Dorset HealthCare University NHS Foundation Trust
Part 1 Board Meeting
Part 1 of the Dorset HealthCare University NHS Foundation Trust meeting will be
held on 8th October 2014 at Sentinel House, 4-6 Nuffield Road, Poole, Dorset,
BH17 0RB commencing at 1:00pm
If you are unable to attend please notify the Interim Trust Secretary on 01202
277017 at your earliest convenience.
Yours Sincerely,

Ann Abraham
Chair
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Patient Story
Part 1 Board Meeting 8th October 2014
Author

Julie Whitmarsh, service user

Sponsoring Board Member

Fiona Haughey, Director of Nursing and Quality

Purpose of Report

To consider Julie’s experience with the Dorset Chronic
Fatigue/ME Service

Recommendation

The Board is asked to discuss and consider the narrative
from Julie’s experience.

Engagement and Involvement

Julie was supported by the Patient Experience Facilitator to
narrate write her story.

Previous Committee/s Dates

None

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






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

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

Yes

Any action required?
Yes
No
Detail in report





















Patient Story - Julie Whitmarsh

BACKGROUND
Julie has suffered with Chronic Fatigue Syndrome. This is the story of her experience with the
treatment and care she received from the Dorset Chronic Fatigue/ME Service based at Wareham
Community Hospital
Dorset CFS/ME Services (Chronic Fatigue Syndrome/) for Adults and Child
The Dorset CFS/ME Service is based at Wareham Hospital. It offers specialist diagnosis,
assessment, treatment and review to adults and children with mild/moderate and severe levels of
CFS/ME. Interventions are recovery focused and aim to work with individuals to achieve their
optimum levels of function and independence in all aspects of life.
Both adult and children's CFS/ME services operate Monday to Friday and there is an answering
machine for messages outside of these hours.
Referrals to the adult service can be made via a GP or consultant.
If you are over 18, living in Dorset and would like to access the Dorset CFS/ME services please
ask your GP for a referral according to the referral protocol for adults.
Patients under 18 and living in Dorset, can discuss referral with any of the following; GP, school
Doctor and other Paediatricians and specialists directly to the service. Teaching staff can refer for
a screening assessment. Further details can be found on the children and young people's referral
criteria.
Dorset CFS/ME services have a long established collaborative relationship with the charitable
Dorset ME Support Group. They can be contacted by telephone on 01305 777670 or email
help@dorsetmesupport.org.uk or through their website www.dorsetmesupport.org.uk

Patient Story
My name is Julie and I want to tell you a bit about my experience of the Dorset Chronic Fatigue/ME
Service, which is based at Wareham Hospital.
But first a little background about how I ended up there.
About 12 years ago I was diagnosed with an underactive thyroid, a condition with countless
symptoms, including extreme fatigue and depression. Although I have been on a fairly hefty dose
of Thyroxin since then, I have never felt properly well and, despite trying dietary changes,
acupuncture, job changes etc., have fairly continuously suffered from fatigue. You kind of put up
with it and learn to manage and organize your life accordingly, but March last year (2013) I hit a
brick wall and basically came to a complete standstill.
I went back to my GP, who ordered yet another raft of blood tests to rule out the usual suspects,
but all came back “normal” again, much to my (and probably his) frustration! It’s a measure of how
this incessant fatigue and other debilitating symptoms were getting to me that I was actually hoping
to find out that I had an identifiable illness.
My partner had heard about the Chronic Fatigue Unit in Wareham so I asked my GP to refer me.
With visible relief, he agreed to do so. I was initially told there was a 12-week waiting list before I
could see the consultant. I was really disappointed, as I desperately wanted to get going on this
possible “cure”. I was lucky as, due to a cancellation, I was in fact seen at the beginning of July
and was told that I had a “classic case of ME”. I can’t tell you how relieved I was to finally put a
name to my symptoms and to feel that I was being taken seriously. By this time, I was feeling so ill
and could do so little that I gave up my job as a Teacher of English to Foreign Students and was
feeling very low and despondent.
The next step was to meet with an Occupational Therapist in the Unit. From the first moment, I felt
at ease and positive about the treatment program and the therapists. I was offered the choice of 1
to 1 therapy sessions or small group (8 of us) therapy and it was made clear that I could swap if I
later wanted to. I opted for group therapy as I wanted to hear others’ experiences.
There were 7 fortnightly sessions, followed by one review session 8 weeks later. The sessions
were extremely useful for several reasons:
1. Being in a group enabled me to validate my own feelings and experiences; I could finally be
sure that I wasn’t imagining it all and that I wasn’t just being lazy!
2. Hearing others’ stories helped me realize some of the negative lifestyle choices I was
making (and had been for years) and pushed me to make certain changes.
3. Each session started with a “how have you been over the past 14 days?” catch up, where
we were encouraged to share experiences, feelings, changes we’d made and whether
they’d helped or not. These sessions were invaluable as a therapy in themselves and a
learning tool.
4. Each session also had a clear and clearly explained goal, such as an explanation of what
ME/CFS actually is, the physical health problems which come with the condition (which
explained my painful joints and muscles and the heart attack-like pains I had experienced,
which had led to a day in Poole Hospital having heart tests!), relaxation techniques, activity
management, an introduction to mindfulness and to cognitive behavioral therapy and how
to incorporate these into everyday life.

5.

We were made aware of other services on offer, such as the Dorset ME group, a helpline
for financial worries and the CBT sessions available through GP referral.

The two Occupational Therapists who ran the sessions were fantastic; they were approachable,
knowledgeable and professional. The sessions were well-organized with a friendly, supportive and
relaxed atmosphere. I always left feeling positive, even though the sessions often raised some
emotional issues. I felt at ease talking about personal issues and confident that they would remain
confidential.
It was clear that the OTs had a good understanding of CFS/ME; the timing of the sessions was
thoughtful: 11am to 1pm, which is the sort of time of day when sufferers are likely to be “at their
best” and the refreshments for the coffee break were ideal: a range of teas, including herbal as well
as coffee and even hot chocolate, nuts (ideal for energy) as well as nice biscuits .These may
sound like small things, but, when even getting out of bed seems like climbing Everest, every little
thing can make a huge difference.
The most important things that I learned from the sessions are that there is no medical cure for ME
and that I am responsible for beating it. I also learnt to accept that I have the condition and to work
with it rather than fight against it. It is immensely important to take this condition seriously and just
as important to ask that those around you do, too. Over the 20 or so weeks of the program several
issues became clear to me, certain lifestyle choices were flagged up and unhelpful thought
processes became obvious.
As I started to address these things, I found that my symptoms decreased. This was also due to
the fact that I was living within my energy means. Since October (2013) I have been working 2
days a week in a local shop, which I enjoy. I am aware, though, that I am feeling “in limbo” with my
life.
Since the end of the program (it finished in January of this year) I have continued to address the
issues and to keep in mind the lessons learnt, but it has been more difficult. I have found that I
have been pushing myself too much, with the obvious results i.e. exhaustion and demoralization,
and find that I want to move on with my life faster than it will allow me. At the beginning of August I
finally got around to seeking a GP referral for CBT sessions and he referred me to the Steps 2
Wellbeing program.
The Dorset CFS/ME Service changed my life. It is a fantastic resource and I would love to see it
extended. It certainly needs a higher profile; my GP didn’t seem to know of its existence until I
made him aware of it. I am so grateful that the unit is based in Wareham, as that is only a 20minute drive from where I live in Swanage. I really felt for those sufferers who came from
Weymouth, Christchurch, Verwood etc. Such a long drive is often overwhelming for an ME
sufferer. In an ideal world, other units would be available, maybe at local hospitals or GP surgeries.
The cost of extending the service would be more than offset by the financial savings elsewhere.
Take me as an example; I haven’t had a blood test in nearly 18 months! Others I know of have
reduced their anti-depressants.
I still have ME but now class myself as someone who is recovering from ME. With the knowledge
gained during the program I shall continue to chip away at it and part of that is being kind to myself
in the process.

July 2014

Matters Arising Report
Part I Board Meeting 8th October 2014
Report from the Trust Board Secretary on Matters Arising from the Minutes of the Part I
Meeting of the Board of Directors held on 10th September, 2014
1. Purpose
To report to the Board on any matters arising from the draft minutes of the last Board
meeting.
2. Recommendation
That the Board notes this report and recommends any action it considers appropriate.

3. Background Information
This report covers all outstanding action points contained in the minutes and is required in
order that the Board can be satisfied that all action points in the action column have either
been completed, are in progress or will be completed in accordance with any timescale
contained in the minute.

4. Matters Arising
Minute
171/14

Topic
Memorandum of
Understanding (MoU)
with Bournemouth
University

Action
Joint MOU paper
between the Trust and
University to be
presented to the Board
during the October
meeting.
Response Paper added to part 1 agenda.

Lead
LMW

Deadline
October 2014

Mark Dobbs
Interim Trust Board Secretary, October 2014

N:\Secretariat\Board\Meetings\2014\10 - October\08_10_2014\Agenda\Part 1\Draft - Part I Board - Matters Arising - October 2014.doc

1

MINUTES OF THE QUALITY ASSURANCE COMMITTEE
Thursday 28th August 2014, 2 pm, Meeting Room 3, Sentinel House
Members:

Attending:

Apologies:
QAC
123/14

124/14

David Brook
Gill Fozard
Sarah Murray
Nick Yeo
Sally O’Donnell
Laurence Mynors-Wallis
Jane Elson
Ron Shields
Fiona Haughey
Linda Boland
Norma Lee
Michelle Hopkins
Andy Chittenden
Linda Thomas
Hazel McAtackney
Dr Simon Beer

Non Executive Director (Chair) (Left at 4 pm)
Non Executive Director (Chair from 4 pm)
Non Executive Director
Non Executive Director
Director of Community Services
Medical Director (left at 4.20 pm)
Director Mental Health Services
Chief Executive
Director Nursing & Quality
Director of Children’s & Young Persons Services
Interim Associate Director of Nursing and Quality
Head of Patient Safety and Risk
Corporate Governance Adviser
PA to Director Nursing & Quality for minutes
Head of Compliance and Regulation
Consultant Psychiatrist
ACTION

Apologies:
Apologies as noted above. DB and RS held up in a previous meeting, so GF
started to chair. GF welcomed SM and NY to their first Quality Assurance
Meeting.
Minutes of the last meeting
The minutes from the Committee meeting held on the 30th June were accepted as
an accurate record of the meeting with one accuracy amendment;
108/14, 4th paragraph should read;
“GF felt in light of the overall governance review the interface between the Quality
Assurance Committee, Mental Health Act Hospital Managers Committee and the
Mental Health Act Assurance Committee will become clearer.”
113/14, Update on Homicide Reports (EH) – JE added that the CCG have
confirmed they do want to receive an update report in October.

125/14

LT

Actions from Previous Meeting
110/14 - Progress Report on Dental RCA – SO’D also added that she had read
the guidelines and confirmed that the x-rays are marked not the tooth.
111/14 – Infection Prevention and Control Annual Report for 2013/14 and Work
Plan 2014/15 – Although an update was given LMW asked for an update following
the Infection Control Team visiting Waterston on the 12th August. NL agreed to
follow up and add a post meeting note to the minutes.
116/14 – NHS Choices: Staffing and Patient Safety Data – FH confirmed that
NHS Choice website was monitored by Nicola Plumb and Customer Services.
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126/14

Moderate and Above Incidents inc Serious Incidents Requiring Investigation
(SIRI)
MH presented the report to the group and highlighted that it included data for June
and July.
DB queried how the data shown in the report is reviewed and monitored to enable
the committee to be assured. MH confirmed that the incidents are reviewed at the
monthly Patient Safety Group meeting and an Annual Report is presented to the
Quality Assurance Committee.
With the current governance review, FH queried if this report needs to be included
in Part 2 of the Board papers. LMW suggested a separate quarterly report to the
Board would be more meaningful and any concerns that are raised monthly at this
meeting can be included in the Chair’s report to the Board.
The committee agreed that the monthly report should come to this meeting. LMW
agreed to take the lead for completing a short report to include quarterly trends
and learnings for the October Board Meeting.

LMW

AC added that it was important that the Board should be sighted on these issues
before the investigation process begins, so they have a high level view.
SO’D felt the report didn’t need to include the breakdown within areas.
GF queried on page 5, Linden Ward why an end of life care patient was on the
ward. FH confirmed that after considering CQC registration inclusions, mental
capacity assessments of the patient and a review of her physical and mental
health needs on balance a decision was made to stay on Linden with the support
of palliative care.
127/14

Quarterly Progress on Serious Incident Recommendations
MH presented the report to the group which shows the progress of those
recommendations made from reviews of serious incidents requiring investigation
that have had revised completion dates and/or have passed the due date for
completion.
The report outlines the actions that have been identified by the Directorates to
complete the remaining recommendations that are partially completed or
overdue:
• 3 recommendations 2012
• 5 recommendations 2013
• 1 recommendations 2014
JE confirmed to the group that once she was appointed Director of Mental Health
Services, outstanding recommendations were added to the Directorate Risk
Register.
DB wanted assurance that lessons had been learnt from the recommendations
and that processes had been changed to ensure actions are reduced. MH
2

confirmed that all recommendations are linked and processes are in place for
lessons learnt.
Page 7 on the appendix regarding Care Co-ordinators carrying out questionnaires
– LMW suggested to the committee that this is removed and the committee
agreed.
128/14

MH

Measures in the 72 Hour Review from Management of Serious Incidents
Requiring Investigation
LMW presented the report which provides the Committee with details of the
information that is included in the 72 hour management review as requested at
the QAC meeting 8th May 2014.
The request followed discussion about the timeliness of the incident review
process in line with the Serious Incidents Requiring Investigation (SIRI) process.
The 72 hour management review informs the wider Root Cause Analysis review.
The SIRI process requires that a comprehensive RCA are completed within 45
days for grade 1 incidents (pressure ulcers, community suicides). Adherences to
the SIRI time frames are reported in the monthly reports to Directorates and within
the Quality Report to the CCG.
DB concerned that this will capture potential harm, but how “no harm/near misses”
were being captured. JE advised this is reported on Ulysses.
LB felt that details of support offered to families should be added on Page 3, but
MH said this was already captured on Ulysses for free text to be added. JE felt
this form should be looked at against Ulysses to ensure there are no duplications.

MH

RS felt that the report needs to be clear and adequate for the purpose of given
assurance to the QAC.
129/14

Summary of Homicide Recommendations (EH and TM/AR)
JE presented the report on progress on actions and compliance in regard to two
homicide reviews EH and AR/TM. JE added that the CCG have requested an
update report for October.
The committee noted the progress to date and agreed for the report to come back
to the group quarterly until actions are closed.

130/14

Quality Priorities Quarter 1 Progress Report
FH presented the report to the group which highlights the Trust quality priorities
for 2014/15 and the indicators selected that would demonstrate progress and
improvement in the three domains of quality: patient safety, clinical effectiveness
and the patient experience. The report provides a position against the priorities
and indicators as at Quarter 1.
The Committee were asked to consider the report and note:
• the progress made at the end of Quarter 1 (April – June 2014)
• the one area that is rated as red - % of complaints/patient feedback where
staff attitude is an issue at 16% as compared to the same reporting period last
3

year. However, more work is required to understand how this compares year
on year with a comparative increase in complaints received by the Trust.
3.2 – Clinical Staff engaging in Clinical Supervision – proving challenging across
Trust. Some confusion that clinical staff gain clinical supervision from outside of
the ward, some have clinical supervision from their line manager.
DB was concerned that the Q1 results were disappointing at 53.24% and asked if
the 85% was achievable. RS added that supervision is part of what we do and is
it down to staff not recording supervision. RS felt clinical supervision needs to be
clearer.
SO’D confirmed that all three directorates are working with Colin Hague with
regard to the on line Appraisal System where supervision is recorded.
3.4 – Care Plans – separate action plan to be produced to monitor this.
4.3 ii – Complaints – GF was very disappointed with the complaints relating to
staff attitude and felt that this was also to do with recruitment.
DB thanked FH for the clear report and it was agreed this would come back to the
group on a quarterly basis.
131/14

NEWS Progress Report
FH presented the National Early Warning Score report to the Quality Assurance
Committee in May 2014. Quarterly audits of all Community wards have been
completed.
The paper reports on the audit findings of the first quarter (Q1) and collectively for
the full year 2013/14 enabling a clearer position to be known in regard to
compliance with this standard.
The report highlights good compliance in recording of baseline observations on
patient admission, however, there is improvement required to ensure full
compliance for ongoing observations and the recording of actions taken when
indicated by the NEWS score.
The audit outcomes, recommendations and actions are shared directly with the
wards on completion of the audit and ongoing audits will be undertaken by the
Clinical Audit team. FH also added that work is continued to be done with the
Matrons and Ward Managers. DB suggested the report to come back to the
meeting in 6 months’ time.

132/14

Monthly Staffing Report
FH presented the report to the group. The Committee were asked to receive and
review the information within this report and note:
• The staffing position for July 2014 and the reporting process to highlight
the shortfalls in staff levels where identified and mitigating actions.
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•
•
•

The actions being taken particularly on the mental health wards
(Waterston) to support staffing shortfalls to ensure patient and staff safety.
The vacancy factor, which will improve with new appointments due to
commence employment with the Trust in September/October 2014.
The staffing/quality dashboard and consider what other quality metrics
would be useful within the report.

FH added that the Board see a monthly report which is included in the Dashboard,
this is for a more detailed report for the QAC committee.
SM asked for clarification around sick leave and SO’D confirmed that there is a
flagging system of 4 episodes in a rolling 12 months then meet with Line
Manager.
NY felt the report was very clear and highlighted the issues that need to be raised.
NY asked what was in place to ensure that when a ward has unsafe levels of
staffing when does it become too unsafe. FH confirmed that it is down to
professional judgement on the day/on the shift, can move and redeploy staff to
accommodate, to divert and move patients but all looked at on an individual basis.
FH also added that it is not just nurses to be considered, but ward support ie
AHPs, Medics, Ward Clerks, etc and is keen for an Escalation Policy for clarity.
LMW felt this was a helpful, clear paper.
133/14

Infection Prevention and Control Position Report
NL presented the paper to the group and highlighted the following key issues;
• Note the report and the increasing pressures on the team during this period of
change, increasing demand on the team when new services are
commissioned i.e. Devon Prison Health care
• Increasing estates involvement e.g. care environment, water quality
monitoring to ensure safe clean care
• Greater complexity of patients cared for in the community and inpatient units
and prisons requiring specialist advice
• The impact of introduction of SystmOne resulting in decreased surveillance
capabilities
• Lack of IT infrastructure to support monitoring and surveillance, resulting in
paper driven processes, including audit. ICNet will improve monitoring and
surveillance.
It was noted by the committee the higher than normal figure for cases of
Clostridium Difficile. From April 2014 there have been 6 cases within the Trust all
in community hospital. The CCG has agreed a ceiling of 16 cases for 2014/15.
Case 1 has been agreed as non-trajectory, as it was not due to a lapse in care.
Cases 2, 3 and 5, were all unavoidable due to patient’s medical and antibiotic
history. Case 4, will be presented at the CCG Post Infection Review meeting in
September, to confirm as not due to a lapse in care. Case 6, which resulted in the
patient’s death, is currently under STEIS investigation.
FH added that staff have been quick to act with symptoms of Cdiff on admission.
5

The committee accepted the report.
DB left the meeting, GF continued to chair.
134/14

Report on the Review of Mental Health Crisis Response/Home Treatment
Services and Inpatient Services
JE presented the report to the group to update the committee on the Review of
Crisis and Inpatient Services in Mental Health, undertaken by Hilary McCallion
and team in March 2014 with the report received in April 2014. This is to report
on the progress of the implementation of the recommendations arising from the
report.
JE read through the recommendations and actions taken.
2.16 – MH confirmed the Clinical Risk Policy had now been agreed.
3.16 – Nursing Strategy – FH advised that the Nursing Strategy was yet to be
developed, but will encompass mental health and community services.
GF acknowledged that a lot of work has been done.
RS added that although a lot of work had been done, there are some real
concerns with mental health as a whole and suggested that a clear programme of
actions and timescales was needed.
The committee asked for a progress action plan to come back to the next meeting
and then be escalated to the Board.

135/14

JE

Independent Review of the Supervision and Management and Use of
Controlled Drugs in the Bournemouth Substance Misuse Service
JE presented the report to the group explaining that this review was undertaken
following concerns raised about the supervision of management and use of
controlled drugs in the Bournemouth Substance Misuse Service during 2012/13.
A number of issues were identified with service provision and monitoring prior to
April 2013, and with the tendering and re-commissioning processes that were
undertaken.
The recommendations are of relevance not only to the services which were the
subject of this review, but also to other NHS services particularly where contracts
are being tendered by non-NHS organisations, or being provided by non-NHS
organisations.
The Committee accepted the report.

136/14

Internal Assurance Report, Action Plans and Progress including QRP
Update
FH presented the report to the Committee and highlighted the following key issues
and actions being taken;
• As the CQC have indicated that the action plans will be revisited as part of
6

•
•

•

the new inspection process, Operational Directorates need to ensure that
local monitoring processes remain focussed on these outcomes so that they
become embedded in practice and this can be evidenced. Internal
assurance visits will continue to monitor and review the compliance to
essential standards and that ongoing sustainable improvement is evidenced
in practice.
The summary of findings from the Mental Health Act visits should be shared
across all mental health inpatient units to ensure the learning is shared.
The further work being undertaken by the Nursing and Quality Directorate
which includes the development of a Trust action plan to improve the
standards of care planning and record keeping with auditable measures to
track progress.
The forthcoming Intelligent Monitoring reports due in the Autumn.

In addition to the above, FH added that Bridport Hospital had a CQC visit on
Tuesday 26 August, which we have received verbal feedback indicating
compliance to the 5 standards assessed, and MHA Visit to Dudsbury today –
awaiting feedback. Ongoing difficulties with staffing, care planning and risk
assessments were are being addressed.
2.1 – Inspection visit to Waterston on the 4th and 5th August – report awaited.
3.1 – Live Action Plans – Nursing and Quality Team to visit to ensure compliance
with the original action plans. Concerns over Linden Unit as leadership is lacking,
but the team are working with the ward.
LMW felt that a considerable amount of input had been provided to Waterston and
Linden and still the same issues of care plans and risk assessments were being
raised.
LMW left the meeting.
GF was disappointed and felt that the committee didn’t have assurance. Should
the Board be supporting? RS highlighted that leadership and ownership is the
heart of the problem, not just Ward Managers but Medical Leadership as well.
JE/FH working on and changes happening.
GF asked for an updated position for the next meeting.
137/14

HMc

Analysis Report for Improvement Following Complaints, Litigation and
Incidents for Quarter 1
FH presented the report in HMc absence for information. Information included is
also reported in different places, so this report is an overview.
NY didn’t feel this gave assurance and asked for the report to be made more
meaningful for Quarter 2.

138/14

HMc

NICE Exception Report Q1
FH presented the report to the group for information.
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NICE Guidance Assurance Group Terms of Reference – GF asked for an
amendment for 3.1 should read “Senior Clinical lead for Mental Health
Services/CHS/Childrens/Prisons”.
139/14

LT

Any New Risks or Change to Existing Risks Identified?
Noted the ongoing staffing concerns throughout the Trust.
Is a clinical audit required to demonstrate improvement in practice?

140/14

Agree reports to the Trust Board
None to the Board this month.

141/14

Feedback from meeting/Value of Meeting/Achieving Goals
NY felt the meeting was very helpful and informative. The issues that are across
the Trust and the need for the committee to have assurance. NY felt it was more
executive discussions rather than assurance in some parts of the meeting. The
reports presented a very clear, but is the meeting being as SMART as it could be?
SM noted recurrent issues that needed to be progressed but did feel reassured
that work is being done to achieve assurance.

142/14

For Information
The following minutes were noted;
 Patient Safety Group 18.07.14 and 18.08.14
 Clinical Effectiveness and Regulation Group 18.07.14 and 18.08.14
 Patient and Carer Experience Group 18.07.14 and 18.08.14

143/14

Any Other Business
Suicide Trend Report – MH asked if this could be an agenda item in November
rather than September due to the structure re-organisation. The committee
agreed.

MH

JAG Accreditation – SO’D advised the committee that Swanage Hospital have
received the certificate for the JAG Accreditation for Endoscopy. GF asked that
SO’D pass the committee’s congratulations onto the team.
144/14

Date of Next Meeting
29th September 2014,3 pm, Meeting Room 1 (SM sends apologies)
29th October 2014, 9 am, Meeting Room 1
27th November, 9 am, Meeting Room 1
December meeting to be arranged
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FINANCE, INVESTMENT AND PERFORMANCE BOARD SUB-COMMITTEE
MINUTES
of the meeting held on Tuesday 5th August 2014 at 1500 hours
in Training Room 1 at Sentinel House
PRESENT:

Lynne Hunt, Non-Executive Director (Chair)
Ann Abraham, Non-Executive Director/Trust Chair
Ron Shields, Chief Executive
Linda Boland, Director of Children and Young People’s Services
Jackie Chai, Acting Director of Finance and Performance Management
Sally O’Donnell, Deputy Director of Community Health Services
Colin Hague, Director of Human Resources
Charlie Teare, Programme Lead (Innovation)
Fiona Haughey- Director of Nursing and Quality

IN ATTENDANCE:

Sandra North (Minutes Secretary)

ACTION
1.

Apologies/Welcome
Apologies were received from Dr Laurence Mynors-Wallis, Medical Director. Jane Elson,
Director of Mental Health Services
The Chair welcomed attendees and congratulated LB and SO’D on their new roles and FH
on her successful appointment.

2.

Minutes of the last Meeting
The Minutes of the meeting held on 1 July 2014 were approved subject to the following
amendments:-.
Page 2, 4.2 “Monitor” does not require a capital letter
Page 5, 11.2 “Health Education Wessex Board” to be amended to “Health Education
Wessex Conference” and “CH to respond to Wessex Health Education Board” to be
amended to “CH to respond to Health Education Wessex”.

3.

Matters Arising

3.1

Item 3.2, page 2 refers. Psychiatric on call rota - CT confirmed this now shows a favourable
position and the action is complete.

3.2

Item 3.3 page 2 refers. Training - FH has met with Phil Redford and this is work is progress.

3.3

Item 5.10 page 3 refers. PMO action complete and Ian Tait has been invited to attend
September FIP to update on the capital programme.

3.4

Item 10 page 5. Pharmacy service – Discussed at the Trust Executive meeting and market
testing in progress.

