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PART ONE:
STATEMENT ON QUALITY OF THE HEALTHCARE SERVICES
PROVIDED FROM THE CHIEF EXECUTIVE OF THE TRUST

At Dorset HealthCare we are absolutely committed to
ensuring we deliver high quality, constantly improving
care; first time, every time. At the heart of this is
nurturing a culture that supports and empowers staff
and patients alike, so that our care is kind,
compassionate, safe and effective.
We know our staff want to deliver high quality care to
patients every day and it is the role of the organisation
as a whole to give them the support and freedoms to
do this.
We care when people are unwell, we support their recovery and we give them the
knowledge and confidence to stay as healthy as possible. We must do all of this while
ensuring that we do our patients no harm and that we deliver care and interventions
based on the best clinical evidence and guidance available.
Every member of staff is critical to delivering excellence to the people who use our
services - investing in our people and developing an organisation where people are proud
to work is central to this.
The quality of our services must be the measure by which our Trust is judged. This
Quality Report for 2015/16 is an annual evaluation of the quality of services we provide
and the programmes in place to continually improve our services.
We describe the work we have been doing to improve patient safety, clinical effectiveness
and the experiences of people using our services. We share our performance against our
quality priorities over the last year, describe our priority areas for 2016/17 and showcase
innovative practice across our services.
In the last year we developed and approved our Quality Strategy which sets our
ambitions and objectives for high quality services at Dorset HealthCare and how we are
going to achieve them. It signals our determination to make quality - and quality
improvement - our organising principles and to continue our drive for excellence with the
patient at the heart of all we do.
In June 2015 the Care Quality Commission (CQC) carried out a comprehensive inspection
of our services. Their report was published on 16 October 2015 and focused on sixteen
major service lines of which:
o Two services are rated as Outstanding
o Four services are rated as Good
o Ten services are rated as Requires Improvement
o No service was rated as Inadequate
The overall Trust rating is ‘Requires Improvement’.
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PART TWO:
PRIORITIES FOR IMPROVEMENT & STATEMENTS OF ASSURANCE
FROM THE BOARD

PRIORITIES FOR IMPROVEMENT 2015/16
Lord Darzi established a single definition of quality in his 2008 review High Quality Care for
All. This definition comprises three dimensions of quality, all of which are required for a
high-quality service:




Care that is safe
Care that is clinically effective; and
Care that provides the best possible experience for patients

Every year we identify a set of priority areas for improving quality. One focuses on patient
experience, one on patient safety and one on clinical effectiveness. The priorities are
selected using a variety of information sources including patient incidents, feedback from
patients and carer’s, complaints, and internal performance measures as well as national
initiatives such as the Sign Up for Safety campaign. National best practice guidance such
as that produced by NICE also informs the quality priorities. The proposed quality
priorities go through a consultation process with our staff, public and stakeholders and the
Trust Board finalises the priorities for the next year.
We support each priority with three indicators of quality which set milestones to measure
the progress of our improvements over the coming year. These measurements are
reported quarterly to the Executive Quality and Clinical Risk Group which monitors the
levels of progress and ensures quality improvement is achieved and sustained. The
indicators themselves are identified alongside the priorities as part of the consultation with
our stakeholders.
We start this section by reporting on our achievement against the Trust quality priorities we
set ourselves for 2015/16.
The table overleaf outlines the priority and level of achievement against the outcome
during this period. This is followed by a more detailed analysis of progress made and
further action to be taken going forward.
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Objective achieved Objective partially achieved X Objective not achieved
Priority

Intended Outcome

Patient Experience
Lessons learned from the findings
from local investigations and
reviews will be shared beyond the
team involved to improve the
experience of our patients

Learning from experience is critical to
improving the quality of services and
the experiences of the patient and is
an area the Trust wants to further
develop and improve.

Patient Safety
To promote safe and therapeutic
staffing levels within community
mental health teams (including
home treatment) and community
nursing teams.

Clinical Effectiveness
Support staff to implement the
National Institute for Health and
Care Excellence (NICE) quality
standards with accessible, user
friendly guidelines and policies to
enable the provision of high quality,
evidence based care to our patients

The Trust recognises the importance of
adequate staffing with the appropriate
skill mix to ensure patients receive
efficient and safe care across its
services. The Trust will work to ensure
that there are appropriate levels of
community staff, in order to ensure
patients are receiving the care they
need.
The Trust is committed to delivering
high quality care, each time, every
time. We recognise that robust and
effective policies, guidelines and
standard operating procedures are key
to supporting our staff to achieve this.
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Outcome







PATIENT EXPERIENCE
Lessons learned from the findings from local investigations and reviews will be
shared beyond the team involved to improve the experience of our patients.

Rationale for selection
The Trust is committed to listening, learning and acting on feedback to enable us to
continually improve the care we provide. Learning from patients’ and carers’ experience is
critical to improving the quality of our services and an area the Trust wanted to develop
further. We recognised that lessons learnt from local investigations are owned by the
teams directly involved and improvements were being made. However, we knew more
needed to be done to improve and strengthen the way this learning is shared and
understood across teams and disciplines. This would also help reduce variation in the
quality of delivery across teams and services and improve the patient experience.
Our Trust vision is:
To lead and inspire through excellence, compassion and expertise in all that we do.
Underpinning our vision is the belief that we can be ‘Better Every Day’. This can only really
be achieved if we are a learning organisation that shares ideas, best practice and learning
across the Trust.
Progress against the priority
During 2015-16 we have taken a proactive approach to seek out opportunities to learn and
explore innovative methods for effectively sharing our learning. Progress has been
monitored through regular reporting at team, directorate, sub-committee and Board level
on the following three indicators:
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1. Introduce new ways to share learning
2. All teams across the organisation are aware of learning from lessons that have arisen
outside of their own service
3. There is evidence of changes in practice as a result of lessons learned.
There have been 23 learning events, attended by more than 400 staff from services across
the Trust, run by the Nursing and Quality Directorate in 2015/16.
A series of roadshows was held during 2015/16. We shared information in an interactive
way about:


the Trust’s quality priorities



the national ‘Sign up to Safety’ campaign



lessons learnt from serious incidents



patient stories



the way the Nursing and Quality team can support teams in making service
improvements.

These have been successful events and helped staff to understand their services from a
patient’s/carer’s perspective. Respondents recorded a 93 percent highly relevant or
relevant satisfaction rating for these roadshows.
We held 15 half-day learning from serious incident events throughout the Trust in 2015/16,
which were facilitated by the Medical Director or Director of Nursing and Quality. The staff
feedback from these events was positive and focussed on the value of providing time and
space where teams could share their own learning experiences with peers working in
different clinical settings.
Feedback highlighted that staff liked the combination of different methods that were used
for sharing information at these events which included presentations, video clips, podcasts
and group working. Attendees like the interactive approach and saw it as a valuable way to
learn.
The positive approach in
regard to learning and sharing
rather than blame was really
good……….
.

I think the podcast idea is
great; the videos defuse fears
re blame and criticism and
promote the aim of
excellence.

The feedback has facilitated active reflection on practice and enabled participants to
consider how their own experiences could be improved in the future through shared
learning.
Alongside this the Trust has been sharing lessons learned and common trends arising
from complaints. These are shared every three months with locality teams through quality
reports, focussed thematic reviews, dashboards and the monthly Quality Matters
newsletter. We are doing more work to focus on specific service areas, for example
complaints from patients in prison, so that an in-depth analysis identifies what
improvement and changes in practice we can make. The findings are available on the
Trust website. (http://www.dorsethealthcare.nhs.uk/trust/quality/complaints.htm )
10

Over the year the Trust has developed a Complaints Review Group. The group is chaired
by the Trust Chief Executive and is attended by service users, frontline clinicians,
managers and other stakeholders, including members of Dorset Mental Health Forum and
Bournemouth Older People’s Forum. The quarterly meeting focuses on a number of
selected anonymised case studies, which are analysed for key learning points. Crucial to
this learning is the feedback from service users.
During quarter four (01/01/2016 to 31/03/16) the Patient Experience and Complaints Team
carried out a review of the effectiveness of the Complaints Review Group in sharing
learning and changes in practice. A total of 29 representatives were asked to complete
the survey (those who are standing members and those who are invited to discuss their
specific complaint). At the time of writing this report we have received nine responses.
Below provides a brief overview of some of the results so far:
Question

Results

Comments

Do you find the panel useful
and meaningful

89% yes
11% no

“Helpful input from those involved
in complaints/investigations, also
from third parties such as
Advocacy and Healthwatch”

Does the panel focus
enough on the learning from
complaints?

56% yes
33% unsure
11% no

“Whilst learning is evident in
many individual cases reviewed,
I think there needs to be a
greater focus on how learning is
followed up…”
“I think the panel does focus on
learning but not sure what then
happens to the learning and how
it’s spread across the Trust”

Sharing information from
Complaints Review Panel
meetings is important to
improve service user
care. Please indicate who
you share information with
(please select all that apply)

Six respondents
shared information
learnt from the panel
with their own team
and three with their
line manager

The majority of respondents did
this verbally on a one to one
basis and verbally at meetings.
One respondent shared the
learning during an away day.

Any suggestions on how the
meeting could be improved?

N/A

“Wider promotion of the issues
discussed, use in appraisals /
team meetings and other forums
as relevant”
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There have also been developments in demonstrating changes in practice and service
improvements as a direct result of lessons learned, in particular feedback received from
patients, carers, complaints received and through the national patient satisfaction survey.
Improvements that have been made as a result of feedback or complaints received are
shared on the Trust website (http://www.dorsethealthcare.nhs.uk/trust/quality/complaints.htm). A
sample selection of examples of changes made as a result of feedback and complaints is
shown in the table below:

Description of complaint
Mother does not feel that her daughter is
getting the treatment that she needs and
should be sectioned and placed in a
secure unit

Action taken as a result
Acknowledgment that we needed to give
more time to the process with parents to
discuss risk assessments and leave plans.
Make use of parents’ evening sessions, with
the support of parent and peer specialists, to
discuss how the process could be better
managed when young people, parents or
carers may disagree with regards to risk.
A ward round feedback form has been
developed for parents to input into the ward
round discussion and is another format for
parents to express their views.

Lack of support through transition from
Child and Adolescent Mental Health
Services (CAMHS) to adult Community
Mental Health Teams.

A more robust care plan will be developed for
young people during the period of transition
from Pebble Lodge to adult inpatient settings.
In future three key people will be identified to
support the transition plan and any barriers to
this transition will be identified before transfer
so that alternative options can be explored.
The Trust is also currently reviewing the
transition pathway from CAMHS to adult
services, peer specialists are part of this
review process.

Waiting area which was described as
being sterile and an unwelcoming
environment

Changes made to the area with plants, a
water dispenser and radio were added to the
area.

Felt unsafe and chaotic on the ward,
transferred to Linden ward which felt
calm and peaceful and enabled me to
recover.

A monthly patient safety questionnaire has
been introduced to monitor the patients’
experience on the ward with the aim to
identify any area of improvement that can be
addressed immediately and also
complements the Friends and Family Test
questionnaire which is completed on
discharge.
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We carry out a quarterly review of all themes from serious incidents and compare them
with those identified in the previous quarter. This helps to identify areas where repeat
recommendations have been made, highlighting the need to review the actions identified
to change practice and to consider alternative recommendations. We are seeing an
increase in the number of incidents that did not require any recommendations following the
review. This indicates that learning and changes in practice from similar incidents are
happening. One example of an improvement is in the completion of the falls risk
assessment on admission.
The Trust has developed a process to share a selection of comments from service users
who have completed the Family and Friends Test (a national patient and service user
satisfaction survey). These are posted on Twitter and shared via the Trust Facebook page
every Friday, known in the Trust as ‘Feedback Friday’.
The latest Feedback Friday comments have been positive and include:


Good friendly and informative service with only a short wait.



Speedy, efficient, friendly staff.



I felt very listened to, I was never made to feel that my thoughts or feelings were stupid
or wrong, this was very important to me whilst I was feeling frightened and vulnerable.



The service has helped me. I am pleased with the service and it was very professional.



I have had so much support with my problem.



Because the service is confidential and extremely trustworthy



Friendly staff



Very friendly advice given

We do not often receive negative comments however one that we have received is


Poor availability of help. My psychiatrist: half hour every 4 months? Would be nice to
see a CPN every 2 weeks or so for a chat.

This comment has been shared with the team who are reviewing processes to see if
improvements can be made.

Going forward
Improving the quality of our services through learning from our patient experiences, from
incidents, complaints and other data sources is an ongoing priority for the Trust. The
diversity and complexity of the organisation makes this a challenge, particularly finding
ways that learning from an incident in one team can be shared across all teams to ensure
others do not make the same mistake.
The Trust has introduced innovative ways of sharing the learning over the past year – staff
welcome this and changes are being made in services as a result. However, we recognise
the ongoing need for learning to take place at individual, team and organisational level and
we will continue to run learning events and work with our staff and patients.
The Trust continues to review and develop complaints training for staff and e-learning
packages are now available. The content will support learning of complaint handling
procedures followed by classroom teaching to consolidate the learning. The Trust will be
focusing on learning from complaints and patient feedback from the Friends and Family
Test and will look to develop more robust ways to share lessons learnt with complainants
and patients.
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PATIENT SAFETY
To promote safe and therapeutic staffing levels within community mental health
teams (including home treatment) and community nursing teams.

Rationale for selection
Over recent years several national inquiries (Francis 2010 & 2013, Berwick 2013, and
Keogh 2013), have identified the impact inadequate staffing levels have played in poor
patient experiences and excess mortality rates. Safe staffing requires that there are
sufficient staff available to meet the needs of patients and that these staff are appropriately
skilled, are well led and that there are systems in place to enable them to deliver the best
possible care.
In July 2014 the National Institute for Health and Care Excellence (NICE) produced its
guidance ‘Safe Staffing for Nursing in Adult Inpatient Wards in Acute Hospitals’. This was
to be supported by a programme to review safe staffing levels in other settings including
community nursing teams and mental health community teams; however, this guidance
was not developed as expected.
In 2014/15 one of the Trust’s quality priorities was to ensure all Trust in-patient units had
safe and therapeutic staffing levels. Good progress was made in monitoring and acting on
staffing levels in in-patient settings. This work continued, but the focus was extended in
2015/16 to community teams, to ensure the same level of scrutiny is achieved. In 2015/16
the Trust widened the scope of this priority to include community mental health teams
(including home treatment) and community nursing teams.

Progress made
Progress with this priority was monitored through three indicators;
1. Review activity and caseloads within community nursing teams (physical and
mental health)
2. A reduction in avoidable, community acquired pressure ulcers, grade three or above
14

3. A reduction in the number of patients committing suicide, with the aspiration to
achieving zero tolerance

Community Nursing Teams
Over the past year we have reviewed activity and caseloads within community nursing
teams and implemented a community-based Quality Effectiveness and Safety Trigger
Tool. This tool acts as an early indicator of potential safety issues, enabling teams to
proactively manage their caseloads, and provides assurance on the quality of care
provided by the teams.
Feedback gathered from the district nurses shows that the tool has proved very useful in
practice to highlight teams at potential risk and has provided a framework for discussion
and action within the localities. The locality managers are looking at enhancing some of
the criteria to make it as relevant as possible for future use.
Community Mental Health Teams
We carried out a comprehensive review of the Community Mental Health Teams (CMHT),
to look at the demands, current resources available and the patient journey.
Our aims for this review were to:


Identify the clear function and role of the CMHT



Develop, in partnership with Dorset Mental Health Forum, care pathways that are NICE
compliant and based on best available clinical guidance and peer user experience



Provide an equitable service across the county,



Have staff who are appropriately skilled, resourced and supported to provide high
quality care.

Alongside this we have been working closely with the Dorset Clinical Commissioning
Group (CCG) on the Acute Care Pathway review. This review has been carried out to
develop mental health services in Dorset that meet the needs of communities now and
over the next 20 years. The review is being led by Dorset CCG in partnership with Dorset
HealthCare and the three local authorities and includes:


People who use services



Carers



Service providers including the voluntary sector

This work is ongoing and once agreed will provide the framework for future models of
service delivery.
Reducing pressure ulcers
Work linked to our ‘Sign up to Safety Campaign’ has led to a reduction in the number of
avoidable community acquired pressure ulcers, grade three or above. We established a
baseline and developed a three year trajectory aiming to reduce incidence of pressure
ulcers by 50 percent. The table below shows the trajectory over three years to reach a 50
percent reduction from 2014/15.
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Baseline
2014/15

Year 1
2015/16

Year 2
2016/17

Year 3
2017/18

25.80%

21.50%

17.20%

12.90%

Inpatient

7

6

5

4

Community

45

37

29

21

Total

52

43

34

25

Trajectory

The table below shows the current position against the target as at 4 May 2016. These
figures will require refreshing on completion of the remaining 2015/16 incidents that are
still under investigation.
Q1

Q2

Q3

Q4

Total

Inpatient

1

0

4

0

5

Community

9

9

10

1

29

Total

10

9

14

1

34

It is evident that there has been a reduction in the overall number of avoidable pressure
ulcers for 2015/16 and the overall 21.50 percent reduction has been achieved by a
greater reduction in community incidents that in inpatient settings. Progress against this
aim will continue to be reported as part of the ‘Sign up to Safety’ work.
Completion of pressure ulcer Root Cause Analysis (RCA) within 3 weeks
Any incidents of pressure ulcers acquired in care provided by the Trust are investigated
using the Root Cause Analysis technique which identifies the underlying causes for the
incident occurring. This method of investigation also identifies any contributory factors and
can inform any systemic changes needed to support best practice.
The current status as at 4 May 2016 for the completion of pressure ulcer RCAs is shown
below. The figures are refreshed each quarter to reflect the changes in completion of
reviews since last reported.

Quarter

Number of RCAs
requested

Number of
completed within
<= 21 days

Compliance

83

64

77%

129

93

72%

135

91

67%

137

85

62%

484

333

69%

1
2
3
4

Total
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Completing the RCA investigations promptly allows staff to have a better recall of the
incident and this supports more accurate and timely learning. Although there has been a
decrease in the compliance rate since quarter one, there has been an increase in the
number of pressure ulcer reviews being completed by 58 percent from quarter one to
quarter four. The volume of reviews has impacted on the ability to meet the three week
target resulting in a 15 percent decrease in reviews being completed in three weeks from
quarter one.
Training to support reduction in pressure ulcers
The SSKIN Care Bundle is a powerful tool as it defines and ties best practices in pressure
ulcer prevention together. The bundle also makes the actual process of preventing
pressure ulcers visible to all, minimising variation in care practices. The bundle consists of
a group of interventions to ensure the correct assessments, training, systems and
processes are in place.
To support pressure ulcer reduction in the community we introduced SSKIN bundle
training to community nursing teams. This is a five-step model for pressure ulcer
prevention - the acronym stands for:

Surface

ensure patient is on the right mattress, cushion, there are no
creases or wrinkles

Skin

early inspection of our patient’s skin to identify early signs of
pressure and take action

Keep moving

encourage self-movement, reposition patient and inspect skin

Incontinence/moisture meet patient’s toileting or continence needs
Nutrition/hydration

keep well hydrated, meet patient’s nutritional needs

By following these five steps we are able to prevent or take early action should there be an
indication of pressure on the skin for our patients. The training on the SSKIN bundle has
been incorporated into the monthly pressure ulcer updates. Senior clinical leaders were
required to attend workshop training and all other staff were to receive tool box training. 96
percent of relevant staff have been trained to date.
Reducing suicide
Within the work to deliver the patient safety quality priority we have also taken steps to
reduce the number of our patients who commit suicide. This also links to our work under
the ‘Sign up to Safety Campaign’ which is a three year programme of work. We have
established a Suicide Prevention Group which has developed the Trust’s suicide
prevention aims. These aims will inform the pan-Dorset strategy work we need to take
forward for all people of Dorset. Other work includes:


The Ligature Audit Process and Review Group is well-established and reviews all
incidents of inpatient self-harm alongside environmental reviews carried out by the
ward, Health and Safety team and the estates department staff. A central catalogue of
anti-ligature fixtures and fittings is being developed.
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A virtual ward has been created within the Patient Administration System to enable an
overview of those patients requiring support while awaiting an admission and highlight
where there are difficulties in accessing an inpatient bed.



