Dorset HealthCare University NHS Foundation Trust
Board Meeting
A meeting will be held on 31 May 2017 at Sentinel House, 4-6 Nuffield Road, Poole,
Dorset, BH17 0RB commencing at 1:00pm
If you are unable to attend please notify Keith Eales on 01202 277008.
Yours Sincerely,

Andy Willis
Chair

PART 1
Initials

Paper

Welcome, Apologies and Previous Meetings

Time
1:00

1

Apologies

AW

Verbal

2

Declarations of interests in relation to agenda
items

AW

Verbal

3

Patient Story

DB

App A

1:05

AW

App B

1:15

To note the story and, as a result of the
experience of the patient

4

(i)

what the Trust learnt;

(ii)

what is being done differently.

Minutes
To approve the:(i)

minutes of the meeting held on 26
April 2017;

(ii)

notes of the workshop held on 3 May
2017;
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(iii)

minutes of the meeting held on 24 May
2017.

To
follow

5

Matters Arising – To review progress.

AW

App C

6

Chair’s Report - to receive an update.

AW

Verbal

7

Presentation on Medical Education

Dr. Sudipto
Das

Verbal

1:20

KE

App D

1:40

RS

Verbal

1:45

NK

App E

1:55

MM

App F

2:15

FH

App G

2:25

(a) to receive the minutes of the Quality
Governance Committee: 20 April 2017

LH

App H

2:35

(b) to receive the minutes of the Audit
Committee: 24 April 2017

JMc

App I

To receive a presentation on key issues for the
Board to be aware of in respect of medical
education in the Trust and future developments.
Strategy Implementation:
Current Affairs and Operational Performance
8

Board Briefing
To note the briefing.

9

Chief Executive’s Report
To note the update.

10

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

11

Trust Finance Report for April 2017
To consider the report.
Strategy Development:
Policy Formulation and Decision Making

12

Quality Improvement Methodology
To agree the methodology and investment
required.
Regulatory and Governance Matters

13

Minutes and Reports of Meetings

(c) to receive reports from Chairs on the:
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14

(i)

Quality Governance Committee: 18
May 2017

LH

App J

(ii)

Audit Committee: 22 May 2017

JMc

App K

FH

Verbal

FH

App L

KE

App M

3:10

KE

App N

3.20

CQC Items
(a) To receive a presentation on:
-

the current position in respect of
service ratings for the Trust;

-

the new inspection regime and the
steps involved in moving from a rating
of ‘requires improvement’ to ‘good’;

-

the action plan to deliver a ‘good’ rating
and risks to delivery

(b) To consider CQC Quality Improvement
Action Plan
15

Board Assurance Framework 2017/18

2.45

To agree the BAF.
16

NHSI Self-Certification Statements
To consider the self-certification statements
required by NHSI and the recommendation of the
Audit Committee.
Other Matters

17

Any Other Business

AW

Verbal

3.25

18

What went well, what could be done better?

AW

Verbal

3.30

19

Questions from Governors

AW

Verbal

3.45

20

Next Meetings

AW

Verbal

4:00

Board Workshop – 9.30am, Wednesday 7 June
2017, Sentinel House, Poole
Board Meeting – 1.00pm, Wednesday 28 June
2017, Sentinel House, Poole.
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Agenda Item 3

Patient Story
Part 1 Board Meeting 31 May 2017
Lead Director

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider the Patient’s Experience of our services

Executive Summary
The report is submitted to the Board for them to be made aware of patent’s experience of
Trust services
The Board should be aware of the patients experience of being transferred out of area, the
importance of family and friends on their wellbeing and when providing a female PICU what
works best for patients – e.g. having access to their mobile phone, visits on site

Recommendation/
Consideration by Board
Committee or Executive
Group
Recommendation

None

The Board is asked to note the report and advise on any
further actions
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1.

Background

1.1

Patient stories are considered to be valuable in gaining insight into services provided by the Trust.
The stories raise awareness within the Trust, and externally, of the impact that our work has on
people and our environment. Patient stories are a standing agenda item for Board meetings.

1.2

The report links to the Strategic Goals:
•
•
•
•
•
•
•

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

1.3

The Board is asked to discuss and consider the narrative below, and where necessary identify
any further actions

2.

Patient & Staff Story
St Ann’s Hospital and the Early Intervention Service

2.1

Monica (not her real name) is a 29 year old woman who was diagnosed with psychosis and
bipolar disorder in January 2016. Monica said there is a family history of mental illness, her
mother suffers with alcohol misuse, her father with depression, her maternal grandfather with
depression and alcohol misuse and her maternal aunt with bipolar disorder, but this was the first
time that Monica herself had experienced this.

2.2

Before her illness, Monica was a successful accounts manager who travelled the country and
lived in a shared house. She now feels she has nothing following her illness and the ten months
since her diagnosis and the time she spent in hospital.

2.3

Monica was taking antidepressant medication prescribed by her GP. But she knew that she was
not feeling well. Having previously taken illegal drugs she explained she felt ‘high’. She contacted
her GP who suggested that she increase her dosage of her antidepressants, however Monica
stopped taking them instead. It is not known how long after stopping her medication, but this led
to her feeling even more unwell and feeling very ‘high, so she called an ambulance, as she knew
that she needed help.

2.4

Monica was admitted to Seaview Ward St Ann’s Hospital, following admission from Poole
Hospital in January 2016, and was then transferred to Chine Ward two days later.

2.5

Monica felt that Chine ward did not manage her illness well as she felt that she was not getting
better.

2.6

Monica felt that she was being given the wrong medication to help her and that they could not get
her medication right. She did not sleep for many nights as she did not feel safe, this was mainly
due to the way her illness made her feel, and also other patients, who she found to be noisy,
aggressive and intimidating. The lack of sleep led Monica to become aggressive and violent to
both staff and patients. She needed to be restrained and have rapid tranquilisation on many
occasions and Monica said that as a previous rape victim earlier in her life, being held down
made her feel even worse. This was known to staff at the time of her admission.

2.7

Monica continued to be violent, and at the time of her hospital admission there was no provision
for female intensive therapy beds at St Ann’s Hospital, so Monica was transferred to a hospital in
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London for further treatment. Monica stated that the move to London made her feel worse and
that her medication continued to not work effectively, she thought that she was in a hotel but was
being restrained by someone. She tried to escape frequently. She felt like she was in prison and
was only allowed half an hour’s break each day. Monica also felt the hospital was dirty.
2.8

After a month in London Monica was discharged back to her parents’ home in New Milton.
Unfortunately, Monica quickly became unwell again and was readmitted to St Ann’s Hospital in
May 2016. Monica continued to be violent and had to be restrained on numerous occasions. Her
care team at St Ann’s suggested that she have Electroconvulsive Therapy to try and help improve
her behaviour/violent outbursts and to manage her illness. However, her parents felt that this was
an archaic treatment and refused for her to have this. Monica was therefore transferred to a
different London hospital in July 2016 for further treatment, as there was still no provision of
female PICU beds in Dorset at that time.

2.9

Monica felt she was bullied and racially abused by other patients during her stay in the London
Hospital, as she was one of the few white patients there. They took some time to get her
medication under control, and during this time Monica suffered many side effects from the
medication she was taking, and she also felt that this hospital was dirty as well. She felt isolated,
as her friends could not visit and her family were not nearby for support.

2.10 After a month in London Monica was transferred back to St Ann’s Hospital, again initially to
Seaview Ward, but she was then transferred to Chine Ward, to stabilise her medication and to
support her discharge into the community. Monica was discharged in October 2016 to the Early
Intervention Service (EIS)
2.11 Monica feels that this admission was much better than her previous one, as the staff in the main
were caring. Monica felt she was able to be involved in her treatment and care, was given more
leave and had the support of her family and friends nearby.
2.12 Monica explained that staff on Chine ward, helped her to find a place to live and she was
discharged to the YMCA in Bournemouth following completion of her inpatient stay.
2.13 Monica is now under the care of the Early Intervention Team (EIS) and says that their support is
phenomenal’ and that she cannot fault the care and support that she has been given by the team.
Monica has a really good rapport with her support worker and is also under the care of a
psychologist, which is enabling her to talk about her care at St Ann’s and her previous sexual
assault.
2.14 Monica is currently working part time but is aiming to return to work full time in the near future with
the support from the Early Intervention Service.
Team Feedback- from EIS team
2.15 Monica will benefit from being able to tell her story and will feel listened to. If she feels that telling
her story might help to change/inform future treatment for others then this would be a positive
achievement for her.
2.16 From an objective standpoint Monica was very unwell for a sustained period of time and
achieving the effective combination of medication was very difficult. However reading her
personal account of her experiences and the consequences of these experiences highlights how
we should all work together to improve care where possible and to also build on the positives.
2.17 Working with Monica since she was discharged from hospital she has consistently moved forward
in her recovery through her own determination to rebuild her life. The team are really happy that
she has managed to achieve so much in a relatively short space of time and look forward to
continuing to work with her.
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From Chine ward
2.18 As we did not have a female PICU Monica stayed on the ward longer than we have liked as we
were aware of the consequences for sending her to an out of area PICU. This would have meant
an unfamiliar environment, away from her friends and family, staff that did not know her and she
did not know them, and we had little control over their choices of treatment.
2.19 Whilst Monica was out of area we stayed in contact with the PICU, with Monica, and Monica’s
family. The hospital in London appeared to have a lot of ‘blanket’ rules and patients were not
allowed mobile phones so this limited Monica’s contact with her family and friends. All visits had
to take place off the ward as visitors were not allowed on the ward, meaning they needed to have
staff escort, which affected the length of the visit.
2.20 For the new PICU at St Ann’s Hospital we have made a lot of effort to treat patients in the least
restrictive manner and have tried to avoid blanket rules - phones are not routinely removed - and if
they need to be, the rational for this is clearly documented and if necessary a care plan put in
place. Family can also visit on the ward, unless there are significant concerns.
2.21 We agree with Monica with regards the out of area placements, and on her first admission there
we made the decision to get her back to St Ann’s as soon as possible as the environment was in
our view, not conducive to her recovery.
2.22 As we did not have PICU provision locally to support Monica, her family were supported
financially by the Trust with reimbursing travel cost and expenses thus ensuring that they were
able to visit their daughter regularly when she was in London.
PATIENT STORY – OVERVIEW
Department/Ward/Unit: St Ann’s hospital and the Early Intervention Service
Directorate:

Mental Health & Learning Disabilities

Overview:

Monica’s story includes:
• The direct felt experience of a person with an acute mental illness
• The importance of family support in patients recovery
• The impact of patients moving out of area on the patients wellbeing;

What has the Trust learnt?
•
•
•

Sending patients out of area can have a detrimental effect on their
wellbeing.
The importance of family and friends support on the patient’s
wellbeing.
When providing a Trust female PICU, what works best for the
patients – e.g having access to their mobile phones, visits on site.

Actions taken:
•
•

Female PICU has been constructed and is now operational at St
Ann’s hospital.
Worked to ensure that there is least restrictive practice on the new
female PICU.
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Triangulation Year to Date:
Compliments

Chine Ward: 30
Seaview Ward: 2
EIS: 0

Friends &
Family Test

Complaints

Chine Ward: 3
Seaview Ward: 3
EIS:
1

Service
Specific
Survey
NHS
Choices
Reviews/
Online
Comments
QUIS

Litigation

CQC Rating

CQC
Action Plans/
Assurance
Visits

Safeguarding

3.
3.1

Seaview and Chine
wards CQC 07/09/2016
Safe:
Effective:
Caring:
Responsive:
Well led:
Overall: outstanding
EIS – Overall: requires
improvement
MHA visit to Chine
Incidents
31/03/17
Ligature risk –
1 recommendation
Risk assessments – 1
recommendation
Advance statements – 1
recommendation
Nearest relative –
1 recommendation
MHA visit to Seaview
15/04/16
Report awaited
Risk
Register

April 2017:
Number of responses: 7
Likely to Recommend and higher: 100%
Good overall care or higher: N/A
None reported

5 star: 0
4 star: 0
3 star: 0
2 star: 0
1 star: 0
Chine: 22 November 2016
Interaction
Observed
Positive Social
Basic Care
Negative

No.
12
0
0

No Harm
Minor, No Permanent Harm
Total

Chine: 1 low risk – ligature points.
Seaview: No risks identified.

.
Recommendation
The Board are asked to discuss and consider the narrative and where necessary identify any
further actions

Fiona Haughey
Director of Nursing and Quality
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Agenda Item 4i

Minutes of the Board of Directors Meeting held at 1pm on Wednesday 26 April 2017
at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Andy Willis
Ron Shields
David Brook
Lynne Hunt
John McBride
Peter Rawlinson
Nick Yeo
Colin Hague
Fiona Haughey
Nick Kosky
Matthew Metcalfe
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Human Resources
Director of Nursing and Quality
Medical Director
Director of Finance and Strategic Development
Director of Organisational Development and Participation
Chief Operating Officer

In Attendance:
Keith Eales

Trust Secretary

Apologies:
Sarah Murray

Non-Executive Director

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

Lead Governor and Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Public Governor, Dorset RoE
Staff Governor
Staff Governor
Staff Governor
Partner Governor, Service Users)
Partner Governor, Dorset District Councils

747/17 Welcome and Apologies
The Chair welcomed Board members, Governors and staff observers to the meeting
and reported the apology received.

748/17 Patient Story
The meeting commenced with a story illustrating the experience of a patient being
cared for by the Support, Transition and Recovery Service, after being sectioned
three times over a five year period.
Board members considered that the story highlighted the positive patient benefits
that could result from small-scale, not necessarily health-related, interventions. In the
case of the patient in the story, the opportunity to walk a dog had made a significant
impact on the patient.
The Chief Operating Officer commented that this ‘light-touch’ approach was reflective
of the service that patients were seeking. The service had been developed to take
account of this.
The Board agreed that it was important to focus on the learning from patient stories.
The Board noted the patient story.
749/17 Declarations of Interests in Relation to Agenda Items
The Director of Human Resources drew attention to the recommendation in the
people management report with regard to the payment of the 1% pay award to staff
on national conditions of service. The recommendation also referred to the
Appointment and Remuneration Committee and the Nominations and Remuneration
Committee considering the award for Executive Directors and Non-Executive
Directors respectively.
Subject to this, there were no declarations of interest in respect of agenda items.
750/17 Minutes and Notes of Previous Meetings
The Board approved as a correct record the minutes of the meeting held on 29
March 2017 and the Workshop notes of 5 April 2017.
751/17 Matters Arising
The Board noted that there were no matters arising from the previous meetings.
752/17 Chair’s Report
The Chair thanked Board members, Governors and staff for their warm welcome to
him to the Trust.
The Chair explained that his initial focus had been on relationship building with
partners and visiting Trust sites and services. He had particularly enjoyed visiting St
Leonard’s Community Hospital and the team providing support for armed services
veterans. He had also attended the Mental Health Act Panel Members induction and
thanked Panel Members for their critically important work and commitment.
The Chair commented that an immediate focus for him would be recruiting to the
vacant Non-Executive Director position on the Board and undertaking the appraisals
of Non-Executive Directors.
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The Chair advised that he had reviewed, in conjunction with the Chief Executive,
membership of Board Committees. This was in the light of his appointment as Chair
and two new voting Executive Directors joining the Board.
The Board noted the report from the Chair and agreed to the following changes
to Board Committee membership:
•

The Chief Operating Officer and Director of Organisational Development
& Participation would join the Quality Governance Committee in place of
the Chief Executive (who would attend meetings in an ex officio
capacity);

•

The Chair would become a member of the Mental Health Legislation
Assurance Committee.

753/17 Chief Executive’s Report
The Chief Executive (CEO) submitted a report setting out key issues of concern and
interest.
The CEO’s report highlighted the transfer of prison health care services to Care UK,
the Dorset substance misuse service contract, Better Care Fund budget reductions
and the quarterly meeting with NHS Improvement (NHSI).
The CEO advised that the transfer of prison health care services to Care UK had
progressed smoothly. Discussions were still continuing with NHS England regarding
the recruitment and retention premia payable to staff.
The focus of the quarterly meeting with NHSI had been on the Trust contribution to
system-wide working in Dorset.
The CEO advised that he had met with staff currently providing the Dorset substance
misuse service, following the decision of the Trust not to re-tender,. Staff were
concerned and disappointed at the decision of the Trust. The CEO would be writing
to all staff affected explaining the decision.
The CEO explained that discussions were continuing with regard to the future of the
Bournemouth Integrated Care Service team following the decision of Bournemouth
Borough Council to issue redundancy notices. The discussions with the Council had
been positive and it was likely that the Trust would be able to identify a solution which
would avoid the need for redundancies. There would be a revenue implication for the
Trust.
The CEO reported on progress with the development of system-wide partnership
working in Dorset. In particular, discussions were continuing about the establishment
and role of a Partnership Board and a proposal was being developed for Dorset to be
considered as a national pilot for an Accountable Care System.
The CEO advised that he and the Chair had met with representatives of Dorset
County Council to discuss matters of mutual interest.
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Clarification was sought with regard to the number of Clinical Directors that would be
appointed. The CEO advised that one appointment had been made so far. A further
three were anticipated. The positions were open to internal candidates only.
The Board noted the report.
754/17 Board Integrated Corporate Dashboard
The Medical Director (MD) introduced the dashboard for March. The MD advised that
the focus of the dashboard this month was on metrics associated with workforce,
delayed transfers, care plans, risk assessments and the staff friends and family test
responses.
The MD drew attention to:•

The mandatory training completion rate was 96.2% in March, the ninth
consecutive month the rate had been above the 95% threshold;

•

The vacancy rate remained within the 0-10% threshold, at between 8.7% and
8.8% in the last three months;

•

Sickness absence had been within the 4.5% threshold for the past four
months;

•

The indicator in respect of care plans being in place for all patients on the
Care Programme Approach (CPA) remained below the 95% threshold at
85.43%. The Board noted that when a care plan was reviewed and no
changes were required the information could not be captured. A new case
record review tool would improve clinical assurance for risk assessments and
care plans through audit. This could negate the need to report care plans and
risk assessments separately, instead forming an overarching indicator for
CPA for 12 month review;

•

The indicator in respect of risks assessments updated in the previous 12
months remained below the 95% threshold at 88.49%;

•

Benchmarking reports received in respect of community services, corporate
functions and emergency minor injury units;

•

Two NHSI indicators that the Trust was not currently complying with. The
Board noted that these related to people with a first episode of psychosis
beginning treatment with a NICE recommended package of care within two
weeks of referral and paediatric audiology.
The Board sought clarification as to when it was anticipated that performance
in respect of these indicators would be within the required threshold. The
Chief Operating Officer (COO) advised that, with regard to the indicator in
respect of NICE recommended packages of care, further clarity was awaited
in respect of the definition of the indicator. It was anticipated that this would
be available in advance of the May Board meeting. Pending this, the COO
was confident that performance would be within the required threshold at an
early stage.
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With regard to the indicator in respect of paediatric audiology, systems were
still being developed to ensure that performance would be within the required
threshold. Further information would be available at the time of the next Board
meeting. Pending this, there remained a risk to the achievement of the
indicator.
The MD concluded by commenting that the workforce indicators, when reviewed in
conjunction with the NHS Staff Survey results, suggested that the Trust had a better
motivated and engaged workforce than had been the case in the past. However, it
was not clear, particularly when reviewing the indicators in respect of effectiveness,
that this was yet having a material impact on better patient outcomes.
Further information was sought in respect of the proposed composite indicator that
would encompass care plan and risk assessment completion. In particular, an
assurance was sought that it would limit the flexibility in practice that might be
required to secure the best patient outcomes. The MD advised that the audit tool,
which was based on a peer to peer sampling review of case records, would provide a
better understanding of both the quantity of care plans being produced and their
quality. This would enable an assessment to be made of the fitness for purpose of
each care plan.
Board members noted that concerns remained in respect of data quality. The Director
of Nursing & Quality advised that a steering group was taking forward an action plan
in respect of improving data quality. Progress reports would continue to be made to
the Audit Committee.
Board members welcomed the narrative provided by the MD, linking and triangulating
indicators, in the introduction to the dashboard. The Board requested that this be
provided in written form as part of the dashboard submitted to future meetings.
The Board:
(a) noted the dashboard for March 2017;
(b) agreed that the narrative provided by the MD would form part of the
dashboard submitted to future meetings.
755/17 Trust Finance Report for March 2017
The Director of Finance and Strategic Development (DoF) submitted the Finance
Report for March 2017.
The DoF advised that at the year end the Trust had achieved a surplus before
impairment of £3.2m, compared to the breakeven position set for the year. However,
taking into account a higher than planned property impairment charge, the resulting
deficit at year-end would be £5.7m.
However, the DoF advised that, since the report had been prepared for the Board,
the Trust had been notified that an incentive payment of £4.4m would be received as
a result of the control total for the year being exceeded. Taking this into account, the
resulting year-end deficit would be £1.7m
Agency expenditure at year-end was £6.1m, which was a 50% reduction on the
previous year.It was noted that agency expenditure had been increasing month on
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month since October. The service areas, the causes of the increased expenditure
and the action being taken to reduce agency costs were noted. The DoF confirmed
that the Trust remained within the agency expenditure ceiling set by NHS
Improvement.
The £8.1m cost improvement programme (CIP) for the year had been achieved.
It was noted that £10.8m of the revised £11.2m capital programme for the year had
been delivered, with further commitments of £1.5m relating to 2017/18.
Board members expressed concern in respect of the increase in the agency
expenditure run rate. The DoF commented that this reflected, in part, additional
costs incurred in the period leading up to the transfer of prison health care services.
Additional costs had also been incurred in reducing the waiting list on the improving
access to psychological therapies service. The level of expenditure remained a
concern to the Executive and was an area of continuing focus.
Clarification was sought as to the significance of the increase in debtors. The Director
of Finance and Strategic Development advised that this was a month 12 issue and
was not an on-going material concern.
Assurance was sought that the better than anticipated financial performance of the
Trust had not impacted on the quality of services. The Director of Nursing & Quality
commented that performance was closely monitored by her team and no direct
correlation had been identified between the savings made and the quality of Trust
services. A robust quality impact assessment (QIA) process was in place to support
the CIP.
An assurance was sought that cost improvement schemes brought into the
programme during the course of the year were subject to a QIA. It was confirmed that
this was the case and a report had been submitted to the Quality Governance
Committee in regard to the process and outcome.
It was agreed that it would be important for the QIA completion rate, compared to
plan, to be included in the monthly finance report to the Board.
It was noted that the opening of the psychiatric intensive care unit (PICU) for women
had reduced the level of out of area costs. Further information was requested in
respect of the benefits compared to those anticipated in the original investment case
and the anticipated expenditure in out of area costs in 2017/18.
The Use of Resource Rating within the Single Oversight Framework was 1, which
was the best rating possible..
The Board:
(a) noted the Finance Report for February 2017;
(b) agreed that the report to the next meeting would incorporate;
•

exceptions in respect of agency expenditure;

•

a risk assessment of compliance with the Trust trajectory for
reducing agency expenditure.
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(c) requested further information on the benefits to date from the opening of
the PICU compared to those anticipated in the original investment case and
also the planned expenditure in out of area costs in 2017/18;
(d) agreed that the report to the next meeting would include an overview of the
CIP programme for 2017/18, a trajectory for the year and a risk assessment
of each scheme in the programme;
(e) agreed that assurance would be provided through the finance report of QIA
completion compared to plan.
756/17 Nurse Revalidation Report
The Director of Nursing & Quality (DNQ) submitted a report on progress with the
nurse revalidation programme in the Trust.
The Board noted that the Trust had 2,134 nurses requiring revalidation. To date, 747
had successfully revalidated and five had not. The circumstances of the five cases
were noted.
Clarification was sought as to whether the requirement to revalidate had resulted in a
larger than anticipated number of nurses retiring. The DNQ advised that this was not
the case.
The Board discussed the appropriate arrangements for future assurance reporting in
respect of the nurse revalidation programme.
The Board noted the report and agreed that future updates in respect of nurse
revalidation would be submitted to the Quality Governance Committee with
exception reporting to the Board.
757/17 People Management
The Director of Human Resources submitted the bi-monthly report.
The report highlighted the continuing reduction in agency staff, the discussions in
respect of the Dorset business support services review, the recruitment of additional
staff and the final uptake by staff in respect of the flu programme.
The Director of Human Resources advised that a cost of living pay increase of 1%
had been agreed for staff on national conditions. This was recommended to the
Board for approval. It was noted that the Appointments & Remuneration Committee
and the Governors Nominations & Remuneration Committee would consider the
application of the award to other groups.
The Board discussed the arrangements for the future reporting of information in the
people management report, particularly in the light of some areas of duplication with
the integrated dashboard.
The Board:
(a) noted the report;
(b) agreed the 1% pay award to staff on national conditions;
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(c) agreed that, in future, staffing information would be included in the
integrated dashboard where possible, with exceptions in other reports,
rather than a dedicated people management report being submitted to the
Board.