3.5

Item 11.2 page 5 refers. Health Education Wessex - CH has written to Health Education
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Wessex and he will be attending future meetings, item to be kept on the agenda.
3.6

Item 12.2 page 5. Risk management governance - Board discussion in Part 2 took place
with Andy Chittenden.

4.

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

4.1

CIP – Report shows forecasting just above the target at £8095k. Since the report was written
there has been movement which takes this up to £8115K.

4.2

Locality model - Under achievement is forecast. Consultation has now closed and response
has gone back to staff affected. RS advised it was his understanding this will deliver.

4.3

Bed utilisation – Forecasting under delivery of £55k. However against agency and bank an
additional £125k has been found. This does not affect the bottom line.

4.4

Terms and Conditions – Discussed at the PMO Board where it was felt that given the current
challenges and consultation it would not be right to progress with this scheme. It was
decided that the wider terms and conditions would be looked at later this year. CH said we
had been able to agree with the unions that we can remove these allowances from new staff
but if removed from existing staff this would involve termination and reengagement of those
staff which does not seem appropriate. RS said no-one nationally had gone for this and it
was a big step to terminate and reengage staff. RS asked for quantification of the scale of
benefit we could get if we took a decision to implement or use in negotiation. AA agreed it
was correct for now not to take this forward and recalled a previous Price Waterhouse
Cooper (PWC) slide where potential savings identified had been huge so this was something
to come back to in relation to how real that figure was and was something to build into the
work programme to look at the future savings. AA said that if PWC’s figures had been
grossly incorrect then we should say so. RS said terms and conditions that can be changed
are being focused on, and for new starters have been put in place. AA said she had in other
settings been used to seeing annual reviews of recruitment and retention and premiums
added to salaries to either recruit or retain staff. LH said this would be for discussion at the
Remuneration Committee.

4.5

Procurement – Report shows an under delivery but a further £20k has now been found.

4.6

Tax Efficiencies – PMO has worked with the Associate Director of Finance and looked at
other trusts and the forecast is £54k. The annual leave scheme has delivered £2k more
than planned.

4.7

Devon Prisons – Identified this was a cost pressure reducing scheme rather than a CIP.

4.8

CIP 2015/16 – Draft paper discussed at the PMO Board, looking at how we engage
operational staff a lot more, to generate ideas.

4.9

AA queried point 5.2 and CT explained that LMW was keen to explore what
estates/properties we can dispose of and make better use of. RS said this included a
reduction of estates costs regarding maintenance and disposal and was about maximising
what we can by way of cost improvement. LH asked when progress would be seen and JC
confirmed the next capital strategy meeting is in place for the 12th August and Ian Tait will
attend the FIP meeting in September to provide an update.

5.

IT

Finance Report
This report was presented by JC.

5.1

Month 3 shows a deficit in June of £344k translating into a position where we are £675k
above target year to date. We have planned for a £4m deficit so are still ahead of target. In
predicting against the plan of £4m deficit we believe we are £800k ahead of the plan at the
yearend as a forecast.

5.2

CIP reporting - £4.5m banked which has been extracted from budget, profiling of schemes is
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behind at the moment but we still believe we will achieve this.
5.3

Pay performance is providing a surplus. The non-pay deficit for the month cumulatively is
still providing a £102k surplus. Income variance is small and is not expecting to cause any
great concern.

5.4

CQUINS are still requiring data and activity at Q1 but are predicting no change for now.

5.5

Out of area placements – In section 3.4 JC highlighted that we are starting to see a trend of
increasing numbers over last couple of months. As at today there are 14 patients placed out
of area and JC as the current director on call is aware there has been particular difficulty in
finding male beds which is driving up out of area placements. FH said it would be useful to
differentiate between male and female. LH asked what is the service that we offer and if
beds are full what are the pressures. AA said a verbal explanation of why we are where we
are should be given to the Board. RS said we are now working with recruitment issues and
clinical leadership and some difficulties seem to be exacerbated by trying to get leadership
in these areas. LH asked if the situation continued what would be the plan should the £1.1m
which came from commissioners be used up? RS said a more detailed explanation should
come to the September meeting. LH requested a report on the out of area placements issue
to be presented to FIP in September 2014.

5.6

Capital programme – JC said confidence in achieving the capital planned expenditure of
£12.3m will depend on early decisions on large schemes such as St Ann’s. We have
schemes we can put the brakes on and others we can push forward to manage the capital
programme. JC is meeting monthly with colleagues to update the programme and JC said
the longer we delay decisions this will almost certainly result in a bigger underspend gap.
RS said we need to be mindful of missing the Monitor target of 15%. If there is slippage we
need to make a judgement by the end of quarter 2 /start of quarter 3. LB advised the PMO
could be used to flag up and take proactive action so as we do not breach the Monitor
target. LH said we need to ensure we are spending quickly, properly and in the right places
for patents and staff. AA said if we are going to do something very different from what we
planned we should do so and explain rather than explain when asked. AA advised a board
paper is going out tomorrow with the proposal for St Ann’s.

6.

Integrated Corporate Board Report

JE

This report was presented by FH
6.1

6.2

LH questioned the consistency regarding the RAG ratings and noted that there were some
where we have red and amber scores but the narrative reads about the same. CT explained
that the red ratings were where the date has passed and the amber where they were still live
at the point the report was prepared. Discussion took place regarding the process of RAG
ratings and LH suggested that an un-RAG rated report go forward to the Board next time
and the executive team should include more narrative about what is being done. AA asked
for the report to be up to date and correct before the board papers are sent out tomorrow.
CT summarised that actions would be to keep the RAG rating for now and add a comment
that this was work in progress and amend the incorrect rating to amber. AA noted that
going forward the message to the Executive would be that the report needs to be read in
totality to ensure its integrity and this should not be for the Board to pick up. RS said the
quality of narrative is key and LB raised the tight timescale issue with the turnaround of
papers. AA advised the planning of the annual cycle of meetings for the next 15 months
was being raised next week.

CT/FH

Pressure ulcers – FH highlighted that both avoidable and non-avoidable pressure ulcers
continue to be seen, an action plan and standards will be going to the Quality Assurance
Committee. SO’D said we are definitely seeing improvements although there is still a lot to
do. Team leaders have had to work hard to get the full understanding and commitment of
teams and the action plan is now beginning to show some benefits and no doubt the
improvement of the quality of RCA’s and the speed at which they are completed will also
help. LH asked if we had patients who are admitted without pressure ulcers and then go on
to develop them. SOD said patients were more likely to have been admitted with a grade 1
or 2 and then to deteriorate. LB said it would be useful if we knew which wards did not have
any and then learn from it in terms of what might be happening on those wards. RS said a
psychological shift to “we’ve been harm free” would be beneficial. AA recalled a deep dive
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on pressure ulcers which was due in September and FH said information will be correlated
with other reports.
6.3

Healthcare acquired infections – 5 incidents of CDiff with 3 on Radipole and 2 on Tarrant
and FH said we are looking closely at Radipole where there had been a CDiff related death
(this took place following transfer to Dorchester Hospital). FH said a report will be going to
the Quality Assurance Committee later this month.

6.4

Staffing – It was noted that July’s report will show a deteriorating position due to some of the
issues we are experiencing now. FH said we are aware of them as we have real time
reporting and escalation systems in place. LH asked if we have the right number of beds.
FH said there was an overall sense in community hospitals that the bed reduction
programme works well. There is a question over acute mental health beds and medics have
said they feel there are not sufficient beds and FH said there was a need to look at our
demography. LB said 32 acute beds had been closed in order to develop community
services and Branksome going from 21 beds to 16 was a pressure. RS said we had
benchmarking around mental health beds and whilst at face value it looks quite low in bed
numbers on the other side we know parts of our services are not working as well as they
should do. LH said a clinical perspective was needed.

6.5

Workforce indicators – Vacancy rates are higher this month which impacts on staffing issues
and there is a continual rolling programme of recruitment in place.

6.6

Appraisals have fallen in June due to some teething problems with the new system.

6.7

Delayed transfers of care continue to be a challenge and RS said that the trajectory for
compliance by quarter 4 should be included in the monitor return. JC confirmed the quarter
4 trajectory was included.

6.8

Crisis resolution – The report shows we are not reaching the standard but JE has since
advised this has now been reached for July 2014.

6.9

Enhanced Care Programme shows a slight downturn. Documentation for patients
transferred out of area has been an issue but this is being addressed.

6.10

AA said it was nice to see the report sharing best practice and asked if colleagues could be
named.

7.

CQUIN Plan
This report was presented by FH

7.1

CQUIN targets agreed for 2014/15 for, some indicators are changing as there is new
guidance. AA said that we have assumed these targets will be met, it would be good to
know at what point we will be able to understand the financial implications. FH said there is
not enough in the report yet and more narrative is needed and a meeting will be arranged
with Sally Shead. LH asked for more detail to be included in the next report.

8.

Delegated Authorised Limits – benchmarking data
This report was presented by JC.

8.1

LH said any decision made would have to go to the Audit Committee. It was agreed the
Chief Executive limit should increase to £1m, Director of Finance to £0.5m and all other
Directors to remain at £250k. For the second proposal regarding authorised limits applying
to annualised values, it was agreed no changes should be made to current arrangements
and RS said there was a need to look at volumes over certain levels and if we are regularly
having to address these then arrangements may need to change at a later date. It was
agreed no immediate changes are required for the third proposal relating to income
authorisation.

9.

Salary Exchange Car Scheme
This report was presented by JC.

4

9.1

JC said to take forward this QIPP scheme, approval for the proposed supplier was required
in order to proceed. LH said she believed it was a good scheme. Any concerns regarding
staff getting good advice regarding their pensions would be addressed by staff being
signposted to NHS pensions as we are not licenced to provide this. AA said we need to
proceed quickly to achieve the savings on this scheme. RS said we need to ensure this is
the best supplier via our evaluation process and be clear as to why we are endorsing. RS
said he wanted some more validation to be undertaken before endorsing it.

10.

Forward Plan
LH said the CQUIN report could remain as quarterly and then be reviewed at the end of
quarter 2 and should anything arise in the meantime this could be escalated to FIP.

11.

Review items for Board escalation
No significant items and LH will submit the Chairs report to the Board.

12.

Any Other Business
None

13.

Date and Time of Next Meetings
Wednesday, 3 September 2014
Tuesday, 30 September 2014
Tuesday, 4 November 2014
Wednesday, 3 December 2014

Training Room 2, Sentinel House
Training Room 1,
“
Training Room 2,

1430-1700 hours
1430-1700 hours
1500-1730 hours
1430-1700 hours
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CHARITABLE FUNDS SUB-COMMITTEE TO THE BOARD
MINUTES
of the meeting held on Wednesday, 4 June 2014 at 1130 hours
In Meeting Room 2, Sentinel House

PRESENT:

Lynne Hunt, Non-Executive Director (Chair)
Ann Abraham, Non-Executive Director
Jackie Chai, Associate Director of Finance
Penny Headlam, Chief Financial Accountant

IN ATTENDANCE:

Mary Gleeson (Minutes Secretary)

ACTION
1.

Apologies
There were no apologies.

2.

Minutes of the last meeting held on 15 April 2014

2.1

The minutes of the meeting held on 15 April 2014 were approved as an accurate
record.

2.2

Matters Arising
PH

Item 4 refers, re the difference between interest earned on accounts. PH to carry
forward this item to the next meeting.
Item 5 refers, re legacies for Wimborne. PH spoke with VG before she left the Trust
but VG had not come back with any plans. PH will now follow up with Sally
O’Donnell and carry forward this item to the next meeting.

PH

Item 7 refers, re the item of £8,276.57. PH reported that this expenditure was used
to brighten up the in-patient area at Bridport Hospital with new curtains, roller blinds
and shower curtains. JC said gifts from the public are made to enhance care for
patients within the hospital, rather than purchasing equipment which comes under
standard Trust procedures. The Committee was satisfied that this was a correct
use of charitable funds.
Item 7 refers, re Children’s Mental Health Services and SIBS Christmas activities.
PH asked whether she should approach all Matrons to encourage them to think of
ideas for further projects to be funded by charitable funds. JC suggested sending
out a note with the monthly statements or on the weekly news update, and PH
agreed to organise this.

PH

AA asked whether this would be directed only to Mental Health. LH said no, it
would be a good idea to offer this facility across all services. LH said there may not
be awareness across the organisation about how Charitable Funds can help. AA
agreed there is a need to raise awareness. She enquired about how proposals
come to this Committee, what is our methodology and how do we engage with staff
and users.
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JC said the wards are aware of donations coming in and there has always been a
keen culture of wards coming up with ideas and submitting proposals. JC said we
do encourage people constantly and target Directors to think about how we can
spend this money. PH said money is usually earmarked for use on specific wards
or to reward nurses at a specific location. Monthly statements are sent out to
managers.
JC clarified that information from this Committee goes to the Charity Commission.
We keep separate accounts which are available for public scrutiny.
PH

LH asked PH to create a new report for the Board outlining money in/money out,
with a breakdown covering the charitable funds accounts. She recommended this
is actioned after approval of the annual accounts which will occur on 3 September
2014. The report may be available in October/November. AA said she thinks the
Board would be interested to see this. LH asked if this could be included in the
Trust’s Annual Report. PH said it would not be possible as the figures were not
ready. PH suggested a report to the Board could be made ready for the Annual
Members meeting. AA would like to refer to this in her report to the Annual
Members meeting. AA is looking for a summary paragraph.

PH

Item 7 refers, re funding for Dudsbury. PH would like to carry forward this item to
the next meeting. LH suggested some quick purchases be made, pending the
longer-term work which is in hand. LH made a suggestion re providing a sensory
room. PH to follow up.

3.

PH

Key Performance Indicators – 2 months to 31 March
The report was presented by the Chief Financial Accountant.
It was agreed to invite Steve Hart’s replacement Neil Cradock from Barclays Wealth
Management to the September meeting.

MG

The Fund at the moment is £498K, with circa £200K held in cash because of the
recent Wimborne legacy received. This has not yet been paid over to the broker.
PH said these investments are reviewed regularly, with a threshold of not exceeding
10%. AA asked where did the KPIs come from re the target split and the 3 month
benchmark %. PH clarified the history. AA wondered if these KPIs should be
reviewed as the last time was 3 years ago.
It was agreed that we would discuss this with Neil Cradock at Barclays when he
attends the next committee meeting on 3 September.
LH asked whether we should retain the same broker. JC provided the background
to this. AA referred to this issue in the Terms of Reference. It was agreed PH
would conduct a benchmarking exercise on stockbrokers availability and fees, and
to provide feedback to the meeting on 3 December.

PH

A discussion ensued on the possibility of moving the year end accounts from
31 January. JC said this is not a top priority and can be left for the time being.

4.

Investment Report – 2 months to 31 March
The report was presented by the Chief Financial Accountant. Appendix C detailed
all our investments.
PH

PH said there were no areas of concern. PH to provide a copy of the Trustees Pack
to the next meeting.
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5.

Income and Expenditure Report for the period – 2 months to 31 March
The report was presented by the Chief Financial Accountant.
We are awaiting final figures on donations to Wimborne Hospital.
JC clarified that when we receive notification about a legacy, we liaise with the
solicitors not directly with families. PH said that often there is no family to notify.
PH was asked to check whether a thank you acknowledgement is sent by the
committee. PH advised that ward mangers send thank you letters upon receipt of
general donations. AA thinks that for legacies there should be a mechanism in
place for saying thank you. PH to check this. LH suggested that perhaps either the
Chair of this Committee or AA could write to thank donors for the larger legacies
and explain what was done for patient care with the legacy.

6.

PH

Donations >£1000 – 2 months to 31 March
The report was presented by the Chief Financial Accountant.
A donation of £36,250 has been received from New Wave Integrated Care, to be
used in the locality of Boscombe. JC said that it has not yet been decided who will
administer this. We are waiting until the locality redesign takes place and this is due
to be completed September/October.
LH said we need to seek a legal decision about being aligned with this organisation.
AA said New Wave Integrated Care appeared in our accounts, however, we did not
disclose that some of the Trust’s directors were members of this organisation.
AA

AA said she would like to request a report from the Chief Executive on this. RS is
aware of some of the history and this organisation’s involvement with New Wave
and what is happening going forward.
PH said PwC our external auditor did look at this robustly and were happy with what
we had reported at the time.

7.

Expenditure >£500 – 2 months to 31 March
The report was presented by the Chief Financial Accountant.
The report was noted and the expenditure items were accepted.

8.

Any Other Business
PH said that there is new guidance about having to disclose the expenses paid to
our Trustees. We already disclose the £12,200 pa we pay as an administration fee
to DHUFT. There is no further impact.
PH

AA asked for a forward plan to be added on the agenda for the 3 September
meeting.

9.

Date and Time of Next Meeting
Wednesday, 3 Sept 2014
Wednesday, 3 Dec 2014

1200-1330 hours
1130-1300 hours

Room 4, Sentinel House
Room 4, Sentinel House
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Integrated Corporate Dashboard and Report
Part 1 Board Meeting 8th October 14
Author
Sponsoring Board Member
Purpose of Report

Director of Nursing and Quality, Acting Director of Finance
and Performance Management, Director of Human
Resources
Acting Director of Finance and Performance Management

Recommendation

This integrated report covers Quality, Workforce,
Performance and Finance for the period of August.
Information on inpatient nursing staffing for August is also
included. The report shows progress against the Trust’s
Blueprint deliverables.
The dashboard is formatted under the following heading in
line with the Trust’s agreed Quality Metrics:
 Overall Quality
 Are We Safe?
 Are We Effective?
 Are We Caring?
 Are We Well Led?
 Finance
The Board is asked to note the report

Engagement and Involvement

N/A

Previous Committee/s Dates

N/A

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

Detail in report

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




















Initials JC

INTEGRATED CORPORATE DASHBOARD AND REPORT
August 2014
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DASHBOARD EXECUTIVE SUMMARY
This report is undergoing a process of review and changes will be implemented as the report is
developed. Page 5 provides an overview of the dashboard red, amber, green (RAG) ratings. The key
points to note from the report are:
Page
Care Quality Commission visit to Waterston
The Trust received the draft report on 14th September 2014 following the CQC inspection
to Waterston Unit on 4th and 5th August. The CQC identified that action is required in
relation to four areas
 Care plans and risk assessments
 Control or restraint - post-incident support and review.
 Numbers of qualified, skilled and experienced staff
 Timely action to ensure shortfalls were addressed
Details of findings from the Trust’s internal reviews/visits carried out on the ward since the
last inspection were detailed in last month’s report.
The draft report is being reviewed by the Trust to ensure factual accuracy and a response
is due with the CQC by 25th September.

7

Care Quality Commission visit to Bridport Community Hospital
The draft report was received by the Trust on 23 September following the CQC
unannounced inspection on 27tt August. The five outcome areas assessed were found to
be compliant at the time of the visit. The report is being reviewed for factual accuracy with
a response due back to the CQC by 3rd October.
Venous Thromboembolism (VTE)
Whilst the Trust is meeting the overall target (95%) in relation to assessment of patients on
admission to hospital, it is noted that compliance within mental health wards is below this
at 62.5% in August and there has been a falling trend since January when the target was
met.
The Associate Director Inpatient services has been working to improve compliance and
agreement has now been reached that nursing staff will complete the initial screening of
the VTE assessment and where a risk is identified medical staff will carry out a more
detailed assessment.
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Turnaround of compliance with this indicator is anticipated by the end of November.
Healthcare Acquired Infections (Monitor Indicator)
There has been a fourth case of Clostridium difficile on Radipole Ward in the same
number of months. In order to establish whether there is any link between cases, a
‘ribotype test’ is undertaken at the laboratory. Unfortunately this test was not successful on
the latest two samples from this ward meaning and no results are available. No link had
been established between the first two cases. The records of all patients affected have
been reviewed. The ward has been deep cleaned. The Infection Prevention and Control
Team are providing guidance to staff and some additional infection control training is being
delivered in September. Cumulatively the Trust has had seven cases in five months
against an annual target of 16.
Staffing Levels
The number of internal significant events has doubled from 13 in July to 26 in August.

10
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These were because an agency nurse was in charge of a shift (19 events) or no qualitied
staff on duty (7 events). All were within the Mental Health Directorate. This equates to
less than 1% of all shifts in the month.
It is noted that two absconding incidents occurred on the same unit in August during shifts
with no qualified staff on duty. Registered nurse cover was, however, provided to this ward
by an adjacent ward. No other significant patient safety incidents were reported in August.
Staffing remains a challenge and a rolling programme for recruitment is in place. The
Chief Executive will lead a group to find solutions for this issue. A significant number of
newly registered band 5 nurses will be commencing post in September/October 2014 and
undergoing a programme of induction.
The Quality Assurance committee receive a monthly in-depth staffing report.
Workforce indicators
Three of the four workforce indicators have remained in a similar position to last month or
improved. The rate of personal development reviews has however fallen for the fifth
consecutive month.
The proportion of personal development reviews/appraisals completed has continued to
fall in August across all directorates. Directors are concerned and focus will be given to
improving this, particularly with the new locality managers taking up posts from 1st October
2014.
Delayed Discharges (Monitor Indicator)
The threshold for this Monitor metric is less than 7.5%. During August it has risen to
13.99%. The Trust has agreed a trajectory to be in line with the target in Q4.
The patients experiencing delayed discharges are linked to all local authority areas,
however the majority fall within Dorset. The Trust is therefore further focusing engagement
with Dorset Local Authority and the Trust’s Director of Strategy will be joining future
meetings to help drive commissioning/ local market requirements.

11, 12,
15

18, 19

New psychosis cases seen (taken on) by early intervention teams (Monitor
Indicator)
The Clinical Commissioning Group has set an annual target of 100 new cases accepted
onto the psychosis pathway. As at the end of August, the service is five patients below the
year-to-date target. The Early Intervention Service Teams are reviewing all cases
diagnosed in mental health services with first episode psychosis to ensure no potential
patients are being missed.

18,20

Blueprint Exceptions
The Blueprint sets out key deliverables for us to achieve in 2014/15. The deliverables will
be tracked through the Programme Management Office dashboard when detailed
Gateway 3 Project Plans have been developed. At this point the Programme Management
Office has not had sight on evidence for completed actions. Reporting against the
Blueprint deliverables is still evolving.
There are 2 red rated actions to highlight in this month’s report.
 Action 16 - Carry out a root and branch analysis of recruitment and retention issues
(see page 27)
 Action 18c - To set a target for a reduction in the use of agency staff in inpatient
wards (see page 29).

26
onwards
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RAG Rating overview
This table provides an overview of the red, amber and green indicators within the dashboard for the Trust and for individual operational directorates.
The arrows give an indication as to whether the position has improved, stayed the same or worsened compared to the previous month. The number of
indicators reported may vary.

Trustwide
Agency Nurse in charge of a shift/No qualified staff on duty (Page 10)
Personal Development Reviews (Page 15)
Delayed discharges per annum (Pages 18-20)
New Psychosis cases seen (taken on) by early intervention teams (Pages 18-20)
Predicted/actual breach in achieving CQUIN target (Page 5)
Core mandatory training (Page11)
Sickness absence rate (Page 11)
NICE Guidance/Standards overdue action plans (Page12)

Mental Health

VTE risk assessments
Agency nurse in charge of a shift
Sickness absence rate
Personal development reviews
Delayed discharges per annum
Core mandatory training
Vacancies
NICE Guidance/Standards Overdue action
plans
Friends and Family test score

Community Health

Children and Young People

Personal Development reviews
Patient safety incidents resulting in moderate
to catastrophic harm
Inpatient falls resulting in injury including minor
injury
Staff core mandatory training

Personal development reviews
New psychosis cases seen (taken on) by early
intervention teams
Staff Core mandatory training
Sickness absence rate
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Corporate Dashboard

Aug-14

Jul-14

Jun-14

May-14

Apr-14

Mar-14

Feb-14

Jan-14

Dec-13

Nov-13

Oct--13

Sep-13

Aug-13

Jul-13

Monitor Governance Rating

Trustwide –The latest Monitor governance risk rating remains green. The
Trust has received a confirmation letter in September from Monitor
regarding the Trust’s governance risk rating.
On consideration of data submitted for Quarter One (April – June 2014),
Monitor has decided not to take any action at this stage.
It is noted that as at July the Trust is now compliant with the admissions
had access to crisis resolution target and is working with partners to
address the delayed transfers of care. In relation to the early intervention
indicator, the service is five patients below the year-to-date target at the
end of August. A review of cases diagnosed with first episode psychosis
is being undertaken to ensure no potential patients are being missed.

Predicted / Actual Breach in achieving CQUIN target
Apr-14

May-14

Jun-14

Jul-14

Aug-14

Commissioning for Quality and Innovation (CQUIN) payments account for
a portion of healthcare providers' income which is linked to the
achievement of locally relevant quality improvement goals.
Two of the CQUINS relating to the contract with Dorset Clinical
Commissioning Group (CCG) require cooperation with other local
providers. Given the reliance on other providers’ performance it is not
known if the target will be met for reducing admissions relating to
ambulatory care. The Trust will be providing a detailed CQUIN report to
Dorset CCG in October, including action plans to meet the requirements.
A clearer position will be known following the meeting with the CCG on
16th October 2014.
With regard to the other contracts, no other concerns to meeting the
requirements have been identified.
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Corporate Dashboard
Care Quality Commission Outcomes Met from completion of
Provider Compliance Assessments (PCAs)

The percentage shown is % compliance with CQC outcomes as self-assessed
across the Trust using Provider Compliance Assessments (PCA) documents.
PCAs are completed for each of the 16 relevant CQC outcomes by team.

The Trust wide compliance as at 31st August 2014 is 97% of PCAs rated
green. Action plans are in place for areas of non-compliance and these are
monitored by operational directorates and progress updates are submitted
to the Regulation and Compliance team monthly. It is noted that services
will continue to self-assess their compliance on an ongoing basis and as
such 100% compliance may not always be met and further plans would
need to be put in place. The outcomes with the most actions are:
 Outcome 13 - Staffing
 Outcome 10 – Safety and suitability of premises

Operational Directorates are undertaking a peer review process which will
enable verification of the self-assessment findings. The standards to be
assessed are prioritised on a risk based approach.

