requirements.

2.3

Research and Audit
Facilitate Monitor and support medical input into research and audit.

2.4

Employment Contract
Negotiate terms and conditions for all medical staff via Local Negotiating Committee.

2.5

Professional Concerns
The forum to raise any concerns of members by agreement of the Chair.

2.6

Reports
Receive reports at each meeting from:
Medical Director.
Trust Chief Executive or representative.
LNC Representative.
Clinical Tutor.
Junior Doctors Representative.

3.
3.1

Membership
All Consultant Medical Staff.
Non-Consultant Career Grade Medical Staff.
2 CT1-3 members elected by colleagues.
2 ST4-6 members elected by colleagues.
In Attendance:
Specialist Registrars (if a training objective).
Chief Executive.
Operational Directors.
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3.2

The Chairman and the Vice-Chairman, elected by membership, may serve for a
period not exceeding three years.

3.3

The Vice-Chair will usually become Chairperson for a term.

3.4

In the absence of the Chair and Vice-Chair a temporary Chair will be elected by the
meeting.

3.5

The Medical Director and the Associate Medical Directors will be excluded from role
of Chair and Vice-Chair.

3.6

The Chairperson can be removed by a simple majority of the Consultant body.

4.

Frequency of Meetings

4.1

The Group will meet monthly with the exception of August and December, with at
least ten meetings being held in each year.

4.2

Extraordinary and Members Only meetings may be called at the discretion of the
Chairman.

4.3

Variation in frequency and timings of meetings should only be by advance
agreement.

5.

Quorum
The Group will be quorate with nine Consultant members.

6.

Reporting into the Quality and Patient Safety Group.

6.1

The Group will report to the Quality and Patient Safety Group.

6.2

The Chair is a member of the Quality Assurance Group and shall draw the attention
of the Group to any significant issues or those that require action

7.

Monitoring Compliance and Review Date

7.1

The Group shall, at least once a year, review its own performance and Terms of
Reference to ensure it is operating at maximum effectiveness, complying with
NHSLA Standards and recommend any changes it considers necessary to the
Board for approval.

7.2

Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
NURSING ADVISORY GROUP
1.

Purpose
The purpose of the Nurse Advisory Group is to support Dorset HealthCare University NHS
Foundation Trust in delivering its core functions through the application of expert
professional and clinical perspective and clinical leadership on the development, initiation
and delivery of services.

2.

Duties

2.1

Duties of the Group include:
Contribute to reviews and consultations of the health needs and strategic priorities
of the Trust in order to assist in decisions relating to future service developments.
Contribute to ensuring that all functions and services provided by the Trust satisfy
the highest standards of governance.
To be the authoritative Nursing reference group and advise the Board and Senior
Management on the setting of priorities for service development, delivery and
change.
Bring to the attention of Senior Management and the Board the means to improve
the way clinical care is provided on behalf of the local population.
To collate and clarify information on relevant issues affecting Nursing practice.
To develop guidance and policy on professional nursing issues and provide a forum
for the expanding knowledge and skills of nursing to advance the patient and carer
experience.
An approved schedule of key reports will be held by the Secretary to the Group.

3.

Membership including nominated deputies (where appropriate)
Nurse Executive Director (Chair).
Associate Nurse Executives.
Consultant Nurses.
Named Nurse for Safeguarding.
Lead Nurse for Older People Mental Health.
Lead Nurse (Learning Disability).
Lead Nurse Adult Community MH Services.
Lead Nurse Children’s Service.
Lead Nurse Community Health Services.
Lead Nurse Health Visiting.
Matron Representatives.
Ward Manager Representatives.
Infection Control.

4.

Quorum
The Group will be quorate if at least 6 people attend one of whom must be the Chair.

5.

Frequency of Meetings
Quarterly.

6.

Reporting arrangements into the Quality and Patient Safety Group.
The Group will report to Quality and Patient Safety Group.
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The Chair is a member of the Quality Assurance and Patient Safety Meeting and shall
draw the attention of the Group to any significant issues or those that require action

7.

Monitoring Compliance and Review Date
The Group shall, at least once a year, review its own performance and Terms of Reference
to ensure it is operating at maximum effectiveness, complying with NHSLA Standards and
recommend any changes it considers necessary to the Board for approval.
Review Date:
Next Review Date:

May 2013
May 2014
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TERMS OF REFERENCE
ALLIED HEALTH PROFESSIONAL GROUP
1.

Purpose

1.1

The purpose of the Health Professions Advisory Group is to provide a forum for the Health
Professionals (registered with the Health Professions Council) to promote and monitor high
standards of professional practice.

2.

Duties

2.1

Clinical Governance
Input into the monitoring and implementation of internal and external standards
(Health Professions Council and professional standards) and guidance affecting
practice.
Input into the development of policy in response to national and local priorities.
Contribute to reviews and consultations of the health needs and strategic priorities of
the Trust in order to assist in decisions relating to future service developments.
To ensure that the Group takes into account the following areas:
* Medicines Management (Outcome 9).
* HR Staff and Organisational Development (Outcome 12, 13 and 14).
* Safeguarding (Outcome 7).
* Infection Control (Outcome 8).
* Medical Devices (Outcome 11).
Contribute to ensuring that all functions and services provided by the Trust satisfy the
highest standards of governance.

2.2

To be the authorities HPAC reference group and advise the Board and Senior
Management on the setting of priorities for service development, delivery and change.

2.3

Pre & Post-Graduate Training and CPD
Monitor the provision of resources to meet undergraduate and post-graduate
educational requirements.
Monitor the provision of resources to meet the educational needs of continuing
professional development.
Link with Education Providers/Strategic Health Authority/ Commissioners in
developing education provision, to include cross-professional working, for all health
professions and therapy support workers.

2.4

Research and Audit
Facilitate, monitor and support health professionals’ input into research and audit.

2.5

Professional Standards
To provide a forum for members to raise legitimate professional concerns.
Ensuring all health professionals access and record profession specific supervision
enabling professional practice to be developed and monitored. This will be demonstrated
through professional supervision.
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2.6

Recruitment
Provide advice and input to the recruitment process for vacancies in Health Professional
posts (profession specific involvement in advertisement, job descriptions and person
specifications and interviews) ensuring equity and maintenance of professional standards
across the Trust’s services

2.7

Other Duties
Receive reports from members who attend/represent the Health Professionals within the
Trust and at local, regional and national forums including:
Director who represents Health Professionals on the Trust Board.
Clinical Governance.
Student placements.
NICE.

2.8

An approved schedule of key reports will be held by the Group.

3

Membership including nominated deputies (where appropriate)

3.1

The Group will be made up of representatives of all Health Professionals registered with
the Health Professionals Council covering each directorate who are employed within the
Trust.

3.2

Nominated deputies may attend in members’ absences.

3.3

To monitor and report on the objectives set within any Health Professions’ strategies.

4

Quorum

4.1

The Group will be quorate if at least five people attend, one of whom must be the Chair or
Vice Chair.

5

Frequency of Meetings

5.1

The Group will meet monthly.

6

Reporting Arrangements

6.1

The Chair is a member of the Quality and Patient Safety Group and shall draw the
attention of the Group to any significant issues or those that require action.

7

Monitoring Compliance and Review Date

7.1

The Group review its own performance and Terms of Reference to ensure it is operating at
maximum effectiveness, complying with NHSLA Standards and recommend any changes it
considers necessary to the Board for approval
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
JOINT SAFEGUARDING GROUP
1.

Purpose
Dorset HealthCare University NHS Foundation Trust is committed to safeguarding and
protecting Children and young people, and adults at risk and developing robust systems which
will enable this to be achieved in line with national and local guidance and recommendations.
The aim of the Safeguarding Group is to ensure that safeguarding and promoting the welfare
of Children and Young People, and adults at risk are integral to clinical governance and
management arrangements within the Trust. It is also a forum for integrating the working and
learning of the lead health professionals who hold the safeguarding Children and Young
People and protecting vulnerable adult roles within the Dorset area.
Dorset HealthCare University NHS Foundation Trust is committed to ensuring that best
practice in Safeguarding Children and Young People, and adults at risk is an integral part of all
services provided by the Trust in line with the Think Family agenda.

2.

Duties

2.1

The Group is responsible for the following aspects of Risk Management:
To provide assurance that Children and Young People, and adults at risk in Dorset
receive appropriate health care to promote and safeguard their well-being.
To ensure that progress is being made towards compliance with core standard 2
(national standards Local action), Standard 5 of the NSF and section 11 of the Children
Act 2004.
To provide assurance that adults at risk receive appropriate care in line with the
National Framework of Standards for good practice and outcomes in adult protection
work.
Other duties of the Group include:
To ensure all Trust staff fulfil their responsibilities in relation to the safeguarding and
protecting Children and Young People, and adults at risk and attend the mandatory and
recommended training appropriate to their role.
To ensure that safeguarding and protecting Children and Young People, and adults at
risk is given priority within work plans.
To produce a comprehensive governance framework in relation to safeguarding
Children and Young People, and adults at risk ensuring compliance with the relevant
health care standards.
To receive and implement health recommendations from Serious Case Reviews and
evaluate their effectiveness in practice.
To monitor the implementation of health recommendations arising from Individual
Management Reviews and evaluate the effectiveness of recommendations in improving
practice.
To monitor and review any safeguarding issues arise in practice through Adverse
Incident Reporting, Root Cause Analyses (RCA) and any Sudden Untoward Incident
(SUI) relating to for children and young people and adults at risk.
To provide a forum where advice / opinions can be sought and decisions made with
regard to developing the safeguarding Children and Young People and protecting
adults at risk service.
To ensure that the best practice in Safeguarding Children and Young People, and
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adults at risk is embedded in all the services provided by the Trust.
To receive, implement and monitor recommendations from Children and Young People,
and adults at risk audits.
To inform and Guide integrated safeguarding Training, and monitor compliance against
Trust targets.
Produce and approve a quarterly X3 and an annual safeguarding report.

3.

Membership including nominated deputies (where appropriate)
Executive lead for Safeguarding (Chair) (Deputy Director of Nursing may deputise).
Named Nurse.
Adult safeguarding Lead.
Named Doctor.
Children and Young peoples and IAPT services lead for safeguarding.
Community Health Services Lead for Safeguarding.
Mental Health Lead for Safeguarding.
Prison healthcare lead for safeguarding.
1 Representative from Public Health - Clinical Services Manger.
1 Primary Mental Health worker Representative.
1 Sexual Health Advisor Representative.
1 Addictions services Representative.
1 Adult Mental Health Representative.
1 Older People Mental Health Representative.
1 Community Services Representative.
Training and development Representative.
Representative from the Quality Directorate.
Deputy Director of Nursing- (Chair of the Operational Group).
Co-opted members as required from relevant Trust services.
Members should strive to attend all meetings; minimum expectation is 100%, Nominated
Deputies are allowed

4.

Quorum
A quorum will be not less 6 of the members as listed in section 3 and must include the Chair or
Deputy Chair.

5.

Frequency of Meetings
Meetings are to be Quarterly and can be expected to last approximately 2 ½ hours.
The minutes of the previous meeting and agenda items are to be circulated in advance of the
meetings.
Agenda items are invited and must be received by the Chair one week prior to the meeting in
order for them to be included.
Standing items on the agenda to include:
62

Determine accuracy of previous meeting minutes and pick up any matters arising.
Feedback from Bournemouth and Poole and Dorset Local Safeguarding Board and working
groups as appropriate.
Areas of identified risk and/or non-compliance with standards or practice.
The meetings will be managed and the corporate record held by the Chair. Apologies should
be sent to the Chair in advance of the meeting.

6.

Reporting arrangements into this Group
The Group will receive reports from the Operational Safeguarding groups.

7.

Reporting arrangements into the Quality and Patient Safety Group
The group is a sub-group of and reports to the Quality and Safety Patient Group. The Chair is
a member of the Quality and Patient Safety Group and shall draw the attention of the Group to
any significant issues or those that require action.
In addition any significant Safeguarding concerns would be reported in the monthly Incident
Report. In certain circumstances Safeguarding issues will be reported in the private Section of
the Board.
Directorate Management Groups will receive updates relating to monitoring and
implementation of recommendations from Independent Management Reviews and Service
Case Review’s and learning from local, regional and national inquires.
An annual safeguarding adult report will be shared with the Board, the Group and made
available on Trust’s website.

8.

Monitoring Compliance and Review Date
The Group review its own performance and Terms of Reference to ensure it is operating at
maximum effectiveness, complying with NHSLA Standards and recommend any changes it
considers necessary to the Quality and Patient Safety Group and Board for approval
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
THE SERIOUS UNTOWARD INCIDENT PANEL (SUI)
1.

Purpose

1.1

The Serious Untoward Incident Panel (SUI) will review all Serious Untoward Incidents
using Root Cause Analysis in line with the recommendations of the National Patient Safety
Agency.
The purpose of Root Cause Analysis is to share good practice where identified and learn
lessons when things go wrong.
The Panel has two groups, one reviewing Mental Health Incidents and one reviewing
physical health incidents.

2.

Duties

2.1

The Panel is responsible for the following aspects of Risk Management:
To undertake a credible, thorough, proportionate, timely and fair review to identify
areas of learning and potential risk.
To make appropriate recommendations to eliminate or reduce risk and improve
practice across the Trust.

2.2

For homicides and the more complex SUI’s, the SUI investigation team will work within the
following broad Terms of Reference (which can be adapted as necessary):To apply the structure and process of a full root cause analysis at Level 2 as set out
in the National Patient Safety Agency guidance.
To complete a chronology of the events from the first point of contact with Trust
services to the time of the alleged incident to assist in the identification of care and
service delivery problems.
Review the quality of the health and social care provided and consider whether
policy and procedures were adhered to.
To examine the extent and adequacy of the collaboration and communication
between any agencies involved, or in the provision of services and whether there
were any children or adult safeguarding issues.
Review and consider any previously reported incidents involving the patient through
the Trust’s incident/accident/near miss reporting process.
To review the quality of risk assessment and management.
To examine training and development of relevant staff.
To examine the extent to which the patient’s prescribed treatment and care plans
were:
a) Documented.
b) Agreed.
c) Communicated with and between relevant agencies and the patient’s
family and/or carers.
d) Carried out.
e) Complied with.
To prepare a report on the findings with recommendations and an action plan to
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implement the recommendations with a clear time frame and monitoring process.
The report should follow the National Patient Safety Agency Root Cause Analysis
report template provided in it investigation toolkit.
2.3

In less complex cases, the following Terms of Reference may be used:To establish the facts, i.e. what happened, to whom, when, where, how and why.
To identify notable practice and whether failings occurred in care or treatment.
To identify lessons to be learnt rather than to apportion blame.
To establish, where possible, how the risks of recurrence may be reduced or
eliminated.
To formulate recommendations and an action plan.
To provide a report as a record of the investigation process.
To provide a means of sharing learning from the incident.

2.4

Reports will be written in line with RCA report writing guidance set out by the NPSA.

2.5

The panel must aim to complete investigations within 45 days. Investigations for any level
two incidents will be completed within 60 days. Any cases where there may be a delay will
be agreed with commissioners by the Trust Lead for Patient Safety and Safeguarding.

2.6

The panel will seek other expert and specialist advice as is necessary.

2.7

Where appropriate the panel will also seek to involve the family and patient within the
process. This will include contacting patients and/or their families asked if they wish to
contribute to the review, either by writing or by meeting one or more of the review team in
person. The final report will be shared with the patient and/or their family.

2.8

To request additional statements or to interview staff when required as part of the review.

2.9

To carry out an annual review of ant SUI trends, clusters or recurrent themes

3.

Membership including nominated deputies (where appropriate)
Two Non-Executive Director (one acting as chair for Mental Health Panel and one as
chair for Physical panel).
Clinicians with relevant experience/ or senior manager from the service concerned
when appropriate but who have not been directly involved in the patients care.
Staff from the Local Authority and other Organisations as appropriate.
Member of the Quality Directorate.
Where SUI is a non patient care related incident the membership of the review panel will
be determined on a case by case basis.

4.

Quorum
At least three members of the panel.

5.

Frequency of Meetings
Each group – bi-monthly or as required to meet the timescale for reviews.

6.

Reporting arrangements into the Quality and Patient Safety Group
The Panel is a Sub-Group of and reports to the Quality and Patient Safety Group.
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Monitoring of the implementation of recommendations will be undertaken by the Quality
and Patient Safety Group.

7.

Monitoring Compliance and Review Date
The Panel shall, at least once a year, review its own performance and Terms of Reference
to ensure it is operating at maximum effectiveness, complying with NHSLA Standards and
recommend any changes it considers necessary to the Quality and Patient Safety Group
and Board for approval.
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
INFECTION PREVENTION AND CONTROL GROUP
1.

Purpose

1.1

The Terms of Reference reflect requirements identified by the Health and Social Care Act
2008: Code of Practice on the prevention and control of infections and related guidance
(DoH 2008, Revised 2010).

2.

Duties

2.1

The Group is responsible for the following aspects of Risk Management:
Ensure continuous compliance with the Health and Social Care Act 2008 (revised
2010): Code of Practice on the prevention and control of infections and all other
essential national standards.
Ensure that Dorset HealthCare University NHS Foundation Trust has systems in place
to provide assurance that as far as is reasonable, service users, staff and visitors are
safe from healthcare associate infection, to include:

2.2

o

Management arrangements that include access to accredited microbiology
services.

o

Clinical leadership.

o

Application of evidence based policies, protocols and guidelines.

o

The design and maintenance of the environment and reusable medical devices.

o

Education, information and communication.

Other duties of the Group include:
Endorse and review all infection prevention and control policies, procedures and
guidance ensuring that there is a robust system in place for the dissemination, training
and audit of practice in relation to these documents.
Agree and monitor progress on the annual infection prevention and control work
programme ensuring that this includes a programme of infection prevention and control
audits and education delivery.
Receive quarterly reports and surveillance data from the Infection Prevention and
Control Team to include all confirmed cases of Clostridium Difficile, MRSA bacteraemia
and any other relevant healthcare associated infection acquired by service users
receiving care from Dorset HealthCare University NHS Foundation Trust.
Receive information of all Root Cause Analysis reports that relate to infection
prevention and control and make recommendations for action.
Ensure all relevant service level agreements, contracts, service developments,
refurbishments and/or new builds have sought the advice of the Infection Prevention
and Control Team at the outset.
Consider and monitor all aspects that relate to the provision of effective
decontamination of medical devices.
Establish and monitor policy/guidelines to ensure the prudent prescribing and utilisation
of antibiotics in the Trust in the prevention of Clostridium Difficile and organism
resistance.
Review all reported needlestick/sharps injuries and staff related incidents
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Monitor the standard of cleanliness and maintenance of Dorset HealthCare University
NHS Foundation Trust premises that are accessed by service users, to ensure the
provision of a safe and clean environment.
Receive an annual Infection Prevention and Control Report to be presented for
approval to the Quality and Patient Safety Group.
Review the Terms of Reference of the Infection Prevention and Control Group on an
annual basis.

3.

Membership including nominated deputies (where appropriate)

3.1

The Group shall comprise representatives as detailed below:
Director of Infection Prevention and Control (DIPC) (Chair).
Associate Director of Nursing.
Associate Medical Director.
Lead Nurses for Infection Prevention and Control.
Decontamination Lead.
Allied HealthCare Professional Representative.
Chief Pharmacist.
Head of Estates.
Facilities Manager.
Medical Devices Coordinator.
Head of Prison HealthCare.
Deputy Director Community Services.
General Manager Inpatient Services Mental Health Services.
Head of Community Hospitals.
Health Protection Unit Representative.
Directorate Representative from Children and Young People.
Dental Services.
Nominated deputies may attend in members’ absences.

3.2

The Group can request the attendance of any other officer or employee assigned to Dorset
HealthCare University NHS Foundation Trust as required.
If a member is unable to attend then a representative must be provided.

4.

Quorum
The Infection Prevention and Control Group will be quorate with the attendance of the
Director of Infection Prevention and Control (DIPC) or nominated deputy and three
members.

5.

Frequency of Meetings
The Infection Prevention and Control Group will meet every three months.
The Chair of the Group may convene an extraordinary meeting at any time.

6.

Reporting arrangements into the Quality and Patient Safety Group

6.1

The Group is a sub-group of and reports to the Quality and Patient Safety Group.
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6.2

The Chair is a member of the Quality and Patient Safety Group and shall draw the
attention of the Group to any significant issues or those that require action

7.

Monitoring Compliance and Review Date
The Group shall, at least once a year, review its own performance and Terms of Reference
to ensure it is operating at maximum effectiveness, complying with NHSLA Standards and
recommend any changes it considers necessary to the Board for approval.
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
MEDICINES MANAGEMENT GROUP
1.

Purpose
The Medicines Management Group is responsible for overseeing the selection,
procurement, handling, safe keeping, prescribing, dispensing, safe administration
recording and disposal of medicines Trust-wide to ensure cost effective and desirable
patient safety and clinical outcomes in Dorset HealthCare University NHS Foundation
Trust.
The Medicines Management Group will monitor and review the Trust’s performance on
Medicines Management to protect service users and minimise or eliminate risks associated
with Medicines Management.

2.

Duties

2.1

The Group is responsible for the following aspects of Risk Management:
To provide assurance that the regulatory requirements for Safeguarding and
Safety, Outcome 9, Management of Medicines, Care Quality Commission are fully
met Trust-wide.
To assess reports, notices and other relevant sources of information (e.g. NICE,
NPSA) and make recommendations on evidence based prescribing, ensuring the
efficient use of NHS resources.
To ensure that mechanisms are in place to enable the safe and cost effective
delivery, acquisition, prescribing and use of medicines by Trust staff, including:


Clear procedures.



Policies.



Education and Training.



Communication Networks.



Procurement.

Monitor non formulary prescribing.
Review and monitor Non-Medical Prescribing.
.
Other duties include;
To develop and implement policies in relation to Medicines Management across the
Organisation.
Review and receive reports on quality, cost effectiveness and monitor prescribing
spend across the Trust.
To set and oversee the Trust’s Medicines Management Work Programme,
providing updates on progress.
To analyse and report on the Medicines Management Audit Programme.
Establish, approve and monitor compliance to formularies for implementation
relating to Community Hospitals, Mental Health, Prisons, and Community Mental
Health teams.
Agree relevant Medicines Management training for staff.
Contribute to strategic developments and address implications for Medicines
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Management.
Review, monitor and report on the impact of NICE Guidance and technology
appraisals relating to medicines, reporting, following action plans, and provide
progress reports for the implementation of NPSA Medication Safety Alerts, Care
Quality Commission reports and other similar regulatory agencies, and ensure
these are reflected in policies.
Receive and review reports from the Accountable Officer on all matters relating to
controlled drugs.
Receive and review reports and analyse trends on medication related adverse
incidents.
To review and update all related Medicines Management policies for the Trust.
To consider, support and develop Information Technology initiatives linked to
medicines, e.g. electronic prescribing.
To review and monitor the Medicines Management Risk Register.

3.

Membership including nominated deputies (where appropriate)
The Group will consist of broad and appropriate membership from across the Trust to be
able to address all the policy areas and will therefore have representation from;
Chair – Associate Medical Director (Anti-microbial Steward).
One nominated lead from each of the operational directorates.
Chief Pharmacist plus Pharmacist links from Prisons, Mental Health and
Community Hospitals.
G.P from Community Hospitals.
Nurse Consultant.
Non Medical Prescribing Lead(s).
Head of Professional Practice and Quality.
Patient Safety Representative.
Community Services Manager.
Finance representative.
Controlled Drug Accountable Officer/Nurse Executive.
An Allied Health Professional Lead.
Minutes of the meeting will be circulated to a wider group that should include the Lead for
Community Dentistry, an Infection Control representative, the Resuscitation Lead and all
Operational Directors.
The Group can require the attendance of any other officer or employee assigned to Dorset
University HealthCare NHS Foundation Trust as required.
Other officers who are not members of the Group may be required to attend for all or part
of the discussion, particularly when the Group is discussing areas of risk or operation that
are the responsibility of that officer.
The Group can also invite representatives of partner and stakeholder Organisations to
attend meetings on an ad-hoc or routine basis.
The Chief Pharmacist shall service the Group.
If a member is unable to attend then a representative must be provided.
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4.

Quorum
For the meeting to be quorate, at least: one medical prescriber, one non-medical
prescriber, a senior pharmacist and one senior operational manager.

5.

Frequency of Meetings
Formal meetings will be held bi-monthly.
The Chair may call extraordinary meetings as required.

6.

Reporting arrangements into this Group
To receive reports and action plans from the following Trust Groups: Prisons GP and Lead
Nurse Drugs and Therapeutics Group, Mental Health Group, Medicine Errors Group and
Community Health Services Group, and also local management reports on all matters
related to Medicine Management.
Links will also be maintained with other relevant Committees/Groups such as the Infection
Prevention and Control Group and Resus Committee.
The Chair and Chief Pharmacist will convene meetings and draft agendas.
The agenda will be issued two weeks in advance of the meeting together with relevant
papers.

7.

Reporting arrangements into the Quality and Patient Safety Group and Board
The Medicines Management Group is a sub-group of and reports to the Quality Assurance
Committee. Minutes will be sent to this Group for information. The Chair is a member of
the Quality and Patient Safety Group and shall draw the attention of the Group to any
significant issues or those that require action.
The Chief Pharmacist, Nurse Executive and Chair to provide an annual Medicines
Management Report for the Trust Board. The Medicines Management Group will approve
the report.

