Dorset HealthCare University NHS Foundation Trust
Part 1 Board Meeting
Part 1 of the Dorset HealthCare University NHS Foundation Trust meeting will be
held on 10th December 2014 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset,
BH17 0RB commencing at 1:00pm
If you are unable to attend please notify the Interim Trust Secretary on 01202
277006 at your earliest convenience.
Yours Sincerely,

Ann Abraham
Chair

Initials

Paper

Time

1.

Welcome, Apologies and Previous
Meetings

1:00

1.1

Apologies

AA

1.2

Patient Story

LH

App A

1:05

1.3

Quorum

AA

Verbal

1:10

AA

App B

1:15

To confirm that the meeting is quorate
before it proceeds further.
1.4

Declarations of interests in relation to
agenda items

1.5

Minutes
To approve the Minutes of the Dorset
HealthCare University NHS Foundation
Trust Part 1 Board Meeting held on 12th
November 2014

1

1.6

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

AA

App C

1:20

1.7

To receive the update of the Chair

AA

Verbal

1:25

2.

Strategy Implementation:
Current Affairs and Operational
Performance

2.1

To receive the update of the Chief
Executive

RS

Verbal

1:35

2.2

To receive a report about the CQC
Intelligent Monitoring Report

FH

App D

2.3

To receive the approved minutes from the
Quality Assurance Committee held on the
29th October 2014

DB

App E

1:45

To receive the approved minutes from the
Finance, Investment & Performance Board
Sub- Committee held on the 30th
September and 4th November 2014

LH

App F

1:55

FH

App G

2:00

CLH

App H

2:10

SH

Verbal

2:15

2.4

2.5

2.6

To receive the Integrated Corporate
Dashboard and Report for October 2014
a) Quality performance
i)
Safety performance
ii)
Clinical effectiveness
iii)
Patient experience
b) Operational performance
c) Workforce performance
d) Financial Performance
e) Blueprint deliverables
To receive the monthly update on People
Management and Organisation
Development

3.

Strategy Development:
Policy Formulation and Decision Making

3.1

To receive an update on the Dorset Clinical
Services Review

4.

Regulatory and Compliance Matters

1:40

JC
CH
JC
SH
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4.1

To receive and approve the Board
Assurance Framework

RS/AA

App I

2:45

4.2

To receive and approve the Proposed
Governance Structure – Committees Terms
of Reference

RS/AA

App J

2:55

4.3

To receive the Cycle of Board Business
and the three month forward view.

NP

App K

3:30

5.

Other Matters

5.1

Any Other Business

6.

Date and Time of Next Meeting
The next formal Board Meeting will be held
on Wednesday 28th January 2015 at
Sentinel House (Training Rooms 1&2) 4-6
Nuffield Road, Poole, Dorset, BH17 0RB
commencing at 1:00pm

7.

Exclusion of the Public

3:45

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

Nikki Morton, Kate Seiles, Sharon Jewell and Tracy Wilcox,
service users

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the users experiences with the Working
Women’s Project services in Bournemouth.
The Board is asked to discuss and consider the narrative
from Nikki, Kate, Sharon and Tracy’s experiences.

Recommendation

Engagement and Involvement

Nikki, Kate, Sharon and Tracy were supported by the Patient
Experience Facilitator to write their story.

Previous Committee/s Dates

None

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






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

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

Yes

Any action required?
Yes
No
Detail in report





















PATIENT STORY
BACKGROUND
On an afternoon in May this year I visited the Drop In Centre which is
managed by the Dorset Working Women’s Project team.
My intention on that visit was to ascertain if any of the women who used
this facility would be willing to share their experience of the service they
received. It was a small group of 6 women with Pauline Smyth facilitating
the group.
Surprisingly 4 of the women wanted to tell me their stories there and
then.
I have recorded these short stories and present them together as one
story about the DWWP, and the good service they provide within the
community taking into consideration how small a team they are.
The Dorset Working Women’s Project (DWWP) is a HIV prevention and
sexual health project working with women who sell sex, particularly
those who also misuse drugs and/or alcohol. The Project is administered
from The Junction in Bournemouth (on behalf of Dorset Health Care
Trust) and covers the Bournemouth and Poole area.
DWWP provides information, advice and support to all women who work
or have ever worked in any area of the sex industry.
DWWP provides outreach services to street based sex workers, indoor
sex workers and a weekly drop in service. The Outreach is staffed by
two part time workers and 6 volunteers.
The DWWP Drop-in is held every Tuesday afternoon from 14.30pm until
16.30pm It operates from The Foundation Room, Crime Reduction
Initiative, at 43 Oxford Road, Bournemouth. DWWP run this drop-in
service the day after the Monday Street outreach service. This ensures
that there is an immediate opportunity for an individual involved in
prostitution to continue to access support after initial contact. The
availability of this direct support recognises the often chaotic lives of

those involved in selling sex with the need to sustain engagement to
ensure that opportunities for offering support are not lost.
The DWWP has been very successful in engaging and supporting this
hard to reach client group by using the methods shown to be most
effective such as the outreach service.
Consistency of outreach is an important key to maintaining regular faceto-face contact with women working both on the street and indoors. The
DWWP outreach service has been operating for over 14 years and the
project can be the first point of crisis contact for many women who may
express a desire to consider the options to change their lifestyle.
The Drop in centre is important for the service users as a place where
they can obtain food and other necessities, it also acts as a place of
safety, allowing them the time and space to consider and fulfil their
ongoing needs and aspirations, such as education or employment.

NARRATIVE DISCUSSION WITH NIKKI MORTON
Assisted by Donna Steer (Patient Experience Facilitator)
Nikki first met Pauline when she was seventeen years old on The Dorset
Working Women’s Project (DWWP) street outreach. Nikki is now twenty
five years old.
Nikki has been a drug user for many years. She went into rehabilitation
in Plymouth when she was eighteen.
Pauline has looked after Nikki taking her to the Genital Urinary Medicine
(GUM) clinic to be checked. Nikki attends the DWWP Drop In centre at
Oxford Road on a weekly basis.
It is a women only centre where the attendees have the opportunity to
take advantage of the activities which are arranged for them. There is a
hair dresser, reflexologist, who visit and the women are able to meet
other women in a similar situation as themselves
Nikki has received assistance from Pauline to arrange her benefits and
to move into her accommodation. Both of Nikki’s parents were drug
users, her mother died when she was 6 years old and her Dad got clean
and moved to Bournemouth. She currently lives with her father and her
son.
Nikki has stopped using Heroin and is on Methadone only. She is
determined to better herself and is attending college doing a level 2 IT
course. Her plan is to work full time when she has completed the course.
Nikki attends the Drop In centre each week. She praises the service
provided and the support she receives from Pauline and her team.
The rooms used for the Drop In Centre are from loaned premises and
Nikki expressed that it would make a great difference to the users if the
DWWP had their own premises.

Kate Seiles
Assisted by Donna Steer
(Patient Experience Facilitator)
Kate lives in a dry house in Charminister. Kate met Pauline seven years ago.
Kate is a drug addict and has attempted to break the habit by attending a
rehabilitation centre in Wales with the plan to stay for a year but Kate lasted
eight weeks at the centre before she returned to Bournemouth.
Kate continued to take Heroin then met Pauline who arranged for her to
attend the GUM clinic.
Kate attends the Drop In centre each week. She has very high praise for the
service and especially the support Pauline gives her. Kate enjoys the many
activities such as the visiting hair dresser, having a manicure and there is the
provision of cloths and toiletries.
It is a sad period for Kate because her sister died suddenly the week before,
but she was trying hard to cope with her grief.
Kate has a fourteen year old daughter who is in care. Kate is currently twenty
week pregnant. The father of her baby is a drug addict and he is not
supportive, however he claims that he would like to be part of the baby’s life.
Kate has expressed that she does not want him around the baby while he is a
drug user. She has been clean for seven months.
Kate is expected to move into a mother and baby unit after the delivery of her
baby in Poole Maternity Hospital.
Kate says the support she receives from Pauline and small team is invaluable.
It would make a great difference if the Drop In Centre could operate from it’s
own premises.

Sharon Jewell
Assisted by Donna Steer
(Patient Experience Facilitator)
Sharon fled her home in Devon two years ago because she is a victim of
domestic violence. The police wanted to send Sharon back to Devon but she
remained in Bournemouth and had been working on the streets
Sharon was homeless, she became ill with Cholycystitis and was admitted to
hospital for surgery. On discharge Pauline arranged home shelter for Sharon.
Sharon has six children who are all in care and living in Devon. Sharon finds the
Drop in Centre very helpful to attend each week, and Pauline is a great support
to her. She even takes her in her car to attend clinics and hospital
appointments.
There are activities at the centre such as the hairdresser every six weeks
manicurist and there is the opportunity to receive clothing. Also she has the
chance of earning a £5.00 voucher if she attends the Drop In Centre for eight
consecutive weeks.
Sharon is attending a foundation programme. She is taking Methadone to help
her with her heroin addiction and has been clean for four days.
Sharon has only good remarks to make about the service and the support she
receives from Pauline and her team.
It would be a great improvement if there could be a premise which belonged
to the service and they did not have to rely on someone lending them their
house for their weekly meetings. It would also be enjoyable to sometimes have
a day outing.

TRACY WILCOX
Assisted by Donna Steer
(Patient Experience Facilitator)

Tracy is a forty one year old woman who is an entrenched drug user for twenty
one years.
Tracy has been attending the Drop in Centre for the past five years. She was
particularly happy to tell me that after several years of being estranged from
most of her family she has made contact with her sister and had plans to meet
with her to celebrate her birthday on the 18th May 2014.
Tracy continues to works on the streets but is planning to stop soon because
she feels that she is getting to old for that sort of life. She would like to have
treatment and support to give up her heroin and crack addiction. Tracy has no
children.
Tracy benefits from the Drop in Centre which she attends most weeks. She
accepts the clothes, hair dressing, reflexology and other treats they are given
at the centre.
Tracy has nothing but high praise for Pauline and her staff, and has expressed
how different it would be if they could have their own premises instead of a
house which is loaned to them each week.

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

3. Background Information
This report covers all outstanding action points contained in the minutes and is required in
order that the Board can be satisfied that all action points in the action column have either
been completed, are in progress or will be completed in accordance with any timescale
contained in the minute.
4. Matters Arising
Trust Board Meeting – 8 October 2014
Minute
188/14

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

200/14

Management of
ligature issues

200/14

Deprivation of
Liberty Safeguards
(DoLS) Training

Action
Ms Boland agreed to
explore how the
service fits within the
locality structure and
report back to the
Board.
The Executive to
report back in January
2015
Detailed update to be
provided to Mr
Rawlinson on the
Trust’s actions in
relation to the DoLs
standards.

Lead
EY

Deadline
December
2014

Response
Verbal update.

CH

January
2015

CH

December
2014

On forward
plan for
January 2015.
Completed.
Sent on 10
October and
13 November.
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Minute
201/14

Topic
The proposed
process of
development of
Trust Strategies

Action
Trust Secretary to plan
Board and Council of
Governors’
engagement to ensure
the Board’s and the
Council’s input to
Strategy development.

Lead
NP/
RP

Deadline
December
2014

Response
Initial planning
meeting with
Lead Governor
and the Board
being
arranged.

Trust Board Meeting – 12 November 2014
Minute
215/14

Topic
CCG Clinical
Services review
(CSR)

220/14

Integrated
Corporate
Dashboard

221/14

The six month
Blueprint Review

226/14

The Board’s
annual cycle of
business

Action
Mr Shields will
circulate to the Board
and the Council the
overarching timetable
of events.
The Executive team
will consider the format
of the report so that
the Board can clearly
see triggers and
systems in place.
The six month
Blueprint Review will
be shared with
partners, Monitor and
Council of Governors.
Trust Secretary to
produce an updated
cycle of business

Lead
RS

Deadline
December
2014

Response
Completed.
Sent on 13
November and
25 November.

JC/
FH

March
2015

Completed.
Dashboard
updated.

NP

January
2015

Completed.
Sent on 3
December
2014.

RP

January
2015

Completed.
Agenda Item.

Roy Plowman
Interim Trust Board Secretary, 10 December 2014

N:\Secretariat\Board\Meetings\2014\12 - December\10_12_2014\Agenda\Part 1\Draft - Part I Board - Matters Arising - December 2014
v2.doc

2

CQC Intelligent Monitoring Report
Part 1 Board Meeting 10th December 2014
Author

Hazel McAtackney, Head of Compliance and Regulation

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

CQC have started to publish intelligent monitoring of trusts that provide
mental health services which considers 59 different types of evidence,
based on sources that include the NHS staff survey, bed occupancy
rates, the national health outpatient survey and concerns raised by
trust staff.
The Intelligent Monitoring Report is published quarterly on the CQC
website and the first report was published on Thursday 20 November
2014. The CQC states that the indicators will be used to raise
questions about the quality of care, not used on their own to make
judgement.
Each trust is placed into a priority band from one (highest perceived
concern) to four (lowest perceived concern). CQC state that while the
bands will help them to decide which trusts to inspect first, they don’t
represent a judgement or a ranking of care quality. Not every mental
health trust has been banded and this is because they have been
inspected recently and have already been prioritised, or because a
significant number of our indicators aren't applicable to them.
The summary band for Dorset HealthCare is Band 1. This is the
highest level risk band and is given when a Trust has a proportional
score of more than 7%. Dorset HealthCare has a proportional score of
7.89%.

Recommendation/Action for
Committee

The Board is asked to:
 Consider and note the report
 Note that the Quality Assurance Committee will continue to
monitor the available data for the indicators showing as
risk/elevated risk and those which are close to the threshold.

Engagement and Involvement
Previous Committee/s Dates

Clinical Effectiveness and Regulation 17.11.14
Quality Assurance Committee 27.11.14

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

 We will deliver high quality, safe patient care
 We will support staff to innovate and improve care
 We will remain a high performing organisation

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

Yes
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Any action required?
Yes
No
Detail in report










CQC INTELLIGENT MONITORING REPORT

1

INTRODUCTION

1.1

The Care Quality Commission (CQC) has replaced the Quality Risk Profile (QRP) report that
was published 10 times a year with an Intelligent Monitoring report. The Intelligent Monitoring
Report is published quarterly on the CQC website. The CQC states that the indicators will be
used to raise questions about the quality of care, not used on their own to make judgements.

1.2

The Intelligent Monitoring report is much more concise than the previous QRP reports. The
final QRP document for Dorset HealthCare contained information on 1009 data items. The
first Intelligent Monitoring Report contains 57 key indicators for Dorset HealthCare, which the
CQC call ‘tier one indicators’.

1.3

Indicators are listed under the 5 key questions that are asked of all our services;
 Are they safe?
 Are they effective?
 Are they caring?
 Are they responsive?
 Are they well-led?
6 indicators come under an additional ‘Qualitative’ heading. These indicators can apply to
more than one of the questions.

1.4

Indicators within the Intelligent Monitoring report are risk rated using the following categories;
 No evidence of risk
 Risk
 Elevated risk

1.5

Risk ratings are calculated by the CQC using statistical methods that are most appropriate
for each indicator. For the majority of indicators the Trust is compared against a benchmark
for that indicator calculated using data from other Mental Health Trusts. Risk ratings are
issued when the trust’s result is at significant points above or below the national benchmark.

1.6

For some indicators any occurrences against that indicator will result in a risk rating e.g.
whistleblowing.

2

OCTOBER 2014 INTELLIGENT MONITORING REPORT

2.1

The summary band for Dorset Healthcare is Band 1. This is the highest level risk band and is
given when a Trust has a proportional score of more than 7%. Dorset HealthCare has a
proportional score of 7.89%. The proportional score is a weighted measure calculated using
the proportion of indicators rated at ‘risk’ or ‘elevated risk’.

2.2

The Trust was informed via the CQC Communications lead to the Trusts’ Communication
Team on 20th November 2014 that Dorset HealthCare is one of five Trusts in the highest risk
band. Of the 40 mental health trusts placed in a band, the spread is;
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5
16
2
16
2.3

Trusts in band 1 (highest risk)
Trusts in band 2
Trusts in band 3
Trusts in band 4 (lowest concern according to the data)

Out of a total of 57 indicators 2 are rated as elevated risk and a further 5 are rated as risks.
Full details of risks and elevated risks are given in Appendix 1.
Elevated Risks
 Support from the immediate managers- NHS
staff survey
 Whistleblowing Enquiries - CQC








2.4

2.5

Risks
Deaths of patients detained under the
Mental Health Act- MHA Database/MHMDS
Do detained patients have direct access to
the Independent Mental Health Advocacy
(IMHA) service? - MHA Database
The ratio of the number of patients whose
transfer of care is delayed to the average
daily number of occupied beds open
overnight on the quarter, where the delay is
attributable to the NHS and Social CareNHS England
KF21. % reporting good communication
between senior management and staffNHS Staff Survey
KF8. % having well structured appraisals in
the last 12 months- NHS Staff Survey

Deaths of patients detained under the Mental Health Act
A review of the deaths of detained patients reported to CQC since December 2013 shows
that there are 3:
 An 82 year old palliative patient on a dementia ward diagnosed with a chronic sub-dural
haematoma.
 A 78 year old who suffered a heart attack. Cause of death was cardiomegaly
 A 71 year old in the community who as well as mental health needs also had history of
congestive cardiac failure, left ventricular failure, chronic obstructive pulmonary
disease, hypotension, transient ischaemic attack and had suffered a heart attack in
2000. Coroner concluded cause of death was natural causes.
The indicator flags a risk if there are at least 2 deaths in the annual reporting period;
however given that these deaths are all natural causes, at this stage there is no remedial
action required.
Detained patients direct access to the Independent Mental Health Advocacy (IMHA)
service

2.6

The indicator for direct access to the Independent Mental Health Advocacy (IMHA) service is
calculated by:
Numerator
Number of detained patients with
access to an IHMA in the sample
of locations visited.

Denominator
Number of detained patients at the sample of
locations visited.

This related to the Mental Health Act Monitoring visits undertaken by the CQC.
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2.7

A review of the Mental Health Act visits undertaken this reporting year in relation to the issue
of IMHA is summarised below.
Ward

Date

Report findings

Previous visit

Melstock

30-May-14

IMHA services were available and
there was evidence of IMHAs being
involved with a number of patients.

No mention in last
visit May-12

Glendinning

30-Jun-14

We spoke to an IMHA who was
involved with patients from
Glendenning from time to time. He
spoke positively about the
Glendenning unit and discussed some
of the issues that patients had raised.
There was detailed information about
the Act and the IMHA service.

No mention of
IMHA in last
report Apr-13

Kimmeridge
Court

01-Jul-14

The IMHA told us that one of the
detained patients had been referred to
him. When he visited the ward, staff
made him feel welcome and facilitated
his interview with the patient.

No previous
report in past 3
years

Waterston joint visit

04 & 05Aug -14

There was regular contact between
the ward and the independent mental
health advocate (IMHA) service.
Patients had been given their rights
and on the day of our visit an
independent mental health advocate
(IMHA) was visiting the ward.

Range of notices
available on ward
noted Jun-13. No
action required

Dudsbury

28-Aug-14

There was a wide range of information
on various noticeboards around the
ward, including details of the
Independent Mental Health Act
(IMHA) service.

No mention of
IMHA in last
report Feb-13

Chalbury

09-Sep-14

The ward manager told us that the
ward had a good relationship with the
IMHA and the IMHA confirmed this.
The IMHA said that he was always
welcome on the ward and was
particularly encouraged to act for
those patients who lacked capacity
and had no relatives who were able to
speak up for them.

No mention of
IMHA in last
report Jun-13
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Ward
Harbour

Twynham

Date
03-Oct-14

20-Nov-14

Report findings

Previous visit

There was good support from the
Independent Mental Health Act
advocacy service (IMHA) with
particular input from the IMHA service,
which covered Bournemouth.
Branksome ward was visited in
February 2013 as part of a thematic
review. The previous visit to
Branksome took place in July 2012
when issues related to accessing
IMHAs, access to tribunals and leave
were identified. None of these were
identified as areas of concern during
this visit

No specific or
visible poster
notification
available to assist
patients on how to
access an IMHA.
Action required

That there was limited involvement of
the IMHA service although we would
acknowledge that appropriate
information about the service was
displayed on the notice boards.

How the trust
intends to review
the current
arrangements to
bring about an
increase in the
involvement of the
IMHA service.

For visit to
Branksome Ward
Feb-13

Action required

2.8

This review suggests that over the past 8 MHA inspections one ward was identified as
having issues related to access to the IMHA and this will need to be addressed as part of the
action plan.
Delayed transfers of care

2.9

The ratio of the number of patients whose transfer of care is delayed is gathered from the
UNIFY submission. This submission calculates data where delays are related to health care
providers, social services and a joint health and social care figure. This indicator is using the
joint figure.

2.10 By replicating the CQC methodology with the figures for Quarter 2 the trust can anticipate an
increase score from 0.2 to 0.3. When calculating the delays which are health related a
decrease in performance can be predicted.
2.11 It is worth noting that there are many ways to measure delayed transfers of care, and the
CQC measure is very different to the Monitor measure. The information submitted to UNIFY
is on a single day of the month and therefore has the potential to misrepresent the wider
picture.
2.12 There is focused work already taking place in regard to this indicator including monthly
meetings with social services to review the mental health delays, weekly teleconferences
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between DHC, the acute trusts and social services when each physical health delay is
discussed. The Trust is working with the acute trusts to look at ways to reduce delays.
2.13 The full list of 57 indicators is included in Appendix 2. A glossary of terms is included in
Appendix 3.

3

CONCLUSIONS

3.1

This is the first of this type of monitoring report from the CQC and has been issued in draft
form. This may mean that there will be changes to the format or indicators used.

3.2

The Trust is in the highest risk banding for this report, however the CQC will not make any
judgements based purely on the Trust’s position with these indicators.

3.3

The indicators relate to information provided by the Trust, or is readily available to the Trust.
The Trust regularly monitors and has action plans in place to address many of these areas
highlighted in the report.

4

RECOMMENDATIONS

4.1

The Board is asked to consider and note the contents of the report.

4.2

To not that the Quality Assurance Committee will continue to monitor the available data for
those indicators showing as risk/elevated risk and those which are close to the threshold.
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Appendix 1
Further Details of Risks and Elevated Risks
Domain
Safety

Responsiveness

Well-led

ID

From

To

Observed

Expected

COM_SAF66

Deaths of patients detained under the
Mental Health Act - MHA
Database/MHMDS

01/12/2012

30/11/2013

n/a

n/a

MHSAF66B

Trusts flagging for risk in relation to
the number of deaths of patients
detained under the Mental Health Act
using Poisson analysis.
Do detained patients have direct
access to the Independent Mental
Health Advocacy (IMHA) service? MHA Database

01/12/2012

30/11/2013

6.00

2.69

01/10/2012

31/03/2014

0.65

DTC45

The ratio of the number of patients
whose transfer of care is delayed to
the average daily number of occupied
beds open overnight in the quarter,
where the delay is attributable to NHS
and Social Care - NHS England

01/04/2014

30/06/2014

NHSSTAFF16

KF21. % reporting good
communication between senior
management and staff - NHS Staff
Survey
KF8. % having well structured
appraisals in last 12 months - NHS
Staff Survey
KF9. Support from immediate
managers - NHS Staff Survey

01/09/2013

Whistleblowing Enquiries - CQC

MHCAR20

NHSSTAFF05

NHSSTAFF06

Qualitative

Indicator source

WBLOW_MH01

Risk

Comments

Risk

The Health Records & Mental Health Legislation
Manager has confirmed the details of 5 patient deaths
as follows:
3 patients ≥ 85 years old
1 patient who was 66 years old
1 patient who was 32 years old with significant
underlying physical health issues.

0.91

Risk

0.02

0.0023

Risk

Review of MHA visit reports from the period showed:
 12 (55%) of the 22 ward visits had action required
relating to advocacy – the issues were broadly around
referring appropriate patients to IMHAs; and providing
and publicising information to patients/carers.
 5 reports included purely positive comments related to
IMHAs and no action was required.
 Advocacy was not mentioned in the reports of 5 wards
NB Since April 2014, 7 reports of MHA visits received
and 1 action related to IMHAs – however, only one of
these wards was one of the 12 mentioned above. A
paper on IMHA service is being presented to the Mental
Health Act Assurance Committee Nov14.
The Trust submits a monthly Unify2 return. It is number
patients whose transfer of care is delayed at midnight on
the last Thursday of a month, averaged over a quarter,
where the delay was attributable to both the NHS and
social care services. It covers both community hospitals
and mental health wards.

31/12/2013

0.24

0.32

Risk

01/09/2013

31/12/2013

0.34

0.42

Risk

01/09/2013

31/12/2013

0.67

0.70

01/12/2012

31/07/2014

1 or more

n/a
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The data is being checked by Information Department
The Trust score in the 2013 survey was 24% and was
one of our bottom 5 ranking scores. National average for
mental health/learning disability trusts was 31%.

The Trust score in the 2013 survey was 34% and was
one of our bottom 5 ranking scores. National average for
mental health/learning disability trusts was 42%.
Elevated The Trust score in the 2013 survey was 3.67 and was
risk
one of our bottom 5 ranking scores. National average for
mental health/learning disability trusts was 3.82.
Elevated The Trust is aware that whistleblowing enquiries have
risk
been made to the CQC.

Appendix 2
Dorset Healthcare University NHS Foundation Trust
Tier One Indicators
Domain

ID

Indicators - Source

Occupancy ratio, looking at the number of patients allocated to a location compared with the
number of available beds - MHA Database
Ratio of Recalled Community Treatment Orders (CTO) to total number of Community
Treatment Orders - MHMDS
Potential under - reporting of patient safety incidents. Count of reported incidents as a ratio
of MHMDS bridged to HES spells (No harm, low harm, moderate harm, severe harm, death) NRLS/MHMDS-HES Bridged

MHSAF65
MHEFF61
MHSAF07C

Proportion of reported patient safety incidents that are harmful - rate of incidents reported
to the NRLS categorised as 'low harm', ‘moderate’, ‘severe’ or ‘death’ - NRLS

MHSAFE06
Safety

NRLSL08

MHSAFE64
MHRES20

Consistency of reporting to the National Reporting and Learning System (NRLS) - NRLS
Patients that die following injury or self-harm within 3 days of being admitted to acute
hospital beds - HES
Deaths of patients detained under the Mental Health Act - MHA Database/MHMDS
Trusts flagging for risk in relation to the number of deaths of patients detained under the
Mental Health Act using CUSUM analysis.
Trusts flagging for risk in relation to the number of deaths of patients detained under the
Mental Health Act using Poisson analysis.
Suicides within 3 days of discharge from hospital - MHMDS-HES Bridged
Proportion of discharges from hospital followed up within 7 days - MHMDS

NHSSTAFF11

KF15. Fairness and effectiveness of incident reporting procedures - NHS Staff Survey

MHEFF60

Percentage re-admissions of less than 7 days out of total admissions - MHMDS
Q8. Have you been told who is in charge of organising your care and services? (This person
can be anyone providing your care, and may be called a “care coordinator” or “lead
professional”) - CMH Survey
Proportion of patients who have been in hospital less than a year that have had a physical
health check on admission - MHA Database
Proportion of records that were checked that show evidence of discharge planning - MHA
Database

MHSAFE63
COM_SAF66
MHSAF66A
MHSAF66B

CMHSURA06
Effectiveness

MHCAR201
MHEFF107
MHEFF106

CMHSURA10
MHCAR202

CMHSURA38

CMHSURA35

Caring

CMHSURA12
CMHSURA31
CMHSURA43
CMHSURA18
MHCAR19
PLACE01
PLACE02
PLACE03

MHCAR20

DTC45
Responsiveness
PLACE04
MHRES12
MHRES13

MHEFF17

Are there any difficulties in arranging GP services for any detained patients? - MHA Database
Q32. In the last 12 months, did NHS mental health services give you any help or advice with
finding support for physical health needs (this might be an injury, a disability, or a condition
such as diabetes, epilepsy, etc.)? - CMH Survey
Q25. Were you involved as much as you wanted to be in decisions about which medicines you
receive? - CMH Survey
Q16. Were you involved as much as you wanted to be in discussing how your care is working? CMH Survey
Q6. Thinking about the most recent time you saw someone from NHS mental health services
for your mental health needs, were you given enough time to discuss your needs and
treatment? - CMH Survey
Q42. Overall… (Overall experience rated from 1 to 10) - CMH Survey
Q43. Overall in the last 12 months, did you feel that you were treated with respect and dignity
by NHS mental health services? - CMH Survey
Is there a current Independent Mental Health Advocate (IMHA) service available to patients
where eligible? - MHA Database
Score for cleanliness of environment - PLACE
Score for food - PLACE
Score core for privacy, dignity and well being - PLACE

Do detained patients have direct access to the Independent Mental Health Advocacy (IMHA)
service? - MHA Database
The ratio of the number of patients whose transfer of care is delayed to the average daily
number of occupied beds open overnight in the quarter, where the delay is attributable to
NHS and Social Care - NHS England
Score for facilities - PLACE
Proportion of new service requests received yet to have a first assessment - IAPT
Proportion of service requests that have waited more than 28 days from referral request
received date to date of first treatment - IAPT

Length of stay <7 days - informal patients as proportion of all informal patients - MHMDS

Observed

Expected

Risk?