The first three outcomes being peer reviewed through July-September
2014 are:
 Outcome 4 – care and welfare of people who use services
 Outcome 13 – staffing
 Outcome 21 – records
The locally held PCAs will inform those undertaking the peer review of the
available evidence from the team to demonstrate compliance and the peer
review will confirm if the evidence is available and meets the outcome. The
operational directorates have decided who will undertake peer review within
their teams and have allocated a Peer Reviewer to each team.
The Regulation and Compliance team are undertaking internal visits in
September to quality assure the peer review process for priority teams
specified by the operational directorates.
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Care Quality Commission (CQC) overview
There were six hospitals, which were found not to be fully compliant with outcomes at inspection in 2013 and which had not been revisited by the CQC. Two
of these (Bridport Hospital and Waterston Ward at Forston Clinic) have now had recent inspections as shown in the following section.
Care Quality Commission (CQC) specific updates
The CQC carried out a compliance inspection at Bridport Community Hospital on 27th August 2014. The draft report was received on 23rd September and
indicates compliance against all five standards assessed. The report will be reviewed for factual accuracy before the final report is published.
As has previously been reported, the CQC carried out an inspection at Waterston Unit on 4th and 5th August 2014. This was a combined Mental Health Act
visit and compliance inspection. The draft report indicates that action is needed for the 4 outcomes inspected.
Outcome
Care and welfare of people who use services
Safeguarding people who use services from abuse
Staffing
Assessing and monitoring the quality of service
provision

Impact on people who use services
Moderate impact
Moderate impact
Moderate impact
Moderate impact

The report identifies concerns about staffing and that some care plans are not up to date.
The CQC inspection undertaken in June 2013 noted that care plans were not always up to date, and that there was not always enough suitably qualitied
staff on duty to carry out physical intervention if required.
The Trust is aware of the current staffing issues and has been working with the unit to implement contingency plans to manage the initial situation and plan
to prevent a future similar situation developing.
In line with the CQC process with compliance reports, the draft report is being reviewed by the Trust to ensure factual accuracy. The Trust does have the
opportunity to challenge the content of the report if there are any inaccuracies. If the Trust raises any challenges CQC will consider the evidence and may
accept them. A final report is then received by the Trust.
Mental Health Act visits
Reports and action plans as a result of Mental Health Act monitoring visits are reviewed and monitored by the Mental Health Act Hospital Managers
Committee and the Mental Health Act Assurance Committee.
The CQC carried out a Mental Health Act 1983 monitoring visit at Dudsbury ward based at St Ann’s Hospital on 28th August 2014; the final report is awaited.
Overall initial verbal feedback was positive, although some areas to address are expected.
A Mental Health Act 1983 monitoring visit was undertaken at Chalbury ward based at Weymouth Community Hospital on 9 th September 2014; the final report
is awaited.
The CQC carried out a MHA monitoring visit at Kimmeridge Court on 1st July 2014. The final report was received on 21st August 2014. The report noted that
there was an emphasis on including patients in the development of their care plans. An Action Statement addressing issues raised was returned to the CQC
on 10th September 2014.
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Are We Safe?
Venous Thromboembolism (VTE) risk assessment

Trustwide – Compliance has fallen slightly to 95% but remains in the green threshold. The
community health services directorate has achieved 99%.
Mental Health Services – Compliance has continued to fall for this directorate with
compliance at 62.5% for August. 12 patients were not assessed within 24 hours of
admission. This is the nationally recommended timeframe and links to guidance from the
National Institute for Health and Care Excellence on Reducing the risk of venous
thromboembolism (deep vein thrombosis and pulmonary embolism) in patients admitted to
hospital.
Agreement has now been reached that nursing staff will complete the initial screening of
the VTE assessment and where required medical staff will complete the remainder. Ward
managers via Clinical Leads will focus on the assessments and review non-compliance.
This will be embedded into core competency framework – anticipate turnaround of
compliance with this indicator by the end of November.

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

Trustwide - In total there were 500 patient safety incidents during August, 28 of these
were rated as moderate to catastrophic patient safety incidents. There has been a fall in
the number of these incidents moving this to ‘green’.
Community Health Services – 22 (9.78%) patient safety incidents resulted in moderate to
catastrophic harm for this directorate in August. This is almost half the number that
occurred in July moving it to ‘amber’ for the first time since April. Pressure ulcers (grade 3
and above) remain the main cause of moderate patient safety incidents, however the
number reported in August (19) is almost half that of July (37). All were acquired or
deteriorated in patients being cared in the community, e.g. whilst at home. All grade three
and above pressure ulcers are subject to a full root cause analysis report.
The Trust is committed to zero tolerance of hospital/community acquired pressure ulcers
and has taken a focussed approach to improving this outcome across the Trust. Training
has been provided to staff and a monthly scorecard is now being provided to teams to help
them monitor quality improvement in this area

Number of Never Events
Aug 13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

No exceptions to report.

0

0

0

0

0

0

1

0

0

0

0

0

0
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Preventable hospital acquired pressure ulcers
(Grade 2 and above)
Number of Grade 2 and
above pressure ulcers
(hospital acquired)
Avoidable
Unavoidable
Yet to be reviewed

Apr
14

May
14

Jun
14

Jul
14

Aug
14

2

5

4

6

3*

0
2
0

2
3
0

0
4
0

0
6
0

TBA
2*
1

*NB It is noted that two of incidents of pressure ulcers reported in August
were also reported in July as the patients had remained on the ward for
over a month.

This metric is a Quality Account Priority and Trust CQUIN.

During August 3 patients were reported has having hospital acquired grade 2 or above
pressure ulcers on a national snapshot tool, the Patient Safety Thermometer, which captures
a number of types of patient safety incidents. Two ulcers were rated as grade 2 and one as
grade 3. It is noted that the two of incidents of patients who had unavoidable hospital
acquired grade 2 pressure ulcers reported in August were also reported in July for Swanage
and St Leonards Hospitals. This is because the patients were inpatients on the data
collection day in both July and August. The third patient was on Jersey Ward at Alderney
Hospital.
Following a review of patients’ clinical records, a decision is reached as to whether the
pressure ulcers were avoidable/preventable or not. Where all appropriate assessments,
reviews, care plans were in place and appropriate care provided they are deemed
unavoidable.
All, apart from five shifts on Jersey Ward in August were staffed to agreed levels.

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

Trustwide - There were 52 inpatient falls resulting in injury within the Trust in August and
rise compared to July. The number of falls in the Mental Health Directorate was 22 and
remains in the ‘green’ threshold, however it is noted that there has been an upward trend
since February 2014. The wards with the most falls resulting in injury in the mental health
directorate are Chalbury and St Brelades Wards. There was inpatient fall resulting in injury
in the Children and Young People’s directorate.
Community Health Services - There were 29 inpatient falls resulting in injury within this
directorate in August giving a rate of 3.62 per 100 occupied bed days. These occurred in
all but one community hospital ward.
The completion rate of falls risk assessments on admission to community hospital has
been reviewed. A local change of completing assessments within four hours of admission
has been agreed to help improve timely assessment of patients. Also in relation to
assisting in falls prevention the use of the ‘Falls Safety Cross’ is being re-promoted. This
provides a quick, easy to use view of the number of patients who have fallen in the month
helping to highlight when changes may be required to reduce the number of patients
falling.
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1
not
met

1
not
met

Composite indicator covering MRSA Bacteraemia/MRSA
Screening/Clostridium difficile

Aug-14

Jul-14

Jun-14

 Trustwide – The composite indicator is in the green threshold.
May-14

Apr-14

Mar 14

Feb-14

1
not
met

Jan-14

Nov-13

1
not
met

Dec-13

Oct-13

Sep-13

Aug 13

Healthcare Acquired Infections

 Community Health – A patient was identified as having a Clostridium difficile infection
during August. The case was on Radipole Ward. This is the fourth consecutive month
that a case has occurred on this ward. No link has been established between any of the
cases, however results of a ribotype test are awaited to identify. Cumulatively the Trust
has had 7 cases against an annual target of 16.
The ward has been deep cleaned. The infection Prevention and Control Team are
providing guidance to staff and will be providing training during September.
MRSA screening was 100% for elective (non-emergency) admissions and there have
been no cases of MRSA Bacteraemia within the Trust during August.

Staffing Significant Internal Events
(Agency nurse in charge of a shift or no qualified staff on duty)

Trustwide - The Trust has previously agreed that certain staffing incidents should be
escalated to the Board. These incidents are internally referred to as staffing internal
significant events and relate to agency nurse in charge of a shift or no qualified staff on
duty. 26 staffing internal significant events occurred during August, all within the Mental
Health directorate. There is some interdependency between this measure and sickness
absence and vacancy rates, although not necessarily a direct correlation.
Mental Health – Details of the 26 internal significant internal events are shown below.

Ward
Glendinning Unit
Linden Unit
Nightingale Court
Perinatal Ward
Haven Ward
Waterston AAU
Total

No Registered
Staff on duty
0
0
2
4
1
0
7

Agency Nurse in
charge of the
shift
8
2
4
0
0
5
19

Total per ward
8
2
6
4
1
5
26

The seven shifts with no registered nurse available were internally managed by moving staff
and/or the night practitioner basing him/herself on the ward to cover the shift. Two patient
incidents occurred on Nightingale Court of patients absconding, no other significant adverse
incidents were reported over the course of these shifts. Details of the above events are
included in a more detailed staffing report for August to be discussed at the Quality
Assurance Committee on 29th September 2014.
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Safeguarding Training (all levels)

Staff core mandatory training (composite indicator)

Trustwide -This metric is reported quarterly and will be included in next month’s report.

Trustwide - The Trustwide core mandatory training rate remains in the amber threshold at
90.8%.
 Mental Health – Compliance was 89.2% during August, the directorate remains in the
amber threshold.
Community Health Services - This directorate is in the amber threshold, the staff core
mandatory training rate during August was 89.7%.
Children and Young People- 94.0% of Core mandatory training was completed during
August. There is work underway to merge some of the exception reports to make the
process simpler for team leaders. It has also been suggested that additional training
sessions on using the online tool could be rolled out to team leaders.

Sickness Absence

Trustwide-The sickness absence rate during August was 4.2%, this is a slight decrease
from July and the Trust remains in the amber threshold. There is a falling long term trend
for this metric.
Mental Health- The rate for August is 5.17%. There is a decreasing long term trend within
the directorate reflecting robust management.
Children and Young People-The directorate remains in the amber threshold with a
sickness absence rate of 4.04%.Long term sickness absence is being proactively
managed by managers with the support of a dedicated HR Advisor focussed on
managing sickness absence.
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Vacancy rate

Trustwide – The Trust remains in the green threshold at 8.54%. This is a 1.3% decrease
from July, the Trustwide vacancy rate remains in the green threshold.
 Mental Health – The vacancy rate for mental health is 14.4%, a decrease from July, and
the directorate is now in the amber threshold.
A temporary staffing solution with a nursing agency is being put into place, pending newly
qualified staff starting in September.

Are We Effective?
From April 2014 implementation of NICE guidance is being reported monthly.

May 14

Jun-14

Jul-14

Aug-14

Mental Health Services
 1 baseline is overdue by 3 months

Apr 14

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

Mar 14

Dec 13

Sep 13

Implementation of NICE guidance / standards and
NICE Technology Appraisals

1

3

3

3

2

2

3 10 7

4

0

0

0

0

0

Community Health Services
 1 baseline is overdue by less than 3 months
 2 action plans are overdue by less than 3 months.
Children and Young People/Mental Health
 2 action plans are overdue by less than 3 months.
A new medical lead for NICE guidance and clinical audit has been agreed and a preliminary
meeting was held on 9th September. The following developments have recently taken place:
 Draft Terms of Reference for NICE assurance group have been agreed by the Quality
Assurance Committee in August
 Agreed membership of the NICE assurance group,
 Organised the inaugural meeting for 7.10.14 and drafted agenda
 Proposals for the format of NICE reports going forwards
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Are We Caring?
Complaints Quality Priorities
Complaints / patient feedback about staff attitude
% of complaints/patient feedback where staff
attitude is an issue

Trust wide – A total of 34 written complaints were received during August 2014, with 5
(14.7%) relating to staff attitude, in comparison to 4 (12%) last month.
Mental Health Services (including prisons)
The rate of complaints relating to staff attitude is 2 (12.5%).
Community Health Services
The rate of complaints relating to staff attitude is 2 (14.3%).
Children and Young People/Mental Health
The rate of complaints relating to staff attitude is 1 (25%).
Details of all complaints where staff attitude has been identified as the main theme are
shared with Directors with a request to identify what action has been taken to address
these.
Details of these complaints are included within the monthly reports to directorates.
The following learning and development courses have an emphasis on staff
behaviour/attitude, numbers of attendees at these session are reflected in brackets:
 Empowering Leadership Empowering Teams Leadership Programme (1)
 Equality & Diversity (28)
 Induction Day (84)
 Learning for Health (2)
 Prevention and Management of Violence and Aggression (24)

Complainants rating of the handling of their
complaints

This is to be reported quarterly. It is noted that 44 complaint satisfaction surveys were
posted in quarter 1, however no responses were received.
The customer services department has therefore agreed a plan to gain feedback from July
which, for example, includes phoning people in the early evening and a shortened survey for
people in prison.
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Service improvements as an outcome of learning
from complaints

At the end of quarter one three examples of learning from complaints were provided from
Podiatry, Dorset Intensive Support Team (Learning Disabilities) and School Nursing. Further
examples of service improvements will be provided at the end of Quarter 2.

Evidence of service improvements as a direct
outcome of learning from complaints
National Reportable Breaches in same sex
accommodation
Jul -13

Aug -13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar -14

Apr-14

May-14

Jun-14

Jul-14

Trustwide- No Exceptions to report

0

0

0

0

0

0

0

0

0

0

0

0

0

Are We Well Led?
Staff Friends and Family Test

NHS England plan to publish trusts’ first quarter results on 24th September 2014 on NHS
England statistical pages and on NHS Choices. The Trust’s response rate during quarter
one was 27.5% and a summary of the results as follows:



1,169 staff members said they were extremely likely or likely to recommend Dorset
HealthCare to friends and family if they needed care or treatment (71.5%)
933 staff members said they were extremely likely or likely to recommend Dorset
HealthCare to friends and family as a place to work (57%)

The staff friends and family test is being repeated during September and commenced on
15th of the month. Measures haven been taken to help to capture the views of more staff
this time.
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Personal Development Reviews

 Trustwide – 72.8% of Personal Development Reviews (PDRs) were completed during
August, this is the fifth consecutive month the rate of PDRs completed has fallen, and all
three operational directorates remain in the red threshold. This will be receiving attention
during September.
 Mental Health -The rate for August was 68%. This is a decrease from July. A new
appraisal on line system has been introduced. All Associate Directors have been asked
to ensure that each team has a robust plan with clear milestones and a trajectory to be
within the green threshold by February. This plans are to be in place by end September.
 Community Health Services - Compliance is 73.2%. This is a slight decrease from July. It
is a priority of the directorate to improve the completion rate of personal development
reviews.
 Children and Young People - The percentage of appraisals completed during August was
76.93%. The Directorate anticipates that compliance will continue to improve as the new
Ulysses Appraisal system becomes embedded
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Friends and Family Test
Completion Rate

Friends and Family Test Score

Friends and Family test
scores have remained
stable at +85 or +86 at both
Trustwide level and within
the Community Health
directorate for the last three
months. This is within the
green threshold.

There has been a drop in
the friends and family test
score from +65 in July to
+29 during August. The
mental health directorate is
now in the amber threshold.

*Excluding MIUs
Aug
58%
74%
36%
46%

Trust
CHS
MH

Aug

Jul
51%
67%
25%
44%

Jul

Jun
55%
67%
35%
37%

Jun

May
54%
66%
35%
49%

May

Apr
45%
57%
26%
47%

Apr

Mar
47%
58%
29%
29%

Mar

Feb
35%
46%
14%
19%

Feb

Jan
60%
69%
45%
13%

Jan

Dec
50%
48%
53%
16%

Dec

Nov
60%
62%
43%
19%

Nov

Oct
64%
67%
47%
16%

Oct

Sep
54%
66%
32%
17%

Sep

Aug
41%
41%
43%
12%

Aug

Trust*
CHS
MH
MIUs

80
83
47

82
84
33

80
82
49

78
80
42

82
85
50

85
88
56

87
87
43

83
84
52

89
89
91

83
84
56

86
86
71

85
86
65

85
86
29

The score is based on the following calculationProportion of respondents who would
be extremely likely to recommend
(response category: “extremely likely”

minus

Proportion of respondents who would not
recommend (response categories: “neither
likely nor unlikely”, “unlikely” & “extremely
unlikely”)
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August 2014

Community Health Directorate
Ward
Castletown Ward
Fayrewood Ward
Guernsey Ward
Hanham Ward
Jersey Ward
Langdon Ward
Radipole Ward
Ryeberry Ward
Saxon Ward
Stanley Purser Ward
Tarrant Ward
Westminster
Willows Unit

% Black Shifts
Jul
Aug
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

Mental Health Directorate
% Red Shifts
Jul
Aug
54%
48%
0%
8%
5%
3%
4%
1%
2%
5%
0%
2%
37%
34%
5%
5%
3%
2%
8%
13%
2%
5%
3%
1%
0%
1%

% Green Shifts
Jul
Aug
46%
52%
100%
92%
95%
97%
96%
99%
98%
95%
100%
98%
63%
66%
95%
=95%
97%
98%
92%
87%
98%
95%
97%
99%
100%
99%

% Red Shifts
Jul
Aug
0%
0%
0%
6%
0%
0%

% Green Shifts
Jul
Aug
100%
=100%
100%
94%
100%
=100%

Children’s and Young People Directorate
Ward
Kimmeridge Court
Pebble Lodge
Oakcroft

% Black Shifts
Jul
Aug
0%
0%
0%
0%
0%
0%

Ward
AAU Seaview
Alumhurst Ward
Chalbury Unit
Dudsbury Ward
Flaghead Unit
Glendinning Unit
Harbour Ward
Herm
Linden Unit
Melstock House
Nightingale Court
Nightingale House
Perinatal In-Patient
Haven Ward
St Brelades
Twynham Ward
Waterston AAU

% Black Shifts
Jul
Aug
1%
0%
0%
0%
0%
0%
0%
0%
1%
0%
0%
9%
0%
0%
0%
0%
3%
2%
1%
0%
6%
6%
0%
0%
0%
5%
1%
1%
0%
0%
0%
0%
0%
5%

% Red Shifts
Jul
Aug
14%
17%
1%
5%
9%
18%
13%
19%
0%
0%
1%
2%
14%
8%
1%
18%
47%
58%
9%
12%
28%
28%
20%
46%
0%
2%
43%
42%
8%
37%
32%
22%
63%
26%

% Green Shifts
Jul
Aug
85%
83%
99%
95%
91%
82%
87%
81%
99%
100%
99%
89%
86%
92%
99%
82%
49%
40%
90%
88%
66%
=66%
80%
54%
100%
93%
56%
57%
92%
63%
68%
78%
37%
69%

The Trust Board received a report on August staffing levels last month,
however it was noted that due to the timing of the Board meeting the data
was not fully completed or validated. It was also reported at the meeting that
staffing ratios required realigning.
This report includes the final validated figures for August 2014, with a
comparison against July’s figures in the above table.
The graph shows the percentage of shifts staffed to agreed levels for the last
three months for the thirteen wards where this was below 85% in August.
A detailed report of August’s staffing data, alongside key indicators of patient
safety and patient experience was reported to the Quality Assurance
Committee in September. This also included action being taken, particularly
on the mental health wards, to support staffing shortfalls to ensure patient
and staff safety.
The information in the tables is from the Trust’s internal staffing tool. This is
not the same data submitted to NHS England and shown on the Trust’s
website.

Black shifts are equal to staffing significant internal events and are reported
separately in the report.
Red shifts are those with reduced number of staff, shortage of registered
nurses compared to planned levels or more than 50% agency staff on duty
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Corporate Dashboard- Monitor Composite Indicator
Monitor Composite Indicator
Aug-13

Sep-13

Oct-13

Nov-13

Dec-13

Jan 14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

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

Monitor Composite Indicator quality exceptions;
Trustwide
Delayed discharges per annum- This metric only applies to the mental health directorate (see below)
New psychosis cases seen (taken on) by early intervention teams- This metric only applies to the Children and Young Peoples directorate (see below)
Mental Health

Delayed discharges per annum–The green threshold for this metric is less than 7.5%. The Trust has reported an increase in August to 13.99%. This
metric has been in the red threshold since January 2014. The Trust has agreed a trajectory to be in line with the target in Quarter 4. The delays are
attributed to all three local authority areas with the majority within Dorset County Council. We note that two Dorset patients could not proceed with discharge
due to a safeguarding block placed on the residential accommodation that was planned. A further meeting has taken place with Dorset local authority as this
is the area affecting most patients experiencing a delay in discharge. The Director of Strategy will be joining future meetings to help drive commissioning/
local market requirements.
Children and Young People
New psychosis cases seen (taken on) by early intervention teams
The Monitor definition for Early intervention for new psychosis cases is Quarterly performance against commissioner contract. Threshold (95%)
represents a minimum level of performance against contract performance. The Dorset Clinical Commissioning Group contracted target is 100 for the
year.
As at the end of August, the service has seen five patients below the year-to-date target. The Early Intervention Service Teams are reviewing all cases
diagnosed in mental health services with first episode psychosis to ensure no potential patients are being missed.
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Risk Assessment Framework Indicators (Trustwide)
Meeting the Clostridium Difficile
objective (cumulative)

Referral to treatment waiting times within 18
weeks – admitted

Referral to treatment waiting times within
18 weeks - non admitted

100.00%

100.00%

98.00%

98.00%

96.00%

96.00%

94.00%

94.00%

92.00%

92.00%

90.00%

90.00%

88.00%

88.00%

86.00%

86.00%

84.00%

82.00%
80.00%

84.00%
82.00%
80.00%

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

Referral to treatment waiting times
within 18 weeks - Incomplete Pathway

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

Individuals on enhanced CPA receiving
follow up within 7 days

100.00%

100.00%

100.00%

98.00%

98.00%

98.00%

96.00%

96.00%

96.00%

94.00%

94.00%

94.00%

92.00%

92.00%

92.00%

90.00%

90.00%

90.00%

88.00%

88.00%

88.00%

86.00%

86.00%

86.00%

84.00%

84.00%

84.00%

82.00%

82.00%

82.00%

80.00%

80.00%

80.00%

Individuals on enhanced CPA having
formal review within 12 months

Delayed discharges per annum
20.00%

Inpatient access to crisis resolution home
treatment services

100.00%

18.00%

100.00%

98.00%

16.00%

98.00%

96.00%

14.00%

96.00%

12.00%

94.00%

10.00%

92.00%

94.00%
92.00%
90.00%
88.00%

8.00%

86.00%

6.00%

84.00%

4.00%

82.00%

2.00%

80.00%

0.00%

90.00%
88.00%
86.00%

84.00%
82.00%
80.00%
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New psychosis cases seen (taken on)
by early intervention teams

Data completeness: identifiers
100.00%

98.00%
100.00%

96.00%

98.00%

94.00%

96.00%
94.00%
92.00%
90.00%

92.00%

Access to healthcare for people with a
learning disability
6
5

4

90.00%
3

88.00%

88.00%

86.00%

86.00%

84.00%

84.00%

82.00%

82.00%

80.00%

2
1

0

80.00%

Data completeness: outcomes

Data completeness: Community Services RTT Information

Data completeness: Community Services Referral Information
100.00%

100.00%

100.00%

90.00%

90.00%

80.00%

80.00%

70.00%

70.00%

70.00%

60.00%

60.00%

60.00%

50.00%

50.00%

30.00%

40.00%

40.00%

20.00%

30.00%

30.00%

20.00%

20.00%

90.00%
80.00%

50.00%
40.00%

10.00%
0.00%

Data completeness: Community
Services - Treatment Activity
Information
100.00%

90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%

10.00%
0.00%
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Corporate Dashboard- Finance
Finance
The Monitor Risk Assessment Framework outlines the measurement for the financial health
of Foundation Trusts, which is the Continuity of Services Risk Rating (CoSRR).

4

4

4

4

Aug-14

Jul-14

Jun-14

May-14

Apr-14

Mar -14

Feb -14

Jan-14

Dec-13

Nov-13

Oct-13

Sep-13

Aug-13

Monitor Continuity of Services Risk Rating

The maximum CoSRR rating is 4, which has been achieved since the new rating was
introduced from Q2 2013/14 and continued to be achieved at Q1 2014/15. These ratings
are reported quarterly.

Financial performance for the month of August was a deficit against budget of
£26k (£410k in July), resulting in a cumulative deficit of £753k (0.8%), £901k
ahead of plan.

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

Performance for 2014/15 at August
has delivered a year to date deficit of
£753k

The Trust’s cash balance at the end of
August was £34.3m. This cash level
has decreased by £1.3m from the
previous month.

The annual CIP target for 2014/15 is
£8,055k (3.4%), of which £5,096k has
been identified and removed from
budgets as at August.
The full year forecast outturn position
is an over achievement against target
of £180k.

Mental Health - The Mental Health Services
Directorate is forecasting an end of year overspend
of £1.1m. Further details are summarised in the
Financial Summary for Month 5 (August) in
Appendix C.

Community Health - The Community Health
Services Directorate is forecasting an end of year
underspend of £0.8m. Further details are
summarised in the Financial Summary for Month 5
(August) in Appendix C.

The 2014/15 capital programme has a
budget of £12.3m. At Month 5,
expenditure is £1.9m. A further £1.5m
is committed resulting in the capital
budget being 27.9% utilised year to
date.
As part of quarterly reporting to
Monitor we are required to
demonstrate that expenditure is within
15% of our profiled Capital plan. This
target was met at Q1.

Children and Young People - The Children’s and
Young People’s Directorate is forecasting an end of
year underspend of £0.1m. Further details are
summarised in the Financial Summary for Month 5
(August) in Appendix C.
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Additional Quality Updates/Sharing Best Practice
Mental Health Services
An outstanding compliment received from a patient at HMP Dartmoor commending staff on
standard of care delivered.
“ This seems such a paltry way to express my gratitude to the nursing staff for their consistent
courtesy, care and kindness in looking after my medication and medical problems during my time
here……………………..I shall never forget them for their professional attitude and expertise”

Community Health Services
Dental Services September 2014

1. Information (how we provide information)
The dental staff at The Browning Centre have been working on accessible information (Easy Read)
treatment plans for the patients they treat explaining commonly performed procedures such as fillings or
treatment under sedation. We have feedback from the Learning Disability forums and are now piloting the
treatment plans.
2. You said we did
Patients commented in feedback that they were unhappy with being kept waiting for appointments.
For urgent care patients we have ensured that they are now told by NHS 111 that it is a ‘Sit and Wait’
facility at the weekend and on Bank Holidays and they will be seen as soon as possible.
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For daytime patients we generally run to time but have put up notices in the waiting rooms apologising if
there is any delay. We will monitor the comments in the ongoing feedback.
3. Information (how we provide information)
Three films have been produced to go on the Trust website site and YouTube to allow virtual visits to the
children’s and adults’ centres and Canford Heath and Browning Centre. These films have been produced
particularly for children and adults with additional needs who find familiarisation helpful.
Parents are able to watch films of procedures at Canford Health and Poole Clinics which include a visit for
a child having a general anaesthetic. The visit to the Browning centre shows an adult with additional
needs having sedation for dental care.
We are currently seeking feedback on these films from patients/carers.
4. Participation and Partnership (how people/patients get involved with service redesign)
We have been working with teenagers and young people and their parents on how to make transition from
children’s to adults’ services easier for them.
We have agreed a flexible approach to the age of transition- which will be based around when the other
changes in their lives have been stabilised. They will be offered an appointment at the same clinic but with
a special care dentist or they will be offered an appointment at the Browning Centre in Boscombe.
A proforma has been deigned to be completed by the paediatric dentist which contains all the information
that is important for the adult services to know in terms of capacity, carers’ details, access, medical history
etc. which means that the special care dentist does not have to search through the notes to get the
information.
This proforma has been taken up by the national commissioning group for special care dentistry as an
example of good practice.