758/17 Transformation Programme 2017/20
The Director of Organisational Development & Participation (D of ODP) submitted a
report setting out a summary of the transformation programme 2017/20.
The (D of ODP) gave an overview of the themes within the programme and explained
how it would underpin continuous improvement and transformation in the Trust.
Progress in delivering the programme would be reported to the Board on a sixmonthly basis.
It was proposed to establish a Board level task and finish group to refine the themes
within the programme and identify appropriate milestones.
An assurance was sought that the programme would be sufficiently flexible to be able
to adapt and respond to events both within and external to the Trust. The (D of ODP)
advised that the programme approach would provide flexibility in the progression of
the themes and achievement of milestones.
Clarification was sought as to whether or not scenario planning would form an
integral part of the development of the programme. The (D of ODP) confirmed that
this would be the case, principally through the work of the task and finish group.
The Board agreed that:
(a) a three-year transformation programme be established, which would be the
key planning and monitoring document to 2020;
(b) half-yearly progress reports would be submitted to the Board, aligned to
the annual Stages of Excellence report;
(c) a Board level task and finish group would be established to develop the
vision for the programme and to refine themes and milestones;
(d) a further report be made to the Board in May setting out key projects and
milestones for year one of the plan.
759/17 CQC Quality Improvement Action Plan
The Director of Nursing and Quality introduced the monthly update on progress in
implementing the Quality Improvement Plan following the June 2015 CQC inspection
and the re-inspection of seven core services in March 2016.
The Board noted that of the 40 ‘must do’ recommendations, 26 were complete or
rated as green and 13 were rated as amber/green on the basis of being in progress
to meet the deadline. One action was rated as amber.
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Of the 64 ‘should do’ recommendations, 51 were complete or rated as green, eight
were rated as amber/green on the basis of being in progress to meet the deadline,
four were rated as amber and one red. The Board noted the details of the red action
and the steps being taken to address the position.
The Director of Nursing and Quality gave an overview of progress with the actions
arising from the Mental Health Act monitoring visits undertaken by the CQC to
locations where patients were detained.
The Board discussed future reporting requirements, to its meetings and those of the
Quality Governance Committee and the Mental Health Legislation Assurance
Committee. It was recognised that, as well as overseeing on progress with the action
plan, the Board would require assurance in respect of preparations for the anticipated
CQC re-inspection. It was approaching two years since the last inspection of a
number of core service areas. Alongside this, the Quality Governance Committee
and the Mental Health Legislation Assurance Committee would be able to review, in
detail, particular issues or concerns. It was considered that an initial area of focus
could be Mental Capacity Act training given the challenge in achieving the target
completion rates.
The Board:
(a) noted the report;
(b) agreed that future reports to the Board would provide assurance in respect
of both the implementation of the action plan and the preparations for the
anticipated CQC inspection;
(c) agreed that the Mental Health Legislation Assurance Committee would
undertake a review of Mental Capacity Act training in the Trust;
(d) agreed that the Chair, Chief Executive and Trust Secretary would discuss
the timing of a Board workshop on the actions required to achieve an
overall rating of outstanding for the Trust.
760/17 Quarterly Review of the Well Led Framework Action Plan 2016/17
The Trust Secretary submitted a report setting out progress with the implementation
of the action plan developed following the external governance review against the
Well-Led Framework.
The Trust Secretary explained that, as agreed at the January meeting, this would be
the last quarterly review submitted to the Board. Oversight arrangements were
proposed for the remaining five actions on the action plan.
The Board noted the report and agreed the following oversight arrangements
for the remaining actions:
Implications of the Clinical Services Review
Approval of a clinical strategy
Develop the integrated dashboard
Develop an improvement methodology
Improve data quality assurance
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Board
Board
Board
Quality Governance Committee
Audit Committee

761/17 Quarterly Review of the Board Assurance Framework 2016/17 and Strategic
Risks 2017/18
The Trust Secretary submitted a report setting out the outcome of the quarter four
review of the Board Assurance Framework (BAF) and the themes for strategic risks
in 2017/18.
The Board noted the quarter four position in respect of the risks, the controls in place
and the assurances provided through the three lines of defence. The lead Director for
each risk had made an assessment of the likelihood of the risk materialising on the
basis of the review.
The Board noted that the outcome of the quarter four review had been considered by
the Quality Governance Committee on 20 April and the Audit Committee on 24 April
2017. The Chairs of the Committees advised that the BAF was considered to be an
appropriate reflection of the current position and no concerns had been expressed.
The Trust Secretary gave an overview of the strategic risks for 2017/18, which had
been developed at a meeting involving the Chairs of the Audit and Quality
Governance Committees, the Chief Operating Officer and the Director of Nursing and
Quality. These would be developed as the basis for the 2017/18 BAF which would be
submitted to the next meeting of the Board.
The Board noted the report.
762/17 Quarterly Whistleblowing Report
The Director of Human Resources submitted the quarterly whistleblowing report.
The Board noted that four new cases had been raised in the quarter. The report also
set out details of a previously unreported case from quarter 3.
The Board noted the summary details of these cases and the fact that two had been
closed, formal investigations had commenced in respect of two and discussions were
continuing in respect of the remaining case.
The report also set out progress in respect of seven previously raised cases. Four of
these had now closed. The action taken in respect of these and the remaining three
was noted.
The Board:
(a) noted the actions taken in respect of the closed cases and those which
were subject to further consideration and investigation;
(b) confirmed that the report should continue to be submitted on a quarterly
basis.
763/17 Annual Cycle of Board Business
The Trust Secretary submitted the annual cycle of business, which formed the basis
of Board agendas.
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The Board discussed the frequency with which the cycle of business should be
submitted for review.
The Board agreed that the cycle of business should be set at the beginning of
each year, reported at the half year stage, with any changes in the intervening
period notified to the Board on an exception basis.
764/17 Review of the Meeting
The Chair invited comments on the meeting and matters discussed.
Board members commented:
•

the shorter introduction of items, with reports being taken ‘as read’ was
welcomed;

•

There was a need for more in-depth assurance to be provided in respect of
some indicators on the dashboard, which would be provided through the
narrative and executive summary;

•

It was considered that the information in respect of the benefits review of the
PICU should be reported to the Board. More broadly, it was considered that a
more structured approach to post-implementation review of projects should
be developed. The Chair undertook to discuss this with the Director of
Finance & Strategic Development;

•

It was considered that, where matters had been discussed at a Committee
before presentation to the Board, the views of the Committee should be
included in the relevant report. The Trust Secretary undertook to take this
forward from the May meeting;

•

There remained scope to develop the unitary nature of the Board. The Chair
undertook to discuss this with the Chief Executive and incorporate this in the
Board development programme;

•

Reports submitted to the meeting were too long and there was scope to
improve the quality of many. Further advice would be given to authors and a
revised Board template issued.

765/17 Governor Questions and Observations
Governors present at the meeting made a number of observations and comments:
•

Clarification was sought with regard to continuing oversight and
responsibilities of community mental health teams for patients discharged
back to GP’s. The concern was expressed that GP’s might not always have
the expertise to provide the continuing care required. The Chief Executive
commented that, in practice, there was often a phased discharge of the
patient with shared care during a transition period;

•

The importance of improving the data quality indicators underpinning the
dashboard was emphasised;
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•

Concern was expressed at the proposal to charge new employees for the
cost of their Disclosure and Barring Service check. It was considered that this
would have a disproportionate impact on part-time staff on low salaries. The
Director of Human Resources commented that it was now common practice
for NHS trusts to charge for these checks. However, the Director of Human
Resources advised that, following further discussions, consideration was
being given to not requiring staff on Agenda for Change Band 1 to pay the
cost of the check;

•

Comment was made about the recent media coverage regarding staff having
to pay for parking at Poole Hospital. It was noted that this formed part of an
overall review of parking by Poole Hospital NHS Foundation Trust;
Clarification was sought as to the reasons for two patients being placed out of
area even though the PICU at St Ann’s Hospital was now open. The Chief
Operating Officer advised that the PICU was currently full. In these
circumstances, providing care outside of the County may be in the best
interests of the patient;

•

•

Disappointment was expressed at the decision of the Trust not to bid for the
substance misuse contract. The Chief Executive advised that careful
consideration had been given as to whether or not the Trust should submit a
bid. However, it had been recognised that, on the basis of previous
experience and knowledge of the marketplace, the clinically based nature of
the service offered by the Trust was not attractive to potential bidders;

•

Comment was made about the development of an Accountable Care System
in the County. It was considered that the Council of Governors would require
a briefing on this. The Chair undertook to take this forward.

766/17 Next Meeting
The Board noted that a special meeting of the Board would be held at 1pm on
Wednesday, 24 May 2017 at Sentinel House, Poole to approve the Annual Report
and Accounts 2016/17.
The next scheduled meeting of the Board would be held on Wednesday, 31 May
2017 at 1.00pm at Sentinel House, Poole.

Signed:

Date:

Andy Willis, Chair
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Agenda Item 4ii

Notes of the Board Workshop held at 9.30am on Wednesday 3 May 2017 at Sentinel
House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Andy Willis
Ron Shields
David Brook
Lynne Hunt
John McBride
Sarah Murray
Peter Rawlinson
Nick Yeo
Colin Hague
Fiona Haughey
Matthew Metcalfe
Nicola Plumb
Eugine Yafele

Chair
Chief Executive
Non-Executive Director
Non-Executive Director and Deputy Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Human Resources
Director of Nursing & Quality
Director of Finance and Strategic Development
Director of Organisational Development and Participation
Chief Operating Officer

In Attendance:
Keith Eales
Michelle Hopkins
Pete Dudgeon

Trust Secretary
Deputy Director of Safety, Improvement and Effectiveness
Ashridge Executive Education (for item 2)

Apologies:
Nick Kosky

1

Medical Director

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

2

Board Workshop Programme 2017/18
The Board discussed the purpose and content of the workshop programme for
2017/18.
With regard to the purpose of the programme, it was considered that it should be
utilised to underpin the effectiveness of the Board through:
•

providing Board members with space to exchange views, develop
understanding and discuss appropriate strategies and tactics in respect of key
strategic issues before decisions are reached at the Board;

•

providing the Executive with an informal forum to raise and brief the Board on
emerging issues of concern and sensitivity, to take soundings and to provide
the opportunity for Non-Executive input in advance of reports being submitted
to the Board;

•

providing Board Committees with an opportunity to raise matters where
appropriate assurances have not been obtained, prior to formal consideration
by the Board;

•

providing a forum for Board development.

With regard to the content of the programme, Board members identified a number of
strategic themes that were considered appropriate for workshop topics:
•

developing a common understanding in respect of strategic estates issues
and reviewing opportunities, priorities and and key areas for investment in
advance of Board decisions;

•

assessing the impact of planned and anticipated service reconfigurations and
emerging and changing commissioning intentions;

•

developing a broader and deeper understanding of Trust services, areas for
investment and disinvestment’ key linkages between services and pathways
and potential opportunities. It was recognised that developing an
understanding of services could be incorporated within the broader themed
sessions;

•

scenario planning in the light of the Clinical Services Review (CSR), the
outcome of the Parliamentary Election and other emerging and anticipated
events;

•

developing a three to five year financial plan for the Trust, which the Chair,
Chief Executive and Director of Finance & Strategic Development agreed to
discuss further;

•

reviewing the workforce strategy and priorities post the CSR.

The Chair and Trust Secretary undertook to develop the draft programme in the light
of the discussion.
3

Developing a Trust Improvement Methodology
The Director of Nursing & Quality, the Deputy Director of Safety, Improvement &
Effectiveness and Pete Dudgeon of Ashridge Executive Education gave a
presentation on developing a quality improvement approach in the Trust.
The presentation covered:
•

The outcome sought from the workshop in respect of agreeing a plan to
develop a corporate methodology and framework and supporting the financial
investment required;
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•

An overview of the key discussion areas, including the drivers for change,
action taken by the Trust, the proposed framework and the resources
required;

•

The key drivers for a corporate methodology, both locally and nationally;

•

The pyramid in place to support the Trust strategic goal of providing high
quality care, first time every time;

•

The action taken to date within the Trust;

•

The current position within the Trust;

•

Achieving improvement and the methodologies for supporting this;

•

The recommended QI methodology and the reasons underpinning the
recommendation to adopt the IHI approach;

•

The measures that the Trust would adopt to indicate the improvements made;

•

An overview of the IHI framework for safe, reliable and effective care;

•

Linking performance management and co-production;

•

The action required to build QI capacity and capability, with anticipated full
year costs of £184,000 in year 1, a further £195,000 in year 2 and additional
training support of £28,000 in year 1 and a further £36,000 in years 2/3;

•

The key milestones in 2017 and 2018.

Board members discussed the importance of adopting of a QI methodology to
support the continued development of the Trust. It was recognised that the
commitment and support of the Board to the implementation of the agreed approach
would be key.
Careful messaging would also be required to secure the appropriate level of
engagement of staff to the programme. In particular, the importance of ensuring that
it was not seen as a savings driven initiative would be key. Incentivising staff
involvement in some way, through events similar to the Dragon’s Den, could be
beneficial.
With regard to expenditure in 2017/18, it was anticipated that this would be
approximately £100,000 (rather than the full year cost of £184,000). The Director of
Nursing & Quality advised that, following review with the Director of Finance &
Strategic Development, it was anticipated that this cost could be met from the redirection of existing budgeted resources.
It was recognised that the financial benefits of implementing the programme might
not be readily attributable to specific budgets, necessarily cash-releasing or captured
through a specific cost improvement programme heading. The experience of other
programmes was that there would be a return on the investment made as well as
productivity benefits.

3

It was concluded that the next stage would be the submission of a report to the Board
which would:
•
•
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recommend the adoption of a QI methodology to underpin the quality agenda
in the Trust
recommend the adoption of the IHI methodology and the reasons for this;

•

set out the overall anticipated programme costs and profile, the funding
required in 2017/18 and where this would be provided from (including the
opportunity cost) and seeking approval of the Board to recurrently funding
the programme;

•

set out key milestones and the anticipated outcomes from the adoption of the
programme, including areas in which clinical quality benefits would be seen,
with six-monthly progress reports to the Board;

•

explain the likely exit costs should the programme not meet the anticipated
objectives;

•

explain how the QI programme would be integrated into the Board
Assurance Framework.

Recruitment of a Non-Executive Director
The Chair, Non-Executive Directors, Chief Executive and Director of Human
Resources discussed the preferred skills and background of the Non-Executive
Director recruited to replace John Hughes.
The Director of Human Resources advised that the Non-Executive Director skills
audit had been distributed, and invited updates to the content.
It was recognised that the existing team of Non-Executive Directors in position
provided a broad range of skills which had contributed significantly to the
development of the Trust in recent years. The team offered a number of the key skills
which would support the continued development of the Trust.
Given this, the Trust had the opportunity to invite applications from candidates from a
range of, rather than one specific, backgrounds. Within this broad approach, it was
considered that potential backgrounds or skills that could be of benefit to the Trust
could include:
•

Clinical knowledge and expertise to support the clinical assurance process
and strategy development. This could include GP’s or candidates with lived
experience;

•

An understanding of workforce strategy, issues and challenges;

•

A background in organisational and service transformation;

•

A service user perspective, perhaps with a background in the third sector.

Board members emphasised the importance of the appointment contributing to the
diversity of the Board, particularly in respect of the gender balance.
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The Chair undertook to take forward the approach discussed with the Council of
Governors Nominations & Remuneration Committee.
Signed:

Date:
Andy Willis, Chair
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Agenda Item 5

Matters Arising
Part 1 Board Meeting 31 May 2017

Minute
754/17

755/17

Topic
Integrated
Dashboard

Finance
Report

Action
The Board noted that there were two NHSI indicators that the
Trust was not complaint with- people with a first episode of
psychosis beginning treatment with a NICE recommended
package of care within two weeks of referral and paediatric
audiology. Further information on the anticipated date of
compliance would be submitted to the May Board meeting

Lead
EY

Deadline Response
May
Update to be provided
2017
at the Board meeting

It was agreed that the narrative provided by the Medical
Director would form part of the dashboard submitted to future
meetings.

NK

May
Completed-included in
2017 and the dashboard.
onwards

The Board

MM

May
2017

(a) agreed that the report to the next meeting would
incorporate;
•

exceptions in respect of agency
expenditure;

•

a risk assessment of compliance with the
Trust trajectory for reducing agency
expenditure.
1

Update to be provided
at the Board meeting.

Agenda Item 5

(b) requested further information on the benefits to date from
the opening of the PICU compared to those anticipated in
the original investment case and also the planned
expenditure in out of area costs in 2017/18;
(c) agreed that the report to the next meeting would include
an overview of the CIP programme for 2017/18, a
trajectory for the year and a risk assessment of each
scheme in the programme;
(e) agreed that assurance would be provided through the
finance report of QIA completion compared to plan.
758/17

Transformation The Board agreed
Programme
(a) to establish a Board level task and finish group would be
established to develop the vision for the programme and
to refine themes and milestones;

NP

Now
June
2017

FH

May
Verbal update on
2017 and CQC activity on the
onwards agenda alongside the
progress report

(b) that a further report be made to the Board in May setting
out key projects and milestones for year one of the plan.
759/17

CQC Quality
Improvement
Plan

An initial meeting of
the group has been
held. The outcome of
the deliberations will
be submitted to the
June Board workshop
for discussion.

The Board agreed that:
(a) future reports to the Board would provide assurance in
respect of both the implementation of the action plan
and the preparations for the anticipated CQC inspection;
2
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against actions.

764/17

Review of the
Meeting

(b) the Mental Health Legislation Assurance Committee
would undertake a review of Mental Capacity Act training
in the Trust;

FH

(c) the Chair, Chief Executive and Trust Secretary would
discuss the timing of a Board workshop on the actions
required to achieve an overall rating of outstanding for
the Trust.

AW

January
2018

May
2017

Reviewed at the April
2017 meeting. Six
month review to
January 2018
meeting.
Completed-draft
Board workshop
programme
distributed to Board
Directors.

The Board agreed:
(a) There was a need for more in-depth assurance to be
provided in respect of some indicators on the dashboard,
which would be provided through the narrative and
executive summary.

NK

May
2017

Completed-included in
the dashboard.

(b) The information in respect of the benefits review of the
PICU would be reported to the Board. More broadly, it
was considered that a more structured approach to postimplementation review of projects should be developed.
The Chair undertook to discuss this with the Director of
Finance & Strategic Development;

MM

May
2017

See below for briefing
note on PICU. Initial
meeting between the
Chair and Director of
Finance & Strategic
Development planned
for 24 May.
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765/17

Questions
from
Governors

(c) Where matters had been discussed at a Committee
before presentation to the Board, the views of the
Committee should be included in the relevant report. The
Trust Secretary undertook to take this forward;

KE

May
2017

Completed-revised
Board report template
issued.

(d) There remained scope to develop the unitary nature of
the Board. The Chair undertook to discuss this with the
Chief Executive and incorporate this in the Board
development programme;

AW/
RS

May
2017

Completed-draft
Board workshop
programme
distributed to Board
Directors.

(e) Reports submitted to the meeting were too long and there
was scope to improve the quality of many. Further advice
would be given to authors and a revised Board template
issued.

KE

May
2017

Completed-revised
Board report template
issued.

Comment was made about the development of an
accountable care system in the County. It was considered
that the Council of Governors would require a briefing on this.
The Chair undertook to take this forward.

AW

May
2017

Completed-included in
the programme for the
June 2017 awayday.

Briefing Note re PICU Investment
The opening of additional PICU beds was planned for 1 October 2016. In the event, the unit opened on 6 January 2017. The extension in
timetable resulted from unforeseen ground conditions, hidden asbestos, additional plumbing and electrical works as well as more frequent
stoppages to accommodate patients as a result of the awkward location of the development. The £2.9m cost of the project exceeded the
original planned envelope of £1.6m as a result.
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The extension of Haven ward incorporates five PICU beds for female patients, one additional PICU bed for males and a de-escalation suite for
females as planned. The beds have been well occupied during the months since opening as expected. This has improved the inpatient
experience for both the patients concerned and their friends and families and has undoubtedly contributed to improved recovery as patients
are closer to home and feel less isolated.
The proposal for the PICU development sought to bring the average number of patients in out of area beds down to four and to save £0.47m
per quarter. In the first full quarter since the beds opened beds have reduced from an average of 10.5 to 7 and costs reduced by £0.36m.
Whilst the full benefits in terms of reduced OOA patients and costs do not yet demonstrate the full extent of the reduction anticipated, demand
for the service is volatile and reflects the need for further beds to allow a reduction in bed occupancy levels. Additional cost reductions will
materialise as permanent staff are recruited, and the early reliance on agency staff is reduced.

Keith Eales
Trust Secretary
May 2017
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Board Briefing
Part 1 Board Meeting 31 May 2017
Lead Director

Ron Shields, Chief Executive

Purpose of Report

To brief the Board on national and local matters of interest.

Executive Summary
This briefing provides Directors with information on a number of national and local topics
that will be of interest to Board members. It is intended to supplement the verbal report from
the Chief Executive.

Recommendation/
Consideration by Board
Committee or Executive
Group

None

Recommendation

The Board is asked to note the report.

1

1.

Background

1.1

This report sets out briefing information for Board members on national and local
topics of interest.
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National Topics of Interest
Cyber Attack

2.1

On Friday 12 May malicious software attacked computers in a global ransomware
attack that quickly spread and affected a number of NHS Trusts across the country.

2.2

At around 2pm on 12 May the virus was discovered on two Trust machines in
Wimborne, and just after 4pm IT services received an alert regarding machines in
Moordown Clinic. As a preventative measure Trust computers were shut down
remotely at around 7pm.

2.3

All services returned to usual the following morning with the exception of Moordown
Clinic and Radiology Services in Wimborne, Swanage and Yeatman. Moordown Clinic
was able to continue seeing patients. However, Radiology services were suspended in
all three sites until Wednesday 17 May.

2.4

A total of nine desktop computers were infected; seven in Moordown Clinic and two in
Wimborne Radiology Department.

2.5

Patients were telephoned and given a choice to either postpone their appointment or
attend a different site. In total 42 patients agreed to attend a different site and 76
patients chose to have their appointments rescheduled. All patients that were rescheduled were seen by Monday 22 May and no appointments will breach the six
week diagnostic target.

2.6

The IT team continue to act on IT security recommendations as they are received to
ensure maximum protection against future attacks.
Commencement of the Case Review Process by the National Guardian’s Office

2.7

The Freedom to Speak Up National Guardian’s Office will be commencing its case
review process in June of this year. This will involve the Office looking into cases
referred to it where it appears that there is evidence that a Trust has not appropriately
responded to a concern raised by its staff.

2.8

A case review will consider how a speaking up matter was handled and to make
recommendations where this did not meet good practice. The central focus is learning
rather than blaming. A case review will not look into the merits of the original concern
raised.

2.9

The process will run for an initial 12 month period.
Community Service Spending by Non-NHS Providers

2.10 Publicity has been given to a recent study which has suggested that non-NHS
providers now accounts for 47% (in excess of £10bn) of spending on community
services. Private providers now hold 40% of contracts.

2

3

Local Topics of Interest
Accountable Care System (ACS): Dorset Sustainability and Transformation
Partnership (STP) Submission

3.1

A formal expression of interest has been made for the Dorset STP, encompassing all
health providers, Dorset Clinical Commissioning Group and the local authorities, to
become and ACS.

3.2

The application emphasises that becoming an ACs will enable the Partnership to
accelerate improvements in delivery through:

3.3

•

further strengthening shared governance and leadership arrangements;

•

consistently working to Dorset-wide (STP) strategy and priorities, overcoming
organisational barriers;

•

having a single NHS financial control target and aggregate performance
standards that enable the system to be seen as the prism through which we are
held to account by regulators;

•

facilitating the re-shaping of resource across sectors;

•

accelerating the development of further shared services across Dorset;

•

enabling a more consistent approach by acute and community providers, in
integrating with primary care;

•

enabling the alignment between strategic planning and operational delivery
processes.

The ACS will ‘provide the opportunity to promote service integration through a shared
population based budget, formed on local geography with joint commissioning and coproduction of provider solutions, which will lead to enhanced outcomes and better
performance’.
New Models of Care for CAMHS

3.4

The Trust has submitted, in partnership with public and third sector providers, a wave
two application in respect of new models of care for the CAMHS service.
Staff Survey Update

3.5

The Board received a summary of the 2016 Staff Survey results at the March meeting.

3.6

Survey respondents gave 355 anonymised free text comments. These comments
(representing views of 13% of respondents) have now been analysed and provide
some additional insight into how our staff feel.

3.7

The main themes were:
•

Working beyond pay, and banding. Administrative staff appeared the most vocal
in highlighting a ‘disparity of the same roles attracting a different grade’ with many
stating they had worked in excess of contracted hours and beyond their banding;
3

•

Health and Wellbeing – stress and sickness/absence. ‘Feeling consumed by
clinical versus systems entry’, ‘data versus care’ at the bedside, ‘targets versus
clinical care’ and the increasing amount of ‘bureaucracy and duplication’ all
feature as stressors. A sense of injustice was expressed by some where
sickness/absence is not properly managed:

•

Harassment and bullying. Comments reveal a culture of bullying in some areas.
These are in contrast however, to many who talked of working in a ‘happy and
thriving environment’;

•

The organisation, feeling valued, job satisfaction. The reputation of Dorset
HealthCare as a place to work and its influence on job satisfaction is an overall
positive. However feelings of being ‘unappreciated’, ‘undervalued and
demoralised’ were expressed in many comments;

•

Career progression. Perception of opportunities for career progression varied
across locations and groups. Some cite instances of ‘clear favouritism’ in
situations where backfill and acting up posts were required;

•

Managers. Managers were applauded for ways in which they create and lead
teams with staff complimenting managers who ‘liaise well’ are ‘brilliant’ and ‘listen
to their staff’. In contrast many felt there were too many managers;

•

Senior managers. The visibility and role of senior managers and the board
featured regularly. Feedback suggests a ‘disconnect’ between senior managers
and frontline staff.

3.8

The Staff Survey results have been presented at a number of groups for review and for
actions to be identified. In addition, specific reports have been produced for discussion
and action planning at each of the directorate-level management meetings. Most
locality or specialist service areas have received local survey reports.

3.9

Key actions being implemented include
•
•
•
•
•
•
•
•
•

Holding local team leader workshops
Guidance and support is being developed to indicate career pathway options
Setting out leadership pathways
Developing team development programmes and talent management
Developing a handbook / toolkit for new and existing line managers
Relaunching the Behaviours Framework
The speak up guardian and associates are now in place
The co-production with staff of a health and wellbeing strategy
Reviewing how better to support staff with disabilites

Medical Locum Reduction Target 2017/18
3.10 Notification has been received from NHS Improvement that a savings target of
£337,000 in medical locum expenditure has been set for the Trust. This is part of the
national target to achieve savings of £150m in medical locum expenditure on 2017/18.
3.11 The transfer of the prison healthcare contracts to Care UK at the end of 2016/17 will
make a significant contribution to the achievement of this target.
4

Learning at Work Week
3.12 As part of Learning at Work Week, a national initiative, led by the Campaign for
Learning, the Trust promoted services by way of the ‘Curious and Creative’ event held
at Hamworthy Social Club, Wimborne on Wednesday 17 May. Around 140 Trust staff
attended the Alice in Wonderland themed day, which proved to be a fun way to
encourage them to explore their learning needs and get a taste of what the Trust has
to offer.
3.13 This event enabled the Trust to showcase its varied services to all staff. Approximately
40 services were represented including Learning & Development, Clinical Systems,
HR, Estates, Smoke Stop and Equality & Diversity. As well as Trust services, we had
attendance from some external partners including Bournemouth University, Health
Education England (Wessex) and Thames Valley and Wessex Leadership Academy.
3.14 Initial feedback has indicated this event was a success. Services indicated that this
was a useful opportunity to network with others and the variety of representation was
greatly valued. Staff expressed their appreciation of the creative stands, competitions
and interactive activities which enhanced their enjoyment of the day. Similar events will
be held in the future.
4

Recommendation

4.1

The Board is recommended to note the report.

Keith Eales
Trust Secretary
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Trust Board Integrated Corporate Dashboard April 2017
Part 1 Board Meeting 31 May 2017
Lead Director
Purpose of Report

Nick Kosky, Medical Director; Fiona Haughey, Director of
Nursing and Quality
•

•

To provide the Executive Performance and Corporate
Risk Group with insight into, and foresight concerning
Trust performance
Support effective decision making, highlighting areas of
exception and good practice.