01/10/2012

31/03/2014

0.86

0.92

No evidence of risk

01/04/2013

31/03/2014

0.14

0.29

No evidence of risk

01/08/2013

31/07/2014

0.05

0.10

No evidence of risk

01/08/2013

31/07/2014

0.53

0.40

No evidence of risk

01/10/2013

31/03/2014

6 months of reporting

n/a

No evidence of risk

01/04/2013

31/03/2014

0.00

0.00

No evidence of risk

01/12/2012

30/11/2013

n/a

n/a

01/12/2012
01/12/2012

30/11/2013

No concern

30/11/2013

Risk
n/a

6.00

No evidence of risk

2.69

Risk

01/04/2013
01/04/2013

31/03/2014
31/03/2014

0.00
0.87

0.14
0.76

No evidence of risk
No evidence of risk

01/09/2013

31/12/2013

0.61

0.63

No evidence of risk

01/04/2013

31/03/2014

0.03

0.04

No evidence of risk

01/09/2013

30/11/2013

7.93

n/a

No evidence of risk

01/10/2012

31/03/2014

1.00

0.44

No evidence of risk

01/10/2012

31/03/2014

0.17

0.41

No evidence of risk

01/10/2012

31/03/2014

0.67

0.43

No evidence of risk

01/09/2013

30/11/2013

7.33

n/a

No evidence of risk

01/04/2013

31/03/2014

0.00

0.14

No evidence of risk

01/09/2013

30/11/2013

5.29

n/a

No evidence of risk

01/09/2013

30/11/2013

7.36

n/a

No evidence of risk

01/09/2013

30/11/2013

7.73

n/a

No evidence of risk

01/09/2013

30/11/2013

7.69

n/a

No evidence of risk

01/09/2013

30/11/2013

7.15

n/a

No evidence of risk

01/09/2013

30/11/2013

8.58

n/a

No evidence of risk

01/10/2012

31/03/2014

0.94

0.97

No evidence of risk

29/01/2014
29/01/2014
29/01/2014

17/06/2014
17/06/2014
17/06/2014

0.97
0.86
0.87

0.98
0.90
0.89

No evidence of risk
No evidence of risk
No evidence of risk

01/10/2012

31/03/2014

0.65

0.91

Risk

01/04/2014

30/06/2014

0.02

0.0023

Risk

29/01/2014
01/01/2014

17/06/2014
31/03/2014

0.93
0.72

0.92
0.66

No evidence of risk
No evidence of risk

01/01/2014

31/03/2014

0.72

0.64

No evidence of risk

01/04/2013

31/03/2014

0.23

0.26

No evidence of risk

09/09/2014

Monitor risk rating: No
evident concerns

n/a

No evidence of risk

Governance risk rating - Monitor

MONITOR02

Continuity of service rating - Monitor

09/09/2014

09/09/2014

4: no evident concerns

n/a

No evidence of risk

TDA01

Escalation score - TDA
KF21. % reporting good communication between senior management and staff - NHS Staff
Survey
KF8. % having well structured appraisals in last 12 months - NHS Staff Survey
KF24. % of staff who would recommend the trust as a place to work or receive treatment NHS Staff Survey
KF7. % appraised in last 12 months - NHS Staff Survey
KF10. % receiving health and safety training in last 12 months - NHS Staff Survey
KF9. Support from immediate managers - NHS Staff Survey
Trainees were asked about their overall satisfaction with their training - GMC

Not included

Not included

Not included

Not included

Not included

01/09/2013

31/12/2013

0.24

0.32

Risk

01/09/2013

31/12/2013

0.34

0.42

Risk

01/09/2013

31/12/2013

0.62

0.64

No evidence of risk

01/09/2013
01/09/2013
01/09/2013

31/12/2013
31/12/2013
31/12/2013

0.88
0.74
0.70

No evidence of risk
No evidence of risk
Elevated risk

26/03/2014

08/05/2014

n/a

No evidence of risk

31/05/2014
31/05/2014
01/04/2013
01/04/2013
01/04/2013
01/04/2013

31/05/2014
31/05/2014
31/03/2014
31/03/2014
31/03/2014
31/03/2014

0.52
2.84
0.02
0.05
0.05
0.04

No evidence of risk
No evidence of risk
No evidence of risk
No evidence of risk
No evidence of risk
No evidence of risk

01/09/2013

31/01/2014

0.28

0.41

No evidence of risk

01/09/2013

31/12/2013

0.25

0.22

No evidence of risk

MHRES17

Proportion of registered nursing staff (excluding community nurses) - ESR
Ratio of occupied beds to all nursing staff - ESR
Proportion of days sick in the last 12 months for Medical and Dental staff - ESR
Proportion of days sick in the last 12 months for Nursing and Midwifery staff - ESR
Proportion of days sick in the last 12 months for other clinical staff - ESR
Proportion of days sick in the last 12 months for non-clinical staff - ESR
Proportion of Health Care Workers with direct patient care that have been vaccinated against
seasonal influenza - Department of Health
KF20. % feeling pressure to attend work when feeling unwell in last 3 months - NHS Staff
Survey
Proportion of wards that have community meetings - MHA Database

0.84
0.69
0.67
Within the middle
quartile (Q2/IQR)
0.46
0.01
0.02
0.05
0.06
0.04

01/10/2012

31/03/2014

0.71

0.92

No evidence of risk

WBLOW_MH01
PHSOMH01
CQC_COM01
SAFEGUAR01
PROV_COM01
GMC_MH01

Whistleblowing Enquiries - CQC
Enquiries - PHSO
Complaints - CQC
Safeguarding - CQC
Provider Complaints - HSCIC
Enhanced Monitoring - GMC

01/12/2012
01/04/2013
01/08/2013
01/08/2013
01/04/2013
01/08/2014

31/07/2014
31/03/2014
31/07/2014
31/07/2014
31/03/2014
16/08/2014

1 or more
Less than 3
33.00
63.00
452.00
No concerns

n/a
n/a
22.28
39.90
363.52
n/a

Elevated risk
No evidence of risk
No evidence of risk
No evidence of risk
No evidence of risk
No evidence of risk

NHSSTAFF05
STASURBG01
NHSSTAFF04
NHSSTAFF07
NHSSTAFF06
NTS12
MHWEL129
MHWEL132
MHWEL137
MHWEL138
MHWEL139
MHWEL140
FLUVAC01
NHSSTAFF20

Qualitative

Q13. Were you involved as much as you wanted to be in agreeing what care you will receive? CMH Survey

To

MONITOR01

NHSSTAFF16

Well Led

Proportion of approved mental health practitioner (AMHP) reports available - MHA Database

From

09/09/2014
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Appendix 3
Glossary of terms
CMH Survey

Community Mental Health Survey

ESR

Electronic Staff Record

HES

Hospital Episode Statistics

HSCIC

Health and Social Care Information
Centre

IMHA

Independent Mental Health
Advocacy

MHA
Database

Mental Health Act database

MHMDS

Mental Health Minimum Data Set

NRLS

National Reporting and Learning
Service

PHSO

Parliamentary and Health Service
Ombudsman

PLACE

Patient-Led Assessments of the
Care Environment

TDA

NHS Trust Development Authority

Annual survey of of people who use community
mental health services
Human resources and payroll database system
used by the NHS
Data warehouse containing details of all
admissions, outpatient appointments and A&E
attendances at NHS hospitals in England. This data
is collected during a patient's time at hospital and is
submitted to allow hospitals to be paid for the care
they deliver.
The central source of health and social care
information for England. Acting as a hub for high
quality, national comparative data for secondary
uses.
A statutory form of advocacy. Anyone who is
detained in a secure Mental Health setting, under
the Act, is entitled to access support from an
Independent Mental Health Advocate(IMHA)
MHA Reviewer visit reports are recorded in the
CQC’s MHA database
This contains record-level data about the care of
adults and older people using secondary mental
health services.
A central database of patient safety incident
reports. All information submitted is analysed to
identify hazards, risks and opportunities to
continuously improve the safety of patient care
Investigates complaints that individuals have been
treated unfairly or have received poor service from
government departments, other public
organisations and the NHS in England.
The system for assessing the quality of the patient
environment. The assessments apply to hospitals,
hospices and day treatment centres providing NHS
funded care
Provide support, oversight and governance for all
NHS Trusts to deliver high quality services.
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MINUTES OF THE QUALITY ASSURANCE COMMITTEE
Wednesday 29th October 2014, 9 am, Meeting Room 1, Sentinel House
Members:
David Brook
Non Executive Director (Chair)
Gill Fozard
Non Executive Director
Sally O’Donnell
Dorset Locality Director (left at 10.50)
Laurence Mynors-Wallis
Medical Director
Ron Shields
Chief Executive
Fiona Haughey
Director Nursing & Quality
Linda Boland
Poole and East Dorset Locality Director
Mike Kelly
Specialist Manager Mental Health
Eugine Yafele
Bournemouth/Christchurch Locality Director
Hector Bayayi
Associate Director of Inpatient and Crisis
Attending:
Cara Southgate
Associate Director of Nursing and Quality
Michelle Hopkins
Head of Patient Safety and Risk
Hazel McAtackney
Head of Compliance and Regulation
Andy Chittenden
Corporate Governance Adviser
Linda Thomas
PA to Director Nursing & Quality for minutes
Apologies:
Sarah Murray
Non Executive Director
Nick Yeo
Non Executive Director
Dr Simon Beer
Consultant Psychiatrist
Steve Hubbard
Director of Strategy
QAC
162/14 Apologies:
Apologies as noted above. DB welcomed EY to his first Quality Assurance
Committee meeting.
163/14

ACTION

Minutes of the last meeting
The minutes from the Committee meeting held on the 29th September 2014 were
accepted as an accurate record of the meeting.

164/14

Actions from Previous Meeting
148/14 – Moderate and Above Incidents – MH confirmed that previous reports
had been sent to SM/NY. LMW also confirmed that he has discussed the Front
Cover Sheets with Ann Abraham.
154/14 – Duty of Candour Briefing Paper – LMW agreed to take to the November
MAC as it wasn’t on the MAC agenda yesterday. FH confirmed that the paper
had been discussed at the Trust Executive Team Meeting on the 14th October.
FH and MH to further develop regarding assurances and training for staff as need
to be clear on the process.

165/14

Moderate and Above Incidents inc Serious Incidents Requiring Investigation
(SIRI) including quarterly trends
LMW presented the report to the committee and explained this was the first
quarterly report that looks at the themes/trends of the serious adverse incidents
that occur across the Trust. LMW highlighted the breakdown of incidents in
section 2. There was a question of how we benchmark against other Trusts and
LMW stated that there is a national six monthly report which has previously come
1

to the Quality Assurance Meeting. LMW felt there was more work to be done on
benchmarking.
LMW thanked MH for the detailed amount of work she had put into the report.
The issues highlighted in the report were;
Pressure Ulcers/Falls – a lot of work has been done in the reducing pressure
ulcers and falls. This work is continuing.
Suicides – risk assessments and care planning for all the organisation.
Care planning and the involvement of doctors was also raised at the MAC
meeting yesterday and agreed that there needs to be a clear process.
GF felt this was a good summary, but raised the issues of risk assessment and
care plans being completed. She felt that it was a training/culture concern and
the staff’s understanding of when to complete.
RS also felt that there is a lack of ownership/individual responsibility for
completing risk assessments and care plans and as an organisation we are
failing. LMW said that he and FH are working to identify clinical leaders to
address and deliver through the localities.
FH added that it was part of the key nurse role with the patient to update as risks
change, part of professional practice and the importance of this needs constantly
reinforcing and reviewing through record reviews.
EY and HB looking at competencies, the interpretation of standards and
responsibility of updating care plan and risk assessments, when completed, how
often as a minimum standard should care plans and risk assessments be updated
SO’D that this is part of professional practice and the responsibility lies with all,
not just one person. HB felt it was an amalgamation of things to look at including
inputting on RiO where staff on not clear on where to file care plans and risk
assessments – these he feels are basic, but need to start from the beginning.
Introducing the Competency Framework Tool will support front line nursing staff to
recognise the importance of care planning and risk assessment and the need to
be timely and up to date. This framework will be rolled out and will result in
performance management if the required competency level is not reached an/or
sustained in practice..
GF wanted a clear timeframe on this work and wanted professional accountability.
RS asked for a plan to come back to this meeting in January and asked for
LMW/FH to lead on this.
166/14

LMW/FH

Quarterly Complaints Report
CS presented the report to the committee and highlighted the following key
issues;
• A total of 131 complaints were received throughout July – September
2014
2

•

•
•
•
•

The emerging theme for the period July to September is treatment,
access, admission, appointments, transfer and discharge (72) equating to
55% of the total number of complaints received.
Number of written complaints received and number acknowledged within 3
days was 98%.
3 complaints have been referred to the Ombudsman.
Section 2.3.8 – CS working with teams to ensure lessons learnt and
actions taken have been completed.
CS would welcome ideas on how best to feedback to teams.

2.3.3 – LMW asked that the delays are still within the accepted timeframe, FH
confirmed this was a CQUIN target and would be looked at.
2.6 – LB felt that although reporting would be by locality, it would be useful to see
the breakdown for services. The Directors agreed to discuss this outside of the
meeting. DB confirmed that only an overview is required for this meeting and not
the detail.
GF wanted to note the good work that the Customer Services Team had done in
continue to acknowledge complaints within the timeframe.
RS met with the Customer Service Team to look at setting up a Complaints Group
of which CS will lead. A flowchart of how complaints should be dealt with has
been developed. RS added that he was disappointed that the staff attitude figure
was not improving.
167/14

Quarterly Patient Experience Report
CS presented the report to the Committee and highlighted the Friends and Family
Test update in section 2, which will be implemented throughout all Community
and Mental Health Services by January 2015 and by April 2015 for Dentistry
Services. FH said this is a huge piece of work, which required the support of all
services.

168/14

Monthly Staffing Report
FH presented the staffing report for September to the committee.
GF concerned at the Rapid Tranquilisation figures at 7.5. FH confirmed this was
being monitored.
DB thanked FH for the excellent report and ongoing work. He added that it was
encouraging to see the actions being taken in relation to the red shifts.

169/14

Internal Assurance Report, Action Plans and Progress
HMc presented the report to the committee and added;
CQC indicated that the actions plans would be revisited as part of the new
inspection process and there have now been two compliance inspections
(Waterston and Bridport). Operational Directorates will need to ensure that local
monitoring processes remain focussed on these outcomes so that they become
3

embedded in practice and this can be evidenced.
The summary of findings from the Mental Health Act visits should be shared
across all mental health inpatient units to ensure the learning is shared.
The Locality Directors are asked to ensure that the peer reviews for the next three
essential standard outcomes are started early in the quarter to allow time for them
to be completed and the tools are stored in the shared drive with the relevant PCA
tool. The Quality Assurance Committee is asked to:
consider the systems and processes in place to support practice
improvement that they are providing robust assurance, and
• note the position with the unannounced CQC action plans and MHA
inspections, internal assurance visits and CCG reports.
2.8 - advisory action from the Bridport Report – this is being addressed with the
Ward Sister.
•

2.11 – Waterston Action Plan submitted. Once all actions are complete, HMc to
write to the CQC to confirm.
2.24 – Dudsbury and Harbour Ward CQC MHA Reports have been received
DB noted in 2.6 the good work that Bridport Hospital had undertaken regarding
risk assessment and asked if this could be shared as good practice for the issues
in other parts of the Trust.
GF felt frustrated that the MHA visit findings were highlighting the risk
assessments and care plans and this is down to professional accountability again.
FH added that the MHA Office oversees a lot of this work and this needs to be
joined up.
170/14

CQC Survey 2014 - Patients Who Use Community Mental Health Services
MK presented the report to the committee and explained that the CQC had
changed the questions within the survey and therefore the information with in the
report is a “best fit” basis and cannot be compared like for like with previous
surveys.
DB queried the value of the report. FH to link in with MK re CMHT case load.
FH asked MK to change the Lead Person in Recommendation 2 as needs to be
an operational lead.

171/14

MK

Quality Priorities Progress Q2
HMc presented the report to the committee and highlighted the five areas where
targets have not been met and the actions that have been taken. Some data not
available at the time of writing and presenting the report.

4

FH added that this is a challenging agenda but work ongoing to get measures in
place.
DB suggested removing the “!” where data is not available and maybe adding tbc
172/14

National Early Warning Score (NEWS) Progress Report
FH presented the report to the Committee and note there has been some
improvement, but striving for 100%.
The committee noted the progress
SO’D left the meeting.

173/14

National Audit of Schizophrenia Update
LMW presented the update to the committee, which overall shows improvement,
however more work is still to be done and medical staff are aware of the
importance of the audit. The audit has been discussed at the MAC and shared
with medical colleagues.

174/14

Compliance with CQC Key Themes Snapshot Audit
EY presented the report to the Committee. This audit was carried out following a
request from the last QAC meeting. Although some improvements have been
made, overall a lot more work needs to be done. The Compliance Framework
Tool due to be implemented by December.
FH highlighted some discrepancies particularly in relation to Dudsbury Ward.
LB suggested HB linking with Sara Shimali to joint work on this audit.

175/14

Any New Risks or Change to Existing Risks Identified?
The committee highlighted the following;
• continuing concerns with completing and updating risk assessments and
care plans and felt this needs urgent attention.
• Ongoing staffing issues

176/14

Agree reports to the Trust Board
None. The committee agreed the Quarterly Complaints Report could be added to
the website without going via the Board agenda.
SIRI reports – a monthly, quarterly and annual report comes to the QAC and there
is an opportunity for Board members to raise at the Board meetings.

177/14

Feedback from meeting/Value of Meeting/Achieving Goals
LB felt although a lot of work has been done, there is still a lot of work to be done.

178/14

Agenda Items for November 2014

5

Quarterly Mortality Report (HMc)
Progress on SI Recommendations (MH)
Progress on Complaints Deep Dive (FH/CS)
Update on Homicide (EY)
179/14

For Information
The following minutes were noted;
 Patient Safety Group 20.10.14
 Clinical Effectiveness and Regulation Group 20.10.14
 Patient and Carer Experience Group 20.10.14

180/14

Any Other Business
HASCAS – FH updated the Committee that informal feedback had been received.
No causal factor identified at this stage, not considered to have been preventable
or predictable that such a violent outcome would have occurred, although it could
have been predictable that something may happen due to the ongoing difficulties
of the individuals involved. Significant learning for the role and function of CMHT
and working within the bounds of their roles and responsibilities, understanding
and defining what the role and function of the CMHT is. Issues of communication
between agencies and sharing of information through MD meetings. Draft report
to be received in 3 to 4 weeks time, with the final publication in February 2015,
then implement learning with HASCAS.
RS further added in relation to EH – CCG quality audit committee has indicated
slow progress and have asked for completion of the action plan by December with
assurance to this committee that this will be so. RS asked for an update to come
to the November QAC meeting.
ECTAS Accreditation for Purbeck ECT Clinic – achieved excellent.

181/14

Date of Next Meeting
27th November, 9 am, Meeting Room 1
December meeting to be arranged
2015 meetings yet to be agreed
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FINANCE, INVESTMENT AND PERFORMANCE BOARD SUB-COMMITTEE
MINUTES
of the meeting held on Tuesday 30th September 2014 at 1430 hours
in Training Room 1 at Sentinel House

PRESENT:

Lynne Hunt, Non-Executive Director (Chair)
Ron Shields, Chief Executive
Jackie Chai, Director of Finance
Linda Boland, Director of Children and Young People’s Services
Colin Hague, Director of Human Resources
Jane Elson, Director of Mental Health Services
Steve Hubbard, Director of Strategy
John McBride, Non-Executive Director
Dr Laurence Mynors-Wallis, Medical Director
Sally O’Donnell, Deputy Director of Community Health Services
Jane Elson, Director of Mental Health Services
Sarah Wright, Associate Director of Finance
Michelle Hopkins, Head of Patient Safety & Risk
Charlie Teare, Head of Programme Management Office (PMO)

IN ATTENDANCE:

Sandra North (Minutes Secretary)

ACTION
1.

Apologies/Welcome
Apologies were received from Ann Abraham, Non-Executive Director/Trust Chair,
Fiona Haughey, Director of Nursing and Quality

2.

Minutes of the last Meeting
The Minutes of the meeting held on 3 September 2014 were approved.

3.

Matters Arising

3.1

Item 5 5.4 CQUINs – Meeting held with CCG, update given at FIP meeting on 3rd
September and revised report to come back in November.

3.2

Item 6 6.1 Waterston - CQC report contained factual inaccuracies which have been
amended and submitted. No set timescale for CQC to report back this may possibly
take two weeks. JE said that the ward was being supported to address the issues
raised and a formal action plan will need to be compiled once the final report is
received. RS said a full copy of the report will be sent to Monitor when available.

3.3

Item 7.1 Initial Draft Estates Strategy - SH said a short paper has been done for the
Board which outlines the process we will go through and we are aiming to have the
final Trust strategy with vision and purpose, HR and IT strategy all as one suite for
sign off by the January Board.

3.4

Item 12.2 New Business Committee - SH said this will be part of ongoing
discussions around how the Board is going to work. AA and other NED’s will be
1

looking at the new structure and identify committees/groups for the unallocated
items.
4.

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

4.1

CIP – Not a lot of movement in the forecast, still forecasting £180k surplus against
£8m target.

4.2

Bed utilisation – PMO are linking in with the project lead to look at this in more detail
and be clear on where the saving is going to come from.

4.3

Tax Efficiencies – CT outlined the background to this and that the potential savings
had been set at a very optimistic amount, RS said it should not have been bought
into the list without scrutiny.

4.4

Castle Hill sale – this will be non-recurrent and the impact is being monitored with
another property also identified. Castle Hill proceeds may not hit this year and this
will be dependent on planning permission. JC said that at this moment in time this
should not present a problem with the overall financial position for Trust. It is
believed there will also be some underspends from severances which have been
set aside.

4.5

CIP 2015/16 – Previously discussed that the committee would look at the proposals
for next year around September / October to fully understand these and this detail
will be needed at the November meeting. PMO has been collating a pool of ideas
and involving front line staff. Work is scheduled over a couple of days in October to
plan the schemes and consider dependencies, bottle necks/demands on support
services. CT said work was starting to progress in line with the PMO process but
they possibly may not be able to provide a full detailed list at the November meeting
but it would be possible to provide an outline. In November and December details
of schemes will be worked up.

5.

Finance Report
This report was presented by JC.

5.1

Month 5 cumulative deficit of £753k against planned position, The year to date
deficit for 2014/15 was planned to be £1,654k therefore ahead of plan by £901k.
We are predicting £2.9m deficit at year-end resulting in £1.1m ahead of the £4m
deficit plan.

5.2

Pay is contributing significantly towards surplus and non-pay is overspending due to
out of area placements. Last 3 month surplus for pay has been growing and deficit
for non-pay has also been growing. JC recognised that the Board has increased
mental health pay budgets by circa £0.25m contributing to the underspend as they
try to catch up with recruitment.

5.3

Out of area placements are forecasting an increase of expenditure by another
£479k. Year-end forecast on out of area placements is now £2.2m against a budget
set this year of £1.1m. 13 patients remain in our care as at the end of August.
Movement through wards has increased, and systems have improved significantly
and we are bringing back more patients whilst also having to send out more
patients. JE updated the committee that out of area placements now stand at 5.
LMW said clinical management was involved in the process.

5.4

Castle Hill – JC said that assuming the most likely position that the sale will carry
over to next year we will be £2.6m in deficit but still ahead of the £4m plan. Cash
flow and balance sheet position remains strong. We are expecting to be outside of
the 15% capital threshold and work is already underway to reforecast our capital
position for the Q2 Monitor returns.

CT

2

5.5

Staffing –LH said that the news was positive around severance costs and being
able to keep more people than originally thought and looking at redeployment
opportunities. CH said the process was going as well as could reasonably be
expected. Discussion followed and RS said this had been discussed at length with
Directors looking at staffing end to end and there was a larger piece of work to be
done around this.

6.

Integrated Corporate Board Report
This report was presented by MH

6.1

Waterston CQC visit – we are awaiting the final report following response sent last
week.

6.2

Bridport - unannounced visit took place and the unit was found to be compliant. The
report is currently under review for factual accuracy.

6.3

Venous thromboembolism risk assessment’s (VTE’s) have dropped and this is a
falling trend. Nursing staff are now completing initial assessments and turnaround
of compliance with this indicator is anticipated by end of November.

6.4

Absconding incidents - adjacent wards were supporting when these took place and
a working group has been set up to look at this. It was confirmed the patients were
bought back safely. RCA’s have been undertaken.

6.5

PDR’s - RS said the expectation is that dates are in diaries and we will be looking at
the last quarter of the year to see a significant improvement.

6.6

Delayed Transfers of Care - 7.5% threshold and August performance was 13.33%.
Main pressure area is within the Dorset locality. JE said that on its own Dorset was
reaching 7.5%. JE outlined the issues and said that pressure was being maintained
and meetings held with commissioning leads. SH will join their next meeting to help
galvanise some action. JE said in Poole discussions were being held around their
own internal processes and commissioners were due to feed back this week. JE
said the baseline expectations of commissioners needs to be looked at by them and
should be built into basic expectations for care homes. JE said the funding of a
small team to upskill some homes had been discussed. Currently we do have a
very small support team of 4 and with the refocusing of that team, and if the local
authority could add to it could enable them to be used in a different way. MH said
some homes have expressed concerns about the CQC inspections and accepting
our complex and challenging patients.

6.7

New psychosis cases - 5 below target and LB updated that more cases have been
identified so we will meet the Monitor target for Q2.

7.

Risk Register
This report was presented by JC

7.1

Risks rated 15 and above have now been extracted following recent governance
discussions at board. The previous cut off had been 12.

7.2

RS said we need to look at the total risk register and not a sub-set. Directors will be
reviewing risks at their meetings. JM queried the red risk “Transition to locality
leadership model” on the report and RS said this would most likely be amber now as
next week people will be in place therefore diminishing that risk. LH summarised
that there was work to be done on the risk register. This follows on from Board
workshop discussions on new governance arrangements.

8.

MH Payments by Results
This report was presented by JE
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8.1

Mental Health currencies mandated since April 2012, further guidance from Monitor
expected next month and recent publications do suggest they will stay for mental
health.