Children and Young People
Focus on Sexual Health Service:
This month’s Innovation and Good Practice report focuses on a positive patient experience within the
Bournemouth and Poole Contraception and Sexual Health Service:
A woman aged 45 presented to the Contraception and Sexual Health service saying that her GP had
recommended that she be fitted with a Mirena (hormone-releasing intrauterine system). She had suffered
from migraines from when her periods started, just like her mother. Before most menstrual periods she
had been having severe migraine attacks that had been debilitating. In particular it interfered with her
work. She had been taken off night duty as she was sleep deprived from the migraine attacks. Rather than
acceding to the GP’s suggestion it was explained that treatment that blocked ovulation would be far more
likely to give her benefit. Accordingly she was started on Depo-Provera injections every 12 weeks. At
review after two months she reported that her overall quality of life had been transformed: she had had no
further migraines, she had much more energy, and that she had been passed by occupational health as fit
for night duty.
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Dorset HealthCare University NHS Foundation Trust
Finance and Performance Management Directorate
Part 1 Board Report Financial Summary – Month 5 (August)

Annual
YTD
Budget Budget
Mental Health Directorate
Acute Services
Community Services
Specialist Services
Other
Children & Young People Services Directorate
Emotional Health and Wellbeing
Childrens Community Services
Other (Children)
Other (Primary Care Psychological Therapies)
Community Health Services Directorate
North, Mid Dorset & Purbeck
Poole, Bournemouth, Christchurch & East Dorset
Pan Dorset Specialist Services
West Dorset, Weymouth & Portland
Learning Disabilities
Other
Other
Total Trust Position

Forecast FYE

YTD
Actual

(Surplus) / Deficit

(Surplus) /
Deficit

YTD Variance

£m

£m

£m

£m

£m

30.5
14.9
19.3
11.1

12.7
6.2
8.0
4.7

13.0
6.1
7.8
4.7

0.3
(0.1)
(0.1)
0.0

0.9
(0.0)
0.2
(0.0)

7.3
16.4
3.2
7.5

3.0
6.9
1.3
3.1

3.1
6.6
1.3
3.3

0.1
(0.3)
0.0
0.1

0.2
(0.3)
0.0
(0.0)

19.0
28.0
17.2
18.2
6.2
4.4
36.4

7.8
11.5
7.1
7.5
2.5
1.6
13.6

7.7
11.5
7.0
7.6
2.5
1.3
14.7

(0.1)
0.1
(0.1)
0.1
(0.0)
(0.3)
1.1

(0.2)
0.0
(0.2)
0.0
(0.1)
(0.3)
2.5

239.6

97.5

98.3

0.8

2.9
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Details of Metrics/ Change Tracker /Data quality
Details of changes to metrics and thresholds made since the last report are listed below.
Data
Quality
Source
Threshold
Metrics
Report
Manual (M)
Rationale
Owner
Change
Description
and
change
Electronic (E)
outcomes
made
1
Sample data
Current and historical
Based on trajectories
checks to
thresholds have been
Training Database Strategic Objective to achieve strategic
September ensure that
corrected to align with
HR
(E)
2013/16
objective of 95% by
2014
sample
thresholds used by the HR
2014
meets criteria
directorate
for reporting
Change Tracker

Quality and
performance
metrics

HR Metrics;
 Mandatory
Training
 Personal
Development
reviews

Requirement

Local
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THE BLUEPRINT DELIVERABLES AS AT 23 SEPTEMBER 2014
The Blueprint set out key deliverables for us to achieve over the next year 2014/15. The deliverables will be tracked through the PMO dashboard
when detailed G3s have been developed. At this point the PMO has not had sight on evidence for completed actions. The RAG rating scale is under
development.
RAG
Green
Amber/ Green
Amber
Amber/ Red
Red
Total deliverables

1

General
New strategic plan and objectives,
outcomes and performance measures

17
6
11
0
2
36

Timescales
end Jan 2015

Links to action: 14

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

Update
The 16 July 2014 Board workshop included a session on the Trust vision
and values led by the Director of Organisational Development, Participation
and Corporate Affairs, with external support from brand agency Smith and
Milton. A paper on how we are taking this work forward with Smith and
Milton’s support has been presented to the Board at the September
meeting.

Amberprogressing

The new Director of Strategy and Business Development started on the 1
September 2014 and a further paper detailing how the strategy will be
delivered is being presented at the October 2014 Board meeting.
2

Estates strategy to the Board

end November
2014

The Finance, Investment and Performance (FIP) Committee agreed that this
strategy should be completed once the overall Trust strategy is done. The
timeline for completion has been revised. The Board will receive an update
at their November meeting with the final strategy being presented alongside
the Trust Strategy in January 2014.

Amberprogressing

3

Information Management
&Technology (IM&T) paper to the
Board

end October
2014

The Finance, Investment and Performance (FIP) Committee agreed that this
strategy should be completed once the overall Trust strategy is done. The
timeline for completion has been revised. The Board will receive an update
at their November meeting with the final strategy being presented alongside
the Trust Strategy in January 2014.

Amberprogressing
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General
Board and leadership development
4
Deliver a development programme for
the Board

Timescales

Update

commences end
July 2014

A Board Development Programme has commenced involving the support of
Frontline and the programme is being developed.

Amberprogressing

The findings from the initial phase were explored by the Board at the Board
Development workshop on 20th August 2014. The workshop was facilitated
by Frontline, the external Board Development provider, and provided space
to understand the current position of the Board and key insights to explore
what ‘great’ boards look like and what this means for Dorset HealthCare.
This will help to shape a Board Development programme for the next 12 –
18 months. The initial workshop also provided an excellent opportunity to
welcome new Board members, build familiarisation and gain fresh new
perspectives to support the Board’s effectiveness and development.
The Board discussed broad themes regarding how it will undertake
experiential development as a Board that links to actual work priorities e.g.
risk assurance and corporate governance, strategy development,
organisational development, together with how it develops as a team and as
individuals within the Board.
The next steps will focus on three broad themes (task, team and individual)
and form an integral part of Board Development workshops.
6

6a

6b

Make permanent appointments to the
posts of Director of Nursing and
Quality and to the post of Director of
Finance and Performance
Make permanent appointment to the
post of Director of Nursing and Quality

end October
2014

Agreed action to be split see 6a and 6b.

end October
2014

Fiona Haughey was appointed as the Director of Quality and Nursing in July
2014.

GreenCompleted

Make permanent appointment to the
post of Director of Finance and
Performance

end October
2014

Arrangements have been made for recruitment to the permanent Director of
Finance post. Job details have been prepared and advertised. The position
was reviewed by the Remuneration and Terms of Service Committee at a
meeting on 9 July 2014. A timetable has been prepared involving proposed
final interviews during September 2014. Final interviews taking place on 24th
September 2014.

Amber/
Greenprogressing

27

Appendix D
General
Timescales
Organisational development and our people

Update

9

An Organisational Development Strategy was approved at the August 2014
Board meeting; this included a detailed set of actions that form an
overarching framework for improvement. The deliverables will be carried
forward and monitored via the Project Management Office. Timescales for
delivery will be revisited to ensure they are realistic, in line with board
discussion.

Develop and deliver an organisational
development framework that will
enable us to: develop and articulate
our vision and purpose; drive cultural
improvement; build trust; support a
single patient focus and empower all
of our staff to deliver the very best for
our patients
Links to actions: 10 and 31

end July 2014

GreenCompleted

An external partner, Smith and Milton, was appointed in September 2014 to
provide knowledge and expertise and enable delivery of an organisation
vision and purpose statement and refreshed visual identity.
A detailed proposal from the Kings Fund for development of Collective
Leadership at the Trust is due to be discussed and agreed by the Executive
for early October 2014.
Further immediate activity is underway to fully resource the Organisational
Development function.

10

Develop a communications and
content strategy to ensure we have
the appropriate formal and informal
channels and feedback mechanisms
in place to enable the timely and
transparent flow of information across
and around the organisation
Links to actions: 9 and 31

end July 2014

A Communications Strategy was approved at the August 2014 Board
meeting. The deliverables will be carried forward and monitored via the
Project Management Office. Timescales for delivery will be revisited to
ensure they are realistic, in line with board discussion.
Immediate action is underway to fully resource the communications function.

GreenCompleted

11

Review staff involvement in the
development of QIPP and CIP
projects across the Trust

end August
2014

A timetable for the development of the CIP 15/16 has been developed and
will be presented to the FIP in September. This sets out clear plans for staff
engagement throughout the process.

Amber/
Greenprogressing

end December
2014

From the beginning of June 2014 PM Governance have been working with
the Trust to develop the risk management, assurance processes and
governance arrangements across the Trust.
The Board agreed a number of key recommendations at their workshop in
September 2014. The Executives are looking at how this work is being
taken forward.

Amber/
Greenprogressing

Governance, quality and risk management
12
Work with PM Governance to develop
the implementation of systems and
processes to embed a culture of risk
management
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14

General
Refresh the Trust Quality Strategy to
ensure its objectives are SMART and
that quality goals are aligned to
business objectives. We will involve
staff and stakeholders in the refresh
Links to action: 1

Timescales
end October
2014

Update
There is a planned series of staff workshops throughout September 2014 to
engage staff in reviewing the quality strategy.

Amber/
Greenprogressing

The Trust Annual General Meeting held on 23 September also included five
questions for staff, patients, public and stakeholders to consider that
included considerations of quality priorities for the Trust in 2014/16.
The quality strategy development will link in with the ongoing work on the
new strategic plan and objectives, outcomes and performance measures
due for completion in January 2015. The refresh of the Quality Strategy will
need to align to the Trust Strategy and goals so it is likely that the
completion of this work will be January 2015.

15

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

end July 2014

The quality priorities have been disseminated through the Quality Matters
newsletter (May 2014 issue). Display and posters at Trust HQ for all staff
and staff accessing site for training. Posters and flyers have been printed
and sent to every clinical area outlining the priorities and these are evident
on internal quality visits on the wards and clinic areas. There will be
quarterly reports and updates in the Quality Matters on progress made.

Green Completed

Performance against the quality measures will be assessed at the year end.
Staffing
16
Carry out a root and branch analysis
of recruitment and retention issues
Links to the vacancy rate in the
Integrated Corporate Dashboard
(page 12)
Links to actions: 17

end August
2014

A root to branch analysis report of recruitment and retention issues has
been produced and considered at the FIP and by the Board. A plan has
been developed and implementation is progressing. This will involve
quarterly reviews at the FIP and ongoing Director attention.

Red
Progressing
with serious
concerns

At the next FIP meeting on 30 September 2014 a monitoring report will be
presented which will include evidence of effectiveness through various
reports with appropriate recruitment and retention data.
However, what is apparent based on the ward - Board metrics and from the
staffing reports and feedback from staff/managers is that the work to date is
not successfully managing sufficient recruitment / retention to meet the
needs of the Trust and ensure our services can operate at full capacity.
A meeting is being set up in September, chaired by the Chief Executive to
undertake a full review of the Trust position and a rapid assessment and
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17

General

Timescales

Update
implementation of a robust plan to fast track recruitment and retention
initiatives.

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

end June 2014

Implementation of the February plan has been achieved in all the
community hospital wards – 13 older people’s physical health / rehabilitation
wards.

Links to actions: 16, 18, 21 22, 23, 24,
and 25
Links to staffing significant internal
event, staff sickness absence and
vacancy rate in the Integrated
Corporate Dashboard (pages 10, 11
and 12)

GreenCompleted

Of the 17 adult/older peoples mental health wards the February plan has
been implemented in 12 of the wards. In this plan there were four wards
that were assessed as being able to safely reduce the staffing levels but on
further review this was not found to be possible due to the
acuity/dependency of the patients. The other ward (Older people’s mental
health) was also reassessed and professional judgement considered an
increase in ratio of registered/nonregistered nurse was required.
Of the specialist mental health wards (2) the February plan has been
implemented.
The report also identified local Trust standards that would support safe
staffing, these standards will underpin and guide the six monthly reports to
the Board.
The February 2014 plan has been implemented as far as it was practical to
do so. This specific action is now closed.
The recommendations agreed from the August 2014 six monthly staffing
report to the Trust Board, agreed revisions to the staffing plan including:
 Additional funding of £89,109 for the three acute mental health
wards (Haven, Dudsbury and Seaview).
 Additional investment (£167,222) for Harbour Ward and Alumhurst
Ward.
This addresses the wards where the February Plan was not implemented as
the report initially recommended.
Staffing issues continues to be closely monitored and in relation to the
recent CQC visit at Waterston. Plans are underway to implement
contingency plans where necessary. More detail can be found on page 9 of
the Integrated Dashboard.
Staffing is reported to the Board monthly. A more detailed report, ward by
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18

18 a

General

Timescales

Ensure systems are in place to
monitor the key metrics agreed by the
Board including staffing levels and a
reduction in the use of agency staff to
within agreed tolerance limits
To agree a plan to implement a range
of quality metrics to monitor
performance at team, locality and
Board level.

end June 2014

end June 2014

Links to actions: 17, 26, 27 28 and 29

Update
ward is reviewed at the Quality Assurance Committee monthly,
The next 6 monthly full staffing report to the Board will be in February 2015.
Agreed action to be split see 18a, 18b and 18c.

The Trust intends to implement measures of quality that build from what is
significant for patients and clinicians and allow the Board to have a clear line
of sight to the quality of care provided by individual teams. Dudsbury Ward
is currently piloting a team dashboard.

Amberprogressing

Systems are in place to monitor the key metrics agreed by the Board. The
system includes reporting on the agreed metrics and monitoring at different
organisational levels: operational directorate level with further investigation
to ward/team level as needed, executive director level, board sub-committee
level and at Trust Board.
At the 18 June 2014 board workshop, it was agreed that the metrics
presented were broadly those which would provide line of sight for the
Board in the quality areas of patient safety, clinical effectiveness, patient
experience and staffing. Many of the measures are already being reported
via the monthly Trust Integrated Corporate report. Work is underway to
review the robustness of the data being collected via internal audit.
A plan is to be presented to the September Quality Assurance which sets
out the KPIs to be used why chosen and how they will be reported at team
locality and board level. If this is agreed the revised reporting systems can
start to link in with the revised governance processes. This is linked to
action ref no. 29.

18 b

To monitor the achievement of the
agreed staffing levels in terms of
absolute numbers, proportion of
qualified and unqualified staff and the
use of agency, locum and bank staff.
Links to staffing significant internal
event, staff sickness absence and
vacancy rate in the Integrated
Corporate Dashboard (Pages 10, 11

end June 2014

The objective for the end of June was met. We continue to provide the
monthly upload to Department of Health that highlights the registered and
non-registered nursing on day and night shifts. Further there is a monthly
report to the Board on inpatient staffing levels highlighting wards that have a
higher ratio of red shifts (where actual staff on duty fell short from what was
planned, either in numbers or in skill mix).

GreenCompleted

Staffing remains a challenge and a rolling programme for recruitment is in
place. A significant number of newly registered band 5 nurses will be
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18 c

General
and 12)
Links to actions: 16, 18, 21 22, 23, 24,
and 25
To set a target for a reduction in the
use of agency staff in inpatient wards.
Links to staffing significant internal
event, staff sickness absence and
vacancy rate in the Integrated
Corporate Dashboard (Pages 10, 11
and 12)
Links to actions: 16, 18, 21 22, 23, 24,
and 25

Timescales

Update
commencing post in September / October 2014 and undergoing a
programme of induction.

end June 2014

In quarter one 1,724 of 8,645 (20%) shifts on inpatient wards had one or
more agency members of staff on duty.
In setting the reduction target, the use of agency has to be balanced against
the risk of not having adequate staff on each shift due to current vacancies
and difficulty experienced in recruitment. The financial impact of the use of
agency is monitored via the finance report.

Progressing
- but
potentionaly
serious
concerns

A crude target reduction is not appropriate. Reducing agency use needs to
be part of a wider approach to “Safe Staffing”.
This investment made at the August Board increases the staffing levels on
five mental health wards; however, this is in a climate of difficult recruitment
to Registered Mental Health Nurses and a current ongoing vacancy factor of
circa 14%. To ensure staffing is appropriate bank and/or agency nurses are
used to cover shifts to ensure patient needs are met. This then increases
the use of bank and agency staff against a target to reduce agency workers.
Going forward the Trust will set a recruitment trajectory to fill nursing
establishment posts alongside a trajectory to reduce agency staff.

21

Review mandatory training
compliance and develop an action
plan to address non-compliance by
directorate
Links to actions: 17, 18, 22, 23, 24,
and 25
Links to mandatory training
performance in the Integrated
Corporate Dashboard (page 11)

end June 2014

Monitoring taking place monthly at Performance Review Meetings,
identifying % compliance by directorate and team together with Board
reporting. Mandatory training exception reports were introduced in February
2014 on a web based reporting system for managers to access.

Amberprogressing

Incremental progression linked to completion of mandatory training
completion agreed with unions. In support of this the new e-appraisal
system was launched in June 2014 which enables individual staff to access
and view their complete training record including mandatory training due,
outstanding and completed. Current performance needs to improve.
Mandatory training for August was 90.8%. The target set is 95% plus.
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22

23

24

General
Roll out e-rostering for inpatient
services in Children and Young
People’s services1, Mental Health2
and Community Health Services3 to
improve production of off-duties and
give this facility increased senior
oversight
Links to actions 17, 18 and 25

Performance and information reporting
26
Develop an information and
performance plan for the Trust, which
will include a comprehensive
electronic management information
system that will give access to key
metrics at team level across all
domains of quality, workforce,
performance and finance
Links to action 18, 27, 28 and 29

Timescales
1
end July 2014

Update

2

end Aug 2014

Implementation continues.

Amber/
Green progressing

3

end Sept 2014

Due to delays in implementation of some mental health inpatients units, it is
now expected all the Community Health Service inpatient units will be
completed by the end of October 2014.

Amberprogressing

The objective for the end of July 2014 was met.

Green Completed

end July 2014

Green Completed

The two year timeline for the electronic management information system
(technically known as warehouse development) plan has been mapped out
and included in the updated IM&T Strategy that was discussed at the FIP
Committee on 3 September 2014. The Committee agreed that
implementation should continue at pace but would require a further update
once the overall Trust strategy is in place.
The warehouse development was part of the interim IM&T strategy
approved by the Trust Board on 8 January 2014. This action affirms the
strategic direction and sets a milestone for implementation. The first stage of
the plan is underway.
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29

Implement changes from the review of
quality metrics to improve Board to
ward sight of performance
Links to action 18 and 26
Ensure internal audit is conducted on
the reporting of quality metrics
Links to action 18 and 26

end October
2014

Linked to action 18 to implement the plan once agreed by Board in October
2014.

Amber progressing

end August
2014

Within internal audit plan and reported via Audit Committee. Internal Audit
Manager met with Medical Director and Director of Finance to clarify scope.
Field work in progress and expected to report early September.

Amber progressing

Implement standardised team level
reporting across all domains
Links to action 18 and 26

end October
2014

Linked to action 18 to implement the plan once agreed by Board in October
2014.

Amber progressing
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30

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

Timescales
end October
2014

Update
The integrated corporate dashboard and report continues to evolve to meet
users’ need. The report to the August 2014 Board included a revised
Executive Summary with enhanced narrative and reporting on the Blueprint
deliverables for the first time. Deteriorating performance is clearly seen via
the 13 month rolling trend lines and continues to be reported as part of the
improved reporting.

Amber progressing

The integrated corporate dashboard and report are being reviewed as per
action 18a, on the review of metrics.
Partnership working and participation
31

33

Develop a strategy and work
programme to maximise individual
and collective participation at Dorset
HealthCare, recognising patients and
local people as equal partners and
valuable assets in all of our work.
Elements will include an insight
dashboard and the introduction of 360
degree feedback
Links to actions: 9 and 10
Agree a new Memorandum of
Understanding with Bournemouth
University

end July 2014

A Participation Strategy was approved at the August 2014 Board
meeting. The deliverables will be carried forward and monitored via the
Project Management Office. Timescales for delivery will be revisited to
ensure they are realistic, in line with board discussion.
Immediate action is underway to fully resource the participation and
involvement function.

Green Completed

End November
2014

A proposal for renewing the Memorandum of Understanding Between
Bournemouth University and Dorset HealthCare University NHS Foundation
Trust was drafted in April 2014.

Amber /
Green –
Progressing

This set out how we will strengthen our partnership bringing benefits
including supporting innovation, attracting and retaining high quality staff,
professional development and research opportunities. We will work with the
university to ensure our new models of service delivery are based on best
evidence, supported by training and robustly evaluated. We also recognise
that our services will be most effective and of the highest quality where we
have involved local people and patients in their design and delivery and
have listened to and acted on what people tell us they want from our
services. Recognising our opportunities to exploit and challenges to
address. A joint paper from the trust and BU will be presented to the
October board, if agreed this will be taken to a meeting with the trust CEO
and BU vice chancellor at end of October if agreed can go for final approval
at the BU senate in November.
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Completed – previously
5

Strengthen the board by appointing a
Director of Strategy and Business
Development, having been
unsuccessful in efforts to date to
recruit to this new post

end July 2014

Steve Hubbard has been appointed as the Director of Strategy and
Business Development and starts the new role with Dorset HealthCare on
Monday, 1 September 2014. Steve has a wealth of experience of the
private and NHS health systems and colleagues look forward with
anticipation to his arrival.

GreenCompleted

7

Appoint a further two non-Executive
directors

end July 2014

The recruitment for three Non-Executive Directors was completed during
July 2014. Interviews took place on 10 and 14 July 2014 with Council of
Governor endorsement on the 16 July 2014. Due to the resignation of a
Non-Executive Director with effect from 31 July 2014, the decision was
made to recruit a fourth new NED in this round of recruitment. The field of
candidates was very strong so the panel was able to appoint from the
shortlist.

GreenCompleted

Three of the news NEDS will commence their roles on 1 August 2014. The
fourth will commence on 1 October 2014.
8

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

end June 2014

At the 9 July 2014 Board meeting the Board approved the conventions on
the use of patient stories and visits to service areas and departments by
Directors to foster learning and development.

GreenCompleted

The knowledge and insight gained by Directors when engaging with patients
and staff by hearing patient stories, and visiting services areas /
departments is used to cross check or ‘triangulate’ what they learn from
documents and other sources. This provides directors with greater and
growing capabilities to satisfy themselves as to the quality of service
provided by the Trust.
13

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

end June 2014

The training has been delivered by Niche Patient Safety and peer review
tools have been developed for each of the 16 essential standards. The
training has been reviewed on an ongoing basis by participants attending
the workshop with a final review on 31 July which will provide consolidated
feedback from all eight workshops.

GreenCompleted

The programme of standards to be peer reviewed is in place. A sample of
the peer reviews are being quality assured by the Regulation and
Compliance Team.
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Appendix D
When action plans are being developed the Regulation and Compliance
Team are involved to provide an objective view of the actions proposed.
These action plans are then monitored to ensure the actions are being
implemented and are meeting the requirements of the essential standard
outcome.
Next steps are:
Once more information is available from CQC regarding the fundamental
standards, the peer review tools will be refreshed to ensure they remain
current. I would expect this to be done by December but we are dependent
on the information being available from CQC. This is part of the NICHE
contract that they will refresh the tools.
We are developing an IT platform to record the PCA compliance levels
which the Directorates will use to report to replace the current manual
system. The PCAs will be mapped to the fundamental standards and KLE
developed by CQC so that we can transition to the new fundamental
standards without having to stop one process to replace it with another. I
am not too sure of the time line for this and have a meeting with information
next week and will know more after that.
A team of peer reviewers to quality assure the peer review findings will be
identified across the Trust. This team will be offered training and we can
develop a programme of ‘inspections’ based on the 5 questions to take
forward as a rolling programme. The training will be provided by internal
audit.
19

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

end June 2014

We have undertaken our own internal audit and have made changes to the
tool to improve the quality by including a section to capture clinical
judgement. In the event that a shift is red or black rated, staff must make a
professional/clinical judgement to assess whether they consider the staffing
in place meet s the needs of the patients.

GreenCompleted

20

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

end June 2014

Shifts are displayed daily on the ward notice boards and then a monthly
report is submitted to NHS England who then display the outputs through
the NHS choices website.

GreenCompleted
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25

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

end July 2014

A report was submitted to the Board in August 2014.

Green Completed

end September
2014

An external trainer called Claire Lea from Charis Training has been working
with the Council of Governors since the 17 January 2014. The Council of
Governors was re-shaped from April 2014 with new Governors being
elected and therefore a need for further training to de delivered was agreed.

GreenCompleted

Links to actions: 17, 18, 22, 23, 24
32

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

On the 16 May 2014 the training covered; understanding the purpose of the
council, relationship development with the Board, active listening and
questioning, areas of assurance. Overall the feedback was positive about
the session and improvement ideas were feed into the next training day.
The 20 June 2014 the training covered Membership and Governor
engagement with the Members.
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No






1.

Appointment - Director of Finance
(a)
The position was advertised with search support from Odgers Berndston and received a good
response, enabling four candidates to be short-listed for interview on 24 September 2014. Jackie
Chai, who has been the interim Director of Finance for the past year, was appointed with immediate
effect as the permanent Director of Finance following the selection event.

2.

Policies
All HR policies and procedures have been reviewed to ensure that they reflect the Locality Model
Structure and will be fit for purpose on Day One. HR and Support Services generally have been
preparing for day one changes to support the locality model.

3.