8.

Monitoring Compliance and Review Date
The Group shall, at least once a year, review its own performance and Terms of Reference
to ensure it is operating at maximum effectiveness, complying with NHSLA Standards and
recommend any changes it considers necessary to the Quality and Patient Safety Group
and Board for approval.
Reviewed: May 2013
Next Review Date: May 2014
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TERMS OF REFERENCE
MEDICAL DEVICES GROUP
1.

Purpose

1.1

The Medical Devices Group is responsible for overseeing the acquisition, deployment,
training and medical device management across the Trust.
The Medical Device Group will monitor the Trust’s performance on medical device
management to minimise or eliminate risks to patients and staff, provide strategic overview
of the Trust’s medical devices.

2.

Duties

2.1

The Group is responsible for the following aspects of Risk Management:
To ensure that mechanisms are in place to enable the safe acquisition,
management and use of medical devices by Trust staff, including;

2.2

o

Structures.

o

Policies.

o

Education.

o

Communication networks.

o

Procurement.

Other duties of the Group include:
To develop and implement policies in relation to medical devices across the
Organisation.
To improve communication about medical devices Trust wide.
To set up and regularly review device management procedures.
To gain the agreement of clinicians, technical staff and users in relation to any
proposed changes.
To ensure that responsibility for device management tasks, training and safe device
management is clearly implemented across the Trust.
To oversee the implementation of the Trust wide annual work programme,
deployment, training and management for medical devices.
Ensure safe and effective education and training is in place for medical devices
Trust wide.
To provide assurances for full compliance with national regulatory frameworks for
comprehensive medical device management, including Care Quality Commission
key strategic outcomes and essential standards.
To oversee and review medical devices internal and national audits, ensuring
robust reporting of outcomes and learning Trust wide.
To ensure the implementation of national alerts and recommendations where they
apply across all Trust wide services for medical devices.
To receive and review all medical device Trust incidents.

3.

Membership including nominated deputies (where appropriate)
The Group will consist of broad and appropriate membership from across the Trust to be
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able to address all the policy areas and will therefore have representation from:
Chair –Executive Director of Nursing
Directorate nominated service and operational lead for Community Health Services;
Adult Mental Health; Older Peoples Mental Health; Community Hospitals;
Representative from Allied Health Professionals
Community Service Manager
Matron, Senior Clinical Nurse
Representative from Infection Control
Head of Estates
Wheelchair Services
Prison Services
Trust Decontamination Leads
Occupational Health Representative
Medical Devices Coordinator
Quality Directorate Representative
Representative from Health and Safety Advisers/Officers for MHRA Information
Head of Learning and Development
Representative from Information Technology.
The Group can require the attendance of any other officer or employee assigned to Dorset
HealthCare University Foundation Trust as required.
Other officers who are not members of the Group may be required to attend for all or part
of discussion, particularly when the Group is discussing areas of risk or operation that are
the responsibility of that officer.
The Group can also invite representatives of partner and stakeholder Organisations to
attend meetings on an ad hoc or routine basis.
If a member is unable to attend then a representative must be provided.

4.

Quorum
The Medical Devices Group will be quorate with the attendance of the Executive Director
of Nursing or nominated deputy, Medical Devices Coordinator and three other members.

5.

Frequency of Meetings
Formal meetings will be held bi-monthly.
The Chair and Medical Devices Coordinator may call extraordinary meetings as
required.

6.

Reporting arrangements into this Group
Receive reports and action plans from relevant standing and working groups and local
management reports on all matters related to medical devices.
Links will also be maintained with Infection Prevention and Control, and Audit Group and
Quality and Patient Safety Group.

7.

Reporting arrangements into the Quality and Patient Safety Group
The Group is a sub-group of, and reports to, the Quality and Patient Safety Group.
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The Chair is a member of the Quality and Patient Safety Group and shall draw the
attention of the Group to any significant issues or those that require action.

8.

Monitoring Compliance and Review Date
The Group shall, at least once a year, review its own performance and Terms of Reference
to ensure it is operating at maximum effectiveness, complying with NHSLA Standards and
recommend any changes it considers necessary to the Quality and Patient Safety Group
and Board for approval.
Reviewed: May 2013
Next Review Date: May 2014

75

SECTION 5:

EXTERNAL COMMITTEES
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EXTERNAL BOARDS AND COMMITTEES
Dorset HealthCare University NHS Foundation Trust is also represented on the following key
external Boards and Committees:
OVERVIEW SCRUTINY COMMITTEES:
Bournemouth Health, Overview and Scrutiny Committee
Poole Health and Social Care Overview and Scrutiny Committee
Dorset Health Scrutiny Committee
CHILDRENS BOARDS:
Bournemouth Children’s Trust Board
Poole Children’s Trust Board
Dorset Service Development Children’s Board
Bournemouth and Poole Youth Offending Service (YOS) Management Board
LOCAL CHILDREN’S SAFEGUARDING BOARDS:
Bournemouth Local Safeguarding Children’s Board (LSCB)
Bournemouth LSCB Chairs Group
Bournemouth LSCB Safer Recruitment & Allegations
Bournemouth LSCB Communication & Engagement
Bournemouth LSCB SCR
Bournemouth LSCB Performance & Effective Practice
Bournemouth LSCB Safeguarding & Prevention
Dorset Local Safeguarding Children’s Board (LSCB)
Dorset LSCB Chairs Group
Dorset LSCB E-safety
Dorset LSCB Quality Assurance
Dorset LSCB SCR
Pan Dorset Groups
Pan Dorset Reporting Group
Policy and Procedures
Strategic Training
Child Death Overview Panel
SCR Panel
Operational Training Group
SAFEGUARDING ADULTS BOARDS:
Dorset Safeguarding Adults Board
Business Strategy Sub Group
Quality Assurance & Complaints Subgroup
Bournemouth & Poole Safeguarding Adults Board
Quality Assurance Working Sub Group
Pan Dorset Adult Sub-Groups
Policy & Procedures
Training & Workforce Development
Serious Case Review
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MULTI AGENCY RISK ASSESSMENT CONFERENCE (MARAC):
Dorset MARAC
Poole MARAC
Bournemouth MARAC
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Board Executive Summary – Part 1 Meeting
Title of Paper

BOARD ESCALATION
FRAMEWORK

Executive
Director of Quality
Lead
Committees
Directors
presented
Purpose of Paper

Author(s)

Director of Quality

Date of
Paper

21.5.13

Section 3B of Monitors Quality Governance Framework poses the following question to
Trust Boards; ‘Are there clearly defined, well understood processes for escalating and
resolving issues and managing performance?’, and goes on to highlight the following
examples of good practice:
Boards are clear about the processes for escalating quality performance issues to the
board:
Processes are documented
There are agreed rules determining which issues should be escalated. These rules
cover, amongst issues, escalation of serious untoward incidents and complaints.
This document has been developed to set out the agreed rules determining which
issues should be escalated and the processes for escalating these quality performance
issues to the board.
Subject to agreement it is proposed that this escalation framework is incorporated into
the overarching Board Assurance Framework. The assurance framework provides
information to the Board about the controls in place to monitor the implementation of
the Trust’s key priorities and to identify the associated risks in not achieving them.
Providing high quality care is a Trust priority and therefore this framework once agreed
would sit appropriately in the BAF.
Links
Links with the following Trust Priorities
To deliver high quality, safe-patient outcome focused services that demonstrate our
vision of providing care all of us would recommend to family and friends.
To remain a highly performing organisation through the delivery of our key performance
and financial targets.
Monitor Quality Governance Framework and Assurance Framework

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
The Chief Executive, as Accountable Officer for the Trust, is responsible for ensuring
there is a robust internal system of control in place. The mechanism through which this
is achieved and demonstrated is a devolved, robust and effective risk management
process.
The key risks associated with the subject of this paper are failing to have robust and
clearly documented procedures for escalating and resolving performance issues to the
Board.
Involvement / Consultation
Discussion by Directors
Impact Assessment
N/A
Implementation Plan
Subject to agreement to implement with immediate effect
Findings / Conclusion / Options
N/A
Action(s) requested of the Board
The Board is asked to:
1. Consider and discuss the Escalation framework
2. To agree the proposed framework.
Copy of Full Report (embed)

DRAFT: BOARD ESCALATION FRAMEWORK
MAY 2013
1.0

INTRODUCTION

1.1

Dorset HealthCare University NHS Foundation Trust has developed a range
of policies, systems and processes to monitor quality performance across the
Trust which have informed the development of the Board Escalation
Framework.

1.2

Section 3B of Monitors Quality Governance Framework poses the following
question to Trust Boards; ‘Are there clearly defined, well understood
processes for escalating and resolving issues and managing performance?’,
and goes on to highlight the following examples of good practice:
Boards are clear about the processes for escalating quality performance
issues to the board:
Processes are documented
There are agreed rules determining which issues should be escalated.
These rules cover, amongst issues, escalation of serious untoward
incidents and complaints.

1.3

This document has been developed to set out the agreed rules determining
which issues should be escalated and the processes for escalating these
quality performance issues to the board.

1.4

Subject to agreement it is proposed that this escalation framework is
incorporated into the overarching Board Assurance Framework. The
assurance framework provides information to the Board about the controls in
place to monitor the implementation of the Trust’s key priorities and to identify
the associated risks in not achieving them. Providing high quality care is a
Trust priority and therefore this framework would sit appropriately in the BAF
with concerns / risk then escalated via the processes set out in the following
sections.

2.0

PURPOSE

2.1

The escalation framework is designed to address under performance, setting
out the process for escalation of concerns or risks to quality or patient safety
and ensures that potential performance problems are identified early and
rectified.

1

3.0

CULTURE

3.1

The Trust strives to have an open and learning culture, having identified one
of the key Trust Values as ‘to be a learning organisation’. The Board
encourages monitoring of, and comments and concerns about its
performance from a wide range of internal and external sources. These
sources include:
Staff
Patients / Carers
Trust Members
Commissioners
Internal and external sources of assessment and assurance including
regulatory bodies

4.0

IDENTIFYING CONCERNS

4.1

The below identifies the mechanisms through which concerns can be be
identified:

4.2

CONCERNS BY STAFF

4.2.1 The Trust has a number of policies and systems which encourage staff at all
levels to be involved in performance monitoring and to raise concerns about
any risk issues. These include:
Board Walkabout visits to patients areas / teams
Chief Executive briefings with live feedback
Annual Staff survey and the quarterly Staff ‘vision test’ (being roll out in
2013/14)
Incident reporting system and policies
Safeguarding policy and procedures
Risk Assessments linking with Registers
Professional Advisory Committees with relevant chairs engaged in Quality
Group
Team level self assessment against Essential Standards via CQC Provider
Compliance Assessment.
Line manager and On call systems and structures
Supervision structures within teams and supervision policy
Whistleblowing policy
Presentations from staff members to the Board e.g. on major service
redesign plans.
Trade Union Partnership Forum
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4.3

CONCERNS BY PATIENTS, CARERS AND THE PUBLIC

4.3.1 Patients, carers and the public are encouraged to make comments and / or
raise concerns both formally and informally via a number of mechanisms,
such as:
Board meetings public part
Patient Stories to the Board
Complaints and Litigation
Patient Advice and Liaison Service
Comments via NHS Choices
Patient and Carer surveys, comments and friend and Family test (also
available via website)
Patient engagement events
PLACE (patient led assessments of the care environment, formerly PEAT)
4.3.2 In addition the Trust recognises and values its partnership working with other
key stakeholders who can also provide important sources of information and
avenue for concerns to be raised.
Service user forums
Peer specialist roles
Healthwatch
Local Authority Health Overview and Scrutiny Committees
4.4

CONCERNS BY COMMISSIONERS

4.4.1 There are formal mechanisms by which commissioners can raise concerns.
These include:
Board to Board meetings
Contract and Performance Review meetings
CQUIN monitoring
Complaints
Serious Incidents / Patient Safety Incidents reported by National
Reporting and Learning System (NRLS) and STEIS.
Unannounced and announced service visits/ inspections
4.5

INTERNAL AND EXTERNAL SOURCES OF ASSESSMENT

4.5.1 The Trust acknowledges the importance of scrutiny and feedback from
sources within as well as external to the organisation. Concerns may be
identified via:
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Internal
Feedback on concerns or potential risks to the Board from key board
committees including Audit Committee, Charitable Fund Committee, HR
and Workforce Development Committee, Quality, Assurance Committee
and Mental Health Act Managers Committee
Internal RCAs / Serious incident reviews
Information Governance Toolkit
Internal Audit
Local Counter Fraud reports
Clinical Audit
External
External Audit
Monitor
Care Quality Commission compliance inspections and mental health act
commissioners.
Benchmarking with other NHS providers
NHS Litigation Authority
Health and Safety Executive
Externally commissioned independent investigations e.g. ombudsmen and
homicide investigations within mental health.
Serious Case Reviews
National Audits
Royal College Reviews and accreditation for delivery of specialist services
e.g. ECT
4.6

KEY PERFORMANCE INDICATORS

4.6.1 In holding the executive team to account for delivery of strategic objectives
and the operational performance of the Trust, the Board oversee a range of
key performance indicators. The Board may also identify and monitor KPI’s
associated with the delivery of its strategy or the monitoring of identified risk.
These indicators may change over time as particular issues come to the fore
for the Trust.
4.6.2 The Board routinely receives the most crucial KPI’s via the integrated quality
report and corporate dashboard. The dashboard incorporates a range of
national and local indicators, and CQC regulatory requirements.
4.6.3 The corporate dashboard is underpinned by a number of more detailed and
specific dashboards within the Trust’s quality related Board committees,
groups and at directorate management group level. This ensures a reflection
of the same KPI’s being monitored throughout the organisation and
strengthens a channel for escalation as the same areas can be identified at
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differing levels of the organisation as potentially being at risk and requiring
Board input.
4.6.4 The corporate dashboard includes:
Trust priority KPI’s relating to patient safety, effectiveness and experience.
Agreed indicators to support the Trust improvement priorities
Workforce measures
Achievements against CQUIN’s
Findings of CQC compliance visits by site, denoting whether compliant
and if not the level of concerns raised and whether this constitutes a
pattern across the organisation.
4.6.5 KPI’s expected to have Board input to resolve include:
Performance in red threshold
Deteriorating amber performance over more than one month
Significant variation from what is expected norm in KPI’s which are not
RAG rated, e.g. a significant increase in the number of incidents or
complaints.
4.7

QUALITY,
INNOVATION,
PROGRAMMES (QIPPs)

PROUCTIVITY

AND

PREVENTION

4.7.1 QIPPs will be fully assessed for any impact on the quality of services
delivered as well as for financial impact and deliverability. Each proposing
Director presents a project outline document setting out the detail of the QIPP
and including a rated assessment for impact on quality of services. This
enables another method of identification of concern at Board level prompting
Board advice and intervention over Trust activities which may constitute the
most significant corporate risks.
4.8

In addition to being able to identify the range of possible sources who will be
able to provide feedback on the functioning of and services provided by the
Trust, it is important to clearly set out how such concerns are formally
escalated in order to feel assured they will be resolved at the right level. This
escalation process is set out fully within section 5.0.

5.0

ESCALATION OF CONCERNS AND RISKS

5.1

It is recognised that not all concerns will be directly escalated to the Trust
Board and this framework identifies how concerns can be escalated to the
appropriate level in the Trust, including what level of management is
responsible for initial action to resolve concerns, when concerns are escalated
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further, and the threshold for concerns of such significant impact or risk that
they are directly escalated to the Board.
5.2

Concerns may be escalated to Board level via:
Standard agenda item reports to the Board which will identify cause for
concern e.g. based on key performance indicator data.
Exceptional reports to the Board where an area has not been successfully
resolved via operational management or has increased in risk posed over
time and therefore needs escalating.
Exceptional reports to Board of specific high risk concerns which require
immediate Board leadership to resolve.

5.3

Processes for monitoring performance, managing risk, receiving assurance
and escalating concerns start at a team level and managers and Executive
Directors provide assurance or escalate concerns via the organisation
structures:

Executive Team / Committees
with specific remits

Holding to account

Flow of information

Board

Directorates

Wards / Teams / Services

5.4

The Trust’s Risk Management Strategy sets out how risk is identified,
assimilated into the Risk Registers and reported, monitored and escalated
throughout the directorates and corporate governance structures. Based on
the risk matrix, the severity versus likelihood of a risk is calculated to establish
the risk grade to guide the actions required.
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5.5

Catastrophic Yellow

Orange

Red

Red

Red

Major

Yellow

Orange

Orange

Red

Red

Moderate

Green

Yellow

Orange

Orange

Red

Minor

Green

Yellow

Yellow

Orange

Orange

Negligible

Green

Green

Green

Yellow

Yellow

Rare

Unlikely

Possible

Likely

Almost
Certain

Any concern raised, or risk identified from any of the sources detailed in item
4.0 needs to be risk assessed as the first stage in agreeing the appropriate
action to resolve the issue. Risk assessment is a dynamic process and
expected to happen swiftly in order to implement this framework successfully
and ensure Board oversight, support and leadership for key Trust risks. The
below table identifies who the concern should be escalated to initially based
on the risk grade:

RISK GRADE

ESCALATION
PROCESS –
ACTION REQUIRED

ESCALATED BY
WHOM

AUTHORITY
TO ACCEPT
RISK AT THIS
LEVEL

Negligible

Risks graded into All employees
this less
serious
category will either
require no action or
can be mitigated
through local action
by escalation to line
managers
as
identified in relevant
policies.

Authority
to
accept risk lies
with
line
managers.

Minor

Risks
can
be Line Managers
mitigated
through
local
action
by
escalation to service
managers
as
identified in relevant
policies.

Authority
to
accept risk lies
with
service
managers.
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Moderate

To be recorded on Service Managers
directorate
risk
registers.
To
be
escalated for review
at
directorate
management group
meetings
to
determine required
actions.

Authority
to
accept risk lies
with Associate
Directors

Major

Escalated
to Associate Directors
Director’s
meeting
identifying
existing
controls
and
management
options. All major
risks will be reported
each meeting of the
relevant
Board
committee via the
risk register which
will
approve
management plans
and
monitor
progress.

Authority
to
accept risk lies
with
relevant
Director

If not downgraded /
resolved within one
month
to
be
escalated to Trust
Board. All red graded
incidents reported via
Ulysses are reported
at Board level for
information.
Catastrophic

Reported to Board
monthly and upon
exception in between
Board meetings if
risk
assessment
determines required.
Board to oversee
management
plan
until risk is reduced,

Directors Team /
any staff member
via Whistleblowing
policy.

Authority
to
accept risk likes
with
Trust
Board
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mitigated, resolved
or
accepted.
If
accepted,
to
be
monitored on an
ongoing basis by
Trust Board.
(Note: Subject to agreement Risk management strategy item will be updated to
reflect this table)
5.6

In monitoring the applicable risks, the Board and committees will consider:
Existing controls to determine whether the risk score is appropriate.
Whether identified additional controls are suitable and sufficient to mitigate
the risk and timescales.
Whether there are links between identified risks, which point to broader
corporate issues.
Whether identified risks represent risks to the Trust’s strategic aims and
should therefore be escalated to the Board Assurance Framework.

5.7

To support the escalation process a Board Escalation reporting template has
been developed (Appendix 1) for escalation of issues which are not standing
agenda items at the Board. This will allow Board Committees to:
Provide an assessment of the risk rating (based on the agreed risk
descriptors)
Detail progress with identified actions
Provide an assessment of the level of independent assurance

5.8

Using this information the Board will be able to make an informed decision
regarding action required. Board intervention will then be expected to:
Take decisions outside the delegated authority of the committee escalating
the risk.
Communicate positive assurance and gaps in assurance.
Integrate issues which cross the terms of reference of different
committees.
Forward plan.

5.9

Where there are issues / concerns that need to be escalated in the
intervening period between Board meetings the template can also be used to
quickly inform Board members of issues, and actions required or being taken
to mitigate the associated risk.
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6.0

AREAS TO ALWAYS BE ESCALATED TO THE BOARD

6.1

The risk matrix included with section 5.0 helps to provide a guide to the
appropriate escalation channels for issues based on their risk grade.
However, there are a distinct number of issues that must always be escalated
to the Board, regardless of risk grade. It is not within the delegated authority
of any committee or individual to decide not to present such issues at Board
level. These include:
Emergency Action
Any action which has been taken urgently and as an emergency measure
by the Chief Executive or Director Team which relates to any of the other
items listed in this section and which has not been previously reported or
referred to the Trust Board.
Any existing or known forthcoming major incident, emergency, or business
continuity action impacting upon the Trust or involving the deployment of
Trust resources.
Serious Incidents
Significant serious incidents e.g. inpatient suicides, other never events,
inpatient deaths where the care and treatment provided to the patient may
have been a contributing factor, homicides by mental health service users,
major infection outbreaks. In such circumstances the Board will give
consideration to requesting external clinical advice as part of the incident
review process.
Any serious incident resulting in death or serious injury to staff.
Significant complaints or claims which may attract media coverage.
Serious incidents which have resulted in a visit by the Health and Safety
Executive.
Forthcoming inquests where the Trust’s delivery of safe services may be
criticised.
Imminent publication of serious case reviews which may attract negative
publicity for the Trust.
Receipt of a coroner’s Rule 43 letter.
Performance / Contract / Impact on Resources
Any matter which impacts on the Trust’s governance risk rating or financial
risk rating.
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Any matter which impacts significantly on the Trust’s ability to deliver on its
strategic objectives which may have adverse consequences in the
immediate future.
Any delays to implementation of an action whereby not meeting a
previously reported timescale may have significant adverse consequences.
Any notice of termination of a contract by or to the Trust where the contract
has an annual value of £1m+.
Non compliance against Care Quality Commission outcomes which have a
major impact.
Receipt of any improvement or Enforcement notice from CQC, HSE or
other regulator.
Loss / Damage / Judicial Matters
Significant loss or damage relating to Trust estate or property by any
cause.
Any suspected serious crime reported by the Trust or any other person to
the police or other investigative body, and which impacts on the Trust by
way of supporting investigations being required or the Trust taking actions
to ensure the safety, wellbeing or security of patients, staff, premises or
property.
Any forthcoming prosecution, trial or tribunal or their outcome, which may
or has resulted in (i) cost penalty to the Trust in excess of £100K or (ii) a
sentence of imprisonment of six months or longer given to a member or
Trust staff or contractor of former member of staff / contractor and where
the crime relates either directly or indirectly to their employment / contract
with the Trust.
Reputational Matters
Any matter that is likely to result in significant reputational harm through (i)
national or local media interest or (ii) adverse / critical comment by any
authority or stakeholder which has been, or which may be, placed in the
public domain (e.g. coroner, member of parliament, inquiry report etc).
Any “good news” stories or Trust / staff successes which merit being drawn
to the Board’s attention.
Policy Changes / National or Local Issues with Impact on the Trust
Any changes in government policy, stakeholder policy, the law, etc which
may have an immediate and significant impact on the Trust.
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General
Any matter not otherwise specified which in the opinion of the Chief
Executive or an Executive Director in the absence of the Chief Executive is
considered desirable to bring to the attention of the Board as a matter of
urgency.
6.2

If required, the Trust will use the fast track process detailed at 5.9 to inform
Board members of significant concerns falling into the above categories on
the same day, rather than wait for a Board meeting. An extraordinary Board
meeting may be called if required.

7.0

ASSIGNMENT OF MONITORING FUNCTION TO A COMMITTEE

7.1

The Board may assign the monitoring of a particular performance indicator or
indicators to a committee/ group. Where the Board assigns the monitoring of
performance indicators, the Board will be explicit concerning the conditions for
escalation back to the parent committee / Board.

8.0

ASSURANCE TO THE ORGANISATION

8.1

All staff are expected to understand how to escalate issues appropriately. In
response, the Board are expected to feedback assurance to the organisation
on areas that have been escalated to them for action. Board intervention will
be publicised as appropriate to enable two way communications from ward to
Board; to ensure that staff feel assured that the Board are responsive
resulting in appropriate escalation being encouraged as tangible benefit arises
as a result.

8.1

The Chief Executive will ensure this happens via his briefings and the staff
news letter.

