Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 22 February 2017 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB commencing at 1:00pm
If you are unable to attend please notify Keith Eales on 01202 277008.
Yours Sincerely,

Ann Abraham
Chair

PART 1
Initials

Paper

Welcome, Apologies and Previous Meetings

Time
1:00
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Apologies

AA

Verbal
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Patient Story

PR

App A
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Declarations of interests in relation to agenda
items

AA

Verbal
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Minutes

AA

App B

AA

App C

To approve the:-
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(i)

minutes of the meeting held on 25
January 2017;

(ii)

minutes of the meeting of the Corporate
Trustee for the Charitable Fund held on
25 January 2017;

(iii)

notes of the workshop held on 1
February 2017.

Matters Arising - to consider progress.

1
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Chair’s Report - to receive an update.

AA

Verbal

RS

App D

1:30

NK

App E

1:50

MM

App F

2:15

CLH

App G

2:30

RS

App H

2:40

FH

App I

3:20

App J

3:30

Strategy Implementation:
Current Affairs and Operational Performance
7

Chief Executive’s Report
To consider the monthly report.

8

Trust Board Integrated Corporate Dashboard
To review the dashboard for January.

9

Finance Report for January
To consider the report.

10

People Management
To consider the bi-monthly report.
Strategy Development:
Policy Formulation and Decision Making

11

Trust Response to the Clinical Service Review
Consultation
To approve the response.
Regulatory and Governance Matters

12

CQC Quality Improvement Plan
To consider the monthly progress report on
delivery of the action plan

13

Minutes of Committee meetings:(a) Quality Governance Committee: 20
October 2016

LH

(b) Audit Committee: 24 October 2016

JMc

(c) Summary minutes of the Appointments &
Remuneration Committee: 25 October
2016

PR

2

14

Annual Cycle of Business

KE

App K

3:35

3:40

To note the annual cycle.
Other Matters
15

Any Other Business

AA

Verbal

16

Questions from Governors

AA

Verbal

17

Next Meetings

AA

Verbal

4:00

Board Workshop – 9.30am, Wednesday 1 March
2017, Sentinel House, Poole
Board Meeting – 1.00pm, Wednesday 29 March
2017, Sentinel House, Poole.

3

Agenda Item 2

Patient Story
Part 1 Board Meeting 22 February 2017
Author

A patient story assisted by
Julia Yeates, Patient Experience Co-ordinator

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the Patient’s experience of our services.

Recommendation

The Trust Board is asked to discuss and consider the narrative and
where necessary identify any further actions.
N/A
N/A
N/A

Reason for inclusion in Part 2
Engagement & Involvement
Previous Committee/s Dates

Monitoring and Assurance Summary
This report links to the Strategic
• To provide high quality care; first time, every time;
Goals
• To be a valued partner and expert in partnership working with
Patients, Communities and organisations;
• To be a learning organisation, maximising our partnership with
Bournemouth University and promoting innovation, research
and evidence based practice;
• To have a skilled, diverse and caring workforce who are proud
to work for Dorset HealthCare;
• To be a national leader in the delivery of integrated care;
• To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
• To raise awareness within the Trust and externally of the
impact that our work has on people and our environment, and
take steps to reduce any negative effects.
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
Y
Y
Y
Y
Y
Y
Y
Y
Y

Any action required?
Yes
Detail in
No
report

Patient Story – Out-patient Physiotherapy, St Leonards Hospital
Ms HR
Referred by GP for Acute Sciatica - Treated between July 2015 & April 2016
Ms HR lives in Fordingbridge. About four years ago she fell very heavily on her hip, followed, a short while
later, by two further falls down stairs. She was taken to Salisbury but no break was discovered. She was
given Tramadol for pain relief and discharged. After a few days she stopped taking the Tramadol as she
felt they were making her feel very ill. Ms HR had private Physiotherapy and felt that her injury had begun
to resolve.
However, over the next two to three years she began to notice she had pain which was a “pulling”
sensation in her thigh after walking. She ignored it. It became worse and more frequent and the pain made
her sedentary. At its worst, she could not walk for stiffness and pain and she shuffled rather than
walked. Eventually she attended her GP practice to ask for help. The GP examined her and made a
diagnosis of spinal stenosis. As the doctor described the symptoms Ms HR did not agree with the
diagnosis. All the focus was on her lumbar spine and, despite her understanding referred pain, she did not
believe that the real diagnosis had been found. Ms HR asked for an MRI scan from another GP at the
practice and it was ordered for her lower back. At her request, she was referred to the physiotherapists at
St Leonards hospital whilst awaiting the scan. The scan did show some issues, mainly wear and tear and
some narrow discs, spurs and Tarlov cysts but it did not show any nerve compression. The movements
that were expected to cause pain from such degeneration did not in fact do so, at any time.
Ms HR was unhappy with the first physiotherapist she saw. She noticed, when completing an assessment
form on her initial visit, that it was entitled “About your Back Pain”. When she returned it to the
physiotherapist she mentioned that her pain was not in her back. The physiotherapist said "That's what
you've been referred for". Ms HR said that she did not have any back pain. The physiotherapist said “Well
that's what's written here”. Ms HR felt this was a negative response, suggesting the patient did not know
where her chronic pain was sited. Ms HR is interested in understanding everything that is happening with
her body, was keen to understand the treatment being offered and to put her opinions forward. Ms HR
understood that the member of staff was trying to do her job. However she feels the physiotherapist took,
as a challenge to her professional opinion, some information that Ms HR had found out for herself by
personal research, rather than realising it was just interest and a desire to understand why she was in such
pain. The exercises she was given did not seem to help at all.
Ms HR felt completely crippled by the pain. Pain medication did not help. Naproxen had some effect but
she then suffered from fairly extreme tinnitus which is a recognised side effect of long term Naproxen
use. Ms HR continued to look for other solutions and saw a private physiotherapist.
When Ms HR mentioned her attempts to try other solutions the physiotherapist advised her that she could
no longer be seen if she was seeing other private physiotherapists. Ms HR was very unhappy with this
response and she said that she was not happy to be discharged due to this policy. Another physiotherapist
discussed with the patient what she wanted to achieve and Ms HR was offered a physiotherapy class. Ms
HR readily agreed.
Ms HR said that the class she attended was much better. She said of the new male physio she saw that
“he was a completely different kettle of fish. He was laid back, showed he cared and was not
uncomfortable in being asked why things were being done. I felt taken care of. I knew he wouldn’t feel
threatened by my questions.” Ms HR said that she knows she may present a challenge to professionals;
she is assertive and is not afraid to challenge them. However the gentleman she saw in the class was not
fazed by her approach and appeared to listen and try to understand her. When asking if the exercises he
was advising, on a balance board for example, would be OK for her, he took time to reassure her and
explain the rationale behind the exercise.
After some time she began to realise that her new physiotherapist had not treated her injury in isolation but
had treated her holistically. He got her to recognise that her constant search for alternatives might be
muddying the water a little. He explained her cocktail of remedies and approaches made it difficult to
assess their impact and suggested that she might want to take a step by step approach to see what really
did make a difference to her pain. She trusted him, he gave her the time she needed and he listened to her
anxieties. By her sixth appointment she was stronger and more flexible, still in pain and not moving as she
once had, but there was definite progress.
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The physiotherapist had suggested acupuncture which was arranged. This did make a small difference. He
further suggested that she may be suffering from Chronic Pain Condition. He carefully suggested that
there could be a psychosomatic element and suggested a referral to the pain clinic could help. However on
discussion with her GP she was advised that she could not be referred unless it was shown that five drugs
had been tried previously. She was unhappy with this suggestion as she found that the first line drugs had
made her feel very unwell. She wonders why there is no non-drug pain management offered? The
physiotherapist said he would try and refer her but she has heard nothing, so believes he is not allowed to
refer to the clinic.
Ms HR can now move freely and has no pain in her thigh. She believes that the physiotherapy helped by
building some strength and more flexibility but relief from stiffness and pain was still erratic and random
from day to day. After this point she said her chiropractor said her coccyx was out of alignment and after
realignment she has never had the thigh pain again. Once the thigh pain was resolved it allowed for proper
movement and much more relief followed.
She is 80% towards a full recovery and now has periods of comfort but believes if she had not searched for
other solutions but relied only on NHS treatment she would be taking strong painkillers, in ever increasing
doses, and would be unable to walk properly for the rest of her life.

Team Feedback:
We are grateful to hear Ms HR’s story. From the service point of view, the first physio Ms HR saw is an
excellent
clinician
but
relatively
inexperienced
in
comparison
to
the
second
physiotherapist. Communication skills are built and honed with time and experience and unfortunately
there did appear to have been a clash between her and the patient. The physio called in a more senior
physio who suggested the transfer of care to another physio, who was felt to be a more appropriate
clinician to help this lady. We recognise that this is a learning point where the patient-physio relationship is
not working. Patients are discussed with a senior or another colleague if the patient is not improving within
the first three sessions.
As autonomous professionals, physiotherapists make their own clinical impression from the patient’s
assessment so GP diagnosis does not affect this. However, this again could have been a communication
issue in this case. The local service was working under the impression that concurrent treatment with
another physio was not possible. However, when Ms HR raised the issue, the current guidance from the
Chartered Society of Physiotherapy was reviewed and it became clear that concurrent treatment is a
patients choice if they wish. We apologise for this and the whole team has been updated on concurrent
treatment. Ms HR’s story demonstrates how crucial communication skills are for clinicians and we are glad
to hear that her physical condition is finally improving.
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PATIENT STORY – OVERVIEW
Department/Ward/Unit:

Outpatient Physiotherapy – St. Leonards
To promote physical, psychological and social well-being through physical
methods such as manual therapy (hands on treatment), electrotherapy, exercise,
advice and education.

Locality:

Poole & East Dorset

Overview:

Ms HR’s story highlights
• She feels an unproven diagnosis made by her GP meant that she was treated
for the wrong condition;
•

There was initially a time when her direct feedback was not as important as
the GPs diagnosis;

•

She realises trying different strategies can make the issue more difficult to
resolve;

•

The NHS can sometimes become a machine that takes over, e.g. no pain
support unless you have tried drug therapy which does not take into account
the patient’s choice.

•

Professionals should be able to refer to other pain services directly.

Triangulation Year to Date:
Compliments

One compliment regarding
good care.

Friends &
Family Test

Number of responses:
740
Likely to Recommend and higher:
100%
Good overall care or higher:
100%

Complaints

No complaints received this
financial year.

Service
Specific
Survey

None reported

CQC

16 October 2015
Community health services for
Adults

NHS Choices
Reviews/
Online
Comments

5 star: 0
4 star: 0
3 star: 0
2 star: 0
1 star: 0

Good
QUIS

Between March & October
2016
Good quality of interaction
observed. Some neutral
interactions due to
environmental factors and
equipment issues.
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Agenda Item 4i

Minutes of the Board of Directors Meeting held at 1pm on Wednesday 25 January
2017 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Ron Shields
David Brook
Lynne Hunt
John Hughes
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Linda Boland
Colin Hague
Fiona Haughey
Matthew Metcalfe
Sally O’Donnell
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Locality Director-Poole and East Dorset
Director of Human Resources
Director of Nursing and Quality
Director of Finance and Strategic Development
Locality Director-Dorset
Director of Organisational Development and Participation
Locality Director – Bournemouth and Christchurch

In Attendance:
Keith Eales

Trust Secretary

Apologies:
Nick Kosky

Medical Director

Governor Observers:
Chris Balfe
Scottie Gregory
Sue Howshall
Jan Owens
Justine McGuinness
Stefan Morawiec
Judith Adda,
Angela Bartlett
Pat Cooper
Peter Kelsall
Becky Aldridge
Bill Batty-Smith

Lead Governor and Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Bournemouth
Staff Governor
Staff Governor
Staff Governor
Partner Governor, Service User
Partner Governor, Dorset District Councils

689/17 Welcome and Apologies
The Chair welcomed Board members, Governors and staff observers to the meeting
and reported the apology received.
690/17 Patient Story
The meeting commenced with a story illustrating the experience of an out of area
patient transferred from Oxford to Florence House for postnatal psychosis care.
The story highlighted the respective experiences of the patient in Oxford and at
Florence House. It drew attention to the aspects of her care in Florence House which
had been particularly appreciated and her experiences with the NHS which, the
patient considered, could have been improved upon.
Board members considered that the story highlighted the importance of placing the
patient at the heart of their care and focussing on the individual rather than a
pathway. Board members commented that it was disappointing to see that the patient
had to be sectioned under the Mental Health Act before a bed could be found for
care to be provided.
The Director of Nursing and Quality advised that the Board of the other NHS Trust
involved in providing care would be receiving the same patient story.
The Board noted the patient story.
691/17 Declarations of Interests in Relation to Agenda Items
There were no declarations of interest in respect of agenda items.
692/17 Minutes and Notes of Previous Meetings
The Board approved as a correct record the minutes of the meeting held on 30
November 2016 and the Workshop notes of 7 December 2016 and 4 January 2017.
693/17 Matters Arising
The Trust Secretary submitted a report on matters arising from previous meetings.
Minute 673/16: Patient Story
It was noted that a report had been submitted to the Quality Governance Committee
on 19 January 2017 in respect of the themes highlighted in the patient story to the
last Board meeting. The Director of Nursing and Quality advised that, arising from the
meeting, the integrated corporate dashboard submitted to the Board would include
information on the number of children and adults placed outside of the County. A
meeting had also been arranged with the patient.
The Board noted the report.
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694/17 Chair’s Update
The Chair reported on:•

The availability of membership leaflets and posters which would be
distributed to Governors

•

The briefing note on the Hidden Talents project which had been distributed to
Board members. The Board expressed its continued support for the Hidden
Talents project and endorsed the proposed submission of bi-annual reports
to the Board;

•

The continuing conversations between the Chairs of the NHS Foundation
Trusts in the County in respect of governance of the Sustainability and
Transformation Plan (STP) and the terms of reference of the STP
Partnership Board.

695/17 Chief Executive’s Update
The Chief Executive submitted a report setting out key issues of concern and
interest.
The Chief Executive’s report highlighted progress with the Clinical Services Review
(CSR), the Sustainability and Transformation Plan for Dorset, the recruitment
process for the appointment of a Chief Operating Officer and a recent High Court
judgement involving the Trust.
With regard to the appointment of a Chief Operating Officer, the Chief Executive
advised that the opportunity had been taken to re-shape the structure of the
Executive team in the light of the retirement of three Directors. This had resulted in a
new role of Chief Operating Officer, in place of the three Locality Directors. The
selection would be made on 8 February.
The Board noted the report.
696/17 Board Integrated Corporate Dashboard
The Director of Nursing and Quality introduced the dashboard for December, which
focussed primarily on indicators associated with mandatory training, care plans and
risk assessment.
The Director of Nursing and Quality drew attention to:•

Mandatory training compliance had been above the 95% threshold for the last
six months;

•

Appraisal completion remained below the 95% threshold;

•

Delayed transfers from both mental health units and physical health units had
been above the 7.5% threshold for the previous two months;

•

The percentage of care plans in place remained below the 95% threshold at
85.57% in December;
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•

The percentage of risk assessments remained below the 95% threshold at
88.92% in December.

It was noted that the intention was to report, in future, compliance with care plans
and risk assessments as elements of a composite indicator. In response to a
question, the Director of Nursing and Quality confirmed that there would be a
continued focus on, and reporting in respect of, both care plans and risk
assessments.
The Chair of the Mental Health Legislation Assurance Committee gave an overview
of the key indicators in the Mental Health Legislation Dashboard, drawing attention to
areas where action was being taken to ensure compliance with the Code of Practice.
The Board noted the dashboard for December 2016.
697/17 Trust Finance Report for December 2016
The Director of Finance and Strategic Development submitted the Finance Report for
December 2016.
The Director of Finance and Strategic Development advised that the Trust was
£4.1m ahead of plan at the end of December. The forecast position was for a deficit
of £1m, which was £3m ahead of plan.
Agency expenditure year-to-date was £4m. This was continuing to reduce.
To date, £7.9m of the £8.1m cost improvement plan for the year had been achieved.
It was noted that, year-to-date, £6.8m of the £12.2m capital programme for the year
had been delivered. The forecast year end position was for expenditure of £11m.
The Use of Resource Rating within the Single Oversight Framework was 1.
The Director of Finance and Strategic Development advised that the Trust was likely
to receive an additional incentive payment from the Sustainability and Transformation
Fund for achieving a year-end position which was an improvement on the Control
Total set for the organisation. It was noted that, whilst the Control Total limited the
scope for additional revenue expenditure, the additional incentive payment could be
used to support the capital ambitions of the Trust as set out in the Operational Plan
2017/19.
The Board noted the Finance Report for December 2016.
698/16 Annual Report Summaries: Equality and Diversity and Health and Wellbeing
The Director of Human Resources submitted a report summarising the Annual
Reports in respect of equality and diversity and health and wellbeing.
The Director of Human Resources gave an overview of each report and highlighted
areas of assurance provided.
With regard to the report in respect of Health and Wellbeing, the Director of Human
Resources undertook to include measures in future reports setting out the take-up of
initiatives introduced.
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It was noted that the Chair of the Quality Governance Committee and the Director of
Nursing and Quality would be discussing future reporting arrangements to the
Committee in respect of ligature management.
The Board noted the annual report summaries.

699/17 Operational Plan 2017/19 Submission to NHS England
The Board received the Operational Plan 2017/19 which had been submitted to NHS
England on 23 December 2016.
700/17 CQC Quality Improvement Action Plan
The Director of Nursing and Quality introduced the monthly update on progress in
implementing the Quality Improvement Plan following the June 2015 CQC inspection
and the re-inspection of seven core services in March 2016.
The Board noted that of the 40 ‘must do’ recommendations, 26 were complete or
rated as green and 14 were rated as amber/green on the basis of being in progress
to meet the deadline. Of the 64 ‘should do’ recommendations, 45 were complete or
rated as green, 17 were rated as amber/green on the basis of being in progress to
meet the deadline and two were rated as red. The Board noted the details of the red
actions and the steps being taken to address the position.
The Director of Nursing and Quality gave an overview of progress with the actions
arising from the Mental Health Act monitoring visits undertaken by the CQC to
locations where patients were detained.
The Director of Nursing and Quality also gave an overview of two recent CQC
publications-‘Our Next Phase of Regulation’ and ‘Learning, Candour and
Accountability’. With regard to the former, it was noted that, within each Trust, only
one core service would be inspected a year. It was noted that, if implemented, this
would present the Trust with a challenge in moving the overall assessment from
‘requires improvement’ to ‘good’.
The Board noted the report.
701/17 Quarterly Review of the Board Assurance Framework
The Trust Secretary submitted a report summarising the outcome of the quarterly
review of the Board Assurance Framework (BAF).
The Trust Secretary explained that the review had followed the approach adopted in
the previous two quarters. The lead Director had undertaken a review of, and had
provided a narrative on, the progress made with mitigating actions in respect of each
risk. This had formed the basis for discussion at the Quality Governance Committee
on 19 January and the Audit Committee on 23 January.
The Trust Secretary commented that the risk in respect of workforce had received
particular attention. The Locality Director, Dorset, who was the lead Director for the
risk had concluded that the progress made, particularly with regard to the effective
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utilisation of staff, had reduced the likelihood of the risk occurring. The Quality
Governance Committee had endorsed the conclusions reached.
The Audit Committee had noted the progress made with regard to the management
of vacancies and the effective utilisation of staff. However, the Committee had
discussed whether sufficient staff would be available to the Trust to deliver the
Operational Plan for 2017/19, and the extent to which that was reflected in the
assessment of the likelihood of the risk occurring.
It was recognised by Board members that the assessment of the likelihood of the risk
materialising was a finely balanced judgment. However, it was concluded that the
assessment made by the lead Director and the Executive was appropriate.
The Board noted the outcome of the review of the BAF.
702/17 Quarterly Review of the Well-Led Action Plan
The Trust Secretary submitted a report setting out progress in respect of the
implementation of the action plan following the assessment against the Well-Led
Framework.
The Trust Secretary explained that five actions remained to be implemented. The
progress in respect of each was noted.
The Trust Secretary gave an overview of the joint consultation by the CQC and NHS
Improvement in respect of future governance reviews against a common well-led
framework. The Trust Secretary explained that it was planned to work in conjunction
with internal audit to complete a self-assessment against the new framework once it
was published.
The Chair commented that the majority of actions were either complete, had become
mainstream activity or had been overtaken by events. Given this, it would be
appropriate, at the time of the next report, to conclude reporting against the 2015
external governance review and action plan. A way forward would be proposed for
monitoring any actions outstanding at that time.
The Board noted the report.
703/17 Speaking Up and Blowing the Whistle Report
The Director of Human Resources submitted the quarterly report on formal
whistleblowing incidents in the period October-December 2016.
The Director of Human Resources gave an overview of the new cases raised
internally and the case updates. A progress report was also made in respect of the
appointment of a Freedom to Speak Up Guardian.
The Board noted the report.
704/17 Annual Cycle of Board Business
The Board received the annual cycle of business, which formed the basis of Board
agendas.
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The importance of having a comprehensive cycle of business in place was
emphasised. Directors were asked to advise the Trust Secretary of additions or
amendments to the draft cycle.
The Board noted the updated cycle of business.
705/17 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:•

The potential challenges that the Trust might encounter with recruiting staff in
the light of the UK’s departure from the European Union. The Director of
Human Resources advised that it was too early to assess on the implications.
However, it was noted that there would be other pressures on securing the
required number of staff to deliver Trust services, such as the reduction in
applicants for nursing degrees.

•

Clarification was sought with regard to the benchmarking information reported
to the Board in respect of the early intervention team. It was noted that the
team had, on the basis of the benchmarking information, fewer contacts with
patients than comparator organisations. The Locality Director, Bournemouth
and Christchurch, advised that this reflected staffing difficulties;

•

Clarification was sought with regard to the conclusions of the review of the
Community Mental Health Teams. The Locality Director, Bournemouth and
Christchurch undertook to provide a report to a future meeting of the Council
of Governors on the outcome of the review;

•

Further information was sought on progress with the recruitment campaign for
nursing staff being undertaken in London. The Director of Organisational
Development and Participation explained that posters were currently being
displayed on London Underground. The next phase would be adverts at bus
stops. A local campaign would commence in February.

•

Information was sought on the impact of the psychiatric intensive care unit at
St Ann’s Hospital which was now open. The Locality Director, Bournemouth
and Christchurch advised that there had been a reduction in the number of
out of area placements, to the lowest level for some time.

•

It was considered that there were opportunities to improve the discharge
information for patients with guidance on improving health at home. The
Director of Nursing and Quality undertook to investigate the example
provided.

706/17 Next Meeting
The Board noted that the next meeting would be held on Wednesday, 22 February
2017 at 1.00pm at Sentinel House, Poole.
707/17 Exclusion of the Press and Public
The Board resolved to exclude the press and public from the remainder of the
meeting because of the confidential nature of the business to be transacted, publicity
of which would be prejudicial to the public interest.
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708/18 Confidential Matters
The Director of Nursing and Quality briefed the Board on two staffing matters:•

The death of a member of staff, which was being investigated by the Police
and the Coroner;

•

An allegation by a patient of sexual assault on the part of a member of staff in
December 2015. This would be heard in court in early February.

Signed:

Date:
Ann Abraham, Chair
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Agenda Item 4ii

Minutes of the Meeting of the Corporate Trustee for Charitable Funds held at 4pm on
Wednesday 25 January 2017 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset,
BH17 0RB
Present:
Ann Abraham
Ron Shields
David Brook
Lynne Hunt
John Hughes
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Linda Boland
Colin Hague
Fiona Haughey
Matthew Metcalfe
Sally O’Donnell
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director, Chair of Charitable Funds Committee
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Locality Director-Poole and East Dorset
Director of Human Resources
Director of Nursing and Quality
Director of Finance and Strategic Development
Locality Director-Dorset
Director of Organisational Development and Participation
Locality Director – Bournemouth and Christchurch

In Attendance:
Keith Eales

Trust Secretary

Apologies:
Nick Kosky

Medical Director

Governor Observers:
Chris Balfe
Scottie Gregory
Angela Bartlett
Pat Cooper
Becky Aldridge

Lead Governor, Public Governor (Dorset RoE)
Public Governor (Dorset RoE)
Staff Governor
Staff Governor
Partner Governor (Service Users)

01/17 Welcome and Apologies
The Chair welcomed Board members and Governors to the meeting and reported the
apology received.

02/17 Charitable Fund Annual Report and Accounts 2015/16
The Director of Finance and Strategic Development submitted the Charitable Fund
Annual Report and Accounts 2015/16.
The Director of Finance and Strategic Development advised that the accounts did not
require an opinion from the Trust external auditors. They had, however, been
independently reviewed by external auditors.
The meeting noted that the Charity had ended the year with income of £136,000.
Over the course of the year £151,000 had been paid out by the Charity. The closing
fund for the year was £518,000.
The meeting received the Charitable Fund Annual Report and Accounts
2015/16.
03/17 Improving Access to Charitable Funds
The Chair of the Charitable Funds Committee introduced a report setting out a
recommendation from the Committee for improving access to charitable funds within
the Trust.
The Chair of the Charitable Funds Committee advised that, at present, there was an
inequitable level of access to Trust charitable funds across Trust sites and services.
This arose because some sites and services received a significant level of donations
whilst others did not. Often these funds were restricted, meaning that they could only
be used for the benefit of the specific service or site.
The Charitable Funds Committee had been considering options to improve the
access to charitable funds of those services which received limited or no donations.
The proposal now presented by the Committee was for charitable funds of
approximately £115,000, which had no clear ownership, little change in the balance,
and few if any expenditure plans to be passed to the oversight of the Charitable
Funds Committee. The Committee would then allocate these funds on the basis of
bids received. The meeting noted the main sources of the funds comprising the
£115,000 referred to.
It was noted that the Committee was proposing three principles for the allocation of
these funds:•
•
•

Bids should meet NHS Charitable Fund requirements;
Bids should be in line with the Trust strategy and values;
Any Trust service could submit a bid for support.

Corporate Trustee members emphasised the importance of encouraging donors not
to restrict their donations. This would maximise flexibility within the Trust for the use
of allocated funds.
The Chair of the Charitable Funds Committee referred to the renewed
encouragement being given to staff to submit bids for funding. The policy of the
Committee was for donations to be spent within 18 months of receipt. However, it
was proving challenging to achieve this given the limited number of bids being made
by Trust services and sites. Corporate Trustee members emphasised that it was
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important for the Trust to empower staff to submit bids for support from the
Charitable Fund.
The meeting noted that, during the course of the year, the decision had been made
to disinvest from the investment vehicle which the Trust Charitable Fund had been
placed with. This investment vehicle was focussed on providing an income from
invested funds. As the policy of the Corporate Trustee was to spend donations within
18 months of receipt, it had been concluded that the focus of the investment vehicle
no longer met the policy of the Trust. Alternative options for placing the Charitable
Fund were being considered.
The meeting agreed the approach of:(a) releasing underutilised, unrestricted Charitable funds for allocation by the
Charitable Funds Committee;
(b) making these funds available for all sites and services within the Trust to
bid against on the basis of the criteria outlined at the meeting.
Signed:

Date:

Ann Abraham, Chair
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Agenda Item 4iii

Notes of the Board Workshop held at 9.30am on Wednesday 1 February 2017 at
Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Ann Abraham
Ron Shields
David Brook
John Hughes
Lynne Hunt
John McBride
Sarah Murray
Peter Rawlinson
Linda Boland
Colin Hague
Nick Kosky
Fiona Haughey
Matthew Metcalfe
Sally O’Donnell
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director and Deputy Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Locality Director-Poole and East Dorset
Director of Human Resources
Medical Director
Director of Nursing & Quality
Director of Finance and Strategic Development
Locality Director, Dorset
Director of Organisational Development and Participation
Locality Director – Bournemouth and Christchurch

In Attendance:
Keith Eales

Trust Secretary

Apologies:
Nick Yeo

1

Non-Executive Director

Welcome and Apologies
The Chair welcomed members to the workshop and reported the apology received.

2

Update on the Clinical Services Review (CSR) Consultation
The Director of Organisational Development and Participation gave an update on the
consultation process for the CSR.
It was noted that Dorset Clinical Commissioning Group (CCG) consultation events
were continuing. Alongside these, the Trust was continuing to hold events for staff.
The broad themes arising from these were noted. The Chief Executive advised that
Directors were continuing to encourage staff to respond to the formal consultation.

3

Draft Response to the Clinical Services Review
The Chief Executive gave an overview of the draft Trust response to the CSR
consultation proposals. The text of the response was distributed to Board members.
The Chief Executive commented that the draft response was supportive of the
direction of travel and made clear the need for, and the complexities of, changes in
the provision of NHS services in the County.
The Chief Executive commented that, however, there were a number of topics that
the Board might wish to discuss prior to the submission of the response, including:•

The acute hospital configuration and whether or not the Trust wished to
comment on the recommendation in the consultation document in respect of
the location of the major emergency and planned care sites;

•

Whilst the overall approach to the development of integrated community
services was supported, the Board might wish to consider the proposals for
specific community hubs and the priorities for investment;

•

The need for further clarity in respect of funding the proposals in the
consultation document.

Acute Services Configuration
Board members discussed the proposals in respect of acute services. It was
considered that, as the largest NHS provider of services in the County, it was
appropriate for the Trust to comment on the preferred option for the provision of
acute services.
In expressing support for the preferred option in the consultation document, Board
members considered that the decision in respect of the sites for the major emergency
centre and the planned care centre was finely balanced. The capital investment
requirements of the options were considered to be the most significant determinant in
the Board preference for the recommended option in the consultation document.
Board members recognised the strong clinical arguments for concentrating the
majority of services on one site, whilst having some reservations about the simplicity
of the division between emergency and planned care. For example, the provision of
planned care services was likely to require a co-located or nearby supporting
emergency care infrastructure.
Board members concluded that the imperative should be to establish one acute
network of services across Dorset providing the best services and outcomes across
the three acute hospital sites in the County. It would be for the CCG, in conjunction
with the three acute trusts, to determine the appropriate consolidation and distribution
of services to achieve this.
The Board recognised that this reflected a broader principle in the consultation
proposals-that they should be considered as the beginning of a process to shape the
provision of NHS services in the County.

2

Integrated Community and Primary Services
The Chief Executive gave an overview of the proposals in respect of community hubs
and the initial views of the Executive in respect of each.
With regard to the recommendation in the consultation document that the St
Leonards Community Hospital should close and the site be disposed of, the
Executive was of the view that it was not yet clear that alternative locations were
available for all the services currently provided at the site. The draft response would
emphasise the need to find alternative sites and that the Trust would be willing to
engage with the CCG to discuss alternatives.
With regard to Alderney Community Hospital, it was noted that the future of the site
would be considered as part of the review of dementia services in the County. It was
concluded that this approach should be supported as it reflected the ambitions of the
Trust for the site to be a centre of excellence for mental health services for older
people. This ambition was not dependent on the current provision in respect of
rehabilitation beds for frail elderly patients remaining on the site. It would be
important, however, for the provision for these patients to be in an environment which
supported rehabilitation. It was agreed that the Executive would review the wording
of the response in respect of Alderney Hospital.
Board members noted that Kings Park Hospital and the Shelley Road site were not
referred to in the consultation document. It was considered that the Trust response
should reflect the ambition of the Trust to enhance the provision of services in the
Boscombe area through the disposal of the Kings Park Hospital site and investment
in Shelley Road as a community hub.
Board members discussed a number of general considerations that should be
referred to in the Trust response to the consultation, including:•

The limited availability of capital funding to support the development of the
community hubs would make it imperative for a prioritised investment plan to
be developed based on an assessment of need;

•

The proposals would benefit from further clarity in respect of the role of
community hubs and the principles around which they would be organised;

•

There was scope for further clarity in the proposals in respect of children’s
and young people’s services, services in respect of those with learning
disabilities and the extent to which the consultation proposals would address
health inequalities;

•

The workforce implications of the proposals and how these would be met;

•

The extent to which population growth had been factored into the consultation
proposals.