Organisational Change
The following Organisational Change programmes are in progress:
Revised Leadership Arrangements for the Locality Model
The consultation process for the revised leadership arrangements for the locality model was
completed at the start of August. Slotting in applications were received during August and 19 posts
were confirmed as slotting in. Interviews for the remaining 23 full time and 2 part time roles posts
within the locality structure were undertaken week commencing 15th September and individuals were
informed of the outcome of the interviews at the start of week commencing the 22nd September
2014. Individuals were appointed to a pool of positions. Throughout the following week
organisational and service needs were considered alongside individual’s skills and preferences to
determine where individuals would work within the new structure. The final structure is planned to be
announced by 1st October.
Locality Directors will commence into their roles on the 1st October 2014. During the month of
October appointed Locality Managers and Specialist Service Managers will commence in their new
posts following a detailed handover of their current portfolios.
The move to a new structure with a reduced number of management posts from 62 to 44 is a difficult
period for affected staff. For those staff not successful in securing a position within the Locality
structure the next phase of the Organisational Change procedure will apply. A number of staff will be
placed at risk of redundancy as an outcome of the restructure.
With a professional response from affected staff, positive working with trade union representatives
and much hard work by all those supporting and implementing the process, arrangements overall
have gone as well as might reasonably be expected at this stage.
Mental Health Inpatients, Glendinning Rehabilitation Unit - Consultation is due to end on 2
October 2014 for changes to shift patterns affecting all 13 staff in the unit. The proposed changes
will bring Glendinning in line with other Mental Health Inpatient units and address some issues
around compliance with the Working Time Directive, for example where staff have worked a late shift
followed by an early shift the next day, thereby not receiving adequate rest time.
Memory Support Services (Community Health Services) – The service transferred to the
Alzheimer’s Society on 1st September, taking 4 staff members’ under TUPE with it. The remaining 3
staff members who did not transfer are currently seeking alternative employment within the Trust.
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Standardising Shift Patterns (Community Hospitals) – Consultation on standardising the shift
patterns across physical health inpatient wards has been completed. The aim is to ensure safe and
appropriate staffing levels for all inpatient wards using fair and consistent duty rota planning with
consistent shift patterns that comply with working time directives. There are currently 10 different
shift patterns in operation; many of these are not currently compliant with working time directives.
Positive feedback has been received in response to the proposals and subject to some minor
adjustments, the new shift patterns will be implemented with the roster commencing 1 December
2014.
4.

Suitability of Staffing
HR Capacity
In recognition of suitability of staffing remaining a key priority for the Trust, Directors have agreed
support for additional temporary resources within HR Services. The additional resource will bolster
the ability of the team to provide a responsive service, responding efficiently to recruitment needs
across the organisation and help improve speed of recruitment.
Relocation Assistance
The payment of £5,000 towards relocation expenses for Mental Health and Prison Nurses (and other
hard to recruit posts) has been implemented as a temporary measure. Payments will require
Director authorisation (or their nominated representative) and will be made available for a six month
period initially. An initial sum of £50,000 will be ring-fenced for this package and a review of the
effectiveness of the scheme will be undertaken after six months or when the funding limit has been
reached, whichever is sooner.
Assistant Practitioner Roles
A meeting has taken place with Solent University and the Open University to discuss Foundation
Degrees for the Assistant Practitioner role. A Task and Finish Group will need to be established with
the remit of establishing an implementation strategy.
Guaranteed Job Offers
Proposals to introduce a Guaranteed Jobs Scheme for Graduate Mental Health Nurses from
Bournemouth University have been agreed by Directors of Mental Health and Nursing and Quality
and this is now being implemented.
Refer a Friend Incentive Scheme
Proposals to introduce a Refer a Friend Scheme have been agreed by Directors. This involves a
payment of £250 for posts within the scope of the scheme only and is currently being implemented.
Introduction of Service Standards
HR Service Standards have been drafted to show the services that are available to our customers
and how they can be accessed. They also define the standards to which customers can expect that
service to be delivered. The HR Services Standards are currently being consulted upon and reports
will be produced based on agreed Key Performance Indicators.
NHS Jobs
NHS Jobs is being updated continually and enhances the service that is able to be provided. Recent
updates include automatic notification to managers when a vacancy closes; email notification of a
candidate booking their interview slot; and, notification of reference receipt. The talent pool
functionality in NHS Jobs has yet to be further explored in light of the process system updates.
Root to Branch Recruitment Review
An update report was considered by the Finance Investment and Performance Committee on 30
September. The Chief Executive is chairing a group to review recruitment and retention and take
further initiatives to help ensure suitability of staffing.
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Exit Questionnaire
The exit questionnaire has now been developed as an e-form and will be linked to the leaver’s form,
as a means of encouraging a higher completion rate. The information provided in completed exit
questionnaires will be compiled into a spreadsheet to support analysis.
Pre-Registration Nurse Training
A further 9 secondments are being offered for the Adult Nursing Course starting in February 2015
and this is currently being advertised. Following a scoping exercise the Trust has bid for 19 training
places in 2015, as follows:
6 x MH Nursing
5 x Adult Nursing
1 x LD Nursing
5 x Occupational Therapy
2 x Physiotherapy
This scheme is extremely beneficial in terms of the pipelines for the future supply of registered
professionals and is also valuable in terms of staff retention.
Jobs/Careers Fairs
The Trust has booked stands to attend the following events:
British Forces Careers Fair at Tidworth on 2 October – BFRS has 15,000 members and the package
includes advertising in the event guide and on the BFRS website.
Southampton University Health Science Careers Fair on 18 November.
5.

Equality, Diversity and Workforce
PREVENT Training
The Equality and Diversity Manager is working jointly with the Learning and Development Team and
together they have secured locations and dates for a number of short Health Workshops that raise
the awareness of actions to be taken by staff in the likelihood of identifying vulnerable individuals
who might be drawn into any type of violent extremism. The session only takes one hour 15 minutes
and the evaluations to date have all been extremely positive.
African and Caribbean Lunch Club Visit – Black History Month
This month’s lunch club will be taking place on 10 October 2014. The Lunch will be playing host to
Jane Portman, Executive Director for Adult and Children’s Services, Bournemouth Borough Council.
The Trust’s Communications Team has been requested to do a follow up article for the Trust Link.

6.

Industrial Action
A number of health unions have been balloting their members to ask if they wish to take industrial
action.
Unison has announced that its members in England will strike for four hours on Monday 13 October
from 7 am to 11 am. Four days of action short of strike will follow from Tuesday 14 October to Friday
17 October. This action will see members making sure that they take their breaks. The ballot results
which were announced on Thursday 18 September were:

-

68% in favour of strike action
88% in favour of taking action short of strike

The turnout for the Unison vote was 14%.
Unite announced the result of its ballot on 26 September, with members voting in favour of taking
strike action.
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The Hospital Consultants and Specialists Association (HCSA) announced the result of their ballot on
23 September, with members voting against taking strike action, but in favour of taking action short of
strike.
It is understood that the Chartered Society of Physiotherapy (CSP) is making administrative
preparations to be in position to call an industrial action ballot, if it decides this is necessary.
The Royal College of Nursing (RCN) and the British Medical Association (BMA) are not balloting for
industrial action.
We have prepared resources to help line managers with responding to staff issues as a result of
participation in the strike action. In the meantime, the Guidance for Managers and Staff in the event
of Industrial Action has been updated and is available on the Intranet.
Areas of proposed exemptions from industrial action are being put to trade unions.
7.

Social Media
There have been a couple of situations reported where employees have raised issues that the Trust
has had to consider in relation to employees on Facebook and social media. All staff have been
reminded of their responsibilities in line with the IT guidance.

8.

Staff Friends and Family Test
From 1st April 2014, NHS organisations were required to implement the quarterly Staff Friends and
Family Test (SFFT) between 1 April and 30 June 2014 with the primary purpose being to support
local service improvement. We reported the Trust’s results in August
Nationally, the first quarter results were published on 25th September and are now available to the
public on NHS Choices.
The Staff FFT has been gathered from 241 out of 245 NHS Trusts providing acute, community,
ambulance and mental health services in England.
A total of 163,686 responses have been gathered from staff in the first quarter of the year (April –
June 2014) – which compares favourably with the 200,000 staff who took part in the last annual staff
survey. Our Trust’s results are in brackets.




Nationally, 76% (72%) of staff said they would recommend their organisation to friends and
family in need of care or treatment, whilst 8% (11%) said they would not recommend the care
delivered by their organisation.
Nationally, 62% (57%) of staff said they would recommend their organisation to friends and
family as a place to work, whilst 19% (25%) said they would not recommend their
organisation as a place to work.

The Staff FFT is a companion tool to patient FFT, which is rolling out across the NHS in England.
Although the Trust is placed second from bottom for scores in comparison with our neighbouring
Trusts, we have surveyed a far higher percentage of our staff members.
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HSCIC
Workforce
Headcount

%
Recommend
Work

%
Not
Recommend
Work

%
Recommend
Care

%
Not
Recommend
Care

Org Name

Total
Responses

Salisbury Trust

204

3,223

84%

7%

98%

0%

Poole Hospital
Dorset County
Hospital
The Royal
Bournemouth and
Christchurch
Hospitals

360

3,621

70%

12%

89%

3%

199

2,553

65%

20%

81%

5%

739

4,321

60%

17%

73%

7%

1,634

5,316

57%

25%

72%

11%

69

7,836

40%

32%

52%

22%

Dorset HealthCare
Southern Health

It is positive to note that the majority of our staff members have answered that they would
recommend the Trust to their friends and family if they needed care or treatment.
For the question, “would you recommend the Trust as a place to work”, the results are less
favourable, with issues raised in the comment boxes about the financial state of the Trust and job
security. There is considerable work to be done to ensure strong engagement and communication
with our staff members while the locality restructure is undertaken and into the future. The Director
for Organisational Development, Participation & Corporate Affairs is leading developmental work in
this area.
Staff members had the opportunity to include comments in free text boxes which are designed to
supplement the two mandatory questions. A detailed analysis is being carried out (using key words)
on the comments for each group of responses.
Quarter 2 survey
The Quarter 2 survey was launched on the 15th September with the opportunity to respond until the
30th September. The submission to NHS England via Unify2 must be made by 28th October 2014.
We have offered paper surveys to some 500 staff members without Trust email addresses including
the staff of the Domiciliary Care Agency and have sent personalised emails to those staff members
with Trust email addresses who did not respond in Quarter 1.
9.

Occupational Health and Wellbeing
Flu Programme 2014/2015
The Occupational Health Service will commence a programme of flu vaccination for staff in early
October 2014. Whilst uptake of vaccination in frontline healthcare workers increased from 22.6% in
2012/13 to 27.7 % in 2013/14, vaccination in Community and Mental Health Trusts is more
challenging than in Acute hospitals. This is still low when compared with the DH target of 75%, a
national uptake of 54.8% and an average uptake of 49.2% across other local Trusts.
Our focus will be on increasing the uptake of vaccinations amongst frontline healthcare workers, and
in particular amongst nursing staff and support staff with patient contact. In addition to drop in
sessions across a wide number of sites, the vaccine will be available through locally based peer
vaccinators and roaming vaccinators, who will be available to offer visits to wards, clinical
departments, meetings and training sessions on request.
Line Mangers Toolkit
The service is currently developing a toolkit to assist managers in supporting members of staff with
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health issues. The toolkit which will be rolled out in early November will provide links to relevant Trust
policies and procedures as well as other sources of guidance and a frequently asked questions
section. The toolkit will complement existing resources for managers and will support the use of
occupational health services for advice and guidance when required.
10.

Staff Survey
The 2014 Staff Survey is now under way and survey questionnaires were mailed to all staff
(excluding Bank and those on long-term sick leave) during the last week of September. The survey
period will last for 9 weeks and the first ‘cut’ of response data is expected in January 2015. This
year, directorates have been asked to nominate Survey Champions to support and encourage staff in
completing the survey which it is hoped will help boost the response rate.
HEE Support for Workforce Planning
The Trust has received £30k funding from Health Education England to support workforce planning
activity. A Workforce Planner role has been advertised and interviews take place on 2 October for a
fixed term appointment until the end of the financial year to support and embed workforce planning
activity within directorates. A further bid will be submitted in the next round to support this activity in
2015/16.

11.

Health and Safety Group
The Health and Safety Committee is being realigned to the new governance structure and will
become the Health and Safety Group. The Group will continue to function as a consultative forum
where management and union safety representatives can meet and agree policies and procedures to
go forward to Trust Board, and agree implementation and dissemination strategies for policies
agreed by the Board.
Health and Safety Training
The Health and Safety Team is currently addressing the issue of health and safety training raised in
the Staff Survey and has begun a programme to revise all training delivered relating to health and
safety within the Trust. The Team is now delivering the following revised training:


Induction Training – A short 30 minute session is now delivered as part of the weekly induction
programme for all new starters to the Trust. All members of the team deliver this training



Risk Assessment Training (incorporating the Ulysses Risk Assessment module familiarisation) –
this 3 hour training session equips all staff to undertake risk assessments whether in the clinical
or non-clinical setting and then to enter the data onto the Ulysses system



Health and Safety for Managers – this half day session is fulfilling the requirement of the HSE
during their recent visit for management level training and will address issues of health and safety
duties for team leaders / ward managers.



Planned sessions for future delivery will include:



Basic Health and Safety Awareness – this will build on the induction presentation and will
primarily be targeted towards clinical staff. This will allow the Induction presentation to be
designed to meet the requirements of administrative staff.



Health and Safety for Senior Managers / Directors - This session will be further targeted to
specific levels of management with plans to deliver a modular course at Director level

E-learning is currently being discussed with Learning and Development with a view to streamlining
training and making training more accessible to all staff.
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Management of Ligature Issues
The draft Ligature Management Policy has been subject to further review with the Health and Safety
Team starting to devise a Trust standard for ligature management in conjunction with the clinical
teams, Procurement and the Estates Department. It is planned that within 12-18 months the Trust
will have a “Manual” for practical ligature management.
The programme of Ligature Point Audits continues and now takes the form of the production of a
Ligature Management Plan. This is now produced and includes MiCad references and photographs
along with agreed actions. A new quantitative weighting tool is being devised to prioritise the
approach to managing ligature points.
Workplace Visits and Audits
The programme of site audits continues, and some common threads are being identified and
addressed. Issues include WASH submissions and lack of risk assessments.
The Head of Health and Safety has been involved in the Integrated Quality Support Team visits to all
inpatient sites as instructed by the CQC to ensure Outcome 16 compliance. The visits have been
well received and have highlighted areas for improvement at all sites visited.
Health and Safety Team Support for the Locality Model
The Head of Health and Safety is liaising with Michelle Hopkins, Head of Patient Safety to meet with
the new locality managers and directors as a priority during October to assure that the existing high
standards of health and safety and patient safety are maintained after the reorganisation.
12.

Learning and Development
Locality Structure – System Mapping
Work is ongoing to ensure that the Learning and Development systems are aligned to the new
locality structure. The web-based reporting system and e-appraisal system will be mapped to the
new structure for Day One. This will enable managers and directorates to view up to date mandatory
training outstanding and due data, and appraisal exceptions for the new organisational management
changes within the first week of October 2014
Deprivation of Liberty Safeguards (DoLS) Training
DoLS training is being urgently implemented across the Trust in the light of a Supreme Court ruling.
A team of staff are being allocated to deliver training and support to community hospitals by the end
of November 2014. This will ensure that staff develop a better understanding of capacity and DoLS,
and that patients benefit as a result.
eSystems training
Ongoing training is now available for the electronic systems that have been introduced over the past
few months. A 1.5 hour session covers the revised online Appraisal recording system, National
Learning Management System (NLMS) for completion of Mandatory topics and Learning4Health for
Continued Professional Development topics/pathways. This will continue to support staff with having
the knowledge and understanding to access and utilise the new eSystems.
The eSystems will allow staff to complete online training and record their own appraisals without the
need to travel to courses and venues outside of their area of work. eSystems training can be
delivered locally to meet the needs of teams.
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eLearning Update
August has seen the second month of eAssessments for mandatory training subjects being available
for staff to complete, as an alternative to eLearning or face-to-face training. eAssessments are
nationally agreed against set competences and test current knowledge and understanding of a topic.
They are not learning packages, as they have no e-learning content. Successful completion of an
eAssessment negates the need for further learning. Learning records are updated based on
successful completion of an assessment. However, should staff wish to undertake a full e-learning
module for a specific mandatory training subject prior to undertaking the e-assessment this is an
option.
There were 157 elearning e-assessments / learning units completed on the NLMS platform during
August 2014. The largest users were from the directorates of Mental Health, Children and Young
People and Community Health Services.
There were 59 Learning4Health e-learning modules completed during August 2014. The largest
users were from the Community Health Services directorate.
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To Approve the Proposed Process of Development of Trust Strategies
Purpose
1.0

The purpose of this paper is to outline to the Board the process the Directorate of
Strategy and Business Development will be undertaking to develop the Trust
Strategy Document. This document will replace the current “Blueprint document” as
well as becoming the basis for the development of documents for Monitor such as the
Trust Operational Plan 2015-17 and Strategic plans 2016 to 2020 documents.

The Task
2.0

Over the next three to six months the Trust needs to respond the following key
pieces of strategic work:







3.0

The West Dorset Review of Mental Health Services.
The Clinical Services Review.
Winter pressures planning and the need to reduce A&E activity through the Urgent
Care Board.
This year’s Contracting Round and the need to start to move from block contracting
to cost per case including MH PbR contracting.
The next stages of Better Together and Better Care Fund agendas.
As well as develop the Trust`s strategy and supporting strategies and deliver the
Trust`s Blue Print Time Table
Clearly a large proportion of the information required for these individual agendas is
fundamentally the same therefore this paper proposes to develop the information
required by these agendas through a single process running from October to the end
of January 2015.

What We Know
The key messages coming from all of these individual agendas is that the current
way the Trust delivers services will need to change.

4.0

The driver for some of this change is as following:







Demographic changes to Dorset which will increase the demand as well as reduce
the number of people of working age that could deliver services.
Potential funding gap by 2020/21 of £167m Annual and £592m cumulative.
Commissioners actively looking to encourage new providers into the Dorset market.
Acute Trust`s looking to vertical integration community based services.
The need for services to be more responsive to user needs.
The need to start to integrate services across Health and Social Care services as
well mental health.
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System Leadership
5.0

The Trust needs to be a position to lead these agendas and not just respond to them.
To be in a position to lead, by mid-November the Trust needs:








6.0

To have a defined model for locality led community based services.
To have a defined model for community based urgent and out of hours community
care.
To have a defined model as to the role, functions, and opportunities for further
development of the Trust`s community hospitals.
To have a clear defined model for the future provision of community based mental
health services.
To have a clear model for crisis and inpatient mental health services.
To have a clear view on the Trust`s future role in providing secure and recovery
focused step down services.
To have a view as to the Trust`s role in providing other specialist services like LD,
dentistry etc.
Having a clear understanding and position on these issues will enable the Trust to:











To lead the debate within the Clinical Services Review as to what the new model
should look like and be clear as to the Trust`s role in delivering it.
Be in a stronger position to defend against the local Acute Sector looking to vertically
integrate.
Start to look at what activity currently delivered within the acute sector that the Trust
could deliver more appropriately in the community.
Develop new and stronger partnerships with GPs.
Use the 2015/16 contracting role to negotiate a stronger position for the Trust as it
could implement a large amount of the new model now thus removing the need for
the CCG to look for new providers to deliver its current services.
Respond in a thoughtful and appropriate way to the West Dorset MH Review.
Provide the Trust with strong new ways of working which it can use in tendering
opportunities
Use the information to reengineer services to deliver the CIP targets
How

7.0

One of the key issues in delivering this work is that we are under an extreme time
pressure. The Clinical Services Review starts in October and will run until the end of
March we therefore have very little time to develop our vision of how the trust should
be delivering its services in the future

8.0

However this paper assumes that a lot of work and thinking already exists and that
this work will form the foundation from which this project will build.
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9.0

Over the years large amounts of service user engagement work has been
undertaken and again this work should use this intelligence without the need to
repeat these processes.

10.0

Therefore as a starting point the Strategy and Business Development Directorate will
be forming three Task and finish groups with the aim of undertaking the following
three key pieces of work:




11.0

What is the Trust`s model for Locality based Community Services including urgent
and out of hours services and role of the community hospital within this system.
What is the Trust’s model for adult mental health services including community,
crisis, inpatient, secure and recovery focused services.
What specialist services will the Trust wish to continue providing in the future.

Each group will have a dedicated project leader with the whole programme being
managed by the Director of Strategy and BD.
Each group will have the following key work streams:





What is the expected population need for these services over the next 5 years (now
to 2020/21)
What is the current performance of the existing services
What is national and international best practice and what our services users are
telling us.
Proposed service model including income/cost and staffing model.

12.0

Progress will be reported weekly at the director’s team meeting.

13.0

This project will link into the Vision and Purpose work that is also being undertaken at
the same time.

Outputs
14.0

Each task and finish group will produce a detailed slide pack based on the
information developed within each of the groups 4 key work streams.
These slide packs will then be used:





As briefing information for all Trust staff contributing to the Clinical Services Review.
To inform the detailed preparation for the 2015/16 contracting round.
To inform the detailed preparation for the West Dorset Mental Health Review.
As the basis from which the Trusts strategy documents will be developed.

Delivery Timeline

Page 4 of 5

15.0











30th September to 3rd Oct – Recruitment of 3 external project managers.
6th Oct- Project managers start and attend first day of Locality Induction
7th until 31st Oct- Project work.
3rd until 7th Nov- Writing up and briefing pack developed for staff attending Clinical
Services Review.
11th Nov- Presentation of draft findings to Trust Executive.
12th Nov to 1st Dec - Slide pack used to inform the writing of the Trust Strategy
Document as well as the supporting strategies for HR, Estates, and IT.
This information will also be used for the CIP programme and inform Include? Trust
preparation for the contracting round which will start in December.
Dec 17th- Outline Trust Strategy will be present to Board workshop for feedback and
comments.
Jan 7th- Revised draft Trust Strategy with supporting Strategies from HR Estates and
IT presented at Board workshop again for feedback and comments.
January 28th Trust Strategy incorporating Vision and Purpose work as well as
supporting strategies for HR Estates and IT presented for formal Board approval.

Conclusion
16.0

The Board is asked to note this planned activity.
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the implications of this report, on each
Yes
Yes
No
of the matters below, as indicated:
This report links to the
following Strategic
Objective(s)

Detail in report

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




















Initials LM-W & GT

DRAFT

Proposal for renewing the Memorandum of Understanding
Between Bournemouth University and Dorset HealthCare
University NHS Foundation Trust

Professor Laurence Mynors-Wallis
Professor Gail Thomas
Medical Director
Dean of Health & Social Care/Director
Dorset HealthCare University NHS Foundation Trust of the Centre for Excellence in Learning
Bournemouth University

15 September 2014

1

1.

Introduction

1.1

Bournemouth University (BU) and Dorset HealthCare University Foundation NHS
Foundation Trust (DHUFT) have a long history of partnership working and
collaboration. In July 2010, a Memorandum of Understanding was drawn up
between the University and the Trust. This was the culmination of a careful and
detailed process which recognised the strengths of both organisations and the
benefits of working more closely together. The Trust was recognised as a
University Foundation Trust and the University Department of Mental Health was
established. The memorandum of understanding between the Trust and the
University now requires renewal. This provides an opportunity to rethink and
reinvigorate the strength of the partnership between the Trust and the University.

1.2

At the time of the initial memorandum of understanding, the Trust believed that its
determination to provide high quality care would be significantly enhanced by
University Trust status for the following reasons:







1.3

The close collaboration between University staff, clinicians and service users would
assist in the key areas of University output. In particular:





1.4

Attracting and retaining high quality staff. The opportunity to work in an
environment in which innovation, teaching and the thoughtful evaluation of practice
are valued will be seen by staff in all disciplines as a positive reason to choose to
work in Dorset HealthCare. The ability to recruit and retain high calibre staff will be
of direct benefit to patients with whom they work.
Supporting innovation. Many of the best improvements in clinical practice stem
from the ideas of clinicians. Supporting, evaluating and sharing such innovations
will be at the core of the collaboration between the Trust and the University.
Service users and carers will be central to such innovations and clinical practice
will be enhanced by it.
Professional development. Close collaboration between the Trust and the
University will help ensure that the continuing professional needs of clinicians are
supported by training and development opportunities within the University, with a
particular emphasis on inter-professional training
University clinics. The establishment of University clinics as centres of clinical
excellence supporting research and teaching will provide patients with a quality of
clinical care of the very highest standard.

Research opportunities will be enhanced by collaborative applications involving
clinicians where possible, service users and open up new areas for research
proposals, particularly in the field of service evaluation. The strengthened
relationship will increase the capacity for high quality research by linking in many
more research active clinicians to the University.
Teaching. The University works closely with clinicians in the providing of
undergraduate training for a range of health professions. Close collaboration
within the University Department should identify opportunities for innovative
professional development to be delivered both locally and more widely.
Professional development including Practice Development Units – the
development, implementation and monitoring of key professional standards.
These ambitions for both organisations remain as relevant today as in 2010.
2

2.

Current Situation

2.1

Since the original memorandum of understanding was agreed between the Trust
and the University, the Trust has more than doubled in size and has acquired
responsibility for community physical health services across the whole of Dorset
including 12 community hospitals. The Trust has evolved from being a relatively
small specialist mental health trust to being the largest health provider in Dorset for
the full range of physical and mental health services for all ages and across the
whole county.

2.2

In keeping with the new range of services provided the Trust has changed its focus
and priorities. The new vision is to identify, implement and evaluate best practice
models of care and service delivery which integrate mental health and physical
health care and health and social care. This will be achieved by working very
closely with primary care and in particular with the 13 locality groups established by
the Dorset Clinical Commissioning Group. Patients will be treated as close to
home as possible and should experience no discontinuity between care provided
by Trust employees and primary care and social care colleagues.

2.3

There is a strong political imperative for integrated health care reflecting the aging
population and the increasing numbers of individuals with multiple comorbidities,
for example, diabetes, respiratory problems, arthritis and mental health problems
rather than a single diagnosis. These individuals require help in improving their
own health, support from professionals with a broad range of skills and a focus on
keeping them well at home rather than using expensive hospital resources. There
is a national focus on the care provided to such patients and it is a priority for the
local health commissioners. The Trust has reorganised its management structures
to support integrated locality working, avoiding duplications of care and supporting
patients at home wherever possible.

3.