9.0

NEXT STEPS

9.1

Subject to agreement of this framework it is proposed that:
It is implemented with immediate effect.
It is incorporated into and becomes and integral part of the Board Assurance
Framework which maps out the key controls to mitigate and supports the
Chief Executive to complete the Annual Governance Statement at the end of
each financial year.
The BAF is managed on a cycle of:
Review by the Directors team – quarterly (currently annual)
Review by the Audit Committee – bi annually
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Review by the Board – annually ( currently annual) including a review of
the escalation framework to ensure it remains in effect and responsive to
the organisational structure and operation
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APPENDIX 1

BOARD ISSUE ESCALATION REPORT
CONFIDENTIAL / NON CONFIDENTIAL (Delete as appropriate)
This report form is to be used by the Chief Executive and Directors only for bringing
urgent matters to the attention of the Board which do not form standing agenda
items, or which require further detail to be provided than the standing agenda item
would include.
This report can either be tabled at a Board meeting, or in extreme circumstances be
circulated in between meetings for immediate updates. For the latter, the completed
form should be circulated to all Board members and the Board Secretary by email
within a maximum of 24 hours of the circumstances requiring reporting arising or
coming into the knowledge of the Chief Executive or a Director.
Completion and circulation of the report supplements but does not replace telephone
/ verbal notification of issues where appropriate.
Follow ups should be by way of an update escalation report using this same form
template or verbal / written update in Part 1 or Part 2 (as appropriate) at the next
Board meeting (and / or consideration by the relevant Board Committee).
TO BE CIRCULATED IMMEDIATELY / TO BE TABLED AS URGENT ITEM AT
NEXT BOARD MEETING (please delete).
Date
Title of Issue
Report from (name and title)
Date of Report

For: (delete as appropriate)
Board information only
Chief Executive / Director Action
Emergency action by the Chair and Chief Executive under standing order 5.2
Referral to committee
Consideration at next meeting of the Board
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Brief Description of Issue (including relevant dates, impacts, resource and
reputational implications)

Description of Action(s) required / being taken (including lead(s) and
timescales where relevant):

Additional Comments / Observations

15

Risk identification / Recording:
Consideration should be given to risks identified, arising or materialising in relation to
the matter reported on this form and their inclusion in the Corporate Risk Register
and Board Assurance Framework.

Catastrophic Yellow

Orange

Red

Red

Red

Major

Yellow

Orange

Orange

Red

Red

Moderate

Green

Yellow

Orange

Orange

Red

Minor

Green

Yellow

Yellow

Orange

Orange

Negligible

Green

Green

Green

Yellow

Yellow

Rare

Unlikely

Possible

Likely

Almost
Certain
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Chief Executive’s Report

1.

INTRODUCTION

1.1

The aim of this report is to brief the Board on internal activity, as well as national issues
relating to the services that the Trust provides.

2.

DORSET HEALTHCARE TRUST

2.1

Update on changes to the Mental Health Urgent Care services, west of Dorset

2.1.1

Dorset HealthCare and NHS Dorset, now Dorset Clinical Commissioning Group (CCG),
have been working together for the past two years to redesign the service offered to people
in the west of Dorset who become acutely mentally unwell.

2.1.2

In line with national policy (No Health without Mental Health, DH, 2011), the two
organisations have been developing services which enhance the delivery of recovery
focused services aimed to support people in the least restrictive environment and provide
greater choice regarding their care and treatment. These proposals for change were
publically consulted upon and the changes have now been made; the new Mental Health
Urgent Care (MHUC) pathway is now operational.

2.2

Crisis Response and Home Treatment Team

2.2.1

There is now a fully operational Crisis Response and Home Treatment (CRHT) team which
provides support and treatment to people in their own home or place of residence 24 hours
a day, 7 days a week.

2.2.2

This team supports people who are acutely unwell and who require intensive support, but
who, with this support, can remain in their own home or place of residence instead of having
to be admitted to hospital. The CRHT facilitate person centred, individual, group and day
interventions to people who are using their services. This involves the development of a
selection of psycho-educational and supportive groups which can be selected and facilitated
according to the needs’ of people using the services and provided in appropriate locations.
Space has been maintained at Stewart Lodge and the Hughes Unit to facilitate such groups
as and when needed. The CRHT also facilitate arrivals, stays and departures within the
Recovery House, commissioned by Dorset CCG and provided by Rethink Mental Illness.

2.3

Recovery House

2.3.1

Dorset CCG has commissioned Rethink Mental Illness to provide a seven bedded Recovery
House as part of the MHUC pathway.

2.3.2

The Recovery House, based in Weymouth, provides a safe, supportive environment for
people who are acutely unwell and are being supported by the Crisis Response and Home
Treatment Team. The Recovery House is not an alternative to housing or to hospital, it is an
enhanced form of support, another choice for people who do not need to come into hospital,
but who, without this support, might not be able to stay at home whilst experiencing their
crisis.

2.3.3

The service had an Open Day on 25 March 2013, which was well attended by stakeholders
and the media. It opened on the 2 April 2013 to guests.

2.3.4

A number of clients have successfully used the Recovery House since it opened and it is
proving to be a meaningful component on the MHUC pathway.
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2.4

Inpatient Services

2.4.1

In order to increase the intensive community support available to people who become
acutely unwell, Dorset HealthCare and NHS Dorset proposed to close inpatient services
provided at Stewart Lodge and the Hughes Unit. It is important for care to be provided in the
least restrictive environment and hospital, by its very nature, is restrictive. By closing these
two inpatient units, the organisations were able to invest much needed funding into ensuring
people who become acutely unwell have the choice to be supported in their own home or
the Recovery House and only come into hospital when they really need to.

2.4.2

Waterston Acute Assessment Unit, Linden Unit and Melstock House (for people over the
age of 65) now provides the acute inpatient services for people in west of Dorset.

2.4.3

The original proposal was to have the fully functional Crisis Response and Home Treatment
team in place by the end of March 2013 and to close the Hughes Unit at the same time.
Stewart Lodge was then planned to close a month later. Due to urgent refurbishment work
taking place on Waterston and Melstock, it was not possible to close the other inpatient
units until Waterston opened on 24 April 2013.
The Hughes Unit therefore closed on this
date.

2.4.4

The Trust reviewed the proposal to keep Stewart Lodge open a further month and assessed
the risks associated with doing this. Due to the need to increase the staffing within all
inpatient units, the Trust did not have enough staff within the MHUC system to fully staff
Waterston, Linden, Melstock and the Crisis Response and Home Treatment team and keep
Stewart Lodge open. The Trust could have hired agency staff to keep Stewart Lodge open,
but the lack of consistency this would cause, and the concerns this would raise regarding
standards of care would create potential risks to patient care. Therefore, Stewart Lodge was
closed on 24 April.

2.4.5

Both Stewart Lodge and the Hughes Unit remain open as locations for day treatment when
individuals from that area on the Crisis Home Treatment Team caseload would benefit from
it.

2.4.6

Whilst this was a deviation from the proposed model and timescale, Dorset HealthCare
made the decision to close Stewart Lodge at the same time as the Hughes Unit, in the
interest of patient safety. This was communicated with members of the Dorset Overview
and Scrutiny Committee on 4 April 2013, as well as other stakeholders.

2.5

Get Physical for Mental Health Awareness Week

2.5.1

Dorset HealthCare hosted a beach walk with fun and games along the way on Friday 17
May to mark Mental Health Awareness Week (13 – 19 May). The four-hour walk started at
12pm passed Bournemouth Pier and finished at Boscombe Pier.

2.5.2

The theme for this year’s Mental Health Awareness Week was physical activity and
exercise, so participating walkers were invited to play rounders at Bournemouth Pier and
beach volleyball at Boscombe to highlight the impact physical health has on mental health
and wellbeing.

2.5.3

Mental Health Awareness Week is a national event that aims to promote mental health
awareness.

2.6

Social Media

2.6.1

This month has seen the launch of a new Social media policy for the Trust, giving staff and
services greater access to Social networks and media. The Trust has opened a You tube
account and is using that to host videos such as the Waterston ward introduction so that it
can be viewed by staff and Visitors alike. The Director of Nursing and innovation now has a
3

professional Twitter account and is regularly twitting about professional issues effecting the
Trust as well as the Trust Twitter and Facebook accounts.
2.7

Community Health services achieve UNICEF Baby friendly accreditation

2.7.1

This was achieved following extensive interviews with 60 staff from health visitors and
community nursery nurses to paediatric nurses. Prior to the interviews, a knowledge and
skills updating programme was implemented and champions were identified across all
areas. This preparation proved very successful and the assessors remarked on the staff’s
enthusiastic sharing of knowledge at the interviews. They also remarked on the fact that
staff in the Bournemouth and Poole area were able to articulate clearly about the
complexities of giving advice with regards to ‘safe sleeping’.

2.7.2

In order to achieve stage 2, staff had to achieve 80% in each of the 13 categories they were
quizzed about. Our lowest score during this process was 90%, with many perfect scores
awarded – which is encouraging for the next stage and is an outstanding achievement by all
staff.

2.7.3

Stage 3 is the final stage towards full accreditation, this is when assessors will interview
mothers from 34 weeks pregnant and up to 6 weeks postnatal to assess the information that
they have received from staff. There is a year within which to achieve this complex stage
and it will require mothers being consented to take part and there are plans for a base line
assessment in the near future.

2.8

Conferences

2.8.1

Conference season is upon us and the Trust can boast a number of successful events and
events to come.

2.8.2

The Nursing and Innovation Directorate has already supported this year a county wide non
medical prescribers and an infection control conference, this is to be followed on the 12 July
with a conference at Kingston Maurward “Unleashing the Potential” aimed at all clinical
leaders across the Trust with Jane Cummings, Chief Nursing Officer confirmed as keynote
speaker, along with Professor Keith Brown from Bournemouth University.

2.8.3

The Trust has also worked closely with the Dorset Clinical Commissioning Group to support
the County wide Care and Compassion Conference on the 3 June.

2.8.4

May saw Occupational Therapists come together to celebrate progress and innovation in
vocational rehabilitation

2.8.5

The Bournemouth University Department of Mental Health is calling for Trust staff to
register their attendance and submit their abstracts for inclusion in the biennial recoveryfocused Mental Health Conference, to be held on 6 September 2013. The conference will
take place at Bournemouth University and will be attended by mental health professionals,
health commissioners, researchers and service users. The purpose of the conference is to
disseminate information about new research, innovation, best practice and inspirational
developments in mental health

2.9

Primary care dementia facilitators

2.9.1

Two primary care dementia facilitators have been appointed by the Trust. Their role is to
raise the profile of dementia; emphasise the importance of early identification and
diagnosis; be a source of expertise for GPs and general practice staff; respond to feedback
from their primary care colleagues; and ensure they have information on how to access
dementia services. They aim to do this by embedding dementia diagnosis pathways,
systems and protocols into daily practice and helping to update the GP dementia registers.
They also want to coordinate dementia education and learning opportunities and identify,
support and train Dementia Champions within all general practices.
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2.10

Job Fairs

2.10.1

Significant progress is being made with the organisation of the Jobs Fairs for the Trust and
these have been scheduled for:
Bournemouth: Wednesday 26 June 2013
2.00 pm until 8.00 pm
Hallmark Hotel, Bournemouth*
Dorchester:

Tuesday 9 July 2013
11.00 am until 6.00 pm
Wessex Royale Hotel, Dorchester

(* Alternative town centre venues are being explored due to concern as to the accessibility
of the Hallmark Hotel, as it is a little way out of the town centre.)
2.10.2

In addition, the Trust has participated in the Jobs Fair organised by the Dorset Echo on
Wednesday 22 May 2013, at the Rembrandt Hotel in Weymouth and used this event to
promote our own Jobs Fairs. The Jobs Fair Planning Group has engaged with the
Communications Team for their expertise in promoting and advertising the Jobs Fairs.

2.11

AGM and OSCARS

2.11.1

Planning for the AGM and OSCARS is proceeding at a pace; the date has been confirmed
as Thursday, 5 September to be held at the Carrington Hotel again. The Communications
Team has worked hard to secure a West Dorset venue; however, a large enough and
geographically central enough venue has eluded them.

2.11.2

It is intended that the OSCARs will be launched in the Chief Executives Briefing at the end
of this month as well as through Trust news and all user emails. The categories are.
1.
2.
3.
4.
5.
6.
7.
8.

Inspirational Leadership
Team Quality Initiative Award
Partnership Working
Chief Executive’s Award for Innovation
Individual Staff Contribution of the Year Award (to be run through iMatter)
Volunteer of the Year
Compassion in care award
Chairman’s Award

Planning is being led by the Director of Nursing and Innovation and the Communications
Team.
2.12

Back to the floor visits
I continue with my back to the floor visits and have visited Speech and Language Therapy
Services where the clear commitment to the wellbeing of patients shone through.

3.

NHS SOUTH OF ENGLAND, NHS DORSET, BOURNEMOUTH AND POOLE

3.1

Serious Case Review – Mrs X

3.1.1

A serious case review (multi agency) was undertaken on the case of Mrs X by the Dorset
Safeguarding Board because of neglect. This was published in April 2013. Dorset
HealthCare contributed to this report as DHC staff were involved in caring for this individual
in the Weymouth locality. Mrs X had a number of strokes and was bed bound. Mrs X was
transferred to a care home (after her husband was admitted to hospital) she was found to
have pressure ulcers, unkempt appearance, matted hair, poor nutritional status, long nails
and hard skin. The timeline covered 1990 to May 2012 focusing on 2011.
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3.1.2

There were a number of recommendations from this report which included:
Better monitoring of provider contracts by commissioners
Clear framework and principles for the management of risk where agencies are working
with those who are reluctant to engage with services and treatment
Monitoring the effectiveness of Mental Capacity Act training
Implementing best practise in working with stroke illness
Strengthen understanding of the relationship between pressure ulcer care and
Safeguarding adults
Challenge across agencies /individual professional accountability
Embedding person centred principles in practice and guidance

3.1.3

The report recognised there were failings both from an individual practice perspective and
across all agencies. Dorset HealthCare put in place its own investigation which resulted in
the dismissal of two members of staff (ongoing employment tribunal for one of these).

3.1.4

As part of the overall action plan, the Trust has put in place the following:
Revised senior management team
Weymouth community nursing reconfigured to 5 teams, aligned to GP practices – all
with a full time B6 DN Team Lead, and also all with a Community Matron integrated into
the team to provide clinical support/Case management support
Recruited to full establishment – all but 1 in post (July 1st, final team lead).
Daily handovers in each team
Staff have undertaken MUST training, PU training, falls training and Adult Safeguarding
Documentation in each team is being audited – to date standards have been high
Focussing on ‘basic’ care
MDT meetings around the patient when concerns are raised
Regular staff meetings and appraisals have been put in place many staff had not had
appraisals in last 3 years.
Sickness absence was a factor in this case reducing availability of nurses. This is now
being managed robustly – both reporting sickness and AIPs. Sickness levels have
reduced substantially.
DN Team leads meeting weekly, often with the Locality Manager to measure progress

3.1.5

The care we provided on this occasion fell well below what would be expected, and we
have put in place robust measures as set out above which have led to significant
improvements in patient services. This remains under constant review.

3.1.6

Andrea Young steps down as Regional Director for NHS England (South)
Andrea Young has announced that she will be stepping down from her role as NHS
England Regional Director (South) to become Chief Executive of North Bristol NHS Trust.
She said: “I have valued my time at NHS England and, throughout the commissioning
system in the South, I have had the privilege of working with the most committed and
talented people. Together we have built confident and strong foundations for the future
and I thank them for their professionalism, enthusiasm and support through the period of
transition.”
Dame Barbara Hakin, NHS England’s Interim Chief Operating Officer and Deputy Chief
Executive said:
“Andrea has been instrumental in the development and set up of the South region of NHS
England. She has provided strong leadership to the NHS in the South of England
throughout a time of complex change to the NHS. I wish her all the very best for the future.”
Interim leadership arrangements for the South region will be announced shortly.
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4.

HEALTH AND SOCIAL CARE NATIONAL ISSUES

4.1

A&E Performance
National reports suggest that A&E waiting time performance collapsed in April, with only a
handful of trusts hitting their targets. Analysis by the HSJ showed just 90.4% of patients
were seen within four hours of attendance in April - missing the Government's 95% target.
Chris Hopson, the chief executive of the Foundation Trust Network, said the existing model
of emergency care was "clinically and financially unsustainable", and called for a new longterm model for care. “This has to be a whole-system response - the problem shows up in
trust A&E performance targets but providers cannot solve this issue by themselves," he told
HSJ. A Department for Health spokesperson said NHS England was carrying out a review
of the future of emergency care, and suggested the drop in performance had been
exacerbated by lack of access to out-of-hours care.

4.2

Sir David Nicholson announces his retirement
The head of the NHS, Sir David Nicholson, is to step down from his role and will leave his
post next March.

4.3

Care Quality Commission changes
The Care Quality Commission has reshuffled its senior executive team ahead of the
publication of a report which is expected to criticise the failure of CQC senior management
to investigate baby deaths at the University Hospitals of Morecambe Bay NHS Foundation
Trust. CQC director of operations Amanda Sherlock, director of legal services Louise Guss,
and director of human resources Allison Beal are being made redundant. The departures
follow those of director of finance John Lappin and Jill Finney, director of communications,
who have left since February.

4.4

14 Trusts with high mortality rates
Almost 3,000 patients may have died unnecessarily in a year at the 14 NHS trusts being
investigated over high mortality rates following the publication of the Francis report. Eight of
the Trusts reviewed were found to have higher than expected death rates, with the worst
figures at Blackpool Teaching Hospitals in the year to October 2012. The number of deaths
anticipated there were 1,947, but there were actually 2,357. NHS Medical Director Sir Bruce
Keogh said the figures should be a ‘warning light’ and prompt further investigation into
potential care quality issues. NHS England said the trusts under investigation would soon
be visited by a team of experts. A series of announced reviews are taking place across NHS
South of England, DHC is not one of the Trusts under scrutiny.

5.

Conclusion

5.1

The Board are asked to note this report.

Paul Sly
Chief Executive Officer
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Corporate Dashboard 2013/14
Quality and performance
metrics (Source)

Requirement

CQC
Outcomes

Thresholds

RED

AMBER

GREEN

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Owner

QUALITY
Overall Quality
Monitor Governance rating indicative* (Local Monitoring)

M

Amber/
Red
or Red

Amber /
Green

Green

Q

Predicted/actual breach in
achieving CQUIN target (Local
monitoring)

C

>1

1

0

ODs

L

1 Red
score

N

TBA

C

<95%

L

>4.5%

L

Number of ‘red’ scores for EWTT
/QuESTT (EWTT and QuESTT
submissions)

Trust priorities

CQC Compliance against
Essential Standards (Trust
Provider Compliance
Assessments)
Patient Safety
Venous Thromboembolism (VTE)
risk assessment on admission to
hospital (%) (Data collection)
Inpatient falls resulting in injury
including minor injury (% per
1000 OBD) (Incident Reporting
database)
Patient with preventable hospital
acquired pressure ulcers (Grade
3 and above) (Incident Reporting
database)
% of incidents reported resulting
in actual impact of moderate to
catastrophic harm (Incident
Reporting database)
Number of confirmed Never
Events (Incident Reporting
database)
Health Care Acquired Infections.
Composite Indicator covering
MRSA/ MRSA Screening/
C.Diff** (Infection Control
Monitoring and Data collection)

0 red
scores

4, 6, 8,
13,
14,16,
17

TBA

All

>=95%

4, 16

3.5-4.5%

<3.5%

4, 16

Q

TBA

TBA

TBA

4, 16

Q

L

>3.6%

3.0-3.6%

<3.0%

4, 16

Q

C/N

>0

0

4, 16

C/M

more
than 1
not met

All met

8, 16

TBA

1 not
met

1

Under development

ODs

ODs

97.5%

F

0

Q

NE
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Quality and performance
metrics (Source)

Requirement

CQC
Outcomes

Thresholds

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Owner

RED

AMBER

GREEN

TBA

TBA

4, 16

DMH

Target
met

16

Q

none
overdue
or < 3
months
overdue

4, 9, 16

Q

0>1
month
overdue

4, 9, 16

Q

0

12, 13,
14

ODs

Trust priorities

Effectiveness
Improving physical health
Monitoring for patients with
Schizophrenia (TBA)

L

TBA

To develop Team based
Outcome reports*** (Quality
Directorate records)

L

Target
not met

Implementation of NICE
Guidance / Standards - overdue
action plans (NICE database)

NICE TA not implemented in 3
months or national timescale
(NICE database)
Agency nurse in charge of a shift
(Incident Reporting database)

L

C

>=1
actions
over
due by
>6
months
>=1
overdue
by 3
months
or more

1 or
more
actions
overdue
by 3 - 6
months
1 or
more
over due
by 1 - 3
months

L

1

Number of complaints (Customer
services database)

L

>28

26-28

<26

16, 17

30

Q

Number of compliments
(Customer services database)

L

<414

414-419

>419

16

479

Q

Complaints upheld (%)
(Customer services database)

L

>40%

40%

<40%

16, 17

67%

Q

L

Q1<
15%
Q4
<=20%

Q1>=
15%
Q4  &
>20%

1, 7, 16

14%

Q

L

<70

70-80

>80

1, 7, 16

+85

Q

C/L

<59%

59%

>59%

1, 16

80.7%

Q

Trust priorities

Patient Experience

% Friends and Family Tests
completed (Elephant Kiosks
reporting from local survey data)
Friends and Family Test score
(Elephant Kiosks reporting from
local survey data)
Staff Friends and Family Test
(Quality Health / In-House
solution reporting from local
survey data) 4 teams for April
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Quality and performance
metrics (Source)

Requirement

Thresholds

RED
Nationally reportable breaches in
same sex accommodation
(Incident Reporting database)

C

1

AMBER

CQC
Outcomes

Apr

1, 10,
16

0

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Owner

GREEN
0

ODs

Performance
Monitor targets (composite
Amber/
Amber /
indicator for all targets) M
Red
Green
F
Green
indicative* (Information Systems)
or Red
Finance
Monitor Financial Risk Rating
FRR
FRR
M
F
(Anticipated) (Financial Systems)
1/2
3/4/5
Workforce
Safeguarding training - all levels
L
<75%
75-85%
>85%
7, 14
HR
(Training Database)
Staff core mandatory training
(composite indicator for all Fire
L
<75%
75-85%
>85%
14, 21
HR
and Information Governance)
(Training database)
Sickness absence rate %
L
>4.4% 4.1-4.4 %
<4.1%
13
4.39%
HR
(Electronic Staff Record)
Vacancy rate (Electronic Staff
L
TBA
TBA
TBA
13
Under development
HR
Record and E-Financials)
Personal Development Reviews
(% of annual reviews completed)
L
TBA
TBA
TBA
14
Under development
HR
(Training database)
Clinical Supervision (% of eligible
staff receiving supervision)
L
TBA
TBA
TBA
14
Under development
HR
(Training database)
*The ratings are only confirmed following the Quarterly Submission to Monitor and therefore these are indicative ratings. The only exception to this would be the Monitor Performance Targets
if any of the three RTT targets were breached in any one month which would result in an automatic red rating. The thresholds are based on the compliance framework - All met = Green,
1 not met = Amber/Green, 2 or 3 not met = Amber/Red and 4 not met = Red
** The composite indicator is related to annual targets for MRSA Screening (95%), MRSA (0) and C Difficile (20). Cumulative C Difficile figures will be checked quarterly and if they exceed 4
in a quarter will be rated as amber. If there is a case of MRSA directly attributable to the Trust this will result in a red rating for that month.
*** Targets for the year are:- April 4, June 37, October 106, January 183 and 80% of all teams by end March 2014
Key
Owner
Requirement
F
Director of Finance
C
Contractual requirement
HR
Director of Human Resources
L
Local
NE
Nurse Executive Director
M
Monitor target
ODs
Operational Directors
N
National requirement
Q
Director of Quality
DMH
Director of Mental Health
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SUMMARY OF MAIN HIGHLIGHTS
1.0

INTRODUCTION

1.1

This integrated report covers Quality, Performance, Finance and Workforce in a
dashboard format. The dashboard has been expanded this month with some new
metrics to ensure that all key priority areas are covered.
Predicted / actual breach in achieving CQUIN targets
Early Warning Trigger Tools exceptions
Trust Priority indicators for 2013/14
Locally agreed never event of agency nurse in charge of a shift

1.2

The following indicators are also being developed and are shown this month and
data will be included in the dashboard when available
Vacancy rate
Percentage of annual Personal Development Reviews completed
Percentage of eligible staff receiving Clinical Supervision
Compliance with CQC Outcomes

1.3

The information in the dashboard is the latest available information at the time of
writing. As the Board will be aware incident reporting data has to date only been
available two months in arrears. The Trust has now rollout out a web based
incident reporting system allowing staff to input incident reports directly rather than
submitting forms for central data entry. It is therefore proposed that from next
month incident data will be provided to the Board for the previous month thus
making it timely.

1.4

The Board will be receiving this dashboard on a monthly basis.

1.5

In line with the Monitor Governance Framework, all indicators have a clear, source
and ownership subject to final confirmation. Details of whether the indicators are
local, contractual, national or a Monitor requirement are also displayed. The
thresholds for the RAG ratings are set from previous year’s data or from external
requirements (e.g. contractual targets) allowing this year’s data to be compared or
benchmarked internally or externally. Metrics have also been mapped against
CQC outcomes where appropriate

1.6

A pyramid of dashboard reporting is also being introduced this month to ensure
that the corporate dashboard is supported by granular reports. The monthly Quality
and Patient Safety Group has received a more detailed dashboard with metrics
presented at directorate or team/ward level. The groups reporting into the Quality
and Patient Safety Group are developing similar dashboard reporting, which any
red or amber items being reported upwards. A dashboard will also be developed
for the MHA committee.

1.7

The Board are asked to consider the metrics and indicators in the revised
dashboard to ensure that these are in line with the Trust’s overall strategic and
quality improvement priorities.

1.8

The Dashboard will be formally reviewed annually by the Board.
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2.0

DASHBOARD EXCEPTIONS

2.0.1

The following section reports on areas on an exception basis. This could be where
the overall Trust performance is below target or even when the overall Trust
performance is on target but any individual area is below target.

2.0.2

Similarly contextual information will be provided where required.