Co-produced safety and crisis plans have been developed between staff and service
users.



The clinical risk training and three-yearly updates have been reviewed and a new
training package has started.



A library of videos featuring carers/families and staff sharing their experiences following
a sudden death has been developed and is used in training and feedback for staff.



We have reviewed communications with families’ post-suicide/unexpected deaths and
we now also provide the Help is at Hand leaflet for families affected by suicide/sudden
deaths.

Going forward
The ‘Sign up to Safety Campaign’, which includes pressure ulcer reduction and suicide
prevention, will continue. We are committed to improving our services to ensure our
patients receive the best possible care. We aim to contribute to the campaign’s overall aim
to halve avoidable harm in the subsequent three years and across the UK, saving 6,000
lives.
We will continue to engage with Dorset CCG as they develop the Acute Care Pathway and
other models of service delivery through their Clinical Services Review. We will be working
to develop a pan-Dorset suicide prevention strategy, engaging stakeholders from a wide
range of statutory, voluntary and third sector organisations. From April 2016 we have
reinstated inquest training for staff and will be developing carer involvement within the
work stream.
Our Care Quality Commission report highlighted that some teams namely Child and
Adolescent Health Services (CAMHS), School Nursing, and Crisis needed a review of
staffing levels to ensure we had enough adequately experienced and trained staff to meet
the needs of our patients. Much work has taken place to ensure that staff numbers are
correct and that staff are supported via clinical supervision.
CAMHS have a dedicated programme of work to review the service across Dorset and
address the national issue to reduce waiting times for young people accessing our service.
Dorset HealthCare also has an active recruitment campaign to enable us to promote the
Trust and develop into an ‘Employer of Choice’.
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CLINICAL EFFECTIVENESS
Support staff to implement the National Institute for Health and Care Excellence
(NICE) quality standards with accessible, user-friendly guidelines and policies to
enable the provision of high quality evidence-based care to our patients.

Rationale for selection
The Trust is committed to ensuring that the interventions and treatments that we provide
are evidence-based, effective and based on the principles of good practice. Clinical
effectiveness is a commitment to quality, which includes monitoring and improving the
outcomes of patients and service users by:
 Ensuring health professionals are up to date in their practices and properly supervised
where necessary
 Implementing best practice including National Institute for Health and Care Excellence
(NICE) guidance and quality standards; and implementation of care pathways
 Being involved in local and national clinical audits
We recognise that to support our staff to deliver effective, evidence-based care we need to
have robust and effective clinical policies, guidelines and procedures that are up to date
and easily accessible to all our staff. The Morecombe Bay investigation, led by Dr. Kirkup
and published in March 2015, highlighted a key failing in that “clinical competence of a
proportion of staff fell significantly below the standard for a safe, effective service.
Essential knowledge was lacking and guidelines were not followed”.
In light of this during 2015/16 we endeavoured to review our clinical procedural documents
to ensure they are up to date, evidenced-based and user-friendly.
19

Progress Made
Progress has been monitored against the following three indicators;
1. Review existing clinical policies and guidelines to ensure they are evidence based
and support excellence in practice.
2. Local clinical audits will be aligned to NICE guidance
3. All actions arising from NICE guidance and quality standard baseline
assessments will be implemented within the agreed timescales.
In 2015/16 we established a Clinical Policy Review Group (CPRG), with robust processes
to monitor and oversee timely policy review. The first meeting took place on 15 June 2015
and monthly meetings continue to take place.
The aim of the CPRG was to review existing clinical policies and guidelines to ensure
they are evidence-based and support excellence in practice. It was agreed that all
updated policies should have a brief summary highlighting the key components of the
policy where appropriate.
Our measures specified that 100 percent of all relevant policies reviewed by the Clinical
Policy Review Group in 2015/16 should have a brief summary. During 2015/16 all policies
that have been reviewed and approved by the Clinical Policy Review Group had a brief
summary.
The Trust’s National Institute for Health Care Excellence (NICE) Assurance group, which
started in October 2014, has a role to ensure that all new NICE guidance and quality
standards are aligned to relevant clinical guidance and policy. We were keen to evidence
that all relevant new NICE guidelines published were linked with the relevant policy.
Throughout the year all NICE guideline leads updated any relevant policies as part of the
actions to achieve compliance. We have also ensured that our internal Quality Matters
newsletter has a monthly NICE update which includes the latest quality statements in
bite-sized chunks to further raise awareness of NICE standards.
The Trust agreed that all local clinical audits will be aligned to NICE guidance. Therefore
all local audit notification forms were screened by the Clinical Audit Team to ensure the
audit tools selected were aligned to NICE guidelines, where appropriate. The Trust set
itself the target to establish a baseline in quarter one (April – June 2015) and work to
achieve 90 percent compliance by quarter four (January – March 2016). Over the year we
achieved 80 percent in quarter one, 80 percent in quarter two, 100 percent in quarter
three, and 93 percent in quarter four. We are continuing to work with clinicians by
designing electronic audit tools and developing evidence-based audit criteria.
The Clinical Effectiveness team uses a database for recording local clinical audits with the
ability to link audit standards to NICE guidelines. We aimed to expand the database with
wider-reaching reporting capabilities by the end of the financial year 2015/16.
A new audit data base on the Ulysses system with greater reporting capabilities has been
developed and a small-scale pilot has been carried out. Full roll-out is expected from July
2016. In the interim, there is currently an excel database in place and all new audit
notifications are assessed against NICE guidelines manually on receipt.
The Trust reports monthly to the Board on actions arising from NICE guidance and quality
standard baseline assessments which have been implemented within the agreed
20

timescales. The NICE Assurance group’s main role is to assure robust action plans exist to
ensure compliance with these guidelines and standards.
Going forward
The Clinical Policy Review Group and NICE Assurance Group will continue to monitor and
align any newly published guidance and update policies. We will also ensure that any
local clinical audits tools have criteria which have been designed to reflect any recent
national guidance.
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QUALITY IMPROVEMENT PRIORITIES 2016/17

We are committed to providing the highest standard of care. To determine our quality
priorities we listen to the views of our patients, our staff, our commissioners and other
stakeholders to ensure we continue to deliver improvements.
Internally we triangulate information from many sources including patient and service
user feedback, staff feedback, incidents, complaints, and performance against our key
quality indicators. We also look at recommendations from external inspections including
the Care Quality Commission and NHS England.
Using this information we draft our proposed quality priorities and carry out a wide
consultation with our staff, stakeholders and Governors.
We consulted staff at the Trust’s local Quality Matters Conference held on the 26
January 2016 which was attended by 150 staff, Governors and stakeholders. Further
consultation took place through the Quality Matters newsletter shared with all staff. The
priorities have also been discussed at the Executive Quality and Clinical Risk Group, the
Clinical Executive Meeting and the Leadership Forum.
As a new initiative this year we invited stakeholders from the three local authorities and
the voluntary sector to a consultation event held after the Quality Matters Conference to
discuss the proposed quality priorities and indicators. This was well-received and
enabled a discussion to consider how the proposed priorities linked to the priorities of
the Health and Wellbeing Boards and the Better Together programme.

PRIORITIES 2016/17

PATIENT EXPERIENCE
Patients and carers are engaged and active participants in care planning and care
delivery. The Trust recognises and acts quickly when care goes wrong and talks
openly and honestly to patients and carers.
Over the last year we focused on lessons learnt from the findings of investigations and
reviews and sharing these beyond the team involved to improve the experience of our
patients. This work will continue and this year we will focus on how we engage patients,
families and carers in their care plan and treatment. The rationale behind selecting this as
the 2016/17 patient experience priority is as follows:


The impact of “John’s Campaign” calls for the families and carers of people with
dementia to have the same rights as the parents of sick children, and be allowed to
remain with them in hospital for as many hours as they are needed, and as they are
able to give. Many Trusts have signed up to developing carers’ passports and we want
to develop this approach within the Trust this year.



We will endeavour to make patient participation part of everything we do in Dorset
HealthCare - it is the right thing to do, and national reports including the Francis Inquiry,
the Keogh Mortality Review and the Berwick Review into Patient Safety reports all
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concluded that the NHS must listen to and have patients, families and local people as
equal partners in care and in the design and delivery of services.


The NHS Constitution and section 242 (duty to involve) of the NHS Act 2006 (as
amended by the 2012 Health Act) includes a duty to involve patients in their care and in
the development of services.

There is a proven association (Coulter and Ellins 2006) between the engagement of
patients in their health, care and treatment and the outcomes in relation to:


Patient reports of their experiences, and of their satisfaction with care.



Patients’ recall of information, knowledge and confidence to manage their condition.



The likelihood of patients reporting that the chosen treatment path was appropriate for
them.

We are committed to making sure that staff are skilled and able to have open and honest
conversations with patients, families and carers and this forms part of our Sign Up To
Safety Campaign pledge ‘Be transparent with people about our progress to tackle patient
safety issues and support staff to be candid with patients and their families if something
goes wrong.’ We will do this by:


Providing staff with support and guidance to enable them to be open with patients and
carers throughout contact with our services in line with the duty of candour principles.



Talking with and apologising to patients/families and carers following a patient safety
incident that resulted in harm.

To support progress with this priority there are three quality indicators which will be
implemented during 2016/17:


We will develop a carers’ passport/care plan with carers in three different services
across the organisation.



As a partner agency we will adopt the pan-Dorset Carers Strategy



We will sign up to the Quality Mark for Elderly Friendly Hospital Wards

These indicators will be monitored quarterly to ensure there is steady progress being
made and that we are achieving our priority.
PATIENT SAFETY
To reduce the number of patients using our service who experience an unexpected
deterioration in their physical condition which results in a potentially avoidable
admission to an acute general hospital.
Over the past year we have focused on safe and therapeutic staffing levels within
community mental health teams (including home treatment) and community nursing
teams. This year we have recognised an area which requires focus and attention is the
number of patients who experience an unexpected deterioration of their physical health
while in our care. When patients come into hospital they put their trust in the professionals
caring for them. They assume they are being monitored and that any deterioration in their
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condition will be detected and acted on quickly. The rationale behind selecting this as the
2016/17 patient safety priority is as follows:


There have been cases highlighted from incident investigations and audit findings
where monitoring of physical health care and rapid awareness of a deteriorating patient
was delayed as staff failed to spot or act on changes in their condition.



The Wessex Academic Health Science Network (AHSN) has identified ‘the
deteriorating patient’ as a key priority for 2016/17 and there will be opportunities to
share and develop practice in this area at regional learning events.



Findings from clinical audit and project work completed in 2015/16 have shown that
there is a need for the Trust and its partner organisations to improve communication
and working practices when patients are transferring between services.

The Southern Health NHS Foundation Trusts’ review of deaths of service users (Ref:
Independent review of deaths of people with a Learning Disability or Mental Health
problem in contact with Southern Health NHS Foundation Trust April 2011 to March 2015)
identifies the need for improved mortality governance processes for mental health and
community services trusts. This report has great significance for the Trust and work will
progress this year on the mortality governance processes as a quality priority within the
Trust and across the wider health community.
Three indicators will be implemented to support this priority:


We will reduce the number of unnecessary emergency transfers from inpatient settings
to acute hospitals.



We will communicate vital signs and National Early Warning Scores at the point of
transfer to other care settings following deterioration in the patient’s condition.



We will develop a Trust and pan-Dorset mortality reporting and review process.

CLINICAL EFFECTIVENESS
Support staff to implement NICE quality standards of care to enable the provision of
high quality evidence-based care to our patients.
Over the last year we have focused on developing a Clinical Policy Review Group and
ensuring all updated policies have a brief summary where appropriate. The Clinical Audit
Group also reviewed all local audit tools and assessed their alignment with relevant
national guidance. We have been working to build and implement a Ulysses database to
improve the recording of all clinical audits with the ability to link audit standards to NICE
Guidelines.
This year we will build on the work already done to support staff to deliver evidence-based,
clinical care. The rationale behind selecting this as the 2016/17 clinical effectiveness
priority is as follows:


We will build on the work carried out last year with the NICE Assurance Group which
reviews NICE Guidance and Quality Standards and aligns them to clinical policies and
aligning local clinical audits to NICE guidance.



Over the past year we have not been performing well against the Venous Thrombo
Embolism (VTE) assessment standards and need to improve on this position.
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The CQC Inspection report highlighted a number of areas for improvement within our
End of Life Services and we propose to develop this further over the next year. This
will include developing a Trust vision for community End of Life services and working
with our commissioner to integrate End of Life Care Pathways.

Progress with this priority will be supported by the following three indicators:


We will reduce risk to patients by ensuring they receive timely venous
thromboembolism preventative management (prophylaxis)



We will support staff to provide optimal end of life care, by the right person, in the right
place and at the right time



We will support staff to undertake robust clinical audit aligned to national standards, as
a quality improvement initiative to drive up the quality of care.
QUALITY IMPROVEMENT - SIGN UP TO SAFETY CAMPAIGN

Dorset HealthCare) pledged a commitment to the NHS England ‘Sign Up to Safety’
campaign in November 2014 and has made the following five pledges.
Put safety first

a commitment to reduce avoidable harm.

Continually learn

acting on the feedback from patients and constantly measuring
and monitoring how safe services are.

Honesty

be transparent with people about our progress to tackle patient
safety issues and support staff to be candid with patients and
their families if something goes wrong.

Collaborate

take a leading role in supporting local collaborative learning, so
that improvements are made across all of the local services that
patients use.

Support

help people understand why things go wrong and how to put them
right. Give staff the time and support to improve and celebrate the
progress.

The nine workstreams with a focus to reduce avoidable harm are:










Pressure Ulcers
Sepsis
Care Planning
Suicide prevention
Deteriorating patients
Medicine errors
Safe transfers of care
Falls
Reducing restrictive interventions

The Director of Nursing and Quality chairs the steering group which meets quarterly to
monitor progress against the campaign action plan.
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CAMPAIGN PROGRESS
Over 100 staff have attended one of the Sign up to Safety steering groups. These staff are
integral to the success of the campaign as they support and empower front-line staff to be
innovative and improve patient safety.
We continue to share progress on the campaign at the Patient and Public Quality
Improvement Group. While there is involvement from patient representatives within the
Falls and Suicide Prevention, there is further work to do to involve them in the other seven
work streams.
Consultants and team leaders attending the Trust’s Empowering Leaders, Empowering
Teams (EL:ET) leadership pathway are being taught the Institute of Health Improvement
(IHI) methodology by the Patient Safety Manager. They are encouraged to empower
teams to make small changes in practice to improve the quality of care delivered. To date
161 delegates have attended the EL:ET pathway and as a result some of their associated
assignments have focused on a quality improvement related to one of the nine work
streams.
Supported by the Patient Safety Manager, two groups of Bournemouth University third
year students are using IHI improvement methodology to implement their Service
Improvement Module (SIP). One of the multidisciplinary groups plans to develop a falls
prevention training app while another is considering how it can raise awareness of suicide
prevention.
The previous section on patient safety has described the progress made in pressure ulcer
reduction and suicide prevention.
Progress to date from the other work-streams includes:
 Involving patients and carers in investigations and saying sorry when things have gone
wrong. This is has led to a library of videos of carers telling their stories and
experiences which are used in staff training and are available on the Trust intranet.
 A reduction in the use of restrictive interventions in mental health as demonstrated in
the graph below.
 A pilot of telephone support provided post-discharge from a community hospital which
has resulted in patient feedback of improved experience and confidence at the point of
discharge.
 Reviews of medication incidents and sharing of learning.
 Medicines management training has been reviewed.
 The competency assessment for nurses administering medication has been reviewed
and updated.
 The list of critical medicines in the Trust-wide standard operating procedure, ‘Omitted
Delayed Medicines’ has been reviewed and updated. A medicines safety bulletin
highlighting critical medicines will be circulated. A medicines management eLearning
portal is being developed.
 Community hospital inpatient wards have agreed the individualised care plan and it has
been uploaded to the electronic patient record.
 Co-owned safety plans and inpatient ward support plans are being formulated within 72
hours by consultants directing care planning and this is being piloted on an adult mental
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No. of incidents



health ward.
“Just say sepsis” self-assessment has been completed to establish a baseline to
measure the impact of sepsis awareness work.
Review and delivery of falls prevention training.
A review of interventions used in better balance clinics.
Obtaining coloured Zimmer frames for patients with visual impairment or dementia.
All Intermediate Care Rehabilitation Teams (ICRT), inpatient wards (physical health)
and adult inpatient mental health wards have nominated named falls champions who
receive education to be shared with colleagues. 5,000 copies of the “Get Up and Go”
patient information booklet have been distributed to all ICRT and relevant in-patient
wards.
Review and pilot of the multifactorial falls risk assessment.

The trend line shown relates to the combined interventions that sit under the overall
category of restricted interventions. Data is sourced from the Ulysses system which is the
Trust’s incident reporting database.
CELEBRATING ACHIEVEMENT

ROAD TO WELLNESS
The Road to Wellness Awards are organised by Dorset HealthCare to celebrate people
across the county who have battled – or helped others – to overcome debilitating physical
or mental health problems.
More than 40 individuals and groups were put forward for recognition this year. The
shortlisted finalists, their nominators and other guests gathered at Kingston Maurward,
near Dorchester, to hear outstanding stories of kindness, courage and innovation as the
winners across eight categories were unveiled.
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These included:


Group Award winners: Young Persons Group (Weymouth) – young people with
mental health problems formed their own support group, building friendships and
improving their self-confidence. Since the group formed, many of its members now live
independently and have started college or found work.



Kindness Award: David Sheppard (Bridport) – despite his own health issues, David
took on the role of cook at Bridport’s Harmony Centre for people with mental health
problems. He provides help, support and mentoring, and even delivers foods and
magazines to people’s homes when they are unwell.