The Chair explained that the draft Trust response would be discussed with
Governors on 9 February. The revised Trust response would be considered on 22
February for submission to the CCG by 28 February.
Signed:

Date:
Ann Abraham, Chair
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Matters Arising
Part 1 Board Meeting 22 February 2017

Minute

Topic

Action

Lead

681/16

People
Management

The Director of Finance and Strategic
Development would submit a report to a future
meeting on the scope, role and cost of back office
services within the Trust and progress with
discussions on a shared approach within Dorset.

MM

(30 November
2016)

Keith Eales
Trust Secretary
February 2017

1

Deadli
ne
ASAP

Response
An update is provided
in the Chief Executive’s
report.
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Chief Executive’s Report
Part 1 Board Meeting 22 February 2017

Author

Ron Shields

Sponsoring Board
Member

Ron Shields

Purpose of Report

To give an overview of the current priorities and key work
areas of the Chief Executive and other significant issues in the
Trust.

Recommendation

The Board is asked to note the report

Engagement and
Involvement

-

Previous
Monthly report to the Board
Board/Committee Dates
Monitoring and Assurance Summary
This report links to the
Strategic Goals









To provide high quality care; first time, every time;
To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
To be a national leader in the delivery of integrated care;
To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
Any action required?

I confirm that I have considered each of
the implications of this report, on each Yes
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
Detail in report











No











1.

Introduction

1.1

My monthly report to the Board highlights
•

•
•
2

National developments in the NHS
External developments to bring to the attention of the Board
Consultations or other documents that will form future reports to the Board.

Trust and Local News
Clinical Services Review (CSR)

2.1

The CSR has continued to occupy considerable senior management and staff time over the
last month, in the lead up to the conclusion of the public consultation on 28 February 2017.

2.2

Work has continued on the Trust response following the discussion at the Board workshop
on 1 February.

2.3

The Council of Governors discussed key themes for inclusion in its response at the
meeting on 9 February. Governors were provided with, and briefed on, the Trust response
to support their deliberations. A group has been established to prepare the Council’s
response.

2.4

The draft Trust response is considered elsewhere on the Board agenda.
Staff Survey

2.5

The Trust has now received the data and top-level analysis from the 2016 NHS staff survey
conducted on our behalf by an independent supplier in November last year. At the time of
writing NHS England is analysing the results nationally; the full report is embargoed until 6
March and will be circulated to the board for information once received on or after 20
February.

2.6

In the period before publication we will be working with teams and services to agree action
plans needed to address areas for improvement in the results and a report to the board in
March will describe progress on that action planning. The early indications are that we
have continued to improve overall staff engagement and have also seen the response rate
improve against last year’s low return.
Shared Services

2.7

As part the STP developments and consistent with the request in July 2016 from NHSI the
Dorset NHS organisations have been working together to develop proposals to consolidate
support services. This work has focussed on five areas: (i) Human Resources (ii) Estates
and Facilities (iii) Procurement (iv) Finance and (vi) Informatics (including IT).

2.8

The review has been informed by benchmarking data submitted by Trusts and summarised
by NHSI. Indications are that the cost of DHC support services is relatively high. It is
therefore recognised that there may be the opportunity to make savings by simplifying and
standardising those services, or moving to shared services with other providers.

2.9

The pan Dorset providers are currently considering If there is a case for functional shared
services in each service area, what the shared service would look like and the benefits it
would offer. The results from the review are to be developed into outline business cases
planned for April 2017.

2

Media Coverage
2.10 Board members will be aware of the recent media coverage in the Bournemouth Echo
about offences by Trust staff.
2.11 Following the article in the Echo, I wrote to the Editor setting out the position of the Trust in
respect of the offences and the two individuals. For the sake of clarity of the Trust position,
I have attached my letter to the Editor.
Volunteering Memorandum of Understanding
2.12 The Communications team has been working with a small group of matrons and
representatives from the Leagues of Friends to develop a volunteering Memorandum of
Understanding.
2.13 This strengthens the arrangements in place for the Leagues of Friends' volunteers who
work at Trust sites, bringing the pre-volunteering checks in to line with our own
expectations and processes.
3

Recommendation

3.1

The Board is asked to note my report.

Ron Shields
Chief Executive
February 2017
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Corporate Department
Sentinel House
Nuffield Road
Poole
Dorset BH17 0RB
Tel: 01202 277003
www.dorsethealthcare.nhs.uk

Andy Martin
Editor, Daily Echo
Richmond Hill
Bournemouth BH2 6HH

13th February 2017

Dear Sir
I must respond to two articles profiled in the Echo on Friday 3 February 2017, and Saturday 11
February 2017.
The first article related to a member of our staff who was rightly convicted for a gross breach of
trust and serious sexual assault. It was Dorset HealthCare that reported Harvey to the
police. The language and sentiment expressed by a small number of your readers is
disturbing. They diminish the crime, condone sexual exploitation, and use pejorative
language about people with mental illness. It is disappointing that this has not been blocked.
For any member of staff to have sex with someone who is a patient is not just morally wrong, it
is a specific criminal offence: it is abuse.
One in four of us will be mentally ill some time in our lives. When a woman is admitted to
hospital they are very unwell and vulnerable. It is our duty to protect and care for them and to
support their recovery. One in four people means it can be any of our mothers, sisters,
daughters, or wives. We should all be appalled by this gross breach of trust which is reflected
in the prison sentence.
The second incident involving Simpson is completely separate and relates to a very serious
assault that took place outside of work. In a personal capacity, a work colleague of Simpson
has given a character reference for him. That is not the response of Dorset HealthCare as an
employer. Now that the facts are clear, the Trust has initiated formal disciplinary proceedings
which will consider the impact of the behaviour for which Simpson was convicted in the context
of his employment. Our first priority is the wellbeing of people in our care, and anyone
working for us has to display behaviour out of work that does not damage the reputation of our
staff, or put patients at risk. We treat such matters most seriously.
Yours sincerely

Ron Shields
Chief Executive
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Trust Board Integrated Corporate Dashboard December 2016
Part 1 Board Meeting 22 February 17
Author

Fiona Haughey, Director of Nursing and Quality; Matthew
Metcalfe, Director of Finance and Strategic Development; and
Colin Hague, Director of Human Resources

Sponsoring Board Member

Dr Nick Kosky, Medical Director /
Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To provide the Board with insight and foresight of Trust
performance and support effective decision making, highlighting
areas of exception and good practice.
The Trust performance reported here is underpinned by
ward/team level information and aims to provide Board line of
sight to performance within wards and teams.
This integrated corporate report brings together the Trust’s
performance on quality, workforce and finance against the
Trust’s plans and targets.

Recommendation
The Board is asked to Note the report and actions planned.
Engagement and Involvement

Previous Board/Committee
Dates

All directors, localities – performance business partners, finance,
human resources and quality teams.
There has been wide-scale engagement with the new quality
metrics with clinical staff from across the organisation.
Executive Performance and Corporate Risk Group

Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.

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

Board of Directors February 2017

Any action required?
Yes










Yes
Detail in report








No
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1.0 Timetable of reporting

This table shows the schedule of reporting for each metric. Metrics will only be reported on in the
month they are scheduled, unless there is a significant deviation from plan or previous
performance. Where a metric is consistently ‘green’, and there are no concerns, it will only be
reported once per annum.



This month’s report
Report date

Are We Safe?
Patient experience
Patients not feeling safe in our inpatient wards
Incidents (number of)
PSIs – moderate to catastrophic actual harm. [Excluding
falls/pressure ulcers]
Violent incidents – Patient on Patient
Violent Incidents – Patient on Staff

Apr

May

Jun

Jul

Aug





Sep

Oct

Nov





Dec

Jan

Feb

























Falls on inpatient wards
Number of Patients Absconding

















Prone Restraint
Seclusion

















Healthcare associated infections – C.diff
Healthcare associated infections – MRSA bacteraemia
Avoidable pressure ulcers acquired in care
(Grade 3 and above)
Workforce
Mandatory training completed
Vacancy numbers
Sickness rates
Are We Effective?
Patient Experience
Readmission within 28 days to Community Hospitals
Readmission within 28 days to Mental Health Wards
% of Bed days with delayed transfer from mental health
unit
% patients with delayed transfer from Physical health
unit
Assessments
Up to date care plans are in place for all patients on CPA
(mental health)
Risk Assessments updated in previous 12 months
(mental health)
CPA 7 Day Follow Up
Falls Assessment within 24 hours
Venous Thromboembolism (VTE) risk assessment
Pressure ulcer risk assessments Braden
Workforce
Completed Appraisals last year
Clinical supervision occurring according to Trust
standard
Are We Caring?
Patient Satisfaction
Friends & Family Test – Response Rate (hospitals)
Friends & Family Test - % Recommended
Patients involved in their care?



Mar
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This month’s report
Report date

Apr

Are We Well Led?
Organisational Development
(Staff Friends & Family Test) place of treatment
Quarterly
(Staff Friends & Family Test) place of work Quarterly
Operational Efficiency
Cash Balance
Capital Expenditure
CIP Performance
YTD (Surplus)/Deficit
Monitor Financial Sustainability Risk Rating
Monitor Governance Rating
Are We Responsive?
Patient access
(Patients have appointments within agreed limits)
Community Mental Health Teams (4weeks)
IAPT Dorset(treated within 6 weeks)
IAPT Dorset(treated within 18 weeks)
IAPT Southampton (treated within 6 weeks)
IAPT Southampton (treated within 18 weeks)
IAPT contractual requirement (treated in 4 weeks –
Dorset)
CAMHS Tier 3 (4 weeks)
CAMHS Tier 2 (8 weeks)
Memory Assessment Service (4 weeks)
Memory Assessment Service (6 weeks)

May

Jun

Jul

Aug

Sep

Oct

Key:
 Indicates months that metric due to be reported

Dec

Jan

Feb

Mar

































































































Patient experience
Number of complaints
Number of compliments
Rating of handling of complaint – Reported quarterly
Duty of Candour
National Reporting Frameworks
CQUINS
External Benchmarking
Nationally reportable concerns (CQC)
Research and Development Metrics
Mental Health Act Metrics
Inpatient Nursing Staffing
NHS Improvement
Additional Reports
Data Quality Assurance Activity Summary
Good Practice Examples

Nov




















































































































































Indicates months that metric is not due to be reported
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2.0 Executive Summary
All metrics can be seen in the overview dashboard on page 8. This report focuses mainly on metrics
associated with patient safety incidents, healthcare associated infections, pressure ulcers and patient
experience. An overview of progress with the Commissioning for Quality and Innovation (CQUIN)
schemes is also included.
As agreed at the latest Data Quality Steering Group, four metrics have moved from a moderate data
quality rating to a high data quality rating this month (Staff Friends and Family Test – place of
treatment and Staff Friends; Family Test – place of work; Vacancy rate; and Duty of Candour).
Page

•

Patient Safety Incidents resulting in actual harm of moderate to catastrophic
[excluding pressure ulcers and falls] - there have been 24 incidents in the past
three months including 15 moderate harm graded incidents, 1 major harm
incident and 8 unexpected patient deaths. Learning from incidents is widely
shared and the Trust’s Sign up to Safety work streams review incidents in a
thematic way and lead on work to reduce harm to patients e.g. the Suicide
Prevention work stream.

9

•

Clostridium difficile – there have been 4 incidents over the past three months, all
in November 2016 which included one patient who had relapsed. The total
number of cases in the year to date is 13 against an annual threshold of 12.
Lapses in care have been identified in 10 cases. Examples of recent action
taken include finalising a risk assessment tool for mental health services,
completing training for medical staff and undertaking an antibiotic prescribing
audit.

10

•

Avoidable pressure ulcers acquired in care (Grade 3 and above) – the number
of pressure ulcers identified as avoidable in the past 3 months was 6. 3 were
acquired in hospital and 3 in community care. 4 of the 6 were identified as
avoidable in January making the metric red against a monthly threshold of 3.
Theses relate to patients who acquired the pressure ulcers in May, August,
September and October. The action being taken includes updating leaflets and
resources; training; and implementation of monthly Tissue Viability visits to
community hospitals.
Pressure ulcer risk assessment – 98.9% of eligible patients admitted to hospital
in January received an assessment within 4 hours of admission. Compliance
has been consistently over the 95% threshold for over a year.

11

•

Friends and Family Test Response rate (hospitals) – the rate of response over
the last three months has fluctuated between 6.7% and 16.5% of eligible
respondents. A recent internal audit showed overall reasonable assurance with
this metric. Healthwatch will be reviewing the effectiveness of current
arrangements for systematically collecting and acting on patient / public / carer
feedback and insights over the next three months.

13

•

Friends and Family Test % recommended – patient feedback from hospitals and
community settings shows a high percentage would recommend the service
they have been cared for by. Results are consistently over 95%.

13

•

Patients involved in their care – 104 patients (91.8%) of 122 respondents
answered that they were involved in their care as much as they wanted to be.
This is below the 95% threshold and makes this metric red for January 2017. It
is noted that those asked are a small sample of those seen each month by Trust

14

Are we Safe?

Are we
Effective?

Are we
Caring?

•

5

12

Are we Well
Led?

Are we
Responsive?

•
•

Community Mental Health Team (4 week waiting time) – analysis of metrics not
due to be reported this month shows a positive outcome for this metric.
Compliance has risen to over 98%. This is the first time this metric has been
above the 95% threshold since this report began.

•

Number of complaints – the number of complaints over the last three months
has been 113. This is similar to previous periods. Further work is planned in the
next quarter to improve the way in which learning is shared with staff and the
public to help assure that we listen and respond to people's concerns.

15

•

Number of compliments - there have been 1908 compliments over the past
three months. The Patient Experience Team will be promoting the recording and
sharing of compliments during visits to teams and via communiques in quality
matters and via the updated information contained on the intranet/website.

16

•

Rating of handling of complaints - 71% of 14 respondents rated their satisfaction
with the handling of their complaint as very good, good or satisfactory. This is a
fall in satisfaction compared to Q2, however the number of respondents has
dropped from 16 to 14. With effect from Quarter4 the Trust will be trialling the
NHS England Complaints Satisfaction Survey for a period of 6 months. This will
give the Trust the opportunity to benchmark against other similar trusts.

17

•

Duty of candour – over the last three months the duty of candour requirement
was identified 17 times. 16 of these were for patients who had acquired
avoidable pressure ulcers and one related to a patient who had fallen. The
numbers have risen in the last two months compared to previous months. The
Trust monitors that an apology has been made. The data is captured at the
point that a duty of candour was identified as part of the investigation process
November to January which relate to incidents that occurred between the 16th
August and 24th November.
Central to the transformation of the Child and Adolescent Mental Health Service
(CAMHS) is the participation and involvement of people who access services
and their families. With support from Dorset Mental Health Forum, the Trust held
a workshop with young people to develop the participation and engagement
strategy. This ensured that the foundations for the involvement of people who
access the service are built with the insight of young people. It is noted that a
new transition consultant has recently been recruited to Weymouth.

18

Integrated hubs are being implemented across the county following on from the
success in Weymouth and Portland. An example of how one patient and carer
benefited from teams and services working together in Sherborne is described.
Another hub in Christchurch aims to reduce delayed transfers of care from acute
hospitals by providing early supported discharge.
There are no exceptions to report for the indicators.

20-21

There are 14 Commissioning for Quality and Innovation (CQUIN) schemes for
2016/17 with a total financial value of £4,767k. 8 schemes are forecast to deliver
to plan with detailed plans in place or processes set up for data collation and
reporting. Three schemes remain RAG-rated Amber; this reflects issues with
schemes that need to have plans strengthened or compliance targets that are

23

•

•

Area of
Good
Practice

NHS
Improvement
Indicators

•

•

•
CQUINs

services. It is envisaged the recommendations made by Healthwatch,
mentioned above, will lead to improved processes for collecting and acting on
feedback.
No metrics are due to be reported in detail this month.

6

19

22

forecast with a decreased confidence in delivery. Lead Directors are aware of
issues relating to Amber schemes and actions taken to increase confidence in
delivery plans. One scheme, Improving Uptake of Flu Vaccinations, has been
rated as Red to reflect the non-achievement of the national 75% target.
Discussions are taking place between the Director of Nursing and Quality and
Dorset Clinical Commissioning Group regarding progress against the target.
A summary of the key findings from the Child and Adolescent Mental Health Service
(CAMHS) Benchmarking Report for 2016 shows key highlights including:
o the Trust’s mean wait time from referral to first appointment was 6.39 weeks,
lower than the national mean of 9 weeks. The wait for referral to second
appointment in the Trust was within the highest third of trusts at 14 weeks;
o the rate of referrals accepted by CAMHS was 60%, below the national mean of
72%;
o the number of patients on the Trust’s caseload per 100,000 registered
population, however, is slightly above the national mean;
o the staffing levels for the Trust are just above the upper quartile. It is noted that
this is an indicative figure rather than absolute because it uses per 100,000
population;
o the Trust’s rate of patients not attending booked appointments (DNA rate) is
13%, above the national mean of 10%.
A summary of the key findings from the Community Hospital Benchmarking Report
for 2016 shows key highlights including:
o the average length of stay for Dorset HealthCare was 34 days, higher than the
national average of 28 days. A factor making direct comparisons between
External
community hospitals difficult is the proportions of step-up and step-down
Benchmarking
admissions. Step-up patients admitted from their usual place of residence often
require shorter lengths of rehabilitation and thus are discharged more quickly;
o the Trust’s percentage pressure ulcer prevalence was higher at 15.2% than the
national mean of 8.2%. These figures are taken from the snapshot Patient
Safety Thermometer data and includes patients who had pressure ulcers prior
to admission.

Inpatient
Nursing
Staffing

A summary of the Trust’s results for the 2016 survey of people who use community
mental health services shows results in line with the national picture.
o the Trust had a higher than average response rate 31% (252 patients)
compared to 28% nationally;
o the amalgamated responses of Dorset HealthCare patients put the Trust in the
‘About the same’ as other participating organisations range for every question of
the survey;
o the differences between the patient experience in 2015 and 2016 were not
statistically significant except for the responses to ‘did the person or people you
saw listen carefully to you?’ and ‘overall in the last 12 months, did you feel that
you were treated with respect and dignity by NHS mental health services’ where
there was a reduction of 0.5 and 0.7 points on a 10 point scale respectively.
• The national return on inpatient staffing fill rates for January is included.

Summary Recommendations/comments
The Board is asked to:

•

Note the contents of this report and actions planned.

7
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Board Dashboard – Quality Metrics (Month 10 - January 2017)
Are We Safe?
Metric

In Month

YTD

Threshold

Are We Effective?
Current
Status

Trend 6
months

Forecast
within
threshold

Data
Quality

Patient experience
Patients not feeling safe in our inpatient
wards

Metric

Are We Well Led?

In Month

YTD

Threshold

Current
Status

16.7%

8.2%

-

-

8.9%

8.1%

<9%

Trend
6 months

Forecast
within
threshold

Data
Quality

Operational Efficiency

£000

-

M

Cash Balance

35,957

-

-

-

H

Capital Expenditure

504

7,341

10,154

-

M

CIP Performance

61

7,971

6,667

31/03/2018

M

YTD Variance (Fav)/Adv

47

(4,067)

NHS Improvement Single Oversight
Framework - Segment

2

-

Patient Experience
14
(275)

118

-

-

-

M

Readmission within 28 days to
Community Hospitals
Readmission within 28 days to Mental
Health Wards

Incidents (number of)

G

Metric

In Month

YTD

Current
Status

Trend
6 months

Forecast
within
threshold

Data
Quality

-

-

-

H

-

31/03/2017

H

G

-

-

H

-

G

-

-

H

-

-

-

-

-

Threshold

£000 £000

8

74

-

-

-

M

% of Bed days with delayed transfer from
mental health unit

9.82%

-

<7.5%

Violent incidents - Patient on Patient

29

284

<=30

G

-

M

% patients with delayed transfer from
Physical health unit

16.8%

-

<7.5%

Violent Incidents - Patient on Staff

45

426

<=45

G

-

M

Assessments

Falls on inpatient wards

111

942

-

-

-

M

Up to date care plans in place for all
patients on CPA (mental health)

88.2%

-

>=95%

R

31/03/2017

L

6

56

<=6

G

-

M

Risk Assessments updated in previous
12 months (mental health)

89.6%

-

>=95%

R

31/03/2017

L

Patient access (Patients have appointments & treatments within agreed limits)

14

154

TBA

-

-

M

CPA 7 Day Follow Up

100.0% 98.2% >=95%

G

-

H

Community Mental Health Teams
(4 weeks)

98.2%

Seclusion

4

50

<=3

R

-

M

Falls Assessment within 24 hours

96.5%

98.0% >=95%

G

-

M

IAPT Dorset
(treated within 6 weeks)

Healthcare associated infections – C.diff

0

13

<=1 per
month

G

-

H

Venous Thromboembolism (VTE) risk
assessment

97.8%

98.0% >=95%

G

-

M

Healthcare associated infections – MRSA
bacteraemia

0

0

0 per
month

G

-

H

Pressure ulcer risk assessments
Braden

98.9%

97.2% >=95%

G

-

M

Avoidable pressure ulcers acquired in
care (Grade 3 and above)

4

28

<=3

R

-

M

Workforce

PSIs - moderate to catastrophic actual
harm. [Excluding falls/pressure ulcers]

Number of Patients Absconding
Prone Restraint

Workforce
Mandatory training completed

95.5%

95.2%

>95%

G

-

H

Vacancy rate

8.78%

-

0-10%

G

-

H

-

4.46%

<4.5%

G

-

M

Sickness rates

R

Completed Appraisals last year

94.94% 91.3% >=95%

R

Clinical supervision according to Trust
policy (6 monthly)

59.13%
Sep

R

-

>=95%

31/03/2017

M

-

Are we Caring?
Metric

In Month

YTD

Threshold

Current
Status

Trend 6
Forecast
mnths next month

Data
Quality

Patient Satisfaction

Are We Responsive?
>=95%

G

31/03/2017

M

82.3%

84.6% >=75%

G

-

H

IAPT Dorset
(treated within 18 weeks)

99.7%

99.2% >=95%

G

-

H

IAPT Southampton
(treated within 6 weeks)

100%

99.7% >=75%

G

-

H

IAPT Southampton
(treated within 18 weeks)

100%

100% >=95%

G

-

H

IAPT contractual requirement (treated in
4 weeks - Dorset)

42.4%

65.0% >=95%
-

-

G

-

M

CAMHS Tier 2 (8 weeks)

97%

-

-

G

-

M

Memory Assessment Service
(4 weeks)

89.2%

82.5% >=75%

G

31/12/2016

M

Memory Assessment Service
(6 weeks)

97.8%

95.0% >=95%

G

31/12/2016

M

17%

11%

-

Current status

FFT - % Recommended (total responses)

95%

97%

>=95%

G

-

M

Number of complaints

Patients involved in their care?

92%

95%

>=95%

R

-

M

Number of compliments

G

Achieving against Trustwide threshold this month

R

Underachieving against Trustwide threshold this month / expect to underachieve against
Trustwide threshold next month

A

Attention required

Patient experience

Rating of handling of complaint quarterly (total responses)

Are We Well Led?
Metric

In Month

YTD

Threshold

Current
Status

Trend
1 yr

Forecast
next month

Data
Quality

Duty of Candour

36

473

-

-

-

M

573

7046

-

-

-

M

Q3
71% (14)

-

>73%

-

M

8

39

-

-

H

Organisational Development

Key

H

High. Data is captured electronically within an auditable system. Indicator has a full audit trail
and both internal and external audits can assure the data or identify any potential issues.

(Staff FFT) place of treatment - quarterly - Q3 82%
(total responses)
(459)

-

>=72%

G

-

H

M

Moderate. Potential issues that could affect assurance of figures

(Staff FFT) place of work - quarterly (total Q3 67%
responses)
(459)

-

>=61%

G

-

H

L

Low. Data is reported with no easily discernible audit trail available or has data issues
identified, data quality is unknown or individual numbers are small. Data quality improvements
are actively monitored via the Audit Committee

CAMHS - Child and Adolescent Mental Health Services
CIP - Cost Improvement Programme
CPA - Care Programme Approach
FFT - Friends and Family Test
IAPT - Improving Access to Psychological Therapies
MRSA - Meticillin Resistant Staphylococcus aureus
PSIs - Patient Safety Incidents
YTD - Year to date

Data Quality

H

77%

FFT - Response Rate (hospitals)

-

30/06/2017

CAMHS Tier 3 (4 weeks)

Legend / Key

-

-

-
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4.1.1 Metric Progress Report Sheet: Patient Safety Incidents (PSIs) - moderate to catastrophic actual harm [excluding falls/pressure ulcers]
Current metric status
There is no threshold for this metric. The Trust closely monitors and reviews incidents regularly. There have been 24 incidents in the past three months.

The measure

Background and context
Description of indicator and context. What does ‘good’ look like?

PSIs resulting in
moderate to catastrophic harm [excluding falls/pressure ulcers]

This metric shows the number of patient safety incidents with an actual harm of moderate, major or catastrophic, excluding falls
and pressure ulcers. Falls and pressure ulcers are reported separately within the Integrated Corporate Dashboard.

15

The Trust has a good reporting culture showing a higher number of no harm and low harm incidents being reported. In the
latest National Reporting and Learning Service (NRLS) report, published in September 2016, the Trust had the second highest
reporting rate of 56 trusts, calculated from occupied bed days. This is seen as a sign of a positive reporting culture. This report
covers the period 1st October 2015 to 31st March 2016. The Trust's percentage of patient safety incidents resulting in severe
harm or death is lower, at 0.4%, than the average of 1.1% for trusts providing mental health services.

10
5
0

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Jul-16

Number of incidents

Aug-16

Sep-16

Median

Oct-16

Nov-16

Dec-16

Jan-17

The breakdown by type of incident shown on the left demonstrates that in the last three months patient deaths account for the
largest category of incidents. 15 patients experienced 'moderate' graded harm and 1 patient 'major' graded harm as a result of
self-harm. The 'Death of a Patient' category, on the whole, relates to the unexpected deaths of community mental health
patients.

There were 8 incidents in January. There was 1 unexpected death of a community patient and 7 patients experienced 'moderate' The 24 incidents during November to January occurred across 23 different teams. 2 patient incidents were reported for the
Christchurch/Southbourne Adult Community Mental Health Team.
graded harm incidents. The following table provides a breakdown by type of incident in the last three months compared to
previous 3 month periods.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

Each month a Summary of Learning from Serious Incidents Reviews lists the issues identified in recent reviews of incidents and Serious incidents are reviewed in line with the Trust Incident Reporting Policy to ensure that immediate learning occurs and
recommendations for practice. The latest report to the Quality Governance Committee in January 2017 on Serious Incidents
recommendations are made to try and reduce wherever possible incidents occurring again. Recommendations are shared
Requiring Investigation notes the following broad themes.
across the organisation through a variety of means such as the monthly Quality Matters newsletter, locality reports, Trust
intranet and learning events.
The care and service delivery problems identified are not necessarily directly linked to the untoward outcome but are areas that
the review identified as areas where care needed to be improved.
Incidents are reviewed in a thematic way within the Sign up to Safety workstreams and action taken to reduce harm to patients.
Some examples of current work is as follows:
Clinical documentation, communication, care programme approach (CPA) levels, pain assessment/management and completion
of assessments continue to be key themes that are highlighted in all reviews.
The Suicide Prevention workstream reviews self harm incidents and deaths from suicide. Recent work relates identifying the
time between assessment and admission to an inpatient bed, and reviewing the information available locally to the public on how
The issues highlighted in the Serious Incident reviews are shared with the following Sign Up To Safety Work streams:
to access support.
• Care planning
• Suicide Prevention
The Safe Transfer of Care workstream and the Deteriorating Patient workstream both review ill health incidents and deaths as
• Pressure Ulcer Reduction and Management
appropriate. Recent work includes enhancing communication methods such as handover sheets and safety briefings/huddles.
• Falls Prevention and Management
Post-discharge phone calls, within 72 hours, has also been rolled out to Fayrewood Ward recently. These follow-up calls receive
positive patient feedback.
Safe medication workstream - reviews medication incidents. A 'missed doses' song was performed at the Trust's Quality
Matters conference in January, and a video will shortly be launched. This aims to improve patient safety by communicating a
serious message in a fun and novel way. Bespoke training continues to be delivered to teams following medicine safety
incidents.
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4.1.2 Metric Progress Report Sheet: Healthcare Associated Infections C difficile (CDI)
Current metric status
There have been 4 cases in the last three months, although none in the last two months. The cumulative total for the year is currently 13 against an annual threshold of 12. 10 occurrences have been identified as due to a lapse in care. Local
action plans in place where lapses in care have been identified
Background and context
The measure

Healthcare Associated Infections - C difficile
Cumulative data
15
10

2015-16
Total 14 cases

5

Description of indicator and context. What does ‘good’ look like?

This metric includes all cases of Clostridium difficile infection (CDI) that were identified whilst a patient was within one
of our Trust hospitals (i.e. the sample tested for infection was taken whilst the patient on one of our wards). There
were 14 cases of C difficile infection reported for the year 2015-16 against the threshold of 12. This was an increase in
cases from 2014-15 when 8 cases were reported. (This increase mirrors the national trend). A root cause analysis
review is carried out for all cases to identify how the infection occurred, if it could have been avoided and any lessons
learnt to prevent further cases. In 2015/16, 6 of the cases were deemed not to be as a result in lapses of care.
Nursing staff should ensure that any patient who develops diarrhoea (type 5,6,7 stool) is isolated immediately and a
sample taken and sent to the laboratory and contact precautions put in place.

0
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
2015-16

2016-17

Lapses in Care 16/17

The graph above shows the cumulative number of cases per year
There were 4 cases in November, 0 in December and 0 in January. It is noted that one of the cases in November related
to a patient initially identified in September, who had a relapse in October and another relapse in November. Lapses in
care were identified for all four patients in November.

The work that has been carried out by the CDI Task and Finish group over the last year has been valuable in
identifying areas for improvement and actioning these. It is impossible, however, to quantify the impact the group has
had in the number of patients identified with CDI. The Trust would expect to identify patients with a CDI in spite of the
work undertaken. One measure of success might be a reduction in the number deemed due to a lapse in care over the
year. The number which were categorised as 'lapses in care' in 2015/16 was 8. This year there have been 10.
There have been no new cases identified in December 2016 or January 2017. A Case Review Report was produced
by the Infection Prevention and Control (IPC) Team in December, at the request of the Director of Infection Prevention
and Control, to investigate whether there were any key themes or trends missed. The report was presented at the IPC
group on January 26th. The report did not identify anything new. The report will go to the Executive Quality and
Clinical Risk Group for noting.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

The four cases that occurred in November (cases10-13) were unavoidable due to the nature of the patients conditions. In Since the Clostridium difficile task and finish group last met in July completion of the remaining elements of the action
all cases, antibiotic usage and medical history increased the risk of CDI infection. Cases are classified as due to a lapse plan has been ongoing as detailed below:
in care where procedures have not been followed when a patient has become symptomatic.
C difficile risk assessment tool for RiO: Work now completed.
Case 10:Canford Ward: St Leonards. Lapse due to environmental factors.
IPC leads met with the Mental Health RiO Lead to progress the work on this. A meeting was also held with the RiO
Case 11 Radipole Ward: Westhaven Lapse due to delay in isolating and adopting contact precautions.
development team in September and since then all the Clostridium difficile draft forms have been completed. The IPC
Case 12 Jersey Ward: Alderney
Lapse due to delay in isolating, No C. diff risk assessment or daily
Senior Nurse is meeting with the Mental Health Ward Managers in November to discuss the issues they have raised
review undertaken.
with the implementation of these forms. Completed on 28.11.16
Case 13 Tarrant Ward: Blandford.
This case is a second relapse (previous cases 8 and 9). Lapse due
to delayed specimen collection also treatment for relapsed cases not
CDI training for mental health doctors by Consultant Microbiologist. Completed now - however there is to be another
followed.
session for the doctors from Waterston Ward who did not attend the initial training session. Dr Alsaffar carried out
training on 28.11.16 for medical staff.
All 4 cases were lapses in care. Local action plans are in place to address issues.
To ensure that documentation used in the transfer of care between providers includes relevant information regarding
bowel history. (This will be progressed as part of the Safe transfer of Care workstream). There are still issues with the
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
information given to ward staff from the transferring hospital that needs addressing. Outstanding.
Number of cases
1
2
0
2
1
2
1
4
0
0
Lapses in care
0
1
N/A
1
1
2
1
4
N/A
N/A
The Trust has an Antibiotic Steward and an Antibiotic Stewardship Strategy and action plan. These ensure the
establishment of an antimicrobial stewardship programme within the Trust. A planned antibiotic prescribing audit was
undertaken in November as part of Antibiotic Awareness week. The results were presented at the IPC group in
January 2017.
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4.1.3 Metric Progress Report Sheet: Avoidable pressure ulcers
Current metric status
The number of pressure ulcers agreed to be avoidable and reported to commissioners over the past three months was 6 against a monthly threshold of 3. The threshold of 3 has not been met in 5 of the last 13 months. It is noted that the 4 avoidable pressure ulcers reported to commissioners in January, were initially
identified in October, November and December.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?