2.1

QUALITY

2.1.1

Governance rating
The Monitor risk ratings are refreshed on a quarterly basis. The Trust’s governance
risk rating therefore remains Red as reported last month. The rating relates to the
Care Quality Commission’s (CQC) findings for Forston Clinic in November /
December 2013, although proposed action has been dropped. The Trust has since
received warning notices from the CQC for Blandford Hospital and these are likely
to maintain this Red rating.

2.1.2

Early Warning Trigger Tools
These help wards to identify trigger factors and allowing actions to be taken to
prevent further deterioration in systems or settings that may then impact on quality
and safety of patient care. Dorset HealthCare has implemented the Early Warning
Trigger Tool (EWTT) in community hospitals and an adapted tool for mental health
inpatient services - the Quality, Effectiveness and Safety Trigger Tool (QuESTT).

2.1.3

The following measures triggered a score of 17/46 for the Acute Assessment Unit
at St Ann’s Hospital in April. This ward has not reached the threshold (16) for a
‘red’ rating previously. The red has arisen as a result of the factors below
Vacancy rate higher than 3%
Sickness absence rate higher than 4%
>20% cancelled clinical supervision sessions by ward staff, or Clinical
Supervision not in place
2 or more formal complaints in a month
Unusual demands on service exceeding capacity to deliver (ie over occupancy)
Ongoing investigation or disciplinary investigation (including root cause analysis
and serious adverse incidents)

2.14

The Director of Mental Health Services is aware of the scores which are
approaching or breaching the trigger point. At the time of writing this report actions
being taken to assess and / or address this are to be confirmed.

2.15

The lowest scores for April were Florence House (0) and Glendenning Unit (1).
Scores have not been submitted for Haven Ward, St Ann’s Hospital at the time of
this report. The reason given is staff sickness.

2.16

Venous Thromboembolism (VTE) Risk Assessments
The Trust has a contractual target of completing 95% of VTE risk assessments.
The Trust achieved this target in April with 385/395 (97.5%) completed. The wards
where the 10 assessments were not completed were
Acute Assessment Unit – 3 not completed (0% compliance)
Meyrick/ITU, Kinds Park Hospital – 2 not completed (71% compliance)
Guernsey Ward, Alderney Hospital – 2 not completed (80% compliance)
Alumhurst Ward, St Ann’s Hospital – 1 not completed (80% compliance)
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The Willows, Yeatman – 2 not completed (94% compliance)
2.17

Infection Control Composite Indicator
All infection control indicators were met, however 1 MRSA screening did not take
place at Swanage Hospital.

2.18

Complaints
There were 30 written complaints in April, compared to a monthly average of 28 in
2012/13. These were split by directorate as follows:
Mental Health & Prisons
Community Health Services
Children and Young People’s Services

15
14
1

2.19

The units receiving the highest number of complaints compared to similar services
were Bournemouth East Community Mental Health Team (CMHT) (3) and Guys
Marsh Prison (3). Both teams were identified as receiving a high number of
complaints during 2012/13 in comparisons to other CMHTs/prisons. East
Bournemouth District Nursing Services received 2 complaints in April 2013 (none in
2012/13). There were a total of 5 complaints for district nursing in April 2013
compared to 16 for the whole of 2012/13. Two of the district nursing complaints
related to staff attitude.

2.20

Whilst numbers are relatively small trends will continue to be monitored

2.21

Complaints upheld
Of the 30 complaints in April six have been concluded to date. Of these 4 (67%)
were upheld. This figure will be refreshed as complaints are concluded.
The complaints upheld were as follows:
Bournemouth East CMHT – clinical care, consent to treatment
Waterston Ward, Forston Clinic – clinical care, safeguarding adults
Orthotics Poole – buildings land and plant, aids and appliances
Continence Service (West) – appointment/waiting times, access to
service/treatment

2.22

Friends and family Test scores
The friends and family test has currently been implemented in community hospitals
and minor injury units. This will be expanded to inpatient mental health services in
July 2013. The Trust score for April is +85 which is calculated as follows:
Proportion of respondents who
would be extremely likely to
recommend (response category:
“extremely likely”

minus

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

2.23

The highest MIU scores were for Bridport MIU (+93) from 74 surveys and Portland
MIU (+91) from 66 surveys. The lowest was for Blandford Hospital MIU (+80) from
5 surveys.

2.24

The highest community hospital scores were Ryeberry Ward, Bridport (+100) from
4 surveys and Stanley Purser, Swanage (+100) from 2 surveys. The lowest were
for Tarrant Ward, Blandford Hospital (+50) from 6 surveys and The Willows,
Yeatman (+58) from 19 surveys.
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2.25

Staff Friends and Family Vision Test
The Trust has a contractual target to improve on the score of 59 from the national
NHS staff survey in 2012/13. This is calculated as the proportion of respondents
who either ‘agree’ or ‘strongly agree’ with the statement "If a friend or relative
needed treatment, I would be happy with the standard of care provided by this
organisation". The score of 80.7% (total respondents 57 ) for April relates to the
four team reports in April, namely
Branksome ward – St Ann’s
Poole Adult CMHT
Bournemouth Intermediate care Tea
Tarrant Ward

2.26

The highest score was 100% for Bournemouth Intermediate Care Team and the
lowest was 37.5% for Branksome Ward, St Ann’s Hospital.

2.27

The team with the highest score was Bournemouth Intermediate Care Team
(100%) and the lowest was Branksome Ward (37.5%) although these scores
should be treated with caution as response rates were very low in some teams.

2.28

The Staff Friends and Family test is being rolled out to all inpatient staff in June
2013.

2.2

PERFORMANCE

2.2.1

The Trust, in line with its forward performance plan is not currently meeting its
compliance standard in the period April 2013 for its ‘Community Services Data
Completeness’ indicator. The Trust is also failing the standard relating to CPA 12
month reviews. All other indicators achieved the required levels of performance
within April.

2.2.2

Community Services Data Completeness consists of three summary indicators
which measure Referral to Treatment (RTT) data, Referral Information and
Treatment Activity information. Each of these three indicators are composed of
many underlying data fields. Whilst some of the RTT information can be gleaned
from the acute hospitals’ patient systems we do not have a comprehensive
Community Information System (CIS) to locally collect the remaining indicators.
Monitor are aware of the Trust’s position in regards to this CIS indicator and that
we will not be employing interim solutions that may prejudice the successful
implementation of a new CIS.

2.2.3

CPA 12 month reviews failed to meet target in April. There continues to be
difficulties with validation of reviews within RiO accompanied by workload
demands. To address this, weekly monitoring arrangements are in place with
Service Managers reporting to the Associate Director Community Services to
provide assurance that these areas are being addressed with teams. RiO
refresher training is taking place to ensure staff are aware of the importance of
validation. Monitoring of annual leave and & sickness cover is also being taken
forward to ensure arrangements are in place that do not affect completion of
reviews.
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2.3

HUMAN RESOURCES

2.3.1

The Dorset HealthCare monthly sickness absence rate for April reduced to 4.39%

2.3.2

Sickness absence is falling from its peak in January of 6.02% indicating that
actions being taken and a consistent approach to managing attendance may be
beginning to deliver positive results.

2.3.3

In terms of national comparison, the most recent data is for January 2013, when
the average Trust NHS absence rate was 4.84%. Other data to assist in
understanding relative position is set out below:
Average absence rate - Mental Health/Learning Disability Trusts

5.5%

Average absence rate - Community Provider Trusts

5.26%

Comparable Mental Health/ Learning Disability Trusts below
Department of Health rate of 3%
Comparable Community Provider Trusts below Department of
Health target rate of 3%
Percentage of Mental Health/ Learning Disability /Community
Provider Trusts below 4%
Highest recorded December rate for a Mental Health/ Learning
Disability Trust
Highest recorded December rate for a Community Provider Trust

0
1
10.0%
7.44%
10.28%

2.3.4

Consistent with Human Resources and Workforce Development consideration and
previous advice to the Board, recruitment is taking place for 3 full-time Human
Resources Co-ordinators (Attendance/Performance Improvement) posts. The post
holders will provide robust support to directorates (with managers retaining
responsibility for absence in their service areas) in the consistent implementation
and application of the new Managing Health, Wellbeing and Attendance Policy.

3.0

ADDITIONAL QUALITY UPDATES

3.1

Care Quality Commission (CQC) updates

3.2

A summary of the 15 compliance inspections undertaken during 2012/13 and
2013/14 to date (where a report has been received (including draft reports) are
shown in Appendix A. Inspections have also taken place in April and May at St
Leonard’s Hospital, Crisis Service (East), St Ann’s Hospital and Blandford
Hospital. Appendix A has been ranked to show those outcomes most frequently
ranked as non complaint.

3.3

The outcomes most frequently rated as non complaint are ::
Records
Care and welfare of people who use services and
Staffing
The main areas of concern during the year are outlined below.
Consistent assessment and recording of capacity
Consistent and regular checking and recording of consent
Provision of up to date information for patients and relatives
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Full completion of key documentation i.e. care plans and risk assessments
Use and recording of physical intervention in mental health settings
Documentation of plans to meet patients’ physical healthcare needs
Provision of welcoming, therapeutic and well maintained environments
Extending activities to evenings and weekends
Appropriate consideration and reporting of safeguarding issues
Robust measures in place to ensure patient privacy is maintained
Appropriate systems in place for safety and security
3.4

Teams are continuing to update their ‘provider compliance assessments’ in order
to evidence compliance with the essential standards at team/ward level.

3.5

The Trust’s internal team have carried out visits to Devon Prisons in May 2013 to
assess compliance against the essential standards. Findings will be discussed at
the monthly quality Committee.

3.6

Actions to address recurring themes from the mental health inspections are as
follows, with more details included in Appendix B.
1. All inpatient staff to receive training in:
Capacity assessments
MHA Receipt & Scrutiny Training
Safeguarding
Care planning
Risk assessment
2. To roll out the use of the ‘ white board’ across all inpatient
units to ensure that there is a clear and visual means of
monitoring that key assessments, reviews and other
requirements have been carried out.
3. Review all inpatient activities programme to ensure that a
range of social, therapeutic, and educational groups take
place including evening and weekends

Sep-13

Jul-13

4. To roll out the new format for individual patient information
folders incorporating a specific section for the patients care
plan and where appropriate the This is Me Document.

Sep-13

5. To implement a Consent and capacity quarterly audit tool
across all inpatient units

Jul-13

6. To develop and implement a Mental Health Legislation
dashboard to monitor performance at a ward level

Jul-13

7. To implement a Quality Notice Board in all inpatient units

3.7

Apr-14

End May13

An assessment of the most recent reports for community Hospital is being
undertaken to identify any common themes to any Directorate wide actions that
may be required.
10

3.8

All draft reports are discussed at Directorate Management Groups to promote
shared learning.

3.9

Outcome 16 Inspection
The CQC undertook a short notice announcement visit in the week of 21 st April
2013 focusing on Outcome 16. This involved requests for information relating to
assessing and monitoring the quality of service provision and interviews with staff..
Concurrent site visits were also undertaken and relevant findings from these will be
reflected in the report, however each will receive a report in their own right. The site
visits undertaken in the week of the review were as follows
St Leonards Hospital
49 Alumhurst Road (Nightingale Court, Pebble Lodge and Florence House)
Bridport Hospital
Crisis Service (East)
Glendenning Unit
Westhaven Hospital
Linden Unit
St Ann’s Hospital

3.10

Bridport Hospital, Glendenning Unit, Linden Unit, Westhaven Hospital, 49
Alumhurst Road (Nightingale Court, Florence House and Pebble Lodge)
These hospitals, units were visited in April and draft reports have been received
which are being checked for factual accuracy.

Outcome
Inspection Date
Staffing
Records
Assessing and
monitoring the quality
of service provision
Care and welfare of
people who use
services
Safeguarding people
who use services from
abuse
Respecting and
involving people who
use services
Consent to care and
treatment

Bridport
23/4/13
Moderate
impact
Moderate
impact

DRAFT FINDINGS
Glendenning Linden Unit Westhaven 49 Alumhurst
23/4/13
24/4/13
24/4/13
22&23/4/13
Met this
Moderate
Met this
Minor impact
standard
impact
standard
Met this
Met this
Met this
Minor impact
standard
standard
standard

Moderate
impact

Met this
standard

Minor impact

Met this
standard

Met this
standard

Moderate
impact

Met this
standard

Met this
standard

Met this
standard

Met this
standard

Minor impact

Met this
standard

Met this
standard

Met this
standard

Met this
standard

Not reviewed

Met this
standard

Met this
standard

Met this
standard

Met this
standard

Met this
standard

Met this
standard

Met this
standard

Met this
standard

Met this
standard

3.11

Blandford Hospital
The final report has been received and the Trust has submitted a response on
action taken to meet the four unmet outcomes. All action was completed by 9th
May 2013. Since the inspection, patients at Betty Highwood Unit have been
temporarily moved to Chalbury Ward along with the staff. This move is in order to
ensure the continuity and quality of service we would wish to provide. A follow-up
visit took place on 20th May 2013.

3.12

St Leonards Hospital
This hospital was visited by the CQC in September 2012 and action was needed
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in relation to one outcome (outcome 21 records). An action plan was
implemented and the CQC notified of its completion. The Trust received a followup inspection in April 2013. A report is awaited.
3.13

Alderney Hospital
The Trust has received the final report following its inspection of the rehabilitation
wards and Kings Park Hospital (as patients currently relocated to Kings Park due to
upgrade at Alderney). The report shows compliance with the three outcomes
previously assessed as not met (minor impact) and also compliance with a further
two outcomes not previously assessed in August (consent to care and treatment
and care and welfare of people who use services).
Outcome

Draft Judgment

Respecting and involving people who use services
Consent to care and treatment
Care and welfare of people who use services
Meeting nutritional needs
Records

Met this standard
Met this standard
Met this standard
Met this standard
Met this standard

3.14

Chalbury Unit (Weymouth Hospital)
The action plan following the visit to this unit in December has been submitted to
the CQC and is currently being implemented. This is due to be fully completed by
October 2013. Following Director sign off the Quality Directorate will be carrying
out independent visits to ensure that plan is being implemented and leads to the
expected changes.

3.15

Forston Clinic
Forston Clinic reopened on 23rd April 2013.The Trust’s action plan for Forston
Clinic was due to be completed by end of April. Following Director sign off that the
intended outcomes have been achieved the Quality Directorate will be carrying out
independent visits to ensure that plan is being implemented and leads to the
expected changes.

3.16

The Trust has received the outcome regarding the notice of proposal to vary the
regulated activities on Minterne Ward. Following the Trust’s representations, the
CQC is not going to adopt this proposal. The letter concludes
It is my view that full consideration was not given to the fact of this closure, when
making the decision to proceed with service. I have therefore concluded that on this
occasion CQC did not make a proportionate and appropriate response and have
decided not to adopt the proposal set out in the Notice of Proposal to impose a
condition on your registration

3.17

St Ann’s Hospital
The draft compliance report for the visit to St Ann’s Hospital in February has been
received. A response on factual accuracy was made to the CQC on 5 th April 2013
challenging some of the information within the report. A final report remains
outstanding. The Hospital was revisited in April, however it is understood that this
inspection had a different focus to the February visit.

3.18

Mental Health Act visits
The CQC’s Mental Health Act Commissioners carry out visits to mental health
services to check on the care of patients who have been detained in hospital and
those who have been given a community treatment order (CTO). These visits can
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take place at the same time as compliance inspections in which case the Trust
receives two reports.
3.19

The following action plans have been submitted to the CQC
Chalbury Unit, Weymouth Hospital
St Ann’s Hospital
Nightingale House
Betty Highwood Unit, Blandford Hospital
Community Treatment Order – Bournemouth West Community Mental Health
Team

3.20

The following action plans are being developed
Admission and Assessment Review
Glendenning Unit

3.21

Mental Health Act reports and action plans are reviewed and monitored by the
Mental Health Act Hospital Managers Committee.

3.22

Annual Clinical Audit Programme
The topics in the Trust’s Clinical Audit Programme have been selected from CQC
findings, HASCAS findings, local priorities, NICE guidance, contractual
requirements and national audits. The draft Audit Programme has been discussed
at a Quality, Clinical Governance and Risk Committee and is endorsed by the
Executive Quality Committee. A copy of the programme is included in Appendix C
for Board approval.
Audit topics have also been mapped against CQC essential standards.

4.0

FINANCE

4.1

We are pleased to be able to report a surplus in Month 1, however this is at a lower
level than last year. Although too early to be able to predict a year end surplus
position for 2013/14, it is expected to be a much reduced surplus level when
compared with 2012/13.
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Appendix A

Compliant

Apr-13

Apr-13

Apr-13

Apr-13

Minor

Compliant

Total not
met

Apr-13

49
Alumhurst
Road

Apr-13

WestHaven
(Draft)

Mar-13

Bridport
(Draft)

Feb-13

Moderate

Compliant

Compliant Compliant

Moderate Compliant Compliant Compliant Moderate

6

Major

Moderate

Minor

Major

Compliant Compliant Compliant Moderate Compliant Compliant

5

Major

Major

Minor

Compliant Moderate

Moderate Compliant

5

Minor

Compliant Moderate Compliant Compliant

4

Assessing and
monitoring the quality
of service provision
- reviewing patient
feedback and taken
action
- reviewing incidents and
audit results and taking
action

7

Glendenning
(Draft)

Moderate

Linden
(Draft)

Minor

Dec-12

Alderney
Follow-up

Nov-12

Blandford

Trust HQ
(Poole CDC)

Nov/Dec
12

St Ann's
(Draft)

Forston

Nov-12

Chalbury

Westminster

Oct-12

Staffing
- adequate staffing
numbers
- staff skilled and
experienced

16

Sep-12

Care and welfare of
people who use
services
- care plans
- risk assessments
- care plans for physical
healthcare needs
- provision of activities on
wards

13

Aug-12

Records
- care plans reflect
changing needs
- full completion of
monitoring charts
- full completion of DNAR
forms

4

Trust HQ
(Verne)

21

St
Leonard's

Outcome

Alderney

Results of Inspections 2012/13 to 2013/14

Compliant Compliant

Major

Moderate

Compliant

Major

Moderate

Safeguarding people
who use services from
abuse
- knowledge of patients
subject to DOLS
- safeguarding knowledge and reporting
- use/documentation of

Compliant Compliant

Moderat
e

Compliant Compliant

Minor

Compliant Compliant
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4

Apr-13

Apr-13

Apr-13

Major

Moderate

Minor

Major

Compliant Moderate

Minor

Major

Compliant

Moderate

Minor

Apr-13

Apr-13

Apr-13

Total not
met

Mar-13

49
Alumhurst
Road

Feb-13

Chalbury
Dec-12

WestHaven
(Draft)

Nov-12

Bridport
(Draft)

Trust HQ
(Poole CDC)

Nov/Dec
12

Glendenning
(Draft)

Forston

Nov-12

Linden
(Draft)

Westminster

Oct-12

Alderney
Follow-up

Trust HQ
(Verne)

Sep-12

Blandford

St
Leonard's

Aug-12

St Ann's
(Draft)

Alderney

Outcome

physical intervention

2

Consent to care and
treatment
- assessment and
recording of capacity
- checking and recording
of consent

10

Compliant Compliant

9
14
5
12
11

6
17

3

Respecting and
involving people who
use services
- recording of choice
- patient involvement in
care planning
- provision of information

8

3

Safety and suitability
of premises
- safeguarding patients'
privacy
- welcoming & therapeutic
environments
- well maintained
environments

1

Compliant Compliant Compliant Compliant Compliant Compliant

Cleanliness and
infection control
Management of
medicines
Supporting workers
Meeting nutritional
needs
Requirements relating
to workers
Safety, availability and
suitability of
equipment
Cooperating with other
providers
Complaints

Minor

Compliant Compliant Compliant

Moderate
Compliant

Moderate

Minor

Compliant Compliant Compliant

Compliant Compliant

2
2

Minor

1

Compliant

Minor

1

Compliant
Compliant

3

1

Minor

-

0

Compliant
Compliant

0

Compliant
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Appendix B
Mental Health Directorate CQC Recurrent Theme Response
Action

Who

When

All inpatient staff to receive training in:
- Capacity assessments
- MHA Receipt & Scrutiny Training
- Safeguarding
- Care planning
- Risk assessment

To roll out the use of the ‘ white board’
across all inpatient units to ensure that
there is a clear and visual means of
monitoring the following have taken
place:
- Risk Assessment
- Care Plans /Stage of Care
- Observation level
- 132 Rights
- HoNOS
- Medicine Reconcilliation
- Physical Observation & Examination

Associate
Director
inpatient
care

Intended Outcome
To increase staff
knowledge and skills ,
improvements practice
and ensure that there
is clear evidence within
the records that the
required standards are
met

Apr-14

Lead
Consultant
Inpatient
Services/
Service
Sep-13
Manager
Crisis &
Acute
Care

To standardise acute
care and treatment
across all inpatient
areas.

Milestone and progress

Status

All staff on Waterston have recieived
the training package outlined in the
CQC report. MHA training has been
arranged as follows:
28 May 2013 Chalbury Unit / Betty
Highwood
Waiting dates from ward manager Linden
Unit
Waiting dates from ward manager
Glendenning
3 June 2013 Waterston (provisional)
Waiting dates from ward manager Melstock
26 June 2013 Nightingale House
26 June 2013 Nightingale Court
26 June 2013 Pebble Lodge
Waiting dates from ward manager Meyrick
Ward
Waiting dates from ward manager Shelley
Ward
Waiting dates from ward manager
Springbourne Ward
4 & 8 July 2013 St. Ann’s/Kimmeridge

Partial

Being rolled out as part of the Acute
Care Pathway. Development day
planned to take forward with AAU in
June 2013. To be rolled out to other
wards following implementation on
AAU.
Partial
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Action

Who

When

Intended Outcome

Milestone and progress

Status

- Drug Screening
- Medical Review
- Discharge Planning/7 Day Follow-up
- Core Assessment
- WRAP (Recovery Plan)
- Housing
- Daily 1:1's
- T2 & T3 dates (where applicable)

Review all inpatient activities programme
to ensure that a range of social,
therapeutic, and educational groups take
place including evening and weekends

To roll out the new format for individual
patient information folders incorporating
a specific section for the patients care
plan and where appropriate the This is
Me Document.

Profession
al Head of
Occupatio
nal
Therapy
Services

Service
Manager
Crisis &
Acute
Care

The Ward Managers
and Professional Head
Occupational Therapy
Service will review the
therapeutic programme.
Amendments will be
Jul-13
made as required
particularly in regards to
ensuring patients have
access to structured as
well as recreational
activities
To standardise provision
of patient information,
preference and choice.
The folders will include
a form which patients
will be asked to
complete on admission,
Sep-13
including what choices
and preferences they
would like staff to know
about, so that the
information provided is
incorporated into care
planning.

The Ward Manager and Professional
Head Occupational Therapy Service
will present the findings of their
review to the Inpatient Management
Group for action and dissemination of
good practice.

Partial

To be rolled out as part of the Acute
Care Pathway

Partial
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Action
To implement a Consent and capacity
quarterly audit tool across all inpatient
units

To develop and implement a MH
Legislation dashboard to monitor
performance at a ward level

To implement a Quality Notice Board in all
inpatient units

Who
Service
Managers
Crisis &
Acute
Care &
OPMHS

MHA L

Service
Managers
Crisis &
Acute Care
& OPMHS

When

Jul-13

Intended Outcome
to monitor compliance
with Capacity and
Consent and ensure all
wards are aware of their
performance.

Jul-13

To ensure data and
performance/complianc
e against the MHA is
developed and reviewed
at local ward/team level.

end
May
2013

To demonstrate and
standardise the Quality
Standards across the
Directorate and evidence
compliance against audits,
patient feedback etc.

Milestone and progress
Capacity & Consent audits have
taken place annually previously. To
develop quarterly audit schedule.

In progress.