8.2

Currently does not have financial impact for us as the mental health service is still
on a block contract. We are on track to earn £0.5m incentive monies for improving
data quality and reporting.

8.3

There is a significant data quality issue and issues around the use of clustering. For
training we only have one clinical trainer who is also a full time ward manager.

8.4

If MH payments by results is used by commissioners financial modelling indicates
that with current level of clustered data there was a potential loss of income of
around £15m.

8.5

Discussion followed around clinical and leadership engagement. RS said this will be
medically driven and we absolutely need to get very high levels of coding in place.
A project with more emphasis on this is needed. LH said the Board would need to
be assured that money would not be lost. JE and LMW to take forward and bring
back to the Board. JE to update the risk register to reflect this is a significant risk.

9.

Change in Commissioning arrangements for Inpatient Detoxification
(Flaghead Unit)
This report was presented by JE

9.1

Changes in commissioning arrangements are expected from April 2015. Two
options are (1) to close down the unit and (2) to continue with cost per case
arrangement and explore opportunities to market beds. Committee agreed with
option two and SH to work with the team.

10.

Quarterly Review of Recruitment and Retention
This report was presented by CH

10.1

Additional staff are recruited to work on recruitment and retention and they are
looking at external engagement to support recruitment.

10.2

Discussion followed and CH outlined various avenues that are being focused on
rather than just increase the speed of recruitment. This includes engaging with
Bournemouth University on a different level and looking at a guaranteed job scheme
with the university.

10.3

Reasons for staff leaving are also being looked at. Also considered are flexible
hours, vacancies resulting in pressure on the service, PDR’s not being completed
and high sickness levels with a cumulative impact. Directors are also looking
closely at this issue and there will be a Board workshop focussing on this. LH said it
would be useful to know what recruitment and retention rates are in other
organisations locally and it may be that some kind of regional response is needed.
CH said it is a regular feature on the HR Directors South West meetings. Next
quarterly update due to the committee in January 2015.

11.

NHS LA Paper
This report was presented by MH

11.1

The Trust had reached Level 1 and a decision was needed on what to do next to not
lose sight of the standards as they were considered to have been useful.

11.2

Discussion took place and RS said that over a period of time the standards should
be worked and assessed but in the meantime we should not abandon what we
have.

JE &
LMW
JE
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11.3

RS requested a review over the next 6 months and the committee agreed they did
not wish to see the item again.

12.

Forward Plan

12.1

The FIP committee will meet in November and December and a decision should
then be known as to what items will remain with the committee and what will go
elsewhere.

13.

Review items for Board escalation

FH

LH will provide a verbal briefing to the Board and will include the following:
Risk Register
MH Payment by Results
Staffing
Finance position
14.

Any Other Business
None

15.

Date and Time of Next Meetings
Tuesday, 4 November 2014
Training Room 1, Sentinel House 1500-1730
Wednesday, 3 December 2014 Training Room 2, Sentinel House 1430-1700
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FINANCE, INVESTMENT AND PERFORMANCE BOARD SUB-COMMITTEE
MINUTES
of the meeting held on Tuesday 4th November 2014 at 1500 hours
in Training Room 1 at Sentinel House

PRESENT:

Lynne Hunt, Non-Executive Director (Chair)
Ann Abraham, Non-Executive Director/Trust Chair
Peter Rawlinson, Non-Executive Director
Ron Shields, Chief Executive
Jackie Chai, Director of Finance
Fiona Haughey, Director of Nursing and Quality
Colin Hague, Director of Human Resources
Steve Hubbard, Director of Strategy & Business Development
Sally O’Donnell, Locality Director for Dorset
Eugine Yafele, Locality Director for Bournemouth/Christchurch
Ann Parramore, Deputy Director of Strategy & Business Development
Charlie Teare, Head of Programme Management Office (PMO)

IN ATTENDANCE:

Andy Chittenden, Corporate Governance Adviser
Sandra North (Minutes Secretary)
ACTION

1.

Apologies/Welcome
Apologies were received from Dr Laurence Mynors-Wallis, Medical Director, John
McBride, Non-Executive Director, Linda Boland, Locality Director for Poole/East
Dorset

2.

Minutes of the last Meeting
The Minutes of the meeting held on 30 September 2014 were approved.

3.

Matters Arising

3.1

Item 4.5 CIP 2015/16 – Covered within agenda item PMO.

3.2

Item 8.5 – Payment by Results (PbR) coding and clinical and leadership
engagement. EY said that LMW is taking this further with clinicians and exception
reports are being requested and this is work in progress. Discussion followed and
LH requested a paper for the December meeting detailing what the issues, plans
and risks are should PbR go live next year and also if next year should be a
shadowing year. Action to be added to forward plan.

3.3

Item 8.5 - JE to update the risk register to reflect clinical coding as a significant risk.
Action Complete

3.4

Item 10.3 – Quarterly Review of Recruitment and Retention. CH advised that the
Trust is leading a project with Salisbury Trust looking into this.

3.5

Item 11.3 – NHS LA Standards. Committee confirmed they did not wish to see this
paper again.

4.

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

EY
SN
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4.1

Slightly above target for 2014/15 as at Month 6. Report advises that the planned
contribution of 2014/15 schemes towards the 2015/16 target is now forecast at
£211k. CT advised that further assurance work is occurring and confirmation of the
figure would be discussed further at the next meeting.

4.2

Locality model – detailed work is ongoing to calculate the cost of the new structure,
protection and redundancy costs based on the decisions made by staff and
management.

4.3

Psychiatry on Call – revised forecast for 2014/15 is now £69k of which £58k is
already banked.

4.4

Procurement – revised forecast for 2014/15 is now £193k in line with planned
savings.

4.5

Tax Efficiency – Home Technology scheme has now launched.
forecast is £54k.

4.6

Estates Strategy – Potential savings from the sale of Castle Hill may increase from
the planned £563k. Latest forecast indicates savings could be banked in March
2015. There is though high uncertainty on timing due to planning permission
application process.

4.7

Bank and Agency Reduction –RS chaired a meeting this morning looking at driving
forward recruitment and retention. The Trust has invested in speeding up
recruitment and is taking action to improve the position from the procurement
perspective. LH sought assurance that recruitment was not being delayed for
financial reasons and SO’D & JC gave assurance that no instructions to delay
recruitment had been given. FH said that day by day monitoring of staffing levels
takes place to monitor the impact on quality. LH thanked the Executives for the
assurance given.

4.8

CIP 2015/16 development - Reverse brain storm held with staff and an i-matter
challenge undertaken to generate ideas. Ideas from PricewaterhouseCoopers from
last year are also being looked at. Meeting to be held in December to look at the
worked up ideas in greater detail. CH said the trade unions have also been asked
for their ideas. Sign off for CIP 2015/16 is envisaged for the same time as the
annual plan and SH said that these will be separate papers and ready for the
January Board meeting. CT advised Vicky Sage has been recruited to the post of
Project Manager on an internal secondment basis.
.
Blueprint 6 Month Review
The report was presented by SH

5.

The current

5.1

Against the Blueprint of 36 deliverables 19 are complete. 17 of them are amber and
ongoing and will complete. 2 are red and are predominately around staffing.

5.2

From a strategic point of view there are 6 key elements which to some extent work
will never be finished. As the Trust grows as an organisation a decision will be
needed if these headings are retained or if the Trust moves to 6 new steps to
excellence and therefore bridges between this and the previous piece of work to
allow close down of the 36 tasks the Trust set itself. CT said that the PMO has
reviewed and retained all evidence should it be required by Monitor on the 10th
December when they visit.

5.3

SH and CT to make changes to paragraph 3.1 as JM highlighted that these are
neither agreed nor final. AA said the minutes of the steering group and Board give a
clear steer as to the wording to be used.
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5.4

5.5

5.6

5.7

5.8

AA said this was a hugely useful paper and a lot of work had gone into it and asked
SH to draft a short paragraph for the purposes of the board paper to say this is a
half year review to enable us to take stock and be clear about what comes from the
Blueprint into our planning and beyond and to make clear this is not being done in
isolation but as part of wider planning.

SH

Page 6 point 1.3 JM made the recommendation to update the section with his
details to reflect his positions held in Poole as Assistant Director of Finance and
then Director of Finance in West Dorset. CT to action.

CT

Discussion took place regarding the board workshop conversation on recruitment
root and branch review. AA said a workforce paper would be going to the Board
next week. PR asked to what extent the perverse unintended NHS pensions was
affecting retention and CH said this was difficult as was outside of the Trust’s
control. PR said that having been highlighted here he would like to register we need
to have a way of coming back to the full Board which acknowledged that a
conversation took place. AA asked that a paragraph be included referencing that
the Board had spent a couple of hours understanding the issues and acknowledged
the different issues that are there.

CT

JM challenged page14 point 4.1 asking if the vacancy rate should be red. CH said
the overall trust position is green and CT will add targets which will provide clarity.
AA suggested the inclusion of a sentence that the trust position is green but there
are issues in mental health.

CT
CT

JM asked if we have an agreed stakeholder map regarding partnership
arrangements and SH said this was a work in progress and SH will include an
additional sentence before submission to the Board.

SH

6.

Finance Report
This report was presented by JC.

6.1

This is the first finance report that reflects the new locality structure. The risks of
this change has been assessed as minimum to moderate. The key change is new
managers becoming familiar with their new budgets. The key matters to focus on
continue to be out of area placements and staffing.

6.2

The Trust is reporting a year to date month 6 position of £714k deficit which is
ahead of plan and we are projecting to 31 March 2015 that we will be £1.5m ahead
of the £4m deficit plan.

6.3

Year to date month 6 for non-pay has decreased significantly being driven by
reductions in out of area placements.

6.4

AA queried the additional expenditure item for the CQC visits and FH said that
whilst no visit was currently planned a visit could incur an extra administrative
burden to manage a process of potentially 100+ CQC visitors.

6.5

Out of area placements - zero admissions in month 6 has changed the forecast to a
more favourable position. RS said we needed to understand what was different in
those couple of months and FH agreed it would be useful to look at this.

6.6

LH expressed her thanks to the finance team for reporting on the new structure so
quickly.

6.7

PR said he would expect to be told how we are likely to perform against the Monitor
report. PR said that from the non-executive Directors perspective they needed to
have the ability to look forward to the next two quarters to know if there are any
problems. AA said Part 2 should include “this is where we are now” and “this is
where we see it going forward”. It was not desirable to have extraordinary board
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meetings to discuss Monitor submissions or have surprises for submissions and
therefore to include a forecast would assist in seeing things coming. LH requested
that JC action this.
6.8

PR also raised the issue of Trust reserves. He expressed concern that the position
could not clearly be seen in any of the figures presented to the meeting. JC advised
the reserves figures were not identified as a standalone line in the financial report.
PR expressed further concern regarding this. JC and PR will arrange to meet
outside of the meeting with further discussion to take place at the December
committee meeting.

6.9

RS said there was a need to understand profiling and assumptions that bridge the
Trust between now and the year end. AA said it has been raised consistently that
the level of underspend on staffing is not good.

6.10

AA said discussion would take place regarding the scheduling on the 19 November
to decide if in the new structure a finance and investment committee would be
needed.

7.

Integrated Corporate Board Report
This report was presented by FH

7.1

Waterston – The final report from the CQC has been received and work is in
progress in line with timelines. The CQC on this occasion have asked for an end
date for when we believe the actions will be complete which is a relatively new
request.

7.2

Staffing levels – Waterston has had 6 incidents where agency have been in charge
however the agency nurses were familiar with the wards. We have recruited regular
agency staff to work on wards but these will still show as agency staff. The Quality
Assurance Committee receives a very detailed report on individual units.

7.3

Mandatory training – This shows a long term trend of improvement but a slight
reduction has been seen from last month.

7.4

Delayed Transfers of Care – This has a red rating due to the recent closure of two
homes. AA suggested signposting to the Q2 monitor submission. RS advised that
LB is leading on this now and is meeting with the local authorities.

7.5

Venous Thromboembolism (VTE) shows an improved position and going forward a
section will be included on restrictive interventions, this will be included in the Board
report for next week. Rapid tranquilisation, seclusion and control and restraint are
an improving position and EY is working with action plans for all three indicators.

7.6

AA will meet with Esther Provins, Head of Information regarding the integrated
report and quality metrics. Work is evolving and there will be will further iterations
before it is concluded.

7.7

NICE Guidance - FH said the current system for managing this is very laborious and
out to a number of groups. There is a now a much more robust NICE group in place
and FH will report at the next meeting on what is outstanding.

8.

CQUIN Plan
This report was presented by FH

8.1

The twelve components provide the real position on our baselines. At end of
quarter two, two have been fully achieved. There are five components where there
is a risk they will not be met in full, but at this point in time there are no CQUIN
targets that are red. Total CQUIN payment is £4.4m with a current £1.8m risk. FH
said a meeting has still to take place with the commissioners.

JC

FH

FH
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9.

Treasury Management Policy
This report was presented by JC

9.1

Two minor changes were requested. The first one to ensure sufficient staff cover is
in place to manage and implement the policy. The second to remove Bank of
Scotland PLC from the list of permitted institutions as they have dropped in the
Moody credit ratings.

9.2

The changes were approved.

10.

Forward Plan

10.1

December’s agenda items were agreed and AA said consideration of the Monitor
quarterly return will come to the January Board meeting before submission.

10.2

Payments by Results paper to come to the December meeting.

11.

Review Items for Board escalation

11.1

LH will provide a verbal briefing to the Board.

12.

Any Other Business

12.1

The committee thanked CT as this is her last meeting AP will be taking over in CT’s
absence. AA echoed the endorsement and passed on the thanks of the Board and
said that she believed CT was one of the Trust’s unsung heroes, and that it would
have struggled to get out of special measures without CT’s hard work and CT would
be a difficult act to follow.

13.

Date and Time of Next Meetings
Wednesday, 3 December 2014

Training Room 2, Sentinel House 1430-1700
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Integrated Corporate Dashboard and Report
Part 1 Board Meeting 10th December 2014
Author
Sponsoring Board Member
Purpose of Report

Fiona Haughey, Director of Nursing and Quality; Jackie Chai,
Director of Finance; and Colin Hague, Director of Human
Resources
Director of Finance and Performance Management

Recommendation

This integrated report covers Quality, Operational, Workforce and
Financial performance for the month of October. The dashboard is
formatted under the following headings:
a) Quality performance
i) Safety performance
ii) Clinical effectiveness
iii) Patient experience
b) Operational performance
c) Workforce performance
d) Financial Performance
e) Blueprint deliverables
The Board is asked to note the report

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

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

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




















Initials JC
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INTEGRATED CORPORATE DASHBOARD AND REPORT
October 2014
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DASHBOARD EXECUTIVE SUMMARY
This report is undergoing a process of review and changes will be implemented as the report is
developed. Page 5 provides an overview of the dashboard red, amber, green (RAG) ratings. The key
points to note from the report are:
Page
Inpatient falls resulting in injury
9
The number of falls in hospital resulting in an injury is calculated with per 1000 occupied bed
days for the wards. The rate for October of 3.62 falls resulting in injury has moved this metric
into the amber. Rates of patient falls can vary month on month, however there appears to be
a long-term upward trend.
It is noted that there has been an increase in timely falls risk assessments across the
organisation and the wards with the highest number of patient falls with injury achieved 100%
with timely falls risk assessments. Localities are ensuring that each ward has an identified
falls champion and patients who have fallen more than once are reviewed by the
multidisciplinary team. The Trust’s Quality Safety Improvement Programme has been
renamed ‘Safer Care’ and includes a workstream on reducing harm from falls.
Staffing Levels
20 & 23
The Trust continues to experience pressures on staffing, although the number of shifts
staffed to expected levels was 1% higher in October compared to September. Three wards
had a 19-20% increase in number of shifts staffed to expected levels which is equivalent to 6
days of shifts in the month.
There were 24 internal staffing significant events (agency nurse in charge of a shift) reported
in October. The majority of agency staff used on the Trust wards, however, were known to
the various wards. Mental health wards managers have been able to secure block bookings
with agencies for individual staff thereby increasing the knowledge of the individual staff to
the respective wards whilst reducing the risk of adequate patient care due to unfamiliar staff.
Staffing remains a key focus of attentions and there is a rolling programme of recruitment and
changes made to improve the recruitment processes. The Human Resources Directorate are
also leading on initiatives to retain existing staff. The Quality Assurance Committee receives
a monthly in-depth staffing report.
Workforce indicators
21-22
Whilst the differences are less than 2%, three workforce indicators have not improved from
the previous month position.
• Mandatory Training (88.61%) – the long term trend has been a rising one
• Sickness absence (4.80%%) - the long term trend has been a falling one
• Vacancy rates (8.82%) – in the long term, whilst fluctuating on a month by month basis,
has been fairly level.
Personal development reviews have risen by less than 2% to 72.43% – in the long term the
compliance is on a downward trend.
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Delayed Discharges (Monitor Indicator)
The Trust’s compliance with the Delayed Transfer of Care (DToC) trajectories has not been
achieved for October and the Trust appears to be an outlier. The application of the DToC
definition has been reviewed internally and externally (via internal audit) and noted that
adherence to the definition has been over applied in some cases, which has resulted in an
apparent increase in non-compliance.

17

A detailed review has been completed for every patient currently on the delayed list which
has indicated that some have been prematurely identified as a delay. This has contributed to
the increase in non-compliance with the indicator. The Information Department is in the
process of indicatively recalculating compliance based on the correct application of delays
and it is expected to reduce the current percentage position but will not be sufficient to
achieve a reduction to 7.5% alone. The Trust’s internal process is being revised which will
robustly identify and monitor delays in a consistent manner which conforms with the way the
definition is applied by other Trusts and will ensure accurate recording and reporting of
delays. The Trust is developing further guidance to support ward teams in the classification
of delayed discharges.
Venous Thromboembolism (VTE)
10
Further improvements in the timely assessment of patients on admission to hospital in mental
health wards has taken place in October with 94% compliance compared to 80% in
September. Trust compliance overall is 99% and mental health wards are anticipating to
achieve at least 95% compliance by the end of November
Blueprint deliverables
26 - 28
In May 2014 The Blueprint was published, which set out improvements that had been made
following the intervention of the regulator Monitor. As well as detailing significant changes in
the leadership and governance arrangements the document also contained commitments to
ongoing actions to continue the Trust’s improvement.
The Blueprint sets out key deliverables for 2014/15, which are tracked through the
Programme Management Office dashboard with underpinning detailed Gateway 3 Project
Plans.
A six-month review of progress was presented at the November 2014 Trust Board Meeting
where it was agreed that the themes and outstanding or follow-on actions from The Blueprint
will be carried forward in to the Trust’s Strategy.
Of the key deliverables in The Blueprint, there are two red rated actions to highlight in this
month’s report, relating to staffing:
•
Action16 - the Trust undertook the root and branch analysis of recruitment and retention
issues and implemented a programme of actions to improve recruitment and retention,
but continues to experience significant difficulties in filling vacancies in some areas;
•
Action 21 – progress in achieving compliance with mandatory training requirements is
not still limited.
In relation to Action 18c “To set a target for a reduction in the use of agency staff in inpatient
ward” it was noted in The Blueprint six-month progress review that whilst the Trust is
committed to a reduction in the use of agency staff, this has to be balanced against the risk of
not having adequate staff on each shift due to current vacancies and difficulty experienced in
recruitment and that the financial impact of the use of agency staff is monitored via the
finance report.
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RAG Rating overview
This table provides an overview of the red, amber and green indicators within the dashboard for the Trust.
The arrows give an indication as to whether the position has ↑improved, →stayed the same or ↓worsened compared to the previous month. The number of
indicators reported may vary.

Trustwide
September 2014

Agency Nurse in charge of a shift/No qualified staff on duty
Personal Development Reviews
Delayed discharges per annum
Predicted/actual breach in achieving CQUIN target
Core mandatory training
Sickness absence rate
NICE Guidance/Standards overdue action plans
NICE Guidance/Standards overdue Baselines

October 2014

Agency nurse in charge of a shift/No qualified staff on duty
Personal Development Reviews
Delayed discharges per annum
Predicted/actual breach in achieving CQUIN target
Inpatient falls resulting in injury including minor injury (% per 1000 OBDs)
Core mandatory training
Sickness absence rate
NICE guidance/standards overdue action plans

On the 1st October 2014 the Trust transferred to a locality based directorate structure. Where possible metrics have been reported under this new
organisational structure.
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Corporate Dashboard
Quality Performance-Safety Performance
Care Quality Commission Outcomes Met from completion
of Provider Compliance Assessments (PCAs)
The percentage shown is % compliance with CQC outcomes as selfassessed across the Trust using Provider Compliance Assessments
(PCA) documents. PCAs are completed for each of the 16 relevant
CQC outcomes by team.

Trust wide compliance as at 31st October 2014 remains at 97% of PCAs rated
green. Action plans are in place for areas of non-compliance and these are
monitored by the Super Localities and progress updates are submitted to the
Regulation and Compliance team monthly.
The next stage of the peer review process has commenced. The following
outcomes have been frequently inspected by the CQC and peer reviews are being
undertaken between October – December 2014:
•
Outcome 1 (Regulation 17) – Respecting and involving people who use
services
•
Outcome 2 (Regulation 18) – Consent to care and treatment
•
Outcome 16 (Regulation 10) – Assessing and monitoring the quality of
service provision
The Regulation and Compliance team are undertaking visits to quality assure the
process. Priority teams were nominated by Directorate and now need to be
reviewed in light of the new locality structures. Poole/East Dorset super locality has
nominated teams for Round 2. Leads have been asked to forward nominations for
three teams to the Head of Regulation and Compliance for both Round 2 (October –
December 2014) and Round 3 (January – March 2015).
Leads have also been also asked to ensure the process starts early in the quarter to
allow time for the quality assurance process for those teams they have identified. It
is noted that some visits were hindered because the peer review had not taken
place.

Care Quality Commission (CQC) overview
There were six hospitals that were inspected by the CQC where some outcomes were found to have not been met in 2013. Two of these have now received
a follow up visit from the CQC.
• Bridport Community Hospital – now met
• Forston Clinic, Waterston Assessment Unit
• Linden Unit
• Weymouth Community Hospital, Chalbury Ward
• Westhaven Hospital, Radipole Ward
• St Leonards Hospital, Fayrewood Ward
There are now five remaining ‘live’ action plans across the Trust. Waterston Assessment Unit’s has been superseded following receipt of the final CQC
Integrated Corporate Dashboard Oct 14 (Trust Board Dec 14)
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Corporate Dashboard
report, although one action in relation to Outcome 14; Supporting Workers will continue to be monitored as this was not addressed as part of the recent
inspection.
Mental Health Act visits
Reports and action plans as a result of Mental Health Act monitoring visits are reviewed and monitored by the Mental Health Act Hospital Managers
Committee and the Mental Health Act Assurance Committee.
As previously reported, the CQC carried out a Mental Health Act (MHA) 1983 monitoring visit at Harbour ward (St Ann’s Hospital) on 3rd October 2014. The
report was received on 6th November 2014 and the action statement to address issues identified was submitted on 26th November 2014. The CQC also
carried out a MHA monitoring visit at Twynham ward (St Ann’s Hospital) on 24th October 2014 and the action statement is due to be returned by 10th
December.

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

Trustwide – There has been a small increase in this metric during October. The number of
patient safety incidents and patient safety incidents resulting in moderate to catastrophic
harm has increased during October from September.
22 of 30 moderate to catastrophic incidents during October were related to pressure
ulcers. The Trust is committed to zero tolerance of hospital/community acquired pressure
ulcers and has taken a focussed approach to improving this outcome across the Trust.
Training has been provided to staff and a monthly scorecard is now being provided to
teams to help them monitor quality improvement in this area

Prone Restraint

Restrictive interventions
The Department of Health has published Positive and Proactive Care: reducing the need for
restrictive interventions (April 2014). A new initiative has been launched to drive this forward
called Positive and Safe. Key actions outlined in the Department of Health’s guidance
include not deliberately using prone restraint (face down restraint); limiting seclusion to
people detained under the Mental Health Act (1983); developing support plans, incorporating
behaviour support plans, for people who are known to be at risk of being exposed to
restrictive interventions. As reported last month the Trust has an action plan to address this
and details of numbers of incidents are reported here to help the Board be kept informed of
the use of restrictive practices in the Trust.

Integrated Corporate Dashboard Oct 14 (Trust Board Dec 14)
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Prone Restraint
The long-term trend shows a reduction in the number of prone restraints occurring, however
for October there is a slight increase by 4 incidents. These fluctuations can be expected
month on month due to the presentation of patients. It is noted, however that the position of
a restraint has not always been recorded and this is being addressed to ensure that
numbers reported reflect all relevant incidents. Prone restraint incidents involved 11 patients
during October.

Seclusion (with rapid tranq. and seclusion incidents)

Seclusion
This also shows a long-term decrease in the number of incidents. One incident in October
involved the use of rapid tranquillisation and seclusion.
Rapid tranquillisation
Rapid tranquillisation is the use of medication to calm/lightly sedate. Whilst there is a longterm downward trend the number increased by 2 in October to 17. This involved 11 patients
in the month and one incident also included the use of seclusion.

Rapid Tranquillisation (with rapid tranq. and seclusion
incidents)

Number of Never Events
Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Trustwide - No exceptions to report.

0

0

0

0

1

0

0

0

0

0

0

0

0
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Inpatient falls resulting in injury, including minor
injury, per 1000 occupied bed days (OBD)

Trustwide - There were 54 inpatient falls resulting in injury within the Trust in October. This
metric is in the amber threshold for the second time in three months.
It is noted that overall compliance with timely falls risk assessments across inpatient areas
has risen.

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

Apr
14

May
14

Jun
14

Jul
14

Aug
14

Sep
14

Oct
14

2

5

4

6

3

5

6

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

Trustwide - 6 grade 2 and above pressure ulcers were reported on the patient safety
thermometer during October. The patent safety thermometer is a national snapshot tool that
captures a number of types of safety incidents. 5 pressure ulcers were rated as grade 2 and
1 pressure ulcer was rated as grade 3. 2 of the unavoidable pressure ulcers were also
recorded in a previous month. This is because the patient was present on the ward during
the data collection day for more than 1 month.
Following a review of patients’ clinical records, a decision is reached as to whether the
pressure ulcers were avoidable/preventable or not. Where all appropriate assessments,
reviews, care plans were in place and appropriate care provided they are deemed
unavoidable. All 6 grade 2 and above pressure ulcers recorded during October were found
to be unavoidable.

This metric is a Quality Account Priority and Trust CQUIN

1
not
met

Oct-14

Sep-14

Aug-14

Jul-14

Jun-14

May-14

Apr-14

Mar 14

Feb-14

1
not
met

Jan-14

Nov-13

1
not
met

Dec-13

Oct-13

Healthcare Acquired Infections

1
not
met

 Trustwide – During September there were no cases of Clostridium difficile or MRSA
within the Trust. The 95% MRSA screening target for elective admissions was also met.
There was one outbreak of norovirus on Haven ward during October. Norovirus
outbreaks do not contribute to the rating of this indicator.

Composite indicator covering MRSA Bacteraemia/Elective MRSA
Screening/Clostridium difficile
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Quality Performance- Clinical Effectiveness
Venous Thromboembolism (VTE) risk assessment

From April 2014 implementation of NICE guidance is being reported monthly.