Avoidable pressure ulcers

This metric reports the number of pressure ulcers acquired in our care and deemed avoidable, by date of reporting to the Trust's commissioners.
Pressure ulcers are a recognisable proxy measure for the quality and safety of care patients receive and therefore standards of nursing care. They
represent a major burden of sickness and reduced quality of life for patients and create significant difficulties for patients, their carers and families.

7
6

The Trust is committed to reducing the number of preventable pressure ulcers acquired in our care. When a patient acquires a pressure ulcer in care
which is of a more severe nature (grade 3 or above), a root cause analysis (RCA) review is undertaken. Following the RCA, it is agreed whether the
care provided met agreed practice and if not the pressure ulcer may be deemed avoidable. The Trust has a locally set threshold of 3 reported to
commissioners per month based on a reduction of 50% over three years (using baseline from 2013/14 numbers). This includes both patients in
hospital and in the community.

5
4
3
2
1

The Trust has improved the timeliness of RCA completion, therefore lessons learnt are identified more quickly than in previous years.
Grade 2 pressure ulcers are reported via the incident reporting system and are reviewed at a local level.
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Linear (Number of incidents reported)

As part of the Trust's Sign up to Safety campaign, pressure ulcer workstream, trajectories for reducing avoidable pressure ulcers have been set.
There were 38 avoidable pressure ulcers identified in 2015/16, thus the Trust met its trajectory for that year.

The number of avoidable pressure ulcers reported to commissioners over the past three months was 6 with 1 in November, 1 in December and 4 in January. 3 patients
acquired avoidable pressure ulcers in hospital care and 3 under the care of district nursing. 2 related to the same ward in January, Jersey Ward, Alderney Hospital. It is
noted that the 4 avoidable pressure ulcers reported to commissioners in January, were initially identified in October, November and December.
There have been 32 avoidable pressure ulcers identified in the year to date (based on date of incident). The trajectory for hospital acquired pressure
ulcers has been exceeded with 11 year to date against a threshold of 5.

Quality improvement actions
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
143 patient pressure ulcers (grade 3 or above) were reported between November 2016 and January 2017 compared with 129 in the preceding three month period . All

Actions being taken and target dates.

The latest minutes from the Tissue viability Steering Group notes the following actions:

incidents are subject to a review. The reviews can take a few weeks to complete and are then reviewed by a Trust panel.
1. Updating of ‘Relieving the Pressure’ Leaflet. - completed- currently with Trust Publications Team
The following themes have been identified through review of incidents:
- Care plans not personalised
- Wounds not photographed
- Regular skin checks not performed / offered
- Staff not increasing frequency of SSKIN Bundle when increasing risk has been identified
- Inadequate clinical record keeping
- Staff not offloading pressure when early skin damage has been identified
- No escalation when MUST has identified weight loss

2. Complete testing of ‘Looking after your skin with braces, splints and casts’ leaflet. - complete - sent to Trust Publications Team
3. Preceptorship training in Tissue Viability (TV) for qualified staff – To commence April 2017.
4. Care Certificate training in Tissue Viability (TV) for non-qualified staff - Commenced October 2016
5. Complete competencies to accompany Pressure Ulcer training - due for completion by end of Quarter 4
6. Identify suitable heel offloading devices - action plan in place due for completion Quarter 4
7. Development of patient survey - due for completion Quarter 4
8. Update Wound Management Educational Resource Folder – add to Tissue Viability Intranet Page - due for completion Quarter 4
9. To move towards a single pressure ulcer risk assessment tool across Dorset HealthCare. - New tool identified - action plan in place
10. Pilot in Community Hospitals of monthly Tissue Viability visits - Completed now spread to all Community hospitals January 2017.
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4.2.1 Metric Progress Report Sheet: Braden (pressure ulcer) Risk Assessment
Current metric status
The percentage of Braden risk assessments carried out was 98.9% against a 95% threshold. The metric has been above the threshold since October 2015
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Braden (pressure ulcer risk assessment)
105%
100%

This metric reports patients assessed to be at risk of pressure ulcers using the Braden Risk Assessment. It
includes patients admitted to community hospitals and older people (65 years and older) admitted to
mental health hospitals. The threshold of 95% of screening being carried out within 4 hours of admission to
hospital has been set by Dorset Clinical Commissioning Group.

95%

Trust staff should ensure that all relevant patients are screened for their risk of developing a pressure ulcer
and provided with advice and equipment to prevent a pressure ulcer developing or deteriorating. Where
necessary, specialist advice should be sought from the Tissue Viability Service.

90%
85%
80%
75%
Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16

Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17

% of assessments completed

Median

98.9% percent of patients had a timely Braden risk assessment on admission to hospital in January 2017.

In January 2017, compliance across mental health wards was 100% (20 patients) with community hospitals
being 98.9%.
Over the past three months 14 of 798 eligible people due for assessment did not receive this within the
timeframe. Exceptions per ward was small, with no particular trends.
All three patients who had hospital acquired avoidable pressure ulcers identified in January 2017, as
reported in the avoidable pressure ulcer sheet, had a Braden risk assessment within 4 hours of admission.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

The Trust is able to report on the number of patients screened in a timely way in a hospital setting,
Ward staff continue to receive monthly information on their compliance with risk assessments on
however the reporting for community patients is not currently possible. Due to the work carried out to raise admission, which provides an opportunity to monitor their own performance and compare with others.
awareness of the importance of timely assessment, compliance with this metric has for the last year been
high.
The Trust has been planning to move towards a single pressure ulcer risk assessment tool as currently a
different tool is used in the community to inpatient areas. A new tool has been identified and a plan in place
to implement.
The issues identified following reviews of pressure ulcers are included in the 'Avoidable Pressure Ulcer'
progress report sheet in this report and non-completion of the assessment is not identified as a factor.
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4.3.1) Metric Progress Report Sheet: Friends and Family Test
Current metric status (Response rate hospitals)
There is no threshold for this metric. The response rate has been fairly static for the last 9 months at between 6.7% and 16.5%.
Current metric status (Percentage of patients recommending services)
The Trust consistently sees a high percentage of people who would recommend our services above 96%.
The measures

Friends and Family Test - % recommend

Response Rate

100%
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0%

95%
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85%
80%
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75%
Jan-16
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Median

The response rate over the last three months has been between 6.7% and 16.5%.

Mar-16
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% of people recommending services
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Median

Over the period November to January 2294 (96.1%) people from 2388 respondents would recommend services.

NB The increase in responses during February and March was due to an increase in responses received by minor injury units and has not been maintained. The
action being taken is noted below.

Background and context

Contributory factors

Description of indicator and context. What does ‘good’ look like?

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Response Rate
This metric shows the percentage response rate from hospitals (wards and minor injury units) based on the number of patients who have been
discharged from hospital plus the number of people seen in MIUs. Contacts from our community services and MIUs are not counted as there isn't an
expectation that patients will be asked every time they are seen. NHS Improvement have developed a ‘Patient Experience Headlines Tool’, which
has been developed in Partnership with trusts to enable staff to access key sources of published patient experience measures all in one place. A
comparison of the findings against other Mental Health and Community Trusts for November 2016, via the Patient Experience Headlines Tool, are
presented in the graphs below. Data for December 2016 and January 2017 is not yet available.
Apart from an isolated rise in February and March 2016, the Trust's response rates have not risen over the past year, apart from in January 2017
which is a direct result of the patient experience team providing more meaningful data to teams and spending more time promoting the benefits of
FFT.

The response rate reflects hospital services that are offering patients/carers the opportunity to answer the FFT question. Several services are
consistently not receiving results, this could be down to a number of factors as below:
• patients suffering from survey fatigue. Where individual patients receive care from multiple services within the Trust and other NHS organisations
they could be asked multiple times in a short period of time for their individual feedback and choose not to respond.
• services have not considered the process of when and how to introduce / offer FFT within the patient pathway.
• some staff have stated that they are uncomfortable asking for the questionnaires to be completed.
The responses from people completing the FFT Test are on the whole continue to be very positive. Comments often praise the care received from
our staff. An example of words used in comments is provided below:

Percentage Recommended
This metric shows the percentage of people responding 'extremely likely' or 'likely' to the question 'How likely are you to recommend our services to
friends and family if they needed similar care or treatment? Other possible responses are 'neither likely nor unlikely', 'unlikely', 'extremely unlikely' or
'don't know'.
The Friends and Family Test (FFT) is an important feedback tool that supports the fundamental principle that people who use NHS services should
have the opportunity to provide feedback on their experience. This is one of the methods the Trust uses to get feedback on services and all
feedback provides an opportunity to listen to patient views and implement improvements that make a real difference to patients and their care.

Quality improvement actions
Actions being taken and target dates.

As part of the processes being explored to strengthen the recording of when surveys are being offered and declined, the Patient Experience Facilitator will be submitting a change request for SystmOne for consideration by the clinical systems team. This will enable the patient experience team to
focus on teams with lower response rates.
The Patient Experience Coordinator has been providing data entry training for staff in how to upload their FFT data and service specific survey data to the web tool across a number of services including: Chine Ward, Dermatology Department, MIU Westhaven, Adult Speech and Language Therapy,
Yeatman Hospital, Melstock House, CMHT Sherborne, Dorset Wheelchair Services, Adult Psychology Services and Community Heart Failure Service Christchurch. New internal audit procedures have been written in conjunction with the Trust's Data Quality Lead to ensure any data entry by teams
locally is captured.
The monthly patient experience reports have been reviewed and now include total number of responses broken down by team, so that it is easier to see where gaps in collating feedback are and where the teams focus needs to concentrate on.
TIAA completed a Compliance Review of Data Quality on the Friends and Family Test. The aim was to undertake a sample audit to evaluate the quality of the data behind the Board indicator - Friends and Family Test Response Rate. This measures ‘The number of tests completed for inpatients,
electronically and via paper surveys, as a percentage of discharges in the month.’
The key findings are: Overall assurance Assessment – reasonable assurance with the following number of recommendations required Urgent - 0 Important - 3 Routine - 4 Operational - 4. A management action plan has been developed to address the 11 recommendations.
The Trust has commissioned Healthwatch to review the effectiveness of current arrangements for systematically collecting and acting on patient / public / carer feedback and insights in February to May 2017. We envisage this will lead to recommendations on areas to enhance the processes in the
Trust.
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4.3.2 Metric Progress Report Sheet: Patients involved in their care
Current metric status
The threshold is 95%. Since May 2016, the percentage of people who responded that they were involved in their care has been above 95%, except in January 2017 when the percentage was 91.8% with 10 people
responding negatively.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

% patients involved in their care

This metric includes all the results for the Were you informed and involved as much as you wanted to be in
decisions about your care and treatment? question. This is collected on hand-held devices and paper
questionnaires from people in hospital and a small number in the community. The threshold is a locally set
threshold of >=95%.

100.0%
95.0%
90.0%

In a national context, The White Paper, Equity and Excellence: Liberating the NHS sets out the Government’s
vision of an NHS that puts patients and the public first, where “no decision about me, without me” is the norm.
Shared Decision Making is a work stream of NHS England who describe it as a process in which patients,
when they reach a decision crossroads in their health care, can review all the treatment options available to
them and participate actively with their healthcare professional in making that decision.

85.0%
80.0%
75.0%
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% Patients involved in their care

Median

One of the Trust's Strategic Goals highlights the Trust's ambition to work with patients as partners
To be a valued partner and expert working with patients, communities and organisations

The percentage of people responding 'yes' has fallen below the threshold at 91.8% in January 2017. It had
previously been above the threshold since May 2016.

The vast majority of patients responding to this question have responded yes with 18 people responding 'no'
over the last three months, compared to 16 in the preceding three month period. The people responding 'no'
were cared for by both mental health and community wards.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

This metric is affected by staff not spending as much time as required in helping patients to make shared
decisions and ensuring that patients have the information they need to make decisions.

Clinical staff and managers review their responses to the regular patient surveys using the available online
reports.

If patients are admitted to hospital in an acutely unwell state, it might not always be possible to make joint
decisions.

The Trust has commissioned Healthwatch to review the effectiveness of current arrangements for
systematically collecting and acting on patient / public / carer feedback and insights in February to May 2017.
We envisage this will lead to recommendations on areas to enhance the processes in the Trust.
Staff within mental health wards have been receiving training developed in conjunction with Dorset Mental
Health Forum in working with people to make advanced decisions about their care in a crisis, thus ensuring that
people feel involved in decisions about their care.
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4.5.1 Metric Progress Report Sheet: Complaints
Current metric status
There is no threshold for this metric. The number of complaints fluctuates month on month and has been lower in the last three months (113) compared to the number in the preceding three month period (119). In depth
quarterly reports are produced focusing on particular areas/themes or services to enable greater understanding and sharing of learning.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?

Complaints

During 2015/16 the Trust received 421 complaints, averaging 35 per month and representing an overall
reduction of 18 (4%) in the number of complaints received in 2014/15.
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The average number of complaints received year to date for 2016/17, however has been higher at 45 per
month up to the end of December 2016.
The number of complaints received during November to January was 115, which was lower than the 118
received during August to October. The majority of complaints in the period (40) related to prison healthcare
services and within prison healthcare most complaints were received by Channings Wood (16).

Jan-16

Feb-16 Mar-16 Apr-16 May-16 Jun-16
Number of complaints

Jul-16

Median

Aug-16

Sep-16

Oct-16

Nov-16 Dec-16

Jan-17

Linear (Number of complaints)

1 complaint has recently been referred to the Parliamentary Health Service Ombudsman (PHSO) in respect of
HMP Dartmoor.
Complaints are recorded and categorised to help identify themes, trends and improvements. Monthly locality
complaint reports are produced to enable the Trust to monitor the categories of complaints and concerns so
that any issues can be addressed accordingly at both Trust wide and locality level.

There have been a total of 113 complaints over the last three months.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

The latest quarterly complaints report shows that the emerging themes related to complaints for 2016/17 were
Access to treatment and Drugs
Communications
Prescribing
Values and Behaviours
Appointments

Key themes and lessons learnt are presented on a quarterly basis to the Quality Governance Committee. These
are published on the Trust’s website quarterly to promote our desire to share and learn from comments and
complaints.
Further work is planned in the next quarter to improve the way in which learning is shared with staff and the
public to help assure that we listen and respond to people's concerns.
A greater number of complaints continue to be dealt with locally by the relevant teams, rather than the central
complaints team. 91 complaints have been responded to throughout the quarter with an average response time
of 10 days. The shortest wait time for a response is 1 day and the longest wait for a response is 50 days.
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4.5.2 Metric Progress Report Sheet: Compliments
Current metric status
There is not threshold for this metric. The number of compliments has been fairly consistent across the past 3 months, however a slight reduction in January has been noticed.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Compliments

There is no threshold for this metric. The number of compliments fluctuates every month. The Trust regularly
receives written and verbal compliments (expressions of appreciation) about the services we provide from
patients, carers and their families. These are regularly shared with staff through articles in monthly quality
matters newsletters and within the monthly quality reports.
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Most compliments reflect patient and carers general satisfaction with the quality of care and their experiences of
our services. Some examples include

400
200

"You all do such a great job on our ulcers". (Complex Leg Ulcers)

0
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Number of compliments

Jul-16

Aug-16

Median

Sep-16

Oct-16

Nov-16 Dec-16

Jan-17

Linear (Number of compliments)

"I've been very impressed at the speed with which you have all responded and how supportive you
to Mum and to me". (ICRT, Shaftesbury)

have been

"I am very grateful for all the time you have invested. I thank you for your dedication, skill and sensitivity...a big
thank you". (IPTS (DoPT)

There have been 1908 compliments over the past three months.
Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

This metric is affected by some Teams not being aware of the need to share their compliments with the Patient
Experience Team.

The Patient Experience Team will be launching the Web-based system to enable to teams to input compliments
as they receive them by April 2017.

Where patients/carer are completing the Friends and Family Questionnaire, teams may see a reduction in the
compliments.

The Patient Experience Team will be promoting the recording and sharing of compliments during visits to teams
and via communiques in quality matters and via the updated information contained on the intranet/website.
Consideration to be given as to whether a positive comment received on the FFT surveys needs to be recorded
as a compliment.
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4.5.3 Metric Progress Report Sheet: Rating of handling of complaint
Current metric status
Metric currently red. 71% of 14 respondents rated their satisfaction with the handling of their complaint as very good, good or satisfactory. This is a fall in satisfaction compared to Q2, however the number of respondents has
dropped from 16 to 14.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

The threshold for this is >73% of respondents stating their level of satisfaction with the complaint process as
very good, good or satisfactory. This is based on historical results from 2014/15. The number of respondents is
small compared to the number of complaints received. This is a national picture. A total of 31 responses were
received for 2015/16 as a whole.
The number of responses received to date for Q3 was 14. 57 people who had made a complaint were contacted
by post or email. 10 (71%) rated their satisfaction with the process as either very good , good or satisfactory as
shown on the left. 4 people rated their satisfaction as poor . The number of responses is similar to Q2 where 16
responses were received and 75% were at least satisfied with the handling of their complaint.
Positive comments about the process from respondents included:
• quick response and in an explanatory method
• responded and listened
• the personal involvement of senior personnel showed a good level of concern to resolve the issue/complaint,
There were 14 responses for October to December 2016. 71% of respondents described level of satisfaction as and a desire to improve the service. In addition the response to the complaint was in good time.
very good, good or satisfactory .
Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.

The negative comments received about the handling of people's complaints were:

The Complaints Team has reviewed how it shares feedback from the satisfaction survey with teams. The
process has been improved and it has been agreed that each response received will be shared with Locality
Managers, as and when they are received, rather than at the end of the quarter. The Locality Manager can then
share, if appropriate, with their teams to ensure improvements are made where identified or actions taken as
necessary.

• somebody that isn't in any way connected to the prison and someone to resolve my issue.
• the logging of my complaint over the phone and your follow up with the healthcare here at HMP Channings
Wood was excellent. The problem is that healthcare here only paid lip service to the complaint and nothing got
resolved. The complaint was repeated the following month as nothing done about the recurring problem.
• after I wrote chasing up my complaint copying in the Trust Chief Executive staff jumped into action. It should
not have required that.

With effect from Quarter4 the Trust will be trialling the NHS England Complaints Satisfaction Survey for a period
of 6 months. Results will be submitted directly to the NHS England project team who will facilitate collation,
produce a report and would give the Trust the opportunity to benchmark against other similar Trusts.

Responses so far this quarter show that complainants appreciate an immediate initial acknowledgment phone
call from managers, but would also appreciate a prompter resolution and final response.
No suggestions for improvements to the complaints process was received from the complainants who provided
feedback.
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4.5.4 Metric Progress Report Sheet: Duty of Candour
Current metric status
There is no threshold for this metric. There were 17 duty of candour incidents identified over the past three months with all but one relating to avoidable pressure ulcers acquired in care of the Trust. There has been an
increase in the number of incidents meeting the duty of candour requirement across the last two months.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?

Duty of Candour

This metric shows the number of times that the duty of candour requirement is identified each month. Patient
safety incidents which result in a moderate or higher level of harm are reviewed and during this review it is
identified whether duty of candour applies. There is a delay between the incident occurring and the review
being completed. The Trust has a statutory duty to be open when things go wrong and this is regulated by
the Care Quality Commission.
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There were 17 duty of candour incidents identified across November, December and January; compared to
10 in the preceding 3 month period.

The Trust should ensure that it identifies all relevant incidents and informs any patients involved. The
requirements for communication with the person affected include:
• telling the relevant person, in person, as soon as reasonably practicable after becoming aware that a
notifiable safety incident has occurred, and provide support to them in relation to the incident.
• provide an account of the incident.
• offer an apology.
• follow up the apology by giving the same information in writing, and providing an update on the enquiries.
The duty of candour incidents for the last three months relate to 1 patient who had fallen and 16 patients who
had acquired avoidable pressure ulcers. The data is captured at the point that a duty of candour was
identified as part of the investigation process November to January which relate to incidents that occurred
between the 16th August and 24th November.

Contributory factors

Quality improvement actions

What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?

Actions being taken and target dates.
In all cases the Patient Safety Advisors link with Locality Managers to make sure that apologies have been

Duty of candour is applicable when moderate or serious patient harm has been or could have been caused
by our services.
If the number of avoidable harms or failings in care are reduced then the number of times that duty of
candour disclosure is required also reduces.

made to patients and families. There are currently 11 apologies outstanding (06/02/2017).
As most incidents which require duty of candour relate to pressure ulcers, this is included in the Tissue
Viability Training offered within the Trust. It also forms part of the Root Cause Analysis (RCA) training.
It is noted that the Trust is open with families following a suicide, making every attempt to engage them in the
review process even if the incident doesn't meet the formal duty of candour requirements. In Quarter 3, 8
families were contacted to offer support.
The Clinical Risk Manager continues to review any trends from litigation, complaints, incidents and duty of
candour actions taken
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5. Areas of Good Practice - Are we responsive?
Services organised so that they meet people's needs
Child and Adolescent Mental Health Service (CAMHS) Participation Co-Production
What is driving the success? What are the contributory factors?
Central to the transformation of CAMHS is the participation and involvement of people who access services and their families. These principles are at the
heart of the development of the participation and engagement strategy. In order to build the foundations on which further engagement and participation could
be built, a small group met in a workshop and co-created a starting point to involve more young people, their families and staff.
The workshop was attended by 5 young people who were either trained peer specialists or had been involved in participation work with community teams, a
parent, and a range of staff from Dorset HealthCare. The workshop was facilitated by the Wellbeing and Recovery Partnership (the partnership between
Dorset HealthCare and Dorset Mental Health Forum) who have significant experience in running workshops and delivering services in co-produced ways. The
value of lived experience and participation for the different stakeholders was explored (young people; their supporters and carers; and staff). There was
discussion about how to make participation accessible, inclusive and sustainable for all three stakeholder groups.
The group considered where they wanted to be in two years, producing a timeline/ladder for engagement and co-production.
What lessons can be shared and how is this planned?
Value of Participation as discussed at the workshop
For Staff

For Parents /
Carers/
Supporters

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Well rounded approach
Insight you might not get anywhere else
Shared working - shared ideas - different ways of working
New ways of working
New ways of communicating
New ideas
Reflecting on practice
Gives hope - reducing burnout
Brings staff back connect to why they are doing the job
Greater insight
Be there to help clinicians
Cohesive ways of communicating - contacts, numbers
More involvement with care plan
Use the care plan
More effective - quicker
Being part of the solution

For Young
People

•
•
•
•
•
•
•
•
•
•
•

Language is easier to understand
More relatable for current young people
Tailored service
Equipping young people
Model for recovery
“Crappy time wasn’t for nothing - turn it into positivity for someone
else”
Education
Honest, uncensored responses
Challenging and understanding stigma
Broaden perspectives
Validation and confidence

Next Steps and Recommendations
• Continue to build and develop partnership with the Dorset Mental Health
Forum and young peer workers to build scope of lived experience input
• To build partnerships with individuals (parents and young people), informal
and formal peer support groups, third sector organisations and statutory
services to further develop consultation.
• To clarify and agree funding as outlined in proposal submitted to CCG.
• To come together as a steering group to agree this report and its outputs
and identify approach for broader consultation
• To continue with peer work at Pebble Lodge, as agreed
• To develop projects from the two ‘dragons den’ proposals - Transitions and
You Tube Videos around child and adolescent mental health.
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5. Areas of Good Practice - Are we Effective?
People's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence
Integrated Hubs
What is driving the success? What are the contributory factors?

What lessons can be shared and how is this planned?

Following the success of the Weymouth and Portland hub, a programme
of work is underway to develop integrated hubs across the county in
partnership with local authority colleagues. All of the hubs employ an
integrated approach, with staff from across different teams and services
working together to deliver person-centred care for individuals in their area
taking account of locality arrangements.

Sherborne
Where patients have complex needs, teams can work together through the
extended multi-disciplinary team / virtual ward to carry out a
comprehensive assessment of patient and carer needs. The has enabled a
timely response from a number of services, without the GP needing to
make multiply team referrals or the teams to having to make complex interteam referrals.

Sherborne and Bridport hubs are now well established with extended
multi-disciplinary team (MDT) / virtual ward meeting with representatives
from Community Nursing Team, Community Matron, Integrated
Community Rehabilitation Team, Social Care and Older People’s
Community Mental Health Team (CMHT). A specific example of a patient
benefiting from the Sherborne Hub is shown on the next page
The Shaftsbury hub went live on 06/02/17, with Purbeck and Blandford
planned to follow in March 2017.
In addition a Hub has also been developed at Christchurch involving the
Integrated Community Rehabilitation Team of Dorset HealthCare, Royal
Bournemouth and Christchurch Hospital, Reablement and social services.
The key aim of this hub is to work together, through a single point of
access, to reduce delayed transfers of care for older people in acute
hospital by providing early supported discharge. Care and rehabilitation
packages are put in place to support patients in their own homes as
needed.
An article outlining the model in Christchurch was published in December
2016 (Nursing Older People 2016.28:20-21).
“It’s about bringing together a range of skills and expertise and blending
the experience of health and social care colleagues with a rehab mind-set”

Patients can get the support and care they need through an integrated
team response without need to repeat information to different teams and
thus benefit from one overarching approach to care.
Christchurch
This model can help reduce delayed transfers of care from hospital for
older people. The risks to patients of delayed transfers affecting patient
morale, patient mobility and increase the risk of hospital acquired
infections.
The service is responsive to people’s needs and patients receive therapist
input as well as other care packages as needed.
There are a number of hubs being run across the county. All involve
integrated working to meet the specific needs of people in each locality.
They provide a more holistic approach to care, reducing the need for
multiple referrals and ensuring a coordinated approach to care.
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Sherborne Integrated Team Working
An example of how this improves patient outcomes
Mr X lives at home with his wife. In the past he had an active life enjoying walking and photography. He had recently had issues with increased confusion,
getting up at night and getting dressed. Mr X has a number of physical health conditions. Mr X was referred by the GP to the Older People’s Community Mental
Health Team (CMHT) for increased confusion and insomnia.
The CMHT carried out an initial assessment at which the following was noted: night time disorientation, forgetting names and getting dressed early in morning.
A number of physical health symptoms were also noted. At this point, a role for the CMHT was not clear, and consideration may have been given to passing the
patient back to the GP with advice and the option to re-refer once physical health issues had settled.
Virtual Ward MDT meeting
However, the Sherborne hub has now established its extended multi-disciplinary team (MDT) / Virtual ward meeting. This new way of working provided an ideal
forum in which to discuss Mr X , the outcome of the assessment both mental health and physical health issues, to jointly consider Mr and Mrs X’s needs and
agree a coordinated and integrated response without the need for further GP referrals to different team or a cumbersome inter team referrals.
The MDT agreed the need for a further joint visit by the local Community Matron and a member of the Integrated Community Rehabilitation Team. This visit
took place within days providing a more detailed assessment of Mr X’s physical health and mobility needs. This visit also identified the need for additional
prescribing in respect of an untreated infection and the Community Matron was able to liaise directly with the GP to initiate medication. This change of
medication coincided with a change of another medication, which the Community Matron was also immediately able to discuss with the specialist nurse and
along with the GP make the appropriate reduction in dose. The Community Matron was also able to give advice regarding diet for Mr X.
Through this joint assessment with the Rehabilitation Team, other specialist equipment needs were identified with orders being placed for equipment.
Consideration was also given to Mrs X’s needs with arrangements made to request a Carer’s assessment and other information provided.
At the subsequent Virtual Ward MDT, the team discussed findings, plans for actions, and identified the need for ongoing district nursing involvement for blood
testing. It was agreed that once Mr X was medically stable that it would be appropriate for the CMHT to re-assess Mr X’s needs (without the need for a second
GP referral).
Mr X continued to be followed up by the community matron over the coming days and remained on the virtual ward under the extended MDT. Through on going
involvement, updates and ongoing discussion at the virtual ward meeting, it was noted that Mr X had improved, he had been able to go out for a walk, he had
become more alert and was sleeping better. Equipment has been delivered and installed to help better support Mr X at home.
Via the extended MDT discussions it was also identified by the Steps to Wellbeing Practitioner that Mrs X might also benefit from further additional support from
their service and arrangements were made for this information to be provided to Mrs X. Once Mr X had settled the OPCMHT were able to carry out an
assessment that showed that Mr X had no issues with his memory, however they were able to provide support to Mr and Mrs X to support access to day care
and to encourage Mrs X to apply to the local rest home for respite. Mr X benefited from an improved quality of life.
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6.1 Board Dashboard - NHS Improvement Single Oversight Framework Indicators
Month 7 - October 2016
Current reporting
month
Frequency

Target

Oct-16

Nov-16

Dec-16

A&E maximum waiting time of 4 hours from arrival to admission/transfer/discharge

Monthly

>= 95%

99.86%

99.84%

99.85%

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

Monthly

>= 92%

98.30%

97.31%

96.19%

97.58%

Maximum 6-week wait for diagnostic procedures

Monthly

>= 99%

99.82%

99.8%
(provisional)

99.91%

99.59%

Patients requiring acute care who received a gatekeeping assessment by a crisis resolution and home treatment team in line with best
practice standards

Quarterly

>= 95%

100.00%

100.00%

100.00%

98.18%

People with a first episode of psychosis begin treatment with a NICE-recommended package of care within 2 weeks of referral

Quarterly

>= 50%

69.00%

100.00%

TBC (4)

TBC (4)

Operational Performance metrics

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

Jan-17
Now reported by the
local acute providers

>= 90%
Quarterly

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

Linked to CQUIN. Results expected end Q4 (1)
>= 90%
>= 65%

Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital
· identifier metrics

Monthly

>= 95%

Complete and valid submissions of metrics in the monthly Mental Health Services Data Set submissions to NHS Digital
· priority metrics

Monthly

>= 85%

Quarterly

>= 50%

54.80%

52.90%

52.20%

59.30%

Quarterly

>= 75%

87.54%

87.04%

84.20%

86.26%

100.00%

100.00%

99.51%

Improving Access to Psychological Therapies (IAPT) / Talking Therapies
· proportion of people completing treatment who move to recovery
Improving Access to Psychological Therapies (IAPT) / Talking Therapies
· waiting time to begin treatment within 6 weeks
Improving Access to Psychological Therapies (IAPT) / Talking Therapies
· waiting time to begin treatment within 18 weeks
Quality Indicators - all providers
Staff sickness
Staff turnover
Executive team turnover

NHS Staff Survey

Quarterly

>= 95%

Frequency

Report date

Monthly/quarterly

Jan-17

Monthly/quarterly

Jan-17

Monthly

N/A

Annual

99.59%

99.59%

96.60%

For achievement by end Mar-17. Details of methodology awaited

99.77%
Latest period

4.47% (2)

4.16% (2)

3.94% (2)

10.85% (2)
(based on
headcount)
0

9.26% (2)
(based on
headcount)
0

9.02% (2)
(based on
headcount)
0

2015
Summary of
key findings
compared to
Results published other similar
Feb-16. Reported trusts
to Board Mar-16 9 - Better than
average
13 - Average
10 Worse than
average

Proportion of temporary staff

Quarterly

Oct-16

3% agency
staff

Aggressive cost reduction plans

Quarterly

Oct-16

Ahead of plan

Written complaints - rate

Quarterly

Q3

Staff Friends and Family Test % recommended - care
Occurrence of any Never Event
NHS England/NHS Improvement Patient Safety Alerts Outstanding

Quarterly
Monthly
Monthly

Q3
Jan-17
Jan-17

124 new
complaints Q2
Q2 77%
0
0

Annual
Monthly

Not known
Jan-17

CQC inpatient/mental health and community survey

Annual

Results published
Nov-16. Report to
Board due Jan-17

Mental health scores from Friends and Family Test - % positive
Admissions to adult facilities of patients who are under 16 years old
Care programme approach (CPA) follow up - proportion of discharges from hospital following up within 7 days
% clients in settled accommodation
% clients in employment
Potential under-reporting of patients safety incidents

Monthly
Monthly
Monthly
Monthly
Monthly
Monthly

Jan-17
Jan-17
Jan-17
Jan-17
Jan-17
Jan-17

Quality Indicators - community providers
CQC Community Survey
Community scores from Friends and Family Test - % positive

99.59%

4.17% (2)
8.87% (2)
(based on headcount)
0

2016 results due
March 2017

100 new complaints
N/A
0
0

Q3 82%
0
0

N/A
0
0

Awaiting clarification from NHSI regarding this survey
98.34%
96.27%
98.58%
97.60%

Quality Indicators - mental health providers
Results for all questions
for 2016 survey 'About
the same' as other
trusts
95.78%
0
98.84%
47% (3)
8% (3)
474

95.77%
0
98.63%
47% (3)
8% (3)
510

95.40%
0
95.06%
47% (3)
8% (3)
496

94.80%
0
100.00%
47% (3)
8% (3)
629

The majority of the above indicators are extracted by NHS Improvement from existing returns submitted by the Trust to a variety of sources, rather than direct submissions to them. The above figures are reported for monitoring
purposes and may not reflect exactly the data that is reviewed by NHS Improvement. This framework came into effect on 1st October 2016 and it is expected that further information will be available following the end of Q3. It is
noted that the performance metrics have targets, however the quality indicators do not and are to be used by NHS Improvement to supplement CQC information to identify where providers may need support under the theme of
quality.
1 The indicators related to cardio-metabolic assessments are linked to a national audit due for submission in Q4. It is also one of this year's annual CQUIN requirements and is currently recorded as 'amber' in section 6.2 of this
report. The relevant RiO screen is being amended to enable recording of the required interventions in the physical health assessment screens. Guidance on the CQUIN audit process was received in Oct 16 and it is not yet
possible to determine the actual or anticipated compliance.
2 NHS Digital figures, when published, will not match the figures reported above. The Trust runs its reports no earlier than working day 3 and monthly data is extracted from the Electronic Staff Record (ESR) within the first 10
working days. NHS Digital extract their data from the ESR Data Warehouse. Data will be loaded into the Data Warehouse two months in arrears and will subsequently be refreshed at each monthly load. NHS Digital use the
same standard reports that the Trust uses in ESR. Depending on when they run them there will be a minimum of a month’s additional input that will affect the figures e.g. late absence paperwork that had not been received when
the local reports were run.
3 The figures reported are an average of all 7 months submissions of the Mental Health Services Data Set (MHSDS) to date. The methodology matches those used in monthly submissions to our local authorities, although further
guidance on the calculation that NHS Improvement will use is awaited.