Status

Partial

Partial
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Appendix C

Draft Clinical Audit Programme 2013/14
Introduction
The following audit programme has been developed to encompass priorities related to all services provided by the Trust. It also takes
into account the Clinical Audit Programme Guidance Tools published by Healthcare Quality Improvement Partnership (HQIP).
Confirmation of contractual audits is awaited.
Trustwide Audits
Trustwide audits are listed first and audit leads have been identified in all relevant directorates, as appropriate. It is expected that a
Trustwide audit report will be produced for each topic (although results can be further split into separate areas if required).
Directorate Audits
Where audits appear to be Directorate specific they have been listed under the Directorate section.
The Programme is supported by three additional plans
Medicine Management Audits
Infection Control Audits
Mental Health Act Audits
Reporting
The implementation of the Clinical Audit Programme will be reported to the Quality and Patient Safety Group, commissioners and in our
Quality Account (and Quality Report to Monitor).
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Draft Clinical Audit Programme 2013/14
All standards for the following audits to be approved by the Directorate Management Groups/relevant specialist group.
Prioritisation of audits
1

External priority audits

2

Trust priority audits

3

Directorate priorities

4

Clinician interest

TRUST WIDE
Audit
Code

Trust
priority

4, 9, 16

1,4

1, 4, 9, 16

1

9, 16

1

4, 9, 11,
16

1

4, 6, 16

1, 3

16,21

1, 2

2, 16

1, 2

16, 21

1, 2

4, 11, 16

1

Nurse Executive

7, 16

1

Nurse Executive

9, 16

1

Nurse Executive

8, 16

1

Mental Health Legislation
Manager

1, 2, 7, 16

1

MH Directorate to lead
Falls Lead

4, 16
4, 10, 16

1, 2, 3
1, 4

Source

AD01-13

Prescribing for ADHD (topic 13a)

National Audit
(POMH-UK)/contractual

1

MH, CHS &
Children’s

Consultant Nurse/ Assoc
Director Emotional Health &
Early Intervention Services

AD02-13

National Audit of Schizophrenia

National Audit (RCPsych)

1

MH &
Children’s
(EIS)

Head of Clinical Effectiveness
and Audit

AD03-13

Antimicrobial prescribing (see Meds
Management programme)

Antimicrobial Stewardship

1

All

Associate Medical Director

AD04-13

Resuscitation

1

All

AD05-13

Discharge Re-audit

1

All

AD06-13

DNAR records and advance decisions

CQC finding

2

MH & CHS

AD07-13

Consent, capacity and involvement

CQC finding

2

All

AD08-13

Record Keeping

CQC finding

2

All

AD09-13

Pressure ulcer equipment

CG29/CG7/RCA findings

2

AD10-13

Safeguarding

Internal programme

2

AD11-13

Medicines Management

Internal programme

2

AD12-13

Infection Control

Internal programme

2

MH & CHS
Nurse Exec
to lead
Nurse Exec
to lead
Nurse Exec
to lead

AD13-13

Mental Health Act

Internal programme

2

MH

AD14-13
AD75-13

Dementia Care Pathway
Patient Falls

Trust priority
Contractual

2
1

All
All

Policy / NHSLA /
Resuscitation Council
Contractual Audit
(6 monthly)

Priority Directorate

CQC
Outcome

Audit Topic

Lead(s)

Nurse Exec Directorate to
lead
Head of Clinical Effectiveness
and Audit
Head of Clinical Effectiveness
and Audit
Head of Clinical Effectiveness
and Audit
Head of Clinical Effectiveness
and Audit
Locality Manager (AT)
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Directorate Audits
Community Health Services
Audit
Code

Audit Topic

Source

AD15-13

National Audit of Intermediate Care

Commissioner priority

1

CHS

AD16-13

Elective Surgery (PROMS)

National Audit

1

CHS

National Audit (NCP)
CG101

1

CHS

National Audit

1

CHS

National Audit (RCP)
Contractual Audit
(Quarterly)
NICE CG50 / Contract
(Quarterly)
Contractual Audit
(Quarterly)
CG140
CQC finding

1

CHS

1

CHS

1

CHS

1

CHS

2
2

CHS
CHS

Diabetes Specialist Nurse
(AF) / Diabetic Specialist (SL)
Locality Manager (HP)
Head of Clinical Effectiveness
and Audit
Matron (TN) / Senior Sister
(HH)
Head of Clinical Effectiveness
and Audit
Locality Manager (SW)
Diabetic Nurses

Contractual

1

CHS

CHS Directorate to lead

AD19-13

Chronic Obstructive Pulmonary
Disease National audit if eligible or
local audit
Diabetes (Adult) (Eligibility criteria to
be confirmed)
Sentinel Stroke National Audit

AD20-13

Mortality Audit

AD17-13
AD18-13

AD21-13
AD22-13
AD23-13
AD76-13
AD77-13

Patient Early Warning System
(PEWS) audit
Venous Thromboembolism
prophylaxis
Opioids in Palliative Care
Audit of diabetes management
Pro-active care and discharge
planning

Priority Directorate

Lead(s)
Locality Manager (SP)
Head of Clinical Effectiveness
and Audit
Head of Clinical Effectiveness
and Audit

CQC
Outcome
4, 6, 16

Trust
priority
1, 3

4, 16

1, 4

4, 16

1

4, 16

1

4, 16

1, 3

1, 4, 16

1, 4

4, 16

1, 4

4, 9, 16

1, 4

4, 9, 16
4, 16

1
1, 2

4, 6, 16

1, 3, 4

CQC
Outcome

Trust
priority

Mental Health Services
Audit
Code
AD24-13
AD25-13

Audit Topic
Monitoring patients prescribed lithium
(topic 7d)
Prescribing anti-dementia drugs (topic
4b)

Source

Priority Directorate

National Audit (POMH-UK)

1

MH

MH Directorate to lead

4, 9, 16

1

National Audit (POMH-UK)

1

MH

MH Directorate to lead

4, 9, 16

1

4, 9, 16

1, 2

4, 9, 16

1, 2

4, 9, 16

1

AD26-13

Rapid Tranquilisation

CQC finding

2

MH

AD27-13

Borderline Personality Disorder
Suicide Prevention Toolkit
(community)

CG78 / Care Pathway
NPSA / NHS
Confederation

2

MH

2

MH

AD28-13

Lead(s)

Head of Clinical Effectiveness
and Audit
MH Directorate to lead
Head of Clinical Effectiveness
and Audit
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Audit
Code

Audit Topic

AD29-13

Observation Audit

AD30-13
AD31-13
AD32-13
AD33-13

Care Programme Approach
CTO re-audit
Addictions audit – topic to be agreed
Prison healthcare audit – topic TBC
Physical health checks carried out in
accordance with the Acute Care
Pathway and Community Care
Pathways
Initial assessment letters
Risk assessment
Timeliness of assessment letters

AD34-13
AD35-13
AD36-13
AD37-13

Source
Recommendation of
Inpatient Suicide
Prevention Toolkit Audit
External review
External review/ MHA
Local standards
Local standards

Priority Directorate

Lead(s)

CQC
Outcome

Trust
priority

2

MH

MH Directorate to lead

4, 9, 10,
16

1

2
2
2
2

MH
MH
MH
MH

MH Directorate to lead
MH Directorate to lead
MH Directorate to lead
MH Directorate to lead

4, 9, 16
4, 9, 16
4, 16
4, 16

1, 2, 3
1, 2, 3
1
1

Local pathway

2

MH

MH Directorate to lead

4, 16

1, 2

Local policy
Local policy
Local standards

2
2
2

MH
MH
MH

MH Directorate to lead
MH Directorate to lead
MH Directorate to lead

6, 16, 21
4, 16
6, 16, 21

1
1
1

Lead(s)

CQC
Outcome

Trust
priority

4, 9, 16

1

Children’s Services including IAPT
Audit
Code
AD38-13

Audit Topic

Source

Use of antipsychotic medication on
CAMHS (topic 10c)

National Audit (POMH-UK)

Priority Directorate
1

Children’s

AD39-13

Common mental health problems

CG123

2

IAPT

AD40-13

Long-acting reversible contraception

CG30 / Claim

2

Children’s

AD78-13

Audit of transition of young people
transferring to adult services from
CAMHS

Re-audit / policy

2

Children’s

Consultant Nurse/ Assoc
Director Emotional Health &
Early Intervention Services
Acting Clinical Lead,
Southampton Steps to
Wellbeing
Health Improvement Manager
(B&P) / Contraception &
Sexual Health Lead (Dorset)
Head of Clinical Effectiveness
and Audit

4, 16
1

4, 9, 16

1

1, 2, 6 &
16

1, 3
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In addition to the above audits, the Trust will also participate in the following national confidential inquiries and external accreditations.
Audit
Code

Topic

Source

Priority Lead

AD41-13

Suicide and homicide in mental health

National confidential
enquiry

1

AD42-13

Medical and Surgical programme: National
Confidential Enquiry into Patient
Outcome and Death (NCEPOD)

National confidential
enquiry

1

Head of Patient Safety and Risk

Head of Clinical Effectiveness and Audit

CQC
Outcome

Trust
priority

4, 16

1

4, 16

1

CQC Outcomes
Outcome 1: Respecting and involving people who use services
Outcome 2: Consent to care and treatment
Outcome 4: Care and welfare of people who use services
Outcome 6: Cooperating with other providers
Outcome 7: Safeguarding people who use services from abuse
Outcome 8: Cleanliness and infection control
Outcome 9: Management of medicines
Outcome 10: Safety and suitability of premises
Outcome 11: Safety, availability and suitability of equipment
Outcome 12: Requirements relating to workers
Outcome 14: Supporting workers
Outcome 16: Assessing and monitoring the quality of service provision
Outcome 17: Complaints
Outcome 21: Records

Trust Priorities for 2013/14
1. To deliver high quality, safe, patient outcome focused services that demonstrate our vision of providing care
all of us would recommend to family and friends.
2. To invest in and develop our staff to innovate and deliver continuous quality improvement as one Trust.
3. To work with our partners to deliver integrated care closer to people’s homes.
4. To remain a high performing organisation through the delivery of our key performance and financial targets.
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Medicines Management Audit Programme 2013/2014
Code

Source
NPSA

Clinical Area
Community Hospitals
and Mental Health
Inpatient units

Controlled Drugs*
Various Audits - Ongoing

Controlled Drugs Policy

*To be reported to the accountable
officer

Safer Management of
Controlled Drugs
Department of Health

Trust-wide:
Community Hospitals,
Mental health
Inpatient Units &
Prisons

AD45-13

Controlled Drug Prescription
Writing

AD46-13

Safe and Secure Handling of
Medicines
To include: fridge temperature
checks, security of treatment
rooms, storage & transport of
vaccines (Cold Chain Policy), storage

A guide to good practice in
the management of
controlled drugs in primary
care (England) 3rd edition
2009
Prescription overprint
specification as set out by
the NHS Business Services
Authority
Commissioners Quality
Schedules for Service
Development and
Improvement
Duthie Report

AD43-13

Audit Topic
Medicine Chart Audit/Medicines
Administration Record (MAR)
Audit

Frequency
Annual Sept/Oct 2013
To alternate the topics
each year. In
2012/2013, include
MARs charts
Annual

Lead
Pharmacy Medicines
Management Teams
with Clinical Audit
support.

Addictions Services

Annual
Submit audit results to
the PCT and DAAT
annually

Director of Mental
Health

Community Hospitals,
Mental health
Inpatient Units &
Prisons

Annual
September 2013
(Trust-wide audit)

Medicines
Management/Pharmacy
Teams with Clinical
Audit support.

Older People’s
Mental Health units

Annual
October 2012

Matrons
Medicines
Management/
Pharmacy Teams

To include Delayed/omitted medicines,
Loading Doses, Allergy status
AD44-13

NPSA Alerts

Controlled Drugs
Accountable Officer
supported by Clinical
Pharmacist for each
area

of Midazolam
AD47-13

Covert Administration

NMC Medicines
Management Standards
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Code

Audit Topic

Source

Clinical Area

Frequency

AD48-13

Security of FP10s

NHS Security Management
Service
Security Of Prescription
Forms Guidance, NHS
Business Services Authority
Commissioners Quality
Schedules for Service
Development and
Improvement
Home Office Good Practice
Commissioners Quality
Schedules for Service
Development and
Improvement

Trust-wide
Emphasis on
Addictions Services
(Commissioners
Quality Schedules for
Service Development
and Improvement)

Annual
Audit November 2013

Addictions Services

Annual
Audit January 2014

Director of Mental
Health

NICE/NPSA patient safety
guidance
Commissioners Quality
Schedules for Service
Development and
Improvement

Community Hospitals,
Mental Health
Inpatient Units &
Prisons

Annual
November 2013

Medicines
Management/Pharmacy
Teams with Clinical
Audit support.

Community Hospitals,
Mental health
Inpatient Units &
CMHTs & Prisons
Community Hospitals
and Mental Health
Inpatient Units

Annual – Alternate
Clinical Areas

Clinical Audit with
support from Chief
Pharmacist.

March 2014

Medicines
Management/Pharmacy
Teams

All inpatient areas,
Mental Health,

July 2013

Clinical Audit supported
by Trust Antimicrobial

AD49-13

Prescription Management
Prescriptions should not be
generated for periods of greater
than 30 days prior to the last dose
on the prescription

AD50-13

Medicines Reconciliation Audit
To be carried out in conjunction
with the Use of Patient’s Own
Drugs and Self Administration of
Medicines Audit
Commissioners require 100% of patients
have their medicines reconciled within 24
hours of admission by 31 December 2012

AD51-13

Medicines Adherence
Patient questionnaire

NICE Clinical Guideline 76,
Medicines Adherence

AD52-13

Use of Patient’s Own Drugs and
Self Administration of Medicines
To be carried out in conjunction
with the Medicines Reconciliation
Audit
Antimicrobial Prescribing

NSF for Older People, A
Spoonful of Sugar – Audit
Commission, Talking about
Medicines (Mental Health)

AD53-13

Lead

Director of Mental
Health supported by
Medicines
Management/
Pharmacy Teams

Healthcare Commission

Antimicrobial stewardship:
Start smart - then focus,
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Code

Audit Topic

AD54-13

Prescribing in Palliative Care
(syringe drivers to include opioid
Prescribing)

AD55-13

Polypharmacy and High Dose
antipsychotic audit

AD56-13

AD57-13

POMH-UK Audits included in the
Trust wide programme
Audit of community-wide
formulary and non-formulary
prescribing
Audit of prescribing of nonformulary drugs

Source
Department of Health
November 2011
The Best Medicine
Healthcare commission
2007
Links with Infection Control
Wessex Palliative Care
Handbook
Syringe Driver Policy

Clinical Area
Community Hospitals
and Prisons

Frequency

Lead
Stewardship Group.

Community Hospitals

Trust-wide audit

Consensus statement on
high-dose antipsychotic
medication, Council Report
CR138, Royal College of
Psychiatrists London. May
2006
Talking about medicines:
The management of
medicines in trusts providing
mental health services,
Healthcare Commission
2007
National Audit POMH-UK

Mental Health
inpatient

Annual
August/September
2013
Trust-wide

Specialist Palliative
Care Nurses in
conjunction with
Medicines Management
Teams.
Lead Clinical
Pharmacist, Mental
Health.

Contract

Mental Health and
Children’s
Trustwide

Trust-wide audit
Date to be agreed
6 monthly

See main audit
programme
Chief Pharmacist

Contract

Trustwide

6 monthly

Chief Pharmacist
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Infection Prevention and Control
Audit Programme 2013/14

All audits in programme to be led by Infection Prevention and Control Team (IPCT)
Audit
Code

AUDIT

DATE

Mental Health
Directorate
In & Out
Patients

Prison
Healthcare

Community Health Services
Directorate
Hospitals Community
Nursing











AD60-13

Hand Hygiene
01/04/2013
Observation Audit
External sharps bin
TBA
audit
Standard Precautions 01/04/2013









AD61-13

Asepsis

01/05/2013









AD62-13

Theatre Asepsis

01/05/2013



AD63-13

Scrub Procedures

01/06/2013



AD64-13

Central Venous
Catheter (Continuing
Care)
Isolation Precautions

AD58-13
AD59-13

AD65-13

AD66a-13

AD67a-13

Use of Clostridium
difficile risk
Assessment Tool
Urinary Catheter
Monitoring Tool

Inpatient


01/06/2013



01/07/2013



01/07/2013



Outpatient
Clinics

Children &Young Occupational Audit
People’s services
Health
category
Directorate











Additional
IP&C Audits
Additional
IP&C Audits
Clinical
Practice
Tools
Clinical
Practice
Tools
Clinical
Practice
Tools
Clinical
Practice
Tools
Clinical
Practice
Tools
Clinical
Practice
Tools
Additional
IP&C Audits
Additional
IP&C Audits
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Audit
Code

AUDIT

DATE

Mental Health
Directorate
In & Out
Patients

Prison
Healthcare



Peripheral Vascular
Device Insertion

01/08/2013

AD69-13

Peripheral Vascular
Device Management

01/08/2013

AD70-13

In & Out Patient Area
Departments

01/09/2013





AD71-13

Transportation of
Specimens

01/09/2013





AD72-13

Vaccine Storage and
Transportation

01/09/2013

AD73-13

Endoscopy Decontamination

01/10/2013

Endoscopy Environment

Hospitals Community
Nursing

Outpatient
Clinics

Children &Young Occupational Audit
People’s services
Health
category
Directorate



AD68-13

AD74-13

Community Health Services
Directorate







Theatres
only



01/11/13



Theatres
only

AD66b-13

Use of Clostridium
difficile risk
Assessment Tool

01/01/2014





AD67b-13

Urinary Catheter
Monitoring Tool

01/01/2014





AD79-13

External audit of
general condition and
cleanliness of
commodes –
Vernacare

01/07/2013

















Clinical
Practice
Tools
Clinical
Practice
Tools
Care
Settings
Tools
Care
Settings
Tools
Care
Settings
Tools
Care
Settings
Tools
Care
Settings
Tools
Additional
IP&C Audits
Additional
IP&C Audits
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Mental Health Act Audit Programme
Audit
Code

Audit Topic

Source

AD89-13
AD90-13
AD91-13

DOLS Audit

Commissioners

MHA Consent to Treatment

Mental Health Act

1
3

Mental Health Act Manager
Mental Health Act Manager

Section 132

Mental Health Act

3

Mental Health Act Manager

AD92-13
AD93-13
AD94-13

Section 5
Section 4
Section 62
CTO (included in main programme)

Mental Health Act
Mental Health Act
Mental Health Act
Mental Health Act

3
3
3
2

Mental Health Act Manager
Mental Health Act Manager
Mental Health Act Manager
Mental Health Act Manager

Priority

Lead
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Appendix C

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

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

Annual
Budget
£m

YTD
Budget
£m

YTD
Actual
£m

YTD
Variance
£m

29.7
14.9
18.6
9.4

2.5
1.2
1.6
0.9

2.5
1.2
1.7
1.0

0.0
-0.1
0.1
0.1

6.9
15.8
2.9
7.2

0.6
1.4
0.2
0.6

0.6
1.2
0.3
0.6

0.0
-0.2
0.0
0.0

19.2
27.3
15.4
16.3
5.5
4.3
39.9

1.6
2.3
1.3
1.3
0.6
0.5
2.5

1.6
2.2
1.3
1.4
0.5
0.3
2.2

0.0
0.0
0.1
0.1
-0.1
-0.2
-0.3

233.4

19.0

18.5

-0.5
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Board Executive Summary – Part 1 Meeting
Title of Paper

Leadership Development

Author(s)

Executive
Colin Hague
Date of
Lead
Paper
th
Committees
Directors Strategy Meeting 14 May 2013
presented
Purpose of Paper

Colin Hague,
Director of HR
29 May 2013

This paper provides an update on the Leadership Programme and Strategy for phased
implementation during 2013/14. This is designed to support leadership development in
accordance with the Trust Development Plan. This comprises 7 main strands as follows:
1. Director and Board Development
2. NHS Leadership Academy
3. Dorset HealthCare’s (DHC) Line Leader Development Programme
4. Leaders Development Programme
5. People Management Events
6. Coaching Network
7. Team Development Programme

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
Not investing in leadership development has the potential to adversely affect our Vision
and concern to ensure consistency of care delivered to a high standard.
Involvement / Consultation
Trade Union Partnership Forum
Directors
Impact Assessment
This programme will provide opportunities for all managers
Implementation Plan
For implementation during 2013/14 and review of activities during 2013/14 for 2014/15
leadership development
Action(s) requested of the Board
To endorse the leadership development programme set out in the report
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1. Introduction
1.1 The Trust’s Leadership Strategy for launching in 2013/14 was initially presented to the HR &
Workforce Development Committee in January 2013 and further discussed and agreed by the
Directors Strategy Meeting on 14th May. Investment in Leadership Development was also
endorsed by the Trade Union Partnership Forum on 16th May 2013 and supports the 2012 Staff
Survey action agreed with the trade unions.
1.2 This paper sets out the comprehensive and diverse programme which will address the main
leadership arrangements in 2013/14. This will also support the Trust Development Plan
objectives.
1.3 The Leadership Strategy comprises the following 7 strands:
1.3.1

Director and Board Development

1.3.2

NHS Leadership Academy – 5 Professional Development Leadership Programmes

1.3.3

Dorset HealthCare’s (DHC) Line Leader Development Programme – menu of
programmes from which leaders can self select. Selection will be based on the outcomes
arising from the leader’s self assessment of their leadership capabilities against the NHS
Leadership Competency Framework, which sets out the expected standards of leadership
behaviour.
Leaders Development Programme - designed for clinical and non-clinical, medical and
non-medical leaders to learn together with their peers. This leadership pathway will equip
leads with the core knowledge, skills, attitudes, behaviours and challenge to lead their
teams with confidence to bring about positive improvements to the Service User / Carer
experience within practice.
People Management Events – large scale leadership events whereby leaders (clinical and
non-clinical) come together to share best practice, ideas and learning, including the
outcomes from the service improvement actions arising from the Leaders Development
Programme and key note speakers.
Coaching Network – Developing an internal & external Coaching Network to support
leaders
Team Development – including Myers Briggs, 360 degree team review, coaching feedback
and away day to assess the team’s effectiveness against the 5 elements of a functional
team and identify the team’s strengths, weaknesses, areas for development to support them
in developing a better understanding of themselves, in order to continue to improve teambased practice and the achievement of their objectives

1.3.4

1.3.5

1.3.6
1.3.7

1.4 The first half of 2013/14 will see the launch of the Director Development Programme, NHS
Leadership Academy programmes, DHC Line Leader Development Programme, Leaders
Development Programme and the first People Manager Event led by the Nurse Executive
entitled “Releasing the Potential”. The remaining elements of the Leadership Strategy (1.3.6 –
1.3.7 above) will be prioritised for implementation in the second half of 2013/14, together with 2
People Manager Events.
1.5 It is important to progress work on implementing strands 1.3.1 – 1.3.5 above. To this end the
Board is asked to endorse the Leadership Strategy for implementation.

2. Directors’ Development Programme
2.1 Director development activities have been taking place and an event is planned for September
2013. There will be continuing investment in Board development.
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2.2 Director development includes a Team Development programme comprising Myers Briggs, Peer
Review feedback, 1:1 coaching will take place July/August 2013 with the Away Day to consolidate
the learning from these assessments to further team understand and effective team working will
take place on 3rd September 2013.

3. NHS Leadership Academy
3.1 The NHS Leadership Academy launched its portfolio of leadership programmes in May 2013,
aimed at all levels of leadership responsibility. Applications for the national programmes close on
Friday 14th June 2013. Programmes will commence in September 2013. There will be another
call for applications later in 2013/14 for programmes to commence before the end of the financial
year.
3.2 The 4 formal programmes available, mapped to DHC levels of leadership responsibility, are as
follows:
Leadership
Programme
Top Leaders

Leader Responsibility

Nye Bevan –
Leading
Care III

Senior Leader of large functions /
departments.

Elizabeth
Garrett
Anderson –
Leading
Care II
Mary
Seacole –
Leading
Care I

Executive / Board Level

Ready to apply for executive level
roles.
Leaders approaching readiness to
take on more senior leadership roles
– leading multiple teams / services.
Consultant Clinical Lead
New or soon to be leaders

DHC Level
of Leader
Same

e.g.
Associate
Director

e.g.
Service /
Locality
Manager and
Consultants
e.g. Matrons,
Band 7 Team
Leads,
Deputy Team
Leaders

Programme Details
Diagnostic to identify individual
leadership development plan Duration
of current role
18 face to face days in Leeds; 12 month
programme; No academic requirement /
accreditation of learning

13 face to face days in Leeds plus
elearning; 18 – 24 month programme;
Academic requirement and leads to
MSc in HealthCare Leadership
6 face to face days - in local region plus
elearning; 12 month programme by OU;
Academic requirement and leads to
Post Grad Certificate in HealthCare
Leadership.

3.3 When selecting a programme, consideration should be given to the leaders’ current role, career
goals/plan, previous leadership experience and development together with the entry
requirements into the relevant programme. Therefore, a service manager might choose to attend
the Mary Seacole programme before progressing onto the Elizabeth Garrett programme.
3.4 The number of places available to the Trusts across the Thames Valley and Wessex region is:
Nye Bevan: 20; Elizabeth Garrett Anderson: 40; Mary Seacole: 400.
3.5 The 5th programme is the Edward Jenner Leadership elearning programme. This will be
launched in June 2013 and integrated into the DHC Line Leader Development Programme and
Clinical Leaders Development Pathway for all leaders to access, as appropriate.

4. Dorset HealthCare Line Leader Development Programme
4.1 It is recommended that the DHC Line Leader Development Programme is agreed for launch
across the Trust in June 2013, for line leaders to commence booking onto available development
programmes from July/August onwards. This programme is designed to offer line leaders,
irrespective of banding, a range of development opportunities from which they can select. The
selection will be based on the outcomes arising from the Assessment of the line leader’s
capabilities against the NHS Leadership Competency Framework, which sets out the expected
standards of leadership behaviour. Please see appendix 1 for an overview of the modules
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available within the DHC Line Leader Development Programme, which will include the new
Edward Jenner elearning package from the NHS Leadership Academy.