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

May 14

Apr 14

Mar 14

Dec 13

Implementation of NICE guidance / standards and
NICE Technology Appraisals

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

3

3

2

3

2

10 7

4

6

3

0

0

0

0

0

Trustwide – Compliance has risen during October to 99.2%. VTE risk assessment
completion has continued to improve on mental health wards with 94% of VTE risk
assessments completed within 24 hours. Compliance on community health wards has also
increased, 1 VTE assessment out of 350 was not carried out within 24 hours during
October.
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Overdue Baselines
Neuropathic pain CG173 due 31/5/14 (Prison Service)
Needle and Syringe programmes PH52 due 18/8/14 (addictions)
Overdue action plans
Diabetes in Adults QS6 due 31/10/14
Autism spectrum disorders CG128 due 31/10/14
Depression in Children and Young People QS48 due 31/10/14

Key

Overdue by <3 months
Overdue by 3-6 months
Overdue by > 6 months
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Quality Performance- Patient Experience
Complaints / patient feedback about staff attitude
% of complaints/patient feedback where staff
attitude is an issue

Trust wide – A total of 38 written complaints were received during October 2014, with 3
(7.9%) relating to staff attitude, in comparison to 3 out of 52(5.7%) complaints last month.
Details of all complaints where staff attitude has been identified as the main theme are
shared with Directors with a request to identify what action has been taken to address
these.
Details of these complaints are included within the monthly reports to directorates.
The following learning and development courses have an emphasis on staff
behaviour/attitude, numbers of attendees at these session are reflected in brackets:
• Delivering Care with Compassion and Kindness (14)
• Equality & Diversity (39)
• Learning for Health (6)
• Prevention and Management of Violence and Aggression Day 2 (70)
• Value led leadership (6)

Complainants rating of the handling of their
complaints
Response

2013/14

Very good
Good
Satisfactory
Poor
Very Poor

26%
18%
29%
27%
0%

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

Service improvements as an outcome of learning
from complaints

This is reported quarterly. The key theme identified from the latest feedback indicated that
timeliness of response is a key factor in complainant’s dissatisfaction with the Trust’s
complaints process.
The Patient Experience Team is also looking to review some of its internal processes to
ensure they remain streamlined and responsive. In addition to this, a working group is to be
set up in November/December to start the review of the Customer Care Policy. This will look
at the existing process, how this can be made more responsive and also include input from
patients and carers.
The first review meeting of the working group will take place on the 12th December.
Each quarter the Trust gathers and reports on three examples of learning from complaints.
The next examples will be reported in the December 2014 report.

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

Integrated Corporate Dashboard Oct 14 (Trust Board Dec 14)
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National Reportable Breaches in same sex
accommodation
Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar -14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Trustwide - No Exceptions to report

0

0

0

0

0

0

0

0

0

0

0

0

0

Staff Friends and Family Test

The Quarter 2 Staff Friends and Family Test was carried out between 15th and 30th
September and the submission to NHS England took place on 28th October.
The outcomes of the staff Friends and Family Test from quarter 2 were reported by NHS
England on the 27th November.
It is not necessary to survey Trust staff members for Quarter 3 because of the annual NHS
Staff Survey. For Quarter 4, the Trust will survey bank workers without email address and
will send an electronic survey to those staff members who have not responded to Quarter 1
and Quarter 2.
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Friends and Family Test

Completion Rate

Friends and Family Test Score

October is the first month where Friends and Family test completion
rates and scores have been collated using locality directorates. The
Trustwide completion rate has increased slightly to 46% during October
from 44% in September.

The Trustwide Friends and Family test score remains similar to previous months
at +87. The two directorates with the lowest response rates also received the
lowest Friends and Family test scores.

The low response rate within the Poole and East Dorset Directorate is
due to just 1 response from 398 eligible responses at Victoria Minor
Injury Unit.
Bournemouth and Christchurch locality has inherited the majority of
Mental health services that have historically had lower response rates
than community health departments.
The score is based on the following calculation:
Proportion of respondents who
would be extremely likely to
recommend (response category:
“Extremely likely”)
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Minus

Proportion of respondents who
would not recommend (response
categories: “Neither likely nor
unlikely”, “Unlikely” & “Extremely
unlikely” )
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Additional Quality Updates/Sharing Best Practice

Bournemouth & Christchurch Locality
Department of Health Autism Innovation Fund
The Community Adult Asperger Service is delighted to have obtained capital funding as part of the Department of Health Autism Project Fund to develop a
Pan Dorset Sensory Integration Room for adults with Asperger’s Syndrome and autism. The project was one of 42 chosen from 360 applications.
This funding will increase the Trust’s ability to recognise and treat all service users with a sensory processing disorder and autism. The development of an
integrated care pathway and purpose built sensory therapy room will facilitate the increased provision of Sensory Integration Therapy across the county.
The Project completion period is 1 December 2014 - 31 March 2015.
Contraception & Sexual Health Bournemouth & Poole
There was evidence to show that women attending the medical termination of pregnancy service want to be offered the option of viewing their scan. The
nurses in the service have started a pilot of offering sight of the scan printout to the women attending our service and we will monitor feedback.

Poole and East Dorset Locality
Poole Child and Adolescent Mental Health Services (CAMHS) Groups
There is group work being developed within the Poole Team such as the Non Violent Resistance (NVR) Group work. This programme is for parents of
children/young people with violent and controlling behaviours. The focus is on parents non-violently resisting their child's violence and re-building their
relationship with them. This is done by managing their own responses to their child's behaviour to prevent conflict escalating and by increasing their parental
presence to promote influence. This new intervention to Poole is inspired by the growing evidence in other CAMHS of effectively supporting parents to
develop their confidence and ability to safely manage and eliminate violence in the home.
Other group work includes the joint paediatric and CAMHS tics and Tourettes psycho-education sessions, the group on Stress Busters and future plans for
Helena Edwards group, the Welcome to CAMHS and Self-help trial.
Young People’s Eating Disorders Service – ‘You Said, We Did’
A parent reported that a delay in sending information to employers requesting time off on a patient’s behalf to attend family therapy meant they were unable
to attend as their employer did not grant a leave request at short notice. The Service reflected that employers needs as much notice as possible to enable
their staff to take time off for therapy sessions. Following this feedback, the Service has added a standard letter asking employers to consider allowing the
parent to take time off work in the initial information pack sent out to parents, with their invitation. This should increase parent attendance at future sessions.
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Dorset Locality
Weymouth and Portland Developments
Integrated management board
A year ago, we set up an integrated management board in Weymouth and Portland to have a shared view to service development and putting the patient
before the organization. This board includes a Dorset Healthcare locality manager, a Dorset County Council locality manager, lead GP and two practice
managers. Since this commenced, we have organized shared Multi-Disciplinary Team (MDT) learning events, coordinated input into care homes, the
development of two Health and Social Care Coordinator posts and are now looking at the development of an integrated locality hub for services.
Phlebotomy service
Dorset HealthCare has developed a community phlebotomy service for housebound patients. The phlebotomist bases herself with a different District Nursing
team each day and undertakes both routine and urgent blood tests, as well as collecting information on smoking status, Blood pressure, carer welfare and
other proactive information. This service has proven to be extremely successful and popular.
Community Matron for care homes
The community matron for care homes provides proactive input, help with safeguarding, teaching and support, as well as a focus on proactive end of life
care – especially in dementia.
Mental health support for Westhaven Hospital
It has been identified that when a patient with dementia and challenging behaviour is admitted to a community hospital ward, staff often feel ill equipped to
manage the patient’s needs. We are currently looking at how Older Peoples Mental Health teams can support the wards in this process via training, advice
and easy access.
Weymouth Community Hospital Urgent Care project
There is currently a Clinical Commissioning Group led project to look at urgent care provision on the Weymouth Community Hospital site. Included in this are
the Minor Injuries Unit at Weymouth Community Hospital and walk in centre. Dorset HealthCare is an active partner in this review.

Operational Performance
Monitor Governance Rating

Oct-14

Sep-14

Aug-14

Jul-14

Jun-14

May-14

Apr-14

Mar-14

Feb-14

Jan-14

Dec-13

Nov-13

Oct--13

Trustwide –The latest Monitor governance risk rating remains green.
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The Trust continues to work with partners to address the delayed transfers of care.
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Predicted / Actual Breach in achieving CQUIN target
Apr
14

May
14

Jun
14

Jul
14

Aug
14

Sep
14

Oct
14

Commissioning for Quality and Innovation (CQUIN) payments account for a portion of
healthcare providers' income which is linked to the achievement of locally relevant quality
improvement goals.
The Trust position at the end of October, in relation to the seven CQUINS agreed with
Dorset Clinical Commissioning Group, is that 2 components of the 12 components parts of
the CQUINS have been achieved. Of the 10 other components – five are on track against
the milestones agreed:
 FTT phased expansion
 NHS Safety Thermometer
 Implementation of the Clinical Standards for 7 day a week working
 Increased number of discharge summaries issued within 24 hours of discharge
 Delayed transfer of care

There is a risk that the Trust will not achieve the following 5 CQUIN components




Admission avoidance
Transfer and discharge –
(i) reduction in late discharges and transfers
(ii) increase in weekend discharges
Mental Health
(i) Cardiometabolic assessment for patients with schizophrenia
(ii) Communication with General Practitioners

There are no CQUIN targets which at this point in time are considered not expected to meet
the target.
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Monitor Composite Indicators
Oct-13

Nov-13

Dec-13

Jan 14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

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

Monitor Composite Indicator quality exceptions;

Trustwide
Delayed discharges per annum- The threshold for this Monitor metric is less than 7.5%.The position at the end of October was 13.80% with a Quarter 2
overall position (July to September) of 11.93%. The Trust has agreed a trajectory to be in line with the target in Q4.
The Trust’s compliance with the Delayed Transfer of Care (DToC) trajectories has not been achieved for October and the Trust appears to be an
outlier. The application of the DToC definition has been reviewed internally and externally (via internal audit) and noted that adherence to the definition has
been over applied in some cases, which has resulted in an apparent increase in non-compliance.
A detailed review has been completed for every patient currently on the delayed list which has indicated that some have been prematurely identified as a
delay. This has contributed to the increase in non-compliance with the indicator. The Information Department is in the process of indicatively recalculating
compliance based on the correct application of delays and it is expected to reduce the current percentage position but will not be sufficient to achieve a
reduction to 7.5% alone. The Trust’s internal process is being revised which will robustly identify and monitor delays in a consistent manner which conforms
with the way the definition is applied by other Trusts and will ensure accurate recording and reporting of delays. The Trust is developing further guidance to
support ward teams in the classification of delayed discharges.
The review also identified other areas that are contributing to delays which are not within the Trust’s control such as local process put in place by the Clinical
Commissioning Group (CCG) for allocation of Continuing Health Care funding, this will be worked through with the CCG. Robust joint management of
delays continue with the Local Authorities. In addition, a meeting was held 20th Nov 14 with the CCG and Local Authority Commissioners to review
alternative ways to address delays such as exploring the use of residential interim/step down facility beds to move on from hospital.
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Meeting the Clostridium Difficile objective
(cumulative)

Referral to treatment waiting times within
18 weeks – admitted

Referral to treatment waiting times within
18 weeks - non admitted

Referral to treatment waiting times within
18 weeks - Incomplete Pathway

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

Individuals on enhanced CPA receiving
follow up within 7 days

Individuals on enhanced CPA having
formal review within 12 months

Delayed discharges per annum

Inpatient access to crisis resolution home
treatment services

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

Integrated Corporate Dashboard Oct 14 (Trust Board Dec 14)

18

Corporate Dashboard
New psychosis cases seen (taken on) by
early intervention teams

Data completeness: identifiers

Access to healthcare for people with a
learning disability

Data completeness: outcomes

Data completeness: Community Services RTT Information

Data completeness: Community Services Referral Information

Data completeness: Community Services Treatment Activity Information
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Workforce Performance
Staffing Significant Internal Events
(Agency nurse in charge of a shift or no qualified staff on duty)

Trustwide - The Trust has previously agreed that certain staffing incidents should be
escalated to the Board. These incidents are internally referred to as staffing internal
significant events and relate to agency nurse in charge of a shift or no qualified staff on
duty. During October all staffing significant internal events were due to an agency nurse in
charge of the shift.
The majority of agency staff used on the Trust wards were known to the various wards and
within the mental health wards managers have been able to secure block bookings with
agencies for individual staff thereby increasing the knowledge of the individual staff to the
respective wards whilst reducing the risk of adequate patient care due to unfamiliar staff.
On Waterston AAU there were two agency nurses in charge of the 11 shifts (one was in
charge of 9 of them). Both nurses were familiar with the ward as they have been working
on the unit for several months.

Ward
Chalbury Unit
Dudsbury Ward
Glendinning Unit
Nightingale Court
Florence House
Waterston AAU
Total

Safeguarding Training (all levels)
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Agency Nurse in
charge of the
shift
1
3
7
1
1
11
24

Trustwide –This metric is reported quarterly

20

Corporate Dashboard
Staff core mandatory training (composite indicator)

Trustwide - The Trustwide core mandatory training rate remains in the amber threshold at
88.61%, this is a decrease from September. Locality Managers are reviewing mandatory
training and IG training compliance across their new portfolios to drive up compliance
across the Trust.
Bournemouth and Christchurch – 86.49%
Dorset – 89.15%
Poole and East Dorset - 89.21%

Sickness Absence

Trustwide -The sickness absence rate during October was 4.80%. This is the second
consecutive monthly increase. This metric remains in the amber threshold at a Trustwide
level, and there has been a falling trend over the past year. Sickness continues to be
monitored robustly across the Trust, with dedicated Human Resources support.
Bournemouth and Christchurch - 4.22%
Dorset - 4.92%
Poole and East Dorset – 5.96%- The Poole and East Dorset locality was in the amber
threshold during September
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Vacancy rate

Trustwide – During October there was a slight increase in the Trusts vacancy rate, from
8.54% in September to 8.82% in October. This metric remains in the green threshold.
adult mental health inpatient wards have been an area of concern previously. Based on
the additional funding received for safe staffing within mental health inpatient wards,
active recruitment programmes have been undertaken and the vacancy position for adult
mental health inpatient wards as at mid October 2014 is 30.33 Whole Time Equivalent
staff vacancies.
A new process for reporting vacancies using the online budget management system is
due to be rolled out for November reporting.
Bournemouth and Christchurch -7.66%%
Dorset -10.43%
Poole and East Dorset – 5.66% Poole and East Dorset locality reports difficulties
recruiting to vacancies within Poole District Nursing and Older People’s Mental Health.

Personal Development Reviews

 Trustwide – 72.43% of Personal Development Reviews (PDRs) were completed during
October, this is a slight increase from September, although the metric does remain in the
red threshold. Each of the operational directorates has improved but all remain in the red
threshold.
 Bournemouth and Christchurch – 68.41%- Locality Managers have been asked to submit
trajectory targets to bring appraisals and supervision targets back in line.
 Dorset – 69.93%
 Poole and East Dorset - 76.99% - Locality Managers have been asked to review
appraisal non-compliance within their new service portfolios. Sickness
absence/vacancies among line managers has been identified as an issue.
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Safer Staffing
The percentage of shifts staffed to agreed levels has continued to
increase, albeit by 1% in October compared to September.

0%
0%
0%
0%
3%
8%
0%
0%
0%
1%
0%
1%
0%
12%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
1%
0%
0%
0%
0%
0%
0%
0%
<1%

0%
6%
17%
5%
19%
2%
8%
58%
12%
28%
46%
2%
42%
26%
48%
2%
34%
5%
2%
13%
5%
1%
1%
0%
22%
18%
8%
3%
1%
5%
18%
37%
0%
15%

0%
0%
26%
7%
24%
1%
23%
47%
7%
23%
34%
4%
38%
19%
28%
3%
33%
2%
1%
2%
2%
0%
0%
0%
9%
36%
3%
10%
1%
6%
2%
16%
0%
13%

0%
6%
6%
0%
18%
0%
34%
32%
6%
28%
14%
0%
45%
22%
35%
3%
35%
5%
1%
4%
6%
3%
5%
0%
22%
16%
1%
4%
0%
3%
1%
9%
0%
12%

100%
94%
83%
95%
81%
89%
92%
40%
88%
66%
54%
93%
57%
69%
52%
98%
66%
95%
98%
87%
95%
99%
99%
100%
78%
82%
92%
97%
99%
95%
82%
63%
100%
84%

Oct

Oct

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

Sep

Sep

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

Aug

Aug

% Green Shifts

Oct

% Red Shifts

Sep

Oakcroft
Pebble Lodge
AAU Seaview
Alumhurst Ward
Dudsbury Ward
Glendinning Unit
Harbour Ward
Linden Unit
Melstock House
Nightingale Court
Nightingale House
Perinatal In-Patient
Haven Ward
Waterston AAU
Castletown Ward
Langdon Ward
Radipole Ward
Ryeberry Ward
Saxon Ward
Stanley Purser Ward
Tarrant Ward
Westminster
Willows Unit
Flaghead Unit
Twynham Ward
Chalbury Unit
Fayrewood Ward
Guernsey Ward
Hanham Ward
Jersey Ward
Herm
St Brelades
Kimmeridge Court
Trustwide

% Black Shifts
Aug

Poole

Dorset

Bournemouth

Ward

98%
100%
74%
93%
76%
96%
77%
53%
93%
73%
66%
92%
60%
74%
72%
97%
67%
98%
99%
98%
98%
100%
100%
100%
91%
64%
97%
90%
99%
94%
98%
83%
100%
87%

↑100%
↓94%
↑94%
↑100%
↑78%
↓92%
↓66%
↑68%
↑94%
↓71%
↑86%
↑99%
↓55%
↓67%
↓65%
=97%
↓65%
↓95%
=99%
↓96%
↓94%
↓97%
↓95%
=100%
↓78%
↑83%
↑99%
↑96%
↑100%
↑97%
↑99%
↑91%
=100%
↑88%

The graph shows the percentage of shifts staffed to agreed levels for
the last three months for the ten wards where this was below 85% in
October. Staffing on St Brelades, Nightingale House and Seaview
AAU wards has improved during October and more than 85% of
shifts were staffed to agreed levels. The percentage of shifts staffed
to agreed levels on Twynham Ward has fallen in October due to a
number of factors and is now below 85%. Staffing levels continue to
improve on Linden Unit.

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

The information in the table is from the Trust’s internal staffing tool. This is not the same data submitted
to NHS England and shown on the Trust’s website.
Red shifts are those with reduced number of staff, shortage of registered nurses compared to
planned levels or more than 50% agency staff on duty.
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Black shifts are equal to staffing significant internal events and are reported
separately in the report.
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Financial Performance
The Monitor Risk Assessment Framework outlines the measurement for the
financial health of Foundation Trusts, which is the Continuity of Services Risk
Rating (CoSRR).

4

4

4

Oct-14

Sep-14

Aug-14

Jul-14

Jun-14

May-14

Apr-14

Mar -14

Feb -14

Jan-14

Dec-13

Nov-13

Oct-13

Monitor Continuity of Services Risk Rating

4

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

Financial performance for the month of October was a deficit against budget of
£154k (£39k surplus in September), resulting in a cumulative deficit of £868k
(0.6%), £1,448k above plan. The year end forecast outturn is anticipated to be
a £1,155k deficit, £2,814 above plan.

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

Performance for 2014/15 at October
has delivered a year to date deficit of
£868k.

The Trust’s cash balance at the end of
October was £30.2m. This cash level
has decreased by £0.2m from the
previous month.

The annual CIP target for 2014/15 is
£8,055k (3.4%), of which £6,215k has
been identified and removed from
budgets as at October.
The full year forecast outturn position
is an under achievement against target
of £988k.

Dorset Locality - The Dorset Locality is forecasting
an end of year overspend of £0.1m. Further details
are summarised in the Financial Summary for
Month 7 (October) in Appendix A.

Poole and East Dorset Locality -The Poole &
East Dorset Locality is forecasting an end of year
underspend of £0.6m. Further details are
summarised in the Financial Summary for Month 7
(October) in Appendix A.
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The 2014/15 capital programme has a
revised budget of £10.0m. At Month 7,
expenditure is £3.1m. A further £1.9m
is committed resulting in the capital
budget being 49.1% utilised year to
date.

Bournemouth and Christchurch Locality- The
Bournemouth & Christchurch Locality is forecasting an
end of year overspend of £1.1m. Further details are
summarised in the Financial Summary for Month 7
(October) in Appendix A.
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Appendix A
Dorset HealthCare University NHS Foundation Trust
Finance and Performance Management Directorate
Part 1 Board Report Financial Summary – Month 7 (October)

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

Annual Budget

YTD Budget

YTD Actual

£m

£m

2.0

YTD
Variance

Forecast FYE

(Surplus) /
Deficit

(Surplus) / Deficit

£m

£m

£m

1.2

1.1

(0.0)

0.0

18.0
7.5
11.4
7.8
7.1
6.8
3.6
2.8

10.4
4.4
6.6
4.5
4.1
4.0
2.1
1.6

10.4
4.4
6.6
4.5
4.0
4.2
2.0
1.1

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

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

11.8
12.6
1.5
7.0
13.4
3.7
11.9
4.6

6.9
7.5
0.8
4.0
7.8
2.1
6.9
2.7

6.9
7.5
0.9
4.0
7.9
1.9
6.9
2.5

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

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

26.2

15.3

16.1

0.8

1.4

7.1
2.0
5.0
5.6
4.5
3.8
10.0
43.1

4.1
1.2
2.9
3.2
2.6
2.2
5.9
22.3

3.9
1.2
3.0
3.2
2.4
2.3
5.8
23.7

(0.1)
(0.0)
0.0
(0.0)
(0.2)
0.1
(0.2)
1.4

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

240.9

137.4

138.2

0.9

1.2
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Appendix B
Blueprint Deliverables as at 3rd December 2014
RAG
Green
Amber/ Green
Amber
Amber/ Red
Red
Total deliverables

20
6
6
0
2
34

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

1

Theme
General

Objective
New strategic plan and objectives, outcomes and performance measures

Deadline
End Jan 2015

2

General

Estates strategy to the Board

End November
2014

Amber / Green –
Progressing
Amber / Green –
Progressing

3

General

IM&T paper to the Board

4

Board and leadership
development

Deliver a development programme for the Board

End October
2014
commences End
July 2014

Amber / Green –
Progressing
Amber / Green –
Progressing

5

Board and leadership
development

End July 2014

Green- Completed &
evidenced reviewed

6

Board and leadership
development

Strengthen the board by appointing a Director of Strategy and Business
Development, having been unsuccessful in efforts to date to recruit to this new
post
Make permanent appointments to the posts of Director of Nursing and Quality,
and the Director of Finance and Performance

End October
2014

Green- Completed &
evidenced reviewed

7

Board and leadership
development

Appoint a further two non-Executive directors

End July 2014

Green- Completed &
evidenced reviewed

8

Board and leadership
development

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

End June 2014

Green- Completed &
evidenced reviewed

9

Organisational
development and our
people

End July 2014

Green- Completed &
evidenced reviewed

10

Organisational
development and our
people

End July 2014

Green- Completed &
evidenced reviewed

11

Organisational
development and our
people

Develop and deliver an organisational development framework that will enable us
to: develop and articulate our vision and purpose; drive cultural improvement;
build trust; support a single patient focus and empower all of our staff to deliver
the very best for our patients
Develop a communications and content strategy to ensure we have the
appropriate formal and informal channels and feedback mechanisms in place to
enable the timely and transparent flow of information across and around the
organisation
Review staff involvement in the development of QIPP and CIP projects across
the Trust

End August
2014

Green- Completed &
evidenced reviewed
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Appendix B
Theme
Governance, quality and
risk management

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

Deadline
End December
2014

RAG

13

Governance, quality and
risk management

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

End June 2014

Green- Completed &
evidenced reviewed

14

Governance, quality and
risk management

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

End October
2014

15

Governance, quality and
risk management

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

End July 2014

Green- Completed &
evidenced reviewed

16

Staffing

Carry out a root and branch analysis of recruitment and retention issues

End August
2014

Red Progressing - but
potentially serious concerns

17

Staffing

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

End June 2014

Green- Completed &
evidenced reviewed

18

Staffing

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

End June 2014

18a

Staffing

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

End June 2014

Amber- progressing

18b

Staffing

End June 2014

Green- Completed,
evidenced outstanding

18c

Staffing

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

End June 2014

NA

19

Staffing

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

End June 2014

Green- Completed,
evidenced outstanding

20

Staffing

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

End June 2014

Green- Completed &
evidenced reviewed

21

Staffing

Review mandatory training compliance and develop an action plan to address
non-compliance by directorate

End June 2014

Red Progressing - but
potentially serious concerns

12
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Amber /
Progressing

Amber /
Progressing

Green –

Green –
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Appendix B
22

Theme
Staffing

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

Deadline
End July 2014

RAG
Green- Completed &
evidenced reviewed

23

Staffing

Roll out e-rostering for inpatient services in Mental Health to improve production
of off-duties and give this facility increased senior oversight

End Aug 2014

Green- Completed &
evidenced reviewed

24

Staffing

Roll out e-rostering for inpatient services in Community Health Services to
improve production of off-duties and give this facility increased senior oversight

End Sept 2014

Green- Completed &
evidenced reviewed

25

Staffing

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

End July 2014

Green- Completed &
evidenced reviewed

26

Performance and
information reporting

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

End July 2014

Amber- progressing

27

Performance and
information reporting

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

End October
2014

Amber- progressing

28

Performance and
information reporting

Ensure internal audit is conducted on the reporting of quality metrics

End August
2014

Amber- progressing

29

Performance and
information reporting

Implement standardised team level reporting across all domains

End October
2014

Amber- progressing

30

Performance and
information reporting

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

End October
2014

Amber- progressing

31

Partnership working and
participation

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

End July 2014

Green- Completed &
evidenced reviewed

32

Partnership working and
participation

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

End September
2014

Green- Completed &
evidenced reviewed

33

Partnership working and
participation

Agree a new Memorandum of Understanding with Bournemouth University

End November
2014

Green- Completed,
evidenced outstanding
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Appendix C
Details of Metrics/ Change Tracker /Data quality
Details of changes to metrics and thresholds made since the last report are listed below.
Change Tracker
Quality and
performance
metrics

Requirement

Source
Manual (M)
Electronic (E)

Rationale

Threshold Description

Change

Report
change
made

Data
Quality
Metrics
and
outcomes

No changes to report

Key
C
L
M
N

Contractual requirement
Local
Monitor target
National requirement
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Owner

People Management and Organisation Development
Part 1 Board Meeting 10th December 2014
Author
Sponsoring
Member

Colin Hague, HR Director
Board

Colin Hague

Purpose of Report

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

Recommendation

For information and noting

Engagement
and Involvement

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

Previous Committee/s This follows a monthly Part 1 Board reporting on People Management
Dates
and Organisation Development in November 2014

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






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

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

Any action required?








Yes
Detail
in report














No




1.

Report Summary
This report updates on People Management and Organisation Development work. At the time of
writing this report there is still some uncertainty relating to the Community Dental contract. Trust
Secretary arrangements are developing. Attention continues to be focussed on improving
recruitment and retention pressures to ensure suitability of staffing. Industrial action during
November had limited impact on Dorset HealthCare services. Etravel expenses are being introduced
during December 2014 and implementation of Total Reward statements has been taking place. The
NHS 2013/14 national survey of physical assaults has shown a reducing number of reported assault
incidents at a time when the National trend is involving an increasing trend.

2.

Organisational Change
The following Organisational Change programmes are in progress:
Mental Health Inpatients, Glendenning Rehabilitation Unit - Consultation has been completed for
changes to shift patterns affecting all 13 staff in the unit. The changes will bring Glendenning in line
with other Mental Health Inpatient units and address some concerns around compliance with the
Working Time Directive, for example where staff have worked a late shift followed by an early shift
the next day, thereby not receiving adequate rest time. The changes are also designed to bring a
fairer balance of shift working for all staff. The new shift pattern will be effective by the beginning of
December 2014.
Community Dental Services – The Board are aware that Somerset Partnership were awarded a
tender for the Community Dental Service (CDS) currently provided by Dorset HealthCare and it is
proposed that the Transfer of Undertaking and Protection of Employment (TUPE) rights transfer of
CDS will take place on 1 April 2015. At this stage it has not been confirmed that Somerset
Partnership have signed the contract and as a result, formal consultation with staff is yet to
commence. A meeting with dental staff took place on 6 November 2014 to answer any immediate
questions they had regarding the principles of TUPE. A meeting between Dorset HealthCare and
Somerset Partnership took place on 13 November 2014 in which initial fact finding questions
regarding the current service provision and plans for the future were discussed.
Locality - Business managers and support staff who worked in the former Directorates have
transferred to the Directorate of Strategy and Business Development. Priority is being given to
maintaining business as usual while consideration is given to the structures that will best support the
new Localities on an ongoing basis.