4 Following clarification from NHS Improvement, we have been advised of a change to the definition to be used for reporting the EIS indicator via MHSDS. We are in the process of updating our reporting to reflect the change in
definition and as such we are unable to provide an accurate compliance for December until this has been worked through. There is no change in practice clinically and based on the old methodology compliance would be 100%
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6.2 CQUINS

On track
Work in progress - expected to deliver
Reduced confidence in delivery
Off track
Complete

CQUIN Schemes 2016/17

G
A/G
A
R
C

4,760.0 k Maximum total to be earned
PMO Ref

Deliverable

16-CQN-1.0
16-CQN-1.1

DCCG CQUINs- £4631k
1. NHS Staff health and wellbeing
1a Introduction of health and wellbeing initiatives (Two
options only one to be selected) option B selected

Value £k

463.0

Lead Director

1b Healthy food for NHS staff, visitors and patients

463.0

CH

16-CQN-1.3

1c Improving the uptake of flu vaccinations for
frontline staff within Providers

463.0

CH

16-CQN-2.0

2. Cardio and metabolic assessment and treatment for
patients with psychoses
2a Improving Physical healthcare to reduce premature
mortality in people with SMI: Cardio Metabolic
Assessment and treatment for Patients with Psychoses
2b Communication with General Practitioners

370.4

EY

16-CQN-2.2

16-CQN-3.0
16-CQN-3.1

3. Mortality Governance Framework
To develop and maintain a robust process for mortality
reviews across the Trust including LD mortality reviews

16-CQN-4.0

4. Improving Transfer and Discharge of Care

16-CQN-4.1

Support improvements in patient flow and improve the
quality and safety of care for patients requiring hospital
care.
5. Frailty identification and care planning
Promote a system of timely identification and proactive
management of frailty in community providers Ideally
both

16-CQN-5.0
16-CQN-5.1

NHSE Specialised- £131k
16-CQN-6.1.1 Reducing the Length of Stay (LoS) in Specialised Mental
Health services (Medium and Low Secure version)

93.7

EY

463.0

FH

1,574.2

740.8

49.5

G

↔

A

↔

R

↓

A

↔

A

↔

G

↔

A/G

↔

G

↔

A/G

↔

A/G

↔

G

↔

A/G

↑

G

↔

G

↔

FH

FH

EY

16-CQN-6.1.2 Reducing the Length of Stay (LoS) in Specialised Mental
Health services (CAMHS services)

49.5

16-CQN-6.2

25.0

EY

MH4 Improving CAMHS Care Pathway Journeys by
Enhancing the Experience of Family/Carer

Movement on
Quarter

CH

16-CQN-1.2

16-CQN-2.1

RAG

EY

16-CQN-7.1

NHSE Dental- £5k
Managed Clinical Networks

2.5

S O'D

16-CQN-7.2

Data Reporting Standards (A)

1.2

S O'D

16-CQN-7.3

Data Reporting Standards (B)

1.2

S O'D
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6.3.1 Child and Adolescent Mental Health Service (CAMHS) Tier 1-3 benchmarking 2016

National Benchmarking Network
The Network was established in 1996 in response to a need for NHS organisations to work together to improve
services rather than to continually “reinvent the wheel”. The Network is hosted on behalf of the NHS by East
London NHS Foundation Trust, with web hosting provided by the North West CSU and finance services provide
by North of England CSU.
The Benchmarking Network works with its plus 350 members to understand the wide variation in demand, capacity and
outcomes evident within the NHS and define what good looks like. This supports providers in delivering optimal services within
resource constraints, whilst also allowing commissioners to achieve the best balance from available commissioning resources.
Delivery of good outcomes and excellent patient experience is part of our work in sharing best practice across the NHS and
other health and social care services.
This year the CAMHS benchmarking received over 100 submissions received from 77 individual participants from across the
UK. Providers from England, Wales, Scotland, Northern Ireland and the States of Jersey.
This Benchmarking data is submitted by the individual organisations and consequently there is no way to verify it, all
reporting should be caveated appropriately. The full report is available upon request.
Participants reported waiting times both for initial assessment, and to start of treatment. The median position suggests a wait of
7 weeks for first assessment appointment, and a total referral to treatment time from initial referral to start of treatment of 11
weeks.
Workforce data suggests a further year of increase to CAMHS staffing, which now has an average position of 66 WTE per
100,000 children aged 0-18. The community workforce remains predominantly nursing, though with good levels of psychology
and psychiatry input. The community workforce is typically more senior, and more experienced, than staff in inpatient units, with
nurses typically AfC band 6 or above. Bank and Agency use accounts for just 11% of pay costs.
Overall costs have remained stable at a median average of £4.5m per 100,000 population. Cost Improvement Programmes now
average 3% of CAMHS budgets.
http://www.nhsbenchmarking.nhs.uk/about-us.php
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CAMHS Tier 1-3 benchmarking 2016

Executive Summary (1)

Nationally: After a sharp increase in tier 1-3 referral
rates last year, this year’s data suggests a return to
similar levels seen in 13/14. An average position of
2,687 referrals per 100,000 reg. population (0-18).
There is also an average of 1,946 referrals accepted
per 100,000 pop. – a 72% acceptance rate, which has
sat between 76% and 79% for the last 3 years.
DHC: sits close to the mean for both these measures
however reported a 60% acceptance rate for tier 1-3
which is below the national mean.

Nationally: 392 re-referrals were reported per
100,000 which represents 15% of the referrals
received.
The national mean wait time from referral to 1st appt was 9 weeks, the median is 7 weeks. DHC has a
mean wait of 6.39 and a median of 5 weeks.
The national mean wait time from referral to 2nd appt was 17 weeks, however the median was 11
weeks which indicates some organisations skewing the figures with very long wait times. DHC had
mean wait of 14 weeks to 2nd appt which was below the national mean.

DHC: Appears to have significantly higher rereferrals , however the way RiO was configured
meant referrals could not transfer between
teams so new referrals were opened. This has
dramatically skewed the figures. RiO has since
been reconfigured for CAMHS so this measure
will be reliable in the future.
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CAMHS Tier 1-3 benchmarking 2016

Executive Summary (2)
Nationally: On average there are 1,842 young people on the caseload
per 100,000 population aged 0-18. Within this there is wide variation, with
interquartile ranges of 1,235 to 2,165 per 100,000 population.
DHC: The number of patients on the caseload/100,000 reg. population is
slightly above the national mean but within the upper quartile range.

Nationally: This year’s conversion rate from 1st to 2nd appt is 70% which the 4th
consecutive year of decrease, from 81% in 2012/13. This may suggest a rise in
inappropriate referrals, or higher thresholds for treatment when resources are limited.
This year, the percentage of referrals accepted for initial assessment also decreased,
suggesting it may be becoming harder to access both assessment and treatment in
community CAMHS.
DHC: has a mean conversion rate which is below the national mean but is in line with
the lower quartile at 61.31%.
Nationally: After 3 years at
11%, the average DNA rate for
CAMHS has now reduced to
10%. Analysis comparing DNA
rate with appt waiting times
indicates there is not a
correlation, organisations with
short waits also have high
DNA rates and vice versa.
DHC: The DNA rate is slightly
above the mean but within the
upper quartile range at 13%.
DNA rate: The rate of booked appointments for which the patient ‘did not attend’, without cancelling

Nationally:
Patient
cancellations averaged 7% of
appointments this year, the
same rate as last year. The
average rate of cancellations by
the service has remained at 4%
for a number of year, though
there is variation between
providers on this measure.
DHC: % rate for cancellations
by patient was 6.32%. % rate
for cancellations by service was
6.29% which is higher than the
national mean and in the top
quartile.
Nationally:
On
average,
community CAMHS now report
66 whole time equivalent (WTE)
per 100,000 population aged 018. This compares to 61 WTE
last year and 60 WTE in 2013/14.
DHC: The staffing levels are just
above the upper quartile but this
should be heavily caveated as an
indicative figure rather than
absolute because it uses per
100,000 population.
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CAMHS Tier 1-3 benchmarking 2016

Executive Summary (3)
Nationally: The median cost is £4.5m per 100,000 population compared
to £4.3m last year and £4.4m in 2013/14. This may signal cost pressures
for providers in the increase in workforce levels observed over this
period. The cost per contact is dependent on overall costs, the frequency
of contacts and overall number of contacts. Variation may be due to
different types of contacts being delivered, and different durations for
contacts. The median position is £240 per contact delivered.
DHC: is below the mean for both cost of service/100,000 population and
for cost/contact though both sit above the lower quartile.

National Mean

DHC

Trust turnover
Turnover CAMHS provision
Trust WTE staff employed
Trust WTE staff employed CAMHS provision
Referrals received – Primary care/100,000 pop
Self & carer/100,000 pop
LA including social worker/100,000 pop
Justice system/100,000 pop
Child Health/100,000 pop
Total referrals into CAMHS/100,000 pop
Referrals accepted – Primary care/100,000 pop
Self & carer/100,000 pop
LA including social worker/100,000 pop
Justice system/100,000 pop
Child Health/100,000 pop
Total referrals accepted CAMHS/100,000 pop
Total N of re-referrals/100,000 pop
N patients on caseload/100,000 pop
N patients with no f2f contact/100,000 pop
N CAMHS discharges/100,000 pop
% patients with 1st appt & subsequent appt
N of f2f contacts/patient on caseload
N of non f2f contacts/patient on caseload

£336,298,382
£11,001,768
4,909
178
1,550
118
175
23
199
2,677
1,028
102
131
19
148
1,939
393
1,828
431
2,436
71%
10
3

£252,628,000
£5,648,640
4,652
133
1,867
38
352
4
318
2,892
1,074
35
207
2
196
1,732
1,002
2,120
414
3,146
61%
7
2

Trend against
National Profile
























Area – 15/16
Total N of N of contacts per patient on
caseload
Mean wait time from referral to 1st appt
(routine) weeks
Mean wait time from referral to 2nd appt
(routine) weeks
Total pay costs outturn/N contacts
Total non-pay costs outturn/ N contacts
Total direct costs of service/ N contacts
Spend on bank staff
% DNA rate 1st appts
% DNA rate FU appts
Sickness % rate
Vacancy % rate
Staff turnover % rate
N formal complaints/10,000 contacts
N formal compliments/10,000 contacts
% staff feeling satisfied with quality of care
N serious incidents per year

National Mean

DHC

13

9

9

6

17

14

£198
£18
£216
£85,502
10%
10%
4%
11%
14%
7
26
75%
5

£85
£10
£95
£140,782
11%
13%
4%
7%
8%
6
2
76%
2

Trend against
National Profile












Area – 15/16
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6.3.2 Community Hospitals benchmarking 2016

National Benchmarking Network
The Network was established in 1996 in response to a need for NHS organisations to work together to improve
services rather than to continually “reinvent the wheel”. The Network is hosted on behalf of the NHS by East
London NHS Foundation Trust, with web hosting provided by the North West CSU and finance services provide
by North of England CSU.
The Benchmarking Network works with its plus 350 members to understand the wide variation in demand, capacity and
outcomes evident within the NHS and define what good looks like. This supports providers in delivering optimal services within
resource constraints, whilst also allowing commissioners to achieve the best balance from available commissioning resources.
Delivery of good outcomes and excellent patient experience is part of our work in sharing best practice across the NHS and
other health and social care services.
This year 46 organisations covering 179 Community Hospitals supplied data submissions, this is an increase from 163 in 2015.
Throughout, the cost analysis was completed by using expenditure per £100m turnover. This enables participants to draw
comparisons between services.
This Benchmarking data is submitted by the individual organisations and consequently there is no way to verify it, all
reporting should be caveated appropriately. The full report is available upon request.
• Nationally a variety of service models are used for in-hours medical cover, most commonly sub contracting GPs (34%),
followed by in-house Consultant Geriatricians (21%)
• The waiting times for a bed have decreased from 3.7 days in 14/15 to 2.6 days in 15/16
• The mean number of clinical WTE per bed has remained at 1.6
• Bed occupancy rates remain at 91%, this is significantly greater than the guidance set by Monitor of 80% and can cause
limitations to patient flow through the system
• Average LOS on Older People’s Wards has increased from 26.7 days in 14/15 to 27.6 days in 15/16
• DTOC account for 10.4% of all OBDs on Older People’s Wards
• The total cost/OBD on an Older People’s Ward (including overheads & indirect costs) is £374
http://www.nhsbenchmarking.nhs.uk/about-us.php
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Community Hospitals benchmarking 2016

Executive Summary (1)
National
Mean

Alderney
CH359

Blandford
CH360

Bridport
CH358

N Beds open

28

48 

24 

38 

Mean LOS (days)

28

39 

35 

32 

Area – 15/16

Portland
St Leonards
CH356
Weymouth
CH355
CH362
16 
38 
39 

41 

Swanage
CH365

Wareham Westhaven Westminste Wimborne
CH364
CH357
r CH361
CH354

Yeatman
CH363

DHC
Mean

15 

16 

34 

15 

22 

30 

27

21 

28 =

45 

26 

35 

33 

34

Clinical WTE/bed

1.6

1.5 

1.3 

1.5 

1.4 

1

1.7 

1.4 

1.2 

1.6 =

1.4 

1.3 

1.4 

Direct costs/OBD

£233

£204 

£275 

£232 

£164 

-

£381 

£224 

£157 

£250 

£359 

£223 

£247 

Bed occupancy %

91%

92% 

90% 

89% 

95% 

94% 

85% 

87% 

94% 

94% 

93% 

90% 

91% 

DTOC %
% of patients with harm free
care
% pressure ulcer prevalence

10.4%

13.8% 

12.7% 

18.2% 

18.7% 

-

9.8% 

16.0% 

13.1% 

16.8% 

14.1% 

14.6% 

14.8% 

90%

82% 

79% 

88% 

82% 

91% 

78% 

66% 

81% 

82% 

91% 

92% 

83% 

8.2%

17.5% 

19.1% 

11.5% 

17.1% 

7.8% 

18.2% 

24.6% 

17.2% 

17.0% 

9.3% 

7.6% 

15.2% 

% patients – urine infection
Medication incidents causing
harm
SUIs reports

1.6%

0.4% 

1.5% 

0.2% 

0.0% 

0.7% 

3.3% 

8.5% 

1.1% 

1.2% 

0.0% 

0.3% 

1.6% =

1.7

1

2

2

1

0

0

1

0

1

1

2

1.00 

2.0

4

1

5

1

3

1

2=

4

0

0

4

2.5 

Staff sickness rate

5.8%

4.0% 

3.4% 

3.1% 

6.0% 

4.6% 

3.8% 

2.8% 

3.6% 

4.5% 

4.1% 

4.9% 

4.1% 

Staff turnover rate

13.2%

15.4% 

12.8% 

8.3% 

12.8% 

4.8% 

8.3% 

15.8% 

11.6% 

11.4% 

7.6% 

4.6% 

10.3% 

% staffing spend on bank staff

7.0%

14.5% 

4.9% 

7.8% 

6.5% 

5.8% 

9.2% 

7.4% 

12.8% 

4.9% 

5.1% 

7.9% 

7.9% 

% patients step up

41%

2%

21%

43%

6%

2%

20%

17%

39%

17%

19%

26%

19% 

% patients step down

52%

97% 

79% 

54% 

92% 

98% 

79% 

81% 

58% 

82% 

81% 

74% 

80% 
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Community Hospitals benchmarking 2016

Executive Summary (2)
• There are two sites where DHC Urinary Tract Infection rate is high: Swanage and Wareham, these are catheter related UTIs and that decision will
often have been made somewhere other than the community hospital
• The pressure ulcer (pu) prevalence is from the patient safety thermometer and includes old and new pressure ulcers; “The proportion of patients
with a pressure ulcer (of any origin, category 2-4) documented following skin inspection on the day of the survey” with 7 wards notably higher than
the national mean of 15.2%
• Wareham 25% - one ward with about 14 people surveyed each month. 36 patients with old and 6 patients with new pressure ulcers out of
174 patients (new pu prevalence = 3.4%)
• Blandford 19% - one ward with about 14 people surveyed each month. 43 patients with old and 8 patients with new pressure ulcers out of
267 patients (new pu prevalence = 3.0%)
• Swanage 18% - one ward with about 12 people surveyed each month. 18 patients with old and 9 patients with new pressure ulcers out of 153
patients (new pu prevalence = 5.9%)
• Alderney 17.5% –two wards with about 44 people surveyed each month. 86 patients with old and 8 patients with new pressure ulcers out of
499 patients – there were twice as many on Guernsey to Jersey (new pu prevalence = 1.6%)
• Westhaven 17%- one ward with about 31 people surveyed each month. 64 patients with old and 12 patients with new pressure ulcers out of
372 patients (new pu prevalence = 3.2%)
• Portland 17%- one ward with about 15 people surveyed each month. 31 patients with old and 1 patient with new pressure ulcers out of 184
patients (new pu prevalence = 0.5%)
• Westminster 17% - one ward with about 14 people surveyed each month. 29 patients with old and 1 patient with new pressure ulcers out of
169 patients (new pu prevalence = 0.6%)
Swanage had the highest rate of new pressure ulcers at 6%, other wards were <=3%. If a patient is on the ward for over a month and covers more than
one survey, they may be recorded again as having a new pressure ulcer increasing the apparent prevalence. It is noted however, that Swanage Hospital
had the lowest average length of stay of all our wards. For 2016/17 year to date at Swanage, 3 new pressure ulcers have been reported on the patient
safety thermometer and the rate of new pressure ulcers is currently 2.8%
• The ‘harm free’ care includes ‘old harms’ i.e. those that occurred prior to admission to the ward completing the survey. This is a snapshot on one day
in the month. The harms are old and new pressure ulcers; falls with harm; and catheter and UTI. There were three wards notably worse than the
national mean (82.9%), the size of the hospital may artificially reduce their harm free care %
• Wareham 65.56% – most harms were old pressure ulcers (36) with small numbers of other harms (below national mean for OBDs)
• Swanage 78.03% – most harms were old pressure ulcers (18) with small numbers of other harms (below national mean for OBDs )
• Blandford 78.65% – most harms were old pressure ulcers (43) with small numbers of other harms (below national mean for OBDs )
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Community Hospitals benchmarking 2016

Executive Summary (3)
• If UTIs, pressure ulcer, VTE or falls incidences are recorded as being high, then harm free care will be low. Many of these would be the
reason for admission for DHC patients, when admitted directly from home these incidents are likely be recorded as new events rather than
old ones, as treatment would be started after they were admitted
• The Average Length of Stay (ALOS) in days for the eleven Community Hospitals (CoHos) in Dorset HealthCare was 34 days which compares to
the national benchmarking mean of 28 days. DHC hospitals vary; 15 days at Swanage to 38 days at Bridport and St Leonards The impactors on
average LOS are generally difficult to quantify, however, one general impactor is the proportion of step-up to step-down patient admissions.
Step-up patients admitted from their usual place of residence often require shorter lengths of rehabilitation and thus quicker to discharge,
particularly if they are able to return to their place of residence with health and social care already in place before their admission. Conversely,
step-down patients may have lost more functional ability while in the acute hospital, generally need longer rehabilitation and need additional
community-based health and social care arrangements and can thus be more complicated and lengthy to discharge. Thus, a Community
Hospital with a higher proportion of step-down patients would be expected to have a higher ALOS. It is not appropriate to draw direct
comparisons between ALOS of Community Hospitals with very different proportions of step-up and step-down admissions
• For DHC, 80% of patient admissions were step-down in 2015-16, with 19% step-up, this compares with the national benchmarking proportions
which were 52% step-down and 41% step-up (the balance being designated as ‘other’). Within the DHC Community Hospitals there was wide
variation from 54% step-down at Bridport up as high as 98% step-down at St Leonards. Taking account of the above, you would expect DHC
Community Hospitals to have a longer ALOS than the national benchmark average.
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6.3.3 CQC Community Mental Health Survey 2016 Results Summary

Introduction:
This report presents the latest CQC Mental Health survey results. The survey looks at the experiences of people receiving Community
Mental Health services from a sample of patient who had received care between 1st September 2015 and 30th November 2015. The full
results for the survey can be found at www.cqc.org.uk/cmhsurvey
This survey is completed by people who have received care or treatment for a mental health condition. The eligible sample for this survey
excludes the following:
• individuals who were only seen once for an assessment,
• current inpatients,
• and anyone primarily receiving treatment in specific areas such as drug and alcohol abuse, learning disability services and
specialist forensic services.
Dorset HealthCare received 252 responses (31%) which is slightly above the national average of 28%.
The amalgamated responses by Dorset HealthCare patients put the Trust in the ‘About the same’ as other participating organisations
range for every question of the survey. No questions were in the range of the ‘best performing’ or ‘worst performing’ trusts.
National figures for the survey are released for each question so that each trust can compare itself against the national results.
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CQC Community Mental Health Survey 2016 Results Summary
Findings
The findings for the 2016 results for Dorset HealthCare compared to the results from 2015 are presented as graphs below.
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CQC Community Mental Health Survey 2016 Results Summary
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CQC Community Mental Health Survey 2016 Results Summary

Conclusions
The experiences of patients using community mental health services are on the whole very similar to last year. Trust results are
similar to most participating organisations.
Fifteen of the questions in the survey feed into 4 Domain scores as shown below
• Access & Waiting. The responses to these questions show a 0.3 point increase in satisfaction from patients about knowing
who to contact in a crisis out of hours, with a minor decrease in knowing how to contact the person in charge of their care.
• Safe, high quality, coordinated care Overall the responses are showing an almost negligible increase in satisfaction for this
domain. Responses showed patients felt that the person who they saw had checked how the medicines were working, this
showed with a 0.6 point increase but felt less satisfied about a formal meeting to discuss their care.
• Better information, more choice. 4 out of 5 of these questions saw a decrease in score, one with a 0.7 point drop. Patients
answering these questions felt that they were not given enough information, or were not involved enough in deciding on what
treatment they needed to support their mental health illness.
• Building closer relationships. The responses to the questions in this domain showed a 0.5 point drop from last year. The
responses show a decrease in satisfaction for all of the questions in this domain, patients do not feel they were treated with
respect, listened to or given enough time. Patients also reported not knowing who was in charge of their care.
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6.7 Inpatient Nursing Staffing – National Return for January 2017

Hospital Site Details
Site
code

Hospital Site name

Ward name

Specialty 1

Day
Night
Average fill rate Average fill rate Average fill rate Average fill rate registered
registered
care staff (%)
care staff (%)
nurses/midwives
nurses/midwives
(%)
(%)
80.7%
94.5%
93.5%
212.9%

RDY22

ALDERNEY HOSPITAL

Guernsey Ward

314 - REHABILITATION

RDY22

ALDERNEY HOSPITAL

Jersey Ward

314 - REHABILITATION

74.9%

99.7%

100.3%

193.5%

RDY22

ALDERNEY HOSPITAL

Herm Ward

715 - OLD AGE PSYCHIATRY

102.1%

154.8%

100.0%

160.5%

RDY22

ALDERNEY HOSPITAL

St Brelades Ward

715 - OLD AGE PSYCHIATRY

88.8%

128.2%

66.0%

137.4%

RDYER BLANDFORD COMMUNITY HOSPITAL
RDYEJ BRIDPORT COMMUNITY HOSPITAL

Tarrant Ward

314 - REHABILITATION

101.5%

105.8%

98.2%

101.6%

Langdon Ward

314 - REHABILITATION

66.2%

91.3%

100.0%

116.2%

RDYEJ BRIDPORT COMMUNITY HOSPITAL
RDYEW FORSTON CLINIC

Ryeberry Ward

314 - REHABILITATION

99.8%

103.7%

126.1%

89.3%

Melstock House

710 - ADULT MENTAL ILLNESS

101.4%

104.4%

100.0%

100.0%

RDYEW FORSTON CLINIC
RDYFX NIGHTINGALE HOUSE

Waterston AAU

710 - ADULT MENTAL ILLNESS

109.6%

125.1%

98.4%

101.6%

Florence House

710 - ADULT MENTAL ILLNESS

112.1%

31.8%

109.7%

56.3%

RDYFX NIGHTINGALE HOUSE
RDYFX NIGHTINGALE HOUSE
RDY32 KIMMERIDGE COURT

Nightingale Court

710 - ADULT MENTAL ILLNESS

89.2%

136.8%

100.2%

100.0%

Nightingale House

710 - ADULT MENTAL ILLNESS

88.2%

87.6%

96.9%

108.2%

Kimmeridge Court

710 - ADULT MENTAL ILLNESS

99.6%

212.4%

100.0%

64.5%

RDYFT MAIDEN CASTLE HOUSE
RDYMR PEBBLE LODGE

Glendinning Unit

710 - ADULT MENTAL ILLNESS

119.9%

102.8%

107.7%

107.0%

Pebble Lodge

711- CHILD and ADOLESCENT PSYCHIATRY

95.8%

74.1%

113.3%

96.8%

RDYEH PORTLAND HOSPITAL
RDY10 ST ANN'S HOSPITAL

Castletown Ward

314 - REHABILITATION

95.3%

95.4%

50.0%

200.0%

Alumhurst Ward

710 - ADULT MENTAL ILLNESS

99.1%

121.8%

100.6%

149.4%

RDY10

ST ANN'S HOSPITAL

Chine Ward

710 - ADULT MENTAL ILLNESS

78.8%

112.1%

100.0%

100.1%

RDY10

ST ANN'S HOSPITAL

Harbour Ward

710 - ADULT MENTAL ILLNESS

103.2%

94.1%

103.4%

100.3%

RDY10

ST ANN'S HOSPITAL

Seaview AAU

710 - ADULT MENTAL ILLNESS

96.8%

112.4%

54.9%

158.4%

RDY10

ST ANN'S HOSPITAL

Twynham Ward

712 - FORENSIC PSYCHIATRY

129.7%

92.2%

96.8%

100.0%

RDYFG ST LEONARDS COMMUNITY HOSPITAL Canford Ward
RDYFG ST LEONARDS COMMUNITY HOSPITAL Fayrewood Ward
RDYFF SWANAGE COMMUNTIY HOSPITAL
Stanley Purser Ward

314 - REHABILITATION

90.7%

106.3%

100.0%

138.7%

314 - REHABILITATION

98.4%

94.7%

100.1%

91.2%

314 - REHABILITATION

83.3%

88.0%

100.1%

99.9%

RDYFE VICTORIA HOSPITAL W'BORNE
RDYFD WAREHAM COMMUNITY HOSPITAL

Hanham Ward

314 - REHABILITATION

102.4%

94.7%

103.3%

122.6%

Saxon Ward

314 - REHABILITATION

89.4%

95.9%

92.6%

116.3%

RDYEG WESTHAVEN HOSPITAL
RDYEG WESTHAVEN HOSPITAL

Linden Unit

710 - ADULT MENTAL ILLNESS

91.3%

117.8%

93.5%

104.8%

Radipole Ward

314 - REHABILITATION

96.6%

100.7%

98.0%

148.4%

RDYEY WESTMINSTER MEMORIAL HOSPITAL
RDYFC YEATMAN HOSPITAL

Ashmore/Shaston Ward

314 - REHABILITATION

85.6%

99.4%

80.7%

142.3%

The Willows

314 - REHABILITATION

95.8%

88.2%

100.0%

100.0%

RDY10

Haven Ward

996 - PSYCHIATRIC INTENSIVE CARE UNIT

90.8%

252.4%

193.5%

147.3%

ST ANN'S HOSPITAL
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8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Whether patients do not feel safe in our
hospitals

System
Elephant /
Mental
Health
Patient
Safety
Therm.

Patient Safety Incidents
Ulysses
Violent incidents patient on patient
Ulysses

Violent incidents patient on staff
Ulysses
Falls on inpatient wards

Ulysses

Number of Patients Absconding
Ulysses
Prone Restraint

Are We Safe?

Ulysses

Seclusion
Healthcare Associated Infections: C. difficile
– meeting the C. difficile objective
nb. This is also a NHS Improvement indicator

Ulysses

Manual

Healthcare Associated Infections: MRSA
bacteraemia
Manual

Avoidable pressure ulcers acquired in care
(Grade 3 and above)

Why we are using this metric
Feeling safe is essential for recovery and
therapeutic interventions.

A good safety culture is shown by high
reporting of patient safety incidents with low or
avoided harm and a low reporting of moderate
impact or above incidents.
Patients expect to be treated in a safe and
therapeutic environment. Violent incidents are
no more acceptable on inpatient units than in
the community.

Number of patient safety incidents which have actual impact
moderate, major or catastrophic (excluding pressure ulcers and slips,
trips and falls which are reported under separate metrics).

Staff expect to work in a safe and therapeutic
environment. Violent incidents are no more
acceptable in inpatient units than in the
community.
All falls put patients at risk of more serious
injury e.g. fracture.
Many patients brought into hospital are at risk
of harming themselves or others. Patients who
abscond may harm themselves or others.

Number of incidents reported on Ulysses for inpatient areas of
physical assault from patients to staff in the month. Threshold based
on a 20% reduction on 2013/14 incidents as used in the Quality Priority
indicators for 2014/15.
Number of incidents of falls reported on Ulysses in the month in
hospitals.
Number of absconding incidents in the month of inpatients sectioned
under the Mental Health Act. It excludes failure to return incidents.
Threshold based on a 20% reduction on 2014 incidents.