Executive Summary
Presented for the first time in this report is a reflective narrative using soft intelligence to
provide context, and derive meaning, where possible, from data contained within this report.
This month also introduces a revised dashboard with an updated set of indicators and reassessed data quality ratings.
The first overarching theme based on this set of data, and previous sets, to consider is our
approach to risk assessment. With regard to falls and pressure ulcers, we have set targets
for assessment that we meet – but falls and avoidable pressure ulcers continue to rise. Is
this an example of Goodhart’s law? (Once a measure becomes a target, it ceases to be a
useful measure). Have we put aside a holistic consideration of the person in front of us and
an appreciation of the dynamic nature of risk in exchange for a simplistic approach to
demonstrating good care? Is this also true in mental health? How do we know? With 22 out
of a total of 24 Duty of Candour reports relating to avoidable pressure ulcers it could be
concluded we are good at acknowledging when things don’t go well; however, how good
are we at recognising and stopping these problems in the first place?
The second theme is how to make improvements in practice sustainable. We have seen
where there is focused senior management attention, things can, and do improve. Crisis
response services (as judged by the recent McAllion review), mandatory training and
appraisals (although there is slight drop this month) and clinical supervision all demonstrate
this. We are a year into a new data collection process for clinical supervision and a steady
increase is being seen with focus maintained on having a high quality conversation. The
investment of significant time and resources to rollout the new Friends and Family system
has seen a marked increase in response and nearly everyone who has responded to the
Friends and Family test has recommended us. It is encouraging to see that even with a
dramatic increase in feedback we have sustained a very high rate of recommendations. The
proposed changes to strengthen clinical leadership and the move to a trust wide quality
improvement methodology with the associated training, staff development and cultural reset
should all contribute to embedding sustainable improvement.
The board should note that we have experienced a number of significant events on our

mental health wards alongside an increase in CQC activity with unannounced visits to two
wards (Tywnham in February and Chine in March). As a result St Ann’s Hospital has come
into focus for the CQC under their intelligent monitoring process. All actions are being taken
in response to the outcomes of these visits and events.
The loss of prison healthcare contracts means in future we are likely to see a change in the
pattern of complaints being reported, and the pattern of reports on safety indicators such as
violence, aggression, medicines errors and deaths in custody will change.
There have been end of year challenges with CQUINs and there are a number of areas
where we did not meet the bar. Meeting the 75% target for flu vaccination is one area.
Conversations with commissioners regarding how we can do things differently, adopting an
earlier and more proactive approach, are in progress.
Finally, in line with our strategic goal to become a learning organisation, we are striving to
increase our research activity and showcase good practice. Plans are in progress to
commence clinical trials in the near future and opportunities to highlight good practice are
being explored, as outlined in this month’s Memory Assessment Service good practice
report. A new relationship with Bournemouth University and corporate services is being
developed.
Recommendation/
Consideration by Board
Committee or Executive
Group
Recommendation

The Board is asked to Note the report and actions planned.
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1. Executive Report
All metrics can be seen in the overview dashboard on page 5. A new style dashboard is included this
month which contains a number of new and revised metrics. Where applicable national or contractual
thresholds are included or when locally set they have been calculated to flag as ‘red’ when the figure
for the month is particularly exceptional.
The Data Quality Steering Group has reassessed indicators which were not part of the previous Data
Quality Priority Plan and some indicators have been updated.
This report focuses mainly on metrics associated with infection prevention and control, pressure ulcers
and patient experience. The Q4 CQUIN report is also included.
Page
•

•

Are we Safe?

•

•
•
•
•
•
•
•

Infection Prevention and Control – to bring the 2016/17 financial year to a
close, the last case in 2016/17 was in February bringing the total number of
cases for the year to 14 against a threshold of 12. There were 11 cases with
lapses in care identified for that year. Two of the cases (October and
November 2016) were relapses.
There have been no cases of Clostridium difficile in April, however there were
two outbreaks of Norovirus, at Yeatman Hospital and St Leonard’s Hospital.
There has also been one other significant health care associated infection at
Yeatman Hospital with a patient having been identified with Group A
Streptococcus bacteraemia. Good communication networks with local acute
hospitals can assist in the early detection of infections such as Norovirus.
Avoidable pressure ulcers - the number of avoidable pressure ulcers
identified over the last three months was 17 against a threshold of 9. A number
of themes have been identified during review including lack of regular skin
inspections; frequency of checks not being increased when required; and care
plans not being personalised. The Root Cause Analysis (RCA) Process is
changing. All Grade 3 pressure ulcers acquired in care will be reviewed by the
Band 7 Manager/Team Lead by completing a questionnaire. Any pressure
ulcers deemed unavoidable will have learning identified and be shared at
team/locality meetings and any deemed potentially avoidable will progress to a
full RCA. The RCA Panel will audit 20% of questionnaires each month.
Mandatory training – the percentage has fallen to just below the 95%
threshold at 94.2% in April having been above the threshold since July 2017.
This metric is next due to be reported in more detail in July.
Changes to ‘Are we Safe’ metrics
Violent Incidents – patient on patient now includes sexual assaults as well as
physical assaults in hospital
Violent Incidents – patient on staff now includes sexual assaults as well as
physical assaults and includes staff in all settings not just inpatient areas
Falls on inpatient wards per 1,000 occupied bed days – the number and rate of
incidents is included
Clostridium difficile with lapses in care identified – new metric
Other significant healthcare associated infections – number of patients affected
and number of bed days lost - new metrics
% Bed occupancy rate community hospital wards – new metric
% Bed occupancy rate mental health wards – new metric
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Braden risk assessments (for pressure ulcers) – compliance with timely
assessment of patients admitted to hospital is consistently over 95% (between
96.8% and 97.6% over the last three months). It is noted that a new
assessment tool is being introduced from June 2017.
Malnutrition Universal Screening Tool (MUST) risk assessments compliance with timely assessment of patients admitted to hospital is
consistently over 95% (between 97.5% and 97.8% over the last three months).
% patients with delayed transfers physical health – the percentage of
patients delayed in community hospitals remains above the contractually set
threshold of 7.5% at 16.7% in April 2017. Work is ongoing with plans to meet
the threshold by the end of the financial year. This metric is next due to be
reported in more detail in July.
Up to date care plans in place for all patients on CPA – compliance
remains below 95% at 85.7% in April.
Risk Assessments updated in previous 12 months – compliance remains
below 95% at 88.2% in April. As previously reported a new case record review
tool aims to improve clinical assurance for risk assessments and care plans
through audit. This may negate the need to report care plans and risk
assessments separately, instead forming part of an overarching indicator for
CPA 12 month review. This metric is next due to be reported in more detail in
July when initial results of the audit of case record review tools will be
available.
Appraisals – the percentage of appraisals completed within the last 13
months is just under the 95% threshold at 94.9%. This is a slight drop in
compliance compared to March (95.4%). This metric is next due to be reported
in more detail in July.
Clinical Supervision – data on compliance is provided every 6 months. When
last reported in March 2017 compliance was under the 95% threshold at
77.7%. Clinical staff are expected to record at least two sessions of clinical
supervision every 6 months (April to September and October to March). This
metric is next due to be reported in more detail in October.
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Changes to ‘Are we Effective’ metrics
MUST risk assessment – new metric
Friends and Family Test response rate - the response rate in April 2017 has
risen to 36% having been on average at approximately 12% during the last
financial year (April 2016 to March 2017). The patient experience team has
been undertaking on-site training with services to implement a new patient
experience IT system, gather, which went live on 1 April 2017.
Friends and Family Test recommended - The percentage of people who
would recommend the service Trust wide was very high at 99% in April 2017.
Patients involved in their care – in April 2017, 92% of respondents stated
they were informed and involved as much as they wanted to be in decisions
about their care and treatment. The metric has been below the 95% threshold
since January 2017. Healthwatch are continuing to review the effectiveness of
how the Trust collects and acts on patient / public and carer feedback. Phase1
is due to finish at the end of May and Phase 2 is due to start in June and will
include in-depth interviews with teams around participation and patient
experience and using feedback to inform service developments.
Operational Efficiency – two metrics are ‘red’ this month: Capital Expenditure
and Cost Improvement Programme (CIP). These are covered in a separate
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Complaints - the number of complaints received over the past three months
was 108 (37 in February, 39 in March and 32 in April).There are currently 4
complaints with the Parliamentary and Health Service Ombudsman.
Compliments - there were 709 compliments in April, which is higher than the
average (649) over the previous 12 months.
Duty of candour - 24 incidents met the requirements for duty of candour
between February and April 2017. 22 of these related to pressure ulcers, 1
related to a fall and 1 to an unexpected death of a mental health community
patient. There has been a steady increase in the number over the past year for
the Trust. The CCG has invited representatives from local provider
organisations to attend a one off task and finish group to agree a consistent
approach to duty of candour.

14

15
16

Changes to ‘Are we Responsive’ metrics
Out of area placements adults and out of area placements children – new
metrics
Number of complaints with Ombudsman involvement - new metric

•

The National Institute of Health Research (NIHR) Clinical Research Network
Wessex Awards Ceremony was held on 14 March, 2017 in Southampton.
Dorset HealthCare’s Memory Assessment Service was shortlisted as a
contender in the ‘Outstanding Engagement in a Clinical Team’ section and was
awarded a certificate as runner-up in this category.

17

•

CQUINs Q4 - there were 14 CQUIN schemes for 2016/17 with a total financial
value of £4,760k. The financial risk to the Trust remains at £648k, which
equates to 50% achievement against schemes rated Red or Amber. The final
agreed outturn will not be known for some time. One scheme, Improving
Uptake of Flu Vaccinations, remained rated as Red to reflect the shortfall
against the national 75% target. Discussions are taking place between the
Director of Nursing and Quality and the CCG regarding actions that have been
taken and progress made towards the target. Three schemes remained RAGrated Amber to reflect issues with schemes that have a decreased confidence
in compliance against targets. The remaining 10 schemes have either
delivered as plan or are expected to achieve target.

19

•

The national return on inpatient staffing fill rates for April is included. The
overall fill rates are in line with last month. A detailed monthly staffing report is
next due to be presented to the Executive Quality and Clinical Risk Group in
June 2017.

22

Areas of Good
Practice

CQUINs

Inpatient
Nursing
Staffing

Changes to ‘Are we Well Led’ metrics
Sickness – now includes monthly figure as well as 12 month rolling average.
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2.1

Board Dashboard – Quality Metrics (Month 1 - April 2017)

Metric

In Month

YTD

Threshold

Current
Status

Trend
6 mths

Forecast
within
threshold

Data
Quality

Metric

In Month

Are We Safe?

Threshold

Current
Status

-

-

Trend
6 mths

Forecast
within
threshold

Data
Quality

Are we Caring?

Patient Experience

Patient Satisfaction

Patients not feeling safe in our inpatient wards
(number of responses)

<=15

3

3

147

147

6

6

-

38

38

<=39

H

53

53

<=60

H

5.4

5.4

<=6.6

72

72

6

6

0

0

0

M

Incidents (number of)

PSIs Excludes falls/pressure ulcers & all no/low harm
Violent incidents - Patient on Patient in hospital
Violent Incidents - Patient on Staff all settings
Falls on inpatient wards per 1,000 OBD
(number of falls)
Prone Restraint
C difficile cases
C difficile cases with lapses in care identified
Other Significant HCAI – number of patients affected
Other Significant HCAI – number of bed days lost
Avoidable pressure ulcers (Grade 3 and above)
% Bed occupancy rate community hospital wards
% Bed occupancy rate mental health wards

H

-

Mandatory training completed

FFT - Response Rate (hospitals)
(number of responses)
FFT - % Recommended
(total responses)
Patients involved in their care?
Vacancy rate
Sickness rates (YTD = 12 month rolling average)

<=17

H

Organisational Development

<=1

H

0

<=1

H

18

18

-

-

-

H

144

144

-

-

-

H

(Staff FFT) place of treatment
(total responses)
(Staff FFT) place of work
(total responses)

<=3

H

Operational Efficiency

-

-

H

91%

91%

-

-

M

Cash Balance
Capital Expenditure
CIP Performance
YTD Variance (Fav)/Adv
NHSI Single Oversight Framework - Segment

Are We Effective?
4.4%

4.4%

<=8.6%

M

Patient Access

5.1%

5.1%

<=7.5%

H

16.7%

16.7% <=7.5%

H

Out of area placements - adults
Out of area placements - children

Assessments

Up to date care plans in place for all patients on CPA
Risk Assessments updated in previous 12 months
Falls Assessment within 24 hours
Venous Thromboembolism (VTE) risk assessment
Pressure ulcer risk assessments (Braden)
MUST risk assessment

99% >=95%
2968

92%

92%

>=95%

8.6%

8.6%

0-10%

H

3.3%

4.3% <=4.0%

H

M
M

>=79%

-

H

>=67%

-

H

£000

£000

27,632

-

£000
-

72

72

329

5,032

5,032

5,389

-

H

(3)

(3)

-

-

H

2

-

-

-

-

-

71

71

-

-

-

H

5

5

-

-

-

H

32

32

-

-

4

4

0

-

H

709

709

-

-

M

10

10

-

-

H

-

-

H

-

H

Are We Responsive?

Patient Experience

Readmission within 28 days to mental health wards
% of Bed days with delayed transfers mental health
% patients with delayed transfers physical health

99%

(510)

3

H

M

2968

Q4 68%

82%

-

85

(510)

3

94.2% >=95%

36%

85

Q4 79%

82%

94.2%

36%

Are We Well Led?

H

Workforce

Patient Experience
85.7%

85.7% >=95%

M

88.2%

88.2% >=95%

M

97.5%

97.5% >=95%

M

97.6%

97.6% >=95%

H

97.5%

97.5% >=95%

M

97.7%

97.7% >=95%

H

Workforce

Completed Appraisals last year
Clinical supervision according to Trust policy
(6 monthly)

YTD

94.9%

94.9% >=95%

77.7%

77.7% >=95%

Mar

-

-

H
H

Number of complaints
Number of complaints with Ombudsman involvement
Number of compliments
Duty of Candour

H

Legend / Key (additional details overleaf)
Current status

Data Quality

Achieving against Trustwide threshold this month
Underachieving against Trustwide threshold this month

High

H

Moderate

M

Low

L

Exception Report included this month

New/Updated Metric

5

Data Quality Discriptors

High. Data is captured electronically within an auditable system. Indicator has a full audit trail andboth internal and external audits can assure the data or identify any potential issues.
Moderate. Potential issues that could affect assurance of figures
Low. Data is reported with no easily discernible audit trail available or has data issues identified, data quality is unknown or individual numbers are small.
Data quality improvements are actively monitored via the Audit Committee
Unknown. New metric. Data quality is being assessed
Abbreviation Key

CAMHS - Child and Adolescent Mental Health Services

MUST - Malnutrition Universal Screening Tool

CIP - Cost Improvement Programme

NHSI - NHS Improvement

CPA - Care Programme Approach

OBD - Occupied Bed Days

FFT - Friends and Family Test

PSIs - Patient Safety Incidents

HCAI - Health Care Associated Infections

YTD - Year to date
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2.2

Board Dashboard – NHS Improvement Single Oversight Framework Indicators (Month 1 - April 2017)

Metric

In Month

Trend
6 mths

Metric

Are We Safe?

Quality indicators
Occurrence of any Never Event
NHS England/NHS Improvement Patient Safety Alerts
Outstanding
Admissions to adult facilities of patients who are
under 16 years old
CPA follow up - proportion of discharges from hospital
followed up within 7 days
Potential under-reporting of patients safety incidents

In Month

0
0

Maximum time of 18 weeks from point of referral to treatment
(RTT) in aggregate – patients on an incomplete pathway
Maximum 6-week wait for diagnostic procedures
Patients requiring acute care who received a gatekeeping
assessment by a crisis resolution and home treatment team in line
with best practice standards
People with a first episode of psychosis begin treatment with a

0
96.4%
477

Are We Caring?

NICE-recommended package of care within 2 weeks of referral (1)
47.1%
7.9%
Are We Well Led?

Quality indicators
Staff sickness (4)
Staff turnover
Executive team turnover
NHS Staff Survey (Annually)
Proportion of temporary staff
Aggressive cost reduction plans
Staff FFT % recommended care (Quarterly)

3.3%
8.8%
2 new Exec Directors

-

Next report due Feb-18

-

8.5%

-

£4.9m

-

79% Q3

-

Are We Responsive?

Quality indicators
Written complaints - rate [No. new complaints shown] (Quarterly)
CQC Community Survey
Community scores from FFT - % positive
CQC inpatient/mental health and community survey (Annually)
Mental health scores from FFT - % positive

Current
Status

Trend
6 mths

Are We Responsive?

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

Quality indicators
% clients in settled accommodation (5)
% clients in employment (5)

Threshold

108 Q4
Clarification awaited from NHSI

-

Ensure that cardio-metabolic assessment and treatment for people
with psychosis is delivered routinely in the following service areas:
a) inpatient wards (2)
b) Early intervention in psychosis services (2)
c) Community mental health services (people on CPA) (2)
Complete and valid submissions of metrics in the monthly MHSDS
submissions to NHS Digital · identifier metrics
Complete and valid submissions of metrics in the monthly MHSDS
submissions to NHS Digital · priority metrics (3)
IAPT / Talking Therapies
· proportion of people completing treatment who move to recovery
IAPT / Talking Therapies
· waiting time to begin treatment within 6 weeks
IAPT / Talking Therapies
· waiting time to begin treatment within 18 weeks

Reported by the local acute
providers

-

97.7%

>= 92%

99.9%

>=99%

100%

>=95%

62.5%

>=50%

TBC

>=90%

-

TBC

>=90%

-

TBC

>=65%

-

99.7%

>=95%
>=85%

55.3%

>=50%

82.01%

>=75%

99.6%

>=95%

98%
Next report due Jan-18
97%

-

Legend / Key (additional details overleaf)
Current status
Achieving against Trustwide threshold this month
Attention required
Underachieving against Trustwide threshold this month

7

Forecast
within
threshold

Abbreviation Key

CPA - Care Programme Approach
FFT - Friends and Family Test
IAPT - Improving Access to Psychological Therapies
MHSDS - Mental Health Health Services Data Set
Notes

The majority of the above indicators are extracted by NHS Improvement from existing returns submitted by the Trust to a variety of sources, rather than direct submissions to them. The above figures are reported for monitoring
purposes and may not reflect exactly the data that is reviewed by NHS Improvement. It is noted that the performance metrics have targets, however the quality indicators do not and are to be used by NHS Improvement to
supplement CQC information to identify where providers may need support under the theme of quality.
1 The EIS AWT indicator submission source is changing from UNIFY (NHS England) to MHSDS (NHS Digital) from April 2017. Compliance for April’s data from MHSDS will be available from June 2017 in line with their reporting
period. Therefore the reported position for the Board report is based on the UNIFY submission method. Guidance is awaited from NHS Digital on the calculation methodology.
2 The indicators related to cardio-metabolic assessments are linked to a national audit due for submission in Q4. Data has been submitted to the Royal College of Psychiatrists. Results expected back in May 2017, however have
not been received to date. It is one of this year's annual CQUIN requirements.It is not yet possible to determine the actual or anticipated compliance.
3 This metric comprises: Ethnicity, Employment status (for adults), School attendance (for CYP), Accommodation status, ICD10 coding. Guidance is awaited from NHS Digital on the calculation methodology.
4 Due to process differences NHS Digital figures, when published, will not match the figures reported above. Differences relate to absence paperwork not having been received when local reports are run.
5 The figures reported are an average of all 7 months submissions of the Mental Health Services Data Set (MHSDS) to date. The methodology matches those used in monthly submissions to our local authorities, although further
guidance on the calculation that NHS Improvement will use is awaited.
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2.3.1 Metric Progress Report Sheet: Healthcare Associated Infections (Clostridium difficile (CDI) and other significant infections)
Current metric status
The annual threshold for C difficile is 12, with monthly threshold of 1. There have been no cases in March or April. One patient was identified as having CDI in February bringing the annual total to 14 for 2016/17. Lapses in care
were identified in 11 cases.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?
Clostridium difficile cases (CDI)
Clostridium difficile cases and lapses in care
There have been no cases reported in April 2017.
15
Other significant healthcare associated infections
There have been 2 outbreaks of Norovirus in April. Beech Ward at Yeatman Hospital was affected from
31.03.17 to 18.04.17. 10 patients and 17 staff were symptomatic. The ward was restricted. 76 bed days were
lost as a result. Fayrewood Ward at St Leonards Hospital also had an outbreak of D&V from 04.04.17 to
18.04.17. 8 patients and 6 staff were symptomatic. 68 bed days were lost as a result of ward restriction.

10
5
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

2016-17 Cumulative C diff

2016-17 Cumulative Lapses

2017-18 Cumulative C diff

2017-18 Cumulative Lapses

Dec

Jan

Feb

Mar

Annual Threshold

Group A Streptococcus bacteraemia: A patient from Rowan Ward, Yeatman Hospital was transferred to Yeovil
District Hospital in April with deterioration. Blood cultures taken on admission indicated Group A Streptococcus.
The ward were informed by Public Health England. The Infection Prevention and Control (IPC) Team advised on
the management of patient contact as a precaution. No further cases confirmed.

The graph above shows the cumulative number of CDI cases and cumulative number of lapses in care per
financial year. There has been one case in the last 3 months, in February where lapses in care were identified.

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
Norovirus circulating in the community increases the likelihood of cases in our hospitals.

Quality improvement actions
Actions being taken and target dates.
Continued vigilance and monitoring of patients with diarrhoea and/or vomiting.

Good communication between health care providers, for example the Trust's Infection Prevention and Control
Team were advised by Yeovil District Hospital that they had wards closed due to Norovirus which was very
helpful in raising suspicion of patients reporting with symptoms.

Regular surveillance undertaken by the IPC team on patient with known or suspected infections. Cases followed
up.

Approved by:

Angela Powell
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2.3.2 Metric Progress Report Sheet: Avoidable pressure ulcers
Current metric status
The threshold for this metric is 3 per month.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?
This metric reports the number of pressure ulcers acquired in our care and deemed avoidable, by date of
reporting to the Trust's commissioners. When a patient acquires a pressure ulcer in care which is of a more
severe nature (grade 3 or above) a review is undertaken. It is agreed whether the care provided met agreed
practice and, if not, the pressure ulcer may be deemed avoidable. Pressure ulcers are a recognisable proxy
measure for the quality and safety of care patients receive and therefore standards of nursing care. They
represent a major burden of sickness and reduced quality of life for patients and create significant difficulties for
patients, their carers and families.

Avoidable pressure ulcers
10
8
6
4
2
0
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
Avoidable Pressure Ulcers

Threshold

Linear (Avoidable Pressure Ulcers)

The number of avoidable pressure ulcers identified over the last three months was 17 against a threshold of 9.

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
180 Pressure ulcers Grade 3 and above were reported during quarter 4. All these incidents are subject to a
review, these reviews can take a few weeks to complete and are reviewed by a Trust Panel.
The following themes have been identified
- regular skin inspections have not been offered / performed
frequency of SSKIN Bundle not being increased when early skin damage identified
- care plans not personalised
Team Leads/ Managers have identified that they are completing large numbers of RCA's which are deemed
avoidable at panel this is time consuming and reduces time to support teams with avoidable pressure ulcers
- Learning from incidents is being shared locally within teams but sharing of learning across localities is not
consistent

The Trust has a locally set threshold of 3 reported to commissioners per month. Reducing the number of
avoidable pressure ulcers is a work stream of the Trust's Sign up to Safety campaign.
2014/15 (Baseline)

2015/16

2016/17

Trajectory Inpatient

-

6

5

2017/18
4

Trajectory Community

-

37

29

21

Trajectory Total

-

43

34

25

Actual Inpatient

7

7

14

Actual Community

45

31

36

Actual Total

52

38

50

0

Quality improvement actions
Actions being taken and target dates.
The latest minutes from the Tissue Viability Steering Group
1.
Proposed change to the Root Cause Analysis (RCA) Process, all Grade 3 pressure ulcers acquired in care will be
reviewed by the Band 7 Manager/Team Lead by completing a questionnaire. Any pressure ulcers deemed
unavoidable will have learning identified and be shared at team/locality meetings any deemed potentially
avoidable will progress to a full RCA. The RCA Panel will audit 20% of questionnaires each month.
2. Updated Pressure Ulcer Prevention Leaflets are being distributed to all clinical teams.
3. The Tissue Viability Service is currently delivering training to clinical staff on a new pressure ulcer risk
assessment tool, Pressure Ulcer Risk Primary or Secondary Evaluation Tool (Purpose T) this is a new tool which
is applicable to all clinical settings within Dorset HealthCare.
4. CQUIN on Improving the Assessment of Wounds - task and finish group is being set up to redesign the wound
assessment chart.
5. Heel
Protector project - devices identified and guidance complete, currently being circulated to all community hospitals
with workshops being delivered in community hospitals early June.

Approved by:

Sharon Powell
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2.4.1 Metric Progress Report Sheet: Pressure ulcer and Malnutrition Universal Screening Tool (MUST) Risk Assessments
Current metric status Braden
Current metric status MUST
The threshold for both these metrics is 95%. Compliance is consistently above 95% for both these metrics.
The measure

Pressure ulcer and MUST risk assessments in hospital
100%
95%
90%

Background and context
Description of indicator and context. What does ‘good’ look like?
Patients assessed to be at risk of pressure ulcers and malnutrition on admission to hospital are included
together. The MUST assessment has been added for the first time for 2017/18. Both of these are important to
help in the prevention of pressure ulcers. They include patients admitted to community hospitals and older
people (65 years and older) admitted to mental health hospitals. The threshold of 95% of screening being carried
out within 4 hours of admission to hospital for pressure ulcers and 24 hours for malnutrition has been set by
Dorset Clinical Commissioning Group.
Trust staff should ensure that all relevant patients are screened and provided with advice and equipment to
prevent a pressure ulcer developing or deteriorating. Where necessary, specialist advice should be sought from
the Tissue Viability Service.

85%
80%
75%
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
Braden risk assessment (within 4 hours)

Threshold

MUST Risk Assessment (within 24 hours)

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
The Trust is able to report on the number of patients screened in a timely way in a hospital setting, however the
reporting for community patients is not currently possible. Due to the work carried out to raise awareness of the
importance of timely assessment, compliance with these metrics has been above threshold for the last year.

Quality improvement actions
Actions being taken and target dates.
Ward staff continue to receive monthly information on their compliance with risk assessments on admission,
which provides an opportunity to monitor their own performance and compare with others.
The Trust has been planning to move towards a single pressure ulcer risk assessment tool as currently a
different tool is used in the community to inpatient areas. A new tool has been identified and a plan in place to
implement.

Approved by:

Jane Elson
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2.5.1 Metric Progress Report Sheet: Patient Friends and Family Test (FFT)
Current metric status (Response rate hospitals)
There is no threshold for this metric. A new system for inputting FFT responses was implemented in April, with training provided to staff. This has resulted in an early increase in hospital response rates from 10% in March to
36% in April.
Current metric status (Percentage of patients recommending services)
The threshold for this metric is 95%. The percentage of people recommending services has continued to rise steadily throughout the quarter and is above the threshold for this metric.
The measures

% of people who would recommend services

Response rate
50%

100%

40%

95%

30%

90%

20%

85%

10%

80%
75%

0%
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
FFT Response rate

Linear (FFT Response rate)

Background and context
Description of indicator and context. What does ‘good’ look like?
Response Rate
This metric shows the percentage response rate from hospitals based on the number of patients who have been
discharged from hospital. Minor injury unit data are no longer included. Contacts from our community services
are not counted as there isn't an expectation that patients will be asked every time they are seen.