5. Leaders Development Programme
5.1 The above pathway has been designed for Band 7 + clinical and non-clinical – medical and non-

medical leaders.
5.2 The Head of Learning and Development and Medical Director met to discuss the above pathway

proposed for leaders in April 2013. The Medical Director is keen for the medical and non-medical
leaders within teams to develop together; for medical leaders to be empowered and re-enthused
and take responsibility for delivering high quality care.
5.3 In recognition of the drive for Team Leaders to learn and develop together, this pathway is

designed to equip leaders – medical and non-medical – clinical and non-clinical with the core
knowledge, skills, attitudes, behaviours and challenge to lead their teams with confidence to bring
about positive improvements to the Service User / Carer or Customer experience within practice.
It is in support of the Trust Development Plan, and has been tailored to meet the bespoke needs
of Trust leaders in support of its Strategy, Francis and CQC recommendations.
5.4 Embedded throughout the pathway are key messages and learning points from the Trust

Strategy, Trust Vision & Values, recommendations and action arising from external reports (CQC,
HSE) to ensure leaders understand the expectations of them and how to translate theory and
ideas into practice and get the support of their teams to bring about continuous service
improvements.
5.5 The Leaders Development Pathway will comprise 5 main elements as shown below. It will take 6

months to complete and requires leaders to be released for a minimum of 7 days to attend taught
skills based workshops and action learning sets, which are designed to support leaders with
introducing real improvements within practice. Please see Appendix 2 for further details of the
pathway.
5.5.1 Learning programmes – 5 sessions comprising core leadership skills – total of 4 days. The
first session also includes co-facilitation by a service user to add greater depth
5.5.2 Action Plan for Continuous Improvement – Leaders to take forward the implementation of
team-based improvements within practice. Multi-disciplinary leaders from each team that
attend the pathway together will work collaboratively to introduce improvements in practice.
5.5.3 Action Learning Sets – 5 x ½ day to provide leaders with the opportunity to explore practical
solutions to overcoming the issues, barriers and challenges experienced within practice.
5.5.4 Self Directed learning – the Edward Jenner Leadership elearning programme available from
June 2013 by the NHS Leadership Academy will be available to leaders to access to support
their ongoing development
5.5.5 Assessment of learning – Bournemouth University will be providing the framework for
leaders to critically reflect and evaluate their acquired knowledge and learning and its impact
on team-based working and bringing about improvements within practice in order to build
future resilience. ½ day Introduction by Bournemouth University (BU) followed by a workplace
assessment, learning logs and a critical reflective account written by the leader to include an
evaluation of the outcomes of their Action Plan for Continuous Improvement. On successful
completion of this Development Pathway and critical assessment, leaders will be awarded 20
academic CPD credits (at H or M level) from BU which also forms part of the Diploma in
Leadership and Management in Health & Social Care.
5.6 The learning from the assessments/critical reflections will be integrated into the large-scale

People Manager events to share organisational learning and also made available on the Intranet
and iMatter for other leaders to access.
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5.7 Directors will need to support leaders with having time and space, in addition to the 7 days formal

learning within the pathway, to implement initiatives and outcomes that are important to their
service users and teams, in addition to the Trust objectives.

Capacity:
5.8 It is recognised there are approximately 180 – 200 clinical teams plus non-clinical teams. Based

on this, it is recommended 14 cohorts of the Leaders Development Pathway be delivered during
2013/14, commencing in July 2013. With up to 16 leaders per cohort this will create capacity for
224 leaders to commence the pathway in 2013/14.
Facilitation:
5.9

This pathway will be facilitated by an external leadership facilitator who has extensive
experience in designing and delivering leadership programmes and has been involved in
developing the learning modules with the Head of Learning and Development to ensure they
meet Trust expectations. Recent leadership clients include: the General Medical Council,
Hampshire Hospitals, Somerset Partnership, Specialised Commissioning Group for London, an
array of local authorities, Sunseekers etc.

5.10 The pathway will be reviewed on an ongoing basis by the Head of Learning and Development

and external facilitator to ensure it meets the learning needs of each cohort.
Venues:
5.11 To demonstrate that the Trust is supporting and valuing its leaders and to create greater

enthusiasm for the learning, external venues will be funded to provide leaders with suitable
learning environments away from the workplace.

6. People Manager Events
6.1 The first People Manager Event entitled “Releasing the Potential” is being organised by the Nurse

Executive Directorate aimed at clinical leaders on 12th July 2013. The key note speaker is Jane
Cummings, Chief Nurse for NHS England. This event will provide the forum to focus on local and
national issues.
6.2 The second half of 2013/14 will see 2 further People Manager Events organised for approximately

300 clinical and non-clinical leaders, as stated in section 1.3.5 above.

7. Required Funding to Implement the Leadership Strategy in 2013/14
7.1 To support the effective implementation of the Leadership Strategy in 2013/14, the below

identifies the projected resource implications. The costs include those related to facilitation,
venues, and catering. The costs associated to staff release and backfill have not been included.
Element of Leadership Strategy
Directors’ Development

Approx
Cost - £
£15,280

NHS Leadership Academy
Programmes
DHC Line Leader Development
Programme

£20,000

Leads Development Programme

£197,400

People Management Events: 1 x July
for Clinical Leads; 2 x All Leads in Q3.
Coaching

Notes
The cost for 4 Development Sessions in 2013/14
Annual subscription cost
Programme already funded for 2013/14.

£15,900

The cost for 14 cohorts in 2013/14. An estimated cost
of £881.25 per leader.
The cost for People Management Events for leaders to
attend in 2013/14. An estimated cost of £36 per leader
Programme already funded for 2013/14
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Team Development
Administration support
Total Approximate Cost for 2013/14

£114,000
£10,430
£373,010

The cost is based on 20 teams, each comprising 20
staff. A cost of £288 per team member.
To coordinate the various elements of the Leadership
Strategy in 2013/14:
These costs are based on projections until each
element of the strategy is fully developed and agreed.

7.2 The costs in 7.1 do not include those associated with the Leadership development events agreed

for the Board. Therefore, it would be appropriate to estimate a total of £400,000 to support the
Leadership Strategy in 2013/14.
7.3 Directorates need to own investments in the development of their leaders to meet their own

Directorate and team development needs, which will continue arising as part of the
Appraisal/Personal Development Review assessment of development needs.

8. Additional Leadership Opportunities
1.6 It should be noted that in addition to the 7 strands within the Leadership Strategy, there are other
leadership development opportunities offered within specific directorates across the Trust, for
example:
1.6.1

4 senior nurse members forming part of the Mental Health and Learning Disability Nurse
Directors Network, giving access to national networks, conferences and support for sharing
within the Trust.

1.6.2

2 x Trust Innovation Leaders to undertake the "Diploma in Innovation and Change
Management", which is fully accredited by The Institute of Management. Funded by NHS
Innovations South West, this leadership award is designed to develop the understanding and
ability to lead the development and implementation of innovative projects within the workplace
and to help build a culture of innovation within the organisation.

1.6.3

The Allied Health Professional and Nurse Advisory Committees are committed to focussing
work on Leadership as part of the Trust’s response to Francis and sharing best practice
across directorates.

1.6.4

Clinical Intensive Support Team

1.7 Learning from the above will be shared and disseminated widely with leaders as part of the
ongoing People Manager Events.

9. Required Action by Board
8.1 The Board is asked to endorse the 7 strands within the Leadership Strategy for implementation
during 2013/14, in a staged approach as outlined in section 1.4 above.
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Appendix 1
Line Leader Development Programme - Contents
Leadership Development Self Assessment
Based on the NHS Leadership Framework – a self assessment questionnaire completed by
the line leader and their manager. This will provide the line leader with a valuable insight into
their leadership behaviour in order to help inform their ongoing leadership development plan.

Mandatory Line Leader Development
1.
2.

Equality and Diversity Level 3
Health and Safety for Managers

Recommended Line Leader Development
1.
2.
3.

Preparing for Leadership – elearning - for new or soon to be leaders
Value Led Leadership – all Line Leaders
Business Writing Skills (Evidencing Professional Management Learning) –
Band 6 + Line Leaders *1

Optional Line Leader Development - Available to All Line Leaders
Leadership Skills
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Assertiveness Skills
Coaching Skills for Line Leaders
Communicating in Difficult Situations – e-learning
Courageous Conversations – Skills based session
Edward Jenner Leadership Foundations – e-learning (NHS Leadership Academy)
Influence & Persuasion Skills
Leadership Development Centre - (Wessex Leadership Academy)
Leading and Managing Change
Leading Effective Meetings
Presentation Skills
Time Management Skills
Vital Conversations – Bands 8+ (Wessex Leadership Academy)

Management Skills
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.

Appraisal/PDR and KSF Skills
Managing Discipline (Conduct)
Finance and Budgeting – e-learning
Finance and Budgeting – one to one coaching with management accountant
Investigator of Complaints Training
Managing Absence (Managing Health & Wellbeing)
Managing Capability (Performance)
Managing Grievance (Dignity at Work)
Project Management
Recruitment and Selection Skills
Root Cause Analysis

*1 Bournemouth University assessed and accredited module.
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Appendix 2
Leaders Development Pathway
Empowering Leaders: Empowering Teams

The Empowering Leaders: Empowering Teams Leadership Pathway is available for Band 7 + clinical
and non-clinical – medical and non-medical leaders. It is designed to equip leaders with the core
knowledge, skills, attitudes, behaviours and challenge to demonstrate confidence and lead their
teams to bring about positive improvements to the Service User / Carer or Customer experience in
practice.
The pathway supports multi-disciplinary leaders within teams to attend the pathway and
collaboratively learn together, agree appropriate improvements to implement within their teams, whilst
having the added value of learning with their peers from other clinical and non clinical teams, in order
to provide challenge and share different perspectives, ideas and knowledge.
The duration of the pathway will be 6 months and will comprise the following 5 elements:
9.1.

Learning programmes – 5 taught sessions (4 days) to provide leaders with the
knowledge and skills (principles, models, tool and techniques) to enhance performance
within the workplace and lead forward the achievement of their Action Plan with their
teams. These comprise:

1.
2.
3.
4.
5.

Value Led Leadership – 1 day
Leading Change - ½ day
Influence and Persuasion – 1 day
Courageous Conversations – ½ day
Coaching Skills for Leaders – 1 day

9.2.

Action Plan for Continuous Improvement – to provide the framework for leaders to
identify what change they will implement within their teams and how; The Action Plan will
be introduced as part of the first learning programme: Value Led Leadership.

9.3.

Action Learning Sets – 5 x ½ day sessions to provide leaders with the opportunity to
explore practical solutions to overcoming the issues, barriers and challenges experienced
within practice. This will support the implementation of their action plans and newly
acquired knowledge and skills within practice.

9.4.

Self Directed learning – the Edward Jenner Leadership elearning programme available
from the NHS Leadership Academy will be available to leaders to access to support their
ongoing development

9.5.

Assessment of learning – Critical reflection and evaluation of acquired knowledge and
learning and its impact on team-based practice and bringing about improvements within
practice in order to build future resilience. Bournemouth University with deliver a ½ day
Introduction to set out the expectations of the critical reflection required by leaders during
the pathway.

On successful completion of the Empowering Leads: Empowering Teams Development Pathway
and critical assessment, leaders will be awarded 20 academic CPD credits (at H or M level) from
Bournemouth University which form part of the Diploma in Leadership and Management in Health
& Social Care.
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Board Executive Summary – Part 1 Meeting
Title of Paper

Patient stories

Executive
Director of Quality
Lead
Committees
N/A
presented
Purpose of Paper

Author(s)

Patient Experience
Facilitator

Date of
Paper

17 May 2013

To inform the Board of arrangements to introduce the programme of patient stories to
the Board on a monthly basis in line with best practice and to ensure:
Provide a focus on patient and carer experience prior to decision making.
Triangulate intelligence relating to patient and carer experience.
Gain assurance that the Trust is learning from patient stories in order to benefit
the wider patient audience
For this meeting the patient story comes in the form of a short video. The film features people
who live and work/study in Dorset sharing their stories of their personal recovery from mental
health issues.
This was produced as part of the ‘Time to Change Dorset’ project and is collaboration between
the Trust, Bournemouth University, Dorset Mental Health Forum and Dorset HealthWatch. The
people speaking in the videos are from a range of backgrounds including students and staff
from Bournemouth University, staff from the Trust, and Peer Specialists who work in
partnership with us.
Next month it is planned to hear a firsthand patient account of an individual’s experience and
journey using the Trust’s Eating Disorder services

Links
This links with the following Trust priority and is also in line with Monitor Quality
Governance Framework :
To deliver high quality, safe-patient outcome focused services that demonstrate our
vision of providing care all of us would recommend to family and friends.

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
The Chief Executive, as Accountable Officer for the Trust, is responsible for ensuring
there is a robust internal system of control in place. The mechanism through which this
is achieved and demonstrated is a devolved, robust and effective risk management
process.
The key risks associated with the subject of this paper are failing to ensure that the
Board receives direct information regarding the patient experience and journey with in

Trust services and compliance with Monitor Quality Governance Framework.

Involvement / Consultation
N/A
Impact Assessment
When inviting patients and carers to give firsthand accounts, the board should be acutely
aware of how potentially intimidating the boardroom could be. Board members are asked to be
mindful of their approach and how the phrasing of questioning can affect the patient and carers
ability to talk openly in order to gain the maximum benefit of hearing their experiences.
Prior to patients / carers attend the board to give firsthand accounts, individual discussion will
take place to consider and agree any specific support arrangements that may be helpful. This
may include others being present to provide support to that person eg. Forum members or
key works/ other staff if appropriate

Implementation Plan
See paper
Findings / Conclusion / Options
N/A
Action(s) requested of the Board
The Board are asked to endorse this approach.
Copy of Full Report (embed)

PATIENT STORIES
1.0

Introduction

1.1

There is no question that hearing the patient experience is a crucial part of
informing the continual development of high quality healthcare provision. This
approach is reinforced in the NHS Constitution, the Outcomes Framework 2011/12
and the NICE Quality Standards for the Patient Experience in Adult NHS Services
and Mental Health Services which state:
‘High-quality care should be clinically effective, safe and be provided in a way that
ensures the patient has the best possible experience of care. This quality standard
on patient experience aims to ensure that patients have the best possible
experience of care from the NHS.’

1.2

Section 3C of Monitor’s Quality Governance Framework poses the following
question to the board ‘Does the Board actively engage patients, staff and other key
Stakeholders on Quality?’, and give a further breakdown of examples of good
practice including ‘The board uses a range of approaches to ‘bring patients into the
boardroom’ (eg face to face discussions, video diaries, ward round patient
shadowing).’

1.3

Introducing patient stories at Board also seeks to:
Provide a focus on patient and carer experience prior to decision making.
Triangulate intelligence relating to patient and carer experience.
Gain assurance that the Trust is learning from patient stories in order to
benefit the wider patient audience.

1.4

In line with the Trust’s vision, the quality directorate are developing a programme
for collecting patient stories through a variety of means that will be presented to
the Board and also used to inform other committees and groups, events, and for
staff training.

2.0

Proposals

2.1

It is proposed that the Board of Directors will receive and consider a patient story at
the beginning of each of its meetings.

2.2

A range of approaches will be used to bring patient stories to the Board. These may
include written accounts and transcripts, audio recording, video interviews and
firsthand accounts. The use of video interviews will help to build a valuable Trust
resource to inform other meetings and staff training.

2.3

Consent will be sought from all patients and carers and it will be made clear how
and what the stories will be used for. Support will be given and where appropriate,
feedback will be given as to any action plans, or service improvements which occur
as a result of their account.
1

2.4

Patients and carers will be sought, representing the range of Trust services, and
consideration will be given to relevance of quality themes.

2.5

Operational Directorates and their staff, Customer Services, Patient Safety Advisors
and the Patient and Public Experience and Engagement group amongst others will,
play a key role in identify and engaging with patients and carers to tell their stories.

2.6

For the May Board the patient story comes in the form of a short video. The film
features people who live and work/study in Dorset sharing their stories of their
personal recovery from mental health issues. This was produced as part of the
‘Time to Change Dorset’ project and is a collaboration between the Trust,
Bournemouth University, Dorset Mental Health Forum and Dorset HealthWatch.
The people speaking in the videos are from a range of backgrounds including
students and staff from Bournemouth University, staff from the Trust, and Peer
Specialists who work in partnership with us.

2.7

For the June meeting, it is planned that a firsthand patient account will be given.
The patient will discuss their journey of using the Trust’s Eating Disorder services.

2.8

Going forward a different monthly patient story will be given at the beginning of
each meeting. A timetable is currently being developed.

3.0

Action
The Board are asked to note this paper
The Board are invited to review and discuss the video.
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Board Executive Summary – Part 1 Meeting
Title of Paper

Trust Development Plan

Author(s)

Paul Sly

Executive
Paul Sly Chief Executive
Date of
23 May 2013
Lead
Paper
Committees
Directors
presented
Council of Governors
Purpose of Paper
To update the Board on progress implementing the Trust’s Development Plan.
Links
Links to all four Trust Priorities
To deliver high quality, safe-patient outcome focused services that demonstrate our
vision of providing care all of us would recommend to family and friends.
To invest in and develop our staff to innovate and deliver continuous quality
improvement as one Trust.
To work with our partners to deliver integrated care closer to people’s homes
To remain a highly performing organisation through the delivery of our key performance
and financial targets.

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
The Chief Executive, as Accountable Officer for the Trust, is responsible for ensuring
there is a robust internal system of control in place. The mechanism through which this
is achieved and demonstrated is a devolved, robust and effective risk management
process.

Involvement / Consultation
N/A

Impact Assessment
N/A
Implementation Plan
N/A
Findings / Conclusion / Options
N/A
Action(s) requested of the Board
The Board is asked to note this update
Copy of Full Report (embed)
N/A

TRUST DEVELOPMENT PLAN

1

2

3

AREA

ACTION

WHO

WHEN

INTENDED OUTCOME

Strategy

To develop clinical and
supporting strategies
which incorporate clear
quality goals and inform
the Trust/ Directors
annual objectives

CEO

May 13

To ensure that strategy is
driving and supporting quality
across the Trust and that
quality goals are understood
by all, with assigned
accountability and
communicated at all levels

Board
Structure

To review executive
capability, capacity,
portfolios and support
structures

CEO

Apr 13

To ensure appropriate skills,
capabilities and focus on
Quality, leadership and
delivery

External reviews of
Corporate Governance

CEO

Jul 13

Further enhancement /
assurance in line with action
agreed with Monitor

MILESTONE

PROGRESS

To agree clinical
strategies - Mar 13
Agreed full strategy end
May 13
To set SMART
objectives to deliver
strategy to inform Annual
plan - May 13
Monthly monitoring of
Annual Plan from Jun 13
Communication strategy
in place to communicate
strategy and key
priorities to key internal
and external
stakeholders
CEO recommendation to
the Board on a revised
structure - Apr 2013

Clinical strategies
Agreed

External review
completed and action
plan in place - Jul13
Monthly monitoring of
plan

Review commenced,
Documentation pack
and Board Self
assessment complete
and presented to May
2013 Board
Governor, Board and
Staff Questionnaires
issued.
Interview Timetable in
progress

Full Strategy with
Outline support
Strategies presented to
May 2013 Board
Final Supporting
Strategies to be
presented to the June
and July 2013 Board

Revised management
Structure presented to
May 2013 Board

AREA

ACTION

WHO

WHEN

INTENDED OUTCOME

Governance
structures &
reporting

To review Governance
arrangements against the
Monitor Quality
Governance Framework
and CQC review

CEO

May 13

To ensure a robust Quality
Governance framework is in
place across the Trust and that
meet recognised best practice.

Initial action plan agreed
by Board – end May

Updated Governance
Structure presented to
May 2013 Board
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External review of
Quality Governance

CEO

Jul 13

Further enhancement /
assurance in line with action
agreed with Monitor

External review
completed and action
plan in place - Jul 13
Monthly monitoring of
action plan

6

Establish a monthly
Executive Quality
Committee

CEO

Apr 13

To enable the Board Quality,
Clinical Governance and Risk
Committee to focus solely on
assurance

To be agreed at Board –
Apr 13
First Meeting to take
place Apr 13

Review commenced,
Documentation pack
and Board Self
assessment complete
and presented to May
2013 Board
Governor, Board and
Staff Questionnaires
issued.
Interview Timetable in
progress
Executive Quality and
Patient Safety Group
established and Terms
of Reference agreed

7

To ensure that Quality
Reports are informed by a
variety of sources
including:

Director
of MH /
Director
of Quality

May 13

Ensure repeat themes are
highlighted and actions to
address these agreed and the
impact monitored.

Trends and themes
arising from MHA
Manages visits and
panels to be a standard
agenda item on MHA
Committee - Apr 13
To redesign Executive
walkabout proforma to
capture themes – May
13
To feed outcome
Essential standards
visits into quality reports /
dashboards – May 13
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Mental Health Act
Managers Visits
and Panels
Executive
Walkabouts
Essential
standards visits

External
Review

MILESTONE

PROGRESS

Completed

AREA

ACTION

WHO

WHEN

INTENDED OUTCOME

8

To carry out a review of
governance structures
and flow of quality
metrics within the
enlarged Operational
Directorates

Operation
al
Directors/
Director
of Quality

May 13

To clearly map out quality
metrics and indicators showing
reporting from Directorate mgt
team, down to supporting
groups and forums and down
to ward and team level.
Ensuring that there is a
pyramid of key metrics that is
reported on at all levels.

9

To roll out Team based
outcome measures

Director
of Quality

2013/14

To provide granular team
based reports that triangulate
patient and staff experience,
patient safety and risk and
clinical outcomes.

MILESTONE
Quality metrics and
information flows to be
documented by
Directorate - May 13
Team/ward agenda to be
in place to support above
- May 13
Quality data/notice
boards to be in place for
each team/ward – May
13
Four teams reports – Apr
13
Project plan in place –
Apr 13
80% teams by end
2013/14

10

To develop care
pathways across Mental
Health and Community
Services with auditable
outcomes and standards.
To include the following
for mental health:
Acute care
Community team
Dementia
To include the following
for CHS:
End of life care
Long Term
conditions
To include the following
for Children’s

Medical
Director
Director
Mental
Health

Director
CHS

Director
CYP

Dec 13

To ensure consistent delivery
of care to an agreed evidence
based care pathway and
auditable standards

Pathways to be agreed
at Executive Quality
Group – Dec 13
Pathway launch – Jan 14
Audit of care pathways in
2014/15 clinical audit
plan. – Apr 14

Dec 13

Dec 13

PROGRESS
Underway for
Operational Directors.
Quality Directorate
implemented a pyramid
of dashboards that
includes Operational
DirectoratesDashboard
s

Project Plan and four
Team based reports
presented to the April
Board

AREA

ACTION

WHO

WHEN

INTENDED OUTCOME

Medical
Director

Apr 13

To provide immediate support
and on site mentoring and
development of practice in MH
units in West

MILESTONE

PROGRESS

Neuro
developmental
IAPT

11

Leadership

Establish an intensive
Clinical support team for
3 months, initially focused
on the mental health
inpatient unit in the West
of Dorset

Staff release/backfill –
Apr 13

Team established and
in place

Fortnightly
briefing/updates to
Director of Mental
Health. – April 13
Establish a method to
monitor the delivery of
key aspects of clinical
care– end of Jun 13

12

13

To develop a Leadership
development programme
for clinical leaders and
managers (all
professions).

CEO

To develop a programme
of clinical engagement

Medical
Director/
Director
of
Nursing

May 13

To enable clinical leaders to
be able to lead ongoing quality
improvement initiatives within
their services.

Leadership and quality
Conference – Jul 13

Sep13

To ensure that staff opinions
inform team and Directorate
developments

Programme agreed by
Board – Sep 13
Focussed Quality
Discussions at
professional advisory
committees- Sep 13
Establish Matron and
ward Sister networks in
Community and mental
health- Jun 13
CEO, DoN, to link team
based discussions with
briefing cycle.- May 13

Director
of HR

Leadership
development plan
presented to the May
2013 Board

AREA

ACTION

WHO

WHEN

INTENDED OUTCOME

MILESTONE

PROGRESS

To review staffing and
across all the Mental
Health inpatient units in
the West.

Director
of MH

Apr 13

To enhance nursing levels
within the inpatient units to
promote safe and therapeutic
staffing levels.

15

To carry out a review of
other inpatient staffing
levels in other Trust
services across the Trust

Director
of
Services

Jun 13

To promote safe and
therapeutic staffing levels.

Identify Head of
Psychology role- Jun 13
Findings presented to
Directors and funding for
increased establishment
agreed – Apr 13
Agreed staffing level in
place – Apr 13
Recruitment to
additional posts – Sept
13
Findings presented to
Directors– Jun 13

16

To review staffing levels
in Community Services

Director
of
Services

Dec 13

To promote safe and
therapeutic staffing levels.

Findings presented to
Directors – Dec 13

Underway

17

To review Nursing bank
and agency
arrangements (all clinical
staff) Trustwide

Director
of HR

Aug 13

To ensure effective and
flexible Trust wide bank
arrangements and that when
other options have been
exhausted that only
appropriate agencies that
meet the required standards
are used.

Underway

Review Trust Induction
programme to include a
session on Quality and
the Essential standards

CEO

May 13

Increase awareness of
expected standards at earliest
opportunity and what and how
to raise concerns if these are
not being met.

To have one Trustwide
Bank with one point of
contact – Aug 13
To have one point of
contact to source agency
staff from “approved”
agencies - Aug 13
To have programme of
agency checks in place
– Aug 13
To be standard part of
induction –May 13

14

18

Staffing

Awareness
and
compliance
with
essential
standards

Signed off at Directors
in April, Recruitment
underway

Underway

Additional training
session to be added
from 1 June 2013

AREA
19

ACTION

WHO

WHEN

INTENDED OUTCOME

All services/ teams to
have up to date to
Provider Compliance
Assessments (PCA’s) for
all the Essential
Standards of Quality and
Safety.