Opportunities

3.1

There is a real opportunity for the Trust and the University to be at the forefront of
the identification, development and evaluation of initiatives supporting the delivery
of integrated care. This is a new and poorly evaluated area of service delivery. It
is likely that there will be significant research funding to properly evaluate models
of care. The transformation of services within the Trust will not be uniform but will
reflect locality demands and needs; hence there is a real opportunity to develop
different services locally with appropriate evaluation as well as benchmarking with
other areas. In brief there is an unparalleled opportunity for the Trust and the
University to be at the forefront of the development and evaluation of integrated
service delivery.

3.2

There is a need to adapt the training of undergraduate health care staff to meet the
requirements for professionals to have broad based training and be able to offer
flexible care focused around patient need rather than operating in individual
professional silos. The Trust and the University are already working together in
nurse training to develop new curriculum structures. The Trust and University will
need to work jointly to ensure that new approaches to training occur across
professional groups and have the support of the relevant professional bodies.
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3.3

This is the time to build on the teaching, research and professional practice
achievements of the University Department of Mental Health but change the focus
of the Department to be at the forefront of the national and local developments in
integrated HealthCare. There needs to be broader links between the Trust and
University in the area of development, with many opportunities to strengthen
working between the Trust and the Management School and between the Trust
and non-health departments.

3.4

Further, there is the opportunity to align and integrate DHC research and
development nurses supported by CRN Wessex funding into the refreshed team
led by the Professor of Integrated HealthCare to ensure all research activity is
centralised and recognised within the Trust and University.

4.

Trust Commitment to Collaboration with BU

4.1

In the spring of 2014, the acting Chief Executive of DHUFT and some of his
management team met with the VC of Bournemouth University and colleagues to
reiterate the commitment that DHUFT has to escalating its relationship with BU.
There had been less attention paid to the University Trust designation since the
Trust had acquired the community services provision across Dorset and had been
distracted by critique of some quality issues. At the time of writing this paper, the
commitment expressed in that meeting has been reinforced in a number of ways,
including:








A letter of commitment from the Chief Executive to confirm the wish to
collaborate
A visit by the Trust Chair and expression of her commitment to collaboration
The offer for a BU representative to sit on the Trust Executive team; this is now
in place
The importance of the University Trust designation is included in the Trust
Blueprint for the future
BU has nominated a new member to sit on the Trust Governing Body
Both the Trust and University are participating in the Better Together
programme for integration in Dorset
Agreement has been reached to appoint a Professor of Integrated Care as a
joint appointment across the two organisations

4.2

These actions have confirmed the importance the Trust Board places on close
working with BU in a positive and definitive manner.

5.

Proposals
In order to ensure that this new beginning continues to bring together the two
organisations productively, it is proposed that:

5.1

MOU. There is agreement to move forward with a renewed memorandum of
understanding.
The previous memorandum of understanding is shown in
Appendix A.

5.2

Formal links between Trust and University. The formal links between the Trust and
the University will continue as follows:-
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a) University representative as one of the Governors. This role has persisted as
the number of Governors has reduced from 42 to 26. The role of Governors in
the Trust has been significantly strengthened under the new Trust Chairman
and Governors attend both Part 1 and Part 2 meetings of the Trust Board.
b) Invitation accepted by Professor Keith Brown to attend the Trust Executive.
The Trust Executive is the engine room of service development and ideas
within the Trust bringing together on a monthly basis the senior managers and
clinical leadership of the organisation. It is expected that Keith will be an
integral partner in these discussions.
c) An annual joint meeting between the University and the Trust Board to provide
a strategic overview of the partnership.
5.3

Governance
a) Continue Trust/University steering group meeting a minimum of twice a year to
oversee the relationship between the Trust and the University to include on the
University side Professors Gail Thomas, Keith Brown and Drs Andy Mercer and
Clive Andrewes. On the Trust side Professor Mynors-Wallis (Medical Director),
Fiona Haughey (Director of Nursing and Quality) and Professor Paul Walters
(Trust R&D Lead).
b) The reinstating of the Trust University Department Management Group bringing
together all the work between the University and the Trust in the area of
education, research and development and professional practice. It is likely this
will be chaired by the new Professor of Integrated HealthCare. However in the
first instance it will be chaired by the Trust R&D Lead who is responsible to the
Director of Nursing and Quality who is the Lead for R&D at the Board. This
Committee will be the vehicle by which the joint working between the Trust and
the University at all levels will be brought together and overseen. Proposed
membership is given in Appendix B.

5.4

Staffing
a) Interview and appointment of jointly funded Professor of Integrated HealthCare.
Job Description is given in Appendix C.
b) Review current faculty (Appendix D) and seek to expand and increase activity.
c) Opportunity for Trust based placements and not only in health and social care
but also other departments of the University for example, media and business
school (Appendix E).

6.

Conclusion

6.1

This paper recommends therefore that the Trust and University renew the
memorandum of understanding and take the opportunity to reinvigorate working
jointly in partnership to develop the new educational opportunities required by
students, to evaluate and research new models of care and be at the forefront of
changing professional practice to meet the requirements of patients. The
aspiration will be that the Trust and University jointly develop a national and
5

international reputation in this field bringing together the fusion of education,
service development and professional practice.
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Appendix A
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Appendix B
Professor Keith Brown
Professor Paul Walters

Head of PQSW, BU
Consultant Psychiatrist/Trust R&D Lead, Dorset
HealthCare
Dr Andy Mercer
Deputy Director of UDMH, Professional Lead for Mental
Health, BU
Dr Andy Mayers
Senior Lecturer, Psychology, BU
Dr Ciarán Newell
Consultant Nurse, Eating Disorders and Research &
Learning Facilitator, Dorset HealthCare
Dr Rick Fisher
Senior Lecturer, Adult Nursing/BUDI, BU
Dr Janet Scammell
Professional Lead for Adult, Children & Young People’s
Nursing
Clive Andrewes
Associate Dean, Practice Development, BU
Meherzin Das
Clinical Psychologist, Dorset HealthCare
Phil Morgan
Professional Lead Occupational Therapist/Lead for
Social Recovery and Inclusion, Dorset HealthCare
Fiona Haughey
Director of Nursing & Quality, Dorset HealthCare
Patient and Carer Representatives
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Appendix C

Draft
Job Description

Post/Job Title:

Professor in Integrated HealthCare
Joint appointment between the School of Health and Social Care (HSC)
at Bournemouth University (BU) and Dorset HealthCare University NHS
Foundation Trust (DHUFT)

Postholder:
Ref:
Location including building:

University Department St Ann’s Hospital and Lansdowne Campus (BU)

School/Professional Service:

School of Health & Social Care

Normal hours per week:
Full Time
(Some flexibility will be required in order to ensure that key time scales and deadlines are met).
Grade:

NSS BU Grade 11

Accountable to:

Dr Gail Thomas (Head of School) and Fiona Haughey (Director of
Nursing & Quality ) (DHUFT)
Development of University Department of Integrated HealthCare,
supervising Trust and University staff involved in the related teaching
and research.

Responsible for or supervises:

When you are engaged in activities associated with the NHS contracts,
you will be seconded to SEEL, (Southern Educational Enterprises Ltd), a
subsidiary of Bournemouth University.
Job Purpose
To develop and lead a dynamic innovative University Department of Integrated HealthCare. This will be achieved by
making a significant contribution to research, enterprise, professional development and educational activities both at
the Trust and in the University.
Main Responsibilities
1.

Establish the University Department of Integrated HealthCare and further its development as a Research Centre
with an international reputation.

2.

Develop research in Integrated HealthCare by supervising research staff and students, mentoring and
encouraging academic colleagues in their research activities and by directing the planning of research
programmes. Support the integration of DHC research nurses funded by Wessex CRN into the expanded team
through the Research and Learning Facilitator Dr Ciaran Newell.

3.

To assist in the implementation of the Trust’s vision of integrated HealthCare by identifying best practice models
and the evaluation of integrated locality based services.

4.

Take a leading role in the advancement of your subject and/or professional field through excellence in research,
consultancy and/or professional activity at the national and international level.

5.

Publish and present research findings which will make a significant contribution to the Trust’s reputation and
University’s performance in the REF.
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6.

Secure external funding for research e.g. by attracting sponsorship for posts, personally bidding for and
obtaining research grants/contracts and by assisting other staff in the Department and Trust to do likewise.

7.

Take a lead in actively promoting and marketing the Trust and University in national and international arenas.

8.

Contribute to the development of the School of Health and Social Care’s and DHUFT’s research plans and
capability by assisting with policy formulation and with both strategic and operational planning to achieve
relevant targets.

9.

Undertake advanced consultancy that meets academic and financial criteria working with the Trust’s Nursing
and Medical Director and University’s Head of School.

10. Represent the University and Trust by establishing contact and maintaining liaison with appropriate commercial
organisations, professional bodies, Government and other agencies and academic institutions both nationally
and internationally.
11. Collaborate and maintain strong links with clinicians at local, regional and national levels.
12. To develop strong links and work collaboratively with patient and carer groups.
13. To evaluate and advise on the Trust’s Programme of Integrated HealthCare close to home.
Contacts
Internal:
Other staff in Senior Academic Roles in HSC and Senior Clinical and Management Roles at DHUFT
Lecturing Staff/ Researchers/ Clinicians in the subject area and other relevant disciplines (e.g. social work, psychiatry,
psychology, occupational therapy, medicine)
Head of University Research Unit
Deputy Dean Research and Enterprise
External:



Local and national commissioners
Local and National clinical leaders – academic and clinical

Challenges









NB:

To establish and develop the Department of Integrated HealthCare
To build an international profile for the Department
To build research and enterprise income
To increase the critical mass of active researchers
To balance local staff development with wider external priorities
To develop further the existing cross-university links
To contribute to the Trust’s reputation as a successful, high quality community and mental health provider.
To contribute to development of new staff roles and working arrangements in relation to changing service
needs and the NHS and Social Care ‘market’.
The post holder must at all times carry out their responsibilities with due regard to the Trust and University’s
Dignity, Diversity and Equality Policy Statement.
The purpose of the job description is to indicate the general level of responsibility and location of the
position. The duties may vary from time to time in accordance with the needs of the Trust and University.

Bournemouth University and DHUFT are No-Smoking Environments.
September 2014
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Person Specification

Post / Job Title: Professor in Integrated HealthCare

Post No:

School/Service: HSC

Date: January 2015

SELECTION CRITERIA
Knowledge (including experience & qualifications
Doctorate in a relevant field and postdoctoral track record
Specialist expertise in research relevant to HealthCare and its clinical application
Demonstrable expertise in developing successful research strategies
Ability to facilitate teams to take forward interprofessional research in health nursing
and related disciplines
Outstanding performance in HealthCare related research and publications
Proven track record in academic leadership
Partnerships with international colleagues
Committed to synergy between practice & academia
Experience of supervising PhD research students
Experience of generating income for research
Understanding of the NHS in particular the current HealthCare market and role of
Foundation Trusts
Proven record of high quality clinical and research governance
Relevant professional experience in health or social care
Skills
Ability to win confidence of internal/external colleagues and partners
Proven ability to lead and develop a Centre or Research Group in an international
arena.
Ability to generate research income
Excellent interpersonal and communication skills
Exceptional teamwork/team building skills
Thrive on change
Attributes
Effective team player, committed to team approach to research strategy
Self starter
Highly motivated
Commitment to patient centred care

Essential
Desirable

/

E
E
E
E
E
E
D
E
E
E
E
D
D
E
E
E
E
E
E
E
E
E
E
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Appendix D
To support the work of UDMH, the University has appointed a number of Dorset
HealthCare staff to the visiting faculty of the School of Health & Social Care. Details of
the associate roles and current UDMH appointment are provided below. Visiting faculty
have been appointed to support the development of research, scholarship and education,
and to encourage partnerships with active researchers and practitioners from within the
Trust and beyond. The University has a defined range of titles for such visitors and
established consistent procedures for their appointment. Titles, definitions, and postholders are as follows:Visiting Associate: The individual will make a contribution to a defined programme of
education, research or practice development in association with a member of the
academic staff or a recognised academic grouping. The criteria are those who have
completed an undergraduate or postgraduate degree in another University (in the UK or
overseas) who are visiting the University in order to carry out a specific project.
Current ‘UDMH’ Visiting Associates:
•
•
•
•
•
•

Abby Webb
Dr Sam Dench
Dr Helen Bolderston
Dr Sophie Rushbrook
Phil Morgan
Eimear Corrigan

Visiting Fellow: The individual will make an ongoing commitment to working on relevant
education and/or research projects with permanent staff in HSC, contributing to high
quality outputs. The criteria are a postgraduate/research degree qualification (normally
PhD or equivalent) and a nationally/internationally renowned reputation, able to support
the education, research or practice development activities of the University in a specific
subject area.
Current ‘UDMH’ Visiting Fellows:
•
•

Dr Ciarán Newell
Meherzin Das

Visiting Professor: The individual will make an ongoing commitment to providing
leadership with HSC staff on relevant education, research or practice development
projects, contributing to high quality outputs. The criteria are those currently applying to
the designation of Chairs with the proviso that, for those outside higher education,
professional standing and peer recognition will be the chief criteria.
Current ‘UDMH’ Visiting Professors:
•
•
•

Prof Laurence Mynors-Wallis
Prof Paul Walters
Professor Sam Rowlands
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Appendix E
‘Menu of opportunities’ to work with HSC at BU: Ideas for building partnerships
This paper presents a variety of ways in which the School of Health and Social Care at
Bournemouth University can work with external partners to improve services, enhance care and
build organisational resilience. Our mission is to ‘help make people’s lives better’ and we believe
these initiatives can all contribute to high quality support for individuals requiring health and/ or
social care.
Student projects
Students regularly undertake projects (service improvement projects- SIPs- or research projects)
as part of their educational programmes at BU. Having the opportunity to engage in projects
generated by employers, that will have a real impact in practice, adds value to the exercise for the
students contributing to their skills and enhancing their CVs. It is also an opportunity for
employers to have some resource to help them to move forward ideas, plans or problems.
Therefore there are a number of opportunities for employers to use this enthusiastic resource to
contribute to the development of services.
1. Undergraduate SIPs
Third year health students undertake an interprofessional unit that is project based and we
want to have real life issues from partners that will enable the students to work on a
problem to which they can find some solutions. The projects are undertaken by a group of
six students from differing professional courses and are run over approximately 6 weeks
early in the calendar year.
2. Postgraduate SIPs
Post graduate students undertaking many of the taught Masters courses in HSC do a SIP
instead of a traditional, research based dissertation. This 60 credit SIP (includes 20 credit
preparation and 40 credit project) can also be taken as a separate CPD opportunity by
individuals or practice based teams. This allows time and resource for a larger project to
be undertaken but over a concise period, normally xx months.
3. Doctorates
The University offers an annual round of joint funded doctorates whereby an external
organisation funds half the costs of the stipend to support a three year full time student
and BU funds the remainder (approximately £8000 per year). Funding is secured through
a rigorous bidding process and support is given to high quality projects. This provides
another opportunity for a robust project to be undertaken in practice, by PhD or
Professional Doctorate routes, which can contribute to positive organisational change over
a longer period (normally 3 years full time) and will lead to a very high quality output.
Student placements
The majority of courses at BU offer a third year 40 week placement opportunity for students where
they step out of the taught programme for one year and secure a placement in an organisation
that will help them to develop employability skills, building on the knowledge from their two years
study at BU. The range of possibilities reflects the University’s diverse portfolio and could include
students on business, human resource management, hospitality, media, communications,
journalism, psychology, sociology, computing, design, engineering, environmental programmes.
Students are offered a basic salary and bring considerable energy and growing expertise to the
placement. The University provides contact support throughout the experience and students
highly value this opportunity for experience in the real world of work as it enhances their
employability skills and their c.v.s.
Continuing professional development
HSC offers a range of continuing professional development short and long courses, including
master classes, and increasingly is offering flexible, work based opportunities to develop the
workforce in practice. Examples include leadership and management, improving individual and
organisational performance, safeguarding as well as a range of more clinically focussed courses
(e.g. psychosocial interventions, advanced nursing practice).
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Research projects
There are opportunities for research active clinical staff to collaborate with academics in the
development of high quality research projects that will enhance care and lead to high quality
outputs. The University has a robust infrastructure to support the development of high quality bids
that can be submitted to research councils, charities or other agencies to secure funding;
collaborative practice and academic teams are often seen as highly desirable for support. This
can be aligned with the Trust funded research nurses through Wessex CRN.
Service improvement/ practice development
HSC has offered a Practice Development Unit (PDU) accreditation scheme for some years and
many Trusts/ organisations have participated fully in this initiative as a means to enhancing
services. We are currently reviewing the process to ensure it captures the national priority for
culture of care explicitly, embedding in the ‘humanisation’ theory and the expectations of caring
and compassionate practitioners. However HSC offers a range of other service improvement
consultancy approaches and we are very happy to discuss specific organisational need to identify
flexible way of supporting this effectively.
Project evaluation/ consultancy
The School has expertise in evaluating initiatives or projects undertaken in practice and to
demonstrate outcomes. We use a variety of methodologies and will collect data both quantitatively
and qualitatively to compile evidence of effectiveness. We are happy to negotiate individually with
partners to design an approach that meets specific needs and to generate a comprehensive
report as a result that will help organisational learning and development.
Knowledge transfer partnerships (KTPs)
This partially government funded scheme aims to address strategic business/ organisational
productivity and performance. The knowledge sought is embedded into the organisation through
a project or projects undertaken by a recently qualified person/ people (known as the KTP
Associate/s) recruited specifically to work on that project. They can run from 6 months to 3 years;
the cost is shared between the organisational partner and the government scheme and the
University provides the expertise to generate, support and oversee the projects to successful
conclusion.
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Background Information for Presentation and Discussion regarding
the Better Together Programme and the Clinical Services Review
Part 1 Board Meeting 8th October 2014
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Sally Sandcraft (Better Together) and Dorset CCG
(Clinical Services Review)

Sponsoring Board Member

Steve Hubbard Director of Strategy and Business
Development

Purpose of Report

To provide the Board with the key background
documents in preparation for presentation and discussion
regarding the Better Together Programme and the
Clinical Services Review

Recommendation

The Board is asked to Note the report

Engagement and Involvement

In recent times members of the Trust executive have
been involved in various discussions with Dorset CCG
regarding the Better Together Programme (BTG) and the
Clinical Services Review. The attached paper now gives
the Board sight of the proposed BTG service model and
CCG work streams.

Previous Committee/s Dates

N/A

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

Detail in report

All three Domains of Quality
Board Assurance Framework
Risk Register
Legal / Regulatory
People / Staff
Financial / Value for Money / Sustainability
Information Management &Technology
Equality Impact Assessment
Freedom of Information
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Background information for presentation and discussion regarding the Better
Together Programme and the Clinical Services Review
Purpose
1.0

2.0

The purpose of this paper is to provide the Board with key background information in
preparation for presentation and discussion regarding the Better Together
Programme and the Clinical Services Review.


Appendix 1 contains a paper originally written for the Better Together
Programme Board which describes the proposed Integrated Health and
Social Care Locality Teams that have been designed through the Better
Together Project.



Appendix 2 contains a briefing paper developed by Dorset CCG regarding the
Dorset Clinical Services Review that was originally written to support the
selection of an external partner to support the review.

Based on this information a short presentation will be made at the meeting followed
by a discussion as to the implications of both the Clinical Services Review and the
Better Together Programme on the work of the Trust.
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(4)

Report to ‘Better Together’ Programme Board
Date of Board meeting

12 June 2014

Report by

Sally Sandcraft

Workstream

Integrated Health and Social Care Locality Teams

Context/ Issues

Following a comprehensive engagement process with
stakeholders a draft service model, (which captures the
key functions, features and proposed outline outcomes
for the model), is presented to the Better Together
Programme Board (BTG) for agreement in principle,
subject to the approval of a business case which is
being developed.
If approved by the BTG Board, The proposed next
steps are:
•

•

•

•
•

•
•

Commissioning organisations of the Borough of
Poole; Dorset County Council; Bournemouth
Borough Council and NHS Dorset CCG would
proceed to secure agreement of the model
within their internal governance arrangements –
end of Jul 14;
Transferring the description of the service model
into a service specification, with more details on
the KPI’s expected – Jul 14;
Commissioners reach agreement on the
contracting approach to secure provision – July
14 -;
Financial business case presented for
agreement – target date end of August 2014;
Subject to the above, operating plans will be
sought for agreement and evaluated which
would define the ‘how’ and the implementation
plan – Nov 14 - Jan 15;
Workforce development – ongoing;
Mobilisation from April 15.

Appendix A: Draft service model.
Appendix B: Stakeholder feedback summary.

The proposed model has implications on resource
requirements eg; providing an 8-8 service 7 days a
week (currently not all the professionals who would be
in these teams cover these extended hours);

Budget / Resource
implications

Financial modelling is also required to quantify the
additional people who will be supported by the teams,
to reduce reliance on hospital and care placements,
and the financial impact of achieving this on the teams
and associated services.
Potential efficiencies, such as reducing the number of
duplicated assessments, also need to be assessed and
quantified.
A financial business case is being developed to
determine the financial and activity implications, and the
impact on each organisation will be defined within this.

Risks identified and
mitigations

The project has a detailed risk register which sets out
the risk. Not reaching agreement on the draft model and
subsequent business case would significantly impact on
achievement of one of the main BTG programme goals.

Links and
Dependencies

Intermediate and re-ablement redesign programme
Urgent Care Board work programmes
Keeping well work programme
ICT work programme

Recommendations:

The BTG Programme Board is asked to agree in principle the
service model as presented, subject to the approval of a
business case which is being developed.

The service model was agreed in principle by the Programme
Board at the 12 June 2014 meeting subject to a future business
case.

Decision Required:

Yes.

For Programme Management Office use only
Outcome agreed
Lead for implementation
of this decision
Timescales
Further action needed

Appendix A

Better Together
Integrated health and social care

Integrated Locality Health and Social Care
Teams for Frail Older People and People
with Long Term Conditions Proposed Service Model
June 2014

Integrated health and social care across Bournemouth, Dorset and Poole

Better Together
Integrated health and social care

The Future Vision of the Better Together Programme
“Bringing services together to respond to what is
important to the people we serve”
The Dorset-area Partnership is committed to
transforming health and social care services across the
Dorset area, to enable and deliver a sustainable
improvement in health and care outcomes through:
Person-centred, outcome-focussed, preventative,
co-ordinated care.

Integrated health and social care across Bournemouth, Dorset and Poole

Better Together
Integrated health and social care

Key aims of the Better Together Programme:
• Supporting people to achieve their outcomes
associated with managing their long-term conditions,
especially older people.
• Reducing demand for high cost care.
• Enabling more care to be delivered locally (enabling
greater independence).

Integrated health and social care across Bournemouth, Dorset and Poole

Better Together
Integrated health and social care

National & local context
•
•
•
•
•
•
•
•

There are 15 million people in England with one or more long-term conditions (LTCs).
The number of people with multiple LTCs is predicted to rise by a third over the next
ten years.
The number of older people in England is rising both in absolute terms and as a
proportion of the total population.
Although many of these older people are in good health, a significant number can be
defined as being ‘elderly frail’ and/ or are living with one or more LTCs.
Dorset has one of the highest proportion of older people with high impact care needs
in the country.
The ageing population and the links to LTC and frailty has significant impact on health
and social care services.
The integration of health and social care is central to responding to the demographic
and associated financial challenges.
Integration is supported by substantial national and international evidence.
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National Voices
Overall definition of integrated, person centred coordinated
care
“I can plan my care with people who work together to
understand me and my carer(s), allow me control, and bring
together services to achieve the outcomes important to me.”
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National Voices - My Goals/Outcomes
• All my needs as a person are assessed.
• My carer/family have their needs recognised and are given
support to care for me.
• I am supported to understand my choices and to set and
achieve my goals.
• Taken together, my care and support help me live the life I
want to the best of my ability.
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Aim of the integrated locality teams
To bring together health and social care professionals into one service, to
work with the person and their carer / wider family to agree and deliver a
personalised plan of joined up care and support, designed to meet their
holistic needs (physical health, social care and mental health), remain
independent for as long as possible, avoiding crises.
‘Independence’ relates to the goals expressed by the person and applies
equally to people resident in a care/ nursing home as those living
independently.
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The Teams
•
•

•

•

•
•
•
•

Integrated health and social care

There will be 13 integrated locality health and social teams operating across
Bournemouth, Dorset and Poole.
Each team will work to a geographical cluster of GP practices aligned to the NHS Dorset
Clinical Commissioning Group (CCG) GP practice localities. The team will work to the
GP registered practice population.
It is recognised that current teams and localities have a mix of teams and levels of joint
working, and will therefore be at different starting points when moving to the new
model described.
The operating models within each locality may have some variances to reflect local
circumstance, however the key features, functions and outcomes should be
consistently applied across the localities.
The team will safeguard and treat people with dignity and respect.
One member of the team will act as the person’s care co-ordinator.
The care co-ordinator will both co-ordinate care and if a health professional will also
provide some, but not all care.
The skills of the team will be enhanced to support people with general mental health
and psychological support needs.
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The integrated care team will merge the professionals and roles of the
following existing services into one multi-disciplinary team (MDT), a
planned phased implementation with an agreed timeframe will be
required:
• Community matron
• Social workers and care
managers
• District nursing
• Support workers
• GPs*
• Voluntary sector co-ordinator
• Primary care practice nursing*
• Administrator
• Physiotherapy
• Occupational therapy
* GPs and practice nurses are key members of the
team, whilst recognising that they are
Independent contractors and therefore have a
different employment status.
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Collaboration and Involvement
from hospital specialist services
Specialist consultant teams and /or nurses and therapists will work in
partnership to provide clinical opinion, joint management and care
planning and specialist clinical support to community teams and
domiciliary care, actively participating as required in times of crisis to
avoid admission to hospital.
Rapid support closer to home in a crisis: rapid access to ambulatory care
and specialist advice via a specialist outreach service or clinic available in
an acute and community hospital setting.
This interface will support seamless admission to hospital if required.
Integrated health and social care across Bournemouth, Dorset and Poole

Better Together
Integrated health and social care

Links with other services (1)
The integrated locality teams will liaise closely with the appropriate services for
example;
• care homes;
• voluntary sector providers;
• specialist community health teams e.g. intermediate care and reablement, respiratory nursing, specialist palliative care, heart failure
nursing etc;
• other community services: eg; Podiatry, dietetics ; SALT; audiology,
Steps to Wellbeing;
• specialist social care services;
• community equipment and community alarms service;
• domiciliary care providers;
• the ambulance service;
• primary care out of hours providers;
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Links with other services (2)
• acute hospitals including A&E, assessment units, wards and geriatricians;
• community hospitals
• mental health services, including CMHT and specialist memory assessment
services;
• carer support services;
• housing;
• pharmacy/ medication review services;
• employments services.
• Specialist Learning disability services;
• Substance misuse services.
•Where practicable, these other services will be encouraged to identify lead ‘link’
professionals to act as the contact point with each team.
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Links with other services (3)
•Intermediate care services; rapid response/re-ablement/intensive rehabilitation home based and community step up bed provision;
•Overnight services both urgent care and planned care.
•Responsive housing options , home adaptations and equipment provision.
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Access to the teams (1)
• The service will operate from 8am to 8pm seven days a week including bank
holidays.
• A consistent approach using the team entry criteria, will be applied at the
contact access points .
• At entry into the teams there will be a co-ordinated approach to the
assessment process .
• The integrated care teams will enable planned personalised care and respond
in a timely way to people’s urgent needs, liaising with urgent care services to
secure appropriate timely assessment and treatment.
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Access to the teams (2)
• People may be identified early as a result of referrals from any of the
following professionals;
•
•
•
•
•
•
•
•
•

primary care including out of hours services;
acute hospitals e.g. A&E, assessment units, wards;
community hospitals;
other community health services;
mental health services;
urgent care services e.g. the ambulance service, minor injury units;
social services;
domiciliary care providers;
the voluntary and third sector.