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
FFT - % recommend

Threshold

Linear (FFT - % recommend)

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
The new patient experience IT system, gather, went live on 1 April 2017. The patient experience team has been
undertaking on-site training with the wards and services who used handheld devices or who input their own data
on the previous IT system. This focus has seen a threefold increase in the response rate in April 2017.

The percentage of people who would recommend the service Trust wide has increased by 2.3% since March
2017. This figure is Trust wide including community and inpatient services.
Percentage Recommended
This metric shows the percentage of people responding 'extremely likely' or 'likely' to the question 'How likely are
you to recommend our services to friends and family if they needed similar care or treatment? Other possible
responses are 'neither likely nor unlikely', 'unlikely', 'extremely unlikely' or 'don't know'.

Quality improvement actions
Actions being taken and target dates.
Ward and Service Managers have all been given access to the gather system and are expected to review online where satisfaction rates are dropping. Eventually emailed reports will be received by all managers for display on
their Quality Boards.

Approved by: K Childerhouse/ C Southgate
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2.5.2 Metric Progress Report Sheet: Patients involved in their care
Current metric status
The threshold for this metric is 95%. In April 2017, 92% of respondents stated they were informed and involved as much as they wanted to be in decisions about their care and treatment.The metric has been below the 95%
threshold since January 2017.
The measure

Patients involved in their care
100%
95%

Background and context
Description of indicator and context. What does ‘good’ look like?
This metric includes all the results for the Were you informed and involved as much as you wanted to be in
decisions about your care and treatment? question. This is collected on questionnaires from people in hospital.
The threshold is a locally set threshold of >=95%.
The CQC describes the characteristics of good patient involvement as follows:
People are involved and encouraged to be partners in their care and in making decisions, with any support they
need. Staff spend time talking to people, or those close to them. They are communicated with and receive
information in a way that they can understand. People understand their care, treatment and condition. People
and staff work together to plan care and there is shared decision-making about care and treatment.

90%
85%
80%
75%
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
Patients involved in their care

Threshold

Linear (Patients involved in their care)

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
This metric is affected by staff not spending as much time as required in helping patients to make shared
decisions and ensuring that patients have the information they need to make decisions.
If patients are admitted to hospital in an acutely unwell state, it might not always be possible to make joint
decisions.

Quality improvement actions
Actions being taken and target dates.
Healthwatch are continuing to review the effectiveness of how the Trust collects and acts on patient / public and
carer feedback. Phase1 is due to finish at the end of May and Phase 2 is due to start in June and will include indepth interviews with teams around participation and patient experience and using feedback to inform service
developments.

Approved by: K Childerhouse/ C Southgate
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2.7.1 Metric Progress Report Sheet: Complaints and number of complaints with Ombudsman involvement
Current metric status
There is no threshold for this metric. The number of complaints received over the past three months was 108 (37 in February, 39 in March and 32 in April).There are currently 4 complaints with the Parliamentary and Health
Service Ombudsman.
The measure

Background and context
Description of indicator and context. What does ‘good’ look like?
During 2016/17 the Trust received 550 complaints, averaging 46 per month, which represents an overall
increase of 129 (30%) in the number of complaints received in 2015/16. Of the 550 complaints there were 6 that
were not directly related to patient care and involved Corporate Services.

Complaints
100
80

In 2016/17 7 complaints were referred to the Ombudsman and 1 was referred to the Local Government
Ombudsman.

60
40
20

2

1

4

2

2

5

3

2

2

2

3

4

4

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

Ombudsman involvement

Linear (Complaints)

The number of complaints received during February 2017 to April 2017 was 108, which was slightly lower than
the 115 received during November 2016 to January 2017. The majority of complaints in the period (19) related
to prison healthcare services and within prison healthcare most complaints were received for Channings Wood
(5).
1 complaint has recently been referred to the PHSO in respect of HMP Dartmoor.

The above graph shows the number of complaints received in the month with the number of complaints that the
Trust has been notified have been referred to the Parliamentary and Health Service Ombudsman (PHSO). This
includes new referrals as well as those outstanding.

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
The latest quarterly complaints report shows that the emerging theme continues to be ‘Access to Treatment and
Drugs’ (26), though Values and Behaviours’ (21) has received more complaints during quarter 4 (2016/17)
compared to 15 in quarter 3 (2016/17).

Quality improvement actions
Actions being taken and target dates.
A greater number of complaints continue to be dealt with locally by the relevant teams, rather than the central
complaints team. Improvements have been seen in both the number of complaints responded to locally and in
timescale in comparison to the same period 2 years ago. 86% responded to locally during 01/09/2016 to
28/02/17 in comparison to 53% for the same period in 2014/15.
80 complaints have been responded to throughout the quarter with an average response time of 9 days. The
shortest wait time for a response is 1 day and the longest wait for a response is 39 days.

Approved by: K Childerhouse/ C Southgate
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2.7.2 Metric Progress Report Sheet: Compliments
Current metric status
There is no threshold for this metric.There were 709 compliments in April, which is higher than the average (649) over the previous 12 months.
The measure
Background and context
Description of indicator and context. What does ‘good’ look like?
Compliments
There is no threshold for this metric. The number of compliments fluctuates every month. The Trust regularly
receives written and verbal compliments (expressions of appreciation) about the services we provide from
1,000
patients, carers and their families. These are regularly shared with staff through articles in monthly quality
800
matters newsletters and within the monthly quality reports.

600

Most compliments reflect patient and carers general satisfaction with the quality of care and their experiences of
our services. Some examples include:

400
200
0
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
Compliments

Linear (Compliments)

“Patient was very anxious and embarrassed about phoning the service but said "you have made me feel much
better about it all so thank you". Sexual Health
“Patient said thank you so much, nobody else managed to get bloods so easily and quickly. She was really
grateful and complimentary”. Community Matrons, Bournemouth East.
“Thank you so much for looking after our Dad, so well for so many months. It was a great comfort to us knowing
he was safe and properly cared for. He is now going back to his home which he is very much looking forward to,
but I know he will miss you all”. Broadwaters

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
This metric is affected by some Teams not being aware of the need to share their compliments with the Patient
Experience Team.
Where patients/carers are completing the Friends and Family Questionnaire teams may see a reduction in the
number of compliments received due to the option to include comments when responding to the Friends and
Family Test question.

Quality improvement actions
Actions being taken and target dates.
There was a slight delay in launching the compliments web-based system, which enables teams to input
compliments as they receive them. An extended pilot is being run throughout May with a launch of the system
Trust-wide throughout June 2017. In addition to the compliments web-based launch a new Customer Services
Dashboard will be made available via Ulysses. This will provide resources for staff on compliments, complaints
and PALS and enable easy access to forms to report compliments.
The Patient Experience Team continues to promote the recording and sharing of compliments during visits to
teams and via communiques in the Quality Matters newsletter and via the updated information published on the
intranet and website.

Approved by: K Childerhouse/ C Southgate
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2.7.3 Metric Progress Report Sheet: Duty of Candour
Current metric status
There is no threshold for this metric.
The measure

Duty of Candour
12
10
8
6
4
2
0
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
Duty of Candour

Linear (Duty of Candour)

Contributory factors
What affects this measure? What inhibits us achieving ‘good’? What helps or hinders?
24 incidents met the requirements for duty of candour between February and April 2017. 22 of these related to
pressure ulcers , 1 related to a fall and 1 to an unexpected death of a mental health community patient.

Background and context
Description of indicator and context. What does ‘good’ look like?
This metric shows the number of times that the duty of candour requirement is identified each month. Whether
duty of candour applies is considered as part of reviews of patient safety incidents resulting in a moderate or
higher level of harm. There is a delay between the incident occurring and the review being completed.
The Trust has a statutory duty to be open when things go wrong and this is regulated by the Care Quality
Commission. The Trust should ensure that it identifies all relevant incidents and inform any patients involved. The
requirements for communication with the person affected include:
• telling the relevant person, in person, as soon as reasonably practicable after becoming aware that a notifiable
safety incident has occurred, and provide support to them in relation to the incident.
• provide an account of the incident.
• offer an apology.
• follow up the apology by giving the same information in writing, and providing an update on the enquiries.

Quality improvement actions
Actions being taken and target dates.
Duty of candour training occurs on a monthly basis and is available to all trained staff.
Future plans include the delivering of training to individual teams where a need is recognised or requested by the
team.

The requirement for applying duty of candour is well understood and regularly considered as part of the panel
review processes of serious incidents. The timeliness of when these conversations are held and completion of the Patient Safety Advisor and Manager overseeing Pressure Ulcer work stream are attending the Band 7 meeting in
process in writing is not always achieved within the required timeframe. Out of 24 requests , as at 18/05/2017 11 order to define the current problems and address issues - June 2017
remain outstanding and have not met the standard for completion within the required timeframe. Exception
Patient Safety Team and Learning and Development are developing an animated duty of candour video, to be
reports are shared with locality managers.
available to all staff on the intranet site, DORIS - June 2017
Feedback from team leads and senior sisters relates to staff not feeling confident to have duty of candour
conversations.
The CCG have reported that there are inconsistencies in how compliance with the duty of candour requirements
are applied across health providers and the CCG are reviewing how duty of candour is being reported to the
Governing Body. Representatives from each provider organisation have been invited to attend a one off task and
finish group to agree a consistent approach.

Approved by:

Michelle Hopkins
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3.1. Areas of Good Practice - Are we effective?
People's care, treatment and support achieve good outcomes, promote a good quality of life and is based on the best available evidence
To give people who suffer from Dementia the opportunity to be involved in Research.
What is driving the success? What are the contributory factors?
Memory Assessment Staff are very keen to promote an awareness of Research
and offer this to people who are interested. People decide to take part in clinical
trials for a range of reasons. Some people are thinking mainly about their own
condition and what the latest discoveries are; while others want to be doing
“something for the future generations” All those we offered the opportunity to take
part in Research have a diagnosis of Dementia. For many, the hope of personal
health benefit was their main reason for taking part. This might include getting a
new drug or treatment.
The Memory Assessment Service includes Nurses, Doctors and an Occupational
Therapist.
We were involved in a pilot (in 1 area) for people to be involved in Tai-Chi
classes, which was looking at mobility and if it is beneficial to people with
Dementia.
Following this we were then involved with a larger Study which is sponsored by
Southern Health and is Managed by Bournemouth University. This is across
various locations.

What lessons can be shared and how is this planned?

•
•
•
•
•

•

Staff discuss weekly in the team meeting how many people have been
approached about Research in the Diagnostic appointments and Nurse
Follow up appointments.
Team Leader keeps a tracking log and forwards Consent to Research &
Development Team.
Team leader maintains working relationship with R & D dept. in order to
know how the trials are progressing and if we need to do anything better.
This builds a proactive and forward thinking team.
Team have suggested ways to capture and give opportunities to other
people who are not under the care of MAS.
Service Users and their relatives or carers have an interest in gaining
information about research trials and are often willing to participate if they
are offered.
Staff members were willing to participate in promoting research and feel
this may benefit service users especially if there are only currently limited
treatments available for the health issue the service user is living with.

Currently we have supported the Occupational Therapist to spend 1 day a week
doing a Research trial called VALID (Valuing Active Life in Dementia) which is
done in partnership with other Trusts across the UK. This has enabled her to get
involved in an aspect of care she is very passionate about.
I am very proud of the Memory Assessment Staff for embracing this and adding
this to their increasingly busy workload. For taking on this role of identifying and
discussing research with people to give them the opportunity to be involved. The
Tai Chi study is being now extended to the West of the county and the pan
Dorset Memory Assessment Service remains engaged with recruitment for this.
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At a recent event the Memory assessment Service were nominated and came
Runner Up for the Engagement category at the National Institute for Health
Research, CRN Wessex Awards. - Nomination by Dr Ciarán Newell (Consultant
Nurse Eating Disorders/ Facilitator Research and Development):I wish to nominate the Memory Assessment Service (MAS) of the Trust for the
outstanding engagement of a clinical team in research. The MAS have
demonstrated not only an openesss to engage in research, they have supported
senior staff to have time to act as principal investiagtor for portfolio trial, TaCIT
and another senior member of staff to be trained to deliver the intervention in the
VALID study, enabling the Trust to participate in both.The MAS team has
reviewed their referral processes to ensure research can be shared with patients
and carers and have engaged with the R&D team in developing a ‘consent to
contact form for research’ which is given to all patients to facilitate partiocipation.
They have worked across team boundaries to maximise opportunities for
recruitment and senior medical staff have attended PI training and actively
discuss research in their clinics.The team leader has shown energy and
commitment in supporting the research that takes place within her service. In
summary I believe the MAS team demonstarte outstanding engagement with
research because;
•
•
•
•
•
•

Engaged team leader who has allocated resources to research, promoted
recruitment to and delivery of portfolio research and enabled discussions
about research at team meetings and MAS away days.
The Team leader acting as Principal Investigator for the TACIT trial
Senior Occupational Therapist’s playing a key part in the VALID trial.
Working across different teams in order to run studies efficiently reducing
barriers to recruitment and thereby maximise recruitment opportunities
Consultant actively refers to and discusses research opportunities during
appointments
Working closely with the R&D team on how to work collaboratively and
consultation around different recruitment strategies

The result of this outstanding engagement is that patients and carers of the MAS
have a much greater opportunity to participate in research, the development of a
consent to contact form with patients and carers that can be used elsewhere in
the Trust, increased recruitment to portfolio research studies within the Trust and
a growing capacity to host research within the clinical area.
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4.1 CQUINS

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

CQUIN Schemes 2016/17

G
A/G
A
R
C

4,760.0 k Maximum total to be earned
PMO Ref

Deliverable

16-CQN-1.0
16-CQN-1.1

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

Value £k

463.0

Lead Director

1b Healthy food for NHS staff, visitors and patients

463.0

CH

16-CQN-1.3

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

463.0

CH

16-CQN-2.0

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

370.4

EY

16-CQN-2.2

16-CQN-3.0
16-CQN-3.1

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

16-CQN-4.0

4. Improving Transfer and Discharge of Care

16-CQN-4.1

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

16-CQN-5.0
16-CQN-5.1

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

93.7

EY

463.0

FH

1,574.2

740.8

49.5

G

↔

A

↔

R

↔

A

↔

A/G

↑

G

↔

A/G

↔

G

↔

A/G

↔

A/G

↔

G

↔

A

↓

G

↔

G

↔

FH

FH

EY

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

49.5

16-CQN-6.2

25.0

EY

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

Movement on
Quarter

CH

16-CQN-1.2

16-CQN-2.1

RAG

EY

16-CQN-7.1

NHSE Dental- £5k
Managed Clinical Networks

2.5

S O'D

16-CQN-7.2

Data Reporting Standards (A)

1.2

S O'D

16-CQN-7.3

Data Reporting Standards (B)

1.2

S O'D
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DCCG National CQUIN schemes, milestones and payment structure
Deliverable

Achieved outcome

Q1

1a. Introduction of health and
wellbeing initiatives. Option B.

Develop a plan for the introduction of health and wellbeing initiatives covering
physical activity, mental health and improving access to physiotherapy for people
with MSK issues. Ensure the implementation against this plan. This plan will be
subject to peer review.

Develop a plan to introduce and actively promote the three
initiatives that is peer reviewed and signed off.
July 2016 deadline (0.2 of 1c)

Part a
Achieve a step-change in the health of the food offered on their premises in 2016/17
(4 outcomes re: snacks, food and drink)
Part b
Submit national data collection returns by July based on existing contracts with food
1b Healthy food for NHS staff, visitors and drink suppliers.
and patients
1c Improving the uptake of flu
vaccinations for frontline staff within
Providers
Achieving a 75% uptake of flu vaccinations by frontline clinical staff.

Q2

Q3

Q4
To have implemented initiatives (as
agreed in signed off plan) and
actively promoted these services to
staff to encourage uptake of
initiatives
31st March 2017 deadline (0.8 of
1c)
1) Question: Have you changed your
food supplier during 2016/17(Yes/
No) If yes who is your new food
supplier?

The responses to the proposed questions will form part of a
national data collection. Providers will submit the responses
via UNIFY following locally agreed sign off process by the
commissioner.
July 2016 deadline (0.2 of part b)

Deliver four outcomes outlined in
part a.)
31st March deadline (0.8 for part a)
Report on % uptake as at 31st
December 2016
As soon after q4 16/17

Inpatient & EIS
i) Training
ii) Implement electronic health records data collection
iii) Routine systematic feedback on performance to clinical
teams
31st July 2016 deadline, £74k for all 3 areas

2a Improving Physical healthcare to
reduce premature mortality in people
Improving Physical healthcare to reduce premature mortality in people with SMI:
with SMI: Cardio Metabolic
Cardio Metabolic Assessment and treatment for Patients with Psychoses. Target Q4
Assessment and treatment for
90% Inpatients and EIS and 65% Community
Patients with Psychoses
90% of patients to have either an updated CPA ie a care programme approach care
2b Communication with General
plan or a comprehensive discharge summary shared with the GP. A local audit of
Practitioners
communications should be completed.
3 To develop and maintain a robust
process for mortality reviews across
the Trust including LD mortality
reviews

4 Support improvements in patient
flow and improve the quality and
safety of care for patients requiring
hospital care.

Community CPA patients
iv) training
v) identification/ development of clear pathways for
interventions and signposting for all cardio-metabolic risk
factors
31st July 2016 deadline, £74k for all 3 areas

Clinical staff training plan fully
implemented (assessed locally by
commissioners)
31 st January 2017 (10%)
Completed pathways in place and
disseminated to all clinical teams
(assessed locally by commissioners) Submit data to national audit
October 2016 (10%)

Carry out audit

Report results
January 2017

Report results
April 2017
Inpatients and EIS (30%)
Community MHS (30%)

The indicator is primarily aimed at supporting improvements in reviewing cases of
people who die whilst in receipt of care from the Trust to understand if there were
any lapses in care. 100% each quarter

Report

Report

Report

Report

The indicator is primarily aimed at supporting improvements in patient flow and to
improve the quality and safety of care for patients requiring hospital care.

a) Discuss and agree baselines based on previous Quarter
data.
b) Agree individual trajectory improvements
c) Provider to identify and confirm who will hold
responsibility for the co-ordination of activities
d) commissioners to undertake a snapshot review
July 2016 deadline (0.25%)

Present and submit a project report
to include an over-arching
milestones plan and detailed action
plan with clearly defined timelines
for implementation in Year One and
Year Two.
October 2016 deadline (0.25%)

Provide verbal update on progress
b) Share areas of good practice and
successful improvement initiatives.
Commissioners to undertake a thematic
snapshot review
January 2017 deadline (0.25%)

Submit an end of Year One
presentation and evaluation report
reflecting on the successes and
challenges associated with achieving
the CQUIN to date (content of
report defined)
April 2017 deadline (0.25%)

20

5 Promote a system of timely
identification and proactive
management of frailty in community
providers Ideally both

Percentage of people aged 75 and over screened for frailty syndrome on
presentation, frailty severity grade recorded, Comprehensive Assessment initiated,
discharge summaries to GPs and development of care plans where appropriate
according to patient’s needs

a) Agree baselines and trajectories.
b) Provider to identify and confirm who will hold
responsibility for the co- ordination of activities
c) Commissioners to undertake a snapshot review within a
Community Hospital
July 2016 deadline (0.25%)

Present and submit a report on
progress in achieving CQUIN and
other indicators as will be agreed in
Q1.
October 2016 deadline (0.25%)

Present and submit a report on progress
in achieving CQUIN and other indicators
as will be agreed in previous quarter.
January 2017 deadline (0.25%)

Present and submit a report on
progress in achieving CQUIN and
other indicators as will be agreed in
previous quarter.
April 2017 deadline (0.25%)
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4.6 Inpatient Nursing Staffing – National Return for April 2017

Hospital Site Details
Site code

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

Hospital Site name

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

Ward Name

Specialty 1

Pebble Lodge
Ashmore/Shaston Ward
Canford Ward
Castletown Ward
Fayrewood Ward
Guernsey Ward
Hanham Ward
Jersey Ward
Langdon Ward
Radipole Ward
Ryeberry Ward
Saxon Ward
Stanley Purser Ward
Tarrant Ward
Willows Unit
AAU Seaview
Alumhurst Ward
Chine Ward
Florence House
Glendinning Unit
Harbour Ward
Haven Ward
Herm Ward
Kimmeridge Court
Linden Unit
Melstock House
Nightingale Court
Nightingale House
St Brelades Ward
Twynham Ward
Waterston AAU

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

Day
Night
Average fill rate Average fill rate Average fill rate Average fill rate registered
registered
care staff (%)
care staff (%)
nurses/midwives
nurses/midwives
(%)
(%)

124.2%
91.0%
81.2%
93.5%
97.9%
79.7%
92.7%
58.6%
65.3%
97.7%
100.3%
88.7%
81.5%
91.2%
89.8%
77.5%
95.8%
111.1%
100.3%
126.2%
94.6%
94.6%
100.4%
104.6%
74.4%
85.8%
138.5%
84.7%
82.2%
73.4%
113.3%

65.2%
102.0%
84.2%
96.0%
90.4%
93.4%
96.8%
116.2%
103.6%
105.3%
118.7%
96.0%
93.4%
96.4%
90.0%
153.5%
129.8%
86.7%
164.6%
120.7%
112.1%
123.1%
113.2%
134.8%
131.2%
123.6%
89.9%
89.7%
108.1%
91.6%
127.5%

100.0%
62.0%
96.7%
55.3%
101.7%
100.1%
100.9%
100.0%
105.0%
98.9%
100.0%
93.4%
95.0%
100.0%
97.8%
51.8%
50.0%
100.2%
103.3%
107.6%
100.4%
100.0%
94.2%
100.5%
93.5%
100.6%
100.2%
103.7%
97.6%
100.2%
84.1%

103.4%
183.6%
100.0%
182.7%
99.5%
200.0%
110.0%
233.3%
185.9%
149.6%
113.3%
117.5%
103.3%
100.0%
101.7%
192.2%
326.7%
94.3%
146.4%
107.0%
104.0%
130.2%
104.4%
140.6%
103.3%
101.8%
99.8%
105.2%
99.4%
96.7%
135.0%
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5.1 Indicator Overview - Quality Metrics
Indicator
Are We Safe?

Patients not feeling safe in our
inpatient wards

PSIs Excludes falls/pressure ulcers
& all no/low harm

Violent incidents - Patient on Patient
in hospital

Violent Incidents - Patient on Staff all
settings

Falls on inpatient wards per 1,000
OBD

System

Gather / Mental
Feeling safe is essential for recovery
Health Patient
and therapeutic interventions.
Safety Therm.

Threshold

The number of patients responding 'no'
to the 'Do you feel safe?' question in
community and mental health hospitals.
This includes responses in the mental
health patient safety thermometer
monthly snapshot and discharge
surveys. Threshold based on 2016 data.

<=15 green

Ulysses

Number of patient safety incidents
reported on Ulysses which have actual
impact moderate, major or catastrophic
No threshold
(excluding pressure ulcers and slips, trips
and falls which are reported under
separate metrics).

Ulysses

Patients expect to be treated in a safe
and therapeutic environment. Violent
incidents are no more acceptable on
inpatient units than in the community.

Number of physical assault or sexual
assault incidents (patient on patient)
reported on Ulysses for inpatient areas.
Threshold based on 2016 data.

Ulysses

Staff expect to work in a safe and
therapeutic environment. Violent
incidents are no more acceptable in
inpatient units than in the community.

Number of physical assault or sexual
assault incidents (patient on staff)
reported on Ulysses for all areas
(inpatient and community). Threshold
based on 2016 data.

All falls put patients at risk of more
serious injury e.g. fracture.

The rate is calculated from the number of
incidents of falls reported on Ulysses in
the month in hospitals as a proportion of
occupied bed days (multiplied by 1,000)
in the month. Threshold based on
National Audit of Falls 2015.

Ulysses and
RiO and
SystmOne

Ulysses

C difficile cases

Manual

C difficile cases with lapses in care
identified

Manual

Other Significant HCAI – number of
patients affected

Manual

Other Significant HCAI – number of
bed days lost

Manual

% Bed occupancy rate community
hospital wards

Description

A good safety culture is shown by high
reporting of patient safety incidents with
low or avoided harm and a low
reporting of moderate impact or above
incidents.

Prone Restraint

Avoidable pressure ulcers (Grade 3
and above)

Why we are using this metric

Ulysses

SystmOne

<=39 green

<=60 green

<=6.6%

People must not be deliberately
restrained in a way that impacts on their Number of prone restraint incidents
airway, breathing or circulation such as reported on Ulysses. Threshold based on
<=17
2016 data.
prone restraint (Department of Health
April 2014).
Number of Clostridium difficile cases
Clostridium difficile can be life
identified on a hospital ward in the
threatening in the elderly or otherwise
month. This includes those which are
vulnerable patients. Good infection
<=1 green
found not to be due to a lapse in care.
control measures on inpatient units
The threshold is based on an annual
should prevent/limit the numbers of
maximum of 12 as set by Dorset CCG for
patients infected.
2017/18.
Clostridium difficile can be life
Number of Clostridium difficile cases
threatening in the elderly or otherwise identified on a hospital ward, where
<=1 green
vulnerable patients. Good infection
lapses in care were identified following
control measures on inpatient units
review. The threshold is based on an
should prevent/limit the numbers of
annual maximum of 12 as set by Dorset
patients infected.
CCG for 2017/18.
Healthcare associated infections pose a
Number of patients affected by
serious risk to patients, staff and
significant healthcare associated
visitors. Good infection control
infections (excluding C difficile). This is
No threshold
measures on inpatient units should
provided by the Infection Prevention and
prevent/limit the numbers of patients
Control Team.
infected.
Healthcare associated infections pose a
Number of bed days lost as a result of
serious risk to patients, staff and
significant healthcare associated
visitors. Good infection control
infections (excluding C difficile). This is
No threshold
measures on inpatient units should
provided by the Infection Prevention and
prevent/limit the numbers of patients
Control Team.
infected.

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

Number of avoidable grade 3 and above
(including unstageable) pressure ulcers
acquired in care provided by the Trust
reported to commissioners in the month.
These are identified after review which
may take up to 45 days. Threshold
based on 2016/17 trajectory for reducing
pressure ulcers from Sign up to Safety
plan.

<=3 green

Occupancy rate refers to the ratio of
High bed occupancy rates can affect
used beds compared to the total amount
the quality of care provided to patients
of available beds. This is displayed as a <=90% green
and have an impact on timely access to
percentage of the total occupied bed
hospital beds.
days.
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5.1 Indicator Overview - Quality Metrics
Indicator

System

% Bed occupancy rate mental health
wards

RiO

Mandatory training completed

Ulysses

Why we are using this metric
Description
Threshold
Occupancy rate refers to the ratio of
High bed occupancy rates can affect
used beds compared to the total amount
the quality of care provided to patients
of available beds. This is displayed as a <=90% green
and have an impact on timely access to
percentage of the total occupied bed
hospital beds.
days.
Percentage of staff at month end having
Staff must have had mandatory training completed the required core mandatory
>=95% green
for their own safety and the provision of training as per Trust stated update
safe care for patients.
frequencies. Threshold has been locally
set.