Directors
of
Services

Jun 13

To increase awareness and
ensure that local managers
can identify where current
sources of evidence can be
found to demonstrate
compliance with the essential
standards.

MILESTONE
Guidance issues – Mar
13

PROGRESS
Underway overall 33%
of PCAs completed
todate

Shared database in
place - May 13
50% of PCAs by end of
Apr 13.
100% PCAs by end of
Jun 13.

20

PCA’s to be reviewed
and refreshed at least six
monthly

Directors
of
Services

Nov 13

To ensure evidence remains
current and engrained into
daily practice

DMG to monitor reviews
to ensure 100% updated
– Nov 13

21

To commence CQC style
unannounced essential
standards inspections

Director
of Quality

Apr 13

To have a rolling internal
process of assessing against
standards and continual
improvement and cross
organisations learning

22

To establish and train a
team of service managers
from across the Trust to
support these visits

Director
of Quality

Sep 13

To promote share learning and
understanding of CQC
standards.

Where a CQC visit has
taken place a focused
session should be held

Directors
of
Services

Ongoing

To ensure that the team fully
understand the report and
findings and are involved in
and own the development of

MH units in the West
visited and report to
Board – April 13.
One community hospital
visited – Apr 13
One visit each month
thereafter – May 13
Suitable staff to be
identified - Apr 13
Staff to be trained – Sep
13
Staff to participate in
monthly visits – Oct 13
Consider training
Governors and Service
Users to support visits in
Dec 2013
To implement for
Blandford Hospital on
receipt of report – tbc

23

Mgt of CQC
action plans

Three Mental Health
units in West visited.
Bridport Hospital visited
Devon Prisons Visited

Underway

Underway

AREA

ACTION

WHO

WHEN

with the Clinical Team

24

INTENDED OUTCOME

MILESTONE

actions to address findings

Ongoing as reports
received.

To ensure action plans are
clear, SMART and there is
clarity of the required outcome
and how this will be measured.

New template in place –
Apr 13

PROGRESS

When CQC have visited a
service and an action
plan is required a
representative of the
Quality Directorate will
work with Directors/
Managers to develop their
action plans.

Director
of
Services/
Director
of Quality

Ongoing

25

All action plans will be
signed off by Directors to
ensure they are outcome
focused and embed
changes into the patient
pathway / clinical practice
prior to sign off with the
CQC.

Director
of
Services

Ongoing

To ensure action plans are
clear, SMART and there is
clarity of the required outcome
and how this will be measured.

To commence for
Blandford report when
received – on going.

System in place

26

An independent
assessment that
outcomes have been
achieved to be completed
prior to sign off with CQC

Director
of Quality

Ongoing

To ensure that there is an
independent assessment that
the required outcomes have
been achieved.

Ongoing upon receipt of
reports/action plans.

System in place

System in place

Representative of Quality
Directorate to meet with
Directorate Lead to start
formulating plan on
receipt of draft report. –
May 13

27

AREA

ACTION

WHO

WHEN

INTENDED OUTCOME

New
acquisitions

Any future acquisitions
will be supported by
external specialists who
will review compliance
with CQC standards.
Management structures
and clinical standards will
be established by day
one. If An essential
standard CQC inspection
will be carried out within
one month of acquisition.

Directors
of
Services

Ongoing

To ensure standards are clear
from day one, clinical and
quality risks identified and
remedial action is identified
early on and prioritised.

MILESTONE
Visiting team to be
established for Devon
Prisons’–May 13
Report to
DMG/Executive Quality
Committee – Jun 13
Ongoing in line with any
acquisition

PROGRESS

Board Executive Summary – Part 1 Meeting
Title of Paper

Annual Report 2012/13 on the
engagement between the Trust
and Bournemouth University

Executive
Lead
Committees
presented
Purpose of Paper

Author(s)

Sue Clarke

Date of
Paper

29th May 2013

To update the Board on the activities of the University Department of Mental Health
during 2012/13
Links
Links to all of the four Trust Priorities
To deliver high quality, safe-patient outcome focused services that demonstrate our
vision of providing care all of us would recommend to family and friends.
To invest in and develop our staff to innovate and deliver continuous quality
improvement as one Trust.
To work with our partners to deliver integrated care closer to people’s homes
To remain a highly performing organisation through the delivery of our key performance
and financial targets.

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
The Chief Executive, as Accountable Officer for the Trust, is responsible for ensuring
there is a robust internal system of control in place. The mechanism through which this
is achieved and demonstrated is a devolved, robust and effective risk management
process.
Involvement / Consultation
N/A
Impact Assessment
N/A
Implementation Plan
N/A
Findings / Conclusion / Options
N/A
Action(s) requested of the Board
The Board is therefore asked to note this Report.
Copy of Full Report (embed)

Dorset HealthCare University NHS Foundation Trust
Annual Report 2012/13
Introduction
Following the approval of DHC as a University Trust in 2009/10, it was agreed that there would be an
annual report to the Trust Board and University Senate to provide evidence of progress and positive
engagement. This report is the second annual report and includes two key elements- an update on
the developments across the Trust as a result of joint collaboration and a more detailed report on
the activities of the University Department of Mental Health (UDMH). UDMH is the main focus of
joint activity at this point although there is an intention to extend the reach of the University
involvement more thoroughly across the whole, new merged Trust ensuring that the community
services benefit from the relationship with BU.
Cross Trust Engagement
This section presents a brief resume of the type of regular engagement taking place between the
Trust and University.
1. Governance involvement- Jim Andrews, Chief Operating Officer at BU, is on the Trust
governing body and has regular communication with the Chair, Jonathan Walsh.
2. Communication- there are periodic meetings between Tim Archer, Director of Nursing and
Quality and Trust lead for the University link, and Professor Gail Thomas, Dean of HSC & AS
to discuss initiatives, ideas and progress.
3. Advisory Group- The first meeting since the Trust had merged was held in March. This was a
small group and the key focus of discussion was in recognising the positive developments in
UDMH and in considering how to further engagement on all levels across DHC and BU. A
‘menu of opportunities’ were presented including:
Joint appointments – we are pursuing two more possibilities in UDMH at this point
but there may be other possibilities especially as BU has been commissioned to
deliver health visiting again in 2013/134.
Undergraduate students interprofessional projects- third year students undertake a
unit that is project based and we want to have real life issues from partners that will
enable the students to work on a problem to which they can find some solutions;
the Business Manager, Francine Fung, has met with the Director of Employer
Engagement in Health, Clive Matthews, to scope possible initiatives that the Trust
would value support in via student projects.
Post graduate students ‘service improvement projects’ (SIP)- students undertaking
many of the taught Masters courses in HSC do s SIP instead of a traditional, research
based dissertation. This 60 credit SIP can also be taken as a separate CPD
opportunity by individuals or practice based teams. The possibilities of using this SIP
approach to enable positive change in practice is being explored at a time when a
compassionate and caring culture in NHS Trusts is a national priority.
Joint funded doctorates- the University offers an annual round of joint funded
doctorates whereby an external organisation funds half the costs of the stipend to
support a three year full time student and BU funds the remainder (approximately
£8000 per year). Funding is secured through a rigorous bidding process and support
is given to high quality projects. This provides another opportunity for a robust

project to be undertaken in practice, by PhD or Professional Doctorate routes, which
can contribute to positive organisational change.
Student placements from all Schools- The majority of courses at BU offer a third year
40 week placement opportunity for students (see section 6 below for details of
recent placement at DHC). The range of possibilities reflects the University’s diverse
portfolio and could include students on business, human resource management,
hospitality, media, communications, journalism, psychology, sociology, computing,
design, engineering, environmental programmes. Students are offered a basic salary
and bring considerable energy and growing expertise to the placement. The
University provides contact support throughout the experience and students highly
value this opportunity for experience in the real world of work as it enhances their
employability skills and their CVs. Linda Ladle, Head of Placements at BU, has been
put in contact with Francine Fung via Clive Matthews to pursue possibilities.
CPD- HSC offers a range of continuing professional development short and long
courses and increasingly is offering flexible, work based opportunities to develop the
workforce in practice. Examples include leadership and management, improving
individual and organisational performance, safeguarding as well as a range of more
clinically focussed courses (e.g. psychosocial interventions, advanced nursing
practice).
Joint research bidding and projects- there are opportunities for research active
clinical staff to collaborate with academics in the development of high quality
research projects that will enhance services and lead to high quality outputs (see
UDMH Report for current examples).
Practice development/ service improvement- HSC has offered a Practice
Development Unit (PDU) accreditation scheme for some years and the Trust has
participated fully in this initiative as a means to enhancing services. We are currently
reviewing the process (see points 4 and 5 below) to ensure it captures the national
priority for culture of care explicitly, embedding in the ‘humanisation’ theory and
the expectations of caring and compassionate practitioners. However HSC offers a
range of other service improvement consultancy approaches, developing or teams
individuals as ‘self leaders’; further detail is available.
4. Meeting with Community Services Lead- Professor Gail Thomas met with the Director of
Community Services, Val Graves, in April to consider how best to move forward with building
the relationship in the community. Dr Liz Norton, Programme Leader for the MSc Public
Health, also joined the meeting. The ‘menu of opportunities’ (above) was discussed and it
was agreed that a first piece of work would be to identify a collaborative working group to
review the PDU accreditation process post the Francis Inquiry, to ensure it remains fit for
purpose and provides a mechanism for positive culture change. Dr Janet Scammell,
Professional Lead for Nursing at BU, is following up that meeting to talk more specifically
about the development needs for district and other community nurses and to identify how
the University can provide support.
5. Development of PDU approach- Following the meeting in point 4, a group at BU met in late
April to consider how we can incorporate a humanising approach to care as the cultural
context for the PDU accreditation process. A sub group is meeting with Val Graves and
Sharon Waight, Deputy Director of Nursing at DHC, in June to progress this.

6. Media School placement student- The first 40 weeks placement for a BU student was
offered in 2012/13 to a media student who is working with the Trust’s communications
team. Feedback from this experience has been positive to date.
Therefore there is considerable activity in place currently and developing further, through the joint
working between DHC and BU at a time when the Trust is reviewing its strategies around quality of
care following recent reviews. HSC is supporting relevant activity to ensure student learning
opportunities are sound, there are relevant CPD/ service improvement opportunities in place and
that the designation of University Trust remains valid and valued.
The plan for the next year is to move forward on work with the community services, to appoint two
joint roles in UDMH and to fully establish the Advisory Committee reflecting the merged Trust’s
remit more fully. The original Memorandum of Understanding is due for review in 2013 and it will
provide an opportunity to reflect the changes more explicitly in taking forward the collaboration for
the next three years.
Professor B. Gail Thomas
Dean of Health and Social Care & Applied Sciences, BU

Report of DHC’s ‘University’ Status
University Department of Mental Health: 2nd Year Annual Report

1st April, 2012 to 31st March, 2013
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University Department of Mental Health: Second Year Annual Report
This report covers the period between 1st April, 2012 and 31st March, 2013 of the University
Department of Mental Health (UDMH) collaboration between Bournemouth University (BU)
and Dorset HealthCare University NHS Foundation Trust (DHC). The further development of
close working relationships between the two organisations, building on the key principles as
set out at the launch of UDMH, has resulted in several marked successes during the year.
Establishment of UDMH
The establishment of the UDMH management group was one of the first priorities for the
new department; this group is drawn from members of the Trust and University, and it is
comprised of representatives from the key disciplines working in mental health services.
The membership of the management group is as follows:
Professor Sue Clarke
Dr Andy Mercer
Kim Meldrum
Dr Andrew Mayers
Dr Ciarán Newell
Clive Andrewes
Meherzin Das
Professor Paul Walters
Professor Roger Baker
Phil Morgan

Director of UDMH, Consultant Clinical Psychologist,
DHC (Chair)
Deputy Director of UDMH, Professional Lead for Mental
Health, BU
PA to Sue Clarke, UDMH Administrator, DHC
Senior Lecturer, Psychology, BU
Consultant Nurse, Eating Disorders, DHC
Associate Dean, Practice Development, BU
Clinical Psychologist, DHC
Consultant Psychiatrist, DHC
Consultant Clinical Psychologist, DHC
Professional Lead Occupational Therapist

The UDMH management group met on the following dates:
•
•
•

10th April, 2012
7th November, 2012
9th April, 2013

Values, Aims and Priorities
The management group upholds the following mission statement:
The University Department of Mental Health aims, through research and scholarship, to
enhance human wellbeing and engagement in life.
By 2016, UDMH aims to have established high quality collaborative partnerships between
academics, health professionals, service users, carers, and students, to improve services
through research, education, and practice development.
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The seven overarching categories identified by the group as being needed to fulfil the
mission are prioritised systematically as follows:
1.
2.
3.
4.
5.
6.
7.

Disseminate/market UDMH activities
Identify resources
Establish collaborative partnerships
Funded research
Clarify values
Develop UDMH research centres
Expand education

1. Disseminate / market UDMH activities
Our first priority was identified as dissemination and marketing. These activities were seen
as an essential springboard for developing and sustaining the clinical, educational and
research activities that would follow. The aim was to create a profile for UDMH that would
be recognisable amongst a range of stakeholders. During the past year, the department has
taken several actions that serve this priority:
Web Page
A website has been re-established as a microsite on the main BU server
http://microsites.bournemouth.ac.uk/university-department-mental-health/. The site was
built using the Wordpress platform, which allows easy updating of content, and includes a
facility for readers to submit comments and enquiries. The main section of the site is a
‘news’ blog, where key activities can be reported and forthcoming events announced. The
site has been built in such a way that additional pages can be added as required; a page
dedicated to the forthcoming UDMH conference (see below) is one example of how this
facility can be used.
Marketing
The UDMH management group have held a series of meetings with members of the BU
marketing team over the past year, to upgrade and streamline the UDMH identity. This has
allowed some simplification and standardisation of the way in which DHC and BU logos are
combined in the website home page and on letterheads, compliment slips and business
cards. The marketing team have also recommended use of a simplified URL for the website,
and this has been marked for follow-up.
The University Department of Mental Health 2013 Biennial Conference:
Engagement in Life: Promoting Wellbeing and Mental Health
Following the success of our 2011 UDMH conference, a second biennial Recovery-focused
conference is scheduled for 6th September, 2013. The aim is to promote our aspirations
nationally and, to maximize the impact of the event, we are marketing the conference in
collaboration with a private training company, Grayrock. A call for abstracts is under way
here. We aim to attract between 200 and 300 fee-paying delegates. Two prestigious
keynote speakers have agreed to participate. Kevan Jones, MP, will present an address,
titled ‘De-stigmatising Mental Health’ and Rachel Perkins, OBE, a UK-based clinician with an
international research profile, will speak on the future of mental health services(address
titled: ‘Whither Mental Health Services’). Prof Geoff Shepherd and Dr Julie Repper have
also agreed to present keynote addresses.
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Conference Presentations: National and International
During the past year, University Department speakers have made five conference
presentations. Of these, one was a keynote address delivered by Prof Sue Clarke, and two
were presented at conferences overseas.
Table 1: UDMH Designated Conference Presentations:
UDMH Designated Conference Presentations
Baker, R. (2013) Stress et Emotions Dans La Sclerose en Plaques, Resau Sep Conference on
Fatigue, Pain, Stress & Psychological Factors in MS, Paris University, February.
Clarke, S. (2012) Curiosity Supported the CAT: A Randomised Controlled Trial. Keynote
address. 19th Annual ACAT Conference, Manchester, July.
Rushbrook, S., Coulter, N. (2012) Playing with Fire: working through play and playfully with
our own and others. 19th Annual ACAT Conference, Manchester, July.
Baker, R., Gale, L., Abbey, G. (2012) A New Emotion Processing Therapy for PTSD. 40th
Annual Conference of BABCP, Leeds, June.
Das, M. (2012) Stop! Chronic Back Pain. International Forum on Quality and Safety in
Healthcare, Paris, April.
2. Identify resources
Given that dedicated funding is only available to support the Director’s (0.6 W.T.E., Band 9)
and PA’s (0.6 W.T.E., Band 4) posts, an important objective was to identify human and
financial resources to support the continued expansion of the department. Income has
been acquired from successful research grant applications and the income-generating
training activities described below in Tables 4 and 6. Additional funding is currently being
sought for joint appointments via the restructuring proposal described below.
Restructure and Proposed Integration of the University Department of Mental Health,
Research & Development and Innovations Department.
A consultation paper will shortly be submitted to DHC Board of Directors to propose a
radical restructuring of existing departments that would integrate the University
Department of Mental Health (UDMH), the Research & Development Department (R&D),
and the Innovations Department.
This proposed integration is justified for three reasons:
1. The functions of the existing departments show a substantial overlap.
2. Staff in the existing departments have complementary skills, such that closer
working would enhance the quality and quantity of output.
3. Closer working relationships would produce economies of scale by avoiding
duplication of staff functions.
Drawing on some existing Research and Development funding and new monies, the
expanded department would require two newly created, jointly funded (DHC and BU)
Clinical/Academic Appointment (Band 8) posts. The appointees will be selected for their
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capacity to accelerate progress with Innovations in research-led practice and practice-led
research. They will support the development of the University Department Research
Centres (see Section 8 below). Another newly created Band 7 Researcher role is required to
facilitate and source educational opportunities (e.g. Masters courses/CPD/ and other
training/conference events). The new appointments are to be supported by a (1.0 W.T.E.,
Band 5) Project Manager, whose role is to assist in the development of grant applications
and income generation opportunities. Day to day administration of the department will be
supported by newly created administrator (0.5 W.T.E., Band 3).
University Department Acceptance and Commitment Training
Prof Sue Clarke and Helen Bolderston (Clinical Psychologist) are developing a University
Department Training Course in Acceptance and Commitment Therapy (ACT) to be delivered
over one year (October, 2013 – 2014) to 20 mental healthcare staff working in Portsmouth
NHS Trust. The course represents an excellent opportunity to develop our CPD portfolio and
generate income.
3. Establish Collaborative Partnerships
UDMH Associate roles:
Since the inception of the University Department the management team have been keen to
formalise the status of staff who contribute to core University Department activity. For
those whose contribution involves participation in research and education projects, access
to academic resources is essential. In order to support the development of high quality
research and education activity, more than ten key members of DHC have been granted
visiting status with BU. This has helped to formalise the close link between DHC and BU in
the on-going development of the University department, and, on a practical level, allows
staff who are working on UDMH projects to access arrange of BU resources, including Email
and e-books and journals.
The following staff have been awarded a BU Associate Role:
• Jagoda Banovic
• Mike Kelly
• David O’Loughlin
• Prof Paul Walters
The following staff have been awarded BU honorary appointments:
• Abby Webb
• Dr Sam Dench
• Dr Sophie Rushbrook
• Phil Morgan
• Dr Ciarán Newell
• Joanna Lancaster
• Eimear Corrigan
• Katy Sivyer
To date we have established more than ten BU ‘visiting’ appointments for DHC staff; the
majority are visiting associates, but we have several at visiting fellows and visiting professor
level. A range of disciplines are represented, including occupational therapy, psychiatry,
mental health nursing and clinical psychology.
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The management team are shortly to consider how to manage the next stage of UDMH staff
development, looking at UDMH membership for those who do not need ‘visiting’ status at
BU and at how BU staff can be recognised with honorary status with DHC.
Research Champion Development Course
Experiential workshops for DHC staff have been held across the DHC Trust to encourage staff
who have an interest in research to consider the value of conducting systemic audit and
research in their workplace, particularly in relation to the practical ‘barriers’ that are often
raised. The workshops aimed to stimulate curiosity for research and assess the level of
enthusiasm (see Table 4).
As a direct result of this, a Research Champion Development Course has been developed by
Prof Paul Walters and Prof Sue Clarke to provide innovative multi-disciplinary research
training to improve research capacity and capability within the Trust. This one-year course
aims to develop Research Champions from existing DHC staff and service users. They will
learn how to conduct high quality research to improve patient care, and how to effect the
efficient translation of research outputs from ‘bench to bedside’. The courses will promote
a network of research-interested and research-proficient professionals and service users
within DHC, supported by senior researchers through didactic teaching and ongoing
mentorship. The courses will offer multi-disciplinary research training—delivered by Trust
and BU staff—and will allow a flexible learner-centred approach. Course participants can be
drawn from any professional or service-user background. The course will consist of three
modules spaced across 12 months (April 2013 – March 2014) and will be delivered at
Bournemouth House. Eleven participants have already been organised into four groups, and
each group will develop an individual research project designed to improve patient care
(Group Topics: (a) Eating disorders, (b) Tele-health, (c) Staff mindfulness groups, and (d)
‘Friends and family recommendation’. This course will be ‘endorsed’ by BU and, to formalise
the process, participants will receive a University Department certificate of attendance. If
successful, the Research Champion Development Courses may eventually form the basis for
a University Department Research Methods Masters Course for mental health practitioners.
Hertfordshire links
Last year Hertfordshire Partnership NHS Foundation Trust became the latest mental health
Trust to achieve University designation, in recognition of their research profile and their
close links with the University of Hertfordshire. Dr Andy Mercer, Deputy Director of UDMH,
was part of the accreditation panel in Hertfordshire. Subsequent to their formal approval as
a University Trust, UDMH have been supporting the development of collaborative working
processes between the Trust and the University, mirroring the practices established for
UDMH. Senior staff from Hertfordshire have visited BU, and Andy Mercer has been invited
to present some reflections on the UDMH experience at the Hertfordshire launch event in
May 2013.
Publications
In the past year, eleven University Department designated papers have been published, or
are in print in peer reviewed journals. Five papers are under review currently, and a further
four are in preparation for publication.
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Table 2a: UDMH Peer Reviewed Publications - Published/In Press:
UDMH Peer Reviewed Publications - Published/In Press
Baker, R., Owens, M., Thomas, S., Whittlesea, A., Abbey, G., Gower, P., Tosunlar, L.,
Corrigan, E., & Thomas, P.W. (2012). Does CBT Facilitate Emotional Processing?
Behavioural and Cognitive Psychotherapy, 40 (Issue 1), 19-37.
Baldwin, D.S., Mayers, A., & Talat, B. (in press). Quality of Case Reports of Adverse Drug
Reactions with Psychotropic Drugs: A 25-Year Review. Human Psychopharmacology:
Clinical and Experimental
Barley, E.A., Borschmann, R., Walters, P., & Tylee, A. (2012). Interventions to encourage
uptake of cancer screening for people with severe mental illness (published online).
Cochrane Database of Systematic Reviews.
Barley, E.A., Hadad, M., Simmonds, R., Fortune, Z., Walters, P., Murray, J., Rose, D., & Tylee,
A. (2012). The UPBEAT Depression and Coronary Heart Disease Programme: using the
UK Medical Research Council Framework to design a nurse-led complex intervention
for use in primary care. BMC Family Practice. 13, 119.
Barley, E. A., Walters, P., Tylee, A., Murray, J. (2012). General Practitioners’ and Practice
Nurses’ Views and Experience of Managing Depression in Coronary Heart Disease: A
Qualitative Interview Study. BMC Family Practice, 13, 1.
Clarke, S., Kingston, J., Wilson, K., Bolderston, H., and Remington, B. (2012). Acceptance &
Commitment Therapy (ACT) for a Heterogeneous Group of ‘Treatment Resistant
‘Clients: A Treatment Development Study. Cognitive and Behavioural Practice, 19,
560-572.
Clarke, S., Thomas, P., and James, K. (2013). Cognitive Analytic Therapy for Personality
Disorder: A Randomised Controlled Trial. British Journal of Psychiatry, 202, 129-134.
Gamble, C., Sin, J., Kelly, M., O’Loughlin, D., Moone, J. (ePub ahead of print). The
Development of a Family Competency Assessment and Reflection Scale (FICARS) for
Psychosis. Journal of Psychiatric and Mental Health Nursing.
Pond, R., Rushbrook, S., and Clarke, S. (in press). Celebrating 15 Years of Providing
Specialist Therapeutic Interventions. Clinical Psychology Forum.
Rowlands, G, P., Mehay, A., Hampshire, S., Phillips, R., Williams, P., Mann, A., Steptoe, A.,
Walters, P., & Tylee, A. (2013). Characteristics of People with Low Health Literacy on
Coronary Heart Disease GP Registers in South London: A Cross Sectional Study. BMJ
Open. 3 (1).
Simmonds, R. L., Tylee, A., Walters, P., Rose, D. (2013). Patients’ Perception of Depression
and Coronary Heart Disease: A Qualitative UPBEAT UK Study. BMC Family Practice, 14,
38.
Tylee, A., Haddad, M., Barley, E. A., Ashworth, M., Brown, J., Chambers, J., Farmer, A.,
Fortune, Z., Lawton, R., Leese, M., Mann, A., McCrone, P., Murray, J., Pariante, C.,
Phillips, R., Rose, D., Rowlands, G., Sabes-Figuera, R., Smith, A., & Walters, P. (2012). A
pilot RCT of personalised care for depressed patients with symptomatic coronary heart
disease in South London general practices: the UPBEAT-UK RCT protocol and
recruitment. BMC Psychiatry, 12. 58.
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Table 2b: UDMH Peer Reviewed Publications under Review:
UDMH Peer Reviewed Publications under Review
Baker, R., Gale, L., Abbey, G., Thomas, S., (under review). Emotional Processing Therapy for
Post Traumatic Stress Disorder. For Counselling Psychology Quarterly.
Clarke, S., Kingston, J., James, K., Bolderston, H., & Remington, B. (under review).
Acceptance and Commitment Therapy Group for Treatment Resistant Participants: A
Randomised Controlled Trial. For Behaviour Research & Therapy.
Clarke, S., Taylor, G., Bolderston, H., Lancaster, J., & Remington, B. (under review).
Ameliorating Patient Stigma Amongst Staff Working with Personality Disorder:
Randomised Controlled Trial of Self-Management vs Skills Training. For British Journal
of Psychiatry.
Gillanders, D., Bolderston, H., Bond, F., Dempster, M., Campbell, L., Kerr, S., Masley, S.,
Flaxman, P., Tansey, L., Noel, P., Ferenbach, C., Lloyd, J., Mann, L., Clarke, S., &
Remington, B. (under review). The Cognitive Fusion Questionnaire. For Behavior
Therapy.
Lothian, S., Baker, R., Hickish, T., Owens, M., Thomas, P., Nash, C., Corrigan, E., & Horn, S.
(under review). Emotional Processing Deficits in Colorectal Cancer. For Psychology and
Health.
Table 2c: UDMH Peer Reviewed Publications in Preparation:
UDMH Peer Reviewed Publications in Preparation
Clarke, S., & Lancaster, J. (in prep). A Waiting List Control Comparison of Dialectical
Behaviour Therapy for Para-suicidal Participants. For Behavioural and Cognitive
Psychotherapy.
Clarke, S., Taylor, G., Lancaster, J., & Remington, B. (in prep) Ameliorating Patient Stigma
Amongst Staff Working with Personality Disorder: Randomised Controlled Trial of SelfManagement vs Psycho-educational Training. For British Medical Journal.
Lynch, T., et al., (in prep). Cracking Refractory Depression with Dialectical Behaviour
Therapy: REFRAMED Theory, Trial Design and Protocol. For Journal of Consulting and
Clinical Psychology.
Taylor, G., Clarke, S., & Remington, B. (in prep). Understanding Patient Stigma Amongst
Staff Working with patients with a Personality Disorder For British Medical Journal.
Table 3: University Department Research Collaborations in progress
Content Area