• People may also self-refer: Local Authorities are considering

working models in
response to expected increases in the need for assessments for people who are self funding
and informal carers in response to the Care Bill.

• Referrals can be either ‘urgent’ or ‘routine’ (but not emergency which should be
routed to an emergency care service).
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Access to the teams (3)
Acceptance criteria:
• Older people who are frail and/or people (aged 18 and over) with LTC’s.
• Registered with a Dorset CCG GP
• Person requires nursing, therapeutic or social care assessment, treatment
and support*.
• Acceptance of referral is on the basis of need and not diagnosis with need
being established through assessment.
• There will be ‘no wrong door for referrals’ – all points of access will ensure
the onward referral to the appropriate service.
*Securing social care funded support, e.g. domiciliary or residential care will
be subject to a financial assessment.
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The role of the team
The team’s functions will cover the following:
•
•
•
•
•
•

Case finding / early identification based on risk stratification
Personalised assessment and care planning
Early intervention and initial treatment
Case Management and Care Co-ordination
Treatment, Support and Review
End of life care
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Case finding/ early identification
The integrated locality team will work with each GP practice within the locality to
identify individuals likely to need its services through the use of a risk
stratification approach that;
• Uses a combination of the teams professional knowledge, predictive
software and assessment tools;
• A co-ordinated approach within the integrated team meetings;
• Uses case finding assessment tools for the identification of people living
with frailty eg Gait test/Edmonton Frail scale;
• Has a consistent approach with all organisations involved in the care
pathway (including voluntary sector partners).
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Personalised Assessment (1)
• Referrals will be responded to within the following timescales; ‘urgent’
within 4 hours and non-urgent the person will be contacted with 24
hours to agree an appointment time that meets the person’s needs.
• A holistic person centred assessment will be carried out by a member of
the integrated locality team who is a registered professional.
• The holistic generic assessment will consider the person’s:
• physical healthcare including a falls assessment and undertaking or
accessing a medication review;
• mental health/ psychological care needs;
• social care needs;
• home environment suitability;
• funding situation (with regard to social care, Continuing Health Care and
funded nursing care eligibility).
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Personalised Assessment (2)
• Assessment of individuals for the use of assistive technology (tele-care
and tele-health technologies).
• A carer’s assessment will be carried out if appropriate.
• The team can access specialist assessment e.g. comprehensive geriatric
assessment, specialist mental health and learning disabilities.
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Personalised care planning (1)
A personalised care plan will be designed with the person and where
appropriate any carer/ family member, and will:
• meet needs identified in the assessment and will cover physical health,
mental health and social care needs;
• set out the person’s goals as defined by them;
• reflect the person’s choices about their future care;
• include what to do and who to contact in the event of the person’s
condition deteriorating;
• cover the person’s requirements that will need to be met by other
services e.g. voluntary sector services such as support groups;
• reflect the needs of the person’s carer.
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Personalised care planning (2)
• The person will be given a copy of their care plan in a format of their choice
e.g. paper or electronic;
• An electronic copy of the care plan will be entered on to the electronic
information system and will be available to other professionals on an ‘as
needed’ basis, with the person’s permission;
• Information on who is on the teams’ caseload will be available to the urgent
and emergency services (GP Out of Hours, the ambulance service, the GP
practice). These services will be advised how they can access the person’s
care plan.
• Any additional assessments and care plans undertaken by other services will
build on rather than duplicate the assessment of the integrated locality team
• The care co-ordinator will review the care plan with the person and their
carer at a frequency agreed at initial assessment.
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Case management/ care co-ordinator (1)
Each person will have a single care co-ordinator, who will be one of the health or social care
professionals from the team. Each person over the age of 75 will also have named GP. The
care co-ordinator will;
• co-ordinate care and if a health professional will also provide some, but not all, care;
• care co-ordinate and secure care and support arrangements to meet the person’s
care plan;
• through the voluntary services co-ordinator, signpost the person and their carer to
appropriate voluntary sector services including carer support services;
• is likely to be the person with the most frequent contact with the individual and
may not necessarily be the professional who carried out the initial assessment. The
person’s care co-ordinator is not expected to frequently change.
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Case management/ care co-ordinator (2)
The care co-ordinator will;
• act as the link between the person and the other health and social care
services required, both in and outside the integrated care team;
• be contactable directly or via the SPA. Cover arrangements (including
overnight as well as for periods of leave) will be made clear;
• review the care plan with MDT colleagues, the person and their carer/
family to a frequency agreed with the individual;
• ensure the person’s care plan is readily available for other agencies/
services (as agreed with the individual).
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Treatment, support & review (1)
The team will provide ongoing care and support including;
• Providing on-going nursing and therapeutic care to people based on identified
need;
• Treatment delivered in the most appropriate setting to meet the person’s
needs;
• Providing tissue viability, chronic wound and leg ulcer assessment and
management;
• Providing continence assessment and management to ensure seamless delivery
of continence care;
• Prescribing of equipment;
• Providing slow stream rehabilitation and a re-ablement approach to achieving
personal goals;
• Providing community based intravenous therapy service to prevent or avoid
hospital admission;
• Medication review.
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Treatment, support & review (2)
The team will provide ongoing care and support including:
• Promoting self-care and thereby maximise people’s independence and selfmanagement e.g. signpost the individual to expert patient programmes, buddy and
peer support networks;
• Improve the person’s experience, choice and self-care through health promotion
and prevention advice;
• Work with secondary care partners to facilitate appropriate discharge out of
hospital e.g. by inreach into acute and community hospital;
• Support care home staff in providing care for residents including the provision of
inreach to care homes and education to care home staff;
• Liaison with tele-care and tele-health providers;
• Liaison with other services involved with the person’s care and support.
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End of life care
• Proactive identification of people approaching the end of life to discuss and
plan their care.
• Provide last years of life care along the last years of life pathway and enable
people to be cared for and die at home if that is their choice, accessing the
provision of night nursing as needed.
• Ensure seamless transitions of care as the needs of individuals are
communicated across organisations.
• Offer people an advance care plan that encompasses preferences for care.
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Other functions
• Provide education and training to GP practice staff.
• Provide education and training to care home staff across Bournemouth,
Dorset and Poole.
• To help people and their carers to navigate through the wealth of
information available about their condition and services available.
• To educate carers and the wider family about what to expect as the
person’s condition deteriorates.
• To advise the person on the use of personal health and/or social care
budgets.
• To link the person to advocacy groups as required.
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Outcomes/Benefits
Outcome

Measured by…

Improved service user experience- Reduction in people being delayed
person centred care.
in hospital.
Reductions in avoidable
emergency admissions and
readmissions.

Improved staff experience.

Reduction in long term care home
placements.

Improved carer experience.
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Key Performance Indicators
Detailed KPIs will be agreed for the specification, which will take account of:
•

Better Together Programme outcomes;

•

Better Care Fund metrics;

•

Social care outcomes and metrics;

•

Individuals outcomes;

•

NHS Outcome Framework and metrics.
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System Enablers (1)
The successful introduction of integrated teams will need to be enabled by;
•
•
•

•

The colocation of services;
IT system integration;
Leadership changes;
• Staff management structures e.g. single line management, which cut
across organisational boundaries;
• Professional accountability structures which cut across
organisational boundaries, but do not weaken professional
accountability.
Commissioning arrangements that incentivise integrated working.
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System Enablers (2)
•

Cultural change to encourage a multi-disciplinary approach to
delivering care e.g.;
• A willingness to accept assessments done by other professionals;
• Shared decision making;
• A less paternalistic approach to patients i.e. ‘seeing the patient and
their carer as equal partners in care planning and delivery.
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What will be different (1)
From

To

Multiple points of access

A consistent approach using the team entry criteria, will
be applied at the contact access points .
At entry into the teams there will be a co-ordinated
approach to the assessment process .

Social care long term teams, NHS community teams and
GP/practice nursing teams work in different teams and
have separate caseloads

One caseload

Multiple and separate assessments and reviews

Common assessment and review approach and
documentation
One approach – using a combination of predictive
software/assessment tool and professional judgement
At least monthly MDT meetings

No common/consistent approach to risk stratification
Varying frequency and existence of MDT meetings
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What will be different (2)
From

To

Working and communications with domiciliary care
providers is not coherent or co-ordinated

Virtual integrated working with domiciliary care
providers

Re-active services

Planned/case finding and reactive/response service

Workforces of teams dispersed

Co-located teams

Teams work to different geographical boundaries

13 locality teams that mirror the GP commissioning
localities, teams working to the same geographical
clusters
8am – 8pm 7 days a week

Social care assessment in the community is not routinely
available over the weekends or bank holidays.

Integrated health and social care across Bournemouth, Dorset and Poole

Better Together
Integrated health and social care

What will be different (3)
From

To

Different approaches and documentation to care and
support planning which not always person centred

Common care and support planning approach and
documentation which is person centred and supports
shared decision making.
For the frail elderly and people who have very complex
needs the teams maintain responsibility for case
management and care co-ordination for this group of
people, accessing additional services as required.
For the frail elderly and people who have very complex
needs they will have a named key worker and named
GP, who will provide continuity of contact with them
Joint training and development

Multiple handoffs to other services

Inconsistent approach to identified key worker and
named GP.
Separate training and development
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Key Areas to Work Through for
Implementation
•

7 day working: 8am-8pm

•

Points of Access

•

Ensuring boundary issues are addressed prior to implementation

•

Information systems and information sharing

•

Team name
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Appendix B: Better Together

Integrated Locality Health and Social Care Teams for Frail
Older People and People with Multiple Long Term
Conditions
Stakeholder feedback report

1 Purpose of the report
This report summarises the feedback received from members of the public and stakeholder groups
and organisations on the proposed service model for integrated health and social care teams.
Feedback was invited following a stakeholder event held on 3rd April and the subsequent circulation
of a slide set setting out the proposed service model.
Feedback was received via a Survey Monkey questionnaire, which focus on three specific questions,
and in written/ emailed form. The three questions asked via Survey Monkey were:
•
•
•

This service is being designed to meet the needs of frail older people and people with
multiple long term conditions. Do you think it will meet their needs?
Is it clear to you what we are proposing the integrated locality health and social care teams
will do?
Do you think there is anything that we have missed?

Individual responses were received via Survey Monkey and a number of additional detailedwritten
responses from organisations were emailed to the CCG.

2 Overview of responses
The vast majority of responses were in favour of the concept of integrated teams. As would be
expected there were a large number of often very detailed points made in addition to straight
forward statements of support or otherwise – these are summarised in later sections of this report.
71 of the 72 Survey Monkey responses answered the three questions. The tables below set out the
number of people agreeing or disagreeing with each question.
Question
This service is being designed to meet the needs of frail older
people and people with multiple long term conditions. Do you
think it will meet their needs?
Is it clear to you what we are proposing the integrated locality
health and social care teams will do?
Do you think there is anything that we have missed?

Yes
72% (51)

No
28% (20)

77% (55)

23% (16)

69% (49)

31% (22)

The additional written responses all went into much greater detail so have not been counted
towards the count of ‘yes’ or ‘no’. The ‘devil is in the detail’ (a point made in several responses), so
the rest of this report seeks to summarise the detail received into a series of themes. These themes
describe the aspects of the model respondents either disagree with or are seeking more clarification
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on. As such they may appear overly negative – it would be a mistake to interpret the points made in
such a way as there was a substantial degree of support for the proposals.

3 Themes
3.1 Service scope
The single largest category of responses can be classified as replies concerning the ‘scope’ of the
integrated locality teams. Issues raised were:
•

•

What happens ‘out of hours’? There were very few calls for the service to be 24/7, but a
common theme was that greater clarity is needed about what happens after 8pm at night. A
related comment was “potential admissions often present at the end of the working day i.e.
6-7pm and this service will not be able to respond at this time. It is a missed opportunity to
finish the service at 8pm, if you are trying to maximise the effort and effect, work until 10
during the week, and you could still have 8-8 at weekends”. One respondent suggested that
works needs to be done to review patterns of demand against the proposed hours of
operation.
Whether to patient group i.e. adults over 18 with multiple long-term conditions and/ or the
frail elderly, was the correct group? One response suggested that the service should focus
only on people aged over 65, whilst another queried the meaning of the term ‘frail elderly’
i.e. can this be adequately defined to be an entry criterion? There were specific points
raised about the service including long-term support for people with learning disabilities (the
mainstreaming agenda suggests this population should be included and the point made was
that people with LD are living longer than in the past). A similar point was made about
whether or not the teams should also provide a service to Continuing Healthcare patients,
stroke survivors and people with a single condition like MS.

There were several comments concerning other services which should form part of the team or be
closely linked to the team:
•

•

•

A number of replies argued that intermediate care should be incorporated into the teams,
for example one response stated, “why have you left out intermediate care teams out of the
professionals to merge into the locality MDT? These are ready made integrated teams of
HCP/ OT/Physio and in some areas social services. They are already providing this service so
how does it fit in with this new integrated team?”, whilst another states that “the integrated
team membership includes physios and OTs and Nurses and support workers but then talks
about Intermediate Care Services and Rapid Response as being separate. The intermediate
care and rapid response service in Dorchester is run by those same OTs, nurses and Physios”.
Particularly forceful comments were made about the lack of inclusion of community
pharmacists, for example “extremely disappointed to not see one mention of Community
Pharmacy at any stage in the service proposal and the value that pharmacy can add has not
been recognised. Many of the issues that patients face with LTCs can be addressed through
community pharmacy”.
The point was made by a GP that there seems to be a huge overlap with primary care
contract changes and the new Admission Avoidance LES—especially re personalised care
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•

•

•
•
•

•

•

plan. This should be recognised explicitly in these plans, as many will want to see how these
workstreams fit together (for example there is no point several versions of a personal care
plan being created by different organisations).
Other services which were suggested for inclusion in the team were:
- a community geriatrician
- substance misuse
- learning disabilities
- speech and language therapy
- carer support
- night care
Several respondents wanted more detail on how the teams would link to other more
specialist community teams such as Parkinsons, MS, Epilepsy and diabetes nurses. One
suggestion was that “the primary care team (including integrated nursing teams) should be
able to ‘call down’ support services”.
The model fails to make mention of links with community hospitals.
A similar theme the need to create close links with housing services was a point made by a
few respondents.
One response stated that “secondary care has little prominence in the model and does not
reflect the opportunities of secondary care outreaching into community services”. Similarly “I
don’t see any sign of “expert” staff from secondary care being within the proposed teams.
There will be potentially an “Acute Hospital at Home” or virtual ward in all the acute hospital
hubs, but although these interventions would be time-limited, some of them may not be, and
our staff might provide outreach services for the long term. Just having a close relationship
with the Acute Trusts, might be missing the opportunity of us being part of the Locality
Teams” and “it would be advantageous to look carefully at how we can meet the expectation
of rapid access ambulatory clinics in all relevant specialties for all our relevant localities”.
Safeguarding arrangements were raised by several people/ organisations. For example “we
believe that safeguarding requires a higher profile and clarity about the role of the local
authority, as well as recognising that this is everybody's business and will need a range of
professionals trained in safeguarding in each locality team”.
End of life care was raised in the context of needing to make sure there is aplan to get
everyone better at raising end of life discussion much sooner, so that relatives know the
patient’s wishes before you reach end of life.

3.2 Carers
The importance of carers was raised many times. There was a consistent message that carers
provide a valuable resource which must not be ignored and that carers themselves need support.
Several respondents referred to anticipated changes in the Care Bill which will give carers greater
rights. Specific points made were:
• The Care Bill 2015 states that carers have a legal right to an assessment on the same basis as
the person for whom they care and that the carer has the right to access the same range of
services as the patient. One response stated that “the model appears in conflict with these
aspects of the Care Bill implementation. It is difficult to see how the team will manage
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•

•

•
•

new/additional demand and requirements for the new ways of working that the Care Bill will
bring”.
Several replies hinted at a potential conflict if the patient and carer had the same care coordinator e.g. “it is not unusual for areas of conflict to arise between the
needs/wishes/insight of a person who has health/care needs and the person provides the
majority of their care within the home. How will these issues be resolved with a single care
co-ordinator?”
The model needs to aim to prevent carer breakdown. For example one question asked was
“what preventative, rather than reactionary, services/workers are being proposed for carers
to prevent/reduce the risk of carer breakdown?”
How will the team support carers when the patient does not want support?
How will the existing pan-Dorset carer support service link into the teams?

3.3 Single Point of Access
The proposed model calls for referrals to be routed via a single point of access (SPA). Respondents
queried whether this means a pan-Dorset SPA, a locality SPA, or even both? There is clearly some
concern that a pan-Dorset SPA would be ‘remote’ and would lack local knowledge – one suggestion
was that a member of the team would be the initial ‘single point of contact’ for enquires and that
this individual would then either resolve the enquiry or pass the enquiry to a pan-Dorset service. A
number of detailed operational points were raised, although there was general support for the SPA
concept, for example:
•

•

The impact upon existing referral routes referral processes, as there are lots of routes into
services at the moment, often via ‘single points of access’ (e.g. Adult Access, Dorset Direct
and Out of Hours). The possible need move resources around to support the SPA was also
raised.
“Whilst we believe that the "no wrong door" approach is right, a single point of access across
all agencies and services is not practical for providers or local residents”.

3.4 Roll of the care co-ordinator
Greater clarity is needed about the role of the care co-ordinator. Two replies suggested that the
respondents thought there was only one care co-ordinator per locality team. Other points made
were:
•
•

•
•
•
•

How does the role of the care co-ordinator fit with the recent announcement that everyone
over the age of 75 will have a named GP in charge of their care?
Concern about who can be identified as a care co-ordinator, for example, if the co-ordinator
is a lower grade, it is perceived that they will not be taken seriously by those in a higher
grade position (GPs, social workers etc.)?
What cover arrangements will be put in place for when the care co-ordinator is on leave?
The potential conflict between the needs of the patient and the carer – how can a single
care co-ordinator resolve this (see above)?
Who is going to be accountable to the patient if things go wrong?
Some respondents disagreed with the statement that the care co-ordinator would be ‘one of
the registered health or social care professionals from the team’, for example, “adult social
care employs people who are very effective, but are not registered professionals. We need to
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•

•

•
•

ensure that tasks such as case co-ordination, does not exclude these very valuable staff”, and
“we do not agree and believe that this should read "appropriately qualified or experienced
member of the team". This would then include CCO's and OTAs”.
Concerns were raised about the impact of staff turnover on the care co-ordination
relationship with the patient and carer, for example “the one item that stands out for me, is
the assumption that the "team" will be a long lived affair, i.e. contacts remain stable
throughout the plan period. Often this is not the case, and people move around frequently in
roles”,
A voluntary sector group made a strong care for the care co-ordinator not just focusing on
health needs, “the ‘coordinator’ therefore will need to be able to recognize and respond to
the person and not the needs or diagnosis. Our ‘advocacy/support planning’ role,
(undertaken by a variety of very experienced people with different professional
backgrounds), perhaps more adequately describes what is trying to be achieved with
‘support’ in the context of people with complex needs or the frail older person”, a related
comment from another respondent emphasised the importance of the proposed voluntary
sector co-ordinator in the team.
A specific point was made about the assessment taking account of the patient’s nutritional
status including nutritional screening for nutritionalneeds.
Finally several respondents asked about the size of care co-ordinator’s (and the wider
team’s) caseloads. There is an obvious scepticism about the resourcing and ability to cope
with potentially large numbers of patients, for example “we believe the proposed model
does not address the issue of either rising case numbers or the time required to support
people fully. Solutions to both these issues can be found within the voluntary and community
sectors and, we believe, should be more fully included”.

3.5 Social isolation
There was a frequent view that the proposed model was too ‘health focused’ with insufficient focus
on social care and even less on other issues such as social isolation. The link between health
problems and social isolation was made in this context. Respondents from the voluntary sector in
particular made the point that there are many determinants of ill-health and social care needs which
are not always the focus of statutory services, but which the voluntary sector could help with e.g.
befriending, signposting for hobby/ interest groups etc. Comments included:
• “Not sure if it will meet their social needs (not care) ie social isolation”.
• “How can the teams manage social isolation and integration in to the local
community/family/hobbies”.
• “Spiritual Needs are not mentioned”.
• “Needs some focus on and willingness to build capacity within local communities, in order to
strengthen, support and build choice and opportunity for individuals”.
A related point was that social isolation makes case finding difficult.

3.6 Enablers
A large number of comments were made about what changes need to be made to enable the
introduction and success of the proposed teams. The issues raised were:
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•

•
•

•

•

•

The need for strong leadership, i.e. leadership that will embed the ethos of person-centred
support planning and decision making; breaking down cultural, technological, organisational
and financial barriers that continue to exist even when staff are co-located.
Co-location of staff was seen as being very important, but the point was made that this
alone had not been enough in the past to ensure true integration.
A cultural change was needed amongst health and care staff. For example, “it will require
large scale health promotion, education and culture change to be facilitated for all parties.
The model potentially challenges perceptions about illness, expectations from services,
professional roles and boundaries, health and social care function, risk adversity and more.
The principles of health promotion, individuals being active partners in their own care, and
wellbeing in spite of diagnosed medical condition, will need to be promoted and facilitated in
order to move away from the "doctor knows best", patient passive, dependency culture that
often exists within our communities and in medical and deficit focused services”.
The integration of IT systems. There was some scepticism about whether this would
happen, but the, secure, sharing of electronic information between team members, the
patient’s GP and related services was seen as vital. There was an assumption in some replies
that this means everyone using the same IT system suggesting specific work needs to be
done through the IT workstream to understand how this will work in practice.
There was a view from some respondents that the potential offered by new technologies
was being understated or neglected e.g. the use of home CCTV and intelligent systems to
inform team interactions and track developments. A related point made was that Assistive
Technology is more than just telehealth and telecare.
The need for pooled/ integrated budgets and single line management of the integrated
teams.

3.7 Geographical boundaries
The plan for teams to work to GP registered populations within CCG localities was questioned by a
few respondents, often from local authority services. The points raised were that the model would
need to be able to cope with patients who were registered with a Dorset GP but lived outside the
county – a particular problem for social services, and that CCG localities were essentially
meaningless geographies for providers (health and social care). One group suggested a compromise
solution of working to GP practice lists based on practices within local authority district rather than
CCG locality boundaries.
A similar point relates to patients moving between areas, “I am still unsure what arrangements are
made for clients who move from one locality to another, especially if it is to somewhere outside the
Bournemouth, Dorset, Poole area. What procedures are in place to ensure continuity of care,
transference of case notes etc?”
A related point raised was about how the homeless can access the service if they are not registered
with a GP.

3.8 Funding eligibility
Several respondents queries how integrated services can be delivered when healthcare is free and
social care is means tested.
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Related points about how the teams would operate in a world of personal health as well as care
budgets were made by a few respondents. A specific detailed point was made about continuing
healthcare, “the model needs to be absolutely explicit around people who are CHC eligible – they
have the right to access services via the teams both health and social care and also all OP CHC cases
should be case managed via these teams. If not we will have a two tier system one for Jo public and
one for CHC eligible people”.
The individual’s capacity to make informed decisions was also raised in the context of the care plan
and funding, for example “older people, to be in control of what happens to them, need to have
sufficient support to remain in control of how money is spent on things that affect them – whether
this is their own money or that delegated to them from a public body (health or social care)”.
Finally it was recommended that statutory timescales for receivinglocal authority services are
included in the documentation.

3.9 Implementation
There was scepticism about the ability of commissioners to fund likely demand particularly linked to
the ability to reduce spend with acute hospitals in order to fund the teams.
The need to pilot the teams was suggested several times, with a particular suggestion that the
service should be piloted in both a rural and urban locality. There were also requests for there to be
a degree of flexibility in the service model to take account of:
•
•
•

•
•

•

The differences between rural and urban areas particularly travel times and population size.
Variations in service model amongst the teams which would be brought together.
Some existing teams being very small and potentially destabilised if some staff were lost to
the integrated locality team – specific example was made of the size of some community
mental health teams which would face losing staff to the new team, risking leaving the
residual service unviable.
The special needs of service users from minorities e.g. BME and LGBT.
Innovative provision and commissioning models, for example one response stated that “the
service should be commissioned in such a way as to both encourage and enable innovative
ways of working, both by the public sector and the voluntary sector, e.g. the management of
the integrated teams could be delivered by the voluntary sector”.
The case finding approach may not mean individuals want to engage in the service in the
way it is proposed and some may prefer a more chaotic care journey – self-determination
will need to remain an imperative. The integrated team will need the capacity and culture to
support that eventuality.

The requirements around staffing and training of team staff were mentioned several times, for
example “the model does not give detail to new roles or skills and how these might be developed to
create a different workforce for the future”.

4 Response
The responses summarised above are an extremely useful sense check for the proposed service
model. Many of the points raised are covered in the draft service specification so require further
7

emphasis in presentational materials and the final service specification documentation. The
importance of the role of informal carers and addressing social isolation through joint work with the
third and voluntary sectors is well recognised and supported. The integrated teams will have a key
role in supporting informal carers and working effectively with the third and voluntary sectors.
The three Local Authorities are considering the implications and potential working models required
to respond to the requirements of the Care Bill, related to Carers rights and support/assessment of
people who are self funding care. The outputs of this work and any implicationsfor the integrated
team will be taken into account as the work programme progresses.
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1.