Ulysses
Vacancy rate

Sickness rates
ESR

Re-admission within 28 days to Community
Hospitals

SystmOne

Re-admission within 28 days to Mental
Health Wards

RiO

Minimising mental health delayed transfers of
care
nb. This is also a NHS Improvement indicator

RiO

% of Bed days with delayed transfer from
physical health unit
SystmOne

Up to date care plans are in place for all
patients

RiO

Are we Effective?

Risk Assessments updated in previous 12
months
RiO

Care programme approach (CPA) patients
receiving follow-up contact within seven days
of discharge
nb. This is also a NHS Improvement indicator

RiO

Falls assessments within 24 hours
SystmOne
and RiO
Venous Thromboembolism (VTE) risk
assessment

SystmOne
and RiO

Pressure ulcer risk assessments (Braden)
SystmOne
and RiO
Completed Appraisals in the last year

Ulysses

Number of violent incidents (patient on patient) reported on Ulysses
for inpatient areas of physical assault between patients in the month.
Threshold based on a 20% reduction on 2013/14 incidents as used in
the Quality Priority indicators for 2014/15.

People must not be deliberately restrained in a Number of prone restraint incidents. Threshold to be agreed.
way that impacts on their airway, breathing or
circulation such as prone restraint (Department
of Health April 2014).
Seclusion should not be included in a care plan
and only used as a last resort.
Clostridium difficile can be life threatening in
the elderly or otherwise vulnerable patients.
Good infection control measures on inpatient
units should prevent/limit the numbers of
patients infected.

Number of seclusion incidents. The threshold is based on a 20%
reduction on 2014 incidents.
Number of Clostridium difficile cases identified on a hospital ward in
the month. This includes those which are found not to be due to a
lapse in care. The threshold is based on an annual maximum of 12 as
set by Dorset CCG for 2015/16.

MRSA bacteraemia can be life threatening in
the elderly or in otherwise vulnerable patients.
Good infection control measures on inpatient
units should prevent/limit the numbers of
patients infected.

Number of MRSA bacteraemia cases identified on a hospital ward in
the month. This includes those which are found not to be due to a
lapse in care. The threshold is based on a national zero tolerance.

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

Number of avoidable grade 3 and above (including unstageable)
pressure ulcers acquired in care provided by the Trust reported to
commissioners in the month. This is identified after a root cause
analysis review which will be completed up to 45 days after the event.
Threshold based on a 50% reduction over three years using baseline
from 2013/14.

Ulysses

Mandatory training completed

Description
The number of patients responding 'no' to the 'Do you feel safe?' in
community and mental health hospitals. This includes responses in
the mental health patient safety thermometer and discharge survey
(handhelds and paper surveys)

Staff must have had mandatory training for their
own safety and the provision of safe care for
patients.
The number of vacancies has a direct link to
the ability to staff wards and teams.

Percentage of staff at month end having completed the required core
mandatory training as per Trust stated update frequencies. Threshold
has been locally set.
The full time equivalent active vacancies at month end from the
Electronic Staff Record (ESR) and expressing them as a percentage
of budgeted establishment. Threshold has been locally set.

There is a recognised link between sickness
rates, particularly short-term sickness rates and
staff morale. Good HR measures to support
staff are also recognised to reduce sickness
rates.
Early readmission may be an indicator that
discharge planning was inappropriate.

Full Time Equivalent hours expressed as a percentage of Available
Full Time Equivalent hours. Threshold has been locally set.

Of those patients admitted as an emergency to a community hospital,
how many had been previously discharged from a Trust community
hospital within 28 days.
Early readmission may be an indicator that
Of those patients admitted as an emergency how many had been
discharge planning was inappropriate.
previously discharged within 28 days. National benchmarking
threshold.
Delayed discharges are a significant factor with Of those occupied bed days in mental health units, how many were
negative consequences for the effectiveness
delayed. Monitor target.
and quality of care received and also contribute
to significant additional costs.
Delayed discharges are a significant factor with
negative consequences for the effectiveness
Percentage of patients delayed on an agreed snapshot day in the
and quality of care received and also contribute month, calculated using the number of community hospital beds.
to significant additional costs.
Contractual target (increased from 3.5% to 7.5% from April 2016)
A care plan is an essential component for the
delivery of evidence based patient centred
care.
An up to date risk assessment is required to
ensure that the care plan includes measures to
reduce risks if possible. Also the risk
assessment will be used by clinicians in an
emergency to review an up to date summary of
risk concerns
Evidence shows that mental health patients are
at highest risk of suicide in the first two weeks
after leaving hospital.

Falls assessments should be carried out in
order for interventions to be implemented to
avoid falls.

Venous thromboembolism (VTE) is a life
threatening condition causing thousands of
preventable hospital deaths each year.

Up to date care plans are in place for all patients on the care
programme approach. Threshold has been locally set.
Percentage of clients with an open referral and a Risk Summary
completed on RiO (clinical records) where it has been updated in the
previous 12 months. Threshold has been locally set.

The number of people under adult mental illness specialties who were
followed up either face to face or by phone with 7 days of discharge
from psychiatric inpatient care. Monitor target.

Percentage of applicable patients who receive a falls risk assessment
within 24hours of admission to hospital. Contractual target changed
from within 48 to 24 hours from Oct15). Community hospital patients
and mental health patients >=65 years old. Contractual target.

Percentage of applicable patients who receive a venous
thromboembolism risk assessment within 24hours of admission to
hospital. Community hospital patients and mental health patients >=65
years old. Contractual target.
Pressure ulcer risk assessments should be
Percentage of applicable patients who receive a pressure ulcer risk
carried out in order for interventions to be
assessment within 4hours of admission to hospital. Community
implemented to avoid pressure ulcers
hospital patients and mental health patients >=65 years old.
developing.
Contractual target.
Appraisal is an important opportunity for staff to Percentage of staff having an appraisal within a rolling 12 month
discuss with their manager concerns about
period. Threshold has been locally set.
performance, practice and working
environment. Objectives to be set which both
improve individual practice and the care
provided to patients.

Threshold

no threshold

no threshold

<30 green
>=30 red

<45 green
>=45 red
no threshold
<=6 green
>6 red

TBA

<=3 green
>3 red

<=1 green
>1 red

0 = green
>=1 red

<=3 = green
>3 = red

>95% green
<=95% red
<=10% green
>10% or <0% red

<4% green
>=4% red

TBA

9%

< 7.5% green
>= 7.5% red

< 7.5% green
>=7.5% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red

>= 95% green
<95% red
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8.1 Indicator Overview - Quality Metrics
KLoE

Indicator
Clinical supervision occurring according to
Trust policy

System

Ulysses

Are We Caring?

Patient Friends & Family Test - Response
Rate

Patient Friends & Family Test - %
Recommended

Elephant

Elephant

Patients involved in their care
Elephant

Whether staff would recommend teams in
which they work to family and friends (Staff
Friends & Family Test) - place of work

Are We Well Led?

Whether staff would recommend teams in
which they work to family and friends (Staff
Friends & Family Test) - place of treatment

Internal
system

Why we are using this metric
Clinical supervision should be in place to
ensure that registered staff are supported in
meeting the Trust and professional
requirements for delivering safe, high quality
care.
The family and friends test is a nationally used
measure to record the satisfaction of patients.
The more people we ask, the more meaningful
the results.
We want local people to use our services. It
helps to identify where we are getting care right
and when we might need to take action to
improve patient experience.
It is important that patients are involved in
planning and making decisions about their care
and treatment.

Description
Reported 6 monthly. The percentage of registered clinical staff
(excluding medical staff) receiving a minimum of two clinical
supervision sessions during April – September and two sessions
during October – March. The measure excludes bank staff, new
starters and staff on long-term leave.
Family and Friends Tests completed by patients on the handheld
devices and paper surveys in hospital as a percentage of discharges
in the month.

This is a nationally reported measure and
allows for Trust benchmarking. It is a proxy
indicator as to staff engagement and morale.

Percentage of staff responding 'extremely likely' or 'likely' to the
question "How likely are you to recommend Dorset HealthCare to
friends and family is they needed care or treatment?" The survey is
carried out four times in the year and all staff have at least one
opportunity to respond. Threshold based on 10% improvement for the
Trust based on the comparable question in the 2015 annual staff
survey.
Percentage of staff responding 'extremely likely' or 'likely' to the
question "How likely are you to recommend Dorset HealthCare to
friends and family as a place to work? The survey is carried out four
times in the year and all staff have at least one opportunity to respond.
Threshold based on 10% improvement for the Trust based on the
comparable question in the 2015 annual staff survey.

This is a nationally reported measure and
allows for Trust benchmarking.
Internal
system

Cash balance
Capital Expenditure
All these metrics contribute to demonstrating
that the Trust is managing its business well.
That finances are being used to deliver its
services and strategy in order to provide high
quality services.

YTD Variance (Fav)/Adv

Financial Sustainability Risk Rating

Monitor Governance Rating

Patients have appointments and treatments
within agreed limits (Dorset)
- IAPT
nb. These are also NHS Improvement
indicators

Are We Responsive?

Patients have appointments and treatments
within agreed limits (Southampton)
- IAPT
nb. These are also NHS Improvement
indicators

Patients have appointments and treatments
within agreed limits
- IAPT (contractual requirement 4 weeks
Dorset)
Patients have appointments within agreed
limits CAMHS Tier 3 (4 weeks)

Patients have appointments within agreed
limits CAMHS Tier 2 (8 weeks)

Patients have appointments within agreed
limits MAS (4 weeks)
Patients have appointments within agreed
limits MAS (6 weeks)

Percentage of respondents answering 'yes definitely' and 'yes to some
extent' to whether they were involved in their care. This is taken from
questionnaires on the Trust’s handheld device. The threshold is based
on a 10% improvement on the 2013/14 position as included in the
2014/15 Quality Priorities.

>=95% green
<95% red

TBA

95%

95%

>=61%

>=72%

no threshold
Within 15% of
planned green
>15% or < 15%
red
Figure taken from the accounts ledger, with input from the PMO office. Within planned
amount green
< plan red
Figure taken from the accounts ledger.
Favourable green
Adverse red
Figure taken from the accounts ledger.
Figure taken from the accounts ledger.

CIP Performance

Patients have routine appointments for first
assessment within agreed limits - CMHT (4
weeks)

Those responding 'extremely likely' plus those responding 'likely' as a
percentage of all responses in the month. Threshold has been locally
set.

Threshold

RiO

This provides and indication of any financial
risks which could jeopardise the Trust's
financial standing and so threaten the continuity
of key services or indicates a financial
governance concern.
This provides an indication of how well the
Trust is being run.
Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

Patients have the right to timely assessment
and treatment.

IAPTUS

IAPTUS

IAPTUS

RiO

RiO

Patients have the right to timely assessment
and treatment.

Patients have the right to timely assessment
and treatment.

Percentage of clients being seen in 4 weeks of referral to assessment
within Steps to Wellbeing services. Contractual target is 100%,
however in line with our agreement with Dorset CCG 95% to 100% is
rated green.

Patients have the right to timely assessment
and treatment.

Percentage of patients seen within four weeks of referral to
assessment to Tier 3 Child and Adolescent Mental Health Services
(CAMHS). Threshold is based on trajectories agreed with
commissioners. Contractual requirement.
Percentage of patients seen within eight weeks of referral to
assessment to Tier 2 Child and Adolescent Mental Health Services
(CAMHS). Threshold is based on trajectories agreed with
commissioners. Contractual requirement.
Percentage of patients seen within four weeks of referral to
assessment in the Memory Assessment Service (MAS). Contractual
target.
Percentage of patients seen within six weeks of referral to
assessment in the Memory Assessment Service (MAS). Contractual
target.
Number of complaints received, both written and verbal.

Patients have the right to timely assessment
and treatment.

RiO

Patients have the right to timely assessment
and treatment.

Compliments

Complainants rating of the handling of their
complaints

Duty of Candour

Ulysses

The rating for the Trust is based on quarterly returns to Monitor which
is either red, under review, or green
Percentage of clients being seen within 4 weeks of referral to a
CMHT. This excludes emergency and urgent referrals which have a
shorter access time. Contractual target (changed from 98% in 2015/16
to 95% in 2016/17)
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 6 weeks of referral. NHS
Improvement and contractual target in Dorset.
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 18 weeks of referral. NHS
Improvement and contractual target in Dorset.
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 6 weeks of referral. NHS
Improvement and contractual target in Southampton.
Percentage of people with common mental health conditions referred
to the IAPT programme treated within 18 weeks of referral. NHS
Improvement and contractual target in Southampton.

Patients have the right to timely assessment
and treatment.

Ulysses

3

Patients have the right to timely assessment
and treatment.

RiO

Complaints

The rating for the Trust is based on quarterly returns to Monitor.
Possible ratings from 1 (lowest) to 4 (highest)

Patients' experience of not being satisfied with
their care and treatment provides an
opportunity for learning.
Patients' experience of being satisfied with their
care and treatment provides an opportunity for
learning.
How people's concerns or complaints are
listened to and responded to is an indicator of
the quality of their care.

Ensuring openness and transparency with
patients and their representatives in relation to
care and treatment. Duty of candour includes
informing people about incidents, providing
reasonable support, providing truthful
information and an apology when things go
wrong.

Green

>=95%

>75%

>95%

>75%

>95%

>=95%

Threshold based
on trajectories to
Dec16
Threshold based
on trajectories to
Dec16
>=75%

>=95%

no threshold
Number of compliments received.
no threshold
Percentage of complainants who rated the handling of their complaints
as 'very good', 'good' or 'satisfactory' in the quarterly complainant
satisfaction survey. The threshold is based on improving on the
2013/14 position as included in the 2014/15 Quality Priorities.

>73% green
<=73% red

Number of times duty of candour disclosure was identified as
appropriate following incidents resulting in moderate, major or
catastrophic harm.
no threshold

Any amendments from the previous month / updates are shown in blue
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8.2 Indicator Overview - NHS Improvement
Name
A&E: maximum waiting time of 4 hours from
arrival to admission/transfer/discharge
Maximum time of 18 weeks from point of
referral to treatment (RTT) in aggregate –
patients on an incomplete pathway
Maximum 6-week wait for diagnostic
procedures

Description / Notes
Waiting time is assessed on a provider basis, aggregated
across all sites. The 4-hour waiting time indicator applies
to minor injury units/walk in centres.
This applies to consultant-led incomplete pathways. The
measures apply to acute patients whether in an acute or
community setting.
The purpose of this metric is to measure waits for key
diagnostic tests. Diagnostic services in the Trust include
endoscopy at three sites; audiology; echocardiography at
three sites; and ultrasound at two sites.

Patients requiring acute care who received a
gatekeeping assessment by a crisis resolution
and home treatment team in line with best
practice standards

An admission has been gate kept by a crisis resolution
team if they have assessed the service user before
admission and if they were involved in the decision-making
process, which resulted in admission.

Early intervention in psychosis (EIP): people
experiencing a first episode of psychosis
treated with a NICE-approved care package
within two weeks of referral
Ensure that cardio-metabolic assessment and
treatment for people with psychosis is delivered
routinely in the following service areas:

People experiencing a suspected first episode of
psychosis (aged 14-65) treated with a NICE approved care
package within two weeks of referral.

Improving Physical healthcare to reduce premature
mortality in people with serious mental illness. Based on
number of patients in defined cohort who have both:
i. a completed assessment for each of the cardiometabolic parameters with results documented in the
a) inpatient wards
patient’s records
b) early intervention in psychosis services
c) community mental health services (people on ii. a record of interventions offered where indicated, for
patients who are identified as at risk as per the red zone of
Care Programme Approach)
the Lester Tool.
Complete and valid submissions of metrics in
Completeness of data submitted in the Mental Health
the monthly Mental Health Services Data Set
Services Data Set (MHSDS): comprising: NHS number,
date of birth, postcode, current gender, registered GP
submissions to NHS Digital:
organisation code, commissioner organisation code
• identifier metrics
Complete and valid submissions of metrics in
For achievement by 2016/17 year-end. Completeness of
the monthly Mental Health Services Data Set
data submitted in the Mental Health Services Data Set
(MHSDS): comprising: ethnicity, employment status (for
submissions to NHS Digital:
adults only), school attendance (for children and young
• priority metrics
people (CYP) only), accommodation status (for adults
only), ICD10 coding. NB ICD10 coding for CYP may be
supplanted by capture of a problem descriptor, rather than
a formal medical diagnosis.
Improving Access to Psychological Therapies
(IAPT) / Talking Therapies
• Proportion of people completing treatment
who move to recovery
• Waiting time to begin treatment
- within 6 weeks

Data from IAPT minimum data set.

• Waiting time to begin treatment
- within 18 weeks

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

Increased health and wellbeing, with at least 50% of those
completing treatment moving to recovery
Timely access, with at least 75% of people waiting no
longer than 6 weeks to begin treatment.

Target

Monitoring
period

>= 95%

Monthly

>= 92%

Monthly

>= 99%

Monthly

>=95%

Quarterly

>= 50%

Quarterly

>= 90%
>= 90%

Quarterly

>= 65%

>= 95%

Monthly
>= 85%

>= 50%
>= 75%

Quarterly

>= 95%
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Agenda Item 9

Trust Finance Report for Month 10, January 2017
Part 1 Board Meeting 22 February 2017
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Sponsoring Board Member
Purpose of Report

Recommendation
Engagement and Involvement

Head of Management Accounts, Director of Finance and
Strategic Development
Director of Finance and Strategic Development
To advise the Board of the financial position at Month 10,
January 2017.
The Board is asked to consider the report.
 Directors and budget managers are involved in providing
updates and information affecting the financial position.
 Notable feedback and actions from Directorate teams with
regard to their reported financial position are included within
the report.

Executive Performance and Corporate Risk Group
14 February 2017.
Monitoring and Assurance Summary
This report links to the
 To ensure that all of the Trust’s resources are used in an
Strategic Goals
efficient and sustainable way;
Previous Board/Committee
Dates

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

Any action required?
Yes











Yes
Detail in report

No












FINANCE REPORT FOR 2016/17 MONTH 10, JANUARY 2017

Metric

YTD
Position

Summary

 = Improved
Performance

1. OVERALL POSITION
The Month 10 net position is £4.1m ahead of Plan year to date (YTD). Further detail is in Appendix 1 (Income
& Expenditure Summary) and in the sections below.
The forecast position for the Trust is a deficit of £1.0m, which is ahead of Plan by £3.0m.
Agency expenditure YTD is £4.6m, maintaining the reduced expenditure trend.
£8.0m CIP has been banked at Month 10.
The Use of Resource Rating, within the Single Oversight Framework, is 1.

Budgetary
Performance

2. BUDGETARY PERFORMANCE SUMMARY

↔

A summary of the YTD Income & Expenditure financial performance is tabled below.
Income
£M

Pay

Non-Pay

Surplus

£M

£M

£M

Plan YTD

(214.7)

158.4

55.2

(1.1)

Actual YTD

(214.7)

154.3

55.2

(5.2)

0.0

(4.1)

0.0

(4.1)

Variance YTD
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The YTD performance against budget by Locality/Directorate is represented in the graph below.

3. MAIN DETERMINANTS OF INCOME & EXPENDITURE POSITION (YTD)
Income including interest received is £79k behind plan YTD. Within this position there is underperformance
against Non Contracted Activity (NCA) of £296k, offset by a range of compensating overperformance items.
The YTD position includes the assumption that the Sustainability & Transformation Fund (STF) income will be
received in full (£1.6m YTD).
Pay is £4,129k less than plan YTD.
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Within corporate areas net underspend YTD totals £1,739k, principally relating to IM&T and Nurse Executive &
Quality vacancies. The net underspend relating to operational pay budgets is £2,390k YTD. Detail regarding
Agency spend is provided in section 5.1.
Non-Pay is £17k underspent YTD within which corporate areas have a combined overspend of £153k. The
non-pay underspend across operational areas totals £170k.

4. FORECAST OUTTURN
The Forecast at Month 10, summarised below, is a deficit of £1.0m, which is £3.0m ahead of Plan.
Income

Pay

Non-Pay

Deficit

£M

£M

£M

£M

Annual Plan

(257.9)

191.2

70.8

4.0

Forecast Actual

(257.6)

185.9

72.8

1.0

0.3

(5.3)

2.0

(3.0)

Forecast Variance

The forecast currently assumes full receipt of STF income. It also assumes release of Contingency (£1.3m).

5.1 Impact of Agency Spend
Total agency expenditure YTD at the end of January is £4.6m (3% of total pay expenditure). For comparison,
our YTD expenditure at Month 10 last year was £10.9m. Agency expenditure during the month of January was
£604k, an increase compared to December (£518k).
The total 2016/17 agency expenditure ceiling, imposed by NHS Improvement (NHSI), is £9,062k. The profiling
of this ceiling is shown as a red line in the graph below.
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Our highest spending agency usage areas remain Medical Staffing and Prisons. YTD these 2 areas account
for £2.8m of the total £4.6m expenditure.
The total YTD agency expenditure by staff group is as follows:





Nursing agency spend is £1.9m (2% of total Nursing staff expenditure)
Medical agency spend is £1.7m (13% of total Medical Staff expenditure)
Other Professional Groups is £0.7m (2% of total Other Professional Groups expenditure)
Non Clinical agency spend is £0.3m (1% of total Non Clinical staff expenditure)
(Non-Clinical includes A&C, estates, ancillary and IM&T)
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Agency Expenditure Trend by Staff Group
250
200

£'000

150
100
50
0
Feb

Mar

April

May

June

Medical
Nursing Unqualified
Other Professional Groups

July

Aug

Sept

Oct

Nov

Dec

Jan

Nursing Qualified
Non-Clinical

The increase in agency costs in January mainly reflects increased use of:
 Qualified nursing staff in Prisons Services
 Other Professional Groups (Therapists) in the Steps to Wellbeing Service.
The highest YTD agency expenditure is in the following service areas:
£000

1853
982
435
393
344
296
273

Prisons (both nursing and medical staff)
Medical staff (excluding Prisons)
Community Mental Health Services - mainly nursing staff and Steps to Wellbeing
Mental Health Inpatient wards
Non clinical staffing - mainly IT
Community Hospitals – mainly nursing staff & other professional groups
Community Services - mainly AHPs

Bank staff expenditure remains above the level seen in 2015/16.
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5.2 Out of Area Placements
Overview:
 Expenditure YTD: £2,266k
 This is £236k less than at Month 10 2015/16.
 Forecast £2.5m
A comparison of expenditure to date compared to 2015/16 is tabled below:

The number of placements out of county is 6, of whom 1 is a female PICU patient.
The new PICU unit for women was completed in December and brought into use during January.
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6. COST IMPROVEMENT PROGRAMME
CIP

↔

(Forecast)

Annual Plan: £8.1m
Delivered YTD: £8.0m
At Month 10, 98% of the CIP target for 2016/17 has been banked with the largest contributions relating to the sale
of Castle Hill House (£1.0m), Vacancy Management (£1.3m) and Agency savings targets (£2.1m).
The current forecast for the programme is 100% delivery. Schemes for further site disposals and rental
reductions will not be met but these have been offset by over achievements across a number of other schemes.
The 2016/17 Cost Prevention target is £4.0m with an adverse forecast outturn against the specific items
monitored (£341k). However, this shortfall is negated by other Trust underspends
A summary of actual performance against CIP and Cost Prevention schemes in 2016/17 is set out at Appendix 2.
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2017/18 CIP
The £12.9m 2017/18 CIP target is equivalent to 5.3% of turnover. The current value of identified schemes
amounts to £8.4m.
Schemes to the value of £4.5m are yet to be identified.
The CIP target has been allocated to Directorates on the basis of scale of budgets, in order that each Director is
sighted and accountable for the savings yet to be identified.
|-------- Identified to Date --------|

CIP Summary

|---- Gap ----|

Budget

CIP
Target

Pay

NonPay

Total

£'000

£'000

£'000

£'000

£'000

WTE

£'000

WTE

125

Operational Savings

193,248

9,153

2,689

1,846

4,535

32

4,619

Estates & Facilities

13,090

1,320

80

1,226

1,306

0

14

0

Corporate Services

30,562

1,448

1,049

575

1,624

25

-176

-7

970

370

600

970

12,891

4,188

4,246

8,434

Trust-wide savings
TOTAL

236,900

0
57

4,457

119

Schemes are being determined via a number of routes and reviews are ongoing in order to address the
remaining gap.
Any shortfall, or schemes which are non-recurrent in 2017/18 (currently £1.5m), will add to the recurrent CIP
burden of savings to be identified for 2018/19. £1.7m of CIP was delivered non-recurrently in 2016/17, leading to
a 2017/18 CIP target £1.7m higher than would otherwise have been the case.
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7. CAPITAL
Capital

↓

Planned Annual Expenditure: £11.2m (reduction agreed with NHSI, originally £12.2m)
Expenditure YTD: £7.3m
Current further commitments: £3.9m of which £0.02m relates to 2017/18 commitments
Following a request from NHS Improvement, the Trust was asked to identify any planned capital expenditure
which may slip into 2017/18. £0.5m of excess budget was identified and a further £0.5m of committed spend was
likely to face delays, therefore the Trust reported a £1m expected slip and as a result our new planned capital
expenditure is £11.2m.
As at 31st January 2017, expenditure is as follows:
55.2% of the planned maintenance works, with a further 35.9% committed
37.0% of the planned equipment programme, with a further 49.7% committed
64.8% of the planned reconfiguration works, with a further 33.2% committed.
To date the Trust has reached 65.2% against the revised planned annual expenditure and as a result we are
currently 19.8% (£2,218k) short of the minimum NHSI target (85%) which is required to be met by the year end.
Every effort is now being made to achieve the year end target however an overachievement within the quarter is
required following the shortfall against the Quarter 3.
8. BALANCE SHEET

Cash

↓

Cash position: £36.0m; decrease of £1.2m compared to last month. The cash position is expected to reduce in
the remaining months of the financial year due to capital expenditure payments.
There is a future call on the cash balance from the proposed capital programme in 2017/18 and 2018/19 of £17m
and £15m respectively.
Sales ledger debt stands at £4.2m, an increase of £1.9m compared to last month. £2.7m (December £1.0m) of
the £4.2m is not yet over 30 days old. Over 90 day debt has risen by £0.2m to £0.7m. The bad debt provision
stands at £0.3m, although all debts continue to be chased.
A detailed statement of the Trust’s financial position at 31st January 2017 is attached at Appendix 3.
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9. SINGLE OVERSIGHT FRAMEWORK - USE OF RESOURCES (UoR) RATING
SOF UoR

↔

The Use of Resource rating within the recently introduced Single Oversight Framework (SOF) is maintained at
the highest achievement level. The 5 equally weighted metrics are as follows:

Capital Service Cover
Liquidity
I&E Surplus Margin
I&E Margin Variance
Agency Rating

UoR 1
< 1.25
< -14
<= -1%
<= -2%
<= 50%

UoR 2
1.25 =< >1.75
-14 < > -7
-1% < > 0
-2% < > -1%
25% < > 50%

UoR 3
1.75=< > 2.5
-7 < > 0
0 =< >= 1%
-1% < 0
25% <> 0%

UoR 4
> 2.5
>0
> 1%
0 =>
< =0%

If any metric is 4, the overall UoR rating will be capped at 3.
The risk rating YTD is as follows:
Capital Service rating
Liquidity rating
I&E Surplus Margin rating
I&E Margin Variance rating
Agency Rating

1
1
1
1
1

Use Of Resources Rating after overrides

1

10. CONCLUSION
The Month 10 net position is £4.1m ahead of Plan YTD.
The forecast outturn for 2016/17 position is £1.0m deficit, ahead of plan by £3.0m.
THE BOARD IS ASKED TO:
 Consider the Finance report
Appendices
 1. Income/Expenditure Summary
 2.

Cost Improvement Programme

 3.

Statement of Financial Position
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APPENDIX 1
INCOME & EXPENDITURE SUMMARY

Month 10 2016/17 (January)
CURRENT ANNUAL BUDGET
Pay

Non-Pay

£'000

£'000

YEAR TO DATE
Budget

Total
Inc & Exp
£'000

Pay
£'000

Non-Pay
£'000

FORECAST VARIANCE @ M10

Actual
Inc & Exp
£'000

Pay
£'000

Non-Pay
£'000

Variance (Fav)/Adv
Inc & Exp
£'000

Pay
£'000

Non-Pay
£'000

Inc & Exp
£'000

%

Pay

Non-Pay

Income

£'000

£'000

£'000

INCOME
Baseline Income

(235,215)

(195,699)

(195,699)

0

0%

G

0

Dorset Locality

(6,778)

(5,845)

(5,923)

(78)

(1%)

G

(40)

Poole & East Dorset Locality

(4,911)

(3,794)

(3,796)

(2)

(0%)

G

15

Bournemouth & Christchurch Locality

(3,546)

(2,980)

(2,788)

192

6%

R

277

Other Income

(7,410)

(6,372)

(6,381)

(9)

(0%)

G

14

(257,859)

(214,690)

(214,587)

103

0%

R

266

Total Trust Income

EXPENDITURE
Dorset Locality

49,316

17,942

67,257

40,956

14,866

55,822

40,305

14,396

54,702

(650)

(470)

(1,120)

(2%)

G

(741)

(209)

Poole & East Dorset Locality

50,841

17,703

68,544

42,108

14,718

56,826

41,014

14,213

55,228

(1,094)

(505)

(1,598)

(3%)

G

(1,312)

135

Bournemouth & Christchurch Locality

47,929

10,447

58,376

39,761

8,785

48,546

39,580

9,572

49,152

(181)

787

606

1%

R

(402)

1,046

Medical Staffing

14,478

655

15,133

12,060

509

12,569

11,595

527

12,122

(465)

17

(447)

(4%)

G

(539)

(3)

4,413

822

5,234

3,635

664

4,299

3,330

680

4,010

(305)

15

(289)

(7%)

G

(357)

91

17,151

11,914

29,065

13,995

9,857

23,852

12,751

9,792

22,542

(1,244)

(65)

(1,310)

(5%)

G

(1,739)

269

Human Resources

4,802

1,237

6,040

4,013

846

4,858

3,857

779

4,636

(155)

(67)

(222)

(5%)

G

(214)

133

Org Dev & Participation and Corporate

2,260

954

3,214

1,892

826

2,718

1,858

764

2,622

(34)

(61)

(96)

(4%)

G

(0)

(46)

0

4,515

4,515

0

346

346

0

677

677

0

331

331

96%

R

191,190

66,189

257,378

158,420

51,416

209,837

154,292

51,399

205,691

(4,129)

(17)

(4,146)

(2%)

G

Nurse Executive & Quality
Finance & Strategic Development

Central Budgets
Total Trust Expenditure

NET INCOME & EXPENDITURE
Interest Received *
Public Dividend Capital Dividend

RETAINED (SURPLUS)/DEFICIT

4,593

(480)

(4,853)

(8,896)

(4,129)

(17)

(4,043)

(66)

(55)

(79)

0

0

(24)

43%

G

3,828

0

0

0

0%

G

(5,147)

(4,129)

(17)

(4,067)

4,593

3,828

4,047

3,828

3,828

(1,081)

EBITDA
Memorandum Note
Annual Turnover (at Month End) Financed By;
Total Trust Income
Total Annual Turnover before Interest received
Interest Received *
Total Annual Turnover

G

7.0%

£'000
257,859
257,859
66
257,924

Performance v NHSI Plan
Income versus Expenditure
Annual
YTD
YTD
Plan
Plan
Actual
£'000
£'000
£'000
4,047

1,939

(5,147)

Segmental Performance
£'000
£'000
Bournemouth & Christ'ch Locality
(258)
Dorset Locality
(1,724)
Poole & East Dorset Locality
(2,085)
Total
(4,067)

604
(5,304)

2,019

(5,304)

2,019

266
(24)

0

(3,043)
6.0%

£'000
£'000
378
(1,574)
(1,847)
(3,043)

APPENDIX 2

2016/17 CIP
Forecast Full
Year Effect
(recurrent)

£'000

£'000

£'000

Workforce Redesign
Workforce redesign/agency

LB

1,700

2,107

2,107

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

EY

166

167

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

LB

167

250

250

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

SO'D

167

489

206

16-CIP-1.1c

Vacancy Management

LB/EY/SO'D

1,300

1,300

1,300

16-CIP-1.5

Medical Staffing

NK

280

325

284

16-CIP-4.1a.1

Finance Directorate Workforce

MM

83

108

99

16-CIP-4.1b

E Procurement

MM

17

0

0

16-CIP-7.1

Business Development workforce

12

12

12

16-CIP-7.2a

Human Resources workforce

CH

71

71

54

Operational Efficiencies
16-CIP-1.2

Rationalisation of Service Level Agreements

SO'D

250

195

0

16-CIP-1.3

Community Hospitals income

SO'D

172

172

170

16-CIP-6.0

Operational Travel Savings by Directorate

MM

322

322

322

Support Services
14-CIP-4.6

Tax Efficiencies

MM

213

292

0

16-CIP-4.1a

Finance Directorate efficiency savings

MM

510

740

10

16-CIP-4.3

Procurement led initiatives

MM

300

312

280

16-CIP-5.1

Medicines Management

FH

77

77

7

16-CIP-7.2b

Human Resources efficiencies

CH

8

8

8

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

NP

9

9

9

1

1

Property Management (Estates) Savings
15-CIP-4.11

Soft FM efficiencies

16-CIP-2.1

Reduction in rental across the estate

250

0

0

16-CIP-2.2

Income from premises rental

296

105

60

16-CIP-2.3

Energy savings on utilities (includes energey savings)

28

69

75

16-CIP-2.4

Rates rebates negotiated through Finance

15-CIP-4.1

Coburg Court tenancy disposal

MM

0

13

0

100

0

0

Estates Disposal
16-CIP-3.1

Sale of Castle Hill

900

965

15

16-CIP-3.2

New site disposals from opportunity list

672

2

0

8,070

8,111

5,435
(2,676)

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Fav. / (Adv.)