Inspiration Award: Julie Whitmarsh (Swanage) – in partnership with Dorset
HealthCare, Julie made a video sharing her experiences of recovering from chronic
fatigue. This film is now a key tool in helping other patients find the confidence and
belief to get better, showing the light at the end of the tunnel



Courage Award: Ronaldo Rodriguez Kretz (Dorchester) – Ronaldo, aged ten, has
cerebral palsy, uses a wheelchair and has speech problems. Yet his determination and
positive personality has enabled him to cope with the demands of mainstream
schooling, and charm everyone around him with his smile and perseverance.



Communication Award: Bill Lindsay (Poole) –a stroke left Bill with severe speech
and writing difficulties. Following therapy, he has worked tirelessly to help others facing
similar problems, visiting stroke patients in hospital and giving talks and presentations
to a host of organisations about the impacts of the condition.



Carers Award: Enid Coward (Poole) – For the past decade, Enid, 93, has been
caring for her daughter, who has dementia. Despite the many challenges presented by
the illness, Enid has always retained her cheerfulness and sense of humour, and cares
for her daughter as independently as possible.



Outstanding Achievement Award: Hannah Hobbs (Ferndown) – Overcoming
problems with low mood and anxiety, Hannah set up a Community Interest Company to
deliver a range of projects to support people from troubled backgrounds. She inspires
people through her passion and genuine desire to make a difference.



Panel’s Choice Award: Chris Phillips (posthumous award) (Bournemouth) – Chris
joined the steering group of the 'STOP! Chronic Back Pain' project in 2011 and helped
establish the Pain Chain peer support network. He worked constantly to improve
services for people living with pain until his death last year. His award was collected by
his wife, Janet.

QUALITY MATTERS
Our Quality Matters Conference was held on Tuesday, 26 January at the Hamworthy Club
in Canford Magna. The event brought more than 100 staff together to celebrate quality
improvement initiatives and unveiled the winners of the service improvement, clinical audit
and research project of the year awards for 2015. The awards were presented by Fiona
Haughey, Director of Nursing and Quality.
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Clinical Audit Award

Amelia Whale (WINNER)
Reducing Do Not Attend rates for
St Leonards Hospital Musculo-Skeletal
Outpatient Physiotherapy
Service.
Amelia, is the physiotherapy team leader for
the St Leonard’s Outpatient physiotherapy,
Musculo-Skeletal service who were able to
significantly reduce their waiting list by using
an SOS process approach which was
sustainable over time.

Sarah Wastell (Runner-up)
How do the patient reported outcomes
compare in demonstrating effectiveness of
the hand therapy service at Victoria
Hospital Wimborne.
Sarah is a hand Occupational Therapist who
used the Patient Specific Functional Scale
with patients to measure improved outcome
of the therapy she provided.

Research Project Award
Charlotte Wallis (WINNER)
Behind Bars: the risk of sight threatening
diabetic retinopathy in prisoners.
Charlotte and the Dorset Diabetic Screening
Team had been involved in a multi-centre
research trial investigating and highlighting
the importance of screening for Diabetic
retinopathy in Prisoners.
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Service Improvement Award

Chris Clarke (WINNER)
Herm ward: Improving use of therapeutic
activity and person centred care.
Chris is the manager for the older People’s
ward based at Alderney Hospital. – Herm
As part of their service improvements the
staff on the ward have been busy turning
their dining room into an old fashioned tea
room where they have hosted tea dances.
They have also turned a Consultation room
into a hairdressing salon. Both of these
initiatives have improved the quality of care
they have provided.

Heather Stacey (Runner-up)
Peer led music in Acute inpatient mental
health (Waterston Unit, Dorchester).
Heather is the ward manager at Waterston
and she was instrumental in Providing Peer
led music therapy to the Service users on her
unit with good feedback and outcomes.

DUTY OF CANDOUR

Health professionals must be open and honest with patients when things go wrong. This is
also known as the Duty of Candour. Candour is defined in Robert Francis’ report as: “The
volunteering of all relevant information to persons who have or may have been harmed by
the provision of services, whether or not the information has been requested and whether
or not a complaint or a report about that provision has been made.”
The Duty of Candour is a legal duty on hospital, community and mental health trusts to
inform and apologise to patients if there have been mistakes in their care that have led to
significant harm. The Duty of Candour aims to help patients receive accurate, truthful
information from health providers. All NHS provider bodies registered with the Care
Quality Commission (CQC) have to comply with a new statutory Duty of Candour.
The Trust has implemented the Duty of Candour requirements and advises staff in section
8 of the Trust’s policy for Reporting and Management of Incidents and section 6 of the
Trust’s Being Open policy.
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As a Trust we are committed to being open with patients and carers when events such as
these occur so that we gain a shared understanding of what happened, and what we can
do to prevent it from happening again.
The table below shows the number of incidents where the formal Duty of Candour process
has been actioned during 2015/16.
April May June July Aug Sept Oct Nov Dec
Death of
a Patient
Pressure
Ulcers
Slips, Trips
and Falls
Violence /
Assault
Total

Jan

Feb

Mar

Total

-

-

-

1

-

-

1

-

-

-

-

-

2

3

2

2

-

4

5

5

4

3

4

5

4
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-

-

-

-

-

1

-

-

-

1

1

-

3

-

-

-

1

-

-

-

-

-

-

1

-

2

3

2

2

2

4

6

6

4

3

5

7

4
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All patient safety incidents reported that result in moderate harm or above are investigated.
The investigation process includes involvement of the patient and carers where possible.
In those incidents where Duty of Candour has been identified due to an act or omission by
the Trust, the Locality managers have a responsibility to manage the Duty of Candour
process and ensure the process is carried out in line with the prescribed steps. They are
also responsible for liaising with patients/service users and their family and confirming
what action is being taken.
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STATEMENTS OF ASSURANCE FROM THE BOARD
REVIEW OF SERVICES
Dorset HealthCare University NHS Foundation Trust is responsible for community and
mental health services across Bournemouth, Poole and Dorset. The Trust also provides
prison healthcare in Dorset and Devon and Steps2Wellbeing services in Southampton.
The Trust serves a population in excess of 750,000 people, employing some 5,640 staff
with an income of £252,746,000.

Mandatory Statement One
During 2015/16 the Dorset HealthCare University NHS Foundation Trust
provided and/or sub-contracted 103 relevant health services.
The Dorset HealthCare University NHS Foundation Trust has reviewed all the
data available on the quality of care in 103 of these relevant health services.
The income generated by the relevant health services reviewed in 2015/16
represents 95.72 percent of the total income generated from the provision of
relevant health services by the Dorset HealthCare University NHS Foundation
Trust for 2015/16.

Dorset HealthCare University NHS Foundation Trust provides 103 services and has
reviewed them in the following ways:

The Board
The Board receives a monthly integrated corporate dashboard which sets out performance
across a range of quality metrics under the domains of safe, effective, caring, well-led and
responsive. The dashboard includes exception reports where further information is
provided to explain performance and actions being taken to improve the position.
The Board also receives annual reports in respect of patient experience, complaints,
safeguarding and infection prevention and control.
The Board receives a patient story at each meeting.
The Quality Governance Committee
The Quality Governance Committee, which meets quarterly, receives reports on:


Serious incidents requiring investigation



Progress with recommendations following review of serious incidents requiring
investigation



Inpatient staffing assurance
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The Audit Committee
The purpose of the committee is to acquire and scrutinise assurances during the year as
to the integrity of the Trust’s principal disclosure statements, including financial
statements. This is carried out by scrutinising assurances on the design and operation of
controls. The Committee will acquire and scrutinise assurances relating to the following:


Annual Governance Statement relating to the system of internal control, which may
include letters of representation;



Annual Report and Accounts, with accounting policies, and Notes to the Accounts;



Compliance with the Monitor Licence and, in particular, the Corporate Governance
Statement;



Annual disclosures in relation to Monitor’s Code of Governance;



To set and agree the internal audit plan and review the findings and recommendations
of the reports received.

Mental Health Legislation Assurance Committee
The committee, which meets quarterly, is the specialist arm of the Quality Governance
Committee.
The committee receives a quarterly dashboard on Mental Health Act compliance metrics.
Executive Quality & Clinical Risk Group
The monthly meeting of the Group receives reports on:


Moderate, major and catastrophic incidents



A summary of reviewed serious incidents, falls and pressure ulcers



Screening incidents and reports



A staffing assurance report

Director Visits
Underpinning the formal reporting to groups is a system of director visits to Trust services
and sites.
Information relating to patient experience
Regular performance reports to the Trust Board incorporating measures on patient
experience including: percentage of patients that felt safe, Friends and Family Test (FFT)
scores, complaints and compliments.
Reports to the Board, Quality Governance Committee, Executive Quality and Clinical Risk
Group:


National and local service user survey results



Real time feedback



Quarterly Patient Experience report



Quarterly Complaints Board report (available on the Trust Website)
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Annual compliments and complaints reporting including lessons learnt (available on the
Trust website).

In addition the Trust Non-Executive Directors have undertaken announced visits to the
wards and units.
The Trust has been using QUIS as a tool to capture patient experience. The Quality of
Interaction Schedule (QUIS) pioneered by the Patient Association is a systematic way of
observing the quality of interactions of care between staff and patients. It is an additional
way of capturing patient experience, pioneered to understand the care experiences of
people who are unable to tell us themselves. Observations are recorded if the interaction
was positive, basic care/ neutral care or negative care. Feedback is given directly to the
manager at the time of observation. The observations are carried out for a 40 minute
period. Feedback overall is collated and a written account is produced to share with staff
and wider to see if there is any further learning.
Trust staff members trained in QUIS have in 2015/16 undertaken a number of patient
observations. These have been in our community hospital wards and mental health units.
Overall the majority of interactions have been positive with very few being basic or neutral.
Examples of positive interactions include


A patient was helped back to her room from the toilet. The nurse was talking and
encouraging her all of the time. There was a good flow of conversation.



A patient in the corridor and she was visibly upset. A nurse was talking to her and
encouraged her to enter the music room. The patient went into the room with the nurse.

An example of a basic interaction was, a staff member handing medication to a patient and
waiting until it was taken but the staff member did not engage the patient in conversation.
In 2016/17 this programme will continue as part of our patient experience programme. The
Trust will also be trialling QUIS in community areas in 2016/17.
Information relating to patient safety
A range of reports are sent to the Board, Quality Governance Committee, Executive
Quality and Clinical Risk Group, including


Incident report included within the monthly directorate reports.



Moderate Harm and Above Incidents monthly report.



Early Warning Trigger Tool and Quality, Effectiveness and Safety Trigger Tool reports.



Central Alerting System compliance reports.



Safety Thermometer reports.



Quarterly report of serious incident recommendations and progress.



Quarterly safeguarding children and vulnerable adult report.



Six-monthly National Reporting and Learning Service Cluster Report.



Quarterly and Annual Sign Up To Safety reports
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Information relating to clinical effectiveness
Regular performance reports to the Board incorporating measures on clinical effectiveness
include: the number of inpatients having an annual physical health check, the percentage
of patients screened for malnutrition (within 24 hours) and the number of patients admitted
to a ward without a vacant bed (mental health).
Reports to the Board, Quality Governance Committee and, Executive Quality and Clinical
Risk Group, include:


Monthly reporting on compliance with NICE Technology Appraisals and Guidelines.



Report on the annual clinical audit programme.



Report on Patient Reported Outcome Measures / Goals.



Quarterly Mortality Report.



Monthly report on Care Quality Commission action plans.

While the Trust has reviewed information across the three domains of quality, we
recognise that reporting and reviewing data at a more granular level i.e. team / ward is
required. We took this forward throughout 2015/16 and have implemented the following
actions:


Weekly automated complaint reports providing information on all open complaints
shared with all locality leads and directors.



Online real-time reports available for all inpatient and community teams which provide
a Friends and Family Test (FFT) breakdown for their team.



Quality notice boards on all inpatient wards summarising compliments, complaints,
‘You said…we did’ (response to patient feedback) and patient experience survey
results for the quarter.



Team-based outcome reports which provide an overview of quality indicators
including: patient safety, staffing, early warning indicators, and patient and staff
experience, along with a section on how the service has been improved through
patient involvement events or partnership working. These are available at a team,
super-locality and Board level.



Audit reports are given to teams, providing information on how clinical practice is
complying with standards.



Internal quality assurance visits which help services evidence compliance with CQC
regulations.
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PARTICIPATION IN CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES

Mandatory Statement Two
Participation in Clinical Audit
During 2015/16, seven national clinical
audits and two national confidential
enquiries covered relevant health
services that Dorset HealthCare
University NHS Foundation Trust
provides.
During that period Dorset HealthCare
University NHS Foundation Trust
participated in 100 percent national
clinical audits and 100 percent national
confidential enquiries of the national
clinical audits and national confidential
enquiries which it was eligible to
participate in.
The national clinical audits and
national confidential enquiries that
Dorset HealthCare University NHS
Foundation Trust was eligible to
participate in during 2015/16 are as
follows:

National Clinical Audits - 2015/16
Elective Surgery (National PROMs Programme)
National Audit of Intermediate Care
UK Parkinson’s Audit
Chronic Obstructive Pulmonary Disease (COPD) Audit - Pulmonary Rehabilitation
Prescribing in Mental Health Services (POMH)
Sentinel Stroke National Audit Programme (SSNAP)
Royal College of Psychiatry
National Confidential Enquiries - 2015/16
National Confidential Enquiry into suicide and homicide by people with mental illness
National Confidential Enquiry into patient outcome and death - Sepsis
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Mandatory Statement Two – continued
The national clinical audits and national confidential enquiries that Dorset
HealthCare University NHS Foundation Trust participated in during
2015/16 are as follows:

National Clinical Audits - 2015/16
Elective Surgery (National PROMs Programme)
National Audit of Intermediate Care
UK Parkinson’s Audit
Chronic Obstructive Pulmonary Disease (COPD) Audit - Pulmonary Rehabilitation




Prescribing in Mental Health Services (POMH)
Prescribing for ADHD for Children, Adolescents and Adults (Topic 13b)
Prescribing valproate for bipolar disorder, (Topic 15a)
Prescribing for substance misuse: alcohol detoxification (Topic 14b)
Sentinel Stroke National Audit Programme (SSNAP)




Royal College of Psychiatry
Mental Health CQUIN 2015/16 (Indicator 4a)
Early Intervention in Psychosis Audit
National Confidential Enquiries - 2015/16
National Confidential Enquiry into suicide and homicide by people with mental illness
National Confidential Enquiry into patient outcome and death - Sepsis

Mandatory Statement Two – continued
The national clinical audits and national confidential enquiries that Dorset
HealthCare University NHS Foundation Trust participated in, and for
which data collection was completed during 2015/16, are listed below
alongside the number of cases submitted to each audit or enquiry as a
percentage of the number of registered cases required by the terms of
that audit or enquiry.
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National Clinical Audits
2015/16

Participation Number of
cases
submitted

% cases
submitted

Prescribing in mental health
services (POMH):
 Prescribing for ADHD for
Children, Adolescents and
Adults (Topic 13b)



8 Teams
185

100%

 Prescribing valproate for
bipolar disorder, (Topic 15a)



13 Teams
123

100%

 Prescribing for substance
misuse: alcohol
detoxification (Topic 14b)
National Audit of
Intermediate Care



In progress



22 teams

100%

UK Parkinson’s Audit



20

100%

Chronic Obstructive
Pulmonary Disease (COPD)
Audit - Pulmonary
Rehabilitation
Elective Surgery (National
PROMs Programme)



Sentinel
Stroke
Audit Programme



National

National Confidential Inquiry
into Suicide and homicide by
people with mental illness

100%
52

168

100%

117 to Q3

100%


Q4 data not
available until
August 2016
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97%

Mandatory Statement Two – continued
The reports of four national clinical audits were reviewed by the
provider in 2015/16 and Dorset HealthCare University NHS Foundation
Trust intends to take the following actions to improve the quality of
healthcare provided:




Action plans arising from the Prescribing in Mental Health Services (POMH) audit
results are developed and agreed at the Medicine Management Group.
The EQ5D system (a standardised tool to measure health outcomes) used in patientreported outcome measures provides two measures of pre- and post-operative health;
the EQ5D (a descriptive system) and the EQ-VAS (a visual analogue scale). The
38

Trust’s EQ5D index average adjusted health gain (the rate by which patient’s feel their
condition has improved following surgery) was 0.094, above the national average of
0.084. The Trust’s EQ5D VAS average adjusted health gain was -1.64 against an
average of -0.5 (a negative score would indicate that a patient felt their condition had
worsened following surgery), these results are discussed with the surgeons to inform
how they manage the expectations they set with patients.
It is also noted that:


The results from the Sentinel Stroke audit, which compares provision of therapy
services in the Early Supported Discharge (ESD) team, show above average
incidences of daily therapy treatments given when compared with the national average.
The demand on this service is growing and there is work in progress to improve the
pathway of care for this patient group as they are discharged to the Integrated
Community Rehabilitation Teams. This aligns with the national focus of this audit.



The process for 2015/2016 national audit of intermediate care had been streamlined
and all teams were engaged with the new process. The report highlighted our twentytwo team’s results on individual dashboards enabling locally owned actions. The reaudit aims are to continue to streamline the local data collection to enable quality
improvement to occur.

Mandatory Statement Two – continued
The reports of five local clinical audits were reviewed by the provider in
2015/16 and Dorset HealthCare University NHS Foundation Trust
intends to take the following actions to improve the quality of healthcare
provided:
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Audit

Action

Due Date

Discharge

The improvement of compliance over the year is
mainly due to the successful implementation of a
new discharge checklist (standard 5), completion
of this form has helped provide evidence that other
standards are being met.

Re-audit
June 2016

Transition from
Child Adolescent
Mental Health
Service (CAMHS)
to Adult Mental
Health Service

Transition group established. Developing three
May 2016
pathways of care for patients reaching their 17th
birthday:
 Discharge
 Simple transition
 Complex transition.
We are working with teams to agree pathways and
embed in practise.

Physical Health
Inpatient services have continued to show an
checks for patients improvement in undertaking physical health checks
with Psychosis
during admission.

May 2016

Improvements have been made to RiO to help
capture health check results in one place and
evidence when a patient has declined a test or
treatment or if a test / treatment has been
completed by the patients G.P.
Health check teams in East and West Dorset help
to support inpatient units with physical health
information and health promotion leaflets.
Care Plans
/ Record keeping







Many teams are using the Excel work books for
regular clinical audit of their documentation. We
are collating trust wide results for the following
teams; Community Hospitals, Community Mental
Health Teams, Child and Adolescent Mental Health
Services, Community Matrons, District Nurses,
Health Visitors, ICRT and Physiotherapy.
The level 1 recommendation:
All clinicians should be aware that keeping
accurate records of their work is part of their
professional code of practice and documentation
needs to stand up in a court of law.
The level 2 recommendations:
Team leaders should use the record keeping audit
tools
to
benchmark
individual
clinician’s
documentation to discuss at clinical supervision or
appraisal. We are suggesting that when
undertaking supervision, each team lead looks at
around 2 client records randomly for each clinical
supervisee.
To use the audits results to develop team actions
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Quarterly
re- audits

Audit

Action





Due Date

agreed by all members.
The level 3 recommendation:
Service leads or Locality Managers to monitor the
implementation of any action plans to ensure
quality improvements in the standard of record
keeping.
The level 4 recommendation:
Each team throughout the Trust should undertake
an annual record keeping audit as a minimum. In
some teams there is an expectation that more
frequent clinical audits should be completed.