Are We Effective?
Readmission within 28 days to
mental health wards

% of Bed days with delayed transfers
mental health

% patients with delayed transfers
physical health

Up to date care plans in place for all
patients on CPA

Risk Assessments updated in
previous 12 months

RiO

RiO

SystmOne

Early readmission may be an indicator
that discharge planning was
inappropriate.
Delayed discharges are a significant
factor with negative consequences for
the effectiveness and quality of care
received and also contribute to
significant additional costs.
Delayed discharges are a significant
factor with negative consequences for
the effectiveness and quality of care
received and also contribute to
significant additional costs.

RiO

A care plan is an essential component
for the delivery of evidence based
patient centred care.

RiO

An up to date risk assessment is
required to ensure that the care plan
includes measures to reduce risks if
possible. Also the risk assessment will
be used by clinicians in an emergency
to review an up to date summary of risk
concerns

Of those patients admitted as an
emergency how many had been
previously discharged within 28 days.
National benchmarking threshold.
Of those occupied bed days in mental
health units, how many were delayed.
Percentage of patients delayed on an
agreed snapshot day in the month,
calculated using the number of
community hospital beds. Contractual
target 7.5%.
Up to date care plans are in place for all
patients on the care programme
approach. Threshold has been locally
set.

<=8.6% green

<=7.5% green

<=7.5% green

>= 95% green

Percentage of clients with an open
referral and a Risk Summary completed
on RiO (clinical records) where it has
been updated in the previous 12 months.
Threshold has been locally set.

>= 95%
green

Falls assessments within 24 hours

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

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

Venous Thromboembolism (VTE)
risk assessment

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

Percentage of applicable patients who
receive a venous thromboembolism risk
assessment within 24hours of admission >= 95% green
to hospital. Community hospital patients
and mental health patients >=65 years
old. Contractual target.

Pressure ulcer risk assessments
(Braden)

Pressure ulcer risk assessments should
SystmOne and be carried out in order for interventions
RiO
to be implemented to avoid pressure
ulcers developing.

Percentage of applicable patients who
receive a pressure ulcer risk assessment
within 4hours of admission to hospital.
>= 95% green
Community hospital patients and mental
health patients >=65 years old.
Contractual target.

Malnutrition Universal Screening
Tool (MUST) risk assessment

Patients should be screened to identify
those at risk of malnutrition or who are
obese. This helps ensure that people
SystmOne and
receive the appropriate nutritional
RiO
advice and if necessary support.
Malnutrition can impact on a patient's
length of stay in hospital.

Percentage of applicable patients who
are screened using the MUST within
24hours of admission to hospital.
Community hospital patients and mental
health patients >=65 years old.
Contractual target.

Completed Appraisals last year

Ulysses

Appraisal is an important opportunity for
staff to discuss with their manager
concerns about performance, practice Percentage of staff having an appraisal
and working environment. Objectives within a rolling 13 month period.
are set which both improve individual
Threshold has been locally set.
practice and the care provided to
patients.

>= 95% green

>= 95% green

>= 95% green
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5.1 Indicator Overview - Quality Metrics
Indicator

Clinical supervision according to
Trust policy

System

Ulysses

Why we are using this metric

Description

Reported 6 monthly. The percentage of
registered clinical staff (excluding
Clinical supervision should be in place
medical staff) receiving a minimum of
to ensure that registered staff are
two clinical supervision sessions during
supported in meeting the Trust and
April – September and two sessions
professional requirements for delivering
during October – March. The measure
safe, high quality care.
excludes bank staff, new starters and
staff on long-term leave.

Threshold

>=95% green

Are We Caring?

FFT - Response Rate (hospitals)

Gather

FFT - % Recommended

Gather

Patients involved in their care

Gather

The family and friends test is a
nationally used measure to record the
satisfaction of patients. The more
people we ask, the more meaningful
the results.
We want local people to use our
services. It helps to identify where we
are getting care right and when we
might need to take action to improve
patient experience.

Family and Friends Tests completed by
patients on the handheld devices and
paper surveys in hospital as a
percentage of discharges in the month.

No threshold

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

>=95% green

Percentage of respondents answering
'yes definitely' and 'yes to some extent' to
It is important that patients are involved
whether they were involved in their care.
>=95% green
in planning and making decisions about
This is taken from questionnaires on the
their care and treatment.
Trust’s handheld device. Threshold has
been locally set.

Are We Well Led?

Sickness rates (monthly and 12
month rolling average)

(Staff FFT) place of treatment

(Staff FFT) place of work

ESR

There is a recognised link between
sickness rates, particularly short-term
sickness rates and staff morale. Good
HR measures to support staff are also
recognised to reduce sickness rates.

CIP Performance

>=79%

Percentage of staff responding
'extremely likely' or 'likely' to the question
"How likely are you to recommend
Dorset HealthCare to friends and family
as a place to work? The survey is carried
out four times in the year and all staff
have at least one opportunity to respond.
Threshold based on 10% improvement
for the Trust based on the comparable
question in the 2016 annual staff survey.

>=67%

Internal system

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

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

YTD Variance (Fav)/Adv
NHS Improvement (NHSI) Single
Oversight Framework - Segment

<=4% green

Percentage of staff responding
'extremely likely' or 'likely' to the question
"How likely are you to recommend
Dorset HealthCare to friends and family
This is a nationally reported measure
is they needed care or treatment?" The
and allows for Trust benchmarking. It is
survey is carried out four times in the
Internal system
a proxy indicator as to staff
year and all staff have at least one
engagement and morale.
opportunity to respond. Threshold based
on 10% improvement for the Trust based
on the comparable question in the 2016
annual staff survey.

Cash balance

Capital Expenditure

Full Time Equivalent hours expressed as
a percentage of Available Full Time
Equivalent hours per month and 12
month rolling average. Threshold has
been locally set.

Segmentation sets out the level of
support NHS Improvement provides to
trusts.

Figure taken from the accounts ledger.

no threshold

Figure taken from the accounts ledger.

Within 15% of
planned green
>15% or
<15% red

Figure taken from the accounts ledger,
with input from the PMO office.

Within planned
amount green
< plan red

Figure taken from the accounts ledger.

Favourable
green

Figure provided by NHSI.

No threshold
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5.1 Indicator Overview - Quality Metrics
Indicator
Are We Responsive?

Why we are using this metric

Description

Threshold

Out of area placements - adults

Patients admitted to an inpatient unit
out of county means the person cannot
be visited regularly by family, friends or
local community health team. This may
impact on continuity of care and
effective discharge planning.

An Out of Area Placement occurs when
a person with acute mental health needs
requires adult mental health acute
inpatient care and is admitted to a unit
out of county that does not form part of
their usual local network of services.

No threshold

Out of area placements - children

Patients admitted to an inpatient unit
out of county means the person cannot
be visited regularly by family, friends or
local community health team. This may
impact on continuity of care and
effective discharge planning.

An Out of Area Placement occurs when
a young person with acute mental health
needs requires mental health acute
inpatient care and is admitted to a unit
out of county that does not form part of
their usual local network of services.

No threshold

Patients' experience of not being
satisfied with their care and treatment
provides an opportunity for learning.

Number of complaints received, both
written and verbal.

No threshold

Number of complaints with
Ombudsman involvement

A person's experience of feeling that an
issue they have made a complaint
about has not been satisfactorily
resolved provides an opportunity for
reflection and learning.

The number of complaints that, the
Parliamentary and Health Service
Ombudsman has notified the trust, have
been referred to the Ombudsman.

Compliments

Patients' experience of being satisfied
with their care and treatment provides
an opportunity for learning.

Number of compliments received.

No threshold

Duty of Candour

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

Number of times duty of candour
disclosure was identified as appropriate
following incidents resulting in moderate,
major or catastrophic harm.

No threshold

Complaints

System

Ulysses

Ulysses

0 green

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

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

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

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

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

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

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

Data from IAPT minimum data set.

• Waiting time to begin treatment
- within 18 weeks

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

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

Target

Monitoring
period

>= 95%

Monthly

>= 92%

Monthly

>= 99%

Monthly

>=95%

Quarterly

>= 50%

Quarterly

>= 90%
>= 90%

Quarterly

>= 65%

>= 95%

Monthly
>= 85%

>= 50%
>= 75%

Quarterly

>= 95%
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5.3 Timetable of reporting
This table shows the schedule of reporting for each metric. Metrics will only be reported on in the
month they are scheduled, unless there is a significant deviation from plan or previous
performance. Where a metric is consistently ‘green’, and there are no concerns, it will only be
reported once per annum.
This month’s report



Report date

Apr

Are We Safe?
Patient Experience
Patients not feeling safe in our inpatient wards
Incidents (number of)
PSIs Excludes falls/pressure ulcers & all no/low harm
Violent incidents - Patient on Patient in hospital
Violent Incidents - Patient on Staff all settings
Falls on inpatient wards per 1,000 OBD
Prone Restraint
C difficile cases
C difficile cases with lapses in care identified
Other Significant HCAI – number of patients affected
Other Significant HCAI – number of bed days lost
Avoidable pressure ulcers (Grade 3 and above)
% Bed occupancy rate community hospital wards
% Bed occupancy rate mental health wards
Workforce
Mandatory training completed
Are We Effective?
Patient Experience
Readmission within 28 days to mental health wards
% of Bed days with delayed transfers mental health
% patients with delayed transfers physical health
Assessments
Up to date care plans in place for all patients on CPA
Risk Assessments updated in previous 12 months
Falls Assessment within 24 hours
Venous Thromboembolism (VTE) risk assessment
Pressure ulcer risk assessments (Braden)
MUST risk assessment
Workforce
Completed Appraisals last year
Clinical supervision occurring according to Trust
policy
Are We Caring?
Patient Satisfaction
Friends & Family Test - Response Rate (hospitals)
Friends & Family Test - % Recommended (total
responses)
Patients involved in their care?
Are We Well Led?
Vacancy rate
Sickness rates
Organisational Development

May

Jun

Jul

Aug



Sep

Oct

Nov





Dec

Jan

Feb
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This month’s report



Report date

Apr

(Staff Friends & Family Test) place of treatment
(Staff Friends & Family Test) place of work
Are We Responsive?
Patient Access
Out of area placements - adults
Out of area placements - children
Patient Experience
Number of complaints
Number of complaints with Ombudsman
involvement
Number of compliments
Duty of Candour
National Reporting Frameworks
CQUINS
External Benchmarking
Nationally reportable concerns (CQC)
Research and Development Metrics
Mental Health Act Metrics
Inpatient Nursing Staffing
NHS Improvement Single Oversight Framework
Additional Reports
Data Quality Assurance Activity Summary
Good practice examples
Ad hoc reports
Accreditations
NRLS
National Community MH Survey
Key:
 Indicates months that metric due to be reported

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar






















































































































































Indicates months that metric is not due to be reported
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Agenda Item 11

Trust Finance Report for Month 1, April 2017
Part 1 Board Meeting 31 May 2017
Lead Director

Director of Finance and Strategic Development

Purpose of Report

To advise the Board of the financial position at Month 1, April 2017.

Executive Summary
The Trust commences the financial year 2017/18 with an annual Control Total surplus of
£2.2m which, when removing excluded items, gives a full year planned Income &
Expenditure deficit of £1.6m.
The total CIP programme is £10m.
Headline results at Month 1 are as follows:
 The Trust’s performance in April was in line with the plan, and performance against
the Control Total likewise.
 Agency expenditure was within the NHSI ceiling YTD of £0.6m (£7.1m full year
target). It is £39k higher than our internally set ceiling target of £345k (£3.0m full
year target).
 Out of Area placements of Mental Health patients have remained above expected
levels generating an over-spend of £64k (Further detail can be found in section 2
and Appendix 3).
 £5.0m CIP has been banked at Month 1, delivering 50% of the full year target.
 Capital Expenditure is £0.1m in April.
 The Use of Resource Rating, within the Single Oversight Framework, is 1.
Recommendation/
Consideration by Board
Committee or Executive
Group

Previously submitted to Executive Performance and Corporate Risk
Group 23 May 2017.

Recommendation

The Board is asked to consider the report.

FINANCE REPORT FOR 2017/18 MONTH 1, APRIL 2017

Metric

Budgetary
Position

Summary

1.

BUDGETARY PERFORMANCE SUMMARY

A summary of the 2017/18 Income & Expenditure financial performance is tabled
below.
Income

Pay

NonPay

Deficit
/(Surplus)

£M

£M

£M

£M

Plan YTD

(19.8)

15.1

4.5

(0.2)

Actual YTD

(19.7)

15.1

4.4

(0.2)

0.1

0.0

(0.1)

(0.0)

Variance YTD

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

Further detail is in Appendix 1 (Income & Expenditure Summary) and in the
sections below.

2.

MAIN DETERMINANTS OF INCOME & EXPENDITURE POSITION

Income including interest received is £66k behind plan. Within this position there
is underperformance against Non Contracted Activity (NCA) of £54k and
Occupational Health Services £13k.
This income position includes the assumption that the Sustainability &
Transformation Fund (STF) income will be received in full (£90k YTD).
Pay is £29k overspent. Within this figure is one twelfth of the Vacancy CIP target
£325k, which has been significantly offset. Directorate targets are currently hosted
within a range of managerial cost centres pending agreed transfers to front line
underspending areas.
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Within corporate areas net underspend totals £48k, principally relating to Facilities
and Nurse Executive & Quality vacancies.
Operational pay budget has a net overspend of £77k, with the largest overspend
against CAMHS (£26k). Medical Agency was also higher than expected (£17k).
Non-Pay is £102k underspent across all Directorates.
Corporate budget areas have a combined underspend of £56k, with contributions
from all areas.
Operational Directorates have combined underspends of £44k, largely within
Community Services across all localities (£23k).
Mental Health Services have a small underspend of £12k but within this figure is a
£64k overspend for Out of Area patient placements. The number of placements
out of county at the end of April remains at 7, of whom 2 are female PICU patients.
Appendix 3 provides graphical data showing current year spend against 2016/17
and a twelve month rolling chart of patient admissions and discharges.
3.

AGENCY SPEND

Agency expenditure at Month 1 is £384k (£265k Month 1 2016/17 after excluding
Prisons services).
April agency expenditure is within the NHSI ceiling YTD of £0.6m (£7.1m full year
target), however, it is £39k higher than our internally set ceiling target of £345k
(£3.0m full year target). Action is being taken (see bullet points below) in order to
bring expenditure back in line with target.
This performance is illustrated in Graph 1 of Appendix 4 and demonstrates a
reduction in expenditure compared to last month.
It should be noted that all workforce data shown on Appendix 4 has been recast to
demonstrate 2016/17 comparative data excluding Prisons services, which ceased
to be provided by the Trust on 31st March 2017.
Our highest spending agency usage areas are as follows:
 Medical Staffing (£124k) – recent recruitment activity has been successful, with
3 new substantive doctors due to commence in role in the summer.
 Other Professional Staff (mainly CAMHS, Podiatry & Audiology) (£50k) –
underlying reasons and potential solutions for CAMHS Therapist usage are
being further investigated. Exiting of podiatry arrangements has been agreed.
There are significant audiologist vacancies, with problems nationally recruiting
audiologists into NHS services. The service manager is working pro-actively
along with HR support to try to address this.
 Steps to Wellbeing (£46k) – agency workers have been engaged to address the
waiting list and to deliver the expansion required by the Five Year Forward
View. Recruitment is underway to replace these agency staff with substantive
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staff, however it should be noted that expansion funding provided by NHS
England via Dorset CCG is giving rise to a current funding gap for 2018/19 in
respect of the costs of these staff.
 Adult MH Inpatients Nursing (Qualified and Unqualified) £57k – new graduate
recruits are due to commence work at St Ann’s in September which will
substantially address the current vacancy levels. In the meantime, additional
management scrutiny will be in place in respect of annual leave management
and agency staffing requests.
Graph 2 at Appendix 4 demonstrates that the staff groups with the highest agency
expenditure are:
 Medical staffing £124k
 Other Professional groups £114k
 Qualified Nursing £91k
CIP

4. COST IMPROVEMENT PROGRAMME
Annual Plan: £10.0m
Delivered YTD: £5.0m

At Month 1, £5,032k (50%) of the CIP target for 2017/18 has been banked, with
the largest individual contribution relating to an increased target for Agency
reduction savings & Vacancy Management (£1.8m). Achievement YTD is £357k
(7%) behind the profiled plan YTD, with an initial full year forecast outturn underachievement of £305k (3%).
A summary of actual and forecast performance against CIP schemes in 2017/18 is
set out at Appendix 2.
Capital

5.

CAPITAL

Planned Annual Expenditure: £17.2m
Expenditure YTD 2017/18: £0.1m
Current future commitments: £2.0m
There are delays to the two new build projects for the year, St Anns Adult Mental
Health ward and the perinatal unit at Alumhurst Road, due to continuing
discussions with regards to planning permission.
The Trust is required to meet the NHSI target to be within +/-15% of forecast
capital expenditure each quarter. The Quarter 1 target is £2.1m and to date £0.1m
has been spent.
Page 3 of 4

Cash

6.

BALANCE SHEET

Cash position: £27.6m, decrease of £4.4m compared to last month. This was an
expected cash movement due to large year end expenses being processed
including capital payments.
There is a future call on the cash balance from the proposed capital programme in
2017/18 and 2018/19 of £17m and £15m respectively.
Sales ledger debt stands at £4.0m, an increase of £1.1m compared to last month.
£1.4m (March £1.9m) of the £4.0m is not yet over 30 days old. Over 90 day debt
has increased by £0.1m to £0.7m. The bad debt provision has remained level at
£0.6m, although all debts continue to be chased.
A detailed statement of the Trust’s financial position at 30th April 2017 is attached
at Appendix 5.
7.

CONCLUSION

The Month 1 net budgetary position, and performance against the Control Total, is
in line with plan.
THE BOARD IS ASKED TO:


Consider the Finance report

Appendices


1.

Income/Expenditure Summary



2.

Cost Improvement Programme



3.

Out of Area MH Placement Graphs



4.

Workforce Data Graphs



5.

Statement of Financial Position
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APPENDIX 1
INCOME & EXPENDITURE SUMMARY

Month 1 2017/18 (April)

CURRENT ANNUAL BUDGET

YEAR TO DATE
Budget

Actual

Variance (Fav)/Adv

Pay

Non-Pay

Total
Inc & Exp

Pay

Non-Pay

Inc & Exp

Pay

Non-Pay

Inc & Exp

Pay

Non-Pay

Inc & Exp

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

%

INCOME
Baseline Income

(219,834)

(18,260)

(18,260)

(0)

(0%)

G

Community Services

(9,178)

(731)

(717)

14

2%

R

Mental Health Services

(6,142)

(306)

(265)

40

13%

R

(962)

(20)

(14)

6

30%

R

(5,314)

(523)

(513)

10

2%

R

(241,430)

(19,840)

(19,769)

71

0%

R

Childrens' Sevices
Other Income
Total Trust Income

EXPENDITURE
Community Services

61,028

22,151

83,180

5,100

1,802

6,902

5,067

1,780

6,847

(33)

(23)

(56)

(1%)

G

Mental Health Services

61,664

11,560

73,224

5,180

989

6,169

5,293

978

6,270

113

(12)

101

2%

R

Childrens' Sevices

15,218

1,880

17,098

1,261

156

1,417

1,241

153

1,394

(20)

(3)

(22)

(2%)

G

Medical Staffing

14,374

736

15,110

1,211

58

1,269

1,228

51

1,279

17

(7)

10

1%

R

4,704

964

5,669

390

80

470

364

70

434

(26)

(10)

(36)

(8%)

G

16,105

10,865

26,970

1,401

908

2,308

1,380

888

2,267

(21)

(20)

(41)

(2%)

G

Human Resources

4,477

940

5,416

379

69

449

371

61

432

(8)

(8)

(17)

(4%)

G

Org Dev & Participatn and Corporate

2,326

1,242

3,568

191

82

273

197

64

262

7

(18)

(11)

(4%)

G

0

8,541

8,541

0

0

0

0

(1)

(1)

0

(1)

(1)

0%

G

179,896

58,881

238,777

15,112

4,145

19,257

15,141

4,043

19,184

29

(102)

(73)

(0%)

G

Nurse Executive & Quality
Finance & Strategic Development

Central Budgets
Total Trust Expenditure

NET INCOME & EXPENDITURE
Interest Received *
Public Dividend Capital Dividend

4,315

RETAINED (SURPLUS)/DEFICIT

(2,653)

(583)

(585)

29

(102)

(2)

(42)

(3)

(4)

0

0

(1)

25%

G

360

0

0

0

0%

G

(230)

29

(102)

4,315
1,620

360

360
(227)

EBITDA

(3)

G

5.4%

Performance v NHSI Plan
Income versus Expenditure
Annual
YTD
YTD
Plan
Plan
Actual
£'000
£'000
£'000
1,620

360

(4)

(230)

Control Total Reconciliation
I&E NHSI Plan:
Impairments
Donated Capital Income
Donated Asset Deprec'n
Control Total Position

£'000
1,620
(4,105)
750
(460)

£'000
(4)
0
0
(38)

£'000
(230)
0
0
(22)

(2,195)

(42)

(252)

Segmental Performance
YTD
Service
£'000
Community
(71)
Mental Health
113
Children's
(45)
Total

(3)

APPENDIX 2
Dorset HealthCare University NHS Foundation Trust
2017/18 Cost Improvement Programme (CIP)

CIP Ref

2017/18 CIP Scheme

2017/18
CIP
Current
Forecast

2017/18 CIP
Forecast Full
Year Effect
(recurrent)

£'000

£'000

£'000

1,800

1,800

1,800

Exec 2017/18 CIP
Sponsor
Plan

Workforce Redesign
16-CIP-1.1

Agency reduction and vacancy factor increase

MM/EY

Operational Efficiencies
17-CIP-2.1

Dorset

EY

777

777

727

17-CIP-2.2

Poole & East Dorset

EY

2,246

2,246

990

17-CIP-2.3

Bournemouth & Christchurch

EY

881

881

763

16-CIP-1.5

Medical Staffing

NK

376

376

398

16-CIP-1.4

PICU within Haven

EY

341

341

341

Support Services Efficiencies
17-CIP-2.4

Corporate

MM

40

40

40

17-CIP-2.5

Org Devt & Partcipation Efficiencies

NP

15

15

15

17-CIP-2.6

Human Resources

CH

248

248

263

17-CIP-2.7

Strategy & Finance

MM

656

656

687

17-CIP-2.8

Financial transaction review and rebates

MM

500

500

0

17-CIP-5.1

Nursing & Quality

FH

195

195

195

14-CIP-4.6

Tax efficiencies

MM

370

380

0

16-CIP-6.0

Operational travel savings

MM

100

100

100

16-CIP-4.3

Procurement enabled savings

MM

300

300

300

Estates Budget Savings
16-CIP-2.1

Reduction in rental across the esate

MM

175

175

193

15-CIP-4.1

Coburg Court tenancy disposal

MM

64

64

64

17-CIP-5.3

Estates & Facilities efficiency savings / budget realignment

MM

366

366

326

MM

375

228

0

9,687

7,202

Estates Disposal
17-CIP-5.2

Site disposals
Unidentified

Total 2017/18 CIP savings to be achieved

167

9,992

(2,485)

Full Year Effect towards 2017/18 Savings Target

Forecast Outturn Variance: Favourable / (Adverse)

(305)

2017/18 Scheme
Status

Plan
Status

QIA
Status

APPENDIX 3
Out of Area Mental Health Patient Placements
Graph 1 - Out of Area Expenditure Comparison 2017/18 versus 2016/17
Month
Apr-16
May-16
Jun-16
Jul-16
Aug-16
Sep-16
Oct-16
Nov-16
Dec-16
Jan-17
Feb-17
Mar-17

Graph 2 - 12 Month Rolling Out of Area Patient Admissions And Discharges

Month

Admissions

Discharges

Remaining

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

7
11
9
5
7
9
18
9
5
10
11
5

11
7
5
11
7
7
10
13
14
9
11
5

7
11
15
9
9
11
19
15
6
7
7
7

2016/17 2017/18
£'000

£'000

173.7
191.2
184.0
262.1
186.6
178.1
192.9
328.0
394.9
174.8
133.0
118.0

143.0

APPENDIX 4

Workforce Data Graphs (All 2016/17 data excludes Prison services for comparative purposes)
Graph 1

Graph 2

Graph 3

Graph 4

WTE

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

Budget

4,863

4,907

4,960

4,972

4,979

4,984

4,998

5,012

5,048

5,052

5,056

5,041

Actual

4,481

4,489

4,476

4,480

4,492

4,534

4,569

4,573

4,598

4,599

4,606

4,589

Variance

(382)

(417)

(485)

(492)

(487)

(450)

(429)

(439)

(450)

(454)

(449)

(452)

APPENDIX 5
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST
Statement of Financial Position
as at 30 April 2017

NON-CURRENT ASSETS

£000's

£000's

31 March
2017

30 April
2017

£000's
Movement
(Month on
Month)

Intangible assets
Property, plant and equipment

826
141,980

762
141,624

(64)
(356)

TOTAL NON-CURRENT ASSETS

142,806

142,386

(420)

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

752
155
4,202
(599)
0
2,174
4,395
160
1,903
110
32,036

737
155
3,159
(596)
3
1,884
5,541
1,421
1,773
0
27,632

(15)
0
(1,043)
3
3
(290)
1,146
1,261
(130)
(110)
(4,404)

45,288

41,709

(3,579)

(3,677)
0
(9,205)
0
(899)
0
(7,473)
0
(2,252)

(1,367)
0
(8,226)
(250)
(768)
0
(6,419)
0
(2,262)

2,310
0
979
(250)
131
0
1,054
0
(10)

TOTAL CURRENT LIABILITIES

(23,506)

(19,292)

4,214

TOTAL ASSETS LESS CURRENT LIABILITIES

164,588

164,803

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

215

NON-CURRENT LIABILITIES
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

0
(1,938)

0
(1,923)

0
16

162,650

162,880

230

(31,106)
(86,751)
(44,793)

(31,106)
(86,981)
(44,793)

0
(230)
0

(162,650)

(162,880)

(230)

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

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

£22,417 k

APPENDIX 5

NOTES

1.