41

QIA
complete
Level 1

Stakeholde
rs engaged
/ managed

Lead Director

16-CIP-1.1a

Total 2016/17 CIP savings to be achieved

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 CIP Scheme

2016/17 CIP
Current
Forecast

Plan Status

CIP Ref

2016/17 CIP
Plan

Risk Level against
2016/17 achievement

Dorset HealthCare University NHS Foundation Trust

APPENDIX 2
Dorset HealthCare University NHS Foundation Trust
2016/17 Cost Improvement Programme (CIP) - Profiling Detail
2016/17 Monthly Profiling
Actual
2016/17 CIP Scheme

CIP Ref

Recurrent
('R), Non
Recurrent
(NR)

R/NR

Forecast

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

-

-

-

-

-

-

-

2,107

-

-

-

-

-

-

-

167

-

-

-

-

-

489

-

-

-

-

-

-

1,300

13

-

-

28

-

-

325

-

-

-

-

108

125

862

126

586

407

16-CIP-1.1a

Workforce redesign/agency

16-CIP-1.1b.1

Management & Operational Efficiencies Bmth

R

167

16-CIP-1.1b.2

Management & Operational Efficiencies Poole

R

2

35

9

204

16-CIP-1.1b.3

Management & Operational Efficiencies Dorset

R

12

12

117

268

16-CIP-1.1c

Vacancy Management

R

16-CIP-1.5

Medical Staffing

R

16-CIP-4.1a.1

Finance Directorate Workforce

R

16-CIP-4.1b

E Procurement

R

16-CIP-7.1

Business Development workforce

R

12

16-CIP-7.2a

Human Resources workforce

R/NR

54

16-CIP-1.2

Rationalisation of Service Level Agreements

R

16-CIP-1.3

Community Hospitals income

R

86

16-CIP-6.0

Operational Travel Savings by Directorate

R

322

14-CIP-4.6

Tax Efficiencies

R

23

(4)

50

23

16-CIP-4.1a

Finance Directorate efficiency savings

R/NR

10

47

345

261

16-CIP-4.3

Procurement led initiatives

R

16-CIP-5.1

Medicines Management

R

16-CIP-7.2b

Human Resources efficiencies

R

16-CIP-7.3

Organisation, Devt, Participation & Corp Affairs

80

1,300
34

140

56

45

17

37

48

10

17
195
17

1

250

5

-

-

-

-

-

-

-

-

-

-

-

-

-

12

-

-

-

-

-

-

71

-

-

-

-

195

68

-

-

-

-

-

172

-

-

-

-

-

-

322

23

24

16

30

31

27

27

292

35

43

-

-

-

-

740

171

(1)

26

-

11

8

-

-

-

-

-

-

8

R

9

-

-

-

-

-

-

9

1

-

-

-

-

-

-

1

-

22

74
63

17

26

15-CIP-4.11

Soft FM efficiencies

R

16-CIP-2.1

Reduction in rental across the estate

R

-

-

-

-

16-CIP-2.2

Income from premises rental

R

45

-

-

-

16-CIP-2.3

Energy savings on utilities (includes energey savings)

-

-

-

-

16-CIP-2.4

Rates rebates negotiated through Finance

-

-

-

-

15-CIP-4.1

Coburg Court tenancy disposal

-

-

-

-

16-CIP-3.1

Sale of Castle Hill

NR

-

-

2

16-CIP-3.2

New site disposals from opportunity list

NR

-

-

2

69

R

12

NR

0

R
948

14

312

3

77

-

-

60

105

-

-

69

-

-

13

-

-

-

-

-

965

-

-

-

2

0

Total CIP savingsachieved/to be achieved:

1,712

2,518

800

1,210

689

739

133

58

51

61

53

87

Actual 2016/17 Cumulative CIP savings profile

1,712

4,230

5,030

6,239

6,929

7,667

7,801

7,859

7,910

7,971

8,024

8,111

Planned 2016/17 Cumulative CIP profile
Monthly cumulative CIP variance: Fav / (Adv)

1,362
350

2,188
2,042

4,306
724

5,035
1,204

5,148
1,781

5,448
2,219

5,728
2,073

5,893
1,966

6,303
1,607

6,667
1,304

6,916
1,108

8,070
41

8,111

APPENDIX 2
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£'000

QIA
complete
Level 1

£'000

Stakeholde
rs engaged
/ managed

£'000

RAG Status applicable to 2016/17

Financial
benefits on
track

2016/17 Cost Prevention Scheme

Lead
Director

2016/17 Cost
2016/17
Prevention Forecast Full
Current
Year Effect
Forecast
(Recurrent)

Plan Status

Cost Prevention
Ref

2016/17 Cost
Prevention
Plan

Risk Level against
2016/17 achievement

2016/17 Cost Prevention Programme

Operational Efficiencies to manage cost pressures
16-RED-4.1

Bournemouth and Christchurch

EY

692

519

519

16-RED-4.2

Poole and East Dorset

LB

247

165

165

16-RED-4.3
16-RED-3.0
16-RED-2.0

PICU Male and Female

16-RED-1.0

Patient Transport

16-RED-5.0

Procurement

Dorset

SO'D

199

199

199

Prisons

SO'D

1,500

1,500

1,500

EY

1,100

556

1,100

250

125

125

0

113

113

470

470

3,647

4,191

MM

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage

3,988

Total 2016/17 Cost Prevention savings to be achieved

544

Full Year Effect towards 2017/18 Savings Target

(341)

Forecast Outturn Variance: Fav. / (Adv.)

2016/17 Cost Prevention Programme - Profiling Detail
2016/17 Monthly Profiling
Actual
Cost Prevention
Ref

2016/17 CIP Scheme

Recurrent
('R), Non
Recurrent
(NR)

April

May

June

July

August

September

October

November

December

January

February

March

Actual
Outturn
Total

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£000

-

-

363

20

39

57

31

R

27

24

113

R

199

-

-

-

-

-

-

-

-

199

-

-

-

-

-

-

-

-

1,500

R

-

-

-

-

556

556

R

-

-

125

-

125

R

77

R

470

-

-

-

43

125

556

2,966

3,091

2,966

3,091

3,647
3,988
(341)

16-RED-4.1

Bournemouth and Christchurch

R

16-RED-4.2

Poole and East Dorset

16-RED-4.3

Dorset

16-RED-3.0

Prisons

R

16-RED-2.0

PICU Male and Female

16-RED-1.0

Patient Transport

16-RED-5.0

Procurement

Surplus Pay & Non-pay Inflation and Cost Pressures Slippage

Forecast

345

(69)

60

1,164

3

519
165

-

-

37
-

-

Total CIP savingsachieved/to be achieved:

345

(69)

649

1,208

699

57

31

3

Actual 2016/17 Cumulative Cost Prevention savings profile
Planned 2016/17 Cumulative Cost Prevention profile
Monthly cumulative CIP variance: Fav / (Adv)

345

276

2,134

2,832

276

2,134

2,832

2,889
1,444
1,445

2,920
2,544
376

2,923

345

925
722
203

Note
The above figures are based on current forecasts.

6

2,923

2,923
3,266
(343)

113
470
3,647

APPENDIX 3
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 31 January 2017
£000's

NON-CURRENT ASSETS

31 March
2016

£000's

£000's

£000's
Movement
31
December 31 January (Month on
Month)
2016
2017

Intangible assets
Property, plant and equipment

148
159,646

734
159,771

804
159,523

70
(248)

TOTAL NON-CURRENT ASSETS

159,794

160,505

160,327

(178)

CURRENT ASSETS
Inventories
Non-current assets for sale
NHS receivables
Provision for impaired receivables
Related Party receivable
Other receivables
NHS Accrued Income
Accrued Income
Prepayments
PDC dividend receivable
Cash and cash equivalents

738
1,808
1,354
(237)
0
2,149
687
174
1,759
0
30,733

738
161
1,281
(273)
9
1,047
1,432
369
1,476
0
37,207

736
161
1,720
(269)
0
2,431
1,555
178
1,545
0
35,957

39,165

43,447

44,014

(1,484)
(1)
(8,116)
(35)
(342)
0
(10,230)
0
(1,375)

(2,429)
0
(8,136)
(1,148)
(796)
0
(7,496)
0
(1,063)

(2,233)
0
(8,369)
(1,531)
(596)
0
(6,785)
(1,108)
(1,229)

196
0
(233)
(383)
200
0
711
(1,108)
(167)

TOTAL CURRENT LIABILITIES

(21,583)

(21,068)

(21,851)

(784)

TOTAL ASSETS LESS CURRENT LIABILITIES

177,376

182,884

182,490

(395)

TOTAL CURRENT ASSETS

(2)
0
439
4
(9)
1,384
123
(191)
69
0
(1,250)
567

CURRENT LIABILITIES
NHS payables
Borrowings
Other payables
PDC dividend payable
Trade payables - capital
Related Party payable
Accruals
Receipts in advance
Provisions

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

0
(2,010)

0
(1,948)

0
(1,951)

0
(2)

175,366

180,936

180,539

(397)

(31,080)
(86,814)
(57,472)

(31,106)
(93,567)
(56,263)

(31,106)
(93,170)
(56,263)

0
397
0

(175,366)

(180,936)

(180,539)

397

FINANCED BY (TAXPAYERS' EQUITY)
Public Dividend Capital
Income and expenditure reserve *
Revaluation reserve
TOTAL TAXPAYERS' EQUITY

* This is the equivalent of Retained Earnings for a Limited Company. The working capital is:

£22,163 k

APPENDIX 3

NOTES
£000's
31 March
2016
1.

Sales Ledger Aged Debt Analysis
Current +30 days +60 days +90 days -

Total Trade Debtors

£000's
£000's
£000's
Movement
31
December 31 January (Month on
Month)
2016
2017

1,386
112
504
561

1,040
178
478
521

2,689
706
86
674

1,649
528
(392)
152

2,563

2,218

4,155

1,936

2. The interest rate as at 31 January for our Government Bankings Service Account was 0.14% and
our Lloyds TSB Account was 0.0%

Agenda item 10

People Management
Part 1 Board Meeting 22 February 2017
Author

Colin Hague, HR Director

Sponsoring Board Member

Colin Hague, HR Director

Purpose of Report

To give an update on people management

Recommendation

The Board is asked to note the report.

Engagement and Involvement

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

Previous Board/Committee
This follows a Part 1 Board report on People Management in
Dates
November 2016
Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
Any action required?

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

Yes

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











Yes
Detail in report

No
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1.0 Executive Summary – February 2017
Agency expenditure is £6.3 million lower than for the same period last year and below the
threshold target set by NHS Improvement.
Attention is being given to recruitment ‘hot spot’ areas identified in Section 2.2 of the report.
Details are given in the report of a recruitment campaign that has been taking place in London.
This has been associated with an increase in the number of applications received.
Following recruitment processes and subject to contract the name of the new Chair designate
will be announced shortly. The Chief Operating Officer designate is Eugine Yafele and HR
Director recruitment has been initiated.
Organisational change includes a review of the management structure for Operational Services
and details of the arrangements designed to strengthen the Dorset HealthCare Leadership
structure are set out in Section 2.3 (f) of the report.
HM Revenues and Customs changes to taxation of “off payroll” workers will apply from April
2017. These changes will mean that more workers, who are currently off payroll, will be subject
to PAYE income tax and national insurance deductions at source and penalties will apply to
Dorset HealthCare if this is not deducted at source. This coincides with new NHS Improvement
regulation and guidance expectations relating to off payroll engagements which are set out in
section 2.3 (f) of the report. Dorset HealthCare is currently fully compliant in respect of these
new ‘office holder’ expectations.
New lone worker devices are being introduced for lone workers to achieve improved consistency
in managing lone worker risks and to help reduce risks for lone workers.
Arrangements put in place to monitor Junior Doctor working time through the Guardian of Safe
Working are set out in section 4 of the report.
Flu vaccination uptake has improved from 28.4% to 34.1% compared with 2016, but is below the
level we aspire to. Plans for the 2017 campaign are commencing and are being designed to
further improve uptake.
A new Learning and Development on-line booking system for courses has been introduced.
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Agency and Bank Management
Year to date agency expenditure was £4.6m as at month 10 compared to £10.8m in month 10 in
2015/16. Agency expenditure year to date is £6.3m lower than for the same period last year.
Agency expenditure has risen compared with £574k in Month 10 2015/16 to £604k for month 10
2016/17. At the end of month 10 the Trust was in a positive position of £3.9m against the NHS
Improvement threshold limit of £8.5m.

1,200

Agency, Bank and Overtime Spend
Trend

1,000
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£'000

2.1

600
400
200
0

Agency

NHSI Agency Expenditure
Ceiling
Agency Ceiling (£9,062k)
Actual Total Agency Spend
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Actual Total Agency Spend

April
£'000
906
372
Oct
£'000
725
404

May
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June
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£'000
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604
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£'000
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0

Sept
£'000
725
460
March
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Agency Expenditure Trend by Staff
Group
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£'000
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Medical
Nursing Unqualified
Other Professional Groups

2.2

Nursing Qualified
Non-Clinical

Current Recruitment and Vacancy Position and Attraction, Recruitment and Retention
Measure
Actual FTE
Vacancy Rate from ledger
Budgeted establishment
Nursing vacancies
Nursing establishment
Non-nursing vacancies

31 January 2016

31 January 2017

4627.57
7.18%
5007.67
157.54
1699.91
202.2

4745.97
8.78%
5229.34
173.24
1738.72
286

Change
118.40
1.6%
221.67
15.7
38.81
83.8

Compared with last January, the budgeted establishment has increased by 221.67 posts and 118.4
more full time equivalent staff are in post. The percentage of vacancies has increased to 8.78% as
a consequence of the higher establishment.
High Level
Grouping
Children’s &
Young
Peoples

Community

Community
Hospitals

Mental
Health

Values
WTE
Budget
Vacancy
Rate
WTE
Budget
Vacancy
Rate
WTE
Budget
Vacancy
Rate
WTE
Budget
Vacancy
Rate

AHPs

Medical

Non
Clinical

Nursing
Registered

Nursing Unregistered

Grand
Total

112.27

13.1

96.18

291.05

87.66

600.26

0.12%

17.40%

4.64%

5.62%

6.06%

4.75%

507.88

7.79

231.14

507.61

234.29

1488.71

4.34%

24.52%

5.95%

6.64%

4.94%

5.57%

58.33

7.67

182.57

263.51

220.98

733.06

-0.22%

7.04%

7.35%

18.29%

13.23%

12.45%

166.36

90.13

199.03

560.2

377.09

1392.81

5.28%

12.66%

6.03%

9.94%

10.57%

9.17%
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Prisons

Support
Services

Total WTE
Budget
Total
Vacancy
Rate

WTE
Budget
Vacancy
Rate
WTE
Budget
Vacancy
Rate

27.96

6.69

27.53

78.37

46.1

186.65

32.33%

20.93%

1.96%

19.31%

13.04%

17.21%

35.39

1.16

718.32

37.98

35

827.85

19.36%

-24.14%

11.54%

11.06%

8.57%

11.67%

908.19

126.54

1454.77

1738.72

1001.12

5229.34

5.14%

13.64%

8.73%

9.96%

9.49%

8.78%

Vacancy triangulation data has identified services with significantly high vacancy rates, the largest
professional group contributing to this in all circumstances is registered nurses. Hotspot areas have
been identified as:
Swanage (33.9%), Bridport (26.53%), Portland (59.46), Older people’s mental health (dementia)
(17.08% inpatients,), Adult mental health (inpatients) (26.16%)
To further support the action already undertaken task and finish groups are being established to
support the development of localised action plans to address the challenges these teams face in
recruiting. The intention would be to run these initially over a three month period meeting on a
monthly basis.
January has seen the launch of the London recruitment campaign with Trust staff appearing on a
video and also featuring in London underground and bus adverts in a bid to attract qualified staff to
the Trust. Twitter, Facebook and other social media are also being used to make sure our
recruitment campaign reaches the widest possible audience. Posts linking to our microsite, videos,
media coverage and job adverts have been going out daily.
The campaign has also been promoted through proactive media activity, including interviews with
Nursing Standard and BBC Radio Solent, coverage in the Dorset / Bournemouth Echo and rolling
news coverage on Sky.
Dorset HealthCare has also attended a successful promotional event at Bournemouth University
for Occupational Therapy students, which highlighted the range of opportunities and services
available in Dorset HealthCare and this was positively received.
#joboftheday is being promoted on Trust social media sites for those roles that are difficult to
recruit to, with a new job being added each day. Links are being shared with recruiting managers
to encourage them to circulate and promote the vacancies amongst their colleagues and followers
on their social media accounts.
A report assessing information available on staff leaving the Trust has been collated, which
identified themes. A number of recommendations have been made around the leaver’s
questionnaire and this will be implemented.
Job applications via Trac
The number of job applications made through Trac between 16 December 2016 and 17 January
2017 was 338 – more than double the average monthly figure for the previous 12 months, and well
over three times the number (101) for the same month period in December 2015-January 2016,
which suggests the recruitment campaign is having a positive impact on application figures.
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2.3

General Update

a)

Updates on changes and recruitment to Board roles.
Recruitment for the Trust Chair has been taking place with the final interview taking place on
Monday 6th February 2017. The Council of Governors has endorsed the recommendation and it is
anticipated that the name of the successful candidate, who will start as Trust Chair on 7th April
2017, will be announced shortly.
Recruitment for the position of Chief Operating Officer has also been in process with the final
interview taking place on Wednesday 8th February 2017. Eugine Yafele has been appointed and is
due to start in this role on 1st April 2017.
This Board meeting will be Linda Boland’s last Board meeting as Locality Director.
The HR Director post is currently open to applications with a closing date of 27th February 2017.
The interviews are expected to be held in the last week of March 2017. The current Director of HR
will be working until June 2017.

b)

Employment Tribunals Update – Responses to two tribunal claims for disability discrimination
and unfair constructive dismissal, victimisation and detriment to health have been submitted by the
Trust. It is the intention to defend the claims and we wait to hear whether or when the cases will
proceed to be listed for a Tribunal hearing.

c)

Strengthening the Dorset HealthCare Leadership Structure
Consultation commenced on the 2nd February to strengthen the current leadership structure; these
proposals represent an evolution from the changes made two years ago. They are a combination
of refining the structure and harnessing the skills of individuals to best effect.
In the current structure primacy has been given to the importance of localities, and a clear focus on
trying to bring together physical and mental health services, for people of all ages. The delivery of
high quality, integrated services, in Localities continues to be a major priority for Dorset
HealthCare. We are committed to being a clinically led organisation and it is planned that this
would be strengthened by replacing the current Clinical lead roles and developing a Clinical
Directorate structure through the introduction of ‘Clinical Deputy Directors’. The Executive Team
believes that we should have stronger clinical leadership in the key service delivery areas. The
plan is that for each of the major service areas there should be a partnership between Deputy
Directors (Clinical) and Deputy Directors (Service). Together they will be responsible for assuring
the quality of service delivery. The Deputy Directors (Clinical) will not be expected to all be medical
staff; credible clinical leaders from any discipline will be encouraged.
Consultation closes on the 3rd March 2017.
Revised structure charts are set out below:

6

Agenda item 10

7

Agenda item 10

8

Agenda item 10

Organisational changes – Formal consultation processes have been initiated in the following
services:
Formal consultation processes have been initiated in the following services:







Dorset Diabetic Eye-screening Programme (DDESP) transferring under TUPE to Health
Intelligence
Community Therapy Assistants at St Leonards
CAMHS Psychologists
St Leonards Community Night Service
HR Administration to close end of February 2017
The role of Community Development Workers to cease at the end of March 2017

d)

Tier 2 visa applicants - From April 2017, Tier 2 visa applicants and their adult dependant(s) will
be required to provide a criminal record certificate from each country they have lived in
consecutively for 12 months or more in the past ten years. The requirement has been designed to
strengthen safeguards against individuals with a criminal history who are seeking to come to the
UK.
Employers with a sponsorship licence are asked to inform prospective employees of the new
requirement. It is employer responsibility to do this and failure to do so, can result in refusal of the
visa.

e)

Changes to the rules on engaging ‘off payroll’ workers - Draft legislation has been included in
the Finance Bill 2017 setting out changes to be made to the intermediaries legislation (commonly
referred to as “IR35”) which will apply where the services of an individual are provided through an
intermediary to a “public authority”. Under the new rules, where the client receiving the individual’s
services is a public authority, responsibility for determining whether IR35 applies will move from the
intermediary to the public authority or, if there are agencies or third parties in the contractual chain
between the public authority and the intermediary, to the party closest to the intermediary in that
chain. In addition, where the legislation applies, responsibility for operating pay as you earn
(PAYE) and accounting for income tax and national insurance will fall on the public authority (or
relevant third party).
These changes will mean that more workers who are currently off payroll will be subject to PAYE
income tax and national insurance deductions at source and penalties will apply to Dorset
HealthCare if this is not deducted at source.

f)

Changes to off-payroll regulations - NHS Improvement (NHSI) issued new guidance to Trusts in
December 2016 to clarify the off-payroll arrangements for substantive and interim NHS office
holders following recent discussions between NHS Improvement, the Department of Health, Her
Majesty’s Treasury and HM Revenue & Customs (HMRC). Specifically the guidance concerns
payroll rules for ‘office holders’ at NHS Trusts and Foundation Trusts. In the context of NHS Trusts
and Foundation Trusts, NHSI considers ‘office holders’ to be the Trust Board members.
There has been a requirement for NHS Trusts and Foundation Trusts since September 2015 that
the most senior staff must be on the payroll, unless there are exceptional temporary
circumstances, which will require Chief Executive sign-off and cannot last longer than six months.
This applies to all Board members (executive and non-executive) and to senior staff with
‘significant financial responsibility’.
Dorset HealthCare at this time is fully compliant in respect of ‘office holders’. The Trust is
undertaking a review of all off-payroll engagements during February and March 2017 to ensure full
compliance with the new rules and will take steps to minimise the numbers of off-payroll
engagements going forward.
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3.

Lone Worker Devices
An assessment has taken place of all roles to assess lone worker risks as high medium or low.
A pilot of a new lone worker device and mobile phone applications has gone well. High risk lone
workers were given the choice of the electronic device which is worn around the neck (concealed
behind an ID badge carrier) or the mobile phone app. Medium risk users are able to use and
download the mobile phone app. Service reports from the provider have recorded significant use of
both the devices and the application to date and there have been favourable reports from staff and
no adverse feedback. The plan to fully implement the new devices and mobile phone applications
also has Security Advisory Group support.
It has therefore been decided to implement the devices across the Trust using a three-year
contract with the supplier.
The lone worker policy is being reviewed.
This approach helps ensure a more consistent approach to lone worker management and risk
assessment arrangements. The devices are one element of the risk assessment arrangements that
apply for lone workers.

4.

Guardians of Safe Working
The twice-yearly monitoring mechanism of junior doctors’ hours under the old contract of
employment was not considered to be a good measure of rota safety. The new junior doctor
contract ended the hours monitoring system and replaced it with work schedules and exception
reports. When a doctor’s work exceeds that set out in the work schedule, they can now raise an
exception report highlighting the risk to safe working hours.
Junior doctor representatives were concerned that employers would not act on exception reports
and that managers would not be interested in what they showed. It was agreed therefore that there
should in each Trust be an independent person responsible for championing safe working hours.
This new role of Guardian of Safe Working Hours is to reassure junior doctors and employers that
rotas and working hours are safe for doctors and patients and to oversee the work schedule review
process and address concerns relating to hours worked and access to training opportunities. The
guardian has the power to levy financial penalties against departments where safe working hours
are breached.
Dr Fran Hewlett, Consultant Psychiatrist, has been appointed to the role of Guardian of Safe
Working Hours for Dorset HealthCare. The selection process involved Junior Doctor
representatives.
The Quality Governance Committee will receive a quarterly report from the Guardian with
information being reported to the Board, which will:
•
•
•
•

Give assurance to the Board that doctors are rostered and working safe hours.
Identify to the board any areas where there are current difficulties maintaining safe working
hours.
Outline to the Board any plans already in place to address these
Highlight to the Board any areas of persistent concern which may require a wider, system
solution.
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5.

Freedom to Speak Up Guardian and Assistant Guardians
The Trust has now confirmed the appointment of the Associate Director for Nursing and Quality as
the Freedom to Speak Up Guardian, supported by four Associate Freedom to Speak Up Guardians
from the Locality and Corporate Services directorates. The Guardians will take up their roles on the
1 April 2017 following training and familiarisation with the roles and the current Guardian, the
Director of HR, will continue to perform the role until then. Dorset HealthCare continues to give
prominence to raising awareness amongst staff of its Freedom to Speak Up arrangements and will
launch its revised policy and the new Guardian roles during March through a communications
programme.

6.

Occupational Health
The Occupational Health Service is working on a project to implement new software to support the
delivery of occupational health services and improve accessibility through electronic platforms. A
web based ‘Portal’ will allow staff and line managers to complete forms and questionnaires online,
improving the flow of information, timeliness of Occupational Health responses and enhancing the
recruitment and management referral processes.
A staff Health and Wellbeing event will take place on 28 February to share health and wellbeing
initiatives across the Trust, consider challenges and barriers to staff health and wellbeing and look
at potential solutions. This event will help to shape our employee health and wellbeing strategy and
action plan, as well as support delivery against the staff health and wellbeing CQUIN targets for the
next 2 years.

7.

Staff Flu Programme
The staff flu vaccination programme continued into January.
The figures below show the uptake in frontline healthcare workers at 3rd February 2016, which
show an increase in uptake amongst healthcare workers from 28.4 % at the end of January 2016
to 34.1% for the same period this year, an increase of almost 6% although this is below the level
we aspire to for 2017/18.
A meeting will be scheduled for March 2017 to review the flu programme and commence plans for
next season that will be designed to increase take up of the vaccine.
Staff Group

Number Vaccinated

Number in Staff
Group

% Vaccinated

Doctors

52

147

35.3%

Qualified Nurses

568

1791

31.7%

Professionally Qualified
Clinical Staff

307

771

39.8%

Support to Clinical Staff

495

1456

33.9%

Total

1422

4165

34.1%
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8.

Health and Wellbeing
We received an encouraging 1260 responses to a Travel Plan survey circulated. The Business
Travel Network will now analyse the findings using specialist software to help develop a travel
action plan focussed on our staff commute.
Meetings with Bournemouth Borough Council and Dorset County Hospital were held to consider
collaborative sharing of health and wellbeing initiatives. A further meeting of the Dorset Health and
Wellbeing leads meeting was held to look at collaborative opportunities for improving the health
and wellbeing of NHS and Local Authority staff.
Staff were encouraged to sign up to Dry January and JanUary (formerly National Obesity
Awareness Week) and we supported Time to Talk Day across the Trust in February.
Fitness First delivered a Wellness Day at Sentinel House on 11 January during National Obesity
Awareness Week. Their instructors led a lunchtime walk and held a rowing competition in
Reception to win a free month’s membership. An Open Week followed, during which Dorset
HealthCare staff had free use of facilities at Fitness First.
Health and Wellbeing Champion and Community Dietitian, Chloe Miles visited Swanage Hospital in
January as part of a programme of site visits.
There were Health at Work stands at the Quality Matters Conference on 27 January promoting
health and wellbeing initiatives and support to staff and will be hosting a stand at the Bank Workers
Conference on 20 February.
A range of vibrant posters, encouraging staff to use the stairs rather than lifts, has been produced.
These will be displayed in and around lift areas of relevant sites across the Trust.
Dorset HealthCare participation in this year’s Poole Lions Swimarathon, raising funds for local
charities Chestnut Nursery, Diverse Abilities Plus and Mosaic have all received publicity.

9.

Learning and Development Booking System
The Learning and Development Service is progressing the development of a new online Booking
System to enable staff to book training, courses and events. It is planned that this will go live and
replace the current booking system on the 1st April 2017.
There are many benefits to switching to the new Booking system, some of these include;
 Consolidating systems; the new booking system will sit within eHub – the Trust eLearning
platform, rather than being a separate system whereby staff have to access separately, as
we are working to reduce the number of systems we use.
 The back end administration time will reduce as the current system requires manual
inputting of data, which the new booking system will do automatically.
 It will be more user friendly and accessible. The new system will be much more user
friendly in allowing staff to book on to courses and events.
 There is no extra cost involved with implementing the new booking system as it already sits
within the eHub platform.
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Draft Trust response to the Dorset Clinical Commissioning Group
Clinical Services Review public consultation
Part 1 Board Meeting 22 February 2017
Author

Ron Shields, Chief Executive
Nicola Plumb, Director of Organisational Development

Sponsoring Board Member

Ron Shields, Chief Executive

Purpose of Report

The purpose of this report is to provide the Board with the Trust
response to the Dorset Clinical Services Review public
consultation, which closes on 28 February 2017.

Recommendation

The Board is asked to approve the proposed response.

Engagement and Involvement

Council of Governors meetings: December 2016, February
2017.
50 drop-in engagement sessions available to all staff, held
between September 2016 and February 2017.