National Early
Warning Score
(NEWS)

2015/16 audit results indicate high compliance in
completing the NEWS tool according to guidance.
Audits have helped to identify team training and
education needs.
Training has been completed within the ward
environment and has proven to be effective in
improving compliance.
Quarterly audits will continue to take place in
2016/17 with additional criteria added to capture
the escalation processes taken when a patients
NEWS Score indicates possible signs of
deterioration. This audit will link with the Sign up to
Safety work stream on Deteriorating patient.

Re-audit
June 2016

Chronic
Obstructive
Pulmonary
Disease (COPD)

This quarterly audit indicates patients receive care
aligned to the COPD bundle however further work
is required.
A review of documentation has commenced and
initial findings have identified several documents
are available within SystmOne, these documents
will be amalgamated into one COPD care plan
document incorporating NICE Guidance and Trust
Policy standards.
Discussions are taking place with SystmOne team
to ascertain whether all care plans can be aligned
into one easy to use template that links with patient
admission assessments / documentation. This
would enable improved visibility of a patient’s
holistic needs and the personalised centre care
and treatment provided.

June 2016
(re-audit)
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PARTICIPATION IN CLINICAL RESEARCH

Mandatory Statement Three
Participation in clinical research
The number of patients receiving
relevant health services provided or
sub-contracted
by
Dorset
HealthCare
University
NHS
Foundation Trust in 2015/16 that
were recruited during that period to
participate in research approved by a
Research Ethics Committee was
262.

Dorset HealthCare University NHS Foundation Trust’s research and development
function has continued to promote participation in clinical research throughout 2015/16,
expanding the number of people participating and the areas of the Trust engaging in
research activity.
Research helps the NHS to improve the quality of care and the future health of the
population. The continued participation in clinical research demonstrates Dorset
HealthCare University NHS Foundation Trust’s commitment to improve the quality of care
that the Trust offers users of the services it provides.
The Trust has developed its research activity expanding into a number of new areas. More
staff have gained experience in research, both as being part of a collaborating centre and
as local Principal Investigators. Alongside the studies adopted on the National Institute for
Health Research (NIHR) portfolio the Trust has supported non-portfolio research lead by
its own staff. The topic areas for all types of research include:












Dementia and neurodegenerative illness.
Treatment resistant depression.
Eating disorders.
Prison healthcare.
Perinatal mental health.
Speech and language therapy.
Adding Cognitive Behavioural Therapy as an intervention to Clozapine treatment.
Cancer screening in those with mental health problems.
Quality of life in mental health.
Psychosis.
Incontinence care.

This expansion has been supported by the increase in staff resources to assist clinicians /
researchers in the delivery of research as well as the development of strong research
governance systems in collaboration with Salisbury NHS Foundation Trust.
42

Collaborative Working
The Trust continues to work in collaboration with other NHS Trusts within Dorset working
to develop research across the patient pathway where a joint approach to studies is
necessary to ensure robust results. During the year we also made contact with the local
primary care research and development lead for Dorset and have had discussions to
explore research we could collaborate on. The Trust maintained its links with national
research centres such as Kings College London and The Maudsley Hospital expanding
the range of research that can be accessed by those who use our services.
Trust staff collaborate in research with staff at Bournemouth and Southampton
Universities - an example is Thinking Styles in Depression. They also collaborate on
grant applications seeking funding to support research, for example in the areas of
Dementia and Eating Disorders. The Trust is a member of the Dorset Research Group
hosted by Bournemouth University with an aim to enhance collaboration across the
health sector in Dorset. The Trust is also one of the organisations supporting a
prestigious National Institute for Health Research (NIHR) Fellow research development
programme looking into falls reduction in dementia with Bournemouth University and
Southern Health Foundation Trust.
Research studies
During 2015/16 the Trust participated in 19 NIHR research studies - nine are open to
recruitment and one is closed and is currently being followed up in accordance with
protocol. The Trust is involved in research within the prisons which became a part of the
Trust’s portfolio of services for research. The Trust publishes its performance in research
on its website. In 2015/16 the Trust has further developed its capacity and capability to
deliver commercial research studies and is aiming to participate in a number of these in
the coming year.
The Trust has recruited 232 participants into NIHR research studies, which is a 50
percent increase on the previous year. The Trust has successfully increased its
recruitment figures year on year and this has led to increased investment from the NIHR
into the Trust to support capacity to deliver research.
Going forward
As this report shows, the Trust has maintained momentum and enthusiasm for clinical
research and the plan is to continue to develop its clinical research activity and capacity.
Successful recruitment to build research capacity has taken place with new staff starting
in post in 2015 and we anticipate that this will increase further in the coming years. The
planned Research Strategy covering the years 2016-2019 will set out the aims and the
objectives of the Trust for the coming years with a focus on more research activity in a
greater number of the Trust’s services by a greater number of Trust staff. In support of
this strategy the Trust will support the development of its staff in the delivery of portfolio
research and in the creation of their own research activities to promote, quality,
innovation and participation whether adopted onto the NIHR portfolio or not.
This is supported by the establishment of the capacity to deliver commercial research
activity in selected areas of the Trust where experience exists within our staff teams. The
income generated from this development will hasten the growth of the research capacity
of the Trust and greatly increase the opportunity for patients and carers to participate in
clinical research within our services.
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COMMISSIONING FOR QUALITY AND INNOVATION (CQUIN) FRAMEWORK
Mandatory Statement Four – Commissioning for quality and
innovation (CQUIN) framework
A proportion of Dorset HealthCare University NHS Foundation Trust
income in 2015/16 was conditional upon achieving quality improvement and
innovation goals agreed between Dorset HealthCare University NHS
Foundation Trust and any person or body they entered into a contract,
agreement or arrangement with for the provision of relevant health
services, through the Commissioning for Quality and Innovation payment
framework. Further details of the agreed goals for 2015/16 and for the
following twelve month period are available online at:
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-16-17/

The amount of income in 2015/16 conditional upon achieving quality improvement and
innovation goals is £4,696,009. The Trust did not achieve the target related to cardio
metabolic assessment and treatment for patients with psychoses. However, our
commissioners reviewed the other work and innovative practice regarding the physical
health and wellbeing of patients with a mental health condition. They deemed we would
receive the payment as we had implemented demonstrably effective activity that is
improving patients’ physical health and wellbeing.
The progress of the CQUIN targets is monitored on a monthly basis to the Executive
Performance and Corporate Risk Group, and quarterly to the Trust Board. As at the end
of Quarter 4 the position was the amount of income in 2015/16 conditional upon
achieving quality improvement and innovation goals is £4,696,009. The outcome of this
year’s CQUIN programme is currently under consideration by Dorset CCG and the Trust
will be notified of this by the end of May 2016.
The progress of the CQUIN targets is monitored on a monthly basis to the Executive
Performance and Corporate Risk Group, and quarterly to the Trust Board.
Areas where we did not achieve full compliance are as follows:


9a Cardio Metabolic assessment – patients on CPA with a diagnosis of schizophrenia
or psychotic disorder including Bi-Polar or identified within the psychotic super-cluster.
To date 18.5% (against a target of 20%) is confirmed but additional field completions,
where GPs have completed checks, have not been included at this stage. It is
expected that once the report is amended to include this, data compliance will be met.



PH1 Child Health Information Service Interoperability –The Trust was successful in
acquiring money to support transformation for wider changes to Child Health
Information Department (CHID) over the next 12-14 months. The milestones for
quarters one and two were met and it has been proposed by NHS England that we will
receive £4000 of the £8000 value of this CQUIN.



PH2 Health Visiting.
Despite significant activity as part of the recovery plan, this CQUIN has fallen short of
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the overall compliance target of 96%. We are in discussion with NHS England with
regard the outcome of this CQUIN.
During 2015/16 Dorset HealthCare University NHS Foundation Trust agreed twenty six
CQUIN goals as indicated below:

Deliverable
3a Dementia and Delirium - Find, Assess, Investigate, Refer and Inform
(FAIRI)
Carry out case finding question for patients over 75 years of age admitted or
accepted for emergency unplanned care to community hospital or community
services, with length of stay >72 hours,90% or more of patients asked
Dementia finding question from the start of Q3
Collect the number of above patients with a clinical diagnosis of dementia and a
new assessment is indicated or who have answered positively on the dementia
case finding question90% or more of patients referred for diagnostic
assessment from the start of Q3
Share the diagnostic assessment and plan of care on discharge with GPs for
above patients. 90% or more of patients have plan of care on discharge for the
whole of Q4
3b Dementia and Delirium – Staff Training
90% of staff have received training by March 2016
3c Dementia and Delirium - Supporting carers
Carry out survey of carers of people with dementia and delirium and report to
Board bi-annually
4a Cardio Metabolic Assessment and Treatment for Patients with
Psychoses
90% (inpatients) and 80% (EIS) compliance in national audit of schizophrenia in
Q2/Q3 NB Relates to CQUIN M11
4b Communication with General Practitioners
90% compliance in audit in Q2
8b Reduction in A&E MH re-attendances
Number of times a re-attendance occurred within 7 days following attendance
with diagnosis of mental health. Baseline to be agreed
9a Cardio metabolic assessment - patients on CPA with a diagnosis of
schizophrenia or psychotic disorder including Bi-Polar or identified within
the psychotic super cluster
Number of cohort who have received cardiometabolic assessment and pulse
check. Number who are identified at risk who have received life-style advice.
9b Learning Disability and Autism reasonable adjustments
Assessment of patients with LD and/or autism and where necessary care plan
within 24hrs of admission to mental health inpatient ward (48hrs if out of hrs
admission)
10 Admission avoidance - early diagnosis and intervention in people with
atrial fibrillation
Set up systems to report on patients 65 years and over who have a pulse check
and if required ECG.
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Current
RAG
Rating

G

G

A/G

G
G

G
G
G

A

G

G

Current
RAG
Rating

Deliverable
11a Reduction in the number of late discharges and transfers
Reduction in the number of late discharges and transfers
11b Increase Weekend discharges
Physical Health services to review discharges with packages of care to determine
if facilitated support would increase weekend discharges
11c Improve the timeliness of discharge summaries quarter on quarter
Number of all discharge summaries sent within 24 hours
11d Improve the quality of discharge summaries
Quarterly audit 50 discharge summaries and action plan
13a Acute Kidney Injury
Improve diagnosis and treatment of people with AKI
14a Reducing the proportion of avoidable emergency admissions to
hospital
Reduce the number of patients with ambulatory care conditions being admitted to
hospital through provision of urgent care services outside hospital.
MH1 Secure Service Users Active Engagement Programme

G
G
G
G
G

G
G

MH2 Supporting Service Users in Secure Services to Stop Smoking
G
MH6 Perinatal Specific Involvement and Support for partners
G
MH8 Mental Health Carer Involvement Strategies
G
MH9 Assuring the Appropriateness of unplanned CAMHS admissions
60% improvement in number of reviews held within 5 working days of unplanned
admission
MH10 Adult Eating Disorders Outcome Measures year 2
90% inpatients have outcome measures completed
MH11 Improving Physical Healthcare to Reduce Premature Mortality in
People with MH
90% (inpatients)

NB Relates to CQUIN 4a

Key
Partially met –A/G

In progress - A
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G

G

PH1 Child Health Information Service - Interoperability
2.5% of the total contract value, including all Public Health Services within the
contract
PH2 Health Visiting
Health, wellbeing and development of the Two year old review (integrated review)
and support to be ‘ready for school’
CQUIN payments will be made in =12ths with 50% payable on a monthly basis
with the remaining 50% payable following quarterly reconciliation once quarterly
PH3 Local Dental network
CN/A

Met - G

G

Not met - R

A/G

A

N/A

REGISTRATION WITH THE CARE QUALITY COMMISSION (CQC)

Mandatory Statement Five – Registration with the Care Quality Commission (CQC)
Dorset HealthCare University NHS Foundation Trust is required to register with the
Care Quality Commission and its current registration status is ‘without restrictive
conditions’.
Dorset HealthCare University NHS Foundation Trust has the following conditions on
registration ‘licensed to provide the following regulated activities’:
•
•
•
•
•
•
•
•

Personal care
Termination of pregnancies
Nursing care
Family planning
Treatment of disease, disorder or injury
Assessment or medical treatment for persons detained under
the Mental Health Act 1983
Surgical procedures
Diagnostic and screening procedures

The Care Quality Commission has not taken enforcement action against Dorset
HealthCare University NHS Foundation Trust during 2015/16.

Meeting Care Quality Commission Fundamental Standards
The CQC carried out a comprehensive announced inspection of the Trust in the week
commencing 22 June 2015. They inspected 14 core services and two specialist services
against the five domains of quality:






Were services safe?
Were services effective?
Were services caring?
Were services responsive to people’s needs?
Were services well-led?

The inspection followed a 20-week lead-in period which involved three thorough data
collections, including details of all the clinics taking place during the inspection week. The
CQC also held events for service users to seek feedback on their experience of our care.
During the inspection week one hundred and thirteen CQC inspectors spent four days
inspecting the 16 service areas and conducted Mental Health Act monitoring visits to
locations where people are detained.
They also:






Collected feedback from 182 people who use services, using comment cards
Spoke with over 429 patients, carers and family members
Observed how staff were caring for people in all community hospitals and mental health
in-patient units, including 52 locations delivering care in the community
Observed 91 episodes of care in the community
Looked at the personal care or treatment records of 539 patients
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Interviewed over 624 individual frontline members of staff and 67 managers
Held focus groups on several different sites across the region for a range of staff
groups
Attended multidisciplinary team meetings
Observed handovers
Liaised with local stakeholders, commissioners and local authority representatives
Interviewed corporate staff and members of the board



Met with the Trust Chair and Non-executive Directors.

The final reports were published on the CQC website on Friday 16 October 2015.
We have been rated for each core service against the five domains. The CQC ratings are
described in the following table.

CQC Ratings
Outstanding

The service is performing exceptionally well.

Good

The service is performing well and meeting our
expectations.

Requires
improvement

The service isn't performing as well as it should and
we have told the service how it must improve.

Inadequate

The service is performing badly and we've taken
action against the person or organisation that runs it.

These are then combined to give a Trust score for each of the domains and an
overarching rating.

48

The Trust’s overarching rating is ‘requires improvement’ and this is made up by:
Domain

Overall Rating

Are services safe?

Requires improvement

Are services effective?

Requires improvement

Are services caring?

Good

Are services responsive

Requires improvement

Are services well-led?

Requires improvement






RAG

Two services are rated as Outstanding
Four services are rated as Good
Ten services are rated as Requires Improvement
No service was rated as Inadequate.

The two services rated as outstanding are the acute wards for adults of working age and
psychiatric intensive care units and the community forensic service. The CQC informed
the Trust that this is the first time an ‘outstanding’ rating had been awarded to acute wards
for adults of working age and psychiatric intensive care units in England.
The majority of services were rated either good or outstanding for the caring domain.
The full report is available at www.cqc.org.uk/provider/RDY
Areas of good practice
It was very pleasing to see that the CQC identified 14 areas of good practice and 41
specific points of good practice across all areas in the Trust. The lead inspector stated
that this figure is high compared to other inspections. These are areas where the
inspectors noted practice that was ‘above and beyond’ good care.
The areas of good practice include:
•

Kind, caring, compassionate and passionate staff who treated people with dignity and
respect, want to deliver good quality care and want to improve

•

Good multidisciplinary team working in many areas across the Trust

•

Outstanding and good care and treatment in both community health and mental health
services.

For in-patient mental health services the CQC found that the model of care and acute care
pathway optimised patients’ recovery. There was a strong emphasis on recoveryorientated therapeutic programmes, many of which were instigated by patients.
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The Forensic Community Pathfinder service worked with patients with a personality
disorder who were at risk of offending to improve their outcomes and at significantly lower
cost than being in hospital.

‘It is our view that the provider had made significant progress in
developing services and bringing about improvements. We saw
that it was well-led by its new leadership team and was in the
process of deploying effective systems that we were confident
would result in the delivery of improved, high quality services for
the patients it serves in the near future.’
CQC Report October 2015
Quote from CQC r

Actions in response to the CQC findings
Areas identified for improvement following the CQC inspection in 2015 were formed into a
CQC Action Plan with priorities specified “must do” and “should do”. This plan is
monitored by the Programme Management Office (PMO) and evidence of delivery is
reviewed by the Quality Assurance team. For each of the 16 core services, a single
business owner is charged with providing to the PMO a consolidated update against action
plans for reporting purposes. The PMO maintains a dashboard on delivery against plan,
reporting monthly to the Trust’s executive team and escalating issues when
appropriate. The Quality Assurance team reviews evidence provided, re-inspects where
appropriate, shares lessons learned and reports findings to the quality executive.
Across the 16 core service lines the Trust was found to be in breach of eight (of the 13)
Regulations as indicated below:

Regulation
Number
10
11
12
13
15
17
18
20

Subject

Must Do
actions

Dignity and respect
Need for consent
Safe care and treatment
Safeguarding service users from abuse and improper treatment
Premises and equipment
Good governance
Staffing
Duty of Candour
Total
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5
1
19
1
3
19
11
1
60

Must Do Actions
A total of 60 ‘must do’ actions have been identified through the inspection process. 27 of
the must do actions are within the mental health core service areas (45%) with 33 (55%)
attributed to the community core service areas.
The most frequent breaches involve Regulation 12: Safe Care and Treatment (19);
Regulation 17: Good Governance (19) and Regulation 18: Staffing (11).
Should Do Actions
Across the core service reports there are a total of 89 ‘should do’ actions. 62 of these
actions are within the mental health core services (70%) and 27 (30%) within the
community core services.
Collectively there are 149 must / should do actions which translate across the 16 service
lines into detailed action plans with a total of 352 actions.
Progress is reported monthly to the Trust Executive Board and the latest reports can be
accessed via the Trust’s website https://dorsethealthcare.nhs.uk/
In March 2016 the CQC carried out a focused inspection of services which were rated as
required improvement within the Trust. The CQC visited seven core services:








Community Mental Health teams
Crisis Teams and Health Based Place of Safety
Older people mental health wards
Long stay rehabilitation wards
Community Child and Adolescent Mental Health Service
Older people mental health community
Minor Injury Units/urgent care

The purpose of this inspection was to evaluate the progress being made by the Trust
against the Quality Improvement Plans for these core services from the CQC
Comprehensive inspection in June 2015.
At the time of producing this report the inspection reports have yet to be published.
Once the reports have been published they will be available on the CQC website at
http://www.cqc.org.uk/provider/RDY

51

THEMATIC REVIEWS
As well as conducting comprehensive and focused inspections with care providers, CQC
carry out thematic reviews. These reviews focus on particular themes or aspects of health
and social care including pathways of care and groups of people or services. They review
the quality of care across care providers and look at how well the system delivers joinedup care for people under specific circumstances.
The Trust took part in two thematic reviews undertaken by CQC in Dorset during 2015/16.
Inequalities and variations in end of life care
Evidence shows that people from particular groups, including people with the most
complex conditions and those who are vulnerable because of their circumstances,
experience end of life care which is of poorer quality and does not always meet their needs
Variations in care, and coordination of care, at local level contribute to this. However CQC
know that there are examples of good practice at local level which they want to identify
and document to enable others to learn from what works well.
The aim of this thematic review was to enable CQC to understand the barriers which
prevent people with the poorest experience of care from receiving good quality joined-up
care at the end of life. From the review CQC identified actions which national and local
stakeholders, including commissioners, can take to address inequalities.
Dorset HealthCare took part in this thematic review in October 2015. The review was led
by Dorset Clinical Commissioning Group and involved all NHS care providers in Dorset.
The review was carried out in three phases: phase one explored geographical variations in
the quality of end of life care; phase two involved CQC gathering qualitative evidence
about people’s experience of end of life care; phase three brought together the evidence
and identified areas where people experience good quality care and describe how this is
achieved.
An overview report ‘A different ending. Addressing inequalities in end of life care.’ was
published by CQC in May 2016. The reports’ findings are that where commissioners and
services are taking an equality-led approach that responds to people’s individual needs,
people receive better care.
The report can be found on the Care Quality Commission web site at;
http://www.cqc.org.uk/content/different-ending-end-life-care-review
Review of health services for children looked after and safeguarding in Dorset
From 16 - 20 November 2015 CQC undertook a thematic review of the health services in
Dorset for looked after children and safeguarding.
The review explored the effectiveness of health services for looked after children and the
effectiveness of safeguarding arrangements within health for all children. The focus was
on the experiences of looked after children and children and their families who receive
safeguarding services.
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CQC looked at:





the role of healthcare providers and commissioners.
the role of healthcare organisations in understanding risk factors, identifying needs,
communicating effectively with children and families, liaising with other agencies,
assessing needs and responding to those needs and contributing to multi-agency
assessments and reviews.
the contribution of health services in promoting and improving the health and
wellbeing of looked after children including carrying out health assessments and
providing appropriate services.