3.

Trust Secretary
The post of Trust Secretary is being recruited to arising from the retirement of Chris Harvey.
Harvey Nash has been undertaking a full search of suitable candidates and the advert closes on 27
November 2014. Early indications show that there has been a good response. Interviews are
scheduled for 16 December 2014. An experienced interim Trust Secretary, Helen Potton has been
engaged from 1 December 2014.

4.

Suitability of Staffing
A range of activities are taking place to support recruitment and retention outcomes that impact on
quality and these have included:
HR Capacity
In recognition of suitability of staffing remaining a key priority for the Trust, Directors have agreed
support for additional temporary resources within HR Services. The additional resource has
bolstered the ability of the team to provide a quicker service, supporting and responding efficiently to
recruitment needs across the organisation. All four new staff have now commenced in post and are
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fixed term up to the end of March 2015. The additional resource has enabled a backlog of work to be
cleared and this is improving the speed of recruitment.
References
NHS Jobs is being used to request references and outstanding references are automatically followed
up on a weekly basis. Recruiting managers are able to view and approve references via their NHS
Jobs account.
Electronic Forms
The recruitment authorisation and change of circumstances forms have been launched as e-forms
thereby ceasing the use of any paper-based forms by HR Services and contributing to increased
efficiency of processes.
Applicant Database
A new database has been developed to track the progress of applicants and will be accessible to
recruiting managers. The database includes a dashboard where tasks will be flagged, including
outstanding references, occupational health clearance etc.
Disclosure and Barring Service (DBS) Portability
Portability of DBS has been adopted for applicants who are currently working in the NHS and have
had a DBS check at the right level in the last 3 years. The applicants will not have to wait for another
check before commencing work with the Trust.
Refer a Friend Incentive Scheme
The Refer a Friend Incentive Scheme was launched in November and staff who recommend a friend
or family member to apply for a vacancy with the Trust that has been designated as ‘hard to fill’ will
be awarded a £250 payment.
Return to Practice
Adverts for Return to Practice students for the January 2015 course have been placed in the local
press and a good response was received. Interviews have taken place.
Pre-Registration Nurse Training
The closing date for applications for secondments to Pre-Registration Nurse Training (Adult) in
February 2015 was 17th October and 13 Applications have been received. The interviews will take
place on 18th December, following Bournemouth University’s selection process.
Recruitment to the Region
The four NHS Trusts in Dorset have now joined together with Salisbury Hospital to form a group led
by Dorset HealthCare, to look at collaborative working and sharing of resources for recruitment
initiatives. The first meeting was held on 3 November and overseas recruitment, joint recruitment
literature, consistency of benefits offered and joint attendance at recruitment events were considered
and joint working is being pursued.
Exit Questionnaire
The exit questionnaire has now been developed as an e-form and will be linked to the leaver’s form,
as a means of encouraging a higher rate of completion. The information provided in completed exit
questionnaires will be compiled into a spreadsheet to support analysis and reports will be produced
on a quarterly basis.
Organisational Culture, Staff Reward and Recognition
Vision and purpose: The emphasis of activity has been on development of the Trust’s vision and
purpose, and behaviours, which will underpin all future development activity. More than 470 staff
have been engaged via workshops and an online survey. Three emerging position statements have
been shared with the Board and the Council of Governors, and more widely with staff. Feedback will
inform further refinements before a Board discussion in December and final sign-off in January
alongside the Trust Strategy.
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Staff recognition: further work is being undertaken for launch of the rolling staff recognition
programme in the New Year, including its connections to induction, learning and development and
introduction of the care certificate.
Roads to Wellbeing: planning for Roads to Wellbeing 2015 is underway with a view to consideration
of developing the staff recognition element of the event.
Team development: the conversation with the Kings Fund has continued to refine the programme of
activity for team development throughout the Trust. The emphasis of this activity has shifted in line
with emerging needs and the need to secure greater clinical input in to the specification.
Developing co-production: a workshop session is planned for 11 December when staff, partners
and service users will co-produce an emerging structure for the Trust’s participation activity.
Digital communications: work is underway for redevelopment of the Trust website and intranet, to
fundamentally transform the way information flows across directorates and teams.
Executive Director attention
An Executive Director review of recruitment and retention activities with HR staff is taking place on 2
December 2014.
5.

Equality, Diversity and Workforce
Ban Bullying at Work Month
November was Ban Bullying at Work Month and information has been circulated via HR Matters to
signpost staff to information on the Intranet.
Lesbian, Gay, Bisexual, Transgender (LGBT) Staff Survey
Through contact with the Dorset Race Equality Council the Trust LGBT staff have been invited to
complete an on line survey on behalf of Dorset CCG.
Mental Health Awareness
Bovington Wives ‘Coffee and Chat’ group supported the ‘Chanel Challenge Swim’ was a huge
success. Anna Webb successfully completed the challenge on the day. Support of Governors and
Board members who supported Anna was appreciated. The Trust Access and Equalities
Development Team and Liz Morris, Chair of the Time to Change Dorset network also attended. The
event has received 1250 hits on Twitter which is a positive promotion for the Group and the Trust.
Equal Pay Audits
The Government has brought in a new power requiring Employment Tribunals to order organisations
to carry out equal pay audits, and publish the results on their website for 3 years, if they lose a
gender pay claim which has been brought on or after 1 October 2014. The Trust has not lost any
Employment Tribunal claims for unfair dismissal, discrimination or equal pay. Nonetheless the
Equality and Diversity Steering Group will consider equal pay audit arrangements at Dorset
HealthCare.

6.

Industrial Action
The health trade unions involved in a pay dispute with the Government announced a further period of
strike action with a four-hour stoppage on the morning of Monday 24 November 2014.
The unions asking their members to strike on 24 November were UNISON, Royal College of
Midwives (RCM), Union of Construction, Allied Trades and Technicians (UCATT), Society of
Radiographers (SoR), British Association of Occupational Therapists (BAOT), GMB, Unite the Union,
Managers in Partnership (MiP) and Prison Officers Association.
The initial four hour strike was followed by a further period of action short of strike action. In addition
to the above unions, the Hospital consultants and Specialists Association (HCSA) and British Dietetic
Association (BDA) did not take strike action on 24 November but asked their members to take part in
a week of action short of strike action between Tuesday 25 and Sunday 30 November 2014.
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We wrote to the trade unions regarding service exemptions to the strike action asking for exemptions
reflective of previous situations and providing justification for this.
A scheduled meeting of the Health and Safety Committee on 24 November did not involve trade
union representation and was not therefore quorate.
Industrial action had minimal impact. Final returns relating to pay deductions for those taking action
are still being processed, but it is not anticipated this will exceed the 24 staff who took strike action in
October. There were no reported picket lines at Dorset HealthCare premises during November.
Union picketing appeared to concentrate on Acute Hospitals.
7.

Time Off to accompany a partner to Antenatal Appointments
Employees and agency workers will have a new statutory right to take unpaid time off to accompany
a pregnant woman with whom they have a ‘qualifying relationship’ to up to two antenatal
appointments, up to a maximum of six and a half hours for each appointment.

8.

eTravel Expenses
The Payroll Service are currently in the process of testing and piloting a web based system which will
enable staff to electronically claim any business mileage and expenses, which would currently be
submitted on a paper travel claim. The system will provide staff with a quicker and easier solution to
the current claiming process and will assist managers to accurately authorise payments and monitor
budget spends. The proposed staged roll out of the system will commence in December 2014, after
the implementation schedule has been agreed by Directors and Locality Managers.

9.

Mileage rates
A review of mileage allowances is taking place and progress will be reported in a future report.

10.

Overpayments
There have been some overpayments of salary due to the relevant paperwork not being submitted to
HR/Payroll in time to be actioned or processed. This necessitated actions to reclaim over payment.
Measures have therefore been put in place to remind line managers of their responsibility to ensure
that all documentation is completed promptly and to maintain up to date personal details.

11.

Total Reward Statements
Total Reward Statements (TRS) have been introduced in the NHS to support local reward strategies
and as a platform to provide members of the NHS Pension Scheme with an Annual Benefit
Statement (ABS). The implementation of TRS is being managed by the NHS Business Services
Authority (NHSBSA) and the technical solution is being delivered by the NHS ESR Programme.
Total Reward Statements are being introduced to support local reward initiatives in the NHS and will
include the following information:
•
•
•
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Employment details: This is the information shown on employee payslips, for example,
basic salary, overtime and allowances. This information is extracted from ESR.
Local benefits: This is an opportunity for ESR employers to include details about any local
benefits offered to employees including non-financial benefits. The information that is
displayed on the statement can be amended and configured by employers utilising ESR.
NHS Pension benefit information: Employees who are in the NHS Pension Scheme should
receive details about their pension benefits. The pension information within the statement will
be taken from NHS Pensions systems and based on data held at 31st March each year.

Total Reward Statements will be provided annually to most NHS employees. They will be accessible
securely online via the TRS website utilising the Government Gateway. The first statements became
available at the end of October 2014. Staff can see their benefits in one place by logging on to the
Government Gateway.
12.

Home Technology Salary Sacrifice Scheme
The Home Technology Salary Sacrifice Scheme launched on 3 November 2014. The new scheme is
an affordable way for Dorset HealthCare staff to invest in and keep up with modern technology; it can
also support improving IT skills and IT literacy. Our staff are able to choose from a range of
products, such as iPads, smart TVs and laptops, to suit their families and have it delivered through a
salary sacrifice arrangement thus saving income, National Insurance and pension contributions. The
order window will be open for one month until 5 December.

13.

National Minimum Wage and Living Wage
The national minimum wage rates for all workers increased as follows:
Standard
Development Young
Apprenticeship Accommodation
adult rate rate
(min workers’
rate
(min offset limit (max
(min
hourly rate)
rate (min hourly rate)
daily deduction
hourly
hourly
from NMW)
rate)
rate)
1
October £6.50
£5.13
£3.79
£2.73
£5.08
2014 – 30
September
2015
Dorset HealthCare Agenda for Change rates are above the statutory national minimum wage.
In common with the majority of NHS Organisations, Dorset HealthCare applies Agenda for Change
pay scales. The Trust is not registered as an accredited Living Wage Employer. We apply a job
evaluation framework to achieve fair pay and express Trust support for the principles of collective
bargaining.
We have in the past and recently undertaken analysis of our workforce data to help us to understand
our relative position against the suggested ‘living wage’ threshold benchmark of £7.65. Our most
recently analysed position for October 2015 is that permanent staff appointments involve 97.6% of
staff being paid above the living wage. Including bank appointments 96.27% of staff are paid above
the minimum wage. Where agency staff are used in place of Trust organised bank staff for lower
paid roles, experiences suggest that the agencies pay less and have a higher proportion of staff paid
below the living wage benchmark.
As indicated 100% of Dorset HealthCare employees are paid above the national minimum wage.

14.

Holiday Payments
The EAT judgement Fulton v Bear Scotland Limited and Wood v Hertel (UK) Limited, delivered
during November 2014, confirmed that non-guaranteed overtime pay should be included in the
calculation of a worker’s holiday pay.
This decision applies only to the minimum 4 week’s leave entitlement provided for by the European
Working Time Directive. A concern for employers is the extent to which the EAT’s ruling has the
potential to lead to claims from workers in respect of historical payments.
Unlawful deduction claims must be made within three months from the date of the deduction, or from
the last series of deductions. “Series” is undefined, significantly however, the EAT has ruled that
where there is a gap in the chain of more than three months, the deductions cannot be said to form
part of the same series. In practice, this aspect of the EAT’s decision may significantly limit the
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extent to which backdated claims can be made – the uncertainty being that tribunals still have a
discretion to allow claims which are out of time and it remains to be seen how that discretion will be
exercised.
Leave to appeal this judgement to the Court of Appeal has been granted, which means it is likely that
this case will be re-argued next year and a further Judgement from a higher Court will be made.
The Department for Business, Innovation and Skills (BIS) is to set up a task force to assess the
impact of this decision on employers.
For the majority of NHS Employers Agenda for Change (paragraph 13.9) deals with calculation of
holiday pay that would apply in similar circumstances and the additional pay would normally be
included in the calculation as a regular pay supplement. The Trust has received no indications of
any individual claims that are likely to be made arising from this judgement, although one trade union
has submitted an information request to all Trusts in the Region.
15.

Facilities
A review of the provision of facilities service was undertaken across the Trust. This was to ensure a
complete picture of the range of facilities services the Trust delivers and to inform a decision about
how to best organise the management of those services moving forward.
Facilities services encompasses a wide range of services including catering, cleaning, linen, laundry,
portering, mail, reception, window cleaning, recycling, waste disposal, pest control, monitoring,
ground and gardens and more. Each of these is delivered through a variety of arrangements,
including in-house, contracted out or through service level agreements with other organisations or
suppliers. Currently, the services are also split according to East and West, Mental Health and
Community services, reflecting historical arrangements from when the services merged in 2011.
It has been proposed that the management arrangements for all facilities services should be aligned
to the Associate Director of Estates and Facilities.
There were no direct staffing changes or changes to the number of staff proposed; although it was
proposed that there were changes in the line management reporting of Hotel Service Managers.
This change in reporting arrangements was proposed to free up clinical leaders to be able to focus
on their clinical leadership and to enable the development of consistent standards and a consistent
provision of services across the range of facilities.
As part of the proposals a number of sites were visited to present the changes in person and to
answer any questions. During these roadshows it became apparent that line managers and
stakeholders did not feel that they had had the opportunity for appropriate engagement. As reported
at the last Board meeting and at the November Council of Governors Meeting it was therefore
decided not to proceed with the proposals at this time.
The importance of the relationship between hotel and estate services staff with matrons and clinical
teams in delivering patient care is recognised. To enable further engagement on the proposals the
programme has been temporarily put on hold. A workshop to be run by Steve Hubbard, Director of
Strategy and Business Development has been arranged with all key stakeholders for the 1st
December 2014. The aim of this workshop is to find the best solution for the management of hotel
services staff whilst maintaining their role with the clinical teams.

16.

Health and Safety
Management of Ligature Issues
The schedule of Ligature Surveys is on target for completion by the end of January. This will include
feedback and engagement with the ward management teams to seek agreement about ligature
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points that are clinically significant. At this point, the team will commence surveys of the organic
mental health wards.
A recent attempted hanging in Hahnemann House was responded to immediately by the Team, and
an immediate Ligature Survey was undertaken. The report has been passed to the unit management
team. It should be noted that this unit is CMHT run, and generally would be considered to be lower
risk. Other issues were raised about the ongoing clinical suitability of the unit premises.
The electronic tool using the iAuditor iPad app has been shared with the Patient Safety Team and
Clinical Audit. The adaptability of the app and the time savings achieved by the Health and Safety
Team have attracted interest from several areas within the Trust.
The Ligature Management Policy is due to be considered at the next meeting of the Trade Union
Partnership Forum.
Health and Safety Team Audit / Assessment Visits
The Health and Safety Team has completed 10 site audit / assessment visits in October up to the
27th. The majority again are small Workplace Assessments of Safety and Health and Ligature
Survey visits. To tie in with the Internal Audit report, the priority remains inpatient units. The Team
continues to participate in the Integrated Quality Service Team visits.
Reporting of Physical Assaults on Staff
A national survey of NHS Physical Assaults for the year 1 April 2013 to 31 March 2014 was reported
on and published during November 2014.
The number of assaults covered by this report at Dorset HealthCare has reduced as follows:
2013/14 - 731
2012/13 - 803
2011/12 - 938
The number of clinical assaults was 237 and this has also reduced.
The majority of the 731 assault incidents were in Mental Health (638).
The number of those assaults reported to the Police was 15. The number of cases where sanctions
were taken was 1.
Developments that have supported the reduction in assaults at Dorset HealthCare at a time when the
national trend is showing an increase have included:





Appointment of a designated lead Director with responsibility for Security Management
(Director of HR).
Appointment of Roger Ringham from Secure as Accredited Security Management Specialist
supporting the Trust.
Introduction of a Board ‘statement of intent’ to support reduction of violence and aggression
in the workplace.
Formation of the Security Advisory Group with a remit of:
•
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To identify security risks and establish a clear overview of the needs and priorities of
the organisation and its staff

Review of Ulysses and risk register arrangements to improve reporting and extraction of
information for
data analysis, which includes;

•
•
•
•








Hotspots, persistent aggressors, trigger points/impact factors and staff affected
Briefings of Clinical Leads, Ward Managers and staff to ensure they know who the
main perpetrators of assaults and what the root causes are
System alerts (dependent upon severity) for persistent aggressors/staff members;
involved in 10 (minor) incidents, 5 (moderate) incidents or 1 incident involving
significant harm or above
Identification of lone working related incidents

Review of Trust lone working arrangements;
Police liaison and introduction of an ‘algorithm’ to improve incident management, reporting
and recording of sanctions
Introduction of a staff survey relating to managing violence and aggression
Development of lone worker and personal safety training
Significant site and amenity improvements; including Ward refurbishment at St Ann’s
Hospital, Alderney Hospital and Forston Clinic
Production of security information posters, leaflets and intranet pages
A significant investment in and review of the training and development relating to the
Prevention and Management of Violence and Aggression.

Following on from this survey the Trust Security Advisory Group are arranging Police representation
at a meeting to consider sanctions taken when assaults are reported.
17.

Learning and Development
Locality Structure – System Mapping
November 2014 saw the switch over to the new locality structure for the Ulysses system. Mandatory
training, appraisal and clinical supervision reports now reflect the new locality structures, and are
available to view through the web-based reporting system for managers.
Launch of Coaching
Dorset HealthCare has created a network of trained coaches and, from 1st December 2014, is now
offering either an internal or external coach, free of charge, to support staff development.
Coaching builds on the Trust’s commitment to being a learning organisation. It forms part of the
Trust’s Blueprint and aligns with the new Organisational Development Strategy. It will encourage key
behaviours required to shape the desired culture of the Trust.
Coaching will provide a safe and structured environment for motivated individuals to develop their
self-awareness, self-belief and confidence, to bring about positive change. It will allow time and
space to think and reflect, to be challenged and encouraged to explore options, learn new ways of
thinking and approaching situations, in order to make better choices, improve their performance and
get better results.
The outcomes of coaching will be evaluated and reported to Directors and the Board during 2015.
Appraisals
As part of the Learning and Development Service’s continued work in supporting the completion of
appraisals, a selection of helpful video guides have been developed and launched to support staff in
using the eAppraisal system to access their appraisal information and record the outcomes of this
year’s appraisal conversation. This is in addition to the ongoing face to face training and user guides
that are available for existing and new staff to access.
The Learning and Development Service is also putting together a schedule to visit the teams that still
need to complete appraisals to ensure they understand that there is no change to the appraisal
conversation and to support them with recording their appraisal conversation in the e-Appraisal
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system within the workplace.
Learning Placement Charter
The Learning Placement Charter that has been developed in collaboration with Health Education
Wessex and provider Trusts. The charter establishes ways of working for students, mentors,
supervisors and educators. The overall aim of the charter is to support a positive relationship
between learners and those supporting them in their education to enable effective learning to take
place. This is being rolled out in Dorset HealthCare as part of its commitment to students.
Care Certificate
This section provides an update on the introduction given to the Board last month of the requirement
for Dorset HealthCare to introduce the Care Certification to newly recruited Health and Social Care
Support Workers from April 2015.
The findings from the Care Certificate pilots are being fedback to Local Education and Training
Boards in December 2014. This will identify the expectations from Health Education England for
implementing the Care Certificate.
In November 2014, the Trust Executive discussed the initial requirements and implications of
introducing the national Care Certificate from April 2015. It is recognised that this provides the
opportunity to improve quality despite the significant practical implications for implementation. It is
important that the Care Certificate benefits the individuals undertaking it as well as supporting teams
with delivering high quality care. The planning for the implementation of the Care Certificate was
agreed to include the Trust’s total workforce of support workers, including bank staff, and also rolled
out to existing staff in the future. It was considered important to deliver, where possible, local and
personalised training to support the underpinning knowledge and skills required for the Care
Certification, whilst exploring opportunities to use existing experienced support workers to support
with the mentoring and assessing of the Care Certificate within the workplace.
Some additional resource to support the Practice Development Leads with developing and
implementing the Certificate is joining the Trust through the professional register in January 2015.
The design and development of the Care Certificate will be undertaken collaboratively with Practice
Educators and clinicians to ensure it meets the needs of clinical practice across the Trust.
18.

Flu Programme 2014/2015
The flu vaccination programme for Trust staff is continuing until the end of December and the number
of peer vaccinators has increased to provide coverage across Devon Prisons. The figures below
show the percentage of staff vaccinated (based on returns received by Occupational Health) at week
ending 21st November 2014.
Staff Group
Doctors
Qualified Nurses
Professionally
Qualified
Clinical
Staff
Support to Clinical
Staff
Total
Non Clinical Support
Staff (not reported)
Total
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Number
Vaccinated
45
444
160

Number
Group
189
1920
723

in

Staff % Vaccinated

346

1848

18.7

995
458

4680
1508

21.2
30.3

1453

6188

23.5

24
23.1
22.1
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1.0

Preamble

Following receipt of the PM Governance report in April 2014, the Board has debated a range of
concepts and practices in relation to quality governance, risk management and Board assurance.
This paper provides the Board with the 14-15 Board Assurance Framework as at 2 December 14. It
sets out the controls over the seven risks which score so highly as to represent significant threats to
the achievement of 14-15 corporate priorities (as identified in Blueprint). These risks have been
identified by the Executive.
2.0

Board Assurance Framework 14-15

The 14-15 Board Assurance Framework (BAF) is provided at Appendix 1. In this version of the
BAF, the top six controls over each risk have been identified. All of the risks have been given
identical initial and residual risk scores on account of the initial scoring having been undertaken
relatively recently, in autumn 14. As mitigation is successfully applied, further scoring will result in
reductions in the current risk score.

Blueprint risks as at Operational risks in Ulysses Significant risk register risks as
May 14
as at Dec 14 (Ulysses, ie the at Dec 14
operational risk register)
1

2
3

4

Pace of change
culture, systems
processes (12)
Safe staffing (12)

in
&

Insufficient capacity /
capability to transform
to locality structure (16)
Locality management
structure (12)

None

Inadequate planning or provision
of care (16)
Inadequate staffing (16)
Ineffective clinical leadership (16)

Locality management model (16)

5

Competitive forces (12)

6

Financial challenge (16)

7

Failure
to
rationalise
and
modernise corporate support (12)

Table 1

Relationships between risks scoring 12+ as identified in Blueprint, Ulysses and the BAF.

Table 1 above shows the consistency of the newly recognised risks in the Board Assurance
Framework with those identified in the Blueprint. There are a large number of operational risks in
the operational risk register (Ulysses) which relate to the substance of the significant risks although
being individually scored lower.
In early 2015 these risks require aggregation ensure further
improvement in risk awareness. This will include all significant risks being reflected in Ulysses.
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A process of operational risk review, driven by conventions and roles of individuals, committees and
groups set out in a revised Risk Management Policy is required to be undertaken before the end of
the financial year. It is planned that the Implementation Steering Group will review the revised Risk
Management Policy on 17 December.
The BAF identifies that assurances as to the mitigation of four of the seven significant risks will be
acquired by the Quality Governance Committee and three by the Audit Committee. Terms of
Reference for both Committees are provided in Item 4.2 of the Board pack.
3.0

Board Assurance Framework 15-16

The Trust’s strategy is being reviewed currently. This will lead to fresh strategic objectives for 15-16
and beyond being approved by the Board meeting on 28 January.
The Board will participate in a risk workshop on 4 February to identify those operational risks and
those on the external horizon which may impact upon the delivery of the 15-16 strategic objectives.
With those identified, the new Assurance Framework for 15-16 will be constructed between 5
February and 18 March. The Board will have the opportunity to review and approve the 15-16
Assurance Framework on 25 March.
4.0

Recommendation

The Board is asked to review and approve the content of the Assurance Framework.

Appendix 1 Board Assurance Framework 14-15 as at 25 November 2014

End.

THE BOARD OF DIRECTORS
Board Assurance Framework 14-15
as at 3 December 2014
The Trust Board assurance framework (BAF) requires regular refreshing. The Head of Internal Audit issued a limited assurance opinion
at the end of the 13-14 year. Better use of the BAF during 14-15 will help to avoid a similar Head of Internal Audit opinion in April 2015.
The Executive Directors met on 30 September and agreed to urgently seek to address the weakness of the BAF by building on the use of the BAF
format which was in place at the end of the 13-14 year with current risk / control information.

BluePrint identifies the following six priorities for 14-15:
1.
2.
3.
4.
5.
6.

Improve the quality of our services across the three domains of patient safety, patient experience and clinical effectiveness (FH & LMW)
Improve staff satisfaction and experience and become an employer of choice (CH)
Develop and deliver clinical service models that integrate physical and mental health Services (SH with SO’D, LB, EY)
Develop new relationships and improve our existing relationships (SH)
Manage our services in a financially sustainable way (JC)
Be a valued provider, retaining existing and winning new contracts (SH with SO’D, LB, EY)

This version of the BAF identifies 7 significant risks of failure:
Score

1.
2.
3.
4.
5.
6.
7.

Failures of care
Ineffective clinical leadership
Inadequate staffing
Transition to Locality management
Loss of business due to Better Together and Dorset CCG Clinical Services Review
Financial challenge
Failure to rationalise / modernise corporate services including finance, informatics, estates & facilities

The following pages set out the initial work to characterise the assurance framework over each risk.

16
16
16
16
12
16
12

Dorset HealthCare significant risks in the BAF as recognised 2.12.14
1. To improve the quality of services across 3 domains of patient safety, patient experience and clinical
effectiveness

Risk 1 Corporate objective:
EP & CRG Description of risk:

QGC

Risk 2

16

SO'D; LB; EY

Inadequate planning or provision of care. Caused by gaps in adherence to assessment care planning policy /
guidelines; poor use of risk assessments or other lapses in protocol. May result in inadequate patient
experience; failure to protect patients and staff from severe, permanent harm or death; prolonged adverse
publicity; prolonged disruption to one or more locality; loss of stakeholder confidence and for material breach
of CQC Registration Conditions or Monitor Licence conditions.

1. To improve the quality of services across 3 domains of patient safety, patient experience and clinical
effectiveness

Corporate objectives:

2.

Improve staff satisfaction and experience and become an employer of choice

EQ & CRG Description of risk:

QGC

Risk 3

16

FH & LMW

Ineffective clinical leadership across all services. Caused by change programmes; uncertainty; failure to
recruit, retain and develop clinical leaders and no improvement in culture. May result in a lack of resilience in
clinical leadership teams; severe permanent harm or death to patients or staff, prolonged disruption to one or
more Localities, extended service closure.
1. To improve the quality of services across 3 domains of patient safety, patient experience and clinical
effectiveness

Corporate objective:

2.
EQ & CRG Description of risk:

QGC

Risk 4

16

SO'D; LB; EY

Corporate objective:

QGC

Risk 5

16

Inadequate staffing levels. Caused by high vacancy rates; planned & unplanned absences; skill mix;
inadequate workforce planning; insufficient workforce availability; failure to retain talent; motivation and
engagement. May result in inadequate patient experience; failure to protect patients and staff from severe,
permanent harm or death; prolonged adverse publicity; prolonged disruption to one or more locality; loss of
stakeholder confidence and for material breach of CQC Registration Requirements or Monitor Licence
conditions.