Previous Board/Committee
Dates

Board workshops: January 2017, February 2017

Monitoring and Assurance Summary
This report links to the
 To provide high quality care; first time, every time;
Strategic Goals
 To be a valued partner and expert in partnership working
with Patients, Communities and organisations;
 To be a learning organisation, maximising our partnership
with Bournemouth University and promoting innovation,
research and evidence based practice;
 To have a skilled, diverse and caring workforce who are
proud to work for Dorset HealthCare;
 To be a national leader in the delivery of integrated care;
 To ensure that all of the Trust’s resources are used in an
efficient and sustainable way;
 To raise awareness within the Trust and externally of the
impact that our work has on people and our environment,
and take steps to reduce any negative effects.
I confirm that I have considered each of
the implications of this report, on each of
the matters below, as indicated:

Any action required?
Yes








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

1

Yes
Detail in report

No
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Equality Impact Assessment
Freedom of Information




BACKGROUND
The Dorset Clinical Commissioning Group (Dorset CCG) Clinical Services Review (CSR) proposals
for the future of health services in Dorset are currently out to public consultation and this will close
on 28 February 2017.
Dorset HealthCare will respond formally to the public consultation and has encouraged all staff to
respond, not only in terms of participating in development of this Trust response, but in responding
as groups of professionals, teams, services, and local residents, familiar with the services and the
local population.
This draft response to the CSR consultation is aligned to and consistent with the commitments we
have made in signing up to the Dorset Sustainability and Transformation Plan and our two-year
Operational Plan, and should be read in that context.
The Board is asked to approve the proposed response to the Clinical Services Review.
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DORSET HEALTHCARE [DRAFT] RESPONSE TO THE CLINICAL SERVICES REVIEW
PART ONE: INTRODUCTION
•

The case for change

•

The vision for change

•

Key ambitions

•

Tackling health inequalities

•

The need for alignment with other reviews

PART TWO: INTEGRATED COMMUNITY AND PRIMARY CARE SERVICES
•

Better care in or closer to people’s homes

•

Community hubs

•

Community beds

•

Comments on the locality specific proposals

PART THREE: ‘ONE ACUTE DORSET’
•

A single network of acute hospital services provided on three sites

•

Comments on the proposals for the acute hospitals

PART FOUR: FURTHER CONSIDERATIONS IMPORTANT TO US
•

Mental Health

•

Integration beyond NHS boundaries

•

Workforce

•

Finance

•

Transition
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PART ONE: INTRODUCTION
Dorset HealthCare commends Dorset Clinical Commissioning Group (Dorset CCG) for the
inclusive and comprehensive approach taken to determining these proposals.
The current health system is neither clinically nor financially sustainable; no change is not
an option and the people of Dorset deserve the very best quality of NHS services. This
consultation is the beginning of a process that will lead to detailed, common sense solutions
to the challenges we collectively face.
A review and public consultation of this scale is a significant undertaking and we believe
that Dorset Healthcare has been appropriately involved in the development of the
proposals. We have encouraged our staff to respond as NHS employees, professionals
and local residents and sincerely hope that the consultation receives a significant number of
responses from people throughout Dorset, Bournemouth and Poole.
The case for change
The case for change is powerfully made, first on the grounds of what is needed to deliver
the best, clinically sustainable services for the people of Dorset in future and, secondly, the
financial necessity for change.
Through the Clinical Services Review we must transform and strengthen the co-ordination
and management of care within the community, with a greater emphasis on prevention –
helping people to stay healthy and avoid getting unwell.
Whilst there is much that needs to be established in terms of detail, and the need for an
injection of pace into delivery, we believe the direction of travel proposed by Dorset CCG is
the right one.
The vision for change
Dorset HealthCare strongly endorses the vision for change:
“We want to change our healthcare system to provide services that meet the needs
of local people and deliver better outcomes”.
Key ambitions
We also strongly endorse the five key ambitions described in the consultation document:
•

Services shaped around local people and not to existing organisational structures

•

Supporting people to stay well and take better care of themselves
4
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•

Delivering more care closer to home

•

Integrated teams of professionals working together

•

Centralising hospital services.

These key ambitions align to our own vision for person-centred, family-oriented care in the
context of integrated community and primary care services.
Tackling health inequalities
We agree that Dorset CCG must tackle the inequality gaps that are identified in the
consultation document, including:
•

equity of access to services

•

unacceptable variations in the quality of care

•

inequality of clinical outcomes

Parity of esteem for physical and mental health services is also paramount in tackling
inequality gaps. Although this consultation does not cover acute mental health services,
Dorset HealthCare applauds Dorset CCG for the inclusion of mental health services in the
development of the Clinical Services Review proposals, whilst at the same time ensuring
that there is recognition of the need for mental health services to operate as a County-wide
system, as detailed in the Mental Health Acute Care Pathway Review currently out to public
consultation. Dorset HealthCare strongly supports this approach.
The need for alignment with other reviews
This is not the only work programme underway about the future of health services in
Dorset. The outcomes of the Clinical Services Review, the Mental Health Acute Care
Pathway Review, the Review of Dementia Services and the Primary Care Commissioning
Strategy must be considered together, and aligned, adopting an holistic approach that
safeguards people and families for the future, simultaneously serving physical health,
mental health and social care needs. Dorset HealthCare is actively engaged with and
contributing to all of these work programmes.
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PART TWO: INTEGRATED COMMUNITY AND PRIMARY CARE SERVICES
Better care in or closer to people’s homes
Dorset HealthCare agrees that there is the potential to deliver better care in or closer to
people’s homes using community based teams at local community hubs. 90% of care is
delivered outside of the acute hospitals and Dorset HealthCare supports the move to a
position where community is considered the default location for care, as close to home as
possible.
Dorset CCG must ensure that at the forefront of health services are integrated community
and primary care services organised to get people out of hospital and keep them out of
hospital; this is especially important for older people. These integrated services need to be
supported by a single network of acute hospital services as described in the consultation
document.
The Clinical Services Review must deliver greater community resilience. It must deliver
multi-disciplinary intermediate care services, working in and around primary care, supported
by more diagnostics in community settings and greater use of digital information – such as
the Dorset Shared Care Record – and other enabling technologies to empower people in
managing their own care and revolutionise the way healthcare is delivered in Dorset.
Community hubs
Community hubs are one important component in building stronger and more integrated
services.
Dorset HealthCare supports the Clinical Services Review vision that “integrated community
services means bringing together primary care, acute hospitals (secondary care),
community and voluntary services and social care to provide services around
patients…This involves teams including GPs, nurses, therapists, consultant doctors, social
workers and community mental health nurses, working together across traditional
organisational boundaries”.
Physical buildings are important but the key to successfully delivering the community and
primary care hubs lies in fundamentally reshaping the ways in which services are organised
and delivered through a multi-disciplinary workforce operating as integrated teams and
services.
Our focus is on place, population and integration, recognising that 90% of services are
already provided outside of acute hospitals and that is set to increase. We absolutely agree
that more services can be provided in the community and the logistics of what, and how,
6

Agenda Item 11

remain to be determined, particularly for those more complex services that require access
to diagnostics.
Hubs are defined with beds (7) and without beds (5) but, along with the other community
hospital sites, which are not described as hubs, greater clarity is needed as to the long-term
function and purpose of these community hospitals.
To be successful, those hubs must have a big enough population to be effective, financially
viable and sustainable. They must be big enough to deliver the diagnostics, support, care
and treatment envisaged by the model and the services provided at each site must be
specifically designed to meet local need.
We believe that a one-size-fits-all approach will not deliver the vision set out in the
consultation document. It is essential that the final design and specification of each hub is
taken forward with patients, local people, existing health and social care providers and
other partners, to give clarity around local need and the functions of a hub on a hub-by-hub
basis.
The proposals are for each cluster to have access to an Urgent Care Centre. The real
benefit and impact of Urgent Care Centres will be building them into primary and
community care services, delivering a 24 hours a day, seven days a week response.
Community beds
The proposed overall number of community beds (347 + 69) is supported and we would
suggest that, rather than referring to a “redistributing of beds” from the rest of Dorset to the
conurbation, it would be better to focus on the need to provide the right number and right
type of beds in the right locations.
The current location of beds is determined by past arrangements; the notion of a
straightforward redistribution may not in all cases be possible or practical and will require
further work to be undertaken.
The consultation describes the basic function and range of services expected to be
provided at the community hubs but there is insufficient specification of the function and
purpose of the 347 beds. The beds in the community hospital/hubs need to be seen as a
local resource and asset but they must also be viewed as part of a Dorset-wide system.
Currently, the beds are multi-purpose and, therefore, there is often a mismatch of the skills
available in those hospitals and the skills needed for individual patients at any given time.
We suggest that a clear function and purpose for all of the beds should be defined.
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•

A proportion of beds (number to be determined) should be clearly defined as “step
down” beds for the three acute hospitals and limited to that number in order to
protect the functions identified according to need in each locality.

•

A dedicated number of beds should be ascribed to support end of life care for those
patients who do not wish to die at home, but wish to remain local, particularly in
isolated rural areas such as North Dorset, West Dorset and Purbeck.

•

A proportion of beds should be clearly ring-fenced for “step up” from primary care
and, where appropriate, observation facilities for patients who, after seeing a GP,
may not need to go to hospital.

The consultation rightly puts a focus on building the resilience and capacity of the care
home sector. Dorset HealthCare supports this approach but we have concerns that the
proposals may be placing an undue expectation on the capacity and capability of the care
home sector. We believe this proposal requires substantial further development.
Providing a much broader range of in-reach support to care homes and nursing homes is
an important part of the strategy but the limitations of providing rehabilitation in situ need to
be recognised.
Comments on the locality-specific proposals
North Dorset
We support the proposals for community hubs with beds at Blandford Hospital and
Sherborne Hospital.
We suggest more work is required to determine what services would be based at the
Shaftesbury hub. We believe the viability of a community hub here must be carefully
balanced with consideration of the distance of Shaftesbury from an acute hospital and the
fewer transport links when compared with other parts of the County.
The key here is the reprovision of existing services, plus the possible development of other
services in the locality, which if provided, may result in the closure of the existing site. What
matters to local people is how and where the services will be provided and whether it is
possible to provide these services in alternative places locally.
Mid Dorset
We agree that Dorchester would be the appropriate location for the mid-Dorset community
hub and support the development of a community hub at Dorset County Hospital, with a
consolidation of services in that area.

8
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West Dorset
We support the proposal for a community hub with beds at Bridport Hospital.
Weymouth and Portland
For Weymouth, Westhaven and Portland Hospitals, we support the move to a single
community hub with beds.

The rationale for opting for Weymouth Hospital as the single hub is understood. However,
Westhaven hospital is a high quality, purpose-built environment for providing care to the
elderly and it is not clear how the 34 beds would be reprovided on the Weymouth hospital
site. This is currently subject to a capital options appraisal.
We agree with the recommendation “to consider a different site to the existing hospital for
the community hub without beds in Portland”. The key here is the reprovision of existing
services, plus the possible development of other services in the locality. We believe that
there is a particular need to strengthen the primary and community services on the Isle of
Portland.
Purbeck
We support the proposals for Wareham and Swanage hospitals; these are consistent with
the plans of the “Purbeck Project” which has strong local support.
We agree with the recommendation “to consider a different site to the existing hospital for
the community hub without beds in Wareham”. The key here is the reprovision of existing
services, plus the possible development of other services in the locality, which if provided,
may result in the closure of the existing site. What matters to local people is how and where
the services will be provided and whether it is possible to provide these services in
alternative places locally.
East Dorset
We support the proposal for a community hub with beds at Wimborne Hospital.
It has been suggested many times in the last 20 years that St Leonard’s Hospital should
close and Dorset HealthCare and its predecessor organisations have supported that intent.
The proposals are consistent with that direction of travel.
However, we believe that the full extent of services provided on the St Leonard’s site may
not have been fully understood. In addition to the inpatient beds, there are more than ten
different services holding clinics or based at the St Leonards site, including the pan-Dorset
Wheelchair Service and the South West Ambulance NHS Foundation Trust clinical hub. If
9
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this site were to close, suitable alternative accommodation for the full range of services
provided on that site would need to be identified.
Poole
We understand the rationale for Dorset CCG’s proposal for a community hub with beds at
Poole Hospital and that Alderney Hospital would not be used as a community hub. We can
see the benefits of this proposal as indicated by the application of the evaluation criteria.

At the same time, we are not persuaded that an acute hospital is the right place for longer
term rehabilitation beds for elderly people. Beds at Alderney should not be transferred to

Poole Hospital solely because space at that site may eventually become available. And if
they were to be transferred, a high quality, purpose built environment for providing care for
the elderly, and the associated staffing expertise, would be required.
Dorset HealthCare considers Alderney Hospital to be a specialist site for mental health
services for older people. We expect it to remain open on this basis and believe that it has
the potential to be an exemplar site for the provision of such services. We would wish to
work with Dorset CCG to agree an alternative vision for the Alderney Hospital site, realising
the benefits that come from the consolidation and concentration of expertise in the care of
older people.
We note that the CCG’s proposals for the future of the Alderney Hospital site would form
part of a separate review of dementia services. We believe any decision about the future of
Alderney Hospital should await the conclusion of this review, the Mental Health Acute Care
Pathway Review and further work yet to be considered in relation to the integration of
services for the frail and elderly.
We believe that further detailed work is required to fully understand and maximise the
opportunities at the Alderney Hospital site and that any decision about the future of the site
at this stage would be premature and risk the removal of a future opportunity.
Bournemouth and Christchurch
We agree with the proposals for Bournemouth and Christchurch in the consultation
document but believe that they are insufficient as presented and that there is a requirement
for further expansion of services in this locality. We find it inconceivable that there would not
be a community hub – with or without beds – for the population of Boscombe.
Dorset HealthCare has a longstanding commitment to Boscombe and to the regeneration of
that area. The consultation document omits any reference to existing ‘community hubs’,
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including Kings Park and Shelley Road, which both provide multiple services to local
people.
The Clinical Services Review gives us the opportunity fundamentally to address health
inequalities and to ensure equity of service provision. We believe that the Boscombe area
generally, including these omitted sites, requires further consideration.
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PART THREE: ‘ONE ACUTE DORSET’
A single network of acute hospital services provided on three sites
We strongly support the vision of a “single service across Dorset” delivering the best
possible and high quality clinical services that the people of Dorset are entitled to expect
irrespective of where they live. As described in the consultation document, we “have good
services . . . but there are unacceptable variations in life expectancy, the quality of services
and clinical outcomes for patients”.
The outcomes of this consultation must put right the position that “none of Dorset’s
hospitals offers 24/7 consultant care on site” and act on the national clinical evidence that
shows “more lives are saved when people are treated in specialist centres, with senior
specialist staff available on site 24-hours a day, 7-days a week”.
Dorset HealthCare strongly supports the provision of the best quality, sustainable clinical
services as a single network of acute hospital services provided on three hospital sites.
When people need to go to hospital the best possible hospital services must be available
and we must optimise the use of thee three acute hospital sites in Dorset. This will not be
achieved by running separate and independent services, but through operating as one
clinical network.
It should be for Dorset CCG to commission the best services it wishes to see delivered in
Dorset, for the core population of Dorset. There are cross boundary flows all around the
Dorset County boundary, but the Clinical Services Review has to deliver the best possible
services for the core population of Dorset whilst working with neighbouring CCGs. The
overwhelming determinate for the commissioning of acute hospital services has to be how
the people of Dorset as a whole will receive the best possible standards of care.
The proposals for the acute hospitals
We recognise the strong clinical arguments for concentrating the majority of services on
one site, whilst having some reservations about the simplicity of the division between
emergency and planned care. However, based on the evidence presented in the
consultation document, we support the preferred option of the Royal Bournemouth Hospital
as the major emergency care hospital site, with Poole Hospital as the major centre for
planned care. We believe that there may be clinically acceptable solutions, to be explored
through the necessity of affordability, for some services to be retained on the Poole Hospital
site. The detail of this needs to be worked through.
We also support the development of Poole Hospital as a community hub, with the suitable
space for community services to be determined according to local need. For example,
Poole Hospital’s accessibility and available space could lend themselves to the
establishment of a major centre for children and young people’s health and care services.
12
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We support the proposal for Dorset County Hospital to remain a planned and emergency
care hospital. We see it as an important and significant District General Hospital but we

believe it is clinically sustainable only if it operates as a part of the “Dorset-wide set of
networked clinical services” described in the consultation document.
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PART FOUR: FURTHER CONSIDERATIONS IMPORTANT TO US
Mental health services
The Trust applauds Dorset CCG for the inclusion of mental health services in the
development of the CSR proposals whilst at the same time ensuring that there is
recognition of the need for mental health services to operate as a county-wide system and
for this to be included in the Mental Health Acute Care Pathway Review currently out to
public consultation. To ensure parity of esteem for physical and mental health services it
will be essential to consider the responses to both consultations together and align the
outcomes.
Integration beyond NHS boundaries
The Clinical Services Review rightly recognises the absolute interdependence of health and
social care services in the context of better services for local people and in the context of
significant financial challenges. Meeting those challenges demands integration beyond
NHS boundaries. Local solutions must include the integration of public-health
commissioned services, primary care, learning disability services and social care. All of
these are essential to improving quality and ensuring a sustainable future.
Workforce
The major challenge that the Trust believes is insufficiently developed within the proposals
is in relation to the size, skills and transformation of the workforce across all of the local
health and social care community. We must not underestimate the workforce challenges
we are already facing in health and social care. There are immediate operational problems
in all sectors of the NHS; primary care, community services and in the acute and mental
health hospitals. Short term solutions are needed but much more sophisticated plans are
needed for the long term.
Additionally, the scale of the proposed changes has created considerable uncertainty for
NHS staff in Dorset and this is already having a significant impact on workforce retention
and therefore services’ sustainability. We will need to move quickly to reassure staff.
Finance
Dorset HealthCare recognises the financial imperative facing local health and social care
services. The £158m financial gap by 2020/21 is real and, if not addressed, will result in
poorer services for the people of Dorset; that would be an irresponsible position to reach.
The consultation document describes the size of the financial gap and gives the headline
actions through which the gap needs to be closed. However, we are not yet persuaded that
the programme for making the savings is sufficiently well developed. We have some
14
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concerns about the deliverability of the plan and how the financial gap will actually be
closed. We know that significant efficiencies can be achieved through better ways of
working and different ways of delivering clinical services.

The funding for the community hubs has to be found from within existing Dorset resources
and not a call for additional capital. However, the investment needed in all the hubs,
alongside other community priorities and mental health requirements is likely to be greater
than the £20m identified in the consultation proposals. There will be a need to prioritise the
allocation of capital resources, recognising that the Trust’s capital programme is already
determined.
Transition
The challenges of the transition must be properly articulated and understood. The direction
of travel and the intent of the Clinical Services Review is absolutely right but there remain
questions to be addressed, including how to create the capacity and alternative services
and how to operationalise a fully deployed workforce that will in many cases need to move
out from acute hospital services.
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CQC QUALITY IMPROVEMENT ACTION PLAN
Part 1 Board Meeting - 22 February 2017
Hazel McAtackney, Head of Regulation and Compliance

Author
Sponsoring Board
Fiona Haughey, Director of Nursing and Quality
Member
Purpose of Report The purpose of this report is to update the Trust Board on progress with the
actions arising from the CQC comprehensive inspection undertaken in June
2015, and from the re-inspection of seven core services in March 2016.
As reported to the Programme Management Office in January 2017, of the 40
‘must do’ recommendations:
• 24 (60%) are rated green or complete
• 13 (33%) are rated amber/green (coded blue)
• 1 (2%) actions is rated amber.
• 2 (5%) actions are rated red. These relate to CHS inpatients (1 action)
and CHS adults (1 action).
Of the 64 ‘should do’ recommendations:
• 49 (77%) are rated green or complete
• 11 (17%) are rated amber/green (coded blue) and are in progress and
on track to meet the target date
• 2 (3%) actions are rated amber
• 2 (3%) are rated red. These relate to CHS for children, young people
and families (1 action) and End of life care (1 action).
Progress to date for ‘must do’ and ‘should do’ recommendations reported as red
by Core Service Leads is shown in Appendix 1.
This report also provides an overview of progress with the actions arising from
the Mental Health Act monitoring visits undertaken by CQC to those locations
where patients are detained.
Recommendation The Trust Board are asked to note:
• The progress to date for ‘should do’ recommendations reported as red by
Core Service Leads for CHS Young People and Families and End of Life
is shown in Appendix 1.
• Findings from assurance visits where improvements are required in order
to meet the CQC recommendations.
• Common themes identified from MHA visits and action being taken to
address them.
Engagement and
Action plans are shared with Ward Managers, Matrons, Locality Managers and
Involvement
Directors. Findings are reported monthly to the Executive Quality and Clinical
Risk Group and exceptions are reported quarterly to the Quality Governance
Committee.
Previous
Board/Committee
January 2016
Dates
Monitoring and Assurance Summary
This report links to the Strategic Goals
 To provide high quality care; first time, every time.
Any action required?
I confirm that I have considered each of
the implications of this report, on each of Yes
Yes
No
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.

SUMMARY OF PROGRESS REPORTED TO PROGRAMME MANAGEMENT OFFICE (PMO)

1.1

As reported to the PMO in January 2017, of the 40 ‘must do’ recommendations:
• 24 (60%) are rated green or complete
• 13 (33%) are rated amber/green (coded blue)
• 1 (2%) actions is rated amber.
• 2 (5%) actions are rated red. These relate to CHS inpatients (1 action) and CHS adults
(1 action)

1.2

Of the 64 ‘should do’ recommendations:
• 49 (77%) are rated green or complete
• 11 (17%) are rated amber/green (coded blue) and are in progress and on track to meet
the target date
• 2 (3%) actions are rated amber
• 2 (3%) are rated red. These relate to CHS for children, young people and families (1
action) and End of life care (1 action).

1.3

Progress to date for ‘must do’ and ‘should do’ recommendations reported as red by Core
Service Leads is shown in Appendix 1.

2.

INTERNAL QUALITY ASSURANCE VISITS

2.1

In January 2017 assurance visits were undertaken to:
• Waterston AAU
• Hanham ward, Wimborne Hospital
• Fayrewood and Canford wards, St Leonards Hospital
• Crisis East team

2.2

The updates fed into the PMO are used to inform the quality assurance visits to confirm
evidence is available to meet the CQC ‘must do’ and ‘should do’ recommendations made. A
sample of teams are visited, however all teams within the core service needs to be able
demonstrate compliance and if a team is identified to have insufficient evidence this will impact
the core service area.

2.3

The visits highlight focus areas for the team as well as areas of good practice which should be
shared across the core service to evidence and maximise learning opportunities.

Core Service
Acute wards
for adults of
working age
and
psychiatric
intensive care
units

Assurance
rating

CQC Recommendation

Assurance Findings

The CQC made a ‘must do’ An assurance visit to Waterston
recommendation to ‘maximise use AAU on 24 January 2017 found
that although there is a Band 6
of physical health teams’.
Lead identified and Band 3 to
support, the physical health
clinics are not yet in place and
links were not established with
the Physical Health Team. Since
the assurance visit, the Physical
Health Team have confirmed that
they visited the ward on 1
February 2017. The plan is to
support the Physical Health Lead
at Waterston AAU to start their
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Core Service

Mental health
crisis services
and
healthbased places
of safety

Assurance
rating

CQC Recommendation

Assurance Findings

own clinic and feel confident in
their ability. A 4-6 weekly health
promotion meeting for THE West
of county has been implemented
as Leads are unable to attend the
East meetings due to pressure of
travel and time away from the
wards. A recommendation was
also made to the team to have a
female Lead involved on the ward
to offer choice to female patients.
The CQC made a ‘must do’ An assurance visit was
recommendation to ‘ensure that undertaken to the Crisis East
there is sufficient appropriately team on 12 January 2017.
trained staff which are available to
provide care to patients receiving 3.8 WTE staff vacancies remain
services from the East Dorset in the team and this is still having
an impact on service delivery.
Crisis Team.’
Rolling advertisements are in
To note the deadline to achieve the place and the team is now
action is by 28.02.17 therefore, developing a Band 5
there is potential risk that this will development programme and is
working with Learning and
not be achieved.
Development to put a
This was identified during the initial competency framework in place
comprehensive inspection in June to monitor the achievement of set
objectives. This also links to a
2015.
‘should do ‘ recommendation ‘to
ensure that staff operating the
telephone lines receive suitable
training and that they are
following the protocol.’ The team
have sourced Crisis telephone
support training from Bristol
Crisis team which is booked for
24 February 2017.
The CQC made a ‘must do’ The assurance visit highlighted
recommendation
to
‘ensure that although the Operational
cooperative and good working policy has been shared with
relations between the East Dorset Service Managers/Team Leaders
Crisis
Team
and
locality at the Mental Health Managers
Community Mental Health Teams meeting, this did not give
(CMHTs) to ensure that patients assurance that this had been
requiring services can access the shared within the individual
most appropriate service to have CMHTs front line staff.
their needs met in a timely
Communication has been
manner.’
distributed to encourage link
This was identified during the initial working however this has been
comprehensive inspection in June difficult to achieve due to staffing
shortages within the team.
2015.
The Team Leader has
recirculated the Operational
Policy to all CMHT Team Leaders
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Core Service

Assurance
rating

CQC Recommendation

Assurance Findings
to share with their staff and
requested that this is evidenced
within team meetings. Assurance
will be sought from the CMHT
Team Leaders to confirm that
CMHT staff have an
understanding of service delivery
and criteria for patients.
Set agendas at the CMHT Team
Leaders meeting and Mental
Health Managers meeting need
to evidence that concerns are
being shared and any good
practice is fed back to the team.

CHS
Inpatients

The CQC made a ‘should do’
recommendation to ‘provide staff
with access to appraisal, clinical
supervision and training to meet
the needs of patients in a subacute inpatient setting’.

The deadline to achieve this
action is 31 March 2017 so there
is potential risk this will not be
achieved as relationships and the
culture will take time to embed.
An assurance visit was
undertaken to Hanham ward,
Wimborne Hospital. At the time of
the assurance visit there were 11
appraisals outstanding. Matron
and Senior Sister have diarised
these and aim to complete with
staff by the end of February
2017.
There were also gaps in the
recording of clinical supervision
for Hanham ward and Canford
and Fayrewood wards, St
Leonards (assurance visit
undertaken to St Leonards
Hospital on 25 January 2017.)
In hospitals, group supervision
and team meetings are planned
throughout 2017 and the meeting
schedules are displayed in the
ward office. Senior Sister will
address lack of recording through
team meetings, which are
minuted and accessible to all
staff on the ward.

2.5

It is important to note that Canford ward does have some environmental issues, which are
documented on the risk register. These relate to the ‘must do’ recommendation made by the
CQC to ‘implement infection prevention and control policies and procedures through
environmental infection control audits on all inpatient wards.’ Two improvement actions were:
• Carpeted area in St Leonards to be cleaned on a 6 monthly basis or when physically
soiled’.
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•

Laundry facilities at St Leonards Hospital should be relocated to a ‘clean’ area and not in
the sluice.

2.6

The actions have been deemed as met locally because all steps have been taken to minimise
any risks identified. There has been a further review requested as to whether the frequency of
carpet cleaning is sufficient and this will be re-assessed with a view to increasing this frequency.

3.

MENTAL HEALTH ACT INSPECTIONS

3.1

In January 2017, there has been one CQC Mental Health Act (MHA) visit to Twynham Low
Secure Ward.

3.2

The report following the CQC MHA visit to Harbour Ward was received on 8 February 2017 and
the action statement is to be submitted to the CQC on 23 February 2017.

3.3

The Trust continues to see ongoing themes included in MHA reports and actions being taken
are shown below:
Topic
Section 132 rights

Progress noted at Assurance Visits
An audit of section 132 in December 2016 showed 70% compliance
across Mental Health Services of patients having a care plan in place.
Re-visiting rights with patients has also increased across all wards.

The Locality Director of Bournemouth and Christchurch has directed
all wards and Community Mental Health Teams to ensure all patients
are given section 132 rights within their first 24 hours of detention as
well as patients must have their section 132 rights reviewed at least
once per month.
Patient
access
to All wards visited have had IMHA posters on display in patient areas.
Independent
Mental Some wards have included referrals to IMHAs within their ward round
Health
Advocates template and this has improved documentation of referrals.
(IMHAs).
Section 17 leave forms During assurance reviews, improved compliance has been noted of
increased conditions being applied to section 17 leave authorisations,
however documented who the forms are shared with remains in need
of improvement. The Trust pilot of electronic Section 17 leave forms
within RIO is within its final phase. Once fully implemented
Responsible Clinicians will be required to record details of sharing
leave information with those accompanying patients within a
mandatory field
Care plans and risk Assurance reviews have confirmed some minor improvements in
assessments
compliance. Where issues regarding care plans have been identified
these have been fed back to the Ward/Unit Managers with
recommendations on how the care plans could be improved. Ward
Managers have been asked to review the care plans in these cases
and submit record keeping quarterly audits to the Clinical Audit team
to evidence quality monitoring

3.4

The MH Legislation Assurance Committee receives quarterly reports, which detail progress with
the action plans and how we are addressing the common themes.

4.

RECOMMENDATION

4.1

The Trust Board are asked to note:
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•
•
•

The progress to date for ‘should do’ recommendations reported as red by Core Service Leads for
CHS Young People and Families and End of Life is shown in Appendix 1.
Findings from assurance visits where improvements are required in order to meet the CQC
recommendations.
Common themes identified from MHA visits and action being taken to address them.
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APPENDIX 1
MUST DO ACTIONS
Core service
CQC compliance action
Red Zone
CHS adults

CHS inpatient
services

Documentation and patient
records
Protect patients against the
risks of unsafe or inappropriate
care and treatment arising from
incomplete patient records or
the inability to access electronic
patient records when required.
Ensure Systems are in place to
maintain securely an accurate,
complete and contemporaneous
record in respect of each
service user, including a record
of the care and treatment
provided to the service user and
of decisions taken in relation to
the care and treatment
provided.
Appropriate dates must be
placed on medicines once
opened or stored at an
appropriate temperature

Improvement action (SMART objective)

Progress to date as reported by Core Service
Lead

1. Develop a Standard Operating Procedure to
ensure safe and effective notes and records, both
within clinical records and in patients homes.
2. Develop an audit tool for each service that
enables this assurance to be given

PMO (3/01/17) - Latest Care plan clinical audits
for Q3 16/17 have identified areas of noncompliance (those reporting Nil returns):
- District Nursing - Bournemouth North
- Community Matrons - Mid Dorset
- ICRT - Dorchester and Weymouth

3. Quarterly audit, to include review of clinical
documentation and information held in patients
homes

Action therefore down-graded from Green to Red.
Lead currently following up on areas not meeting
95% compliance target.

4. Reporting of this audit give assurance that
documentation is meeting the required standard

Eye drops, ear drops, liquid paracetamol, PMO (6/01/17) - Issues identified at Wimborne
lactulose and any other liquids that have a time regarding practice being embedded. Core Service
Lead to meet with Matron and Locality Manager to
limited expiry after opening.
discuss assurance.
Dates of liquid medications in trolley are checked
monthly as part of Quality Monitoring check.
PMO (10/01/17) Due to non-compliance action
All staff are informed at HODS to check expiry down-graded from Green to Red
dates of all medication every time administered.
Any performance issue will be addressed via line
manager supervision
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SHOULD DO ACTIONS
Core service

CQC compliance action

Improvement action (SMART Progress to date as reported by Core Service Lead
Objective)

Red Zone
CHS
Young Provide Mental Capacity Act A series of Mental Capacity Act PMO - Compliance as at 4.01.17:
People
and 2005 training to all staff where 2005 training dates to be Health Visiting/School Nursing 95.6%
Families
Sexual Health/Family Planning 80.0%
this is needed.
organised by L & D

End of Life
Care

Consistent
record-keeping Review Personalised EOL care PMO (04/01/17) EOL care Operational meeting on 5 January
across services for all aspects of plan; Personalised care plan to 2017 whereby it is aimed that the personalised care plan hard
end of life care.
reflect patients individual wishes copy for community use across all providers can be agreed and
launched. Patients in the community already have personalised
Update SystmOne to support care plans which also record Preferred Place of Death (PPD) in
their home or community hospital and this is recorded through
EOL in documentation
GP palliative care/GSF meetings. The development of this hard
Training of staff in any changes copy plan will enhance communication between all carers and
to care plan
will have to be replicated into S1. Care in the community already
System one to enable Advance meets the 5 priorities of care of the dying person, enabling them
Care Plan (ACP) wishes to be to die in their PPD.
documented
PMO (10/01/17) - Whilst progress reported the action remains
Data to be collected through incomplete until the plan is available from SystmOne. Red RAG
mortality audit and/or discharge status therefore retained.
summaries
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Members:

Attending:

Apologies:

QGC
114/16

MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
Thursday 20th October 2016, 2 pm, Meeting Room 3, Sentinel House
Lynne Hunt
Non-Executive Director (Chair)
Fiona Haughey
Director of Nursing & Quality
Nick Yeo
Non-Executive Director
Ron Shields
Chief Executive
Nick Kosky
Medical Director
Linda Boland
Poole and East Dorset Locality Director
Sally O’Donnell
Dorset Locality Director
Keith Eales
Trust Secretary
Michelle Hopkins
Head of Patient Safety and Risk
Hazel McAtackney
Head of Compliance and Regulation
Mike Kelly
Attending for EY
Linda Thomas
PA to Director of Nursing and Quality for the minutes
Eugine Yafele
Bournemouth/Christchurch Locality Director
Sarah Murray
Non-Executive Director
John Hughes
Non-Executive Director
ACTION

Apologies: Apologies as noted above.

115/16

Minutes of the last meeting 21st July 2016
The minutes from the Committee meeting held on the 21st July 2016 were accepted
as an accurate record of the meeting with one amendment – 094/16 should read
Chine Ward not Seaview Ward.