The report was published on 1 February 2016 and follows the child’s journey reflecting the
experiences of children and young people or parents/carers to whom CQC spoke, or
whose experiences were tracked or checked.
A joint action plan involving Dorset HealthCare, Dorset CCG, Dorset County Hospital and
NHS England has been developed to address the recommendations in the report and is
led by Dorset CCG.
The full report can be found at;
http://www.cqc.org.uk/content/child-safeguarding-and-looked-after-children-inspectionprogramme

Mandatory Statement Seven
Registration with the Care Quality Commission (CQC)
Dorset HealthCare University NHS Foundation Trust has not participated in any special
reviews or investigations by the Care Quality Commission during the reporting period.

STAFF SURVEY
Each year NHS Staff are offered the opportunity to give their views on the range of their
experience at work by completing a staff survey questionnaire. The questions are grouped
around the key areas highlighted in the NHS staff pledges and include:





appraisal and development
health and wellbeing
staff engagement and involvement
raising concerns.

The NHS staff pledges provide the framework within which organisations in the NHS
develop their approach to improving staff experience. Research has shown that improved
staff experience is closely linked to improved patient care. The pledges cover all the main
areas of the treatment of staff at work.
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Overall in the 2015 staff survey, for those questions with a direct comparator in the 2014
survey, there is an improvement across 67.4 percent of questions, a decline across 20.2
percent of questions and 12.4 percent of responses remained at the same percentage.
Positives include percentage increases of 5 percent or more in those who:










Look forward to going to work.
Are enthusiastic about their job.
Say there are frequent opportunities to show initiative in their role.
Say they are able to make improvements happen at work.
Say they are satisfied with the support received from their manager, including - help
with difficult tasks, being asked for their opinion, managers taking a positive interest
in health and wellbeing.
Believe that care of patients is the Trust’s top priority.
Would recommend the Trust as a place to work.
Would be happy with the standard of care provided by the Trust if a friend or relative
needed treatment..

Percentage increases of 5 percent, but still low numbers overall include:





Satisfaction with the extent to which the Trust values their work 41 percent.
Effective communication between senior management and staff 36 percent.
The belief that senior managers try to involve staff in important decisions 31 percent
Belief that managers act on staff feedback 28 percent.

A new requirement for inclusion in the Quality Report this year is our performance against
two specific indicators which are detailed below:
Percentage of staff experiencing harassment, bullying or abuse from staff in the last
12 months.
Dorset HealthCare score is 22 percent, an increase from the previous year’s score of 18
percent. The national average for this indicator for our type of trust is 21 percent.
The highest incidence was amongst mental health nurses, followed by medical staff. An
action from the Doctors and Dentists Joint Negotiating Committee is for a focus group of
medical staff to consider the survey outcomes for that professional group.
We are working to continue to improve this indicator, with a series of action learning sets
taking place in May and June, one of which focuses on ‘keeping you safe’ to understand
some of the issues and identify potential solutions to continuing to address these
concerns. We have recently developed our Trust Behaviours Framework, building on the
NHS values, setting out what we should expect of ourselves and each other.
Our 5 behaviours are:




Supportive
Reliable and trustworthy
Positive
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Proactive
Respectful

More than 900 employees helped to design the framework through workshops and
surveys. It helps all of us to think about how we approach our work, each other, our
patients and carers. It will help us to create an environment where people feel valued and
where everyone is proud to work for Dorset HealthCare, and enable us to challenge such
behaviours which can be perceived as bullying, harassment or abuse from other staff.
Percentage of staff believing that the trust provides equal opportunities for career
progression or promotion.
The Trust’s score for staff believing we provide equal opportunities for career progression
or promotion is 88 percent. The national average for this indicator is 89 percent. This
result is a slight decrease from last year when 92 percent of respondents felt the trust
provides equal opportunities.
Overall, the survey shows some very positive improvements but it also highlights
significant areas where staff want the Trust to be much better. It is really important for
staff to feel that Dorset HealthCare is a great place to work if we are to achieve our
ambitions for delivering the best possible care to the people of Dorset. Individual staff and
teams are at their best when they feel valued and supported and it is clear that we still
have much more to do before all staff feel so positive.
To understand what we can do to become a better place to work, a series of staff
conferences have been organised and staff have been invited to attend one of the
following:




Wednesday 18 May 13.30-15.30, Function Room, Hamworthy Club, Magna Road,
Wimborne BH21 3AP
Monday 23 May 9.30-11.30, Blandford Corn Exchange, Market Place, Blandford
Forum, DT11 7AF
Tuesday 31 May 13.00-15.00, Weymouth Sailing Academy, WPNSA, Osprey Quay,
Portland, DT5 1SA

Some other initiatives which will be implemented by the Organisational Development
service include:



Listening into action events
Air and Share events.

The communications team will lead an action which includes an organisational
development project to improve communication for staff who do not have regular IT
access. Staff views are important and the 2015 Staff Survey reports have been published
on the Trust’s intranet and publicised in the Weekly Roundup. Throughout 2016
communications will periodically publish “You said - we did” bulletins to share with staff the
actions the Trust is taking on the survey findings.
The survey results have been sent to directors to enable them to carry out staff briefings
and to consider actions for specific groups and directorates.
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The Equality and Diversity Group has considered equality areas. A particular area of
concern and for attention from an equality impact assessment perspective (that also
applies to other NHS organisations) is how staff with a disability have a less favourable
experience of work compared with staff without a disability. The Equality and Diversity
steering group want to support a group for employees experiencing disability issues to try
and improve experiences for this group.
In addition, the survey results have received attention at the Trade Union Partnership
Forum, the Health and Safety Committee, and Security Advisory Group, and a detailed
report has been discussed by the Trust Board.
Staff Governors and Trade Union representatives met with the Executive Director of
Organisational Development and Participation and Director of Human Resources on 17
March 2016 to review the results of the survey. Follow-up meetings are planned to
discuss how the improvement measures are being implemented and the impact they are
having on staff.
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QUALITY OF DATA

Mandatory Statement Eight – Quality of data
Dorset HealthCare University NHS Foundation Trust submitted records during
2015/16 to the Secondary Uses service for inclusion in the Hospital Episode
Statistics which are included in the latest published data. The percentage of
records in the published data:
Which included the patient’s valid NHS Number was:




99.9% for admitted patient care;
100% for outpatient care; and
97.9% for accident and emergency care.

Which included the patient’s valid General Practitioner Registration Code was:
 100% for admitted patient care;
 99.9% for outpatient care; and
 100% for accident and emergency care.

Mandatory Statement Nine – Information Governance (IG)
Dorset HealthCare University NHS Foundation Trust Information Governance
Assessment Report overall score for 2015/16 was 69% and is graded ‘Green’
(satisfactory) from the Information Governance Toolkit Grading Scheme.

The Trust is required to achieve level two for each of the 45 standards. Each standard
contains criteria which must be satisfied to achieve each of the levels from 0 (insufficient
evidence) to achieve level one, up to level three – processes are in place to monitor
implementation of the standard. The criteria are specific to each standard.
IG training remains a challenge and in order to ensure the Trust achieved level two in
2015/16, managers received regular reports highlighting staff that have not attended or
are not booked to attend training. An on-line training package was developed to enable
staff to undertake the training at their workplace. The Trust has met the national target
of 95 percent and achieved 95.86 percent as at 31 March 2016.
In January 2015 a review of the IG Group took place, based on exemplar terms of
reference for IG Groups published by the Health and Social Care Information Centre. In
March 2015 a revised set of terms of reference including IG Group membership was
agreed. A comprehensive Information Governance programme of work is in progress to
ensure compliance with regulations and identification of any lessons to learn from.
In addition to the above the Trust’s internal auditors undertook an audit of the evidence to
demonstrate compliance with the toolkit requirements had been uploaded to the HSCIC's
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online IG toolkit. Evidence containing personal and/or confidential information had been
stored in a local evidence folder on the Trust’s network.
Internal Audit agreed with the Trust’s current scoring of 14 of 15 requirements reviewed
with one requirement being not relevant. In summary internal audit gave an assurance
level as ‘Substantial’, concluding:



14 Level two scores were agreed.
One requirement was not relevant (Requirement 209 - the Trust had not
identified any overseas processing).

INFORMATION ON PAYMENTS BY RESULTS

Mandatory Statement 10 – Payment by results
Dorset HealthCare University NHS Foundation Trust was subject to the Payment by
Results clinical coding audit during the reporting period by the Audit Commission and
the error rates reported in the latest published audit for that period for diagnoses and
treatment coding (clinical coding) were for primary diagnosis 96% for Mental Health
Services and 92% for Community Health Services. The secondary diagnosis results are
92.6% mental health services and 98.45% community health services.

A more detailed breakdown of the audit findings is shown below.
Mental Health Services

Community Health Services

Primary diagnosis

96.00%

92.00%

Secondary diagnosis

92.60%

98.45%

Primary procedures

n/a

95.92%

Secondary procedures

n/a

90.77%

It should be noted that the results of the external audit should not be extrapolated further
than the actual sample audited.
The Trust’s Clinical Coding Department was audited by the external auditors D&A
Clinical Coding Consultancy Limited on 1-3 of March, 2016. The trust achieved a score
of level 3 which is the highest score in the audit.
Fifty episodes of care were audited for mental health and one hundred episodes of care
for community health. The one hundred episodes for community health included patients
admitted for rehabilitation as well as the specialities General Surgery, Oral Surgery,
Trauma and Orthopaedics, Gynaecology, Urology, General Medicine and
Gastroenterology.
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The quality of information found on the system for mental health episodes of care was
found to be of a high standard. The documentation provided by the clinicians on the
discharge letters was excellent, timely and included definitive primary diagnostic
information, active comorbidities and other conditions treated during the inpatient care.
The coding for the community health services was also found to be of a high standard
and the coding of secondary diagnoses has improved, whilst there were no major issues
a few trends were noted. On rehabilitation transfers, it was at times difficult to determine
what had taken place at which hospital as the discharge letter covered the whole spell;
coders also need to consider that this is a continuation of the care of the original
diagnosis.
Facet joint injections are usually undertaken by image control, this was not obvious from
the operation note, but was identified in GP letters which are not available at the time of
coding. A local policy will be developed to cover the image control of these injections.
(Facet joints are small joints at each segment of the spine that provide stability and help
guide motion. The facet joints can become painful due to arthritis of the spine, a back
injury, or mechanical stress to the back. Injections into these joints can reduce pain).

Mandatory Statement 11 – Payment by results
Dorset HealthCare University NHS Foundation Trust will be taking the following
actions to improve data quality:


Refresher training for the coders to refresh knowledge and to cover the
basic steps of clinical coding as well as cover the current NHS rules and
conventions – these are planned for May 2016.



Regular monthly meetings are held to discuss any changes in coding and to
discuss any queries that arise.



IAll mandatory and relevant co-morbidities are extracted from the patient’s
medical records are indexed and coded to the most specific code.



Improve the timeliness and quality of discharge letters.



Last year work was done on the pre-operation assessment as per the
recommendations of the clinical coding audit. This has been completed and
the auditors were happy with the new layout of the form.
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PERFORMANCE AGAINST THE KEY NATIONAL PRIORITIES – QUALITY INDICATORS 2015/16
The following table provides an overview of the Trust performance against a core set of indicators set by the Department of Health and
Monitor. Data relates to the end of 2014/15 and the end of 2015/16 as published on the Health and Social Care Information Centre
website.

Prescribed information
The percentage of patients on Care
Programme Approach who were
followed up within 7 days after
discharge from psychiatric inpatient
care during the reporting period.
(the year end position for this
indicator has been reviewed by
PWC )

National
average
2014/15
74.7%

DHC
2014/15
Position
Q1:95.47%
Q2:96.83%

Comparison
with other
Trusts
Highest
–
100%
Lowest
–
92.5%

Q3:98.32%
Q4: 97.04%

National
average
2015/16
72.5% (based
on national
submission
data as at
November
2015)

DHC 2015/16
Position
Q1: 95.82%
Q2: 97.27%

Comparison
with other
Trusts
Highest
–
100%
Lowest
–
0%

Q3. 97.32%
Q4. 97.63%
Year end.
97.01%

The Dorset HealthCare University NHS Foundation Trust considers that this data is as described for the following reasons:



DHC has exceeded the target of 95% for both 2014/15 Q4 and 2015/16 Q1-Q4
This data is taken directly from the RIO (electronic patient records) and is audited daily to check accuracy.
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Dorset Healthcare University NHS Foundation Trust has taken the following action to improve this percentage, and so the quality
of its services, by continuing to follow up patients within seven days of discharge.
The breach recording tool is still in use and identifies any electronic patient record that is potentially in breach. The record is then
investigated against the criteria and appropriate action taken.
The reported indicator performance has been calculated based on all adult patients discharged from an inpatient setting followed up
within 7 days of said discharge. Completeness of this information is therefore dependent on the complete and accurate entry of data at
source by the clinician who carries out the follow up appointment. Exemptions to this indicator are – clients who have died within 7 days
of discharge, Patients discharged to another NHS psychiatric inpatient ward. Therefore, the data is, to the best of our knowledge,
complete.
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Prescribed information
The data made available to the
National Health Service Trust or
NHS Foundation Trust by the
Health and Social Care Information
Centre with regard to the
percentage of admissions to acute
wards for which the Crisis
Resolution Home Treatment Team
acted as a gatekeeper during the
reporting period.

National
average
2014/15
National
average
data is not
available

DHC
2014/15
Position
Q1: 87.46%
Q2: 97.38%

Comparison
with other
Trusts

National
average
2015/16

National
average data
for other Trusts
is not available

At the time of
reporting,
national data is
unavailable

DHC 2015/16
Position
Q1: 96.85%
Q2: 97.37%

Q3: 98.83%

Q3: 96.38%

Q4: 98.83%

Q4: 97.45%

Comparison
with other
Trusts
Comparison
data with other
Trusts is not
available

Dorset HealthCare University NHS Foundation Trust considers that this data is as described for the following reasons:



This is being regularly monitored and staff have been reminded of the requirements to involve the crisis service in assessments
prior to a person being offered a hospital bed to help decide if an admission may be avoided through additional support at home
Since the review of this indicator in 2013/14, clinical staff are continuously reminded of how to record in a consistent manner.
Dorset Healthcare University NHS Foundation has taken the following action to improve this percentage, and the quality of its
services by:




Reinforcing the requirement of gatekeeping via the Crisis Resolution Home Treatment Team including Section 136 assessments.
Providing clear guidance to staff regarding the crisis admission process, specifically recording a declaration when non face to face
assessment was not clinically appropriate.
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Prescribed information

National
average
2014/15

The data made available to the 11.6%
National Health Service Trust or
NHS Foundation Trust by the
Health and Social Care Information
Centre with regard to the
percentage of patients aged –
0 to 151; and
16 or over,
readmitted to a hospital which
forms part of the trust within 28
days of being discharged from a
hospital which forms part of the
trust during the reporting period.

(i)
(ii)

DHC
2014//15
Position
7.39% (YTD
position for
Adults as at
March 2015)

Comparison
with other
Trusts
Below average

National
average
2015/16
10.45%

DHC 2015/16
Position
14% (Monthly
position as at
March 2016)

Comparison
with other
Trusts
Highest - 40%
Lowest – 0%

Dorset HealthCare University NHS Foundation Trust considers that this data is as described for the following reasons:


Readmission information is routinely reported at Board level and is consequently part of the Trust’s Data Quality Assurance Framework
(DQAF). Being part of the framework ensures robust measures to test the quality through sample checking, with samples rising in
number as confidence rises.
Dorset HealthCare University NHS Foundation Trust intends to take the following actions to improve this percentage, and the
quality of its services by:




Continuing to ensure effective discharge planning to minimise the risk of re-admission.
Information is available at ward level to inform decision makers connected with service improvement.

1

The Trust does not report for patients under the age of 18, this does not form part of the current compliance or risk assessment framework guidance for
Foundation Trust’s.
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Prescribed information
The Trust’s “Patient experience of
community mental health services”
indicator score with regard to a
patient’s experience of contact
with a health or social care
worker
during
the
reporting
period.
(Trust
performance
identifies whether a trust has been
performing ‘better’, ‘on par’ or
‘worse’ in comparison to other
trusts. These categories are based
on the ‘expected range’ that is
calculated for each question, for
each trust. This is the range in
which a particular trust is expected
to score if it performed ‘about the
same ‘as most other trusts in the
survey).

National
average
2014/15

DHC
2014/15
Position

National
average
data is not
available

7.7

Comparison
with other
Trusts
Highest: 8.4
Lowest: 7.3
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National
average
2015/16
National
average data
is not
available

DHC 2015/16
Position
7.8

Comparison
with other
Trusts
Highest: 8.2
Lowest: 6.8

Dorset HealthCare University NHS Foundation Trust considers that this data is as described for the following reasons:
 Data is as provided by the CQC.
 The Trust saw an increase of 0.1 in the Health or Social Care worker section in 2015/16; increasing from 7.7 in 2014/15 to 7.8 in
2015/16. The Trust is still performing on a par (‘about the same’[1]) with other Trust’s that took part in the survey, and is just below the top
20 performing Trusts who scored 8.2 - 8.4 within this section.