3.

EQ & CRG Description of risk:

SO'D; LB; EY

Corporate objectives:

Improve staff satisfaction and experience and become an employer of choice

Develop and deliver clinical service models that integrate physical and mental health services

Transition to the Locality Management model. Caused by failures to recruit, motivate, retain talent or failures
to identify and report on relevant smart performance data; or failures to lead and engage staff with clear
purpose. May result in severe permanent harm or death; prolonged adverse publicity; prolonged disruption to
one or more localities or extended service closure.

4.
6.

Develop new relationships and improve our existing relationships
Be a valued provider, retaining existing and winning new contracts.

EP & CRG Description of risk:

Audit

12

SH

Risk 6 Corporate objective:
EP & CRG Description of risk:
Audit

16

5.

JC

Risk 7 Corporate objective:
EP & CRG Description of risk:

Audit

12

Loss of significant business as a result of Better Together or Dorset CCG's Clinical Services Review . Caused
by a failure to fully participate in or influence the outcomes favourably in the interests of the Trust's patients
and staff; destabilisation; loss of control and resilience or a net loss of key services. May result in severe,
prolonged disruption to one or more localities or extended service closure.

JC & CH & SH

Manage our services in a financially sustainable way (JC)

The scale of the financial challenge, including recurrent CIP and QIPP scheme, will not be met. Caused by
lack of resilience on CIP programme development; lack of progress in responding to the QIPP challenge. May
result in losses (in current year) in excess of £1-£5M; prolonged adverse publicity.
6.

Be a valued provider, retaining existing and winning new contracts.

Failure to rationalise and modernise corporate support services, including HR; informatics; estates &
facilities etc. Caused by ineffective allocation of resources; lack of strategic vision; poor implementation;
failures of leadership and planning. May result in moderate harm to patients or staff; temporary disruption to
one or more localities; service closure.

Corporate objective:

1.

To improve the quality of services across 3 domains of patient safety, patient experience and clinical effectiveness

Description of risk:
16

Inadequate planning or provision of care. Caused by gaps in adherence to assessment care planning policy / guidelines; poor use of risk assessments or other lapses in protocol. May result in inadequate patient experience; failure to protect patients and staff from severe, permanent harm or death; prolonged adverse publicity; prolonged disruption to one
S'OD; LB; or more locality; loss of stakeholder confidence and for material breach of CQC Registration Conditions or Monitor Licence conditions.
EY

Clinical audit strategy and clinical audit
annual plan both exist. System of HR
automated checks on professional
registration and revalidation. L & D track
corporate induction. Mandatory training &
personal development reviews.
Management walkarounds.

Total score

Positive Assurances Received

Likelihood
score

S'OD; LB;
EY

Sources of Assurances

Impact
score

1

Key Controls

Total score

Risk
Owner

Likelihood
score

BAF Risk
#

Current Residual Risk

Impact
score

Initial Level of Risk

4

4

16

QGC

4

4

16

Are the clinical audit strategy 1216 and the clinical audit plan
2014 attuned to today's quality How do we know that we automatically escalate
risks ?
unregistered outliers and act ?

-

-

-

QGC

-

-

-

-

-

-

QGC

-

-

-

QGC

-

-

-

QGC

-

-

-

QGC

-

-

-

QGC

-

-

-

Gaps in Control

Gaps in Assurance

1

Clinical staff aware of professional
practice standards.

2

Assessment and Care Planning Approach
policy IN-107 is in date and available on staff
intranet. Crisis reponse and access to home
Availability and clarity of core clinical treatment policy IN-338 is also in date and
standards / policy for existing staff
available.

Are we sure we understand what causes our staff to
Transfer of patients within
deviate from policy or guidelines ? Have we had
community health IN-343 is out independent assurance as to causes of deviation from
of date since February 14.
policy ?

3

Local induction for new and flexible
working staff

Induction Policy IN-130 is in date and
available to staff on the intranet.

The policy does not require
compliance monitoring of the
local induction of bank & agency Do we have an internal audit review of the design and
staff.
operation of this control ?

4

Use of Rio and other electronic
information systems

User training and communication of the way
we intend to use Rio.

-

-

-

-

-

-

No immediate monitoring
mechanism for OD Strategy;
Comms Strategy; HR Strategy

Apr-Jun 14; only 57% staff who responded to the SFF
test stated that they were extremely or highly likely to
recommend the Trust as a place to work. National
staff survey results lag by 6 months. Do we know that
Mindful Employer benefits apparent to staff ? Are we
sighted on PDR rates ? Apr-Jun 14; patient complaints
about staff attitude (18) Vs 7 previous year.

-

-

-

Peer Review. CCG unnanounced inspections. Good management practice is
Also CQC unnanounced inspections.
not universally sustained.

Does the clinical audit strategy 2014 prioritise audit of
care plann approach (including risk assessments) ?

-

-

-

5

Staff engagement and
communications

Organisation Development strategy;
Communications Strategy papers to August
14 Board. HR Strategy to be refreshed by
Signatory to Mindful Employer charter. Staff
January 15. Health & Wellbeing Strategy
for a.

6

Talented, motivated management
effectively lead and hold teams to
account for performance, including
by use of clinical audit.

Coaching Network launches 1.12.14. Line
Manager Toolkit development.

Action Required / Progress

Seek assurance as to practice of local induction
with bank and agency staff. Consider iteration
of the policy to address requirement for
compliance monitoring of local induction of
bank and agency staff.

An update is required on the actions set out in
appendices of OD Strategy; Comms Strategy
(which went to Aug 14 Board). Plan to review
the refreshed HR Strategy at January FIP.
Review effectiveness of Health & Wellbeing
Strategy

Monitoring
Committee

Corporate objectives:
Description of risk:
16
FH & LMW

1. To improve the quality of services across 3 domains of patient safety, patient experience and clinical effectiveness
2. Improve staff satisfaction and experience and become an employer of choice
Ineffective clinical leadership across all services. Caused by change programmes; uncertainty; failure to recruit, retain and develop clinical leaders and no improvement in culture. May result in a lack of resilience in clinical leadership teams; severe permanent harm or death to patients or staff, prolonged disruption to one or more Localities, extended
service closure.

1

Trust clinical leadership structure.

Quality metrics reporting. Early warning
Numbers of staff been through leadership trigger tool results. Mandatory returns on
training. Paper in preparation to Board;
ward fill rates. Consultant job plans include
describes the structure through 4 levels:
leadership time. Senior roles supporting
Team / locality / Trust Executive and Board. Medical Director and Director of Nursing &
Empasises the role of professional
Quality are filled - challenges are at ward and
leadership.
service leadership level.

2

Ward manager competency
framework

CQC unnanounced inspection reports.
Performance management framework
provided by Locality management team.

3

4

Systematic approach to working with MoU with Bournemouth University re
other organisations
Health Visitor programme.

HR framework controls

Number of clinicians receive supervision.
Mandatory training compliance; PDR rates;
job planning effectiveness; revalidation
process.

5

Staff engagement and
communications

Organisation Development strategy;
Communications Strategy papers to August
14 Board. HR Strategy to be refreshed by
January 15. Health & Wellbeing Strategy.

6

Proactive, innovative recruitment
and retention strategies to raise
calibre and reduce vacancy rates in
workforce.

Staff turnover rates; response rates to
recruitment campaigns;

Gaps in Control

Gaps in Assurance

Insufficient ward / service
management capacity with gaps
in management structure and
leadership development needs
resulting in leadership failings.
Psychology professional
leadership role under
Locality management structure still being embedded.
recruitment.
Trust executive meeting due to be refreshed Jan 15.

Access to peer, regional and national
development programmes (name them).

Trust has significantly influenced the
curriculum of more than one graduate level
qualification. Clinical audit programme.

Do we have a stakeholder /
partner map with identified
relationship management
activities / responsibilities ?

Apr-Jun 14; 53% supervised

Signatory to Mindful Employer charter.
Professional fora. Participation rates in staff
governor elections; number of candidates
coming forward for staff governor elections.

Use of A4C bonus for hard to recruit roles.

4

4

16

-

-

-

-

No immediate monitoring
mechanism for OD Strategy;
Comms Strategy; HR Strategy.
Do we have assurance on the
use and value of professional for
a?

-

Total score

Positive Assurances Received

Likelihood
score

LMW; FH; CH

Sources of Assurances

Impact
score

2

Key Controls

Total score

Risk Owner

Likelihood
score

BAF Risk
#

Current Residual Risk

Impact
score

Initial Level of Risk

QGC

4

4

16

Board sign off on a clinical leadership structure
by February 15.

QGC

-

-

-

-

Do we have a peer review assurance view as to
the design and operation of the competency
framework ?

QGC

-

-

-

Are we actively scanning our environment to
assess opportunities to influence it and to
maximise the benefits for patients through
working across organisations ?

QGC

-

-

-

QGC

-

-

-

-

An update is required on the actions set out in
appendices of OD Strategy; Comms Strategy
(which went to Aug 14 Board). Plan to review
the refreshed HR Strategy at January FIP or FIP
successor. Review effectiveness of Health &
Wellbeing Strategy

QGC

-

-

-

-

Plan to review the refreshed HR Strategy at
January FIP or FIP successor. Review
effectiveness of Health & Wellbeing Strategy

QGC

-

-

-

Have we an independent source of assurance on the
design and effectiveness of governance arrangements
where we work across organisational boundaries ?

-

-

-

Apr - Jun 14; 47% unsupervised. Do we have a tool
and forum to plan actions to address services with
outlying levels of compliance with HR framework; or
outlying clinicians.

-

-

-

Apr-Jun 14; only 57% staff who responded to the SFF
test stated that they were extremely or highly likely to
recommend the Trust as a place to work. National
staff survey results lag by 6 months. Do we know that
Mindful Employer benefits apparent to staff ? Are we
sighted on PDR rates ? Apr-Jun 14; patient complaints
about staff attitude (18) Vs 7 previous year.

-

-

-

-

Action Required / Progress

Monitoring
Committee

Corporate objective:

1.
2.

Description of risk:

Inadequate staffing levels. Caused by high vacancy rates; planned & unplanned absences; skill mix; inadequate workforce planning; insufficient workforce availability; failure to retain talent; motivation and engagement. May result in inadequate patient experience; failure to protect patients and staff from severe, permanent harm or death;
prolonged adverse publicity; prolonged disruption to one or more locality; loss of stakeholder confidence and for material breach of CQC Registration Requirements or Monitor Licence conditions.

16

To improve the quality of services across 3 domains of patient safety, patient experience and clinical effectiveness
Improve staff satisfaction and experience and become an employer of choice

S'OD; LB; EY

Effective bank and agency backfill
arrangements

2

Data collection and reporting

QAC meeting 28.10.14 heard that full
implementation of e-rostering is underway
(but will be complete no sooner than March
15).

3

Recruitment and retention tactics

HR People Plan

4

Escalation to execs of staffing
exceptions

5

6

Staff engagement and
communications

Partnership with pipeline institutions
eg Bournemouth University

Executive walkabouts

Gaps in Control

Gaps in Assurance

Agency may be more attractive
than bank, and both may be
more attarctive than substantive
appointments, to our
Are we assured as to the qualifications; practice;
disadvantage.
proficiency in English of agency staff ?

Some of the data collection
depends on manual systems,
not electronic.

Internal Audit could review effectiveness of escalation
of staffing exceptions and data recording. More data
is available about clinical vacancy rates and use of
bank / agency staff; but assurance on the strength and
resilience of Locality Management teams is also vital.

Board workshop discussed 15.10.14.

Although numerous workstreams are ongoing to
support safe staffing; there is a consensus that more is
required.

Organisation Development strategy;
Communications Strategy papers to August
14 Board. HR Strategy to be refreshed by
Signatory to Mindful Employer charter. Staff
January 15. Health & Wellbeing Strategy
for a.

Apr-Jun 14; only 57% staff who responded to the SFF
test stated that they were extremely or highly likely to
recommend the Trust as a place to work. National
staff survey results lag by 6 months. Do we know that
Mindful Employer benefits apparent to staff ? Are we
sighted on PDR rates ? Apr-Jun 14; patient complaints
about staff attitude (18 Vs 7 previous year).

No immediate monitoring
mechanism for OD Strategy;
Comms Strategy; HR Strategy

Do we have a documented
expression of the relationship
which gives confidence that
there will be more than passive
signposting by the university to
the Trust ?

Total score

Flexible staffing resources

1

Positive Assurances Received

Likelihood
score

S'OD; LB; EY

Sources of Assurances

Impact
score

3

Key Controls

Total score

Risk Owner

Likelihood
score

BAF Risk
#

Current Residual Risk

Impact
score

Initial Level of Risk

4

4

16

QGC

4

4

16

-

-

-

QGC

-

-

-

QGC

-

-

-

QGC

-

-

-

Action Required / Progress

FIP should receive a monhtly update on erostering progress; plan for internal audit review
of roll out.

Monitoring
Committee

-

-

-

-

-

-

-

-

-

CEO to convene a meeting with Execs to identify
new actions.

QGC

-

-

-

An update is required on the actions set out in
appendices of OD Strategy; Comms Strategy
(which went to Aug 14 Board). Plan to review
the refreshed HR Strategy at January FIP.
Review effectiveness of Health & Wellbeing
Strategy

QGC

-

-

-

QGC

-

-

-

-

-

-

-

-

-

Corporate objective:

3.

Develop and deliver clinical service models that integrate physical and mental health services

Transition to the Locality Management model. Caused by failures to recruit, motivate, retain talent or failures to identify and report on relevant smart performance data; or failures to lead and engage staff with clear purpose. May result in severe permanent harm or death; prolonged adverse publicity; prolonged disruption to one or
Description of risk:
16
SO'D; LB; EY more localities or extended service closure.

Locality Transition plan

Locality Managers' training; handover
template & other arrangements; risk
transfer arrangements.

Total score

1

Positive Assurances Received

Likelihood
score

S'OD; LB; EY

Sources of Assurances

Impact
score

4

Key Controls

Total score

Risk Owner

Likelihood
score

BAF Risk
#

Current Residual Risk

Impact
score

Initial Level of Risk

4

4

16

QGC

4

4

16

Possible reduced access to
subject matter experts.

-

-

-

QGC

-

-

-

Our suite of policies and
guidelines need to be reviewed
and brought upto date with the
Locality Model framework, to
ensure they remain designed
Corporate performance reports need to provide
well.
Locality performance and exceptions

-

-

-

QGC

-

-

-

Revised risk management policy; training and
communication; & Ulysses reporting conventions not
yet finalised.

-

-

-

QGC

-

-

-

-

-

-

QGC

-

-

-

QGC

-

-

-

QGC

-

-

-

Gaps in Control

Gaps in Assurance

Action Required / Progress

2

Clinical policy & guidelines;
performance reporting based on the CQC; Peer Review; Corporate performance
Locality Model.
report

3

Risk management practice and
reporting

4

Stakeholder engagement, including
with the 13 GP Locality Leads

Stakeholder engagement programme unfinished.

5

Staff engagement and
communications

Organisation Development strategy;
Communications Strategy papers to August
No immediate monitoring
14 Board. HR Strategy to be refreshed by Signatory to Mindful Employer charter. Staff mechanism for OD Strategy;
January 15. Health & Wellbeing Strategy
for a.
Comms Strategy; HR Strategy

Apr-Jun 14; only 57% staff who responded to the SFF
test stated that they were extremely or highly likely
to recommend the Trust as a place to work. National
staff survey results lag by 6 months. Do we know that
Mindful Employer benefits apparent to staff ? Are we
sighted on PDR rates ? Apr-Jun 14; patient
complaints about staff attitude (18) Vs 7 previous
year.

-

-

-

An update is required on the actions set out in
appendices of OD Strategy; Comms Strategy
(which went to Aug 14 Board). Plan to review
the refreshed HR Strategy at January FIP.
Review effectiveness of Health & Wellbeing
Strategy

6

Post implementation Locality
Manager development and training

Coaching Network to launch 1 December.

Locality Management training programme started,
but unsure if competed.

-

-

-

FIP to require sight of a Performance
Management Framework January 15

Revised risk management policy; risk
training; credible & dynamic risk register
usage.

Steering Group will be reviewing a project
management tool including risk practice
improvements, on 19.11.14

We don't have a Performance
Management Framework

FIP to review a programme of policy & guideline
iteration.

Monitoring
Committee

Corporate objective:
Description of risk:
12
SH

4. Develop new relationships and improve our existing relationships
6. Be a valued provider, retaining existing and winning new contracts.
Loss of significant business as a result of Better Together or Dorset CCG's Clinical Services Review . Caused by a failure to fully participate in or influence the outcomes favourably in the interests of the Trust's patients and staff; destabilisation; loss of control and resilience or a net loss of key services. May result in severe, prolonged disruption to one or more
localities or extended service closure.

Gaps in Control

3

4

12

Are all diretcors privy to minutes of the Sponsor Board
minutes or Project Board minutes ?

-

-

-

Gaps in Assurance

Total score

Positive Assurances Received

Likelihood
score

SH

Sources of Assurances

Impact
score

5

Key Controls

Total score

Risk
Owner

Likelihood
score

BAF Risk
#

Current Residual Risk

Impact
score

Initial Level of Risk

Audit
Committee

3

4

12

Monthly report to Board.

Audit Committee

-

-

-

Action Required / Progress

Monitoring
Committee

1

Formal engagement mechanisms
with stakeholders ensure the Trust is
involved in the Better Together
review.

CEO is a member of the parent Sponsor
Board. SO'D and SH are members of the
Project Board. Executive Team are briefed
and discuss any change weekly.

2

The implementation of the Locality
Structure (within the Locality
Management Plan) responds to one
of the two major goals of the Better
Together review: the planned
commissioning of services based
around community teams.

CCG opinion formers and influencers are
being engaged by Locality management
teams.

Have we evidence of the progress or
success of Locality Managers in
engaging with CCG opinion formers /
influencers ?

Do we have the support of key influencers including
politicians ?

-

-

-

Monthly report to Board.

Audit Committee

-

-

-

3

The Trust is engaged in the early
stage Better Together project
management arrangements which
aim to deliver a shared, integrated
patient record.

JC and Nick Jenvey (Associate Dir. of
Informatics) are engaged on the Better
Together shared record project governance;
including JC being on the Better Together
finance committee.

This element of the project is in the
early stages.

Have we independent assurance, written in layman's
terms, of our own informatics resilience ?

-

-

-

Monthly report to Board.

Audit Committee

-

-

-

4

Engagement with commissioners re
the Dorset Clinical Services review is
sought and is occuring.

Although the review is not with in the
Trust's control, the CEO is contributing to
the specification for a tender to identify the
CCGs support partner for the review; SH is
ensuring the Trust fields clinical
representation at events; JC has oversight of
a managed process for responding to data The CCG's project timeline is for options to be
requests; NP is coordinating
presented in January 15 and consultation in
communications activities and messages.
Spring 15.

Our engagement will help to ensure
early detection of any adverse
outcomes and may help to reduce any
such impact; however, should we also
be making contingency plans to deal
with an outright control failure - for
instance a tender for all integrated
teams in 2015 ?

-

-

-

Monthly report to Board.

Audit Committee

-

-

-

5

A formal process of stakeholder
mapping and stakeholder
engagement is in development, and
is not limited to CCGs. The success
of this process will enhance the
Trust's influence in how the
healthcare economy develops.

The methodology is following Monitor's
strategic planning guidance.

High level compliance with the
guidance rather than absolute
compliance will be sought, on account
of aiming to undertake the process of
strategic review in 4 months rather
than 9.

-

-

-

Monthly report to Board.

Audit Committee

-

-

-

6

A formal process of strategic
planning, resulting in multiple
options being developed by the
Executive for Board consideration, is
underway.

Discussion at November and December 14
Board workshops. On 7 January 15 the
Board will identify strategic priorities and
discuss the delivery plan. On 28th January
15 the Board will sign off the strategic
option chosen.

High level compliance with the
guidance rather than absolute
compliance will be sought, on account
of aiming to undertake the process of
strategic review in 4 months rather
than 9.

-

-

-

Monthly report to Board.

Audit Committee

-

-

-

October Part 1 Board briefing and discussion.

On 4 February 15 the Board will participate in a risk
workshop, debating risks to the strategic plan, which
will populate the Board assurance framework for 1516 and inform the Internal Auditor's proghramme of
audit 15-16.

Corporate objective:
Description of risk:
16
JC

5.

Manage our services in a financially sustainable way (JC)

The scale of the financial challenge, including recurrent CIP and QIPP scheme, will not be met. Caused by lack of resilience on CIP programme development; lack of progress in responding to the QIPP challenge. May result in losses (in current year) in excess of £1-£5M; prolonged adverse publicity.

Gaps in Assurance

JC

1

2

3

PMO control framework for the CIP
programme

Monthly updates to FIP.

Finance Board reports indicate CIP on track.
Trust overall financial position ahead of plan.

Locality Strategy to generate £1M
recurrent savings by losing 20
management posts.

Board report on plan and progress of
implementation. Locality structure
implemented including consultation,
interview and transition.

Board report that Locality structure was
implemented with staff transition to new
posts on 1 October 2014.

Quality Directorate oversight of
CQUIN scheme

CQUIN report to Nov 2014 FIP indicate on
track to achieve full CQUIN contract value
with 5 areas of uncertainty where further
discussions with DCCG required.

Relationships with CCG positive about
agreeing achievable schemes.

4

Maintenance of positive, effective
relationships with commissioners

5

Out of area placement controls
(mental health)

6

Block contracting arrangements for
mental health

4

16

-

-

-

Audit Committee

4

4

16

Internal audit review of robustness of CIP
programme arrangements may be required.

Audit Committee

-

-

-

Action Required / Progress

Monitoring
Committee

-

-

-

Programme has slipped, but will deliver
recurrent savings. Final total saving and
severence costs to be finalised with HR.

Audit Committee

-

-

-

-

-

-

FIP to receive confirmation of scheme
agreement and trajectory at December meeting. Audit Committee

-

-

-

Although the 2014/15 contract looks secure, there is a
risk that NHS England may direct commissioners to
move to payment by results for mental health
services, which puts upto £15M income in 2015/16 at
risk for mental health services.

-

-

-

N/A

Audit Committee

-

-

-

Unkown why September instances reduced to zero.

-

-

-

Further understanding to be reported in
December.

Audit Committee

-

-

-

-

-

-

Update from Locality Director (Bournemouth) on
coding compliance to FIP quarterly.
Audit Committee

-

-

-

Do we have an internal audit planned of the Locality
management governance arrangements ?

Alternative achievable schemes
are yet to be agreed.
Outcome from DCCG to be confirmed.

Progress report on contract negotiations
and signed contracts for 2014/15.

Contracts for 2014/15 signed.

Do we have a planned
formalised commissioner
engagement plan?

Monthly finance report

Senior management review of every instance
of out of area placement. Director level
authorisation required.

Significant change and some
gaps in Bournemouth Locality
management team

Signed 2014/15 contract in place.

Insufficient coding effectiveness solution involves improved
Update from Locality Director (Bournemouth) on
clinical input.
coding compliance

Binding contract with commissioner.

4

Total score

Gaps in Control

Likelihood
score

Positive Assurances Received

Impact
score

Sources of Assurances

Total score

6

Key Controls

Likelihood
score

BAF Risk
Risk Owner
#

Current Residual Risk

Impact
score

Initial Level of Risk

Corporate objective:
Description of risk:
JC & CH &
12
SH

6. Be a valued provider, retaining existing and winning new contracts.
Failure to rationalise and modernise corporate support services, including HR; informatics; estates & facilities etc. Caused by ineffective allocation of resources; lack of strategic vision; poor implementation; failures of leadership and planning. May result in moderate harm to patients or staff; temporary disruption to one or more localities; service closure.

Gaps in Assurance

JC & CH &
SH

Corporate Services Review

The development of the Locality Model
resulted in a commitment to a review.

There is no agreed deadline, milestone or
document describing the review. There is
No plan for review available for corporate
no strategy for each corporate department
teams other than IM&T and Estates, for which (except draft strategies for IM&T and
strategies are due in Jan 2015.
Estates) / it's purpose and objectives.
Unassured

2

Capital programme

Capital programme and regular progress
reports to FIP

Capital programme is well funded and asset
sales are possible.

3

CIP programmes

CIP plan and regular reports to FIP

Monthly PMO report; monthly Board report.

4

Learning and leadership development
programme
Regular reports to FIP

1

Where does the organisation report on progress
against this programme ?

Organisation Development strategy;
Communications Strategy papers to August
14 Board. HR Strategy to be refreshed by
Signatory to Mindful Employer charter. Staff
January 15. Health & Wellbeing Strategy
for a.

5

Staff engagement and
communications

6

IM&T and Estates strategies planned
for Jan 2015
IM&T and Estates strategies

Capital programme 2014/15 is behind plan
at month 6 reqiring a reforecast to Monitor
at Q2 submission.

Planned for Board Agenda in Jan 2015

No immediate monitoring mechanism for
OD Strategy; Comms Strategy; HR Strategy

The strategy is in development and will fill a
control gap.

Apr-Jun 14; only 57% staff who responded to the SFF
test stated that they were extremely or highly likely to
recommend the Trust as a place to work. National
staff survey results lag by 6 months. Do we know that
Mindful Employer benefits apparent to staff ? Are we
sighted on PDR rates ? Apr-Jun 14; patient complaints
about staff attitude (18) Vs 7 previous year.

Total score

Gaps in Control

Likelihood
score

Positive Assurances Received

Impact
score

Sources of Assurances

Total score

7

Key Controls

Likelihood
score

BAF Risk
Risk Owner
#

Current Residual Risk

Impact
score

Initial Level of Risk

4

3

12

Audit Committee

3

4

12

-

-

-

Executive team to provide a plan.

Audit Committee

-

-

-

-

-

-

FIP to receive an update on capital programme
each month.

Audit Committee

-

-

-

-

-

-

FIP to receive an update from PMO each month. Audit Committee

-

-

-

-

-

-

Audit Committee

-

-

-

Audit Committee

-

-

-

Audit Committee

-

-

-

Action Required / Progress

-

-

-

An update is required on the actions set out in
appendices of OD Strategy; Comms Strategy
(which went to Aug 14 Board). Plan to review
the refreshed HR Strategy at January FIP.
Review effectiveness of Health & Wellbeing
Strategy

-

-

-

Board to sign off strategies in January 2015.

Monitoring
Committee

5

4

3

2

1

SEVERITY INDEX
Multiple deaths caused by an event; ≥£5m loss;
May result in Special Administration or
Suspension of CQC Registration; Hospital
closure; Total loss of public confidence
Severe permanent harm or death caused by an
event; £1m - £5m loss; Prolonged adverse
publicity; Prolonged disruption to one or more
Localities; Extended service closure
Moderate harm – medical treatment required
up to 1 year; £100k – £1m loss; Temporary
disruption to one or more Localities; Service
closure
Minor harm – first aid treatment required up to
1 month; £50k - £100K loss; or Temporary
service restriction
No harm; 0 - £50K loss; or No disruption –
service continues without impact

5

LIKELIHOOD INDEX
Very Likely
No effective control
≥80% chance within 12
months

4

Somewhat
Likely

3

Possible

Limited effective control
≥1% chance within 12
months

2

Unlikely

Good control

1

Extremely
Unlikely

Weak control; or
≥10% chance within 12
months

≥0.1% chance within 12
months
Very good control
<0.1% chance (or less)
within 12 months

Governance Structure and Terms of Reference
Part 1 Board Meeting 10th December 2014

Author

Andy Chittenden, Corporate Governance Adviser
with contributions from many others.