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

Total Trade Debtors

£000's

£000's

31 March
2017

30 April
2017

£000's
Movement
(Month on
Month)

1,924
140
221
629

1,418
1,794
86
737

(506)
1,655
(135)
107

2,914

4,035

1,121

2. The interest rate as at 30 April for our Government Bankings Service Account was 0.14% and
our Lloyds TSB Account was 0.0%

Agenda Item 12

Approval of the DHC Approach to Quality Improvement Methodology
Part 1 Board Meeting 31 May 2017
Lead Director
Purpose of Report

Fiona Haughey, Director of Nursing and Quality
The report seeks approval for:
• the adoption of the recommended Quality Improvement
methodology
• the funding required to implement this programme

Executive Summary
This paper sets out the recommended quality improvement approach for DHC following national
recommendations and the PM Governance Review action (2015) stating that, ‘the Board consider the
benefits of adopting a clear corporate methodology that it can use to drive improvement across the
organisation’.
Following discussions on improvement methodologies at the Trust Clinical Executive, Leadership
Forum, Quality Conference and Board workshops the recommendation is the adoption of the Institute
for Health Improvement (IHI) Model for Improvement.
The financial investment required would be £100,000 for Year 1 2017/18, (part year effect), increasing
to £430,000 in Year 3 (2019/20) and final full year recurring costs by Year 4 (2020/21) of £409,000.
The financial benefits of implementing the programme might not be readily attributable to specific
budgets, necessarily cash-releasing or captured through a specific cost improvement programme
heading. However, evaluation measures have been identified to consider the quality improvement and
cultural changes anticipated as a result of adopting this programme.
If following evaluation it was determined that the QI approach does not add value, or improve quality
the programme would be stood down. It is anticipated that the financial impact of this would be minimal
and staff would be easily redeployed within the Trust.

Recommendation /
Consideration by Board
Committee or Executive
Group

Paper to the Quality Governance Committee October 2016
Board workshop May 2017

Recommendation

The Board is asked to agree to the adoption of the Model for
Improvement as the main QI methodology and approve the financial
investment requested.

1
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.
1.0

Proposal

1.1

Workshops with the Clinical Executive, Trust Board and Leadership forum have been held and
have collectively reached a consensus to adopt the Institute of Health Improvement (IHI)
approach which uses the Model for Improvement. The rational is that the model is:
• Designed for use in health
• Already familiar to DHS staff
• Can be implemented across a wide range of services
• Opportunity for co-production from the outset
• Used by other health providers across the local Sustainable Transformation Plan (STP).

1.2

The financial investment of £409K (full year recurring costs by Year 4) will provide the capacity
to drive this work forward and increase staff capability in quality improvement; support
development of a corporate change framework and a culture of continuous improvement.

1.3

The high level detail is provided below:

Staffing

Service Level
Agreement
with the
Mental Health
Forum

Training

IHI Open
School Group
Subscription

1.4

Year 1 – .05 WTE Associate Medical
Director, 1 WTE Band 8b Programme
Manager, 1 WTE Band 6 Data Analyst
Year 1 Lived experience management
input into design and development of
QI Team.
Training and Development of existing
senior peers to ensure capacity and
consistency.
Recruitment
and
engagement
across
all
health
conditions.
Year 1 – Patient Safety Collaborative
membership and 1 IHI Improvement
Safety Advisor training place.

Online QI courses

Training/Safety Collaborative
Service Level Agreement with
MH forum
IHI Open School Subscription

1.5

Year 2 and 3 - Patient Safety Collaborative
membership and 2 IHI Improvement Safety
Advisor training place.
Year 4
- Patient Safety Collaborative
membership
Online QI courses

The financial requirement from year 1 (implementation) through to Year 4 – (full implementation),
is detailed below:

Annual Staffing Costs

Total

Year 2 additional posts - 2 WTE Band 8a
Improvement Advisors, 1WTE Band 6
Communications post.
Year 2 Senior Management input from lived
experience programme lead and Peer
coach/trainer

2017/18

2018/19

2019/20

2020/21

175,000

327,000

327,000

327,000

27,000

36,000

36,000

15,000

16,000

47,000

47,000

47,000

N/A
218,000

20,000
430,000

20,000
430,000

20,000
409,000

The anticipated expenditure in Year 1 2017/18 will be approximately £100k as posts are unlikely
to be recruited to before September 2017 and section 4 includes the suggested phased approach
to recruitment.
2
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1.6

The funding required for this transformation programme will be met from within the existing
financial envelop by re-aligning budgets and looking at productivity gains across services.

3.0

Measurable Outcomes

3.1

National QI programmes suggest that there could be a financial return on the investment made as
well as productivity benefits’; however, as discussed at the Board Workshops at this point in our
QI journey it is difficult to detail what these would be.

3.2

Trusts that have successfully implemented an organisation wide approach to quality improvement
such as Salford Royal and East London NHS Foundation Trust are reporting significant
reductions in harm to patients. These include reductions in MRSA, cardiac arrests, grade 2
pressure ulcers and violence and aggression. East London’s staff survey results show higher
rates of staff feeling able to contribute to improvement, being satisfied with the quality of care that
they provide and high recruitment and retention levels.

3.3

It is anticipated that effective implementation of a Quality Improvement programme across the
Trust would lead to better patient and population outcomes, better professional development and
better system performance. This would support a culture of learning, coproduction and
empowerment and help rebalance quality control, assurance and improvement.

3.4

In order to monitor the success of the programme the following measures will be considered to
evaluate the project:
• Development of an overarching change framework which incorporates QI, Leadership,
Learning and Organisational Development.
• Increase in staff with basic knowledge of QI
• Development of staff as QI experts
• Increased co-production and improved service user feedback.
• Clear links with projects, transformation work streams, strategic goals and QI
• Improvement in staff survey results for staff feeling able to contribute towards improvement,
staff motivation, job satisfaction and overall engagement scores
• Measurable quality improvement outcomes arising from specific QI programmes of work
within services (e.g. patient experience, increased productivity)
• Increase in the quality of QI projects and ability to present at a national arena.

4.0

Key milestones and timeframes for Year 1 and 2
2017

Action
Qtr.1

Qtr.2

Board Agree proposal
Board Agree resources
Establish QI Implementation Steering group
Hold staff/peer specialists engagement events
Advertise QI posts
Agree SLA re peer specialist input
Align information and data systems
Improvement advisor training
Connect with Bournemouth University
Align PMO, Audit, Research & Service
Improvement
Training needs analysis and plan
Phase 2 of QI posts recruitment
Identify pilot teams and train

3

Qtr. 3

2018
Qtr. 4

Qtr.1

Qtr. 2

Qtr. 3

Qtr. 4
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Roll out training
Creative QI creative space in 2 clinical sites

5.0

Monitoring and Assurance

5.1

A QI Implementation Steering Group will be established to lead the programme and ensure the
milestones are achieved according to time.

5.2

Monthly monitoring will be tracked through the Executive Quality and Clinical Risk Group.

5.3

There will be a 6 monthly progress report which will include a review of the value and cost
effectiveness to the Quality Governance Committee and any concerns would be escalated to the
Board via the Chairs report.

5.4

Alongside the reports as above, the key gateways to formally consider the impact of the
programme will be an initial review in April 2018, six months into the programme and have we
been able to recruit to the posts, develop the project plan and achieve the expected milestones.
To allow the programme to develop a formal evaluation will then by presented to the Board in
June 2019 to consider quality impact, staff engagement and progress made with a
recommendation to the Board as to the ongoing investment in the programme.

6.0

Risks

6.1

A key risk is that the financial investment does not deliver the anticipated improvement in quality,
productivity, efficiency and effectiveness. There is a risk that we fail to engage the hearts and
minds of staff who already feel too busy and may perceive this as another job to do. Mitigation
actions include programme of engagement events with front line staff to inform and consult on the
QI implementation programme. Teams are already requesting training and support to implement
quality improvement initiatives within their units with training planned for the Melstock, Seaview,
Waterston and Chine ward teams. Within the quality improvement priorities and the quality
CQUINS for 2017/18 quality improvement methodology will be a key vehicle for enabling staff to
implement the improvement schemes such as Triangle of Care and Elder Friendly Ward
accreditation. Helping staff join up the dots will further support the engagement of our staff in
embracing this approach to quality improvement.

6.2

Access to data in real time is a vital element in supporting QI work. The development of the data
warehouse is critical to enable effective QI development. Actions to minimise this risk include the
direct involvement of the information team in this programme within the Steering Group and the
appointment of an information analyst which will bring additional capacity to develop front line
staff skills in interpreting and using data at a local level.

6.3

The risks will be fully considered by the Steering Group with a mitigation plan in place to ensure
the risks are treated to minimise any potential adverse impact.

7.0

Exit Strategy

7.1

If following evaluation it was determined that the QI approach does not add value, or improve
quality the programme would be stood down. It is anticipated that the financial impact of this
would be minimal as staff in posts within this team would be readily redeployed into other areas of
the Trust. However, worst case scenario of redundancy, based on an assumption of 10 year
service and salaries at midpoint there would be a cost pressure of around £214k. The risk of
proceeding to redundancy in the event of decommissioning the programme is considered to be
low.

8.0

Recommendation

4
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8.1

It is recommended that the Trust adopt a Quality Improvement (QI) methodology with the financial
resources required to implement and sustain this programme. This will visibly support our
ambition to deliver high quality care first time every time and help drive out unwarranted variation
that currently exists within our services

5
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Minutes of the Quality Governance Committee meeting held at
2.00pm on Thursday 20 April 2017 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
Lynne Hunt
Fiona Haughey
Nick Kosky
Sarah Murray
Nick Yeo

Non-Executive Director (Chair)
Director of Nursing & Quality
Medical Director
Non-Executive Director
Non-Executive Director

In Attendance:
Keith Eales
Sara Froud
Colin Hicks
Michelle Hopkins
Barbara Martin
Hazel McAtackney
Tapiwa Songore
Lynne Street

Trust Secretary
Poole Central Locality Manager for (Minute 031/17)
Service Director, Mental Health and Learning Disabilities
Deputy Director of Safety, Improvement and Effectiveness
Associate Director, HR (Specialist Services) (Minute 041/17)
Head of Compliance and Regulation
Deputy Trust Secretary (Minutes)
NHSI Head of Clinical Quality

Apologies:
Ron Shields
Eugine Yafele

Chief Executive
Chief Operating Officer

026/17

Welcome
The Chair welcomed everyone to the meeting and in particular Lynne Street, the Head of
Clinical Quality at NHS improvement who was observing the meeting. Introductions were
made for her benefit and apologies were noted.

027/17

Minutes of the last meeting
The minutes from the Committee meeting held on 19 January 2017 were accepted as an
accurate record of the meeting.

028/17

Actions from Previous Meeting
Action 013/17: Clinical Strategy
The Committee noted that the Clinical strategy 2016-2021 had been reviewed and
strengthened. A further review would be undertaken with senior clinicians and the strategy
would then be shared with the Council of Governors before coming back at the next meeting.

029/17

Minutes of the Executive Quality and Clinical Risk (EQCR) Meetings for February
March and April 2017
The minutes were noted by the Committee. The Committee was advised that the April
minutes were still in draft and there would be minor amendments.

1
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030/17

Updated Section 136 Briefing
The Service Director, Mental Health and Learning Disabilities gave a verbal update following
a review of Section 136 activity and effect this was having on service delivery.
It was noted that the trend of activity had not changed in February; the rate of conversion to
full admissions had also remained low. The Committee discussed at length the plight of
people detained and not admitted, their access to legal representation and whether the Trust
made any follow-ups with other agencies including the police. It was noted that there could be
better triangulation of data with other agencies and the Service Director, Mental Health and
Learning Disabilities undertook to update the Committee on discussions underway.
a. The Committee noted the update
b. The Service Director, Mental Health and Learning Disabilities to update the
Committee on discussions regarding triangulation of data with other agencies on
Section 136 detainees not admitted.

031/17

Older Peoples’ Mental Health Vision 2017-2021
The Poole Central Locality Manager presented the Older Peoples’ Mental Health Vision
which gave an overview of how the Trust was going to achieve its clinical ambitions for Older
Peoples Mental Health Services, and provided a framework by which the Trust would
continue to work with people using the services, staff, and partner organisations.
The Committee noted that the Vision would have a short shelf life and would be reviewed
after two years as the implications of the Clinical Services Review, the Dorset Sustainability
and Transformation Plan and the Acute Care Pathway in Mental Health become realised. The
Committee commended the strategy for highlighting good examples of working in partnership
with stakeholders across the wider community and highlighted the importance of coadunating
physical and mental health.
The Committee agreed that the Vision identified the correct priorities and a progress
report was requested at the end of the year, highlighting how the plan was progressing
and evidence of coordination across the service tiers.

032/17

CQUIN Programme for 2017/19
The Director of Nursing and Quality presented the Commissioning for Quality and Innovation
(CQUIN) Programme for 2017/19 and advised that the scheme was intended to deliver
clinical quality improvements and drive transformational change.
The Committee noted that the focus was on reducing inequalities in access to services; better
the experiences of people using them and improve outcomes achieved. It was further noted
that the design of the 2017/19 scheme continued to support the ambitions of the Five Year
Forward View, which was directly linked to NHS Mandate. The CQUIN scheme had shifted
focus from local CQUIN indicators to prioritising STP engagement and delivery of financial
balance across local health economies. NHS England had published a two-year scheme to
help provide greater certainty and stability on the CQUIN goals, leaving more time for Trusts
to focus on implementing the initiatives. The challenge for the Trust was to ensure ownership
of the programme, develop and implement ways of making people think differently and
achieving target against the milestones over the course of the two year programme.
The Committee noted the report.
2
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033/17

Quarter 4 Serious Incidents Requiring Investigation 2016-2017
The Committee received a quarterly review of the Serious Incidents Requiring Investigation
(SIRI) occurring in services
It was noted that there had been one ‘never event’ reported in the quarter, a decrease in the
overall number of SIRIs for Quarter 4 2016/17 compared to same period last year and an
increase in avoidable pressure ulcers from five in Quarter 3 to 17 in Quarter 4. The
Committee was advised that all incidents of major severity and above were reviewed at the
SIRI panel using root cause analysis (RCAs) while incidents of moderate severity that did not
meet the national serious incident reporting framework were reviewed at a local level .The
learning identified was being shared within the Quality Matters newsletter, DMG reports,
Learning Events and Sign Up to Safety work streams and incorporated in work plans and will
be reported in the annual report which would be presented to the Committee in July 2017.
The Committee noted the report.

034/17

Quarter 4 Mortality Governance report
The Committee received the Mortality Governance report for Quarter 4.
It was noted that the report looked at all deaths reported via the incident reporting system,
how these deaths were reviewed, and the themes of the serious incidents that occurred
across the Trust and the trends and learning from the incidents.
The Committee noted that new national guidance had been developed to help standardise
and improve the way acute, mental health and community Trusts identified, reported,
reviewed, investigated and learned from deaths, and engaged with bereaved families and
carers. The Trust had developed an action plan in response to the guidance and the timelines
set for meeting these requirements.
It was noted that the new Healthcare Safety Investigation Branch (HSIB) was now live and
would help build a link between investigations and improvement by supporting local NHS
organisations conduct their own consistent high quality investigations, and conduct a small
number of its own investigations to help establish the causality of what happened and make
recommendations to enable improvements to care and patient safety. The Committee agreed
that it was essential for the Board to have awareness on the new guidance.
The Committee noted the report.

035/17

Quarter 4 In-Patient Staffing Exception Report
The Committee received a report giving an overview inpatient staffing levels for the months of
December 2016 to February 2017.
It was noted that sound processes for monitoring, managing and reporting on safe staffing
levels existed within the Trust. The Committee noted that over the period, two wards had
consistently been placed into the red zone, with nurse staffing levels and/or one or more
indicators on the quality dashboard highlighting potential impact on patient safety and
detailed exception reports had been provided to the Executive Quality and Clinical Risk
Group. Use of agency staff had risen during the period mainly due to the opening of the
female PICU at St Ann’s.
The Committee noted the report.
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036/17

Twynham Ward Improvement Plan
The Committee received report on improvement actions currently underway at Twynham
Ward.
It was noted that following the CQC visit to the Ward on 23 January 2017, at which a number
of concerns had been raised, a follow-up unannounced compliance inspection had taken
place on 24 January 2017.
The main concern was that patients who failed to attend the 9.00 am meeting held on the
ward lost all or parts of their Section 17 leave and that patients perceived the withholding of
leave as punitive. Staff members interviewed by the Inspectors were not clear on the link
between the attendance at meetings and leave, and the decision making process. The
Committee noted that the Ward had experienced challenges in the past 6-12 months with
reduced staffing levels and difficulties in recruitment and retaining staff. However a new ward
manager had been recruited and was looking at making further appointments to senior
leadership roles to help review and develop the service. A full review of the use of section 17
leave had been undertaken alongside other actions in response the CQC findings. The
Service Director and Head of Regulation and Compliance would undertake an assurance visit
in May to review the progress.
The Committee noted the report.

037/17

Updates from Mental Health Legislation Assurance Committee.
The Chair of the Mental Health Legislation Assurance Committee reported that the following
had been discussed at the meeting on 11 April 2017, making particular reference to the:
•
•
•
•
•
•
•

038/17

Summary of the Law Commission Mental Capacity and Deprivation of Liberty Reform
Review
Mental Health Legislation Assurance Dashboard
Mental Health Act annual report
Review progress with CQC action plans
Report on Mental Health Act training
Proposal for community treatment order hearings
Proposed terms of appointment for Mental Health Act Panel Members

Board Assurance Framework 2016/17 & Other High Scoring Risks
The Committee received a report on the outcome of the quarterly review of the BAF in
respect of the two risks within its remit.
It was noted that each Lead Director had undertaken a quarterly review of the relevant BAF
risk, and assessed the progress in respect of risk treatment and mitigation and changes as a
result of progress with agreed actions and performance in respect of key measures and
indicators. The Committee agreed to maintain the risks at the same level. It was noted that
the risk owners would be aligned to the new structure.
The Committee noted the report.
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039/17

Draft Quality Account and Report
The Committee received the Draft Quality Account and Report for 2016/17 which will be
submitted to Parliament in June. It was noted that this had been shared with stakeholders;
however, Healthwatch had declined to comment on the content of the Report, citing that the
process required was lengthy and the documents produced were not easy to read. This
approach had been adopted in respect of the other Quality Account and Reports produced by
provider Trusts in the County. The Committee discussed the making changes to ensure the
document was reader friendly and then approach Healthwatch again for comment. It was
noted that the report would be shared widely with staff once it had been finalised.
The Committee noted the report.

Staff welfare and wellbeing report
The Committee received the Staff Wellbeing Report and the importance of identifying and
reducing barriers to improved staff wellbeing was noted. It was agreed that plans to enhance
staff wellbeing would be brought to the Group bi-monthly and the need for Executives to lead
by example in this area was highlighted.
The Committee noted the report.
041/17

Safe working hours report
The Associate Director, Human Resources (Specialist Services) updated the Committee on
the implementation of the Guardian of Safe Working Hours as part of the new national
contract arrangements for doctors in training and reporting requirements. It was noted that
Safe Working Hours report would be presented to the Committee on a quarterly basis.
The Committee noted the report.

042/17

To be escalated to the Trust Board
None

04317

To be included in the report of the Chair to the next Meeting of the Council of
Governors
Draft Quality Account and Report

044/17

Feedback from meeting/Value of Meeting/Achieving Goals
The need for clear, more concise and much shorter reports was highlighted.

045/17

June Meeting of the Committee
The Chair advised that she would not available for the meeting in June and the Committee
agreed to cancel the meeting and move the business to the July meeting.

046/17

Date of Next Meeting:18 May 2017
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Signed:

Date:

Lynne Hunt, Chair
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Minutes of the Audit Committee meeting held at 09.30am on Monday 24 April 2017 at Sentinel House,
4-6 Nuffield Road, Poole, Dorset, BH17 0RB
Present:
John McBride
Peter Rawlinson
Nick Yeo

Committee Chair and Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:
Anna Blackman
Keith Eales
Penny Headlam
Katrina Kennedy
Andy Knight
Sash Lewis
Hazel McAtackney
Matthew Metcalfe
Tapiwa Songore
Mark Stabb

Partner, PricewaterhouseCoopers
Trust Secretary
Chief Financial Accountant
Head of Clinical Effectiveness and Audit
Counter Fraud Specialist
Director, PricewaterhouseCoopers
Head of Compliance and Regulation
Director of Finance and Strategic Development
Deputy Trust Secretary (Minutes)
Director of Audit TIAA

Apologies:
David Brook
97/17

Non-Executive Director

Welcome
The Chair welcomed members and attendees to the meeting and reported the apologies
received

98/17

Minutes of the last meeting
The minutes of the meeting held on 23 January were approved as a true record.

99/17

Actions from Previous Meeting
It was noted that all actions were on the agenda.

100/17a

Annual Report Progress and Annual Governance Statement
The Committee received an update on the preparation of the Annual Report 2016/17 and
the draft Annual Governance Statement (AGS).
It was noted that The Annual Governance Statement was a mandatory requirement ,
providing assurance that the Trust had sound systems of internal control that supported the
achievement of its policies, aims and objectives. The Committee noted the timetable for
1
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Annual Report and Accounts sign off and also noted that a draft would be circulated to Audit
Committee members before being submitted to the meeting in May and then the Board for
approval on 24 May 2017.
The Committee noted the update.
101/17b

Quality report
The Committee received the Quality Account.
It was noted that it was a regulatory requirement for all Foundation Trusts to produce an
annual Quality Report which incorporated all the requirements of the Quality Account
Regulations, as well as a number of additional reporting requirements set by NHSi. Its
purpose was to inform the public how the Trust had improved the quality of services
provided. The Committee noted that as regulated, the Quality Account had been shared with
stakeholders. It was noted that Healthwatch had declined to comment on the specifics of the
Report and had submitted comments regarding the national requirement to produce the
document. The report had been submitted to the Executive Quality and Clinical Risk Group
and Quality Governance Committee in April and a final review would be made in May before
submission to the Board for approval on 24 May 2017.
The Committee noted the report.

102/17

Reference Costs
The Committee received a report providing assurance that the methodologies used in the
Trust’s costing processes were appropriate and based on best practice.
It was noted that the Trust would complete its annual Reference Costs submission by the
Department of Health deadline of 21st July 2017. The guidance required the Board to be
assured of the Costing Processes before submission. The Director of Finance and Strategic
Development gave an overview of the processes in place and advised the Committee on the
skillset of the costing team.
The Committee agreed that the systems and processes in place were adequate.

103/17

External Audit services tender
The Committee received a proposal for the trust to work collaboratively with the other three
Dorset NHS organisations to jointly procure external audit services.
It was noted that the Trust’s existing contract for external audit would end on 31 March 2018
and the Committee noted the proposed timetable for a procurement process to allow an
appointment to be made by the start date of 1 April 2018 . It was also noted that appointing
external auditors was one of the Governors’ central duties .The Committee discussed the
proposal at length and it was agreed that, while the proposal would enhance collaborative
working in Dorset other pros and cons of a joint appointment would emerge as market
testing progressed, including the amount of savings to be made. It was noted that
depending on the outcome of the procurement process the Trusts would be free to opt in or
out of a joint appointment. In any event, each Trust would have its own contractual
2
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arrangements.
The Committee recommended the pan Dorset joint procurement of external audit
services to the Council of Governors and the Director of Finance and Strategic
Development undertook to prepare a report for the Council of Governors meeting on
10 May 2017.
104/17

Internal Audit Progress report
The Committee received the internal audit progress report that set out the work undertaken
since 23rd January 2017. The Committee noted that the following audits had been
completed and reports issued since the last meeting.
• CQC Standards – End of Life Care
• Financial Accounting
• IG Toolkit Part II
• Charitable Funds
• Estates Compliance
• LD Service
An overview of the conclusions of each report was noted. It was also noted that the
remaining four audit reports to complete the 2016/17 internal audit plan had been issued in
draft and were awaiting management responses.
The Committee noted the report

105/17

Internal Audit Draft annual plan for 2017/18
The Committee received the draft Internal Audit Plan summarising the proposed programme
of internal audit coverage for 2017/18.
It was noted that the plan was developed through a detailed audit needs assessment taking
into account the Trust’s risk register and assurance framework, liaison with Clinical Audit,
previous areas with ‘limited assurance’ opinions and input from the Executive Team. The
Committee discussed the plan and submitted changes to be made to the plan.
The Committee agreed the proposed plan subject to changes made at the meeting

106/17

External Audit report
The Committee received the external audit report as at 31 March 2017 and noted that no
significant issues or control weaknesses had been identified.
The Committee sought clarification with regard to the opinion in respect of the review of
economy, efficiency and effectiveness and the use of resources given the current Care
Quality Commission rating of the Trust as ‘requires improvement’ and the reduced number
of Care Quality Commission inspections. The reduced number of inspections would
lengthen the time period over which the Trust could achieve a ‘good rating’ despite progress
made in implementing the CQC improvement plan. The Director, PwC advised that the audit
would have regard to the CQC rating. However, it would be for the Trust to demonstrate the
progress made, and other factors, that it believes should be taken into account in the overall
opinion.
3

Agenda Item 13b

The Committee noted the report
107/17

Counter Fraud & Security reports
The Committee received the Counter Fraud work plan for 2017/18.
The work-plan was based on four areas of priority identified by NHS Protect:
•
•
•
•

Strategic Governance.
Inform and involve.
Prevent and deter.
Hold to Account

It was noted that a self-assessment review had indicated that the current level of compliance
was below that which was reported in the 2016/17 self-certification document produced by
TIAA. The 2017/18 work plan was designed to raise levels of compliance with each of the
standards.
The Committee endorsed the work plan
108/17a

Clinical Audit Plan
The Committee received the proposed clinical audit programme for 2017/2018.
It was noted that the programme had been developed to include priorities related to all
services provided by the Trust which included;
•
•
•
•

Actions arising from CQC action plans
The risk register or Board Assurance Framework,
NICE quality standards and clinical guidelines,
National clinical audits and our contractual and CQUIN agreements.

The Committee noted that the progress with the annual audit plan would be reported on a
six monthly basis to the Executive Quality and Clinical Risk Group and respective
directorate management meetings.
It was noted the plan had not been reviewed by the Quality Governance Committee. The
Committee considered that, in future years, it should be reviewed by this Committee prior to
being submitted to the Audit Committee.
The Committee noted the Audit plan and agreed that it be submitted to the Quality
Governance Committee for agreement.
108/17b

Clinical Audit Annual Report
The Committee received the Clinical Annual report summarising the clinical audit activity for
2016/2017 and the progress made with:
4
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•
•
•

the clinical audit programme and local audits,
the three year strategy, and
supporting staff involvement in Clinical Audit and quality improvement
initiatives.