DHUFT

BU

Evaluating Acceptance &
Commitment Training
(ACTr) for Family Carers
of People with Dementia

Dr Sam Dench

Prof Sue Clarke

Stage of
Development
REC and R&D
approval
obtained; first
of two pilot
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Living with Bipolar
Affective Disorder: An
Introduction
Recovery Education
Centres Evaluation
Adding a ‘Digital First’
Motivational e-resource
to improve recovery selfefficacy and treatment
engagement for eating
disorders. A feasibility
study.
Zero Restraint
Forensic Project
Post Traumatic Stress
Disorder

training groups
completed.
REC

David O’Loughlin

Phil Morgan
Dr Ciarán Newell

Phil Morgan/Lisa
Gale
Jenny Stickney
Prof Sue Clarke

Dr Andrew Mayers/Dr
Sarah Williams
Dr Sarah Williams

Ongoing

Prof Sue Clarke

Complete

Prof Sue Clarke
Jess Miller

In progress
Ethics NIHR
Portfolio
registration

Proposal

Table 4: University Department Trainings in Preparation
Content Area
Health Visitor Training
for Post Natal
Depression
Research Champion
Development Course*

Dialectical Behaviour
Therapy Intensive
Training
Acceptance
Commitment Therapy
Training

DHUFT

BU

Mental Health
Forum

Dr Andrew
Mayers
Prof Paul Walters/Prof
Sue Clarke/Prof Roger
Baker/Ciaran Newell/
Meherzin Das
Prof Sue Clarke

Dr Andrew
Mayers

Prof Sue Clarke

Table 5: University Department Consultations
Topic

DHUFT

Consultee

Delivering Customer Care

Jo Phillips/Prof Sue Clarke

John Chisholm

Forensic Project

Prof Sue Clarke

Jenny Stickney

Post Traumatic Stress Disorder
Behavioural Action
Physical Health Problems of
Inpatients with Psychosis

Prof Sue Clarke
Prof Sue Clarke
Prof Sue Clarke

Jess Miller
Dr Geoff Searle
Dr Cory de Wet
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4. Funded Research
Table 6: University Department Research Grant Collaborations
Title of Project

Funder

£

UDMH Staff

REFRAMED***

Medical Research
Council (MRC)
Health Foundation

£2.1m

Prof Sue Clarke

Other
Collaborators
Prof Tom Lynch
et al.

STOP! Chronic Back
£74k
Meherzin Das
Pain ***
Empowering people
Health Foundation £100k Dr Ciarán
with eating disorders:
Newell
Help-seeking and
shared decisionmaking in a digital
world.
Development and
NIHR
Prof Roger
preliminary evaluation
Baker
of Emotional
Processing Therapy in
Patients with MS.
Insight - Risk and
Health Foundation £95k
Prof Paul
recovery: Developing
Walters,
a shared risk
Prof Sue Clarke,
assessment tool for
Phil Morgan
people with mental
health problems
RCT of Practice Nurse NIHR
Prof Paul
Led Care for Patients
Walters
with Depression and
Coronary Heart
Disease
*** Denotes successful grant projects – the remaining projects are in the process of being
revised for resubmission
5. Values Clarification
Recovery The values of the University Department remain close to the philosophy of
Recovery, and so we were delighted that Phil Morgan—DHC Recovery Lead—has joined our
management group, during the past year. This should further enhance our relationship with
the Wellbeing and Recovery Partnership (WaRP). One Recovery research grant (Risk and
Recovery) has been submitted (see Walters et al., Table 6). Although unsuccessful, plans are
in place to resubmit for funding later this year.
Understanding and improving compassionate care: Research and training Across the UK,
recent scandals have highlighted the way in which the provision of services for some patient
groups (e.g., hospitalised older adults; individuals with severe intellectual disabilities) can
become callous and inhumane. According to our own research, stigmatizing attitudes may
harm both stigmatized and stigmatizing individuals. Using a model-building approach with
staff self-report data (see table 2c, Taylor et al.), we showed that stigmatizing attitudes
towards mental health patients were associated with poorer quality interactions (weaker
therapeutic alliances, greater social distancing) and reduced personal well-being (burnout;
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general health). We also showed that stigma, working relationships and staff wellbeing can
be significantly improved by two-day training programmes based on providing staff with
self-management strategies, knowledge and skills (see table 2, Clarke et al.). One of these
studies is already under review of the British Journal of Psychiatry, and the other two will be
submitted to the British Medical Journal in the near future.
Based on the present data, it is possible to envisage an externally funded University
Department research programme, conducted across a variety of healthcare specialties, that
explores the impact of brief stigma-focused interventions, based on self-management or
skills-based methods—or an amalgam of the two approaches. The results of such a
programme could help ameliorate the critical problems faced by hard-pressed services in
attempting to maintain a culture of compassionate care, within and beyond the Trust.
Sue Clarke has also met with Jo Phillips (Trust Lead for Learning and Development) and Mr
John Chisholm to discuss the development and evaluation of a short training programme to
enhance compassionate care within the DHC Trust.
Consultations are also being had with Prof Paul Gilbert of the University of Derby. Prof
Gilbert is an international expert on the development of compassion. Sue Clarke has joined
a working party of researchers to develop proposals for research funding in this important
area.
Time to Change
The University Department has been active in the ‘Time to Change’ campaign. The main
focus of the activity was a campaign linked to World Mental Health day in the autumn, when
BU, DHC and Dorset Mental Health Forum delivered a series of talks and events across BU
and the local community. These included Professor Laurence Mynors-Wallis, the Medical
Director at DHC (and a visiting professor at BU) who delivered an open lecture on anxiety at
the launch of ‘Tea & Talk’, a nationally funded initiative designed to help reduce the stigma
of mental health in the workplace. This also included a five-a-side football tournament with
teams made up of service users and staff participating, and open sessions led by Trust and
BU staff on self-harm, eating disorders and stigma. University staff have also been involved
in making three short films challenging stigma; these feature BU and DHC staff, students and
members of the public talking about their experience of mental health problems. The films
will be launched at an event in May, and will subsequently be widely available via YouTube
and other websites.
6. Developing University Department Research Centres
Discussions have been held in our management group about the possibility of developing
University Department research centres. These would aim to develop practice-led research
and they could also provide consultation and research-led training to generate income to
support the development of these activities further. It could be argued that there are three
distinct areas where the Trust has already developed a national reputation in treatment
development, research and training: Personality Disorder, Affective Disorders , and
Recovery. For this reason, the three newly created posts proposed in our Business Plan
(discussed above) would aim to be linked to these three areas.
7. Expand University Department Education
During the past year a small education working party including key personnel from DHC and
BU (Jo Phillips, Head of Learning & Development, Barbara Moll, Education & Workforce
Development Manager, Mary-Ann Robertson, Business Relations Manager) have met on
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four occasions to discuss the development of University Department courses. These courses
will have the potential to generate significant income, if they are marketed nationally. The
most effective of these are likely to be based on the core areas of strength within DHC.
Thus, a key marketing tool would be the status of the University Centres in which the
training has been developed and evaluated. This will, in turn, depend on the appointment of
core University Department staff, and initial funding to cover set-up costs.
Table 7: University Department Completed Trainings
Date

Title

Venue

UDMH Staff

Nov 2012
April 2012

ACT Training
DBT TRD Therapist
Training
DBT TRD Therapist
Training
Anxiety Management
Skills
MSc Foundations of
Clinical Psychology
Psychosocial
Interventions for
Psychosis
Personality Disorder
Training

Bournemouth University
Bournemouth University

Prof Sue Clarke
Prof Tom Lynch

Southampton University

Prof Tom Lynch

Dorset HealthCare

Dr Sam Dench

Bournemouth University

David O’Loughlin

Bournemouth University

David O’Loughlin

Bournemouth University

Dr Sophie
Rushbrook

Applying for Clinical
Psychology Training
Enhanced CBT for Eating
Disorders
Evaluating Acceptance
& Commitment Training
(ACTr) for Family Carers
of People with
Dementia

Bournemouth University
Bournemouth University

Dr Sophie
Rushbrook
Dr Ciarán Newell

Bournemouth University

Dr Sam Dench

Dec 2012
Feb 2013
Jan 2013
2012

Oct 2012

Nov 2012
Mar 2013
2012/13

CPD Activity
In addition to the trainings listed above, members of the University Department have been
actively supporting a number of CPD projects managed by BU, providing current clinical
expertise to assure the quality of external CPD projects. In the past year this has included
contributions to training in Cognitive Behaviour Therapy, Motivational Interviewing and
Psychosocial Interventions.
Developing the University Department
As this second annual report shows, the University department has maintained its
momentum and enthusiasm, and continued to progress throughout the year. The next stage
of development will require further investment that builds on our existing achievements in
research and education. Human resources are the most important investment priority: if it
is to build itself into a functional academic/clinical unit, our department must have
dedicated staff to take forward its research and educational agenda. A critical step is
therefore to appoint joint DHC/BU staff who can divide their time between creating state-ofthe-art clinical services for the Trust and developing cutting-edge research, postgraduate
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supervision, teaching and income generating CPD for the University. A decision regarding
the support of these developments will be made by the joint advisory committee and DHC
Board of Directors in the near future.

Professor Sue Clarke
Director of University Department of Mental Health
April, 2013
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Board Executive Summary – Part 1 Meeting
Title of Paper

Mental Health Act Hospital
Author(s) Karen Crellin &
Managers Quarterly Activity Report
Gavin Macfarlane
James Barton
Date of
23 April 2013
Paper
Mental Health Act Hospital Managers Committee

Executive
Lead
Committees
presented
Purpose of Paper

This briefing summary focuses on the work of the Mental Health Act Hospital Managers for the
last quarter [1 January – 31 March 2013]. It summarises the admission and discharge data by
site as well as the Detentions by Sites and Service Groups, by age, gender and ethnicity. It
gives the figures for deaths of detained service users, admissions of minors and the use of
seclusion and any cases of unlawful detentions as well as the use of ECT as treatment. The
work of the Mental Health Act Hospital Managers is then documented giving the figures for
Ward Visits and their Panel Meetings.
The purpose of the summary is to enable the MHA Hospital Managers who have responsibility
for those detained under the Mental Health Act 1983, as amended to monitor the use of the Act
locally and to ensure Trust compliance with statutory requirements stipulated by the Act.

Links
To deliver high quality, safe-patient outcome focused services that demonstrate our
vision of providing care all of us would recommend to family and friends.
To remain a highly performing organisation through the delivery of our key performance
and financial targets.
To comply with statutory legislation – Mental Health Act 1983, as amended by the
Mental Health Act 2007

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
There are legal and financial implications associated with the use of the Mental Health
Act if patients are not lawfully detained or treated under the Mental Health Act.

Involvement / Consultation
The Mental Health Act Offices have been involved in the collation of this data.

Impact Assessment
No impact assessment has been undertaken or planned.

Implementation Plan
N/A
Findings / Conclusion / Options

Action(s) requested of the Board
The Board is therefore asked to:
Note the report
Copy of Full Report (embed)

Quarterly Report
Briefing Summary.docx

MHA Hospital Managers Quarterly Activity Report Summary
Period of 1 January – 31 March 2013 inclusive

Admissions within this quarter have decreased by 8% on the last quarter resulting in 491 service users
admitted. Discharges from units with DHUFT have decreased by 9% on last quarter’s figures. Please note
that Minterne Ward, Herm Ward and St. Brelades Ward have all been closed during this period.
It is noted that there was a 20% increase in the number of detentions under part 2 of the Act to St. Ann’s
Hospital and a 120% increase in the number of detentions to Stewart Lodge (5 to 11). This was expected
given the closure of Minterne Ward for admissions. The use of holding powers has remained static from
the previous quarter. Use of Part 3 detentions continues to very low with only 2 uses in this quarter. One of
these relate to changes in status from section 37/41 to conditional discharge.
Due to the closure of Minterne Ward, the Section 136 suite at St. Ann’s Hospital has been the Trust’s only
place of safety for the purposes of section 135 and 136. There were a total of 59 uses of Trust sites as a
place of safety in the previous quarter – despite there currently only being one Section 136 suite during this
quarter there was a 16% increase (to 69) uses of the section 136 suite.
The number of Community Treatment Order’s invoked in this quarter has decreased by 9.5% on the last
quarter falling to 19 applications from 21. There was a rise in the number of CTO recalls on the previous
quarter from 13 to 15. Of those recalled (15) 67% resulted in the CTO’s being revoked (10 cases). The
number of patients detained (excluding CTOs) at the last day of each quarter has increased by 4%. The
total number of service users detained on 31 March 2013 within the Trust was 196, compared to the
previous quarter (188). The number of patients subject to a CTO at the last day of the quarter has risen in
this quarter. The total number of service users subject to a CTO on 31 March 2013 was 78 a rise of 4% on
the previous quarter (74).
The age group 26 – 45 yrs continues to have the highest levels detentions. White British continues to be
the main ethnic group detained locally.
There was one death of a detained patient in the quarter. The patient had been placed on section 17 leave
to the general hospital for treatment of an infection when he suffered a myocardial infarct.
There were no admissions of minors to an adult ward during the period.
There were 19 instances of seclusion during the quarter, a 17.5% decrease on the previous quarter’s
figures.
There were seven unlawful detentions during the period. Two were caused by AMHPs errors, one was a
patient who was transferred to the Trust under a section which had already lapsed the previous
organisation had not been aware. Two cases were due to incorrect forms being completed. One case was
a doctor naming the wrong hospital on their report for detention and one case was a failure to pass medical
scrutiny,
There were 18 incident forms completed in relation to MHA issues over the quarter.
The total number of ECT treatments given to service users has fallen by 20% from 115 treatments to 92.
The total number of patients receiving ECT treatments has risen from 19 to 18.
KC:/Z/MHA/HospitalManagers/Aprl 2013/SummaryPage_Informationreport
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There were three lapsed sections during the quarter. Two were as a result of oversights by the RCs. The
third was a result of an AMHP not proceeding with an application for detention under section 3.
The number of visits offered to newly detained service users was 228. The number of service users being
visited was 79. Please note one set of visits in West Dorset and two sets of visits in East Dorset did not
take place owing to Hospital Managers being ill.
There was a 30% increase in the number of renewal hearings which took place in the quarter (43 compared
to 33). Of the 43 renewal hearings held in this quarter, Hospital Managers confirmed that the criterion for
renewal was met in 42 cases.
Numbers of applications to the Hospital Managers main fairly static but the number of hearings held fell
from 6 to 1 in the quarter. There was however a 300% increase in the number of patients with applications
having their sections discharged prior to their hearing taking place (from 3 to 12). It was felt in the case
heard that the criterion for detention continued to be met.
There was one managers request held in the quarter, the Hospital Managers felt that the criterion for
detention continued to be met.
There was one new nearest relative barring orders referred to the Hospital Managers, however the section
was discharged prior to the Hospital Managers sitting.
Numbers of Tribunals held during the quarter has increased to 46 from 42 (9% increase). Tribunal
discharges have increased slightly to 11% from 7%. The number of Tribunals awaiting dates at the end of
the quarter has fallen by 10%.
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MINUTES
OF

CHARITABLE FUNDS SUB-COMMITTEE TO THE BOARD
Monday 10 December 2012 at 9.30 am
Chief Executive’s Office, Trust Headquarters

PRESENT:

Jonathan Walsh, Chairman (Chair)
Jackie Chai, Associate Director of Finance
Nick Chapman, Non-Executive Director
Penny Headlam, Chief Financial Accountant

IN ATTENDANCE:

Sian Backhouse (Minutes Secretary)

ACTION
1.

Apologies
Wayne French, Non-Executive Director
Roy Jackson, Director of Finance

2.

Minutes of the last meeting held on 3 September 2012

2.1

The minutes of the meeting held on 3 September 2012 were approved as
an accurate record.

3.

Matters Arising

3.1

Slide sheets – the Chief Financial Accountant obtained further information
about the use of slide sheets, as requested by the Committee. It was
noted that they were provided as standard items. However, they were a
disposable sort used to provide enhanced care for certain patients with
particular needs, particularly to reduce the need to move patients and
where there were environmental issues i.e. low beds. The palliative care
team was ordering approximately 100 per year at £8.52 per sheet.

3.2

Reduced donations - the Chair had spoken to the League of Friends
regarding the economic situation. Non-Executive Director Nick Chapman
confirmed that the Hospice with whom he had been working noted that it
was necessary to work much harder to obtain donations and the level of
donation had reduced. A very large decrease had been seen with regard
to legacies. Whilst the Trust’s role was to manage the funds, the wider
Trust strategy would be discussed with the Chief Executive.

JW

1

3.3

St Leonards Hospital refurbishment of Physiotherapy Department – the
Chief Financial Accountant noted that the department had not applied for
capital funding as they did not think they would receive it. The Chair
asked that the department be advised that they should apply for capital
funding via the directorate management group.

3.4

St Leonards Hospital Peugeot Partner Tepee car – it was confirmed that
this was for patient transport.

3.5

Weymouth Melcombe Day - purchase of heavy duty shed – this purchase
was for the patient gardening group use.

3.6

Swanage Hospital architect funds – these related to the ward bathroom
and shower room upgrade.

4.

Key Performance Indicators – Quarter 3

4.1

The report had been simplified and the three month actual figure of 4.3%
against the three month benchmark figure of 1.9% was noted.

4.2

With regard to the allocation of investment exceeding 5%, there were six
UK Equities each exceeding 5%. It was agreed to invite Stephen Hart
from Barclays to the next meeting to discuss the Equity accounts in more
detail.

4.3

The total unrestricted expenditure was £101k and it would require 24
months (compared to 23 last year) before all funds were spent.

4.4

The graphs and portfolio summary were noted.

5.

Investment Report – Quarter 3

5.1

Investments with a historic book value of £272k stood at a market value of
£292k, resulting in a cumulative gain of £20k.

5.2

The Broker was holding £15k of cash and £22k was held in the Barclays
account.

5.3

The Broker has matched the current account interest for the Trust at
0.25%.

6.

Income and Expenditure Report for the period – Quarter 3

6.1

Income was slightly down at £39k with expenditure at £123k. The fund
balance was £325k.

6.2

The final £90 of the legacy bequeathed to Bridport Community Hospital
had been received.

6.3

The Committee members were referred to the spreadsheet detailing by
fund the income and expenditure fund balance.

PH
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7.

Donations >£1000 – Quarter 3

7.1

Three donations had been received and details were noted.

8.

Expenditure >£500 – Quarter 3

8.1

In respect of the reception area work at Wimborne Hospital, the Chair
asked if capital funding had been requested. The Chief Financial
Accountant confirmed she would enquire and feedback.

PH

There was a discussion about whether capital funding should be used for
such items and if further information needed to be circulated detailing the
spending criteria for charitable funds. This matter would be discussed
with the Chief Executive.

JW

8.2

9.

Approval of Standing Financial Instructions – Charitable Funds
Delegated Limits

9.1

The Committee approved the recommendation to remove the following
point from the Standing Financial Instructions:
Where funds held on Trust relate to services which have transferred to
Primary Care Trusts (PCTs), the relevant PCT Manager will recommend
how the fund is spent, but the recommendation will need to be authorised
by the Director of Finance and Performance Management or Associate
Director of Finance and Performance Management before any
goods/services can be purchased and/or payment made.

10.

Internal Audit Report – Charitable Funds

10.1

It was noted that the report detailed no fundamental or serious
weaknesses.

10.2

With regard to the item of charitable fund expenditure that had not been
authorised in accordance with Standing Financial Instructions, it was
confirmed that this occurred during the transition period when signing
limits were being put in place and so was not likely to reoccur.

11.

Review of Terms of Reference

11.1

Item 2.8 – to develop, approve and subsequently monitor the policy on
Charitable Funds Income Generation schemes that may arise from time
to time - had been amended as requested by the Committee.
The
Terms of Reference were agreed.

11.2

Part of the role of the Secretary was to undertake an annual review to
provide assurance to the Committee and this report was noted.

11.3

The Chair confirmed that the minutes of the Charitable Funds Committee
meetings were approved by the Trust Board and any issues raised would
be brought back to the Committee for discussion/clarification. NonExecutive Director attendance at the meetings provided assurance to the
Board that items were sufficiently challenged and reviewed.
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12.

Any Other Business

12.1

Charitable Funds Income Generation – a copy of the poster that was sent
to the budget managers for display was issued to the Committee for
JW
information and this would be shared with the Chief Executive.

12.2

Charitable Fund Amalgamation: Mental Health Directorate – the detail
was noted by the Committee.

12.3

The Role of the Secretary – the detail was noted by the Committee.

13.

Date and Time of Next Meeting
The Chair requested that the meetings be moved from Monday morning.
Revised dates would be confirmed in due course.
Tuesday, 16 April 2013 at 10 am in the Conference Room.
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Board Executive Summary – Part 1 Meeting
Title of Paper

Board of Directors Meeting Dates,
Times & Venues for 2013-2014
Chief Executive

Author(s)

Chief Executive
Chairman
29th May 2013

Executive
Date of
Lead
Paper
Committees
N/A
presented
Purpose of Paper
To advise the Board of meeting dates and venues for Board Meetings during 2013/14
Links
Links to all of the four Trust Priorities
To deliver high quality, safe-patient outcome focused services that demonstrate our
vision of providing care all of us would recommend to family and friends.
To invest in and develop our staff to innovate and deliver continuous quality
improvement as one Trust.
To work with our partners to deliver integrated care closer to people’s homes
To remain a highly performing organisation through the delivery of our key performance
and financial targets.

Considerations, Implications and Risks (e.g. financial, legal etc and appraisal of
alternative options)
The Chief Executive, as Accountable Officer for the Trust, is responsible for ensuring
there is a robust internal system of control in place. The mechanism through which this
is achieved and demonstrated is a devolved, robust and effective risk management
process.
Involvement / Consultation
N/A
Impact Assessment
N/A
Implementation Plan
N/A
Findings / Conclusion / Options
N/A
Action(s) requested of the Board
The Board is therefore asked to note these dates
Copy of Full Report (embed)
N/A

Board of Directors Meeting Dates 2013-2014
Light buffet lunch for Governors & Board Members served at 12.30pm
Board Meetings Commence at 1.00pm
Refreshments & Networking 3.00pm – 3.30pm
Followed by Part 2 Board Meeting
Date

Type

Venue

Wednesday 29th May 2013

Board Meeting

Kingston Maurward

Wednesday 26th June 2013

Board Meeting

Merley House

Wednesday 31st July 2013

Board Meeting

Merley House

Wednesday 28th August 2013

Board Meeting

Kingston Maurward

Wednesday 25th September 2013

Board Meeting

Trust HQ
(Sentinel House)

Wednesday 23rd October 2013

Board Meeting

Trust HQ
(Sentinel House)

Wednesday 27th November 2013

Board Meeting

Trust HQ
(Sentinel House)

Wednesday 18th December 2013

Board Meeting

Trust HQ
(Sentinel House)

Wednesday 29th January 2014

Board Meeting

Trust HQ
(Sentinel House)

Wednesday 26th February 2014

Board Meeting

Trust HQ
(Sentinel House)

Wednesday 26th March 2014

Board Meeting

Trust HQ
(Sentinel House)
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