116/16

Actions from Previous Meeting
094/16: Incident on Chine Ward – SM had previously asked if the use of plastic linen
bags could also be considered within the investigation/review. MK confirmed that
plastic laundry bags have been replaced across the Trust with plastic laundry bins.
098/16: Pressure Ulcer Deep Dive and Annual Clinical Audit Report – LH queried
what arrangements were in place to assure the Committee that a clear action plan
and timescale confirmed. FH confirmed the sample audit following on from the
pressure ulcer deep dive discussion was planned for January 2017. MH also
confirmed the risk register captures any change in the risk, which would also be
picked up in the monthly detailed report that is seen by the EQCR.
106/16: End of Life Vision – at the last meeting SM asked for more detail in box 4 on
page 4 regarding the 8 ambitions, to include what really matters to patients and their
families – FH confirmed this has been amended and was now on the intranet.

117/16

Minutes of the Executive Quality and Clinical Risk (EQCR) Meetings for August,
September and October 2016
The minutes were noted by the group. FH highlighted from the September minutes
the concerns regarding F Wing in HMP Exeter – this was on the QGC agenda today.

118/16

Q2 Serious Incidents Requiring Investigation
MH presented the report to the Committee and highlighted the following;
• A reduction in the overall number of SIRIs for this quarter from 40 to 27 – although
1
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•
•
•

MH advised the reporting timescale has changed which might have resulted in this
reduction.
27 of the 38 cases reviewed in this quarter were identified as having care or
service delivery problems and required recommendations/actions
12 incidents met the Duty of Candour requirements (all pressure ulcers),
Clinical documentation, care planning and communication remained the key
themes identified

LH queried how learning from incidents was shared and what was in place to monitor
the learning and any practice that had changed. MH confirmed that learning was
shared through the Sign up to Safety Group, Learning Events and Quality Matters.
Issues were also picked up when the Patient Safety Team are out visiting sites/teams.
109 Pressure Ulcers were reviewed in Q2 – all having an RCA and discussion at
Panel, but FH felt there were no new lessons coming out of the panel meetings. It
had been proposed that all PU were reviewed but only a sample would go to the
Panel meeting. MH added that Team Leaders/Managers and the CCG support this
proposal.
LH felt consideration should be made to the whole story for patients in our care –
when the pressure ulcer occurred, the care that was given and the end
result/outcome for the patient. MH confirmed that Alderney had made a patient video
which highlighted the issues from a patient’s point of view.
The Committee accepted the report.
119/16

Q2 Progress of Recommendations made following Review of Serious Incident
Requiring Investigation
MK presented the report to the Committee and talked through the ongoing actions on
page 3;
• 2015/16029 - Clinical Psychologist position advert had been out several times.
Interviews to be held on Monday 24th October.
• 2015/19507 – areas not covered by AOT – NY queried the length of time this was
taking to complete. LH also felt progress was needed sooner than the April 2017
deadline. MK added that nationally AOTs were usually within the CMHTs. The
Rehab Review was due to start in December. FH felt the specific
recommendation had been addressed, but this had now been included in the
Rehab Review resulting in further actions which in turn had caused the original
recommendation not being closed as it had become something else. The
Committee agreed for this item to be signed off and closed, but asked for a paper
to be presented at the January meeting to give assurance on the progress made
in line with the Rehab Service Review.
•

•

2015/33301 – “service users’ children should be recorded in RiO” – due to be
audited. The Committee asked for a clear action plan to come back to the
January meeting to give assurance on how this will be achieved.

NK

MK

PHQ-9 - Agreed as part of Co-production workshops and CMHT Review in 2016
that PHQ-9 will be used for individuals with a diagnosis of Depression. This was
within the Affective Disorders Pathway, which will be rolled out in January 2017.
2
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•

13949 – Cross cover reviewed. Adequate cover had now been achieved by
changing the consultant cross cover pairings and Ward Managers establishing a
process to identify patients requiring urgent consultant review. NK also added
that the annual leave policy had changed following consultation and agreement.
The policy was clear that doctors were responsible for arranging cover.
The Committee accepted the report.
120/16

Q2 Mortality Governance Report
MH presented the report to the Committee and highlighted the following;
• Incidents meeting the SIRI framework had been reported and reviewed in line with
policy requirements and trends were reported within this report.
• The Learning Disability review process was newly developed and going forward
progress would be reported as part of this quarterly report.
NK assured the Committee that the Serious Incident Panel were sighted on all
deaths.
The Committee accepted the report.

121/16

CRISIS Home Treatment Update Report
MK presented the report to the Committee and highlighted the following;
• The report provided an overview of headline service developments within the
Crisis Resolution Home Treatment (CRHT) Service from April 2014.
• The service model for the Pan Dorset CRHT Service included gatekeeping of
acute beds and assessment of service users in crisis, inreach to the acute wards
to facilitate early discharge, home treatment as an alternative to hospital
admission and telephone Support.
The Committee noted the progress and improvements made to date, but felt that an
external review was required to gain complete assurance. Hilary McCallion and team
undertook the review in 2014 and it was felt beneficial for the McCallion team to
conduct a further service review in the light of changes that have been made and
proposed service developments. MK/NK agreed to take this forward.

MK/
NK

The Committee accepted the report.
122/16

In-Patient Staffing Assurance Report
FH presented the report to the Committee and highlighted the following;
• 7 wards were in the red zone during August – details in page 3
• An introductory incentive has been piloted on Twynham ward resulting in
successful recruitment.
• Bed closures and actions taken had been included within this report.
• E-roster had helped with the planning of staff required.
The Committee accepted the report.
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123/16

Supporting NHS Providers to deliver the right staff, with the right skills, in the
right place at the right time: Safe, sustainable and productive staffing – National
Quality Board 2016
FH presented the report to the Committee and highlighted the following;
• In July 2016, the National Quality Board (NQB) published “Supporting NHS
providers to deliver the right staff, with the right skills, in the right place at the right
time: Safe, sustainable and productive staffing”.
• The refreshed guidance provided more opportunities to be flexible, innovative and
intuitive to different ward environments in considering the staffing mix to meet
patient needs, from a multi-disciplinary perspective.
• The Committee was asked to consider how the Trust will assure itself of the
quality and safety of its staffing levels and what measures and metrics would be
helpful to provide this assurance going forward. Currently a 6 month staffing
report goes to the Trust Board. FH talked through the proposals in section 3 of
the report.
LH asked the Committee what they felt the report should include that would give
assurance to the Board and how this would be best presented.
The Committee discussed the use of dashboards/scorecards being an effective way
for the Board to have sight on staffing and safety of staff and patients. Would also
need to capture agency use, recruitment, impact on care and bed closures.
The Committee agreed to the development of processes/systems and Ward to Board
line of sight.

124/16

Falls Deep Dive
MH presented the report to the Committee and highlighted the following;
• The report was a large report which included a lot of detail – the executive
summary gave the overview, conclusion and recommendations.
• The Trust signed up to the national Sign Up to Safety campaign in 2014 and set a
trajectory to reduce falls with harm by 50% over three years. Falls in the Trust
had decreased over the time period covered by this report however falls with
fracture have increased recently.
Page 11: The Falls chart showed the highest number of falls is on Chalbury, but with
Chalbury now closed, MH confirmed that Herm and St Brelades were being tracked
as Chalbury patients were mainly transferred there.
NY and LH felt this report was good to see with the detail presented, especially in the
pie chart format on page 15 which gives the detail at a glance.
The Committee accepted the report.

125/16

HMP Exeter Overview and Update on CQC Inspection
SO’D gave the background to the social care wing in HMP Exeter. SO’D highlighted
the challenges in relationships between Prison Officers, Health and Social Care.
Safeguarding was also an issue. SO’D and FH attended a safeguarding meeting in
September where the commissioners did agree to fund more care i.e. to have
4
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registered nurse cover from 8 am – 8 pm. There were gaps in staffing and they were
reliant on agency staff.
SO’D thanked FH and team for the input in relation to nursing standards, infection
control, safeguarding and meds management issues and assisting with
documentation and visits.
In August HMPI and CQC carried out a joint inspection – no report received as yet,
but feedback had indicates that requires improvement notices would be issued.
SO’D and FH will be attending a meeting on 2nd November and 3rd November in
Exeter. NK added that there were also long standing medicines management issues
which Peter Cope, Pharmacist and Brad Rootes are taking forward.
The Committee recognised the long standing issues raised which remained unsolved.
FH added that the nurses were caring, but the demands and environment were very
difficult.
126/16

CQC Report: Review of Health Services for Children Looked After and
Safeguarding in Dorset – Progress and Action Plan
LB presented the report and action plan to the Committee and highlighted the
following;
• The CQC Report was brought to the QGC in April – this update report included
the actions and progress made. The Action Plan was a combined agency plan led
by the CCG.
• Of the 42 recommendations, 23 related to DHC – 14 had been completed and 9
were ongoing.

127/16

MH agreed to contact Learning and Development to link actions with mandatory
training.

MH

The Committee noted the action plan and asked for the updated action plan with DHC
only actions to come back to the January meeting.

LB

Reducing Restrictive Interventions on wards outside of the mental health
adult/older people area
MK presented the report to the Committee and highlighted the following;
• The Annual Report was presented to the Committee in July with a request to
include information to reflect the Trust Wide position ie to include Pebble.
• Pebble had seen a marginal decrease of 7% in the incidence of prone restraint
(15 in 2014-15 to 14 in 2015-16).
• Pebble had appointed an activities coordinator to improve the range and delivery
of activities on the ward and parents evenings had also been introduced, which
had been very positively received.
• From December PICU data would be added.
• Seaview Ward (AAU) had seen an increase in the incidence of prone restraint
during year 2 (19 to 32 incidents) and this was attributed to work that had taken
place to restore the correct care pathway. This has resulted in the AAU
5
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increasing the numbers of direct admissions it takes and increasing its turnover
and flow- in accordance with the acute care pathway and the teams enhanced
staffing model. This will have had the effect of shifting some incidents (associated
with admission acuity) from other units to the AAU. It will be important to track this
target for AAU over the next year now the pathway is in place, to ensure progress
is being made and reductions in prone restraint can be achieved.
The Committee accepted the report and asked for the definition of prone restraint and
national benchmarking to be included in the next report.
128/16

EY

Internal Quality Assurance Report
HMc presented the report to the Committee and highlighted the following;
• Actions were moving to green and this had been evidenced through the quality
assurance visits
• 3 areas of concern in section 4 - Mental Health Crisis Services and Health-Based
Places of Safety, Community Mental Health Teams adult and older people and
Community Inpatients.
• The PMO continue to monitor actions and update actions.
The Committee accepted the report.

129/16

Board Assurance Framework 2016/17
KE presented the report to the Committee. There had been further actions identified
but no changes to the scoring. More narrative has been added for this quarter.
The Committee accepted the report.

130/16

Quality Impact Assessment Process for Cost Improvement Schemes
FH presented the report to the Committee. The report was to provide assurance
regarding the Quality Impact Assessment (QIA) process which was undertaken when
considering Cost Improvement Programme (CIP) savings schemes.
The Committee accepted the report.

131/16

Corporate Quality Improvement Methodology Briefing Report
LH/MH presented the report to the group. This report provides the Committee with a
current overview of the improvement methodologies used within the organisation and
suggested next steps in developing a corporate methodology.
A visit was planned to East London NHS Trust on the 24th November and
Northumberland in the new year (date yet to be confirmed).
LB requested that any information from the visits on workforce, recruitment and
retention would be helpful.

132/16

Update from Mental Health Legislation Assurance Committee
NK updated the group on the following;
6
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•
•
•
•

Meeting held on the 11th October
Mental Health Legislation Dashboard reviewed
DoLS and Mental Capacity Act Training – better sighted on MCA training
MHA Managers Review Panel – Karen Crellin/NK meeting to take this forward.

133/16

Any New Risks or Change to Existing Risks Identified? None identified.

134/16

Agree reports matters; To be escalated to the Trust Board
• Updated BAF on the Board Agenda anyway
• Issues regarding Exeter Prison – to update the Board following the HMP Exeter
meeting on the 2nd November.

LB/
FH

To be included in the report of the Chair to the December Meeting of the
Council of Governors - LH/FH to complete following this meeting
135/16

Feedback from meeting/Value of Meeting/Achieving Goals
NY felt the meeting allowed for more detailed discussions.

136/16

Any Other Business
MHA tribunal – NY requested advice on a concern he had – NK agreed to discuss this
with NY outside the meeting.

137/16

Date of Next Meeting:

19th January 2017, 2 pm, MR3
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MINUTES OF THE AUDIT COMMITTEE
24 October 2016, 0930, Meeting Room 3, Sentinel House
Members:

John McBride (Chair)
David Brook
Peter Rawlinson
Nick Yeo

Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

Attending:

Vicky Davies
Keith Eales
Sasha Lewis
Matthew Metcalfe
Nicola Plumb
Esther Provins
Mark Stabb
Karen Travers
Sandra North

Director of Audit TIAA
Trust Board Secretary
PricewaterhouseCoopers
Director of Finance and Strategic Development
Director of Organisational Development and Participation
Associate Director of Business & Performance
Director of Audit TIAA
Local Counter Fraud Specialist
Minutes Secretary

Observer:

Terri Speake

PricewaterhouseCoopers

Apologies:

Anna Blackman
Fiona Haughey

PricewaterhouseCoopers
Director of Nursing and Quality

062/16

Apologies: Apologies as noted above.

063/16

Minutes of the last meeting held 25 July 2016

ACTION

The minutes from the meeting held on the 25 July 2016 were accepted as an
accurate record.
064/16

Actions from Previous Meeting held on the 25 July 2016
NY sought assurance the audit report on CIP and Budgetary Control will come to
the Audit Committee in January 2017. MS said as part of the audit a survey is
being sent to budget managers which will then enable the audit work to be
completed.
PR requested the action on data quality assurance (054/16) be discharged and
discussion regarding any future actions to be agreed under the agenda item.
The updates on the action tracker were noted.

065/16

Internal Audit Update inc: Reports & follow ups
MS presented the report and advised the main item of work was the recording of
care plans by community matrons. Discussion took place and it was noted that
care planning had been raised by the Care Quality Commission (CQC). DB said
data quality had also been raised at the Quality Governance Committee (QGC).
MS said he will revisit this audit in 3-6 months and said this was part of a wider
piece of work.
ACTION The Committee requested the item be escalated to the Board.

JM
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There is increased assurance around controlled drugs and fridges. PR queried if
there was a consequential impact as at a previous Committee meeting it had been
thought an IT solution may be required and it may be that this was not as high as
a priority as previously thought. MS confirmed there was a higher degree of
confidence.
ACTION PR requested that the appropriate persons be asked to look again at this
area.

FH

MS reported substantial assurance on agency staff spend controls and noted
there were excellent controls including accountability and leadership in place.
MS suggested that the two remaining audits for the year be deferred to the
2017/18 plan. The remaining audits and reason for deferring are:
 Consultant Job Planning - The Consultant Job Plan process will be
reviewed and revised and this will be audited in 2017/18.
 Medical Devices - This was due to the slippage in the procurement of the
new medical device database meaning that it would not be possible to
audit this in Q4 as the system would not be fully implemented in time.
The Committee asked that Executive Directors be asked to progress the
procurement of a medical device system.
066/16

MM

Network Security Report
MS said that Limited Assurance was moving towards Reasonable Assurance
based on the set of tests that have been carried out and MS will be looking at
follow up work in Q4.
AB said that for the future there will be a requirement for an annual audit of data
security and security standards which has arisen from the Dame Caldicott
publication in the summer. AB believed this was due for implementation in
2017/18.
ACTION MS to clarify with SL what the Trusts obligations will be under the new
annual audit of data security and security standards.

MS

DB said that progress with high risk actions on the penetration test seemed slow.
EP said that the high risk actions that remain outstanding related to the old PCT
services which are in a programme to be closed and the servers are not being
used. EP outlined the mitigation in place for the equipment which is active and
said a life cycle management programme is being looked at to see if this could
assist in resolving some issues.
067/16

Counter Fraud
KT said that following the transfer of Counter Fraud to Tiaa there had been a
reduction in days to 42 and at some point this would require clarification.
KT reported that in August 2016 she was advised that the Counter Fraud
presentation at induction sessions was no longer required. KT noted that the
Audit Committee had requested that Counter Fraud be included on the induction
programme and that a physical presence had been established to support this.
KT raised her concerns as to what would happen when the induction programme
changes.
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KT noted that there was still some confusion and lack of awareness amongst staff
as to who provides counter fraud services to the Trust. KT noted that the screen
in the reception area at Sentinel House was displaying correct details for Counter
Fraud services and that the communications department had resolved their
message to staff regarding the provision of Counter Fraud services.
ACTION JM, KT & MM to meet to discuss the above issues and JM noted the
Benchmarking report would be helpful when looking at assurance for what is the
right number of days for counter fraud services. Meeting to be arranged.

SN

KT said an investigation into an allegation of home to work mileage not being
deducted had revealed that the e-expense system was not capable of deducting
this mileage accurately for some staff. KT noted this could have wider
implications and it has been reported to MM.
MM confirmed the problem was widespread in the sense that it is formula driven
and said it should be reasonably straight forward to implement a change to the
system.
ACTION JM requested assurance be provided to the Committee the issue is
being addressed. Item to be included on the action tracker.
068/16

MM

Pricewaterhouse Cooper Update Report
SL provided a brief verbal update and confirmation that she and AB had met with
the new Director MM. The Committee noted the update.

069/16

Board Assurance Framework 2016/17
KE presented the report and said following discussion regarding whether or not
the financial risk was accurately reflected, new narrative and additional scoring
had been introduced.
Discussion took place regarding the financial risk. NY asked if with the longer
term introduction of the Sustainability and Transformation Plan (STP) and greater
reliance on partnership working whether this introduced an additional risk. MM
said financial risks will be discussed at the Board workshop at which point the
Operational Plan for the next 2 years will be discussed. The Committee confirmed
it was happy to discuss further at the Board workshop.
PR noted the gap in assurance with engagement with external partners and the
way it reflects back into the BAF. PR asked whether the “failure of care risk”
reflected the increasing number of publically visible cases and asked what
mitigations are being put on these.
KE said these were recognised as generic risks but acknowledged PR’s point was
about the impact locally. KE will discuss with the Locality Director of Mental
Health.
DB noted there was a repeating theme of clinical risk assessments not being
adequate and said that how the risk is highlighted to family members has been
looked at. DB said the QGC could be asked to look at this. NY said without
assurance around care planning this does give the Trust exposure.
ACTION The Committee asked that the QGC take this issue forward.
JM thanked KE for separating out the short and medium term risks and
questioned if the short term risks are amber going on green. JM noted that whilst
the financial position was pleasing last year it did not hit all the performance
areas. MM said that the Cost Improvement Programme (CIP) at 6 months had

KE/DB
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achieved 90%. Investments of £1m had been hard to fulfil this year and some of
investments may trip into next year.
NP reported that the Trust is working through uncertainty with the presence of the
STP and Clinical Services Review (CSR) and these have both been discussed at
the Board meetings and Board workshops. The Executive is pushing for clarity on
the way we work with partners around governance arrangements. There is full
director engagement and a virtual PMO is being created which will manage the
different partner requests that come in to provide the Trust with a greater grip on
this.
JM raised concern at the speed at which this is being pushed externally. NP said
no official submissions have been made and there are now discussions taking
place regarding governance and what this will look like and if it will suit the Trust.
070/16

Annual Review of Standing Orders
The Committee noted the annual review and recommended the Standing Orders
to the Board for approval.

071/16

Internal Audit and the Well Led Framework
KE presented the report and DB suggested that skills to lead an organisation may
be worth looking at in the new year. KE confirmed the framework will allow for this
but the timing will need to be looked at.
ACTON KE and MS to determine which questions will be used and what the
timing will be and report back to the Committee.

072/16

Review the Committee’s Terms of Reference and Forward Plan for the Year
PR noted that the under point 1 Purpose, the second paragraph regarding the
Committee taking a risk-based approach to the overarching scrutiny of the Trust’s
assurance, risk and governance structures and processes, should be advanced
to be the first paragraph.
ACTION KE to amend the Terms of Reference and discuss specific standing
agenda items with MS.
ACTION MS & KE to discuss including the Well Led Framework in the Internal
Audit Plan.

073/16

KE & MS

KE

MS & KE

Treasury Management Policy (Annual review and approval)
The report was noted and recommended to the Board for approval.

074/16

Data Quality
EP presented the report as an overview of the journey of where the Trust is now
against the priority plan and plan for future.
MM said that the Trust is addressing the issue of data quality which is not being
addressed so proactively elsewhere and that the Committee could take assurance
from positive CQC observations. MM noted that although one might seek
assurance around actual data being reported the Trust will only realistically get
assurance evaluating the way in which data is gathered. Focus needs to be on
making sure processes work effectively. MM said that with information gathered
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manually or electronically there will always be a point of data entry which will
leave itself open to human error. MM reported that a lot of work has been done
with staff to bring to the forefront the importance of the issue.
PR said that there had been a great step forward in terms of visibility and data
going to the Board to keep the Board informed. PR questioned if the data quality
owners would have time for the work involved. PR said data quality needed to
encompass the response the organisation takes to Trust data and what
interventions and mitigation the Trust needs to take. PR said this data quality
“out” was a gap in data quality that was more concerning to him than quality of the
data being collected (data quality “in”) into the system. PR said he would like to
keep this in the attention of the data quality owners.
MM acknowledged PR’s points and summarised these as:
 How can the Trust tell parameters will change as predicted
 What we will do about it
 How we will deliver
EP said the Data Quality Programme answers the question “is the information on
the metric correct” but that has not been expanded to ask “how can the Trust be
assured the forecast is correct”. This is slightly outside the Data Quality
Programme to date. EP thanked the Committee for its comments which have
helped inform her thinking as to where the Trust needs to get to.
NY noted that he could not see anything in the commentary for risk assessments,
care plans, vacancy numbers and clinical supervision which made him question if
data quality was improving.
EP said the Data Quality Steering Group is responsible for providing assurance on
any changes in indicators. Each quality standard has a report completed by the
data quality lead which is then discussed at the group. EP said this was a
detailed piece of work which underpins each change in metric.
075/16

Minutes of last Quality Governance Committee
The minutes were noted.

076/16

Points to Escalate to the Board


Recording of Care Plans by Community Matrons

077/16

Any Other Business
None

078/16

Date of Next Meeting
23 January 2017, 0930-1200, Meeting Room 3
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Summary Minutes of the Appointments and Remuneration Committee Meeting held
at 10.30am on Tuesday, 25 October 2016 at Sentinel House, 4-6 Nuffield Road,
Poole, Dorset, BH17 0RB
Present:
Peter Rawlinson
Ann Abraham
Ron Shields
David Brook
Lynne Hunt
John McBride
Sarah Murray
Nick Yeo

Committee Chair and Non-Executive Director
Trust Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:
Keith Eales
Colin Hague

Trust Secretary
Director of Human Resources

Apologies:
John Hughes

Non-Executive Director

86/16 Welcome and Apologies
The Chair welcomed members to the meeting. The apology received was noted.
87/16 Declarations of Interests in Relation to Agenda Items
No specific declarations were made. However, it was noted that Committee
considerations would affect the terms and conditions of the Director of Human
Resources particularly in relation to the item regarding the cost of living uplift for
Directors salaries.
88/15 Minutes: 28 September 2016
The minutes of the meeting held on 28 September 2016 were approved as an
accurate record subject to amendments to minute 80/16.
With regard to minute 80/16, it was agreed that the following text would be added
immediately preceding, and in place of, the decision recorded in the minutes:‘It was agreed that Committee members would comment on the draft objectives
outside of the meeting. If no material issues were raised the objectives would be
agreed by the Committee electronically.

Committee members discussed the outcome of the appraisals (with the Director of
Human Resources and Trust Secretary leaving the room for the duration of the
discussion).
The Committee
(a) noted the outcome of the appraisal of Executive Directors;
(b) agreed that comments on the objectives for Executive Directors would be
distributed between Committee members outside of the meeting.’
89/15 Matters Arising
The Trust Secretary submitted, and the Committee noted, the matters arising report.
Minute 80/16: Director Appraisal Outcomes 2016/16 and Objectives 2016/17
The Committee gave further consideration to the proposed objectives for Executive
Directors for 2016/17.
The Chief Executive confirmed that Directors were working to the objectives but that
there was scope to adjust priorities should the Committee wish.
As a general approach to the objective setting process, the Committee considered
that:•

there was scope to demonstrate a clearer linkage between Trust strategy,
objectives and plans, the Chief Executive’s objectives and those for
individual Directors;

•

the individual objectives should support, and form a key part of, the alignment
of the objective setting process from Board to ward;

•

it was not clear which objectives were jointly shared between Directors and,
where this was the case, which Director was the lead;

•

there was also scope to develop the objectives to provider a clearer basis for
individual accountability;

•

objectives should, however, be sufficiently flexible to enable an appropriate
response to complex and changing situations;

•

there should be greater consistency in the phrasing, content, level of detail
and presentation of objectives for each Director.

It was noted that the objectives for the Director of Finance and Strategic
Development were not yet available. The Chief Executive undertook to distribute
these within the next two weeks.
It was recognised that, given the stage of the year, the objectives for the year should
be endorsed. The approach to be taken for 2017/18 would be on the basis of the
points made by the Committee.

2

To support this process, the Director of Human Resources undertook to develop, for
2017/18, common objectives and principles that would apply to all Directors.
However, the Committee considered that there was merit in an addendum being
developed for the objectives for 2016/17 to identify objectives that related to all
Directors and the lead in each case.
The Committee agreed:(a) to endorse the Director objectives for 2016/17;
(b) to support the addition of an addendum to the objectives for each Director
identifying those which related to all Directors and the lead in each case;
(c) that the objectives for 2017/18 would be developed on the basis of the
points made by the Committee during the discussion (set out above);
(d) that to support the process in 2017/18, the Director of Human Resources
would develop common objectives and principles that would apply to all
Directors;
(e) that the objectives for 2016/17 for the Director of Finance and Strategic
Development would be distributed within the next two weeks.
90/16 The Position in the Trust in 2016
The Chief Executive submitted a briefing note on his assessment of the Trust in
2016.
It was noted that the revised Policy and Procedure for the Appraisal of the Chief
Executive included the preparation of a reflective statement by the Chief Executive.
The Chief Executive explained that the note submitted to the meeting had been
prepared as an example of the proposed approach to be taken in future appraisals.
With regard to the preparation of future statements, the Committee considered that:•

it was a useful contribution to the annual appraisal process;

•

there would be a need to support the document produced each year with
evidence;

•

the provision in the Policy and Procedure for the Appraisal of the Chief
Executive for a mid-year review would not need to be supported by the
preparation of a statement of this nature by the Chief Executive;

•

whilst it would not be required for the appraisal, a mid-year statement by the
Chief Executive could form the basis for a Board workshop discussion;

It was noted that the statement would be prepared for discussion with the Trust Chair
and then submitted to the Committee along with the outcome of the appraisal.
The Committee endorsed the approach as the basis for the preparation of
future year-end statements by the Chief Executive.
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91/16 Proposed Changes to the Executive Leadership Team
The Chief Executive submitted a report seeking approval of changes to the Executive
team structure.
The Chief Executive explained the rationale for proposing changes to the structure
and the options that had been considered. It was noted that the preferred approach
was to create the role of Chief Operating Officer in place of the three existing Locality
Director roles.
The Chief Executive explained that critical to the success of this approach would be
strengthening the second in line roles supporting the Chief Operating Officer. The
Chief Executive set out the approach that was being taken to create a smaller, better
focussed team of second in line leaders, a significant proportion of whom would be
clinicians.
The Chief Executive set out changes to other Board Director roles as a consequence
of the departure of one, and the planned forthcoming retirement of a further three,
Executive Directors.
In reviewing the proposals, the Committee requested that a financial analysis be
distributed setting out the cost of the existing and proposed structures.
The Committee agreed:(a) to support the creation of the position of Chief Operating Officer, subject to
the distribution of a financial analysis setting out the cost of the existing
and proposed structures;
(b) that an appointment panel, comprising the Trust Chair, Deputy Chair, Chair
of the Committee and the Chief Executive be established;
(c) that the appointment panel agree the arrangements for the selection
process and the salary for the role;
(d) to support the direction of travel for the development of the second in line
leadership structure;
(e) to note the proposal to appoint the Chief Operating Officer as a voting
Board Director and requested the Trust Chair and Trust Secretary to review
the regulatory and Constitutional provisions in respect of the number and
appointment of voting Executive Directors;
(f) to endorse the proposed revamping and strengthening of the roles of the
Director of Organisational Development and Participation and the Director
of Finance and Strategic Development;
(g) that proposals for the Director of Human Resources role would be
submitted to the next meeting.
92/16 Cost of Living Uplift for Directors in 2016/17
[The Chief Executive was in attendance only, rather than being a member of the
Committee, for this item. The Chief Executive and Director of Human Resources
remained in the meeting for the item but took no part in the discussion].
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The Associate Director of Human Resources submitted a report setting out the
background to the national pay award for staff for 2016/17 and, in response to the
request at the previous meeting, for an assessment of the implications for Director
pay.
The Committee agreed the award of a 1% consolidated cost of living uplift to Director
salaries, with the exception of the Director of Finance and Strategic Development, for
2016/17 as this had been taken into account in the advertised salary for the post..
93/16 Annual Cycle of Business
The Chair advised that a number of amendments had been made to the annual cycle
of business.
The content of the November meeting-the annual review of Board structure, size,
composition and succession planning-had been combined with the January meeting
(succession planning for Executive Directors). The November meeting would be
removed from the annual cycle.
It was noted that, in 2017, the remuneration strategy would be reviewed at the July
meeting.
The Committee noted the annual cycle of business.
94/16 Date of Next Meeting
The next scheduled meeting would be held immediately after the Board meeting on
25 January 2017.

Signed:

Date:

Peter Rawlinson, Chair
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Board Annual Cycle of Business
Board Meetings
Monthly items: Patient Story
Board and Committee minutes
Reports from the Chair and Chief Executive
Integrated Corporate Dashboard
Monthly Finance Report
People Management
March

April

May

June

July

September

October

November

January 2018

Proposed
Quality
Priorities for
17/18

NHSI Q4
submission

Annual SUI
Report

NHSI Q1
submission

Six month
staffing review

NHSI Q2
submission

Approval of
the two-year
operational
plan

NHSI Q3
submission

Mental Health
Acute Care
Pathway
response

Nurse
Revalidation
Update

Emergency
Planning
Resilience
Statement (in
CEO report)

Operational
Plan Final
version

Budget
2017/18

Low secure
unit at St
Ann’s
Strategic
outline case

Special
Meeting:
Annual
Account and
Accounts/
Quality Report
Year-end
review of
2016/17
Annual plan
deliverables
Approval of
Trust Annual
Plan 2016/17

Annual Adult
and Children’s
Safeguarding
Reports
Annual
Infection
Prevention &
Control Report

MoU with
Bournemouth
University

MoU with
Bournemouth
University

Annual Plan
Delivery
progress
report

February

Agenda Item 14
Going Concern
Report

Annual Report
of Audit
Committee
Chair

Annual Report
on Reducing
Restrictive
Interventions

Equality
Objectives
2017/18
Staff Survey
results

Monitor selfcertification
statements

Annual Report
on Complaints

Stages of
Excellence
update and
Review of
strategy
assessment
models
Quality
Improvement
Plan monthly
update

Final
quarterly
review of Well
Led action
plan
Quarterly BAF
review

Quality
Improvement
Plan monthly
update

Low secure
unit at St
Ann’s outline
business case

Annual Report
on Patient
Experience

Quarterly
review of BAF

Quality
Improvement
Plan monthly
update

Quality
Improvement
Plan monthly
update

Quarterly
Whistle
blowing report

Bi-annual Hidden Talents reports to be added.

Quality
Improvement
Plan monthly
update

Quarterly
BAF review

Quality
Improvement
Plan monthly
update

Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing report

Quarterly
BAF review

Quality
Improvement
Plan monthly
update

Quality
Improvement
Plan monthly
update
Quarterly
Whistle
blowing report