The Committee noted that the programme was agreed by the Board in March 2016 and was
developed to conform to guidance published by Healthcare Quality Improvement
Partnership (HQIP).It encompassed priorities related to all services provided by the Trust,
contractual and CQUIN agreements, national clinical audits, NICE baselines, and CQC
action plans.
It was noted the report had not been reviewed by the Quality Governance Committee. The
Committee considered that, in future years, it should be reviewed by this Committee prior to
being submitted to the Audit Committee.
The Committee noted the annual report and agreed that it be submitted to the Quality
Governance Committee.
109/17

Board Assurance Framework 2016/17
The Committee received the quarterly review of the 2016/17 Board Assurance Framework
and noted that the outcome of the quarter four review had been considered by the Quality
Governance Committee on 20 April.
The Committee noted the report

110/17

Review compliance with Code of Governance
The Committee received a report following the review of the Trust’s compliance with the
NHS Foundation Trust Code of Governance.
It was noted that the purpose of the Code was to assist boards in improving their
governance practices by bringing together the best practice of public and private sector
corporate governance. The Committee noted that on the basis of the latest review, the Trust
was considered to be compliant with all provisions of the Code.
The Committee noted the report.

111/17

Review compliance with the Trust Provider Licence
The Committee received a report following the review of compliance with the Trust Licence.
The Committee noted that the Provider Licence was one of the main tools by which
providers of NHS services were regulated and it set out various obligations for providers. It
was also noted that it was good practice for an annual evaluation to be undertaken to
ensure continuing compliance with the Licence. It was noted that the Trust was compliant
with all aspects of the Licence.
The Committee noted the report
5
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112/17

Data Quality assurance report
The Committee received and an update on the Data Quality Assurance programme.
It was noted that the Trust was now in the top 15% of Trusts in the NHS Digital data quality
maturity index (DQMI) report. The latest report released in February 2017 showed that
99.8% of records submitted by the Trust were valid and complete. Five out of the eight
indicators on the 2016/17 priority plan had a high confidence data quality rating and work
was ongoing to improve data quality of the two indicators which had a moderate data quality
rating.
The Committee noted the report

113/17

Audit Committee annual report
The Committee received and approved the Audit Committee Chair’s report to the Board.
Date of Next Meeting:
22nd May 2017 9.30am – 12noon MR3
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Report of the Chair of the Quality Governance Committee
Board Meeting 31 May 2017

Purpose

This report highlights to the Board the key issues from the most recent Quality
Governance Committee meeting on 18 May 2017

Business
undertaken

Progress Report following Review of Serious Incidents Requiring Investigation
(SIRI)
The Committee received the quarter four Progress Report following Review of
Serious Incidents Requiring Investigation (SIRI) which gave an update on
progress against recommendations made from reviews of serious incidents
requiring investigation. The Committee noted four outstanding recommendations;
however assurance was given that there was no risk to patients. The Committee
also noted areas of non-compliance with NICE guidelines and requested a
position statement on compliance to the meeting in October and that the Board be
informed of areas of non-compliance and the rationale for this at its October
meeting.
Clinical Litigation Annual Report
The Committee received the report of clinical claims for the period 1st April 2016
to 31st March 2017.The Committee noted that the Adult Mental Health had the
most claims and the Trust was going to undertake a benchmarking exercise
against other Trusts to establish whether it was an outlier. The Trust will also
undertake a deep dive exercise to establish the main problem areas, identify
themes which can then be used to drive improvement. It was noted that any
strategic risks would be reported to the Board.
Safeguarding Adults Annual Report
The Committee received a report providing assurance and evidence that the Trust
was fulfilling its statutory responsibilities to safeguard adults at risk. It was noted
that the Trust continued to work collaboratively with partner agencies at both
operational and strategic levels and this included raising concerns, undertaking
enquiries, responding to concerns, supporting learning events and developing
policies, procedures and strategies. The Committee noted the report.
Research and Development Annual Report
The Committee received a report highlighting progress made against the Trust
Research and Development Plan .It was noted that the plan provided a roadmap
for the next three years and the relationship with Bournemouth University and
other corporate services was being developed. The Committee noted the report.
Complaints Annual Report
The Committee received a report on complaints received by the Trust and a

review to identify key themes and learning points to improve quality of care and
treatments provided. The Committee noted the improvements made to
acknowledging and responding to complaints and it was noted that the Chief
Executive and the Chief Operating Officer were kept informed on all complaints
not responded to on time.
Looked After Children Annual Report
The Committee received a report giving an overview of the quality, performance,
challenges and areas of achievement for the specialist nursing Looked After
Children health service during the year 2016/2017.The Committee noted the
good work highlighted in the report
McCallion Report ( February 2017)
The Committee received a report on progress made to recommendations
following a review in February 2014. The review looked at the ten
recommendations from the 2014 and the Committee noted encouraging signs of
improvement; however there were still some areas of concern especially with
demonstrating compliance with Section 132, staffing issues and sustaining
progress made.
Chine Ward CQC unannounced inspection
The CQC had carried an unannounced visit to Chine Ward on 3 May triggered by
a MHA Inspection visit on 31 March which noted some patient safety issues in
regard to unsecured ligature risks. The visit in May was followed up by a formal
letter requiring improvement to be made in regard to environmental risks –
including how ward staff will ensure regular assessments of non-fixed ligature
risks are carried out, how staff will be trained to carry out these assessments, and
how the wards policy on incident reporting and learning from incidents will be
improved. The visit followed another unannounced visit to Twynham ward on 24
January 2017. This has resulted in St Ann’s Hospital coming into focus for the
CQC under their intelligent monitoring process .The Committee discussed the
need for Board to be informed on the trend at St Ann’s Hospital.
Terms of reference
The Committee reviewed the amendments made to the Committee’s Terms of
Reference and confirmed acceptance of these changes.
Recommendation

For noting and assurance

Assurance
Statement

The Quality Governance Committee confirms to the Board that it is compliant
with its Terms of Reference and that it continues to acquire and scrutinise
assurances that the organisation has a combination of structures and processes
at and below Board level that equip it to deliver high-quality services

Date of next
meeting

20 July 2017

Committee Chair

Lynne Hunt

Date

May 2017
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Report of the Chair of the Audit Committee
Board Meeting 31 May 2017

Purpose

This report highlights to the Board the key issues from the most recent
Audit Committee on 22 May 2017.

Business undertaken

Final Accounts
The Committee received and recommended the Trust Final Accounts
2016/17 for approval by the Board.
Annual Report
The received the Annual Report and noted that no material changes
had been made since the last Audit Committee meeting .The
Committee recommended the document for approval by the Board.
Quality Report
The Committee received the Quality Account and noted that the report
would be updated with information relating to the Care Quality
Commission visit to St Ann’s Hospital in January.
The Committee noted that a qualified opinion would be given on the
use of resources, reflecting the ‘requires’ improvement’ rating from the
Trust. Whilst progress had been made, the audit had taken into
account the fact that a number of actions agreed after the CQC
inspection had not yet been implemented. The Committee
emphasised, and agreed to bring to the attention of the Board, the
importance of these actions being completed in the early part of
2017/18.
The Committee recommended approval of the report by the Board
Self-Certification Statements required by NHS Improvement
The Committee reviewed the declarations and supporting evidence
that the Trust had complied with the requirements of the provider
licence and various aspects of NHS related legislation.
Subject to amendments to the supporting assurance information, the
Committee confirmed that the Board is able to self-certify against the
compliance statements.
Draft DHC Letter of Representation from CEO to Board
The Committee received the Trust Draft letter of Representation and
noted the assurances.

Internal Audit Progress report
The Committee received the internal audit progress report and noted
that four audits had been finalised since the last Audit Committee
meeting and the final four to complete the plan for 2016/17 had been
issued in draft and awaiting management response.
Internal Audit Annual Report (inc Head of Internal Audit Opinion)
The Committee received the Internal Audit Annual Report accepted
the, ‘reasonable’ assurance on the system of internal control.
External Audit reports including Draft ISA260 Report
The Committee received the external audit reports and noted that a
modified value for money conclusion would be issued. It was also
noted that an unqualified limited assurance report had been issued on
the Quality Report.
Minutes of last Quality Governance Committee Meeting
The Committee noted the minutes from the Quality Governance
Committee meeting on 20 April 2017.
The Committee discussed the importance of good communication
between the Quality Governance Committee and itself. Whilst
overlapping membership would contribute to this, the time-lag between
meetings emphasised the importance of Executive Directors
supporting the flow of information and action between the two
Committees.
Register of the Trust Seal
The Committee noted the Register of the use of the Trust Seal.
Committee Terms of Reference
The Committee reviewed the amendments made to the Committee’s
Terms of Reference and confirmed acceptance of these changes.
Audit Committee work plan
The Committee reviewed and included cybersecurity to the workplan
Recommendation

For noting and assurance.

Assurance Statement

The Audit Committee confirms to the Board that it is compliant with its
Terms of Reference and that it continues to review the adequacy and
effective operation of the Trust’s overall internal control system.

Date of next meeting

24 July 2017

Committee Chair

John McBride

Date

May 2017
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Lead Director
Purpose of Report

CQC Quality Improvement Action Plan
Part 1 Board meeting 31 May 2017
Fiona Haughey, Director of Nursing and Quality
To update the Trust Board on progress with the actions arising
from the CQC comprehensive inspection undertaken in June
2015, the re-inspection of seven core service areas in March
2016 and the Substance Misuse Services (CADAS) following
an inspection in December 2016.

Executive Summary
This report provides the Board with assurance and progress with implementing the CQC
recommendations. A sample of quality assurance visits are undertaken to confirm evidence
is available to meet the ‘must do’ and ‘should do’ recommendations made by the CQC
following the comprehensive inspection in June 2015, re-inspection of seven core services
in March 2016 and inspection of Substance Misuse services in December 2016.
The report advises of the areas of concern and action being taken to address those areas
where there is insufficient evidence to support achievement of the CQC recommendations.
The key themes and learning highlighted following Mental Health Act (MHA) inspections are
also within the report.
Core Service Leads have reported monthly progress to the PMO in April 2017 to confirm of
the 40 ‘must do’ recommendations:
• 17 (44%) are complete
• 9 (23%) are rated green
• 11 (28%) are amber green (coded blue) and are in progress
• 2 (5%) are rated amber
Of the 68 ‘should do’ recommendations:
• 35 (51%) are complete
• 16 (24%) are rated green
• 10 (15%) are rated amber/green (coded blue) and are in progress
• 6 (9%) are rated amber
• 1 (1%) is rated red
Recommendation/
Consideration by Board
Committee or Executive
Group

Recommendation

The Board is asked to note the report, progress made and
areas where work is being supported to ensure the actions are
met.
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1.

Background

1.1

Quality assurance visits are undertaken to confirm that evidence is available to meet
the ‘must do’ and ‘should do’ recommendations made by the CQC following the
comprehensive inspection in June 2015, re-inspection of seven core services in March
2016 and inspection of Substance Misuse services in December 2016.

1.2

Core service areas included in this report are:
• Acute wards for adults and psychiatric intensive care unit (PICU)
• Community based mental health services for adults of working age (Adult
CMHTs)
• Long stay rehabilitation wards

1.3

This report provides the Board with assurance and progress in respect of
implementing the CQC recommendations.

2.

Findings From Internal Quality Assurance Visits

2.1

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

2.2

Community based mental services for adults of working age
The CQC made a recommendation ‘to ensure supervision records are updated and
complete in order to evidence more clearly the support, development and
performance management of staff in every team’. The improvement action to achieve
the recommendation is to implement the caseload review management tool which
once in use, will be a means to record management supervision as well as enabling
clinicians to monitor their individual caseload.

2.3

There is limited assurance across CMHT’s (Adult and Older People), to confirm that
quality is being monitored within records; the case management review tool will
enable this to be completed and satisfies the requirements of the record keeping
audit tool once in use and embedded in practice.

2.4

At the time of the assurance visits, this had not been rolled out to all teams meaning
that the deadline to achieve the action of 31 January 2017 has not been met. A roll
out programme is in place to Team Leaders to then cascade through their teams.
This is due to be completed by 31 May 2017.

2.5

2.6

Long stay rehabilitation wards
The CQC made a recommendation ‘to ensure that prompt action is taken to mitigate
the risk posed by potential ligature points on both Nightingale House and Glendinning
ward, especially bedroom areas’.
An assurance visit to Glendinning confirmed that there was a Ligature Management
Plan in place. However, ligature risks in bedrooms and en-suite areas had not been
addressed to date. The Head of Capital Planning assessed these on 29 March 2017
to support a capital bid to rectify the ligature risks. It was noted that the specific
ligature risks at Glendinning were included in the Trust wide risk for all mental health
inpatient wards. At the time of the assurance visit, it was noted that a cupboard in the
art studio containing electrical wires was unlocked. The ward is to implement a
process to ensure that the team secure these. A similar concern was highlighted on
Chine ward following a MHA inspection on 31 March 2017.
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2.7

2.8

The CQC made a ‘should do’ recommendation to review the use of the shared clinic
room by the community team staff and patients as access to the shared clinic room is
via the Glendinning corridor. Staff spoken to at the time of the assurance visit
confirmed that CMHT staff did not always contact the ward before accessing the
treatment room on the ward. The Ward Manager reports that an email has been sent
to all staff based at Maiden Castle Road to reaffirm arrangements in place and
through observation and verbal reports from staff; working collaboratively has meant
that compliance with this recommendation has been achieved.
Acute wards for adults of working age and psychiatric intensive care units
The CQC made a ‘should do’ recommendation to ‘maximise use of physical health
teams’. Assurance visits have seen evidence of improvements in establishing
regular physical health clinics. The next step is for wards to implement systems to
ensure patients are prioritised appropriately and care plans in relation to patients
having physical health checks are personalised to their needs so it is clear how
frequently each individual could expect to be invited to a health check or how this
would be arranged. It has also been recommended to Ward Managers that clearer
records in relation to patients’ mental capacity to consent to physical health checks
would also be beneficial in addition to a clear, individualised plan for patients who
continually decline physical health checks despite being in poor health and/or at risk
of deterioration.

3.

Summary of Progress Reported to the Programme Management Office (PMO)

3.1

Progress is reported to the PMO monthly by the nominated Core Service Lead to
provide operational assurance across all 17 core service areas that the improvement
actions are progressing and can evidence achieving the CQC recommendations.

3.2

Core Service Leads progress reports in April 2017 confirmed of the 40 ‘must do’
recommendations:

Must Do Actions
Red, 0 Amber, 2
Complete, 17

Amber green, 11
Green, 9

3.3

As the CQC action plan has been extended to cover 17 core service areas to include
the four ‘should do’ recommendations made following an announced inspection to
Substance Misuse services (CADAS) in December 2016, ‘should do’
recommendations have increased from the 64 previously reported to 68.

3.4

Of the 68 ‘should do’ recommendations:
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Should Do Actions
Red, 1 Amber, 6

Amber green, 10

Complete, 35
Green, 16

3.5

Detailed progress updates for ‘must do’ and ‘should do’ recommendations reported
as red, and amber by Core Service Leads was reported to the Executive Quality and
Clinical Risk Group on 2 May 2017.

4.

Mental Health Act (MHA) Inspections

4.1

The areas and themes that the Trust continues to see following MHA visits and
actions being taken is outlined below:

Topic and concern
Section 132 rights
Poor evidence to demonstrate patients
are regularly re-advised of their rights
under the Act.

Progress noted at assurance visits
Monthly audits are being undertaken by the Mental Health
Legislation Office and results show varying compliance
month on month and this audit will continue until the
assurance is provided.

Patient access to Independent Mental
Health Advocates (IMHAs)
A number of wards have included referrals to IMHAs within
Poor evidence to demonstrate that their ward round template and this has improved
patients had been informed of their right documentation of referrals.
to access an IMHA
Good practice was noted on Harbour ward with care plans
demonstrating patients had been informed of their right to
access the IMHA and corresponding progress notes being
available to evidence details of the referrals to the IMHA
service.
Section 17 leave forms
MHA Reviewers felt that there were The Trust Section 17 Leave policy has been updated to
insufficient conditions attached to include that all staff members escorting or accompanying
Section 17 leave authorisations and poor patients on leave are responsible for reviewing the current
evidence of this information being section 17 leave authorisation.
shared with those accompanying
patients on leave.
The Medical Director has requested that the Consultant
Psychiatrist and Inpatient Clinical Lead works with Inpatient
Consultants to establish discussions with family members
about accompanied leave. Also to ensure there are
documented entries to demonstrate those accompanying
patients on leave are aware of leave conditions and their
responsibilities whilst the patient is in their care.

Topic and concern
Care plans and risk assessments
Care Plans were not always up-to-date,
did not always reflect the patient’s views
and in some instances there were not
always care plans for current risks
detailed in risk assessments.

Agenda Item 14b
Progress noted at assurance visits
Care plans are reviewed as part of the assurance visits
undertaken and areas requiring improvement are
highlighted to the ward manager. The recently introduced
care plan audit tool will enable ward managers to monitor
improvement in record keeping.

4.2

The Mental Health Legislation Assurance Committee receives quarterly reports,
which provides detail in respect of MHA inspections, progress with the action plans
and how the Trust is addressing the common themes.

5.

Recommendations

5.1

The Board is asked to note:
•
•
•
•

The roll out of the supervision tool across community mental health teams
which is due for completion at the end of the month and once embedded will
then meet the CQC recommendation;
The work underway to mitigate the ligature risk in the long stay rehabilitation
service;
The progress made by the acute wards to implement physical health checks;
The progress made for the themes emerging from mental health act visits.

Fiona Haughey
Director of Nursing and Quality
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Board Assurance Framework 2017/18
Part 1 Board Meeting 31 May 2017
Lead Director

Ron Shields, Chief Executive

Purpose of Report

To set out the proposed BAF and reporting templates for
2017/18.

Executive Summary
This report sets out the proposed BAF risks for 2017/18, the basis of, and the frequency of
reporting to the Board and Board Committees.
The key themes for the BAF risks were identified at a meeting of Directors in March and
reported to the April Board. These have been further refined by the Executive and are now
presented for approval.
The proposed risks are a continuation of a number of the themes in the 2016/17 BAFquality of care, workforce, delivery of the financial plan, the longer term sustainability of the
Trust, and partnerships.
Progress in respect of the controls and assurances in place to mitigate the likelihood of
each risk materialising will continue to be reported to the Board and Board Committees on a
quarterly basis.

Recommendation/
Consideration by Board
Committee or Executive
Group

None

Recommendation

The Board is asked to approve the Board Assurance
Framework for 2017/18.
1

1.

Background

1.1

The Board Assurance Framework (BAF) provides a structure and process that enables
an organisation to focus on those risks that might compromise the achievement of
strategic objectives, to map out the key controls in place to manage the objectives and
to confirm that sufficient assurance is available.

2

Development of the 2017/18 BAF

2.1

The Chairs of the Audit Committee and the Clinical Governance Committee, the
Director of Nursing and Quality, the Chief Operating Officer and the Trust Secretary
met in March to discuss the BAF risks for 2017/18. A number of key themes and risks
were identified for development. These have been further refined by the Executive.

2.2

The proposed risks reflect a number of the themes in the 2016/17 BAF-quality of care,
workforce, delivery of the financial plan and the longer term sustainability of the Trust,
and partnerships. The wording has been refined in some cases in the light of the
experience in 2016/17.

2.3

On the basis of the discussion, the risks set out below are recommended for inclusion
in the 2017/18 BAF

Strategic Objective

BAF Risk 2017/18

To provide high quality care; first time,
every time.

Failures in care caused by inconsistent and
unwarranted variations in the provision of
services to patients.
Failure to provide a positive patient experience
as a result of not implementing best practice or
learning from the lessons from incidents within
the Trust and from other organisations.

To be a valued partner and expert in
partnership working with Patients,
Communities and organisations.

Failure to maximise the opportunities provided by
strategic partnerships to deliver integrated health
and social care.

To be a learning organisation,
[Note: the risk is encompassed in (b) below].
maximising our partnership with
Bournemouth University and promoting
innovation, research and evidence based
practice.
To have a skilled, diverse and caring
workforce who are proud to work for
Dorset HealthCare.

Failure to have in place the required workforce
by not
(a) recruiting and retaining a sufficient
workforce to deliver the Trust objectives;
(b) providing an environment in which staff have
the opportunity to learn from practice and
experience in the Trust and beyond;
(c) developing an engaged and motivated
2

workforce.
To be a national leader in the delivery of
integrated care.

-

To ensure that all of the Trust’s
resources are used in an efficient and
sustainable way.

Failure to deliver the Trust financial Plan by not
delivering the CIP and lack of appropriate
budgetary control and inadequate forecasting.
Failure to secure the medium term financial
sustainability of the Trust as a result of changed
commissioning
intentions,
service
reconfigurations, structural change and/or
inadequate financial planning and forecasting.

To raise awareness within the Trust and Failure to limit the environmental impact of the
externally of the impact that our work has Trust as a result of not delivering the Sustainable
on people and our environment, and take Development Management Plan.
steps to reduce any negative effects.
2.4

Reporting templates have been developed on the basis of these risks.

3

Reporting on the 2017/18 BAF

3.1

The basis of reporting to the Board and Board Committees in 2017/18 will follow the
practice adopted in 2016/17. This will focus on a narrative produced by the lead
Director for the risk, reflecting on progress made in developing systems of assurance
and progress with the actions planned to mitigate the likelihood of it occurring.

3.2

The reporting template sets out which of the Executive Groups will monitor progress in
respect of each of the BAF risks.

3.3

Progress in respect of managing the BAF risks will be reported to the Board, Quality
Governance Committee and the Audit Committee on a quarterly basis.

4

Recommendation

4.1

The Board is recommended to approve the BAF risks for 2017/18.

Keith Eales
Trust Secretary

3

Strategic Goals and Significant Risks 2017/18
Strategic Goal

Risk

Current
rating

Target
rating

Lead

Monitoring
Group

(IxL)
1. To provide high quality
care first time every
time.

2. To be a valued partner
and expert in
partnership working
with patients,
communities and
organisations.

Failures in care caused by inconsistent and
unwarranted variations in the provision of services to
patients.

4x4
16

EY

Failure to provide a positive patient experience as a
result of not implementing best practice or learning
from the lessons from incidents within the Trust and
from other organisations.

4x3
12

FH

Failure to maximise the opportunities provided by
strategic partnerships to deliver integrated health
and social care.

NP
4x3
12

Executive
Quality and
Clinical Risk
Group
Executive
Quality and
Clinical Risk
Group
Executive
Performance
and Corporate
Risk Group

3. To be a learning
organisation,
maximising our
partnership with
Bournemouth
University and
promoting innovation,
research and evidence
based practice.
4. To have a
diverse and

skilled, Failure to have in place the required workforce by
caring not

4x3
12

CLH/
JB

Executive
Performance

workforce who are
proud to work for
Dorset HealthCare.

(a) recruiting and retaining a sufficient workforce to
deliver the Trust objectives;

and Corporate
Risk Group

(b) providing an environment in which staff have
the opportunity to learn from practice and
experience in the Trust and beyond;
(c) developing an engaged and motivated
workforce.
5. To be a national leader in the delivery of
integrated care.
6. To ensure that the
Trust’s resources are
used in an efficient and
sustainable way.

7. To raise awareness
within the Trust and
externally of the impact
that our work has on
people and our
environment, and take
steps to reduce any
negative effects.

Failure to deliver the Trust financial Plan by not
delivering the CIP and lack of appropriate budgetary
control and inadequate forecasting.

4x3
12

Failure to secure the medium term financial
sustainability of the Trust as a result of changed
commissioning intentions, service reconfigurations,
structural change and/or inadequate financial
planning and forecasting.

4x4
16

Failure to limit the environmental impact of the Trust
as a result of not delivering the Sustainable
Development Management Plan.

3x3
9

MM

Executive
Performance
and Corporate
Risk Group

MM

Executive
Performance
and Corporate
Risk Group

Board Assurance Framework 2017/18
Failures in Care (Patient Experience)
Strategic Goal:
To provide high quality care first time, every time (Strategic Goal 1)
Risk:
Failure to provide a positive patient experience as a result of not implementing best practice or learning from the lessons from incidents within
the Trust and from other organisations.
May result in poor patient experience and outcomes, disengaged and demotivated staff; poor performance against quality metrics, increase in
complaints and in Duty of Candour incidents, adverse publicity, regulatory scrutiny.
Monitoring Group: Executive Quality and Clinical Risk Group
Lead Director: Director of Nursing and Quality
Risk Scoring:
Initial (April 2017)
Target (March 2018)

4x3= 12

Current

4x3= 12

Quarterly Review by the Lead Director: Q1 (due July 2017 Board)

Control

Effective locality
governance and
Operating
Directorate
structure

Board Assurance Framework 2017/18
Failures in Care (Patient Experience)
Assurance from the Assurance
Assurance
Gaps in Control
First Line of
from the
from the Third
Defence
Second Line
Line of
of Defence
Defence
(Front line)
(Management (Independent
evidence)
evidence)
Locality governance
structure in place

Monthly
dashboard to
Board

Quarterly
meeting with
CQC

Team level
dashboards
Effective clinical
engagement
and leadership

Robust
framework of
clinical policies,
standards,
guidelines and
processes in
place
Board to ward
systems of
quality
governance

Staff aware of
standards expected
and line
management
oversight/supervision
and implementation
of the clinical
competency
framework

CQC
inspections

Quarterly
reporting to
Quality
Governance
Committee
Non-Executive
and Executive
Director visits
Clinical Audit
programme
2017/18

Risk
management
and incident
reporting
systems

CCG
inspections

NHS
Improvement,
CQC and NHS
England
practice
reports and
reviews

NRLS
benchmarking
data on
incident
reporting
culture.

Slow response in
some areas to CQC
action plan
implementation

Evidence of learning
from incidents
across services

Comprehensive
Framework of Board
to ward metrics not
yet in place

Absence of a
corporate
improvement
methodology/change
management
framework.

Gaps in
Assurance

Action to be taken

Full local
ownership by
teams and
services, and
Trust-wide
delivery of CQC
action plans and
evidencing that
changes have
been embedded
in practice.

Monthly report and
forward look to the
Board on CQC action
plan progress and
level of team
engagement and
ownership of plans
(FH, monthly)

Evaluation of the
impact of training
and whether
there is in
reduction in
complaints /
concerns raised
Areas to improve
on staff survey
and staff
recommending
DHC as a place
for treatment or to
work and
reporting

Targeted action on
areas not showing
pace and progress in
implementing CQC
action plan (FH,
monthly)
Continued
implementation of
programme to
understand how
learning from adversity
is translated into
practice (FH, ongoing)

Board Assurance Framework 2017/18
Failures in Care (Patient Experience)
Effective
training of staff
to deliver safe
and evidence
based care

Robust system
of obtaining
feedback from
friends and
family

Implementation
of the
Behavioural
Framework

May 2017

Communication
programmes in key
areas eg quality
priorities, learning
from incidents

incidents
Internal quality
assurance
visits

Local CQC action
plans
Staff satisfaction
rates

Systems of reporting
concerns via
Ulysses;
Whistleblowing

Monthly
reporting to the
Executive
Quality and
Clinical Risk
Group on risks
reviewed, SI’s,
falls, pressure
ulcers,
moderate,
major and
catastrophic
incidents,
staffing,
complaints

Elder Friendly
Quality Mark
assessments

Mental Health
Service User
Survey
findings

Limited coproduction
in service
improvements

Further
understanding
required on how
learning from
adversity is
translated into
practice

Delivery of internal
audit (MM) and clinical
audit programmes
2017/18 (FH)
Implementation of
improvement
methodology (FH, May
2017 Board)
Staff Survey action
planning (NP, Q1
2017/18)

Board Assurance Framework 2017/18
Failures in Care
Strategic Goal:
To provide high quality care first time, every time (Strategic Goal 1)
Risk:
Failures in care caused by inconsistent and unwarranted variations in the provision of services to patients.