 The Health or Social Care Worker section score of 7.8 for 2015/16 is made up of the following, a comparison against last year’s score for
each individual question has been provided:
Question

2014/15

2015/16

Did the person you saw most recently listen carefully to you

8.4

8.4

Were you given enough time to discuss your needs and treatment

7.7

7.9

Did the person you saw most recently understand how your mental health needs affect other areas of 7.0
your life

7.1

[1]

‘About the same’ is the wording used by the CQC to describe when a Trust’s performance is average. The CQC website states “the trust is performing about the same for that
particular question as most other trusts that took part in the survey”.
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Dorset HealthCare University NHS Foundation Trust intends to take the following actions to improve the score, and so the quality
of its services by:


Undertaking a full review of community mental health teams and as part of this the Trust is co-producing pathways of care based on
service user experiences, clinical best practice and NICE compliance. The Trust is looking to realign resources to ensure a more
equitable mental health service across Dorset.



Continuing to work closely with Dorset CCG and their review of mental health services across Dorset. This review is looking at what
services are currently provided and how they can be improved.



Each of the CMHTs undertaking a Team Recovery Improvement Plan (TRIP) which is facilitated by the Mental Health Forum, enabling
the teams to explore how to build best practice around recovery orientated practice within the team.



Currently undertaking a Support Time and Recovery pilot in Dorchester and Bridport which is targeted at people who are currently
receiving standard care within the CMHT, supporting them with transitions, sign post to community assets and resources, employment,
housing and community engagement and help to identify strengths and plans for the future.



Psychology services have been reconfigured to improve access and reduce waiting times out of hours.
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Prescribed information
The number and, where available,
rate of patient safety incidents
reported within the Trust during the
reporting period, and the number
and percentage of such patient
safety incidents that resulted in
severe harm or death.

National
average
2014/15
134,187
patient
safety
incidents
reports (rate
not known)

DHC
2014/15
Position
5,362 patient
safety
incidents
reported
(55% of all
incidents)

Comparison
with other
Trusts
Below average
for the rate of
patient safety
incidents that
resulted in
severe harm or
death.

1,361 (464
severe, 897
death) (1%)

National
average
2015/16
1% from
NRLS cluster
data from
April 1 2015
to September
30 2015
(most up to
date data
available)

DHC 2015/16
Position

Comparison with
other Trusts

5987 patient
safety
incidents
reported
(58% of all
incidents)

Below average
for the rate of
patient safety
incidents that
resulted in
severe harm or
death

51 incidents
47 incidents
(0.91%)
(0.78%)
resulted in
resulted in
severe harm
severe harm
(7) or death
(10) or death
1.1% from
(44)
(37)
NRLS
From
From internal
cluster data internal
incident
October 1,
incident
reporting data
2014 to
reporting
April 1 2015 –
March 30
data April 1,
March 31
2014 –
2015
2016.
March 31,
2015.
Dorset HealthCare University NHS Foundation Trust considers that this data is as described for the following reasons:
The Trust was the third highest reporter of incidents within the mental health reporting organisations reporting to the National Reporting
and Learning System (NRLS) and levels of severe harm or death continue to be below the comparison data provided by the NRLS
report. There has also been a continued reduction in the percentage of incidents reporting severe harm or death from 2013/14, 2014/15
and 2015/16 within the Trust’s internal incident reporting data.
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Dorset HealthCare University NHS Foundation Trust has taken / intends to take the following actions to improve this percentage, and so
the quality of its services by:
In order to share lessons learned from significant events and Root Cause Analysis investigations the Trust is continuing to hold ‘Learning
Events’ in 2016-17 across the localities. These will provide an opportunity for teams involved in serious incidents to share their learning
and changes in practice following significant events and for staff to be updated on findings and promote the importance of reporting and
learning from incidents in order to reduce avoidable harm.
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Prescribed information
The Trust’s patient reported
outcome measure
scores for
groin hernia surgery (2013/14
and April – September 2014
(published
February
2015)
information is provisional data
provided by the HES website
(PROMs data is derived from pre and
post-operative questionnaires sent to
patients undergoing groin hernia surgical
procedures. All patients, irrespective of
their condition, are asked to complete a
common set of questions about their
health status. The EQ-5D health
questionnaire asks patients to classify
their health based on self-assessed levels
of problems (“no”, “some”, “extreme” in
the following five areas: mobility, selfcare, usual activities, pain/discomfort and
anxiety/depression.
The second is the
EQ-VAS, which asks patients to indicate
their overall health on a simple scale from
0 to 100, 0 being the worst and 100 being
the best state. The average adjusted
health gain is the difference between the
pre and post-operative scores, a negative
score would denote that an individual’s
health has deteriorated.)

National
average
2014/15
EQ-5D Index
Average
adjusted
health gain
(April-Sept
2014): 0.081
EQ-5D VAS
Average
adjusted
health gain
(April-Sept
2014): -0.04

DHC
2014/15
Position
EQ-5D Index
Average
adjusted
health gain
(April-Sept
2014):
0.124

Comparison
with other
Trusts
EQ-5D Index
Lowest
adjusted
health gain
0.019
EQ-5D Index
Highest
adjusted
health gain
0.138

EQ-5D VAS
Average
adjusted
health gain
(April-Sept
2014):
-1.325

EQ-5D VAS
Lowest
adjusted
health gain
-5.962
Highest
adjusted
health gain
3.471

National
average
2015/16
EQ-5D Index
Average
adjusted
health gain
(April-Sept
2014): 0.088
EQ-5D VAS
Average
adjusted
health gain
(April-Sept
2014): -1.232

DHC 2015/16
Position
EQ-5D Index
Average
adjusted
health gain
(April-Sept
2015):
0.071
EQ-5D VAS
Average
adjusted
health gain
(April-Sept
2015):
-3.941

Comparison
with other
Trusts
EQ-5D Index
Lowest
adjusted
health gain
(April-Sept
2015): -0.000
EQ-5D Index
Highest
adjusted
health gain
(April-Sept
2015): 0.149
EQ-5D VAS
Lowest
adjusted
health gain
(April-Sept
2015):
-7.460
Highest
adjusted
health gain
(April-Sept
2015): 3.067
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Dorset HealthCare University NHS Foundation Trust) considers that this data is as described for the following reasons:
The Trust undertakes a relatively small number of operations at three of its Community Hospitals.
The patients are carefully screened for surgery in a community hospital and are therefore relatively otherwise healthy individuals
whose scores for health state are generally high on the first assessment. The Trust continues to monitor all PROMS data on an
ongoing basis.
Dorset HealthCare University NHS Foundation Trust) intends to take the following actions to improve this score, and so the quality of
its services, by continuing to regularly review detailed patient level data to identify issues/trends which may impact on patients’ health
following surgery and take action if issues are identified.
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PART THREE: REVIEW OF QUALITY PERFORMANCE

QUALITY INDICATORS 2015/16

This section of our Quality Report highlights how we have performed as a Trust against a
core set of national quality indicators. Some of the indicators have changed from those
used in 2014/15 and the following table provides an overview of the reasons for these
changes.
QUALITY DOMAIN

INDICATOR

REASON FOR CHANGE

Introduction of innovative
methods and new ways of
sharing learning

Patient Experience

All teams across the
organisation will be aware of
and learn from lessons that
have arisen outside of their
own service

Dorset HealthCare achieved
these indicators in 2015/16
and will continue to embed
processes going forward

Evidence of changes in
practice as a result of lessons
learned
Review activity and caseloads
within community nursing
teams (physical and mental
health)

Patient Safety

There is a reduction in
avoidable community acquired
pressure ulcers grade three or
above

This work will continue as
part of our Sign up to Safety
Campaign work streams

There is a reduction in the
number of patients committing
suicide, with the aspiration to
achieving zero tolerance)
Review existing clinical policies
and guidelines to ensure they
are evidence based and
support excellence in practice
Clinical Effectiveness

Local clinical audits will be
aligned to NICE guidance
All actions arising from NICE
guidance and quality standard
baseline assessments will be
implemented within the agreed
timescales
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Achieved in 2015/16 and
being embedded during
2016/17

Progress with our Quality Indicators 2015/16
Indicator

Outcome

Patient Experience



Introduce innovative methods and new ways of
sharing learning



All teams across the organisation will be aware of and
learn from lessons that have arisen outside of their
own service



Evidence of changes in practice as a result of lessons
learned



Patient Safety



Review activity and caseloads within community
nursing teams (physical and mental health)



There is a reduction in avoidable, community
acquired pressure ulcers, grade three or above



There is a reduction in the number of patients
committing suicide, with the aspiration to achieving
zero tolerance





Clinical Effectiveness
Review existing clinical policies and guidelines to
ensure they are evidence based and support
excellence in practice.



Local clinical audits will be aligned to NICE guidance.



All actions arising from NICE guidance and
quality standard baseline assessments will
be implemented within the agreed
timescales.



Indicator achieved Indicator partially achieved  Indicator not achieved
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PATIENT EXPERIENCE
Introduce innovative methods and new ways of sharing learning
The Trust achieved 23 learning events during 2015/16 as detailed below.
A series of 15 half-day learning from serious incident events were held throughout the Trust
during 2015/16, which were facilitated by the Medical Director or Director of Nursing and
Quality. Evaluation of the learning events shows that 96% of attendees have benefitted from
the learning shared. These events included learning from;










Clinical Effectiveness and Audit
Customer Complaints
CQC findings
Duty of Candour
Infection Prevention and Control
Patient Safety
Safeguarding [Adults and Children]
Serious Incidents (e.g. pressure ulcers, falls, suicide)
Sign Up To Safety

There were 7 Quality Matters Roadshows across the county and information was shared in
an interactive way about the Trust’s Quality Priorities for 2015-16, the national ‘Sign up to
Safety’ campaign, lessons learnt from serious incidents, patient stories and how the Nursing
and Quality team can support teams in making service improvements.
The annual Quality Conference took place in January 2016 and covered a number of quality
improvement projects which included:











Antibiotic stewardship - Promoting awareness of Antibiotic usage and clinicians / staff
individual responsibilities
CQC evidence - Evidencing good practice in the work place which will stand up to
challenge under scrutiny
Domestic abuse - Domestic Violence & Abuse: Recognise – Risk Assess – Respond. An
overview and update concerning domestic abuse matters, risk assessment tools and
support networks available.
End of life care - How undertaking Gold Standards Framework within the community
hospital has improved anticipatory care, leading to successful accreditation.
Falls prevention - How a Falls clinic works in practice to assess the risks for patients and
reduce the prevalence of falls.
Human factors - Introducing the concept of human factors and how it influences the
quality of care we provide.
Isolation infection prevention and control - Change of practice in order to achieve robust
Isolation precautions and subsequent improvements in quality of care.
Patient experience - Patient experiences of Dorset Healthcare services. Highlighting
changes / improvements made following the sharing of patient stories
Physical health monitoring - A model of integrating physical and mental health screening
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of service users to enable good health and wellbeing.
Rockwood frailty score - Introducing the Rockwood frailty score through audit comparing
the PICS patients and Alderney inpatients in conjunction with PGH to identify the complex
needs of patients referred to these units.
Values and behaviours for quality – a group exercise to identify the values and
behaviours which promote quality
‘Bitten by a shark’ personal experience shared by the Associate Director of Nursing and
Quality
Quality Priority ideas going forward – consultation on the quality priorities for 2016/17

12 lessons learnt videos have been produced during 2015/16 and are available to staff on
the Trust intranet. Staff can view the videos to see how they can apply the learning to their
own teams.
They feature actual learning situations experienced by our teams or carers and families and
cover topics such as pressure ulcer prevention, reducing restrictive interventions, suicide
prevention and falls prevention.
All teams across the organisation will be aware of and learn from lessons that have
arisen outside of their own service
Examples of lessons learned and common trends arising from complaints are shared with
team managers via the monthly locality reports and quarterly to the Executive Quality and
Clinical Risk Group. An example of learning from the March 2016 locality report relates to a
patient attending a Minor Injuries Unit at 1740 hours to find that the last patient was seen at
1730. The NHS Choices website and the Trust website stated the opening hours were until
1800 hours. Both websites have now been updated to state that the last patient will be seen
at 1730 hours.
The current key themes of the complaints received relate to attitude of staff and breach of
confidentiality, access to treatment and drugs and clinical treatment.
Over the year the Trust has developed a Complaints Review Group. The group is chaired by
the Trust Chief Executive and is attended by service users, frontline clinicians, managers and
other stakeholders, for example, members of Dorset Mental Health Forum and Bournemouth
Older People’s Forum. The quarterly meeting focuses on a number of selected anonymised
case studies, which are analysed for key learning points. Crucial to this learning is the
feedback from service users.
During quarter four (01/01/2016 to 31/03/16) the Patient Experience and Complaints Team
undertook a review of the effectiveness of the Complaints Review Group in sharing learning
and changes in practice. A total of 29 representatives were asked to complete the survey
(those who are standing members and those who are invited to discuss their specific
complaint). To date nine responses have been received.
Evidence of changes in practice as a result of lessons learned
Lessons learned and service improvements as a result of complaints and feedback from the
Friends and Family Test are shared in the monthly locality report and quarterly at the
Executive Quality and Clinical Risk Group. These detail what we did well, what we didn’t do
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so well and what we should have done. This learning can then be disseminated to teams.
An example of this learning relates to a complaint that a home visit was delayed due to a
communication breakdown.
What we did well was that once the mistake had been identified the team ensured that the
patient was well supported and had received the prescribed treatment.
What we didn’t do so well was to communicate with the patient at a time when there were
high demands on the service.
What we should have done, once the visit was identified as delayed, was communicate with
the patient so they knew when to expect a visit.

PATIENT SAFETY
Review activity and caseloads within community nursing teams (physical and mental
health)
We have carried out a comprehensive review of the community mental health teams, to look
at the demands, current resources available and the patient journey.
Alongside this work we have been working closely with the Dorset Clinical Commissioning
Group on the Acute Care Pathway review. This review has been carried out to develop
mental health services in Dorset that meet the needs of communities now and over the next
twenty years. The review is being led by NHS Dorset Clinical Commissioning Group in
partnership with Dorset HealthCare and the three local authorities.
Whilst we have not implemented a recognised productive tool, much work has been carried
out to review activity and this links to the joint work with Dorset CCG.
The Quality, Effectiveness and Safety Trigger Tool (QuESTT) is a nationally developed tool
which provides a systematic way of identifying, at individual team level, any potential
deterioration in the standards and safety of care. It is a quick and simple self-assessment
which provides team leaders with key information about any pressures which may affect care
and take early action.
All district nursing team leaders were trained to use QuESTT during quarter one in 2015/16
and monthly reporting commenced in quarter one.
Feedback from the district nurses is that the tool has proved very useful in practice to
highlight teams at potential risk and has provided a framework for discussion and action
within the localities.
The Community Mental Health Teams review has been completed and a review workshop
was held on 1 December to assimilate the findings of the review and agree a proposed future
model. This is now feeding into the Acute Care Pathway being led by the CCG (events held
in January and March 2016) with full engagement and involvement of the Trust. This work
will continue throughout 2016/17 as part of the joint work with CCG.
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There is a reduction in avoidable, community acquired pressure ulcers, grade three or
above
The pressure ulcer indicator performance has been calculated based on all grade three and
above pressure ulcers reported on the Ulysses incident reporting database. Completeness
of this information is therefore dependent on complete and accurate entry of data at source
by clinical staff. Incidents of pressure ulcers not reported via Ulysses will not be included in
the indicator calculation. Therefore, the data is, to the best of our knowledge, complete.
Financial
Year

Total Number
of pressure
ulcers grade 3
and above

Avoidable Inpatient

Avoidable
Community

Total

316

5
(1.6%)

29
(9.2%)

34
(10.7%)

2015/16

In line with the national Sign up to Safety Campaign the Trust aims to reduce avoidable harm
by 50 percent over the next three years. A three-year trajectory to reduce the proportion of
avoidable, community acquired pressure ulcers has been set.
The table below shows the trajectory over three years to reach a 50 percent reduction based
on baseline data from 2014/15.
Baseline

Year 1

Year 2

Year 3

2014/15

2015/16

2016/17

2017/18

25.80%

21.50%

17.20%

12.90%

= to Inpatient numbers

7

6

5

4

= to Community numbers

45

37

29

21

Total

52

43

34

25

Median trajectory: avoidable, community
acquired pressure ulcers

2015/16 year end trajectory is 37 community avoidable pressure ulcers and 6 inpatient
avoidable pressure ulcers. Data as at 4 May 2016 shows that we are on track to meet
trajectory however there are quarter four incidents still under review.

Inpatient
Community
Total

Q1
1
9
10

Q2
0
9
9
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Q3
4
10
14

Q4
0
1
1

Total
5
29
34

Training in use of SSKIN bundle on SystmOne was provided in quarter two. Ongoing training
is embedded in monthly pressure ulcer updates and SystmOne training. The current
percentage of relevant staff being trained is 96 percent.
The percentage of avoidable pressure ulcers reported fluctuates due to the ongoing review
process that is in place and the table below shows the refreshed position for quarter one to
quarter four of 2015/16 as at 4 May 2016.
Data includes those where a Root Cause Analysis (RCA) was received but later withdrawn
from RCA process if it became apparent that the pressure ulcer has been acquired in care
not provided by the Trust.
There has been a decrease in the compliance rates alongside an increase in the number of
reviews being completed (with an overall decrease in those deemed to be avoidable). There
has been an increase in the number of RCAs by 58 percent from quarter one to quarter
four and a decrease in compliance to completing the review within 3 weeks by 15 percent.