Sponsoring Board
Member

Ron Shields, CEO

Purpose of Report

To provide the Board with a sufficient details of a coordinated
suite of governance changes to facilitate discussion,
consensus and decision.

Recommendation

The Board is asked to:
1. Review and approve the Terms of Reference for Board
Committees subject to amendments at the meeting.
2. Note the terms of reference for Executive groups.

Engagement and
Involvement

All Directors have been provided with prior versions for
comment.

Previous Committee/s
Dates

N/A

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

All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information
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1.0

Preamble

Following receipt of the PM Governance report in April 2014, the Board has debated a range of
concepts and practices in relation to quality governance, risk management and Board assurance.
These have included extensive debate at workshops on 18 June and 17 September and briefer
discussion in Committee meetings. A group with a task and finish remit to steer preferred
recommendations to a formal Board meeting was formed and has met separately on two other
dates when Board workshops occurred; 15 October and 19 November.
This paper provides the Board with a suite of descriptions (Terms of Reference) for the Committees
required by the Board to meets its assurance needs. It also records the intentions of the Executive
to establish three senior Groups with operational oversight across the Trust.
2.0

Board governance

Working in Committees is one of the many possible ways in which the Board functions. The figure
below summarises the formal roles of the Directors as part of a unitary Board and when acting
collectively in the Boardroom or undertaking distinctive executive / non-executive roles outside of
formal meetings.
All directors acting collectively
Establishes and communicates the values and behaviours underpinning organisational culture.
Determines the organisation strategy from amongst options provided by the Executive.
Allocates resources using budgets.
Monitors performance.
Holds the Executive to account.
Executives / Executive Groups
Establish the operational controls by which
organisational objectives are met.
Hold management to account.

Figure 1

NEDs / Non-executive led Assurance Committees
Using a risk based approach, acquire and scrutinise
assurances that the operational controls are designed
well and operating effectively.

Roles within a unitary Board

This paper anticipates that Directors participate in a variety of activities and learn about the Trust in
multiple ways using planned information formats and channels. The range of governance proposals
under consideration recognise the ways in which softer intelligence too is built up by Directors. This
provides content, insight and triangulation of intelligence to support decision making. The proposals
being brought forward recognise the opportunity for the Board to complement its formal decision
making structures in the following ways:
1. Monthly Board workshops
Workshops are already being used for Board development themes (e.g. with Board development
advisers) and for debate (eg shaping values and behaviours); for executive ventilation of major
programmes of work and challenge (commissioning reviews or staffing levels); as well as for

Board of Directors December 2
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developing governance options. They are already being used for building consensus for support
of strategic options such as major business cases, submissions to tendering exercises, or
significant transactions. The less pressured time constraints of a workshop provide a
complementary forum for in depth consideration.
2. Workshop venues and engagement
The Board has already set aside in 2015 diaries for monthly workshops. It may suit the Board to
use venues across the county (thereby visiting localities) on these dates and to use part of the
time to give a platform to the Locality Team to present to the Board on issues their Locality is
progressing, including quality. This would also provide the opportunity for Board members to
establish new information channels and to triangulate what they know from documents with a
wider voice. Alternately, this type of engagement could occur as part of the less frequent cycle of
business for the Board Committee concerned with assurances about quality of treatment and
care.
3. Formal meeting venues
The Board may wish to take its monthly Board meeting to venues around the county to facilitate
opportunities for Locality teams to observe the Board meeting and to ‘sense’ the Board being in
that Locality. This may also present occasional opportunities to sample the food service which
the Trust provides to inpatients.
4. Board ‘Walk-Abouts’
It is customary practice for Board members to visit clinical areas and teams to see for themselves
the estate and the arrangements in place for listening to patients. This may include meeting
patients face to face, to triangulate information gained from their other activities. This might be
done on workshop or Board dates.
5. Select Committee format
There may be occasions where an intractable problem or challenge which has failed to respond
to treatment becomes the topic of a Select Committee meeting. This means that the Board, or
one of its Committees would meet ad hoc for a select purpose, being a ‘one item agenda’. The
Executive would engage with the Board/Committee to develop further assurance as to the way a
particular intractable problem is being or could be mitigated.
The above conventions for the way the Board may perform its role in the future complement the
formal decision making structures are set out in Figure 2 below.
The appendices which follow include Terms of Reference for the Board, three Board Committees
and three senior Groups required by the Executive to manage the organisation.
Terms of Reference for the Board’s Remuneration Committee and Nominations Committee have not
been altered and remain as per the Trust’s Governance Manual.

Board of Directors December 2014
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Figure 2 Structure of Board committees and Executive Groups
Board of Directors December 2
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4.0
Recommendation
The Board is asked to approve:
I. the structure of Board Committees (Figure 2) effective 1 April 15.
II. Terms of Reference for the Board and three Board committees effective 1 April 15..
Appendix 1
Appendix 2
Appendix 3
Appendix 4

Terms of Reference for the Board
Terms of Reference for the Audit Committee
Terms of Reference for the Quality Governance Committee
Terms of Reference for the Mental Health Legislation Assurance Committee

The Board is asked to note the Terms of Reference of the senior groups of the Executive
(appendices 5-7):
Appendix 5
Appendix 6
Appendix 7

Terms of Reference for the Executive Quality & Clinical Risk Group
Terms of Reference for the Executive Performance & Corporate Risk Group
Terms of Reference for the Trust Executive Group

End.

Board of Directors December 2014
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APPENDIX 1

1.

Purpose
1.1

TERMS OF REFERENCE:
BOARD OF DIRECTORS

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. (See scheme of
reservation and delegation of powers; Board Standing Orders).
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 these key roles:

a) Establishing the organisational culture.
b) Determining strategy from amongst options generated by the Executive.
c) Allocating resources to achieve the strategy via annual budgets.
d) Monitoring performance and holding the Executive to account for the delivery of the strategy
and the Annual Plan via the performance management framework.
e) Acquiring assurances from internal and external sources that systems of control are designed
well and operating effectively via its assurance Committees.
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 – are not set out here but are described in the Board’s
Standing Orders which are found in the Governance Manual and on the Corporate
Governance page of the Trust’s intranet site.

2.2

Responsibilities
The general responsibilities of the Board are:

a) To ensure that the Trust meets its obligations for providing high quality healthcare to the
population served, its commissioners, its stakeholders and its staff in a way that is wholly
consistent with the Values and Principles of the NHS Constitution;

Dorset HealthCare Terms of Reference Board
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APPENDIX 1
b) 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;
c) 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:

a) Ensuring there is a clear vision and strategy for the Trust to deliver high quality healthcare so
that people know about it and that it is being implemented, within a framework of prudent
and effective controls which enable risk to be assessed and managed.
2.4

Strategy
The Board:

a) 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 quality
objectives.
b) Monitors and reviews management performance to ensure the Trust’s quality objectives are
met.
c) Oversees both the delivery of planned healthcare services and the achievement of quality
objectives, monitoring quality performance to ensure corrective action is taken when
required.
d) 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.
e) Assures itself that national policies and strategies are effectively addressed and implemented
within the Trust.
2.5

Culture
The Board is responsible for setting values, assuring itself that they are widely communicated
and understood, and that the behaviour of the organisation is consistent with those values.

2.6

Governance
The Board:

a) Assures itself that the Trust has comprehensive governance arrangements in place that
ensure that it is well-led; 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.
b) Assures itself 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.
c) Assures itself with regard to compliance with the principles of corporate governance and with
appropriate codes of conduct, accountability and openness applicable to Foundation Trusts.
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APPENDIX 1
d) Formulates, implements and reviews standing orders and standing financial instructions as a
means of regulating the conduct and transactions of Trust business.
e) Assures itself with regard to the proper management of, and compliance with, the Mental
Health Act and other statutory requirements of the Trust.
f)

Assures itself that the statutory duties of the Trust are effectively discharged.

g) Acts as corporate trustee for the Trust’s charitable funds.
2.7

Risk Management
The Board:

a) Assures itself that there is an effective system of integrated governance, risk management
and internal control across the whole of the Trust’s clinical and corporate activities.
b) Assures itself 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.
c) Assures itself that there are appropriately constituted appointment arrangements for senior
positions such as consultant medical staff and Executive Directors.
d) Reviews an assurance framework maintained by the Executive which provides an overview of
the controls over the significant risks which the Trust faces in achieving its corporate
objectives.
2.8

Ethics and Integrity
The Board:

a) Assures itself that high standards of corporate governance and personal integrity are
maintained in the conduct of Trust business;
b) Establishes appeals panels as required by employment policies particularly to address appeals
against dismissal and final stage grievance hearings;
c) Assures itself 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 establishing Committees 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:
•

Assures itself that an effective communication channel exists between the Trust, its
Governors, Members, staff and the Local Community.

•

Assures itself with regard to the effective dissemination of information on service strategies
and plans and also provides a mechanism for feedback.

•

Assures itself 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.
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2.11 Finance
The Board:
•

Assures itself that the Trust operates effectively, efficiently and economically.

•

Assures itself with regard to the continuing financial viability of the organisation.

•

Assures itself with regard to the proper management of resources and that financial and
quality of service responsibilities are achieved.

•

Assures itself that the Trust achieves the targets and requirements of stakeholders within the
available resources.

•

Reviews performance, identifying opportunities for improvement and assuring itself that
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.
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 Chair 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, providing information and support to the Board and Council of Governors.
2.14 Administration
The Trust Board will be supported administratively by the Trust Secretary whose duties in this
respect will include:
•

Agreement of the agenda for Board 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.

•

Sending a full set of papers comprising the Agenda, Minutes and associated reports and
papers 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.
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3.

•

Supporting and facilitating quarterly informal meetings of the Chair, Deputy Chair, Chairs of
the Board’s Committees and Chairs of Executive Groups.

•

Supporting the Board to self-assess its performance on a regular and timely basis.

Membership
Membership of the Trust Board will comprise:
• The Chair
• The Chief Executive
• Seven other Non-Executive Directors
• The Medical Director
• The Director of Nursing and Quality
• The Director of Finance
• The Director of Human Resources
Members are expected to attend each Board Meeting and Board Workshop.
Associate Directors also attend and participate in Board meetings but have no right to vote:
• Three Locality Directors
• The Director of Strategy and Business Development
• The Director of Organisational Development, Participation and Corporate Affairs

4.

Quorum
In order for decisions taken by the Board to be valid, the meeting must be quorate. A quorum will be
at least five Members including at least two Executive Directors (one of whom must be the Chief
Executive or his/her nominated Deputy) and not less than three Non-Executive Directors (one of
whom must be the Chair or Deputy Chair) being present at the point at which the business is taken.
In extremis, any member of the Board who is able to speak and be heard by each of the other
members will be deemed to be present in person and will count towards the quorum.

5.

Frequency of Meetings
Formal Trust Board meetings will 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 will be 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 will also be held on a frequent basis as determined by the Chair
and Chief Executive.

6.

Standing agenda items
Refer to Board cycle of business.

7.

Relationships
The Trust Board ultimately reports to stakeholders through the Annual Report and Accounts.
The Council of Governors holds the Non-Executive Directors to account for the performance of the
Board.
The following Committees report to the Board:
• Audit Committee
• Remuneration Committee
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•
•
•

Nominations Committee
Quality Governance Committee
Mental Health Legislation Assurance Committee

The Board acts as the corporate trustee of the Charitable Fund. Members of the Board (not
necessarily all members) represent the corporate trustee when the Charitable Funds Committee
meets.
8.

Monitoring Effectiveness
The Terms of Reference of the Trust Board will be reviewed every two years or in the light of any
major organisational change or following the adoption of a new, or amended, Constitution.
Reviewed: December 2014

9.

Next review date: December 2016

Document Owner
Trust Secretary

Date

Contact

Nov 2014

Trust
Secretary

Version
0.8
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TERMS OF REFERENCE:
AUDIT COMMITTEE

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.
1.

Purpose
The purpose of the Committee is to acquire and scrutinise assurances during the year as to the
integrity of the Trust’s principal disclosure statements, including financial statements. This is
undertaken by scrutinising assurances on the design and operation of controls. The Committee will
acquire and scrutinise assurances relating to the following:
(i)
(ii)
(iii)
(iv)

Annual Governance Statement relating to the system of internal control, which may include
letters of representation;
Annual Report and Accounts, with accounting policies, including Treasury Management
Policy and Notes to the Accounts;
Compliance with the Monitor Licence and, in particular, the Corporate Governance
Statement;
Annual disclosures in relation to Monitor’s Code of Governance.

The Committee will take a risk-based approach to the overarching scrutiny of the Trust’s assurance,
risk and governance structure and processes so that the Board may be provided with assurance that
the Trust’s corporate objectives will be met. The Quality Governance Committee will review
assurances as to the design and operation of the Trust’s clinical risk management systems and
controls.
The Audit Committee will assure itself that an appropriate system for raising concerns at work
(whistle-blowing) is designed appropriately and operating effectively.
2.

Duties

2.1

The Audit Committee oversees the work of internal audit, external audit and the local counter-fraud
service; assurance on internal control, including compliance with the law; Monitor’s Provider Licence
conditions and other regulations governing the Trust’s activities.

2.2

The Committee will review the adequacy of:
• Annual risk and control-related disclosure statements (in particular the Annual Governance
Statement; Annual Report and Accounts; Corporate Governance Statement; Annual Plan and
Strategic Plan) and processes that lead to confidence in making declarations of compliance with the
Monitor Licence.
• The underlying assurance processes that indicate the degree of achievement of the organisation’s
enabling objectives which make the delivery of high quality healthcare probable; and the
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effectiveness of the management of the significant corporate risks scored as greater than 15 as set
out in the Board Assurance Framework. (The Quality Governance Committee undertakes the same in
respect of clinical risks).
• The Head of Internal Audit opinion, External Audit opinion and other appropriate independent
assurances.
• The policies for ensuring compliance with relevant regulatory, legal and Code of Governance
requirements.
• The policies and procedures for all work related to bribery, fraud and corruption, as required by NHS
Protect.
2.3

In carrying out this work, the Committee will primarily utilise the work of internal audit, external
audit and other assurance functions (collectively, the third line of defence), but will not be limited to
these 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 (collectively the first and second lines of
defence).

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 will 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 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;
• An annual review of the effectiveness of internal audit.
The Head of Internal Audit will have a direct reporting line to the Committee and its Chair.

2.6

External Audit
The Committee will review the work and findings of the External Auditor, who is appointed by the
Council of Governors and consider the implications and management’s responses to the External
Auditor’s work. This will be achieved by:
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• Working with the Council of Governors to consider the appointment of the External Auditor;
• Reviewing the 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 external audit plan;
• Discussion with the External Auditor of their local evaluation of audit risks and assessment of the
Trust and associated impact on the audit fee;
• Reviewing 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, including any mandated audit of any Quality Account
metrics.
• The External Auditor will have a direct reporting line to the Committee and its Chair.

2.7

•

The Council of Governors has the responsibility to appoint or remove the Trust’s external auditors.

•

The External Auditor will address statutory letters and opinions to the Council of Governors.

•

The External Auditor will routinely be invited as an observer to Council of Governors meetings and
provided with opportunities to report to the Council and take questions at formal meetings.
Counter-Fraud
The Committee will 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 approval of the Annual Counter-Fraud Work Plan;
• Review of all reports, including investigations and proactive work in accordance with the CounterFraud Work Plan.
Management
2.8

The Audit Committee will review the findings of other significant non-clinical assurance functions,
both internal and external to the organisation, and consider the implications for the governance of
the organisation.

2.9

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
£10,000 per individual piece of advice. The Trust Board will be informed if the total annual cost of
legal or other independent professional advice sought by the Committee exceeds £15,000.

2.10 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.
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2.11 The Committee will assure itself that adequate arrangements are in place, have been designed well
and have been shown through testing to operate effectively to sustain the organisation in the event
of an actual or potential emergency situation and business interruption.
3.

Membership

3.1

The Chair and other Members will all be independent Non-Executive Directors. There will be a
minimum of four Members at all times.
One of the Members will be appointed Chair of the Committee by the Trust Chair.
The Trust Chair will not be a Member of the Committee.
At least one Member of the Committee will have recent or relevant financial experience. At every
meeting there will be a part of the Committee business that will comprise a meeting between the
Non-Executive directors and the internal and external auditors followed by a part of the meeting for
Non-Executive Directors only, excluding any Trust officers who would normally attend.
Appropriate representatives of internal and external audit and local counter-fraud service will attend
the meeting routinely, other than for the parts from which they are excluded.
The Director of Finance and Trust Secretary will also generally attend, other than those parts of the
meeting from which they are excluded.

3.2

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

Quorum
In order for decisions taken by the Committee to be valid, the meeting must be quorate. This will
consist of three members of the Committee being present at the point when any business is
transacted. In extremis, any member of the Committee who is able to speak and be heard by each of
the other members will be deemed to be present in person and will count towards the quorum.

5.

Frequency of Meetings

5.1

The Committee will meet at least 4 times per year. An additional meeting will usually be arranged to
coincide with the review of the Annual Governance Statement, Annual Report and Accounts before
submission to the Board for approval. The External Auditor or Head of Internal Audit may request
additional meetings if they consider it necessary.

5.2

Quarterly meetings will be planned to occur prior to the submission of quarterly reports to Monitor.
This will enable the Audit Committee Chair to make a timely report to the Board on the current
assurance position at the meeting at which the Board signs off the quarterly report.
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5.3

There may be occasions where an intractable problem or challenge that has failed to respond to
treatment becomes the topic of a Select Committee meeting. This means that the Committee would
meet ad hoc for a select purpose, being a ‘one item agenda’. The Executive would engage with the
Committee to develop further assurance as to the way a particular intractable problem is being or
could be mitigated.

6.

Standing Agenda Items
• Apologies.
• Minutes of the last meeting.
• Matters arising.
• Actions log.
• Minutes of Quality Governance Committee.
• Minutes of Mental Health Legislation Assurance Committee
• Progress report: local counter-fraud service.
• Progress report: internal audit.
• Update or progress report: external audit.
• Financial governance control system.
• Internal control and risk management control system.
• Discussion of items to be referred to the Quality Governance Committee or Board.
• Review of work plan.
• Private meeting with auditors
• Private meeting amongst Members
• AOB

7.

Relationships

7.1

The minutes of Audit Committee meetings will be formally recorded and submitted to the Trust
Board. The Chair of the Committee will 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.

7.3

The Chair of the Committee will maintain frequent and open communication with the Chair and
Deputy Chair of the Trust; the Chairs of the Quality Governance Committee and the Mental Health
Legislation Assurance Committee; and the Chairs of the Executive Quality & Clinical Risk Group and
the Executive Performance & Corporate Risk Group. They will meet together informally to
triangulate their learning and information on clinical and corporate risks and assurance each quarter,
supported by the Trust Secretary.

8.

Monitoring Effectiveness

8.1

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

8.2

The Committee will provide an Annual Report to the Trust Board, which will summarise its
performance against the delivery of its work programme, setting out the challenges and successes
over the year; it will also report on attendance during the year. It will maintain an annual programme
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for the programme of work for the forthcoming year. In particular, the annual programme coverage
will incorporate all key areas within the Committee’s duties, as set out in section 2 of its Terms of
Reference.
Reviewed: November 2014
9.

Next review date: November 2015

Document Owner
Trust Secretary

Date

Contact

Versi
on

Sept
2014
Oct
2014

Trust
Secretary

0.6

Revised format reflects collaborative working with Board committees

0.7

For review by Implementation Steering Group 15 October.
V3.2 reflects closer alignment of duties with Quality Governance Committee
and to distinguish the assurance role of the non-executives from management
role of the Executives.
Section 1.2 now includes Treasury Management Policy (from FIP).
For review by Audit Committee 12.11.14 and Steering group 19.11.14
Revised format reflects collaborative working with following Board
committees: Executive Quality & Clinical Risk Group; Quality Governance
Committee; Executive Performance & Non-Clinical Risk Group. Removal at
Para 2.2: specific reference included to processes which lead to confidence in
declarations of compliance with Licence.
Para 2.12 ‘significant investments & divestments’ removed and established as
a duty for the Exec Performance and Corporate Risk Group
Para 2.13 ‘asset replacement profiles’ removed and added as a duty for the
Exec Performance & Corporate Risk Group
Para 2.14 ‘planning for income risk’, removed and established as a duty for
Exec Performance & Corporate Risk Group.
Para 2.13 (new) added to refer specifically to emergency and business
interruption.
Para 2.9 amended to increase legal cost ceiling to £10,000 and £15,000.
Para 2.2 last bullet point now refers specifically to NHS protect.
Para 2.7 last bullet now refers only to summary reports (rather than ‘all
reports’).
Para 2.8 specific references added re the relationship between external Audit
and Council of Governors.
Para 8.1 of reference to compliance with NHSLA standards.
Para 2.2 second bullet point, a specific reference added to enabling objectives
and the Board assurance framework.

12 Nov
14

0.8

Page

Details of change

For review by Steering Group 19.11.14 and Board 10.12.14
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TERMS OF REFERENCE:

QUALITY GOVERNANCE COMMITTEE

The Board hereby resolves to establish a Committee of the Board to be known as the Quality Governance
Committee (the Committee). The Committee is a non-executive led Committee of the Board and has no
executive powers, other than those specifically delegated in these Terms of Reference.
1.

Purpose
The purpose of the Committee is to acquire and scrutinise assurances that the organisation has a
combination of structures and processes at and below Board level that equip it to deliver high-quality
services.

2.

Duties
2.1 The Committee will acquire and scrutinise assurances on a rolling programme throughout the year
as to the Trust’s quality governance arrangements using the following four domains:
Strategy
Capabilities and culture
Processes and structures
Measurement

(Monitor Quality Governance Framework domain 1)
(Monitor Quality Governance Framework domain 2)
(Monitor Quality Governance Framework domain 3)
(Monitor Quality Governance Framework domain 4)
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2.1 The specific questions that the Quality Governance Framework requires the Trust to address are
shown in the table above.
2.1 The Committee will acquire and scrutinise assurances on a rolling programme throughout the year
as to the Trust’s governance arrangements underpinning the planning and delivery of care which
meets the Care Quality Commission’s Fundamental Standards, as determined by the CQC’s key lines
of enquiry inspection regime. This asks of services:
Are they safe ?
Are they effective ?
Are they caring ?
Arte they responsive ?
Are they well-led ?
2.1 The Committee will acquire and scrutinise assurances on a rolling programme throughout the year
as to the Trust’s governance arrangements being compliant with the law; with CQC registration
requirements; with the requirements of other bodies which have a regulatory role in relation to the
Trust’s quality of services.
2.1 The Committee will review assurances on the processes and structures supporting the
development and use of the Quality Account, including the external audit opinion on the Quality
Account; external stakeholder comment on the Quality Account and management action on
stakeholder feedback.
2.1 The Committee will review assurances on the processes and structures supporting the
development and use of the significant risk register; the Board Assurance Framework and the
controls over quality risks within the Committee’s remit.
2.1 To approve the annual Clinical Audit Plan and to receive reports from the Clinical Audit Team as to
progress in delivering the Plan; and management response to the findings and recommendations of
Clinical Audit.
2.1 To review the adequacy of the underlying assurance processes that indicate the degree of
achievement of the organisation’s quality objectives, and the effectiveness of the management of
the significant clinical risks scored as greater than 15 as set out in the Board Assurance Framework.
(The Audit Committee undertakes the same in respect of corporate risks).
3.

Membership
The Membership of the Committee will comprise:
• Non-Executive Directors (at least four), one of whom will be appointed Chair of the
Committee by the Trust Chair. One of the Non-Executive Director Members will be the
Chair of the Mental Health Legislation Assurance Committee;
• Medical Director;
• Director of Nursing and Quality;
• Chief Executive.
The Committee may regularly invite executives and other officers to be in attendance. These may
include but not be limited to the following:
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• Locality Directors;
• Head of Risk and Patient Safety;
• Trust Secretary.
4.

Quorum
In order for decisions taken by the Committee to be valid, the meeting must be quorate. This will
consist of three Members, at least two of whom must be Non-Executive Directors being present at
the point when any business is transacted. In extremis, any member of the Committee who is able
to speak and be heard by each of the other members will be deemed to be present in person and
will count towards the quorum.

5.

Frequency of Meetings

5.1

The Committee will meet at least 5 times per year.

5.2

Quarterly meetings will be planned to occur prior to the submission of quarterly reports to
Monitor. This will enable the Quality Governance Committee Chair to make a timely report to the
Board on the current assurance position at the meeting at which the Board signs off the quarterly
report.

5.3

There may be occasions where an intractable problem or challenge which has failed to respond to
treatment becomes the topic of a Select Committee meeting. This means that the Committee would
meet ad hoc for a select purpose, being a ‘one item agenda’. The Executive would engage with the
Committee to develop further assurance as to the way a particular intractable problem is being or
could be mitigated.

6.

Standing Agenda Items
•
•
•
•
•
•
•
•
•
•
•
•

7.

Apologies
Minutes of the last meeting.
Matters arising.
Actions log.
Review of work plan
Minutes of the Mental Health Legislation Assurance Committee
Minutes of the Audit Committee.
Quality governance assurance.
CQC Fundamental Standards key line of enquiry assurance.
Implications arising from internal or external reports relevant to Dorset HealthCare.
Discussion of items to be referred to the Audit Committee or escalated to the Board.
Review of effectiveness of meeting.

Relationships
7.1

The minutes of the Quality Governance Committee will be formally recorded and submitted to
the Trust Board. The Chair of the Committee will draw to the attention of the Board any issues
that require disclosure to the full Board or require executive action.
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8.0

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.

7.3

The Chair of the Committee will maintain frequent and open communication with the Chair
and Deputy Chair of the Trust; the Chairs of the Audit Committee and the Mental Health
Legislation Assurance Committee; and the Chairs of the Executive Quality & Clinical Risk Group
and the Executive Performance & Corporate Risk Group. They will meet together to
triangulate information on corporate and clinical risks and assurance each quarter, supported
by the Trust Secretary.

Monitoring Effectiveness
The Group will, at least once a year, review its own performance and Terms of Reference to ensure
its effectiveness. It will notify the Board of any changes it considers necessary.
The Group will maintain an annual plan for the programme of work for the forthcoming year. In
particular, the annual programme coverage will incorporate all key areas within the Group’s duties,
as set out in section 2 of its Terms of Reference.
Reviewed: December 2014

9.

Next review date: December 2015

Document Owner
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October
2014

0.7
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For review by Implementation Steering Group 15 October.
V3.4 reflects closer alignment of duties with Well-led governance
framework and to distinguish the assurance role of the non-executives
from the management role of the Executives.
Para 7.4 specifically refers to Mental Health Legislation Assurance
Committee being parented by QAC.
Para 2.6 added to specifically set out a duty relating to the quality
objectives and Board assurance framework.
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TERMS OF REFERENCE: MENTAL
HEALTH LEGISLATION ASSURANCE
COMMITTEE

The Board hereby resolves to establish a specialist arm of the Board’s Quality Governance Committee to be
known as the Mental Health Legislation Assurance Committee. The Committee is a non-executive
Committee of the Board. It has no executive powers, other than those specifically delegated in these
Terms of Reference.
1.

Purpose

1.1

The purpose of the Committee is to acquire and scrutinise assurances that the organisation is
operating and will continue to operate in accordance with the law and best practice in relation to
the rights of mental health services users.

1.2

The Committee will acquire and scrutinise assurances on the design and operation of controls
across the Trust regarding:

2.

(i)

the lawful detention and treatment of service users in accordance with the Mental Health
Act and Mental Health Act Code of Practice;

(ii)

the appropriate application of Deprivation of Liberty Safeguards and the requirements of
the Mental Capacity Act.

Duties

2.1

To assure itself that the provisions of mental health legislation (the Mental Health Act 1983
incorporating the amendments made under the Mental Health Act 2007, the Mental Health Act
Code of Practice 2008 and any subsequent amendments) are applied appropriately to each
individual patient and that practice is compliant with the legislation.