May result in: poor patient outcomes, poor patient experience, poor performance against quality metrics, increase in complaints and in Duty of
Candour incidents, adverse publicity, regulatory scrutiny.
Monitoring Group: Executive Quality and Clinical Risk Group (reporting to the Quality Governance Committee)
Lead Director: Chief Operating Officer
Risk Scoring:
Initial (April 2017)
Target (March 2018)

4x4= 16

Current

4x4= 16

Quarterly Review by the Lead Director: Q1 (due July 2017 Board)

Control

Assurance
from the First
Line of Defence
(Front line)

Effective locality
governance and
Operations
Department
structure

Locality
governance
structure in
place

Effective clinical
engagement and
leadership

Team level
dashboards

Robust quality
governance
framework

Review of
incidents/ RCA’s

Effective training
of staff to deliver
safe and
compassionate
care

Communication
programmes in
key areas eg
quality priorities,
Local CQC
action plans
Systems of
reporting
incidents,
concerns
(Ulysses;
Whistleblowing)

Board Assurance Framework 2017/18
Failures in Care
Assurance
Assurance from
Gaps in
from the
the Third Line of Control
Second Line of Defence
Defence
(Independent
evidence)
(Management
evidence)
Monthly
dashboard to
Board

Quarterly
reporting to
Quality
Governance
Committee
Director
walkarounds
Clinical Audit
programme
2016/17

CQC inspections
Quarterly meeting
with CQC re Trust
action plan
CCG announced
and unannounced
inspections

NHS
Improvement,
CQC and NHS
England reports
and reviews

Slow response
in some areas
to CQC action
plan
implementation
Absence of
corporate
improvement
methodology

Gaps in
Assurance

Action to be taken

Full local ownership
by teams and
services, and Trustwide delivery of
CQC action plans

Monthly report and forward
look to the Board on CQC
action plan progress and
level of team engagement
and ownership of plans (FH,
monthly)

Evidence that
clinical policies are
being appropriately
used

Targeted action on areas
not showing pace and
progress in implementing
CQC action plan (FH,
monthly)

Clarity about action
required to achieve
‘good’ and
‘outstanding’
ratings

Delivery of the clinical audit
and internal audit
programmes 2017/18

Internal quality
assurance visits

Report on the adoption of
an improvement
methodology (FH, May
2017 Board)

Monthly
reporting to the
Executive
Quality and
Clinical Risk
Group

Actions to be identified to
improve Trust CQC rating
(FH, report to May 2017
Board)

Board Assurance Framework 2017/18
Failure to maximise opportunities from strategic partnerships
Strategic Goal:
To be a valued partner and expert in partnership working with patients, communities and organisations (Strategic Goal 2)
Risk:
Failure to maximise the opportunities provided by strategic partnerships to deliver integrated health and social care.
Caused by competing priorities in the Trust or on the part of partners and/or failure to deliver partnership commitments.
May result in the inadequate reflection of Trust priorities and plans in place-based planning outcomes, loss of confidence on the part of
commissioners, inadequate resourcing of Trust priorities, operational risk, lack of public awareness about the Trust and regulatory scrutiny.
Monitoring Group: Executive Performance and Corporate Risk Group
Lead Director: Director of Organisational Development and Participation
Risk Scoring:
Initial (April 2017)

4x3= 12

Target (March 2018)
Current

4x3= 12

Quarterly Review by the Lead Director: Q1 (due July 2017 Board)

Board Assurance Framework 2017/18
Failure to maximise opportunities from strategic partnerships
Control

Assurance from
the First Line of
Defence
(Front line)

Assurance from
the Second
Line of Defence
(Management
evidence)

Assurance from
the Third Line
of Defence
(Independent
evidence)

Gaps in Control

Gaps in
Assurance

Action to be
taken

Engagement in
the CSR/STP
process

Attendance at
System
Leadership
Team

Strategically
focussed Board
workshop
programme

NHSI
acceptance of
Trust
Operational
Plan 2017-19

Board oversight
of Operational
Plan 2017/19

Clarity about
the impact of
the outcome of
the CSR on the
long-term
sustainability of
the Trust

Ongoing
participation in
the STP
delivery groups
(All Directors)

Monitoring
Operational
Plan delivery

Arrangements
for
implementing
the outcome of
the CSR and
STP

Feedback from
partners

Stages of
Excellence
reporting

Trust
operational
plan 2017/19
Partnership
working with
local authorities
Partnership
working with
acute Trusts
and
commissioners
Stages of
Excellence

NHSE review
of Dorset STP
Dorset
Accountable
Care System
bid

STP
governance
structures and
accountabilities
Arrangements
for the delivery
of the Trust
transformation
programme
(Better Every
Day)

Competing
approaches for
partnership
arrangements
for the future
delivery of
services
without the
Trust having
clear criteria for
choosing
between them.

Reports to the
Board on
emerging
themes from
the CSR
consultation
(when
available) (NP)
Board
workshop on
strategic
partnering (RS,
June 2017)
Board report on
Better Every
Day
programme
(NP, June
2017)

Board Assurance Framework 2017/18
Failure to have in place the required workforce
Strategic Goals:
To be a learning organisation, maximising our partnership with Bournemouth University and promoting innovation, research and evidence
based practice. (Strategic Goal 3)
To have a skilled, diverse and caring workforce who are proud to work for Dorset HealthCare. (Strategic Goal 4)
Risk:
Failure to have in place the required workforce by not
(a) recruiting and retaining a sufficient workforce to deliver the Trust objectives;
(b) providing an environment in which staff have the opportunity to learn from practice and experience in the Trust and beyond;
(c) developing an engaged and motivated workforce.
May result in
•
•
•
•
•
•
•
•

Inadequate workforce planning
Insufficient workforce availability
High turnover
Over-reliance on temporary staff
Inadequate workforce development
Inadequate staff engagement
Low workforce productivity
Failure to deliver services safely

Monitoring Group: Executive Quality and Clinical Risk Group (reporting to the Quality Governance Committee)
Lead Director: Director of Human Resources
Risk Scoring:
Initial (April 2017)
Target (March 2018)
Current

4x3=12
4x3=12

Board Assurance Framework 2017/18
Failure to have in place the required workforce

Quarterly Review by the Lead Director: Q4 (due July 2017 Board)

Control

Assurance from
the First Line of
Defence
(Front line)

Assurance from
the Second Line
of Defence
(Management
evidence)

Assurance from
the Third Line of
Defence
(Independent
evidence)

Gaps in Control

Gaps in
Assurance

Action to be taken

Recruitment and
retention plans

Recruitment
response time

CQC inspections

Process for
establishing
staffing levels and
managing
unplanned
absences

Daily monitoring
of shift reports

Monthly staffing
report to
Executive Quality
and Clinical Risk
Group

Visibility of Trust
as an employer of
choice in the
employment
market

There continue to
be shortfalls in
place in key areas
which are difficult
to recruit to.

KPI’s to be
developed for
recruitment and
retention activity
(CLH, Q1 17/18)

Quarterly/halfyearly reports on
inpatient ward
staffing

CCG inspections

Clarity of reporting
arrangements in
respect of staff
engagement
activity

It is unclear as to
how the CSR will
impact on staff in
establishments
identified for
closure.

Reporting on the
cultural barometer
(NP, Q1 17/18)
Delivery of the
staff survey action
plan (NP, Q1
17/18)

Agency reduction
project
Staff Survey
action plan
Staff engagement
strategy
MoU with
Bournemouth
University
R&D governance

Monitoring
processes and
systems in place
to record staffing
levels
Team incident
and e-rostering
escalation
processes
Staff Survey
action planning
meetings
Trust and
University
Steering Group

Agency/vacancy
tracker
Recruitment and
Retention Group
Annual report on
Bournemouth
University
partnership with
Annual R&D
report

Quarterly meeting
with CQC re Trust
action plan

Agency
framework
reporting
Internal audit
programme

Absence of KPI’s
to indicate
effectiveness of
recruitment and
retention
initiatives
Clear goals on an
annual basis for
the partnership
with the University

At a strategic
level, the impact
of the ageing NHS
workforce and
potential
restrictions on
overseas workers
working in the UK
is unknown.

Targeted
recruitment
campaigns in
17/18 (NP)
Annual report on
partnership with
the University to
July/September
Board (NK)

Board Assurance Framework 2017/18
Failure to deliver financial sustainability
Strategic Goal:
To ensure the Trust’s resources are used in an efficient and sustainable way (Strategic Goal 6)
Risk:
Failure to deliver the Trust financial Plan by not delivering the CIP and lack of appropriate budgetary control and inadequate forecasting.
Failure to secure the medium term financial sustainability of the Trust as a result of changed commissioning intentions, service
reconfigurations, structural change and/or inadequate financial planning and forecasting.
May result in undue pressure on service budgets and reduction in service levels, service and structural changes to ensure continued viability,
loss of contracts and services, adverse publicity and regulatory scrutiny.
Monitoring Group: Executive Performance and Corporate Risk Group
Lead Director: Director of Finance and Strategic Development
Risk Scoring:

2017/18
Financial Plan

Medium Term
Assessment

Initial (April
2017)
Target (March
2018)
Current

4x3
12

4x4
16

4x3
12

4x4
16

Quarterly Review by the Lead Director: Q1 (due July 2017 Board)

Board Assurance Framework 2017/18
Failure to deliver financial sustainability

Control

Assurance
from the First
Line of
Defence
(Front line)

Assurance from the
Second Line of
Defence
(Management
evidence)

Assurance from the Third
Line of Defence
(Independent evidence)

Gaps in Control

Gaps in
Assurance

Action to be
taken

Financial
control and
reporting
systems

Monthly
finance,
performance
and workforce
reports

Monthly reports to
the Executive
Performance and
Corporate Risk
Group and Board

Internal and external
audit reviews of systems

Robust CIP pipeline
to be agreed

Quarterly reporting to
and feedback from NHSI

Absence of
medium/long-term
financial plan

Medium to longterm sustainability
of Trust unknown
pending outcome
of Clinical
Services Review

Development
of CIPs to meet
full target in
next two years
(MM)

PMO reports to the
Executive
Performance and
Corporate Risk
Group on CIP
delivery

NHSI approval of the
Operational plan for
2017/19

Oversight of
CIP delivery
Oversight of
delivery of the
capital
strategy and
investment
programme

Individual
capital
programme
project
monitoring

Monthly meetings of
the Capital
Investment Group

Planning to
mitigate
financial
challenge in
future years
Engagement
in STP
process

Annual operational
and planning budget
cycle overseen by
the Board
Full
engagement
in the STP
planning
meetings

Internal audits

Approval of STP by
partners
Agency expenditure cap

Scope to improve
forecasting within
the Trust

Unclear that the
capital resources
will be available
to support the
Trust investment
plans

Development
of a medium
term financial
strategy (MM,
Board
workshop
November
2017)
Assessment of
the impact of
the CSR
outcome for
the Trust (RS,
Board
workshop
October 2017)

Board Assurance Framework 2017/18
Failure to reduce the environmental impact of the Trust
Strategic Goal:
To raise awareness within the Trust and externally of the impact that our work has on people and our environment, and take steps to reduce
any negative effects. (Strategic Goal 7)
Risk:
Failure to limit the environmental impact of the Trust as a result of not delivering the Sustainable Development Management Plan.
May result in the Trust failing to meet its environmental responsibilities as a public body.
Monitoring Group: Executive Performance and Corporate Risk Group
Lead Director: Director of Finance and Strategic Development
Risk Scoring:
Initial (April
2017)
Target (March
2018)
Current

3x3
9
3x3
9

Quarterly Review by the Lead Director: Q1 (due July 2017 Board)

Board Assurance Framework 2017/18
Failure to reduce the environmental impact of the Trust

Control

Assurance
from the First
Line of
Defence
(Front line)

Assurance from the
Second Line of
Defence
(Management
evidence)

Assurance from the
Third Line of
Defence
(Independent
evidence)

Gaps in Control

Gaps in
Assurance

Action to be taken

Sustainable
Development
Management
Plan

Assessments
against the
Good
Corporate
Citizenship
Tool

Annual report
requirements re
sustainability
reporting

Audit assessment of
Trust Annual Report

Timescale for
next assessment
against the Good
Corporate
Citizenship Tool

Clarity in
respect of the
programme of
work required in
respect of
dealing with
climate change.

Achievement of 50% of
waste being recycled
(Q1 17/18, MM)

Requirements
of Public
Services
(Social Value)
Act 2012
Water Safety
Group
Strategic
partnership
with CCG
Building
Environmental
Management
System
(BEMS)

Staff
awareness
campaigns
egTurn it Off,
Bike to Work
Week,
targeting high
energy use
sites
Help Desk
streaming of
work and
priorities

Executive
Performance and
Corporate Risk
Group

Achievement of zero
waste to landfill (Q1,
17/18, MM)
Implementation of
waste compound
investment programme
2017/18 (MM)
Implementation of
action plan following
travel to work survey
(Q2, 17/18, MM)
Complete roll-out of
BEMS in 2017/18 (MM)
Implement boiler plant
replacement scheme
2017/18 (MM)

Agenda Item 16

NHS Improvement Self-Certification Statements
Part 1 Board Meeting 31 May 2017
Lead Director

Ron Shields, Chief Executive

Purpose of Report

To
(a) explain the requirement of NHS Improvement for the
Board to self-certify the position of the Trust in respect
of Licence Condition statement; and
(b) and to provide the information required to support
Board consideration of the statements

Executive Summary
NHS foundation trusts are required to self-certify, having had regard to the views of
Governors, whether or not they have complied with the requirements of the provider licence
and various aspects of NHS related legislation:
•

That all precautions necessary have been taken to comply with the Trust
Licence, NHS Acts and the NHS Constitution (condition G6(3));

•

That the required governance arrangements have been complied with
(Condition FT4 (8));

•

That the Trust has a reasonable expectation that required resources will
be available to deliver commissioner requested services (Condition CoS7
(3)).

An assessment has been made of the arrangements and processes in place in the Trust in
respect of each of the three statements.
On the basis of the review and the information available, it is recommended that the Board
can self-certify, having regard to the view of Governors, compliance with each of the
statements.
Recommendation/
Consideration by Board
Committee or Executive
Group

The Audit Committee, on 22 May 2017, recommended that the
Board, subject to some refinement of the text, certifies that the
Trust is compliant with the statement.

Recommendation

The Board is asked to certify that the Trust is complaint with
the statements in respect of Licence Conditions G6(3), FT4(8)
and CoS7(3) .

1

1.

Background

1.1

NHS foundation trusts are required to self-certify whether or not they have complied
with the requirements of the provider licence and various aspects of NHS related
legislation.

1.2

This report provides the Audit Committee with the information in respect of the
proposed self-certification submissions which the Board is required to submit in May
and June.

1.3

The Board is required to self-certify against three statements:
•

That all precautions necessary have been taken to comply with the Trust
Licence, NHS Acts and the NHS Constitution (condition G6(3));

•

That the required governance arrangements have been complied with
(Condition FT4 (8));

•

That the Trust has a reasonable expectation that required resources will
be available to deliver commissioner requested services (Condition CoS7
(3)).

1.4

Supporting information is set out below and in the attached templates.

1.5

In previous years, the completed self-certification statements have had to be
submitted to Monitor/NHSI. However, this year, the templates do not have to be
submitted to NHSI. Instead, from July, NHSI will contact a number of trusts to ask for
evidence of self-certification. The evidence can be the attached templates or relevant
Board minutes and papers recording sign-off.

2.

Compliance with the Licence, NHS Acts and the NHS Constitution

2.1

Trusts are required to have processes and systems that identify risks to complying
with the Licence and legislation and to take appropriate mitigating actions.

2.2

This Audit Committee received a report in April 2017 confirming compliance with the
Trust Licence.

2.3

More broadly, the robustness of the system of internal control within the Trust is a
key source of assurance in respect of compliance with this Condition. The Trust
Internal Auditors have concluded that reasonable assurance can be given as to the
adequacy and effectiveness of the Trust’s risk management, control and governance
processes. The Trust has adequate and effective management, control and
governance processes to manage the achievement of its objectives.

2.4

On this basis, it is considered that the Board can mark the declaration as confirmed.

2.5

The Trust is required to publish the self-certification in respect of this Condition within
one month of the deadline for sign –off (ie by the end of June).

2

3.

Governance Arrangements
Governance

3.1

The revised governance arrangements for the Trust came into effect on 1 April 2015.
Considerable progress has been made in embedding the structures and systems
over the course of the last two years.

3.2

Assurances in respect of their evolving effectiveness was provided by the outcome of
the June 2015 and March 2016 CQC inspections and the external governance review
against the Monitor Well-Led Framework in 2015.

3.3

The report published by the CQC in October 2015 commented that ‘the Trust had
developed an impressive, high quality and detailed system to support it to achieve its
vision…….We found those systems were robust…..’

3.4

The report published by PM Governance in October 2015 in respect of the
assessment against the Monitor Well-Led Framework concluded that ‘This review
provides the Board with a degree of assurance that it is compliant with…… the
‘governance condition’ FT4……’ No material governance concerns were identified
during the review.

3.5

The governance arrangements in the Trust have continued to evolve and be refined
since these assessments. On the basis of this evidence, it is considered that the
Board can mark the declaration as confirmed.
Training of Governors

3.6

Section 151 of the Health & Social Care Act requires the Trust to ensure that
Governors are equipped with the necessary skills and knowledge they require in their
capacity as Governors.

3.7

The Trust has, over the last three years, developed the training arrangements for
Governors.

3.8

Training and development of Governors is structured around
•

A mandatory induction day which gives an overview of the Trust, current
developments in the NHS in the County and the role of the Council of
Governors and of Governors.

•

Awaydays which combine a mix of training, briefing on topical issues and
discussions on Council priorities

•

Access to national training, briefing and developmental sessions provided by
NHS providers and other organisations

3.9

Alongside this, Governors are provided with information and access to meetings to
facilitate awareness and understanding. This is set out in the Policy on Engagement
with the Board, which was agreed in 2015/16.

3.10

The Council commissioned an externally facilitated self-evaluation in 2015/16 which
sought views on, in part Governor training and development. The report produced on
the self-evaluation commented that
3

‘The training and development sessions held over the past year have been highly
valued (and their impact is clear in the Governors’ understanding of, and confidence
in, their role)’.
3.11

This was reinforced in the 2016/17 Governor self-evaluation where the majority of
Governors considered that they had received the training , development and
information required to enable them to carry out their role.

3.12

On the basis of the above, it is considered that the declaration can be marked as
confirmed.

4.

Commissioner Requested Services

4.1

This declaration seeks confirmation that the Trust is sufficiently resourced to deliver
commissioner requested services. On the basis of the Trust Operational Plan 201719 and the budget 2017/18, it is considered that the Trust can mark the statement as
confirmed.

5

Recommendation of the Audit Committee

5.1

The attached draft statements and the information set out above were reviewed by
the Audit Committee on 22 May 2017. The Committee, subject to some refinement
of the text, recommended that the Board certify that the Trust is compliant with each
of the statements.

6

Recommendation

6.1

The Board is recommended to certify that the Trust is compliant with the statements
in respect of the following Licence Conditions:
•

That all precautions necessary have been taken to comply with the Trust
Licence, NHS Acts and the NHS Constitution (condition G6(3));

•

That the required governance arrangements have been complied with
(Condition FT4 (8));

•

That the Trust has a reasonable expectation that required resources will
be available to deliver commissioner requested services (Condition CoS7
(3)).

Keith Eales
Trust Secretary
May 2017
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Self-Certification Template - Conditions G6 and CoS7
Dorset Healthcare University NHS Foundation Trust
Foundation Trusts and NHS trusts are required to make the following declarations to NHS Improvement:
Systems or compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)
These Declarations are set out in this template.
Templates should be returned via the Trust portal.
How to use this template
1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

Worksheet "G6 & CoS7"
Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider
licence
The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another
option). Explanatory information should be provided where required.

General condition 6 - Systems for compliance with license conditions (FTs and NHS trusts)

1&2
1

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee are Confirmed
satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the NHS
Acts and have had regard to the NHS Constitution.

3

Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a

After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will have Confirmed
the Required Resources available to it after taking account distributions which might reasonably be expected
to be declared or paid for the period of 12 months referred to in this certificate.

3b

After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is
explained below, that the Licensee will have the Required Resources available to it after taking into account in
particular (but without limitation) any distribution which might reasonably be expected to be declared or paid for
the period of 12 months referred to in this certificate. However, they would like to draw attention to the
following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to
provide Commissioner Requested Services.

OK

EITHER:

Please fill details in cell E22

OR

Please Respond

OR

3c

In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to
it for the period of 12 months referred to in this certificate.
Statement of main factors taken into account in making the above declaration
In making the above declaration, the main factors which have been taken into account by the Board of
Directors are as follows:
In making this decalaration the Trust has taken into account the content of the Operational Plan 2017-19 submitted to
NHSI and the resources that this indicated will be available to the Trust over the plan period. The Trust has also taken
into account the commissioning intentions of NHS Dorset Clinical Commissioning Group over the plan period. The
content of the Operational Plan and the contract with the Trust commissioners have been reflected in the Trust budget
for 2017/18 which the Board has had regard to in making this declaration. Finally, the Board has had regard to the
identified strategic risks for 2017/18 and the assurance that can be taken from the controls in place in the Trust.

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Signature

Name

Name

Capacity [job title here]
Date

Capacity [job title here]
Date

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.
A

Please Respond

Self-Certification Template - Condition FT4
Dorset Healthcare University NHS Foundation Trust
Foundation Trusts and NHS trusts are required to make the following declarations to NHS Improvement:
Corporate Governance Statement - in accordance with Foundation Trust condition 4 (Foundations Trusts and NHS trusts)
Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act (Foundation Trusts only)
These Declarations are set out in this template.
How to use this template
1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

Worksheet "FT4 declaration"
Corporate Governance Statement (FTs and NHS trusts)
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

1

Corporate Governance Statement

Response

Risks and Mitigating actions

1

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier of health care services to the
NHS.

Confirmed

The Trust implemented robust systems, based on principles of good governance, in
April 2015. These have been the subject of external review by the CQC in 2015 and
also externally assessed against the Monitor Well-Led Framework. Both reviews
considered the systems to be effective Since that the time the systems and

Please complete Risks and Mitigating actions

2

The Board has regard to such guidance on good corporate governance as may be issued by NHS Improvement Confirmed
from time to time

The role of Trust Secretary provides the conduit for bringing matters to the attention
of the Board. The external review against the Well-Led Framework confirmed that the Please complete Risks and Mitigating actions
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3

The Board is satisfied that the Licensee has established and implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

Confirmed

The Trust implemented new governance systems and processes from April 2015.
The external governance review and the CQC inspections provided assurances about
the effectiveness of this system. The effectiveness of thisd system has been kept
Please complete Risks and Mitigating actions
under review by the Chair, Trust Secretary and the at the quarterly meetings of chairs
and Non-Executive Directors. Furthermore, an annual self-evaluation is undertaken by
the Board which encompasses the effectiveness of the governance arrangements.

4

The Board is satisfied that the Licensee has established and effectively implements systems and/or processes: Confirmed

The planned redevelopment of the Trust governance arrangements in 2014/15 put in
place a structure which, on e basis of the CQC and external governance review,
provied a firm and effective foundation for assurance and oversight of the Trust. Key
to this system was the separation of assurance from management in the way that the
Board and Executive interact. This system has continued to evolve over the last two
years in the light of experience. The Board continues to oversee the refinement of
these systems and processes to ensure that accountabilities are clear at all
levels.This system includes arrangements for the effective reportting to the Board
through an intergated dashboard that was commended by the CQC, a focus on
quality through a dedicated Quality Governance Committee supported by a specialist
Mental Health Legislation Assurance Committee. These sit at the apex of a
Please complete Risks and Mitigating actions
performance management system with a clear focus on quality and clarity in respect
of accountabilities. The Board contiues to assess the effectiveness of the system
through an annual self-evaluation.

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board and
statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

Please complete
both Risks and
Migitating actions
& Explanatory
p
both Risks and
Migitating actions
Please complete
both Risks and
Migitating actions
& Explanatory
Information

Please complete
both Risks and
Migitating actions
& Explanatory
Information
Please complete
both Risks and
Migitating actions
& Explanatory
Information

5

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include but Confirmed
not be restricted to systems and/or processes to ensure:
(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality
of care provided;
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of
care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date
information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted to
systems and/or processes for escalating and resolving quality issues including escalating them to the Board
where appropriate.

6

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the Board,
reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately
qualified to ensure compliance with the conditions of its NHS provider licence.

The membership of the Board has been reviewed and developed to ensure that there
is a clear focus and capability, amongst both Executive and Non-Executive members,
in respect of quality of care. This focus is maintained throughout the organisation.
Quality of care considerations and decisions are fully suppoorted through the
presence of a Board level Committee focussed on quality and the provision of timely
and comprehensive information, including the views of patients, through the
integrated dashboard to each Board meeting.

Please complete Risks and Mitigating actions

Please complete
both Risks and
Migitating actions
& Explanatory
Information

Confirmed

The Trust has a clear focus on ensuring the appropriate number of staff at all levels.
The manpower planning systems and the agreed stafing levels to deliver services are
supplemented by the Executive recruitment and retention group, chaired by the Chief Please complete Risks and Mitigating actions
Executive. This maintains a clear focus on ensuring that the staff available to the
Trust are sufficient to discharge the responsibilities of the Trust

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Signature

Name

Name

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.
A

Please Respond

Please complete
both Risks and
Migitating actions
& Explanatory
Information
Please complete
both Risks and
Migitating actions
& Explanatory

Please complete Risks and Mitigating actions

Please complete Risks and Mitigating actions

Please complete Risks and Mitigating actions

Please complete Risks and Mitigating actions

Please complete Risks and Mitigating actions

Please complete Risks and Mitigating actions

Please complete Risks and Mitigating actions

Please complete Risks and Mitigating actions

Worksheet "Training of governors"
Certification on training of governors (FTs only)
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements. Explanatory information should be provided where required.

2

Training of Governors

1

The Board is satisfied that during the financial year most recently ended the Licensee has provided
the necessary training to its Governors, as required in s151(5) of the Health and Social Care Act, to
ensure they are equipped with the skills and knowledge they need to undertake their role.

Confirmed

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Signature

Name

Name

Capacity [job title here]
Date

Capacity [job title here]
Date

OK

Further explanatory information should be provided below where the Board has been unable to confirm declarations under s151(5) of the Health and Social Care Act
A