Total Quarter 1
April 2015
May 2015
June 2015
Total Quarter 2
July 2015
August 2015
September 2015
Total Quarter 3
October 2015
November 2015
December 2015
Total Quarter 4
January 2016
February 2016
March 2016
Total

Number of
RCA’s
requested
83
29
24
30
129
52
39
38
135
32
46
57
137
38
41
58
484

Number of RCA’s
completed within
<= 21 days
64
17
21
26
93
35
30
28
91
25
29
37
85
24
29
32
333

Compliance

77%
59%
88%
87%
72%
67%
77%
74%
67%
78%
63%
65%
62%
63%
71%
55%
69%

There is a reduction in the number of patients committing suicide, with the aspiration
to achieving zero tolerance
Risk assessments and care plans are key to supporting the reduction of patients committing
suicide. The target of 95 percent of mental health patients on
1) Care Programme Approach or
2) Standard Care
will have a risk assessment completed or updated within the past year are monitored within
the Trust Quality Metric. As at March 2016 compliance stood at 85% for all patients.
77

Compliance for patients on standard care and CPA is shown below:

Level of Care
CPA
Standard Care
End Q1 2015-16
CPA
Standard Care
End Q2 2015-16
CPA
Standard Care
End Q3 2015-16
CPA
Standard Care
End Q4 2015-16

%
Compliance
93%
81%
83%
93%
82%
84%
96%
83%
84%
96%
83%
85%

Number of
patients
1897 / 2030
9343 / 11543
11240 / 13573
2019 / 2179
5742 / 6987
7761 / 9166
2485/2589
8602/10356
11087/12945
2363/2458
8002/9698
10365/12156

This indicator is on an improving trajectory. It indicates 2,180 individual patients’ risk
assessments have not been updated within the past 12 months from over 9,000 people with
an open referral.
Of the exceptions 515 (24%) do not have a Care Co-ordinator or Health Care Professional
allocated and have not been updated since they were migrated to the electronic patient
record. The 515 are split across localities as follows:
Bournemouth and Christchurch
Dorset
Poole & East Dorset
No locality (blank)

194
111
199
11

A random sample audit (across all localities) has been completed. 55 cases (>10% of the
515) were reviewed of which 50 were on standard care or had a null status recorded.
Of the 50 on no CPA/null status there was evidence in the clinical record that a review of risk
had been completed and correspondence sent to GPs within the past 12 months for 37 cases
(74 percent). A further nine cases were re-referrals to teams (risk assessments cannot be
closed in RiO, therefore when a patient is re-referred the risk assessment becomes "live" and
will automatically be out of date until the person has been assessed and the risk assessment
updated).
A number of actions are being taken to improve compliance:
 Exceptions continue to be sent to all teams to address.
 Reports have been updated to include the person who completed the risk as well as the
person’s care coordinator who is responsible for their ongoing care.
A review of the indicator is being completed to determine the appropriate parameters as
there is under-reporting of what is happening in clinical practice.
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A target of 95 percent qualified mental health staff to have completed clinical risk update
training within the next 3 years was set.
At the end of quarter four a total of 243 (47 percent) qualified mental health staff have
completed clinical risk update training. This is above the year one trajectory for 130 (23
percent) staff to complete this training.
A target to establish a Suicide Prevention Workstream Group who will provide a quarterly
update to the Trust’s Sign up to Safety Steering Group and develop a Suicide Prevention
Strategy linked to its 90 day Sign up to Safety plan was set.
The suicide prevention group have met regularly and are reporting to the Sign up to Safety
Group and Executive Quality and Clinical Risk Group. The Head of Patient Safety and Risk
for Dorset HealthCare and Head of Patient Safety for Dorset CCG are working together on
the Pan-Dorset Suicide Prevention Strategy.
We have developed our suicide prevention aims which are centred on the six key areas for
action set out in the national strategy ‘Preventing Suicide in England’ (2010) and form our
strategic goals for suicide prevention. These aims were adopted by the Trust in March 2016
and will be taken forward via the Sign up to Safety Campaign suicide prevention workstream.
CLINICAL EFFECTIVENESS
Review existing clinical policies and guidelines to ensure they are evidence-based and
support excellence in practice.
The Clinical Policy Review Group (CPRG) was established in June 2015 and meets monthly
to review clinical policies when they are due for review. The group reviews the format of the
policies and decides if they would be better presented as guidelines. The group is wellattended and includes operational staff with an interest in policy development to support
clinical practice.
All clinical policies reviewed by the CPRG have a brief summary highlighting the key
components of the policy, better known as a ‘grab sheet’.
Local clinical audits will be aligned to NICE guidance.
The Trust agreed that all local clinical audits will be aligned to NICE guidance. Therefore all
local audit notification forms were screened by the clinical audit team to ensure the audit
tools selected were aligned to NICE guidelines, where appropriate. The Trust set itself the
target to establish a baseline in quarter one and work to achieve 90 percent compliance by
quarter four. Over the year we achieved 80 percent in quarter one, 80 percent in quarter two,
100 percent in quarter three, and 93 percent in quarter four.
The clinical effectiveness team uses a database for recording local clinical audits with the
ability to link audit standards to NICE guidelines. We aim to expand the database with widerreaching reporting capabilities by the end of the financial year 2015/16.
A new audit module within the Ulysses database with wider-reaching reporting capabilities
has been developed and a small-scale pilot has been carried out. Full roll-out is expected
from July 2016. In the interim, there is currently an excel database in place and all new audit
notifications are assessed against NICE guidelines manually upon receipt.
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All actions arising from NICE guidance and quality standard baseline assessments will
be implemented within the agreed timescales.
The Clinical Audit Team are continuing to work with clinicians by designing electronic audit
tools and developing evidence based audit criteria.
Whilst there has been a slight decrease in compliance from Q3 to Q4, overall Q4 shows a
13% increase from Q1 and the improvement action was met in Q4.
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PERFORMANCE AGAINST KEY NATIONAL QUALITY INDICATORS

Monitor
performance
indicator:
92% <18 weeks

Year End
Position

Referral to treatment
waiting times (patients on
an incomplete pathway)
(the year end position
for this indicator has been
reviewed by PwC
)

Q4 March
16 Position

Monitor
performance
indicator:
95%< 18 weeks

Q3 Dec 15
Position

Referral to treatment
waiting times (nonadmitted)

Q2 Sept 15
Position

Monitor
performance
indicator:
90%< 18 weeks

Q1 June 15
Position

Referral to treatment
waiting times (admitted)

Q4 March
15 Position

Target threshold
values

March 14
position

Monitor Mandatory
Service Targets –
Compliance framework

March 13
Position

In addition to our achievements of quality priorities, we are monitored on our compliance against national standards and targets, as set
out below.

97.94%

96.89%

94.61%

94.77%

90.94%

N/A

N/A

N/A

98.95%

98.50%

98.87%

99.63%

99.30%

N/A

N/A

N/A

98.61%

97.73%

98.13%

97.94%

97.63%

95.15%

97.51%

97.06%

The reported indicator performance has been calculated based on all patients having an RTT clock started for each consultant led
pathway. Controls are in place at each site to ensure that all referrals that come into a consultant led service have an RTT clock started,
regardless of referral method, on relevant systems. Therefore, the data is, to the best of our knowledge, complete
A&E maximum waiting
time of 4 hours from
arrival to admission /
transfer / discharge

Monitor
performance
indicator:
95% <4 hours

98.61%

100%

99.98%
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99.97%

99.97%

99.99%

99.96%

99.97%

95.19%

95.28%

96.92%

96.10%

96.71%

96.63%

95.82%

94.20%

97.27%

95.60%

97.32%

97.63%

95.00%

95.80%

Year End
Position

Q4 March
16 Position

Q3 Dec 15
Position

Q2 Sept 15
Position

Q1 June 15
Position

Monitor
performance
indicator 95%

Q4 March
15 Position

Care Programme
Approach (CPA) patients
receiving follow up
contact within seven days
of discharge from
hospital.
CPA patients having
formal review within 12
months
(the year end position
for this indicator has been
reviewed by PwC
)

March 14
position

Target threshold
values

March 13
Position

Monitor Mandatory
Service Targets –
Compliance framework

97.01%

95.80%

The reported indicator performance has been calculated based on all adult patients discharged from an inpatient setting followed up within
7 days of said discharge. Completeness of this information is therefore dependent on the complete and accurate entry of data at source
by the clinician who carries out the follow up appointment. Exemptions to this indicator are – clients who have died within 7 days of
discharge, Patients discharged to another NHS psychiatric inpatient ward. Therefore, the data is, to the best of our knowledge, complete.
Admissions to inpatient
services had access to
Crisis Resolution /
Home Treatment Teams
Meeting commitment to
serve new psychosis
cases by early
intervention teams
C.difficile –meeting the
C.difficile objective
MRSA - meeting the
MRSA objective
(cumulative total)

Monitor
performance
indicator 95%

100%

Monitor
performance
100%
indicator 95%
to serve new psychosis cases
Monitor
13
performance
indicator: 0
Monitor
0
performance
indicator: 0

Not
available

99.12%

96.86%

97.32%

96.35%

97.45%

100%

103.00%

170.45%

89.67%

108.93%

107.4%

119.12%

1

1

5

6

1

2

14

0

0

0

0

0

0

0
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97%

Q4 March
16 Position

Q3 Dec 15
Position

Q2 Sept 15
Position

Q1 June 15
Position

Q4 March
15 Position

Monitor
performance
indicator: < 7.5%

5.59%

12.64%

8.76%

5.26%

5.48%

7.12%

8.23%

6.52%

Mental Health data
completeness: identifiers

Monitor
performance
indicator 97%

99.47%

99.58%

99.68%

99.70%

99.75%

99.70%

99.70%

99.71%

Mental Health data
completeness: outcomes
for patients on CPA

Monitor
performance
indicator 50%

84.26%

65.72%

54.3%

54.30%

54.83%

55.00%

55.00%

54.78%

Certification against
Compliance with
requirements regarding
access to health care for
people with a learning
disability

N/A
6 of 6

6 of 6

6 of 6

6 of 6

6 of 6

6 of 6

6 of 6

6 of 6

Data completeness:
Community services
comprising

Referral to
treatment
information 50%

79%

84.82%

92%

92.38%

92.38%

92.64%

92.33%

92.43%

Referral
information 50%

39%

78.99%

94%

95.1%

97.67%

98.59%

97.60%

97.25%

Treatment activity
information 50%

24%

67.29%

86%

87.54%

91.2%

92.20%

91.63%

90.64%
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Year End
Position

Minimising delayed
transfers of care

March 14
position

Target threshold
values

March 13
Position

Monitor Mandatory
Service Targets –
Compliance framework

Early intervention in
Psychosis (EIP): People
experiencing a first
episode of psychosis
treated with a NICE
approved care package
within two weeks of
referral
Improving access to
psychological therapies
(IAPT):
 People with common
mental health
conditions referred to
IAPT programme will
be treated within 6
weeks of referral


People with common
mental health
conditions referred to
IAPT programme will
be treated within 18
weeks of referral

Year End
Position

Q4 March
16 Position

Q3 Dec 15
Position

Q2 Sept 15
Position

Q1 June 15
Position

Q4 March
15 Position

March 14
position

Target threshold
values

March 13
Position

Monitor Mandatory
Service Targets –
Compliance framework

Monitor
performance
indicator 50%
Indicator introduced part year and reported in Q4

71.67%

71.67%

Monitor
performance
indicator 75%

Monitor
performance
indicator 95%

Indicator introduced part year and reported in Q3

91.46%

90.98%

91.22%

Indicator introduced part year and reported in Q3

99.81%

99.87%

99.84%
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HOW TO CONTACT US
TO CONTACT U
LET US KNOW WHAT YOU THINK
We hope that our Quality Report has been informative and interesting to you. We welcome
feedback, along with any suggestions you may have for next year’s publication. Please get
in touch with:
The Director of Nursing and Quality
Dorset HealthCare University NHS Foundation Trust
Trust Headquarters
Sentinel House
4-6 Nuffield Industrial Estate Nuffield Road
Poole Dorset BH17 0RB
Email: fiona.haughey@dhuft.nhs.uk

JOIN US AS A MEMBER AND HAVE YOUR SAY IN OUR FUTURE PLANS
A representative and meaningful membership is important to the success of the Trust and
gives members of our local communities the opportunity to be involved in how the Trust and
its services are developed and improved. Membership is free and the extent to which our
members are involved is entirely up to them. Some are simply happy to receive a newsletter
four times a year, while others are keen to be involved in consultations and come along to
meetings. Some have even become members of our Council of Governors.
For further information please contact our Membership Office on:
0808 100 3318 or email: membership@dhuft.nhs.uk
CHECK OUT OUR WEBSITE
Our website provides comprehensive details of the Trust’s services and where they are
provided, including information about mental health, learning disabilities and community
health services, what to do in a crisis, updates on Trust initiatives and links to other useful
websites.
There is also a section about Foundation Trust membership under the ‘About the
Trust/Membership’ heading, where there is an opportunity to sign up online. One of the
benefits of becoming a member is that you have a vote when elections for public governors
are held and thereby a say in who represents you.
Visit: http://www.dorsethealthcare.nhs.uk/
This Quality Report can be found on the NHS Choices website at www.nhs.uk. This report
can be made available in a variety of formats, available on request.
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ANNEX 1:
FEEDBACK FROM OUR STAKEHOLDERS
Comments from the Council of Governors on the Trust Quality Report 2015/16
The Council of Governors welcomes the opportunity to comment on the Trust Quality Report
for 2015/16.
The Council holds the view that the quality of the services delivered must be the measure by
which the Trust is judged. The Quality Report is, therefore, an important element of our
overall approach to holding the Board, through the Non-Executive Directors, to account for
the performance of the Trust.
The Council is generally satisfied with the progress being made by the Trust in maintaining
and improving the quality of the services delivered to our community and beyond. The
commitment of the Board and our staff to deliver nothing less than services of the highest
quality is something which continues to impress, and is a source of great pride to the
Council.
The Care Quality Commission (CQC) inspection in June was an important test of the quality
of services provided. The Council is pleased with the many positive comments made by the
CQC and the number of ‘outstanding and ‘good’ ratings. However, the CQC report
highlighted a number of areas where our services must be improved for the benefit of
patients. The report and actions that have followed set out a clear programme for change in
these areas and they have the full support of the Council. We urge the Board to progress
these plans as a priority. The Crisis Service, in particular, has been a matter of concern to
the Council and we hope to see improvements in the near future.
Public understanding of the quality of Trust services is key. The Quality Report, given the
mandated content, does not lend itself to review by the public at large. The Council has
proposed that a shorter, publicly focused and more accessible document should be produced
to provide a summary of the progress being made by the Trust, the issues to be addressed,
the priorities for the year and the achievements and ambitions of the organisation.
The Council fully supports the Trust in taking forward its commitment to participation and
engagement. The Council encourages the Trust to continue to engage with patients and the
public on the range and quality of services provided. This will help develop a deep
understanding of what quality means to our patients and the community in general.
The Council has a number of other observations on the document. These are set out below:

The Council recognises that two of the quality priorities for 2015/16 have been achieved.
However, the Council notes there is still considerable work to be done to fully achieve the
third priority ‘promoting safe and therapeutic staffing levels within community mental
health teams (including home treatment) and community nursing teams’. It will be
necessary for the Board and Council to be assured that progress continues to be made in
2016/17.
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The results of the staff survey still give the Council cause for concern. We would like to
see a detailed plan of how the Trust will achieve better staff feedback in the future in all
areas.



The Council supports the selection of the priorities for 2016/17.



The Annual Members Meeting is an opportunity for the Trust to connect with the
communities served. The Council supports a much greater emphasis being placed on
increasing public members attending so views can be fed back.



We are aware from Council of Governors meetings and from our staff members that the
recruitment of nurses continues to be a challenge for the Trust. Continued emphasis must
be exerted to meet the staffing challenge. The Council hopes to see further emphasis
being given to this in the coming year, perhaps through investment in staff
accommodation.

In conclusion, the Council recognises the progress being made by the Trust, the
commendable attitude and the effort being displayed by staff, and the results being achieved
in improving the quality of services delivered to the community.
May 2016
Comments from Dorset Clinical Commissioning Group
Thank you for asking NHS Dorset Clinical Commissioning Group (CCG) to review and
comment on your Quality Accounts for 2015/16. Please find below the statement for inclusion
in the final document:
“The CCG has been working closely with the Trust during the year, gaining assurance of the
delivery of safe and effective services. A range of indicators in relation to quality, safety and
performance is presented and discussed at regular meetings between the Trust and CCG.
The information presented within the quality accounts is consistent with information supplied
to the commissioner throughout the year. We can confirm that we have no reason to believe
this Quality Account is not an accurate representation of the performance of the organisation
during 2015/16.
The CQC rating for the Trust reflects the areas identified for improvements within an
improvement action plan and the CCG continues to work with the Trust in reviewing these
actions to provide additional assurance on the quality of services. Members of CCG staff
have undertaken commissioner led visits during the year and feedback from CQC aligns to
our own observations.
The focus on learning from investigations and reviews and sharing with the wider team has
recorded many areas of improvement and development over the last year which is pleasing
to note as is the implementation of NICE quality standards. An area for further work is noted
in relation to staffing levels within community mental health teams.
The CCG is supportive of the maintained focus of quality priorities for 2016/17 and has been
actively engaged in the development of the Quality Improvement Priorities that the Trust has
set for 2016/17 and will work with the Trust over the coming year to ensure all quality
standards are monitored as set out in the reporting requirements of the NHS Contract and
local quality schedules. “
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Comments from Healthwatch Dorset
In our comments for the 2014/15 Quality Account, we welcomed the Trust's plans to take a
proactive approach to gathering and learning from patient experience in 2015/16. We note
that “lessons learned” are now being shared more comprehensively with staff across the
organisation. We have Healthwatch representation on the Trust’s Complaints Review Group
and can confirm that this group has proved a useful way to review and learn from issues
raised. We also note that the Trust will be reviewing and changing the current formats to
deliver complaints training for staff. This is positive and we look forward to seeing the results.
Over the last year we have continued to work with the Trust on areas such as speech and
language therapy services (SALT) and PLACE (Patient Led Assessment of the Care
Environment).
During the coming year we will continue to liaise and work together on mental health crisis
care and CAMHS (Child and Adolescent Mental Health Services). These are ongoing
concerns for local people and a high percentage of the feedback we receive from patients,
families and carers relates to mental health services, especially access to services (long
waiting times) and crisis care “out of hours”.
We continue to receive very positive feedback about Community Hospital services, with the
majority of negative comments relating to transfers of care (discharge). We understand this is
in the wider context of general issues surrounding access to care packages, whether at
home or in care home environments.
We have also received some concerns from local people about access to services such as
podiatry and hearing aid repair.
We note with approval the Trust’s interest in “John’s Campaign” and the focus on carers and
we look forward to working with the Trust on the 2016/17 Patient Experience priority focusing
on engagement with patients and families.

Comments from Dorset Health Scrutiny Committee
The Task and Finish Group, commenting on behalf of the Dorset Health Scrutiny Committee,
commended the progress made in the Quality Account for 2015/16 and in particular, made
the following comments:
With regard to patient safety, members were particularly interested in the on-going work to
reduce the incidence of pressure ulcers, many of which are community-acquired. It was
noted that these can be difficult to prevent if individuals do not engage with health or social
care services at an early stage.
With regard to clinical effectiveness, members questioned how the Trust intended to improve
on performance and welcomed the staff training which was being undertaken, along with the
exploration of ways to provide prescribed medications.
The outcome of recent inspections by the Care Quality Commission were of particular
interest to members, as the Dorset Health Scrutiny Committee has received a number of
reports on this matter. Members queried the rate of progress against ‘must do’ actions and
were pleased to hear that good progress was being made, along with significant
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improvement, particularly with regard to child and adolescent mental health services and
minor injuries units.
Members noted that objectives for 2015/16 had been fully achieved in two areas (patient
experience and clinical effectiveness), but only partially achieved in the area of patient
safety. Root cause analysis for pressure ulcers and risk assessments for patients with
mental health problems were reported to be the key areas for further development, but
members acknowledged the challenging targets that the Trust had set itself. The staff
training taking place to tackle these objectives was welcomed.
Overall, members recognised that there would always be room for improvement, but
significant progress had been made and was likely to continue in the coming year given the
more robust attitude to the anticipation of issues arising. Members complimented the Trust
for stretching to achieve over and above minimum targets and welcomed the opportunity to
comment on the proposed priorities for 2016/17.