2.2

To assure itself that a review process for detained patients and the statutory responsibilities of
Mental Health Act Managers are discharged in accordance with the required provisions of the
legislation (Mental Health Act 1983 and Mental Health Act 2007) and in accordance with such
restrictions and conditions as the Board thinks fit.

2.3

To assure itself as to the appropriate application of Deprivation of Liberty Safeguards and the
requirements of the Mental Capacity Act.

2.4

To assure itself that appropriate reports of deaths of detained patients are made to the Care
Quality Commission.
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2.5

To assure itself that appropriate reports of instances of absence without leave are made to the
Care Quality Commission.

2.6

To review Care Quality Commission Inspection Reports and related Trust Action Plans and acquire
assurance as to the appropriate implementation of the Action Plans and any wider learning across
the Trust’s Mental Health Services.

2.7

To review national reports on mental health legislation as appropriate.

2.8

To assure itself that the Trust is acting in accordance with its Mental Health Act Scheme of
Delegation.

3.

Membership

3.1

The Membership of the Committee will comprise:
•
•
•

Non-Executive Directors (at least three), one of whom will be appointed Chair of the Committee by
the Trust Chair
Medical Director
Director of Quality & Nursing
The Chair of the Committee will also be a Member of the Quality Governance Committee. The Chair
of the Committee will also chair the Mental Health Act Panel Members’ Forum.

3.2.1
4.

The Committee will routinely be supported by other officers as set out below. Others may be asked
to attend for specific agenda items as required. External experts may be co-opted onto the
Committee as and when required.
Locality Director with lead responsibility for mental health
Specialist Mental Health Services Manager
Mental Health Act Lead Consultant
Mental Health Legislation Manager
Quorum
In order for decisions taken by the Committee to be valid, the meeting must be quorate. This will
consist of three Members, at least two of whom must be Non-Executive Directors being present at
the point when any business is transacted. In extremis, any member of the Committee who is able
to speak and be heard by each of the other Members will be deemed to be present in person and
will count towards the quorum.

5.

Frequency of Meetings

5.1

The Committee will meet at least quarterly, with meetings timed to coincide with the quarterly
meetings of the Quality Governance Committee.

5.2

Quarterly meetings will be planned to occur prior to the submission of quarterly reports to Monitor.
This will enable the Mental Health Legislation Assurance Committee Chair to make a timely report to
the Board on the current assurance position at the meeting at which the Board signs off the quarterly
report.
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5.3

The Committee has the discretion to meet more frequently if necessary to review specific items (for
example, Care Quality Commission Inspection Reports or Action Plans).

5.4

There may be occasions where an intractable problem or challenge that has failed to respond to
treatment becomes the topic of a Select Committee meeting. This means that the Committee would
meet ad hoc for a select purpose, being a ‘one item agenda’. The Executive would engage with the
Committee to develop further assurance as to the way a particular intractable problem is being or
could be mitigated.

6.

Standing Agenda Items
•
•
•
•
•
•
•

Apologies.
Minutes of the last meeting.
Matters arising.
Actions log.
Minutes of/report from the Quality Governance Committee
Minutes of the Audit Committee
Assurance of control over significant risks relating to mental health legislation (including mental
health legislation audits)
• Concerns arising from MHA Panel Members’ Forums
• Mental health case law and legislation updates
• Discussion of items to be referred to the Quality Governance Committee or escalated to the
Board.
7.

Relationships
7.1 The minutes of Mental Health Legislation Assurance Committee meetings will be formally recorded
and submitted to the Quality Governance Committee and the Trust Board. The Committee will
provide regular updates to the Quality Governance Committee after each meeting highlighting any
gaps in control or assurance. The Chair of the Committee will draw to the attention of the Quality
Governance Committee and/or 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 by way of a written account of the Committee’s
work during the year.
7.3 The Chair of the Committee will maintain frequent and open communication with the Chair and
Deputy Chair of the Trust; the Chairs of the Quality Governance Committee and the Audit
Committee; and the Chairs of the Executive Quality & Clinical Risk Group and the Executive
Performance and Corporate Risk Group. They will meet together informally to triangulate
information on corporate and clinical risks and assurance each quarter, supported by the Trust
Secretary.
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8.

Monitoring Effectiveness

8.1

The Committee will, 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.

8.2

The Committee will report on attendance during the year. It will provide an Annual Plan for the
programme of work for the forthcoming year. In particular, the annual programme coverage will
incorporate all key areas within the Committee’s duties, as set out in section 2 of its Terms of
Reference.
Reviewed: December 2014

9.

Next review date: December 2015

Document Owner
Trust Secretary

Date

Contact

Version

Nov 2014

Trust
Secretary

0.8

Page

Details of change
Terms of reference redrafted to underline the assurance role.
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TERMS OF REFERENCE:
EXECUTIVE QUALITY AND
CLINICAL RISK GROUP

The Chief Executive hereby establishes a management group to be known as the Executive Quality and
Clinical Risk Group (the ‘group’). The group will act within the authority provided by the Trust’s scheme of
reservation and delegation of powers.
1.

Purpose
The group is to be responsible for ensuring that an effective system of clinical governance is
embedded within the Trust, that it is under constant review and improvement and that the Trust
meets as a minimum all CQC Fundamental Standards. The main objective is to review all significant
quality risks and report to the Board by exception any failure to mitigate quality risks.

2.

Duties
2.1

The main duty of the group is to ensure that adequate and appropriate governance
structures, processes and internal controls are in place across the Trust and in each of its
Localities to achieve the quality objectives. The group promotes safety and excellence in
patient care. It identifies, prioritises and manages risk arising from clinical care on a
continuing basis. The Group leads on current and forecast compliance with CQC Fundamental
Standards.

2.2

The group will further:

a) Approve and ratify policies of trust-wide clinical significance and ratify policies which are
approved by its directly reporting sub-groups;
b) Monitor compliance against those NHSLA Risk Management Standards which the Trust
determines as relevant; including the Level at which the Trust intends to comply and actually
complies;
c) Monitor performance against and compliance with Care Quality Commission’s Fundamental
Standards; and oversee management action to address any shortcomings identified, including
by unannounced inspections;
d) Monitor performance against indicators included within the Trust’s Patient Safety, Clinical
Effectiveness, Patient& Carer Experience programmes;
e) Monitor and promote compliance across the Trust with national healthcare guidance,
including that from NICE; MHRA and others;
f)

Review any relevant external reports including those from the CQC for relevance to the Trust
and ensure that action plans are devised and performance managed to address any identified
deficiencies in clinical governance;

g) Oversee the practice of clinical risk management across the Trust; the population and use of
the risk register in relation to clinical risks; the risk treatment of any risk scoring above ≥10;
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h) Oversee the annual clinical audit programme, ensuring that it is consistent with the audit
needs of the Trust and relates to the Trust’s risk profile (approval of the annual plan lies with
the Quality Governance Committee);
i)

Monitor the data from the clinical benchmarking tools (e.g. CHKS) and review key clinical
outcome indicators including those relating to mortality and serious incidents;

j)

Monitor the mandatory training performance;

k) Review quality governance and require action to address any non-compliance with Monitor’s
Quality Governance Framework;
l)

Approve the Terms of Reference and membership of its reporting sub-groups and oversee the
work of those sub-groups, receiving reports from them for consideration and action as
necessary;

m) Oversee the Trust’s policies and procedures with respect of all matters within its terms of
reference thus ensuring that this is in accordance with all relevant legislation and guidance
including the Caldicott Guidelines and the Data Protection Act 1998, Human Tissue Act and
research governance best practice;
n) Oversee the processes within the Trust to ensure appropriate action is taken in response to
adverse clinical incidents, complaints and litigation and that examples of good practice are
disseminated within the Trust and beyond if appropriate;
o) Review annually the governance arrangements for each Locality;
p) Review the arrangements across the Trust for Health and Safety;
q) Consider urgent or material matters referred to the group by its sub-groups;
3. Chair, Members
The Medical Director and Director of Nursing & Quality will co-chair the group. In the absence of
both, a decision will be taken in advance of the meeting who will Chair that particular meeting. Nonexecutives will not be members but will have a standing invitation to attend for the purposes of
learning and triangulation.
The membership will be:
• Medical Director (co-chair);
• Director of Nursing & Quality (co-chair);
• Chief Executive;
• Director of Human Resources;
• Director of Finance;
• Locality Directors (x3);
• Director of Strategy & Business Planning;
• Director of Organisation Development, Participation and Corporate Affairs;
In attendance at all meetings:
• Heads of: Regulation & Compliance
Patient Safety & Quality
Clinical Effectiveness
Patient Experience
• Clinical Risk Manager
• Locality Clinical Directors
• Infection prevention designated doctor or DIPC
• Caldicott Guardian
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•
•

Safeguarding Lead
Trust Secretary

The Group may require the attendance of any officer whom it believes may assist with the work of
the Group. This will include from time to time, the Chief Pharmacist; Health and Safety Lead,
Safeguarding Lead.
The offices of the Medical Director and Director of Nursing & Quality will arrange the servicing of the
Group. Minutes of the meetings will be made.
4.

Quorum
In order for decisions taken by the group to be valid, the meeting must be quorate. This will consist
of five members of the group being present at the point when any business is transacted. In
extremis, any member of the group who is able to speak and be heard by each of the other members
will be deemed to be present in person and will count towards the quorum.

5.

Frequency of Meetings
The group will meet at least 9 times per year. Papers will be available at least 5 clear days before
each meeting and will not be tabled unless exceptionally with the Group Chair’s agreement. The
Chair of the Group may direct the Secretary to convene additional meetings.

6.

Standing Agenda Items
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•
7.

Apologies
Minutes of the last meeting
Matters arising
Action log
Review of work plan
Items escalated by sub-groups
Review of minutes submitted by reporting sub-groups
o Patient Safety
o Clinical Effectiveness
o Patient and carer experience
Policy approval and ratification
Review of Quality Account for current and forecast compliance against CQC Fundamental
Standards in relation to safety; clinical effectiveness; patient & carer experience
Compliance against other national guidance / alerts
Review of clinical risks with residual score 10+
Actions arising from external reports relevant to the Trust
Progress of the annual clinical audit programme
Horizon scan for clinical governance issues
Horizon scan for identifying and approving data submissions to be made to external agencies,
commissioners, regulators etc
Research issues
Discussion of items to be escalated to the Board
Review the effectiveness of meeting.

Relationships
The minutes of the Group’s meetings will be recorded. The Chair of the Group will draw to the
attention of the Board any issues that require escalation.
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The Chair of the Group will report to the Board at least annually on the completion of its work in
support of the Annual Governance Statement.
The Chair of the group will maintain frequent and open communication with the chairs of the Audit
Committee; Quality Governance Committee; Executive Performance and Non-Clinical Risk Group.
They will meet together informally to triangulate information on significant risks and assurance each
quarter, supported by the Trust Secretary.
The Group will act as a parent to the following sub-groups, which will relate to and report to the
Group regularly by way of escalation and provision of approved minutes:
Safeguarding Group
Medical devices Group
IPC Group
Sudden Untoward Incident Group
Medicines Management Group
Information Governance Steering Group
Health & Safety Group
NICE Guidelines Group
Patient & public Engagement group
Data Quality Task & Finish Group
8.

Monitoring Effectiveness
The Group will, at least once a year, review its own performance and Terms of Reference to ensure
its effectiveness. It will notify the Board of any changes it considers necessary.
The Group will maintain an annual plan for the programme of work for the forthcoming year. In
particular, the annual programme coverage will incorporate all key areas within the Group’s duties,
as set out in section 2 of its Terms of Reference.
Reviewed: December 2014

9.

Next Review Date:

December 2015

Document Owner
The Trust Secretary is the owner of this document and of any Board minute authorising any
amendment.

Date

Dec 2014

Contact

Trust
Secretary

Version

0.9

Page

Details of change
Para 2.1 and 6. Amended to emphasise role in current and
forecast compliance with CQC Fundamental Standards.
For review by Steering Group 19.11.14
For review by Board 10.12.14
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TERMS OF REFERENCE:
EXECUTIVE PERFORMANCE AND
CORPORATE RISK GROUP

The Chief Executive hereby establishes a management group to be known as the Executive Performance
and Corporate Risk Group (the ‘group’). The group is a management group and has executive powers in
accordance with the scheme of reservation and delegation of powers.
1.

Purpose
The purpose of the group is to lead on and monitor the mechanisms of corporate performance
reporting to the Board and other audiences; to monitor the Trust’s corporate performance and to
improve the corporate (ie non-clinical) risk practice, culture and exposure of the Trust, including
those risks relating to its corporate support and technical resources (finance; quality; strategic
planning; PMO; HR & OD; Estates & Facilities; informatics). The group will develop and monitor the
implementation of change programmes within corporate services.

2.

Duties
The duties and authority of the group will be as set out below:

2.1

Performance
a) To monitor and forecast the Trust’s non-financial performance, including Monitor risk ratings, all
targets and metrics relating to Monitor’s compliance regime; all quality targets and metrics; all NHS
England and DH requirements and commissioner contracts. (Adherence to CQC standards is the
purview of the Executive Quality and Clinical Risk group). To include performance against the
annual plan and five year strategy.
b) To monitor and ensure effective reporting to the Board and other internal audiences of the use of
corporate and technical resources including finance; HR & OD; Estates & Facilities; informatics.
c) To monitor the Trust’s corporate (ie non-clinical) risk profile, ensuring that corporate departments
apply appropriate risk treatment. (Health and safety is the purview of the Executive Quality and
Clinical Risk Group). Oversee the practice of corporate (ie non-clinical) risk management across the
Trust; the population and use of the risk register in relation to corporate (ie non-clinical) risks; the
risk treatment of any corporate (ie non-clinical) risk scoring 10+.
d) To review and make recommendations to the Board regarding the adequacy and effectiveness of
the Trust’s performance reporting infrastructure and processes.
e) Review and approve the Risk Management Policy and the Health & Safety Policy as fit for purpose.
f)

To ensure that all corporate (ie non-clinical) risk is adequately identified and managed so as to
provide the Chief Executive with confidence in signing the Annual Governance Statement.

g) To ensure the Trust remains compliant with Monitor Licence Conditions, and from time to time, with
any Undertakings provided to Monitor.
h) To ensure that the Trust has credible, tested policy, plans, systems and processes in place to sustain
the organisation in the event of actual or potential emergency situation and business interruption.
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i)

2.2

To review mechanisms and data quality assurance re the collection, review and reporting to the
Health Protection Agency; STEIS; NRLS; HES; CHKS and / or Dr Foster; Picker Institute; DH; CCGs; NHS
Choices; HSCIC; CQC; Monitor.
Finance

a) To formulate and recommend to the Board the Trust’s medium term strategy in relation to both
revenue and capital.
b) To formulate and recommend to the Board the Trust’s annual financial targets, for approval and
thereafter to monitor the Trust’s performance against them.
c) To monitor the Trust’s working capital position.
d) To formulate the Trust’s operating cash policy and thereafter to monitor performance against the
policy.
e) To monitor planning and progress of the Trust’s CIP and CQUIN programmes.
f)

The Committee will ensure the adoption and application of best practice governance and decisionmaking processes for making significant investments and divestments in line with the NHS Act
2006, the Foundation Trust’s Licence; the Risk Assessment Framework and Monitor’s REID guidance
and the Constitution.
g) The Committee will ensure that planned asset replacement profiles are adequate and appropriately
reflected in the Trust’s cash flow planning.
h) To ensure that income risk, whether by finance regime change (e.g. PbR), CIP programme
management or annual contractual negotiation, is being adequately prepared for, recognised in
financial planning and reported to the Board.

2.3

Investment
a) To formulate the Trust’s Investment Policy and to review the same at least annually.
b) To monitor the Trust’s investments ensuring compliance with internal policies and external
regulation.
c) To review the business case for major investments in excess of £1M against the Trust’s strategy and
investment policy, reporting to the Trust Board as appropriate.
d) To obtain and consider independent external advice for all major investments in excess of £1M and
for lesser investments where the Group deems it necessary.
e) To review and report to the Board on post project evaluation reports relating to significant capital
investments.
f)

3.

To make recommendations to the Charity Trustees regarding funds that have been identified by the
Charity Trustees being available for investment.
Chair, Members
The Chair will be the Chief Executive. The Group will be appointed by the Chief Executive. Nonexecutives will not be members but will have a standing invitation to attend for the purposes of
learning and triangulation.
The membership will include:
Chief Executive
Director of Finance & Performance Management
Director of Human Resources
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Director of Organisation Developmnent, Participation & Corporate Affairs
Director of Strategy & Business Planning
Locality Director – Bournemouth (EY)
Locality Director – Dorset (SO’D)
Locality Director – Poole (LB)
Trust Secretary (as lead for corporate risk)
The Group may require the attendance of any officer whom it believes may assist with the work of
the Group. This will include from time to time, the Chief Pharmacist; Health and Safety Lead,
Safeguarding Lead.
The Director of Finance will arrange the servicing of the Group. Minutes of the meetings will be
made.
4.

Quorum
In order for decisions taken by the group to be valid, the meeting must be quorate. A quorum will be
four Members including the Chief Executive or Deputy Chief Executive being present when any
business is transacted. In extremis, any member of the group who is able to speak and be heard by
each of the other members will be deemed to be present in person and will count towards the
quorum.

5.

Frequency of Meetings
The group will meet at least 9 times per year. Papers will be available at least 5 clear days before
each meeting and will not be tabled unless exceptionally with the Group Chair’s agreement. The
Chair of the Group may direct the Secretary to convene additional meetings.

6.

Standing Agenda Items
•
•
•
•
•
•
•
•

•
7.

Apologies.
Minutes of the last meeting.
Matters arising.
Action log.
Review of work plan.
Items escalated by sub-groups.
Review of minutes from reporting sub-groups
Performance:
Integrated performance report including quality account performance against metrics
and targets
Monitor returns and Monitor feedback
Corporate risk management report including corporate (ie non-clinical) risks with
residual score 10+
Additional reports on corporate support & technical resources
Discussion of items to be escalated to the Board.

Relationships
The minutes of the Group’s meetings will be recorded. The Chair of the Group will draw to the
attention of the Board any issues that require escalation.
The Chair of the Group will report to the Board at least annually on the completion of its work in
support of the Annual Governance Statement.
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The Chair of the Group will maintain frequent and open communication with the chairs of the
Quality Governance Committee; Executive Quality & Clinical Risk Group; Audit Committee. They will
meet together informally to triangulate information on significant risks and assurance each quarter,
supported by the Trust Secretary.
The Group will act as a parent to the following subsidiary groups, which will relate to and report to
the Group regularly:
•
•
•
•
•
8.

Trust Informatics Group
Capital Group
PMO
HR and OD
Estates

Monitoring Effectiveness
The Group will, at least once a year, review its own performance and Terms of Reference to ensure
its effectiveness. It will notify the Board of any changes it considers necessary.
The Group will maintain an annual plan for the programme of work for the forthcoming year. In
particular, the annual programme coverage will incorporate all key areas within the Group’s duties,
as set out in section 2 of its Terms of Reference.

Reviewed: December 2014
9.

Next Review Date:

December 2015

Document Owner
Trust Secretary

Date

Contact

Version

Nov 2014

Andy
Chittenden
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Details of change
First draft of ToR for new group.
Para 2.1h Added specific reference to sustainability during
emergency and business interruption.
Para 2f / g / h: added additional duties from draft Audit Terms of
reference after comment at Audit Committee 12.11.14: re
significant investments and divestments; asset replacement
profiles and planning for income risk.
Para 2.1 added specific reference to forecasting performance.
For review by Steering Group 19.11.14 and Board 10.12.14
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TERMS OF REFERENCE:

TRUST EXECUTIVE GROUP

The Chief Executive hereby establishes a management group to be known as the Trust Executive Group (the
‘group’). The group has no specific executive powers other than those vested in its Members according to
the Scheme of Reservation and Delegation.
1.

Purpose
The purpose for the group is to become the forum in which the lead clinicians and the Executive
directors of the Trust develop and discuss options for managing operational and strategic
opportunities and threats which may impact upon the performance and direction of the Trust.
The group’s deliberations will help inform the decisions taken by the Executive Directors.

2.

Duties
To consider issues relating to services, localities and the wider health economy thereby ensuring the
decisions of the Executive reflect clinical engagement and input.
To make recommendations to the Trust Board on strategic issues.

3.

Chair, Members
Ron Shields, Chief Executive (Chair)
Linda Boland, Locality Director
Jackie Chai, Acting Director of Finance and Performance Management
Colin Hague, Director of Human Resources
Fiona Haughey, Director of Nursing and Quality
Dr Laurence Mynors-Wallis, Medical Director
Sally O’Donnell, Locality Director
Eugine Yafele, Locality Director
Nicola Plumb, Director of OD and Participation
Steve Hubbard, Director of Strategy
Other Members to be confirmed from the clinical body.
The Trust Secretary will be in attendance.

4.

Quorum
A quorum will be six members. The Chief Executive will be the Chair. In his absence a Deputy from
amongst the Executive will act as chair.

5.

Frequency of Meetings
The Trust Executive meets on the second Wednesday of the month, in Meeting Room 3, Sentinel
House.
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6.

Standing Agenda Items
There are to be no standing items. The meetings will be used for small numbers of topical subjects
upon which the Trust’s performance and direction are contingent.

7.

Relationships

7.1

Action notes from Group’s meetings will be formally recorded and submitted to the Board. The Chair
of the Group will draw to the attention of the Board any issues that require escalation.

7.2

The Chair of the Group will maintain frequent and open communication with the chairs of the
Quality Assurance Committee; Executive Quality & Clinical Risk Group; Executive Performance &
Non-clinical Risk Group. They will meet together informally to triangulate information on clinical and
corporate risks and assurance each quarter, supported by the Trust Secretary.

8.

Monitoring Effectiveness

8.1

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

8.2

The Group will provide an Annual Report to the Trust Board, which will summarise its performance
against the delivery of its work programme. This will support the Annual Governance Statement. It
will also report on attendance during the year. It will provide an Annual Plan for the programme of
work for the forthcoming year. In particular, the annual programme coverage will incorporate all key
areas within the Group’s duties, as set out in section 2 of its Terms of Reference.
Reviewed: November 2014
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BOARD CYCLE OF BUSINESS
Part 1 Board Meeting 10th December 2014
Author

Helen Potton, Interim Trust Secretary

Sponsoring Board Member

Ann Abraham, Trust Chair
To provide the Board with an early view of the cycle of
business from January 2015 to 31 March 2016.
The Board is asked to review and approve the content of
the paper.

Purpose of Report
Recommendation
Engagement and Involvement

The paper has been prepared based on the topics
included within the original Board cycle of business which
went to August 2014 Board. Meetings have been held
with Executive Directors to confirm the accuracy and
timing of the Board’s business.

Previous Committee/s Dates

N/A

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

Detail in report

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




















Initials __HP__

PREAMBLE
The proposal for an annual cycle of planned business was approved at the August 2014 Board
meeting.
The attached paper sets out the Board’s cycle of business for the period January 2015 to March
2016.
In the previous version a “note” column identified topics or papers that were proposed for transfer
to one of the Board Sub - Committees, as outlined in the Governance Framework Paper also being
presented at the December Board meeting. For the purposes of this document this column has not
been referenced as it will be picked up in the Governance Framework Paper.
In addition to the annual cycle of business a three month rolling agenda will assist Executive
Directors. It also provides Non Executives with a clear horizon on which to base expectations of
topics being addressed. The month cycle should stimulate an ongoing dialogue with the Interim
Trust Secretary as to any omissions and amendments to the outline plan.
The Executive Directors will be expected to regularly update the Interim Trust Secretary and give
early indication of additional items for coming Board meetings.
RECOMMENDATIONS
The Board is asked to review and approve the content of the paper.

Helen Potton
Interim Trust Secretary

Board Cycle of Business
Standing Items
Apologies
Patient Story
Declarations of Interests in relation to agenda items
Minutes of the previous Part 1 Board Meeting
Chair’s Communications
Chief Executive’s Report, including changes to significant risks
Approved minutes from Board Committees
Integrated Performance Report
Monthly update on People Management and Organisation Development
Any Other Business
Periodic Items
Date
January 2015

February 2015

March 2015
April 2015

May 2015

June 2015

Business
Quarterly Monitor Submission
Strategic Plan 2015
Operating Framework – Planning Assumptions for Annual Plan
Quarterly update on service improvement programmes (Locality
Management Plans)
Estates Strategy - Approval
Human Resources Strategy - Approval
IM&T Strategy - Approval
Annual Staffing Report
Annual Plan 2015/16 – Contract agreements
Quarterly review of Board Assurance Framework
Performance Management Framework
Annual Plan 2015/16 - draft financial plan
Quarterly Monitor Submission
Quarterly update on service improvement programmes (Locality
Management Plans)
Nursing Strategy - Approval
Quality Strategy - Approval
Annual Report and Accounts including Annual Governance Statement
and Quality Account - draft
Reports of Board Committees for 2014/15
Register of Interests
Infection Prevention six monthly report
Annual Report and Accounts including Annual Governance Statement
and Quality Account - approval
Fit and Proper Persons (Licence Condition)
Quarterly review of Board Assurance Framework
Annual Plan 2015/16 – approval financial plan
Corporate Governance Statement re Licence Condition FT4
Membership Strategy Review
Annual Responsible Officer Report – Medical Revalidation and Appraisal

July 2015

September 2015
October 2015

November 2015
December 2015
January 2016

February 2016

Quarterly Monitor Submission
Quarterly update on service improvement programmes (Locality
Management Plans)
Midyear Staffing report
Quarterly review of Board Assurance Framework
Quarterly Monitor Submission
Quarterly update on service improvement programmes (Locality
Management Plans)
Infection Prevention six monthly report
Quarterly review of Board Assurance Framework
Quarterly Monitor Submission
Strategic Plan 2016
Operating Framework – Planning Assumptions for Annual Plan
Quarterly update on service improvement programmes (Locality
Management Plans)
Annual Staffing Report
Annual Plan 2016/17 – Contract agreements
Quarterly review of Board Assurance Framework
Annual Plan 2016/17 - draft financial plan
Performance Management Framework

3 MONTH OUTLINE BOARD AGENDA
(Taken from the Cycle of Business 2014-15)
January – March 2015

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

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

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

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

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

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

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

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

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

3 MONTH OUTLINE BOARD AGENDA
(Taken from the Cycle of Business 2014-15)
January – March 2015
PART 1 BOARD MEETING
WEDNESDAY 28th JANUARY
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making
To approve the Trust’s Vision and
Purpose (NP)
2015 Strategic Plan (SH)
Estates Strategy (SH)
Human Resources Strategy (CH)
IM&T Strategy (SH)
Operating Framework – Planning
Assumptions for Annual Plan
Updates on service improvement
framework (Locality Management
Plans) (LDs)

PART 1 BOARD MEETING
WEDNESDAY 25th FEBRUARY
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making
Annual Staffing Report (FH)
Annual Plan 2015/16 – Contracts
agreement

PART 1 BOARD MEETING
WEDNESDAY 25th MARCH
1:00 – 3:30
Draft Agenda
3) Strategy Development:
Policy Formulation and Decision
Making
Performance Management Framework
(JC/SH)

4) Regulatory and Compliance
Matters
Quarterly submission to Monitor (JC)
Management of Ligature Issues (CH)
The 3 month cycle of Board business

4) Regulatory and Compliance
Matters
Board Assurance Framework –
quarterly
Quality Account Priorities
The 3 month cycle of Board business

4) Regulatory and Compliance
Matters
Annual Plan 15/16 – Financial Plan
draft (JC)
The 3 month cycle of Board business

5) Other Matters
Any Other Business

5) Other Matters
Any Other Business

5) Other Matters
Any Other Business

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

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

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