Comments from Borough of Poole’s Health & Social Care Overview and Scrutiny
Committee:
People Overview and Scrutiny Committee {Health and Social Care) POSC{HSC) response to
Dorset Healthcare University Foundation Trust's Quality Account 2015/16.
Members of Borough of Poole's POSC(HSC) would like to thank the Trust for enabling us to
meet with yourselves to discuss quality issues over the last year and also to comment on this
draft Quality Account for 2015/16.
The Report gives a clear outline of how the Trust is endeavouring to deliver high quality care
and the activities undertaken during the financial year to improve services.
The POSC (HSC) are encouraged to note that a Quality Strategy has been written using key
metrics from the NHS Outcomes Framework and also the Quality Priorities for the year. With
regard to the priority areas for improvement for 2015/16 we commend the Trust in achieving
the majority of what it had planned in relation to:
Patient Experience- that the Trust's commitment “lessons learned from the findings from
local investigations and review will be shared beyond the team” has been taken very
seriously using innovative ways to engage staff in learning through the Quality Matters
Roadshows, half day learning events and using blended methods such as video clips,
podcasts and group working. It is also encouraging to note outside voluntary Forums have
been involved in lessons learnt from complaints.
Patient Safety- it is unfortunate that the Trust has not fully met it's commitment to safe and
therapeutic staffing levels, however it is encouraging to note that a risk tool has been
implemented to identify early potential safety issues. The Committee also note that
Community Mental Health Teams are being reviewed dovetailing with the Acute Care
Pathway review. The committee would like to be further appraised of avoidable acquired
pressure ulcers to understand how the Trust is performing compared to other Trusts.
Clinical Effectiveness- the committee are encouraged to note that all policies and audit tools
are being aligned to NICE guidelines and standards and that quick guide style grab sheets
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have been introduced where appropriate to support busy staff in excellence in practice.
The Committee would like to thank the Trust for inviting and engaging with us as
stakeholders in the event held in January 2016 to consult on the Quality Improvement
Priorities for 2016/17 and note that the final choices are:


Patient Experience- ensuring that patients and carers are actively involved in their care
planning and talking open and honestly when things go wrong.

This is commendable, clearly reflecting the Trust's commitment to putting patients at the
centre of care delivery and reflects the duty of candour principles. The Committee would be
very interested to understand how this will be measured and would like to receive a mid-year
update to understand how this is working in practice.


Patient safety- to reduce the number of patients using the service who experience an
unexpected deterioration in their physical condition which results in admission to an acute
general hospital.

It is useful to understand that the Trust recognise this as an area of concern and that regional
learning events linked to the Wessex Academic Science Network can be used to develop
good practice in this area. It would also be useful for the Trust to look at local acute Trust
work in the use of technology such as Vital Pac and the success that has been achieved in
in-patient environments.


Clinical Effectiveness- Implementing NICE quality standards

We would like to be appraised of the audit findings especially in areas the Trust has identified
as needing improvement such as VTE and End of Life Services.
The Committee would like to receive updates over the coming year on progress made from
the 2015 Care Quality Commission inspection which rated the Trust as requiring
improvement. This has led to a comprehensive action plan being put in place and is a key
area the Committee would like to subject to regular scrutiny.
The Committee would also wish to see an update on staffing matters especially with regard
to the specific indicator around staff feeling harassed and bullied. The increase in this trend
is concerning therefore it would be useful to see a more detailed analysis around the issues.
Thank you for the opportunity to comment on an interesting Quality Review and Account. We
look forward to reading the published version but please take this letter as Borough of
Poole's response to that document based on the draft version sent to the Council on 6th April
2016.
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ANNEX 2:
Statement of Directors’ Responsibilities
The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.
Monitor has issued guidance to NHS foundation trust boards on the form and content of
annual quality reports (which incorporate the above legal requirements) and on the
arrangements that NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves
that:



the content of the Quality Report meets the requirements set out in the NHS Foundation
Trust Annual Reporting Manual 2015/16;
the content of the Quality Report is not inconsistent with internal and external sources of
information including:
o

board minutes and papers for the period April 2015 to April 2016;

o

papers relating to Quality reported to the Board over the period April 2015 to April
2016;

o

feedback from commissioners; NHS Dorset Clinical Commissioning Group
dated 6 May 2016;

o

feedback from governors dated 9 May 2016;

o

feedback from Healthwatch Dorset dated 4 May 2016;

o

feedback from Dorset Health Scrutiny Committee dated 7 May 2016;

o

feedback from the Borough of Poole Health and Social Care Overview and Scrutiny
Committee dated 18 April 2016;

o

the Trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009, Annual Compliments,
Complaints and PALS Report, dated 3 May 2016;

o

the national patient survey dated 21 October 2015;

o

the national staff survey dated February 2016;

o

the Head of Internal Audit’s annual opinion over the Trust’s control environment
dated 5 May 2016;

o

CQC Intelligent Monitoring Report dated 25 February 2016.

o

Care Quality Commission inspection reports dated 16 October 2015
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ANNEX 3:
DEFINITION OF INDICATORS
These are the detailed definitions for the indicators tested by external audit and are the
subject of their Limited Assurance report on page 96 of this quality report to be confirmed
once external audit received
INDICATOR

DEFINITION

Percentage of
incomplete pathways
within 18 weeks for
patients on
incomplete pathways
at the end of the
reporting period
(relates to consultant
led)

Percentage of incomplete pathways within 18 weeks for
patients on incomplete pathways
Source of indicator definition and detailed guidance
The indicator is defined within the technical definitions that
accompany Everyone counts: planning for patients 2014/15 2018/19 and can be found at www.england.nhs.uk/wpcontent/uploads/2014/01/ec-tech-def-1415-1819.pdf
Detailed rules and guidance for measuring referral to treatment
(RTT) standards can be found at
http://www.england.nhs.uk/statistics/statistical-work-areas/rttwaiting-times/rtt-guidance/
Detailed descriptor
E.B.3: The percentage of incomplete pathways within 18 weeks
for patients on incomplete pathways at the end of the period
Numerator
The number of patients on an incomplete pathway at the end of
the reporting period who have been waiting no more than 18
weeks
Denominator
The total number of patients on an incomplete pathway at the end
of the reporting period
Accountability
Performance is to be sustained at or above the published
operational standard. Details of current operational standards are
available at: www.england.nhs.uk/wpcontent/uploads/2013/12/5yr-strat-plann-guid-wa.pdf (see Annex
B: NHS Constitution Measures).
Indicator format
Reported as a percentage
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INDICATOR

DEFINITION

Patients on Care
Programme Approach
(CPA) followed up
within 7 days of
discharge from
psychiatric inpatient
stay.

Percentage of patients on Care Programme Approach who
were followed up within 7 days after discharge from
psychiatric in-patient care
Detailed descriptor
The proportion of those patients on a CPA, discharged from
inpatient care who are followed up within seven days.
Date definition
All patients discharged to their place of residence, care home,
residential accommodation, or to non-psychiatric care must be
followed up within seven days of discharge. All possibilities need to
be exploited to ensure patients are followed up within seven days
of discharge. Where a patient has been discharged to prison,
contact should be made via the prison in-reach team.






Exemption:
Patients who die within seven days of discharge may be excluded.
Where legal precedence has forced the removal of the patient from
the country.
Patients transferred to NHS psychiatric inpatient.
CAMHS (children and adolescent mental health services) are not
included
The seven-day period should be measured in days not hours and
should start on the day after discharge.
Accountability
Achieving at least a 95% rate of patients followed up after
discharge each quarter.

This is the definition for the local indicator, selected by the trusts Council of Governors.
INDICATOR

DEFINITION

Reduction in avoidable,
community acquired
pressure ulcers, grade
three or above

In line with the national Sign up to Safety Campaign the Trust
aims to reduce avoidable harm by 50% over the next three
years.
Avoidable Pressure Ulcer Definition
"Avoidable means that the person receiving care developed a
pressure ulcer and the provider of care did not do one of the
following: evaluate the person's clinical condition and pressure
ulcer risk factors; plan and implement interventions that are
consistent with the person's needs and goals, and recognised
standards of practice; monitor and evaluate the impact of the
interventions; or revise the interventions as appropriate."
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INDICATOR

DEFINITION
Unavoidable Pressure Ulcer Definition
"Unavoidable means that the person receiving care developed a
pressure ulcer even though the provider of care had evaluated
the person's clinical condition and pressure ulcer risk factors;
planned and implemented interventions that are consistent with
the person's needs and goals; and recognised standards of
practice; monitored and evaluated the impact of the
interventions; and revised the approaches as appropriate; or the
individual person refused to adhere to prevention strategies in
spite of education of the consequences of non-adherence."
Definitions taken from www.patientsafetyfirst.nhs.uk (2009)
To measure this indicator we calculated a three year trajectory
to reduce the proportion of avoidable, community acquired
pressure ulcers.
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GLOSSARY OF TERMS
Adverse incidents
Any event or circumstance arising that could have or did lead to serious unintended or
unexpected harm, loss or damage. Essentially serious adverse incidents are those which
cause (or have the potential to cause) the most harm either to individuals (staff, service
users, visitors, contractors, others) or to the organisation. These include unexpected
deaths; injuries causing major and permanent physical or psychological harm; large-scale
theft or fraud; outbreak of Legionnaires disease; major fire or flood; etc.
Acute Care
Short-term health care for a severe injury or psychiatric episode.
Avoidable
Avoidable means the patient receiving care developed a pressure ulcer and the provider of
care did not do one of the following: evaluate the patients clinical condition and pressure
ulcer risk factors; plan and implement interventions that are consistent with patient needs,
goals, and recognised standards of practice; monitor and evaluate the impact of those
interventions; or revise the interventions as appropriate (NPSA 2010).
Board of Directors
The Board of Directors agree the future plans of the organisation and consists of NonExecutive Directors, Executive Directors and Locality Directors.
Child and Adolescence Mental Health Services (CAMHS)
CAMHS provides assessment and treatment for children and young people up to the age of
18 years (and their families/carers), who are suffering significant mental health problems
which have not responded to intervention at primary care and early intervention level.
Chronic obstructive pulmonary disease (COPD)
Chronic obstructive pulmonary disease (COPD) is a collection of lung diseases including
chronic bronchitis, emphysema and chronic obstructive airways disease.
Care Programme Approach (CPA)
The process that providers of mental health care use to co-ordinate the care, treatment and
support for people who have mental health needs.
Clinical Commissioning Group (CCG)
The CCG’s are clinically led NHS organisations which organise the delivery of NHS services
in England.
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Care Quality Commission (CQC)
The CQC is the independent regulator of health and adult social care services in England. It
also protects the interests of people whose rights are restricted under the Mental Health
Act.
Clinical audits
A systematic process for setting and monitoring standards of clinical care. ‘Guidelines’
define what the best clinical practice should be, ‘audit’ investigates whether best practice is
being carried out and makes recommendations for improvement.
Clinical Risk Training
High quality risk assessment and management is an important clinical skill which is
enhanced by training and experience. Clinical risk training equips the health care practitioner
to undertake high quality risk assessments
Commissioning for Quality and Innovation (CQUIN)
A payment framework that has been a compulsory part of the NHS contract from 2009/10. It
allows all local health communities to develop their own schemes to encourage quality
improvement and recognise innovation by making a proportion of NHS service provider’s
income conditional on locally agreed goals.
Community Health Services (CHS)
Provides a range of services to assist people with their physical, emotional and mental
health needs. These services are provided in the community so are close to people’s
homes. Dorset HealthCare works in partnership with GP, Social Services and local health
providers to provide these services.
Community Hospitals
Community Hospitals provide many services including elderly inpatient care, outpatient
appointments, therapy services and theatre.
Community Mental Health Team (CMHT)
Community Mental Health Teams (CMHTs) are multi-disciplinary, multi-agency assessment
teams designed to provide mental health care and treatment for individuals with more
complex and enduring mental health needs in the community.
Council of Governors
The Council of Governors are guardians of the Trust working on behalf of local communities
and staff. The Council ensure that the Trust complies with the terms of its authorisation as
an NHS Foundation Trust and meets regularly to advise the Board of Directors on the
Trust’s development and strategies.
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Dementia
Dementia is associated with an ongoing decline of the brain and its abilities, most notably
including memory, language and understanding.

Foundation Trust
Foundation Trusts are a type of NHS organisation with greater local accountability and
freedom to manage themselves. They remain within the NHS overall, and provide the same
services as traditional trusts, but have more freedom to set local goals. Staff and members
of the public can join their Boards or become members.
Friends and Family Test (FFT)
The FFT asks patients if they would recommend services to their family and friends. The
FFT is now in place in all community hospitals, inpatient mental health hospitals, minor
injury units and all teams in the community.
Gold Standards Framework
The Gold Standards Framework (GSF) is a model that enables good practice to be available
to all people nearing the end of their lives, irrespective of diagnosis
Healthwatch
Healthwatch are an independent organisation which ensures the voice of patients and cares
are heard throughout health and care services. They can raise issues of concern within an
organisation and work with them to improve services. They ensure that patients are getting
the services they need.
Hospital Episode Statistics
Hospital Episode Statistics is the national statistical data warehouse for England of the care
provided by NHS hospitals and for NHS hospital patients treated elsewhere.
Information Governance Toolkit
An online tool that enables organisations to measure their performance against information
governance standards.
There are several elements of law and policy from which information governance standards
are derived. It encompasses legal requirements, central guidance and best practice in
information handling, including:
• The common law duty of confidentiality
• Data Protection Act 1998
• Information security
• Information quality
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• Records management
• Freedom of Information Act 2000.
Mental Health Services (MHS)
Provides a range of treatments for people across Dorset who are suffering from a mental
health problem. These services can be provided at home, in the community or in more
specialised inpatient units.
Minor Injury Unit’s (MIU’s)
MIU’s provide help for people with injuries which are not life threatening, enabling Accident
and Emergency Departments to concentrate on those with serious conditions.
Monitor
The independent regulator of NHS Foundation Trusts, ensuring they are well led and
financially robust.
National Institute of Health and Clinical Excellence (NICE)
NICE provides guidance, sets quality standards and manages a national database to
improve people’s health and prevent and treat ill health.
NICE makes recommendations to the NHS on:
• new and existing medicines, treatments and procedures
• treating and caring for people with specific diseases and conditions
• how to improve people’s health and prevent illness and disease.
National patient surveys
The National Patient Survey Programme, coordinated by the Care Quality Commission,
gathers feedback from patients on different aspects of their experience of recently received
care, across a variety of services/settings.
Non-Executive Director
An outside member of the Board of Directors who is not affiliated with the
organisation, they are sometimes known as independent directors.
Not upheld
If any or all of the complaint is not well founded.
Nursing Red Flag
Events that prompt an immediate response by the registered nurse in charge of the ward.
The response may include allocation additional nursing staff to the ward or other appropriate
responses.
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Patient Reported Outcomes (PROMs)
PROMs assess the quality of care delivered to NHS patients from the patients perspective.
Cover four clinical procedures, PROMs calculate the health gains after surgical treatment
using pre and post-operative surveys.
Patient Advice and Liaison Service (PALS)
PALS is an impartial service designed to ensure that the NHS listens to patients, their
relatives, carers and friends, and answers their questions and resolves their concerns as
quickly as possible. PALS also helps the NHS to improve services and make changes by
listening to what matters to patients and their loved ones.
Patient Experience and Engagement (PPEE) Committee
The Patient and Public Experience and Engagement (PPEE) Committee was developed to
ensure that the voice and experience of patients and carers is at the centre of service
development and delivery within the Trust. This committee strengthens the service user
voice and the pathway from service user to the Trust Board and is co-chaired by a service
user and the Trust Lead for Participation.
Parliamentary Ombudsman
The Parliamentary and Health Service Ombudsman investigates complaints that patients
have been unfairly treated and received poor health service.
Peer Support Worker
A Peer Support worker is someone who has personal experience of an illness, who then
uses their own experience to help others recover.
POMH
Prescribing Observatory for Mental Health (Royal College of Psychiatrists).
Pressure Ulcer (PU)
Pressure ulcers are a type of injury that break down the skin and underlying tissue. They
are caused when an area of skin is placed under pressure. They are also sometimes known
as 'bedsores' or 'pressure sores'.
Pulmonary embolism
Where a clot breaks away from where it formed and lodges in the lung.
Q1, Q2
Q1 stands for quarter 1. The Trust reports progress with our priorities every 3 months
(quarterly). Quarter one is April – June in any calendar year. Quarter two is July –
September in any calendar year and so forth.
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Research
Clinical research and clinical trials are an everyday part of the NHS. The people who do
research are mostly the same doctors and other health professionals who treat people. A
clinical trial is a particular type of research that tests one treatment against another. It may
involve either patients or people in good health, or both.
RiO
RiO is an Integrated Electronic Health Record (IEHR). RiO is used by the Trust’s mental
health and learning disability teams.
Root Cause Analysis
Root Cause Analysis (RCA) is the structured approach to identifying the factors which
resulted in an incident. The root causes are the fundamental issues which have led to an
incident occurring and must be addressed to improve the delivery of care.
Safeguarding
A term used in conjunction with measures that are taken to protect, safeguard and promote
the health and welfare of children and vulnerable people. Ensuring they live free from harm,
abuse and neglect.
Schizophrenia
Schizophrenia is a mental illness associated with disordered thinking, delusions and
hallucinations. It has a severe effect on the person, affecting all aspects of their life
including their thinking, emotions and motivation.
Secondary Uses Service
The Secondary Uses Service is designed to provide anonymous patient-based data for
purposes other than direct clinical care such as healthcare planning, commissioning, public
health, clinical audit and governance, benchmarking, performance improvement, medical
research and national policy development.
Venous Thrombosis (VTE)
Venous thrombosis or phlebothrombosis is a blood clot (thrombus) that forms within a vein.
Unavoidable
This means that the patient developed a pressure ulcer even though the healthcare provider
had evaluated the patients clinical condition and pressure ulcer risk factors; defined and
implemented interventions that are consistent with patient needs, goals, and recognised
standards of practice; monitored and evaluated the impact of those interventions; and
revised the approaches as appropriate; or the individual refused to adhere to prevention
strategies in spite of education of the consequences of non- adherence (WOCN 2009,
NPSA 2010).
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Risk Identification
This has been delivered in training sessions to staff to understand who is at risk. The tool to
prompt staff is an example of how we are trying to improve awareness.

Risk assessment
The Braden risk assessment is used in our hospitals. This assesses elements of risk that
contribute to either higher intensity and duration of pressure or lower tissue tolerance to
pressure. The lower the score the greater the risk. The assessment is to be completed
within six hours of admission and the target was to reduce this to within four hours by
September 2013. Evidence suggests that this is a key factor in preventing issues and this is
measured on a monthly basis.
SSKIN Bundle
The SSKIN bundle is a collection of elements that are applied to patients at risk of
developing a pressure ulcer or who have a pressure ulcer. The elements include Skin
Inspection, Surface, Keep Moving, Incontinence and Nutrition. The Trust takes a proactive
approach of randomly checking case notes from teams to ensure these aspects are being
covered in the plan of care.
Upheld
If any or all of the complaint was well founded.
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