BACKGROUND

1.1

Dorset Clinical Commissioning Group (CCG) is responsible for commissioning the majority
of healthcare in Dorset. We do not currently commission care delivered by GPs or social
care, but we work closely with NHS England and the Local Authorities, respectively, to do
so.

1.2

In 2013, in conjunction with our NHS partners, we conducted ’The Big Ask’, asking the
public in Dorset to tell us about their experience of healthcare in Dorset and how it might
be improved. We received over 6,000 responses that helped us to understand what
patients, carers and service users thought of the health and social care system in Dorset.

1.3

Following on from ’The Big Ask’, we looked at four things.

1.4

(a)

First, we had a look at the demographics for Dorset;

(b)

Second, we looked at the clinical sustainability of our services, i.e. what we
needed to do to ensure that we still delivered the highest quality care possible in
the future;

(c)

Third, we looked at how much we spend, whether we could continue to spend
those amounts in the future and what we needed to do to ensure financial
sustainability;

(d)

Finally, in the light of ’The Big Ask’ and the three areas above, we looked at all our
existing programmes of work, and arrived at a conclusion.

Demographics
The demographics showed us that we have an increasingly ageing and growing population.
The graph below shows the population make-up in 2012, and some facts and figures are
provided about the population and predicted growth.
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•
•

•
•

The Dorset Population enjoys good health higher than average life expectancy.
Gaps in life expectancy still exist
• Avg. 4.4 years in men
• Avg. 3.5 years in women.
Dorset population growth is predicted to be
6% between 2013 and 2020.
Biggest growth in
• older people (circa 60%)
• under 20’s (30%).

The graph shows that as the population grows and ages, there will be fewer people in the
20-40 age group. This means that there is likely to be a shortage of working-age people in
Dorset leading to a lack of staff to look after the growing and ageing population.
1.5

Clinical Sustainability
We considered a number of factors, listed below. These are all attributes that we want to
see in our future services.
•
Care:

•

‐

If we can’t afford it, it is not sustainable.

‐

The focus needs to be on patient/service user outcomes rather than
statistics about performance.

‐

We need to keep people well, safe and independent at home and only take
them to hospital when they really need to go there.

‐

We need to promote healthy living and disease prevention.

‐

Our care needs to be personalised, holistic care, centred on the patient and
delivered in the community as often as possible.

‐

Our care must be delivered in an integrated manner as the norm, i.e. a
patient or service user should experience what seems to be one service, not
many.

‐

We need to build on what each community can offer and the voluntary
sector’s role.

‐

We need to balance what happens in the community and what happens in
our hospitals.

Quality:
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•

‐

We want the highest quality care for everyone.

‐

We want to deliver care using best practice and standards, including staffing
levels.

Workforce:
‐

1.6

We want a workforce that will deliver the services people need, to the
agreed standards, using the right skills.

Financial sustainability
We looked at what all our services cost and how these costs would rise. We concluded
that an already challenging financial environment would become even more challenging
during the next 5 years, and the graph below shows the outcome of our assessment.

The graph shows that by 2021, we will have an annual shortfall of about £167 million. This
means that, unless we do something now, we will reach a point quite soon where we can
no longer pay for all the services that we need to deliver.
1.7

Existing programmes of work
When we looked at our plans, it became clear that, while they were all tackling very
necessary aspects of our care system, they were not taking the whole system approach
necessary to help us to deliver the highest quality care and prevent us from accumulating
the huge monetary shortfall predicted.

1.8

Our conclusion
After considering the public’s views, what we want our care services to be like, what
money we have to spend on care in the future and what work we already have underway,
we concluded that we need to conduct a complete review of healthcare in Dorset and
allied to that, how we deliver care in an integrated manner with our Local Authorities.
We consulted our key partners – GPs, Local Authorities, hospitals, ambulance service, the
community and mental health service, NHS England, and so on – and they all agree that we
have to take the widest view possible.
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We have named it the Clinical Services Review (CSR) and, with the aid of our partners, we
wrote a specification of the work that would need to be undertaken to conduct such a
review. To ensure that all needs and models of care are explored the review will need to
include primary care (i.e. the services that GPs and pharmacies deliver), how we link with
social care as delivered by our Local Authorities and the care delivered by the voluntary
and third sectors. When considering how wide-ranging the review would be, we concluded
that we would need some assistance in conducting a review of such magnitude and
consequence. A decision was taken to conduct a tendering process to seek an external
partner to help us.
1.9

The remainder of this document sets out the:
(a)

scope and phasing of the programme of work;

(b)

key objectives of the programme of work;

(c)

the procurement process underway to select an external partner; and

(d)

the specification we wrote with our key partners to describe the review’s work.

2.

SCOPE AND PHASING OF THE CLINICAL SERVICES REVIEW PROGRAMME (THE REVIEW)

2.1

The Review will consider the health and social care needs of the Dorset population and
determine the best models of care to meet those needs; the only services that are
currently out of scope of the Review are Dental services.

2.2

The Review will consider models of health and social care within primary, secondary, acute
and community domains, to develop a blueprint for community-based care and hospitalbased care for the future.

2.3

There are three Phases to the Review:
(a)

Design: analysing the health and social care needs across Dorset and developing a
blueprint that will describe evidence-based, best-practice models of care;

(b)

Public Consultation: engagement and consultation with the public to present the
Blueprint and its implications, and to garner public views about the way forward;

(c)

Implementation: operational delivery of the Blueprint as may be revised following
Public Consultation; it is possible that certain aspects of the Blueprint can be
delivered without formal consultation.

3.

KEY OBJECTIVES OF THE PROGRAMME

3.1

Mapping the existing supply of health and social care services in Dorset.

3.2

Review and analysis of need and demand for health and social care services in Dorset for
the 10-year horizon and research into best-practice models of care to meet those needs.

3.3

Description of a range of best-practice, evidence-based, high quality models of care that
will meet the identified health and social care needs (the blueprint), together with a
statement of the potential impact on existing services, organisations and workforce. We
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will work with the public and all our clinical and other partners in Dorset and elsewhere to
agree the shortlist for later consideration.
3.4

Production of a report on how to create the required services in Dorset consistent with safe
standards of care and which are clinically and financially sustainable.

3.5

Consultation with the public on any changes proposed.

3.6

Implementation of the changes agreed, including through Public Consultation.

4.

EXTERNAL PARTNER PROCUREMENT PROCESS

4.1

As a public body the CCG has a duty to conform to European and public sector
procurement regulations. The presentations on the 4 th September form part of the process
the CCG is using to select an external partner for the review.

4.2

In March, the CCG invited expressions of interest to bid for the contract:
•
•
•
•

47 organisations made contact and were given a prospectus describing the project.
14 submitted pre-qualification applications.
5 organisations were shortlisted to submit a full tender.
4 tenders were received on the 28th July and all have been invited to present their
proposals.

4.3

The tender requires bidders to read and understand the specification and to answer a
range of questions to demonstrate how they would meet our requirements. The response
to these questions have been assessed and scored by an evaluation panel of clinicians and
subject matter experts.

4.4

Following review of their written proposals all 4 potential partners have been assessed as
acceptable.

4.5

The presentations are designed to provide greater depth of understanding as to how the s
will meet our expectations. The potential partners will then be interviewed by the
evaluation team prior to final scoring of their proposals.

4.6

The potential providers have been asked to ensure that their presentation covers:


How the solution design phase will be governed and delivered and how will
stakeholders be considered?
What best practice could Dorset learn from when conducting this review?

4.7

All attendees at the presentations will have the opportunity to put forward any questions
which arise once they have listened to the potential partners’ proposals. This will feed into
the interview process and ultimately the scoring and selection of the chosen partner.

4.8

It is planned to submit a recommendation on the award of contract to the CCG Governing
Body to make the final decision on the selection of the partner for the 17th September.
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5.

CLINICAL SERVICE REVIEW SPECIFICATION

1.

REQUIREMENTS OVERVIEW

1.1

NHS Dorset Clinical Commissioning Group (CCG) is seeking a provider partner to better
understand the enduring care needs of the people of Dorset and to support a potential
redesign of services in response to those needs for the next decade and beyond.

1.2

The successful partner will undertake a review and analysis of demand and supply of
healthcare services for the population of Dorset and to produce a report on how to create
high quality care in Dorset consistent with safe standards of care which are affordable as
well as clinically and financially sustainable.

1.3

Patients, carers and the public should be at the heart of this work, which will be
advised by clinical expertise and which will incorporate local, national and
international evidenced, best practice and outcomes.

1.4

The local Trusts are keen to participate in this process and will have an important
role in ensuring that envisaged service patterns are clinically and financially viable.
This will also offer the opportunity to use the substantial membership of the Trusts
as a way of gauging the views of patients and the public.

1.5

The review will form three distinct phases; solution design, public consultation and
implementation support. The CCG is seeking proposals for all three phases although it
retains the right to seek alternative proposals for the public consultation and
implementation support phases.

1.6

The solution design phase will answer three interdependent “demand” questions and
three interdependent “supply” questions faced by the clinical commissioners of Dorset.
These are explained more fully in section 4.

1.7

The successful partner will advise how to approach the public consultation of the solution
design recommendations and will (if requested) support the CCG through the consultation
process. However, the CCG retains the right to appoint its own supplier(s) to support the
formal process of consultation and should this arise, successful bidders will be expected
to work with this (these) supplier(s) and to use the results of the suppliers work in
developing and refining the business case(s) and plans for implementation.

1.8

The successful partner will develop provisional implementation plans (subject to
public consultation) including costed proposals (in the form of a pre-consultation
business case) with indicative timescales showing how the successful partner will
support the delivery of each plan that is part of the solution design. These plans and
business cases will be revised following public consultation to form (a) preimplementation business case(s).

1.9

It is critical to the success of the review that any solutions recommended be patient
centred and supported, clinically owned and sustainable, affordable, and that they
improve outcomes and sustain healthy lifestyles.
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2.

CURRENT SITUATION AND CASE FOR CHANGE

2.1

The financial and demographic pressures facing the NHS mean that health and social
care services must change fundamentally. We need to do more to support people to
manage their own health and care requirements in a way that is personalised and
tailored to the individual’s own objectives.

2.2

National surveys indicate that 88% of people agree that the NHS will face a severe
funding problem, two thirds support moving care out of hospital and over a third of
people expect their local hospital to provide fewer services over the next ten years.

2.3

Other National studies also show:


There is a need for far greater emphasis on keeping people healthy and well, in
order to lead longer, more illness-free lives, preventing rather than treating illness;



We need to provide the highest quality specialist care;



Healthcare is changing and we need to keep pace with best practice and
standards;



The health needs of our population are significant and changing;



These issues imply the need for fundamental changes to how we deliver and use
health and care services.

2.4

In England, continuing with the current model of care will result in the NHS facing a
funding gap of around £30bn (approximately 22% of projected costs), between 2013/14
and 2020/21.

2.5

The above figures are compounded by the need for increased efficiency targets; therefore
the challenge to the NHS becomes significantly greater. Traditional productivity
improvements (i.e. doing more for the same or less), will not be enough to close the
future funding gap.

2.6

Dorset health and social care services are facing the same pressures locally, and making
small changes to the current system will not be enough. In Dorset the aggregated
funding gap for the same period is calculated at around £592m. Fundamental
transformational change is required.

2.7

In line with the NHS ” Call to Action”, Dorset CCG needs to:


build a common understanding about the need to renew our vision of local
health and care services, particularly to meet the challenges of the future;



give people an opportunity to tell us how the values that underpin health and
care services can be maintained in the face of future pressures;



gather ideas and potential solutions that inform and enable the CCG and its
partners to develop clear, joint commissioning plans for the next 10 years.
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3

SCOPE OF THE REVIEW

3.1

The scope of the review will include core clinical services commissioned by NHS Dorset
CCG and to take account of the whole patient pathway including (as appropriate / agreed)
co-commissioned services; e.g. primary care, specialist commissioned services and public
health.

3.2

Core services are currently defined as: elective, maternity and paediatrics, long term
conditions, specialties, urgent care, primary and community health, community hospitals,
services for older people and people with mental health needs. Interdependencies with
mental health, learning disabilities and social service need to be considered where
appropriate.

3.3

Pathway analysis and redesign should incorporate all relevant aspects of in-hospital care
and out-of-hospital care and therefore includes outpatient, non-elective and community
services (primary and secondary), as well as out-of-hours provision.

3.4

There will a strong emphasis on the need to optimise the integration of services.

3.5

The review may recommend the reconfiguration of services and impact of this on travel
times for patients and transport arrangements will be an important factor in the review.

3.6

The scope will include patient flows into and out of the county and services delivered on
the borders of Dorset and will include providers from all market sectors.

3.7

Partners are invited to put forward proposals on how they would work with the CCG to:


develop recommendations for improved, sustainable services for people, supporting
the CCG up to and including an appropriate pre-consultation business case;



implement a suitable process of public consultation, including support
from appropriate polling and communications specialists;



Subject to the outcome of that consultation, develop a revised, preimplementation business case, make appropriate revisions to the
implementation plans and provide ongoing support by way of project
management support, subject matter expertise or strategic advice as
required through the period of implementation;



Wherever possible the successful partner will support the CCG in
developing in-house skills and capabilities to enable the CCG to become
self-sufficient in implementing the review’s agreed outcomes.
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4

WHAT THE CCG EXPECTS FROM PARTNERS

4.1

The basis of the review will be to involve, engage and consult and effectively communicate
with patients, the public, provider organisations and other stakeholders to address some
of the fundamental questions around the demand on, and supply of, health services
across the county in order to identify recommendations that will support sustainable
services for the people of Dorset over the next 5 to 10 years.

4.2

The successful partner will draw on examples of local, national and international best
practice, explore all models and assist the process to build clinical and public consensus to
support the development of the most suitable alternative service models for Dorset.

4.3

Several principles have been identified that will be critical to the success of this review:


Putting People first: the review should provide proposals that lead directly to
improved outcomes, reduced health inequalities and more efficient and high
quality models of care;



Change must be clinically led: Underpinned by a clear, clinical evidence-base.
Clinicians in secondary, community and primary care have a key role in building
support within the local clinical community on the case for change;



Local people and clinicians must feel that they own the solutions which are
developed;



Each proposal or recommendation should be tailored to local circumstances;



Commissioners will take a lead role in the design and development of proposals and
will be responsible for decision-making in line with their regulatory duties and must
decide how best to secure services that meet peoples’ needs including whether to
use choice and competition;



Local authorities are essential stakeholders; through Health & Wellbeing Boards,
joint Health & Wellbeing Strategies, Health Overview Scrutiny Committees and the
integration agenda (Better Together programme) and should be involved, engaged and
consulted accordingly;



Similarly, effective partnership working between commissioners and existing
health and social care providers will underpin the acceptability of the review and
the likely success of subsequent implementation of plans and strategies that arise
from the review;



Wherever possible, the successful partners will use existing evidence and
reviews, including recent Acute Service Reviews, merger plans and other
documents, to ensure minimal duplication in reaching the review outcomes;



The review will seek to encourage providers to deliver services in more
innovative, higher quality and more sustainable ways by encouraging coproduction between commissioners and providers.
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4.4 Phase 1: Support for Solution Design (including pre-consultation business case):



This stage of the review will seek to answer 6 key questions, starting from the
perspective of peoples’ future needs. The first set of questions seeks to establish
the level of future demand for services in the areas in scope of the study. The
second three questions seek to establish the level and nature of “supply” of
services required to respond to patient’s needs;



We expect that each question constitutes a workstream. Demand and supply
workstreams will be progressed in parallel, in line with the envisaged timeline set
out in the next section;



Recommendations should be tested to ensure that they pass internal and external
assurance. This may involve, for example, the use of peer reviews from NHS England
as well as challenge from external clinical experts;



Throughout this phase it is expected that there will be a significant requirement for
communications with stakeholders. Partners should reflect this in their responses
and ensure that they have factored in support for the CCG’s own communications
and engagement team aimed at helping with communications with: patients and the
public; local stakeholder bodies including local authorities, Health and Wellbeing
Boards and Healthwatch; the media and MPs;



One of the first public communication documents will be a case for change, which
will need to be developed with appropriate evidence that builds a robust argument
for change based on a comprehensive set of perspectives and which should be
written in simple, plain language that will involve and engage stakeholders;



There will be a range of outputs from each of the supply and demand questions that
will support the work to reach conclusions in other workstreams. These are detailed
in section 6 – “Methodology”;



A set of recommendations will be taken to the CCG Governing Body, following
which a pre-consultation business case will be developed together with plans and
resource estimates for the consultation phase of the study;



It is important that partners consider the sensitive nature of this work when
responding and reflect in their proposals the importance of adhering to principles
that will stand up to outside scrutiny and a potential judicial review and that will
be compliant with choice, procurement and competition issues;



In particular it is expected that proposals will meet the Government’s “Four
Tests”.

4.5 Phase 2: Support for Public Consultation:



Partners are expected to set out how they would support the CCG in conducting an
appropriate process of consultation with the relevant staff, patients and the public;



The CCG expects to need support in designing and conducting the process of
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consultation, ensuring that appropriate resources are available from the partners
to support an effective communications campaign as well as public polling and
analysis;


In line with NHS England guidance on “planning and delivering service change” and
“transforming participation in health and care”, it is expected that multiple channels
of communication will be used and that an effective communication strategy will be
developed and deployed to stimulate dialogue with the CCG’s communities;



Material should contain specific, relevant and clear information on how the
proposals will impact stakeholders and set out ways for users to respond;



The output from the consultation should be used to revise the
recommendations in the pre-consultation business case, to develop (a) preimplementation business case(s), and to develop a set of prioritised plans for
implementation;



Please note that the CCG reserves the right to appoint its own supplier to
support the formal process of consultation and should this arise, the successful
partner will be expected to work with this supplier and to use the findings of
the review in developing and refining the business case(s) and plans for
consultation and implementation.

4.6 The outcome from this stage should be:



a set of recommendations on which the CCG can act to make their statutory
decisions relating to future service configuration;



an appropriate audit trail of evidence that due process has been followed
through consultation that will pass scrutiny with outside stakeholders;



The successful partner will be responsible for analysing the feedback from
the public consultation and revising the pre-consultation business case to
form a pre-implementation business case which reflects learnings from the
consultation process;



The pre-implementation business case will describe how reflected learnings
will be fed back to the consultation groups and how views have been used to
inform change;



A set of plans that clearly set out the steps required to implement the changes and
costed recommendations on the levels and nature of support required to support
the CCG through the implementation stage;

4.7 Phase 3: Support for Implementation:



The CCG expects that it may require support in establishing and then providing
appropriate project management processes and resources to support the successful
delivery of the programme. However, wherever possible, the successful partner
should support the CCG in developing and deploying its own capabilities and
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resources to enable implementation of the recommendations;


In addition, the CCG may require additional subject matter support or strategic
advice to ensure that issues are resolved to enable implementation of the
recommendations;



At this early stage it isn’t possible to be more specific about the requirement, so
partners will need to outline the principles of how they would support the CCG in
this regard.

5

TIMESCALES

5.1

Currently the CCG’s expectation is that we will get to a pre-consultation business case
within six months of the launch date. This is therefore anticipated for March 2015 or earlier
if possible.

6.

METHODOLOGY TO DELIVER THE DESIGN PHASE OF THE REVIEW

6.1

Workstream 1: What are peoples’ needs?
This is the first workstream on the demand side of the review. It consists of three
components:


Considerable involvement, engagement and consultation with local people (alongside
and on behalf of the CCG) through new and existing channels to understand their
views and build trust. The successful partner should consider the role of local
councillors, Members of Parliament, Healthwatch, trust governors, GPs, patient
associations, local media, opinion polls, focus groups and so forth. Involvement,
engagement and consultation should be meaningful – debating trade-offs that
commissioners face and informing criteria by which different future configurations
will be judged. It is envisaged that peoples’ views and the process taken to
understand them will constitute a significant element of the second published
output of the review (under workstream 2). Through this process, the successful
partner should also develop a series of overarching ‘patient need criteria’ under
which preferences can be grouped (e.g. access, quality, setting of care, affordability)
and against which proposed service delivery options developed in workstreams 2
and 3 can be assessed;



Baselining patient volumes, morbidity and other relevant variables to model
demand. The model should forecast demand over a ten year time horizon according
to different scenarios with varying implications for the future needs of the
populations. The model should be easy to use and update. The model should be
transparent in its nature, understood and generally agreed by stakeholders. The
successful partner’s review team will provide an assessment of patient need at the
level of individual medical conditions through an independent assessment of need,
in consultation with expert clinicians and patient focus groups. Wherever possible,
the review team will use existing CCG data with support from the CCG’s business
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intelligence team and may draw on the work undertaken to date on patient need and
demand growth in the area including CCG strategy documents;
Agreeing with the CCG what scope of needs should be the focus of the review.
Because the scope of the review is broad it is necessary to focus effort. As a
minimum the scope is expected to include the majority of the services currently
provided and any other services which have material clinical or operational and
economic links or dependencies to those services e.g. social care.

Workstream 1 Output
Output
Date required
Demand Model of Future Health Needs
Month 3
Findings from all view-seeking approaches
Throughout

6.2

Workstream 2: How are the services currently provided?


The first component is to develop an understanding of the current state of
provision for the services in the scope of this review and to develop a
commissioner and provider service baseline.



This will be followed by the development and publication of patient and public
friendly materials explaining the breadth of health service provision in Dorset as
part of the case for change. This will be the first published output of the review.



Alongside the service baseline the CCG may require a financial baseline and a
workforce baseline review undertaken for both the commissioner and key
stakeholders. Partners are asked to cost these elements of the review separately
and the CCG will make an independent decision whether these analyses are
required.

Workstream 2 Output
Output
Date expected
Map of current service provision and supporting Month 2
public materials
Commissioner and Provider Financial Baseline
Month 2
Workforce Baseline
Month 2
6.3

Workstream 3: What services can meet those needs?
This workstream consists of two components:


A thorough clinical involvement, engagement and consultation programme (alongside
and on behalf of the CCG) to understand their views, contribute to service design
and build trust. The successful partner should consider the role of the academic
institutions, Royal Colleges, commissioner service standards, British Medical
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Association, medical directors of local providers and so forth and how to tap in to
their knowledge base to obtain a rounded view about what is best for Dorset, with
reference to the emerging Demand Model. Engagement should be meaningful –
recognising the need for granular analysis that can lead to radical innovation, for
example, through the use of skill mix to enable efficient delivery of new technology.


Helping CCGs to identify commissioner requested services (CRS) in accordance
with National guidance.

Workstream 3 Output
Output
Defined Models of Care
Draft Commissioning Strategy
Final Commissioning Strategy
6.4

Date expected
Month 3
Month 3
Month 5

Workstream 4: How should those services be configured?


In this workstream, commissioners will be supported to determine how to
combine and where to locate the Models of Care identified in Workstream 2, in
line with relevant service standards.



This support will include the development of a financial model to test various
service configuration options (given the implications of scale and scope) against
peoples’ interests and preferences which will take into consideration the total cost of
services to the system.



The work should be informed by the availability of potential suppliers, identified in
workstream 5.



The successful partner will be required to include a baseline or ‘counter-factual’
scenario.



The successful partner will be expected to demonstrate to the CCG and its partners
that they have explored innovative models of service delivery, for example through
clinical networks or approaches adopted in other sectors and explicitly in relation
to out of hospital, primary care and community services and community hospitals.
The successful partner should not propose a pre-conceived solutions including work
previously undertaken in Dorset, unless it is appropriate to do so



The model should be provided to the CCG at the end of the workstream in a
format capable of being edited by the CCG together with user support
documentation, the underlying data and a description of all assumptions and
their basis.
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Workstream 4 Output
Output
Long list of service options
Short list of service options
Future Service Financial Model
Recommended service configuration model

6.4

Date expected
Month 2
Month 3
Month 4
Month 6

Workstream 5: Who is willing to meet the potential future pattern of provision?
This workstream consists of five sequential components:


Identifying the full range of prospective providers for the proposed service
configuration for Dorset. The successful partner will need to create a process to
arrive at a defensible and manageable list of prospective providers for more
detailed commercial conversations in later phases of this review. The successful
partner will be expected to demonstrate to the CCG that they have proactively
talked with out of area providers, and to both NHS and non-NHS providers (including
voluntary and tertiary providers) and explain whether, if not relevant in Dorset,
these providers may play a role in future studies.



Identifying the most appropriate commercial conditions under which prospective
providers could supply services in Dorset. National payment, contracting and
regulatory systems may impose barriers as well as enable the entry of new
providers. The successful partner will report specific barriers and enablers to
partners and support related discussions.



Involvement, engagement and consultation with prospective providers to help
establish the types of services and service configurations which are in peoples’ best
interests. This will inform workstreams 2 and 3.



Providing an assessment of the operational viability of incumbent providers and
making a recommendation to the CCG to inform related decisions (for example,
through modelling the circumstances in which providers would be operationally
viable in the future).



Evidenced, but non-binding, written submissions from prospective providers to
commissioners about their ability and willingness to deliver the preferred future set
of services.

The process must take into consideration the requirements and CCG duties under the
Procurement, patient choice and competition framework.
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Workstream 5 Output
Output
Provider engagement strategy
Long list of service providers
Shortlist criteria
Shortlist of providers
Assessment of operational viability of incumbent providers
Submission of EOI’s from potential providers

6.5

Date expected
Month 2
Month 3
Month 5
Month 5
Month 5
Month 6

Workstream 6: How should the move to the future services be managed?
This workstream consists of three components:


Consensus building with all stakeholders culminating in a published report by the
CCG setting out the preferred future configuration of services and the
implementation process. CCG members should be supported to decide their
preferred future configuration of services, including establishing to their satisfaction
that the proposals are in peoples’ best interests and consistent with competition
requirements.



Supporting the future configuration model the CCG will require a preconsultation business case and a proposal to manage any public consultation,
supported by the successful partner.



Accompanying the future configuration model the CCG will require fully worked up
indicative implementation plans, subject to involvement, engagement and
consultation, including costed proposals for the successful partner to support the
delivery of each plan.

Workstream 6 Output
Output
Draft report
Future service configuration model for consideration by the
CCG Governing Body
Proposed implementation plan(s)
Pre-consultation Business case
Final Governing Body Report
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7

7.1

7.2

STAKEHOLDER INVOLVEMENT, ENGAGEMENT AND CONSULTATION


Throughout the review, the successful partners will be required to support the CCG
in raising awareness of the review and to gather input from stakeholders to support
developing recommendations.



This should support development of suitable evaluation criteria to support
recommendations to and then decisions of the commissioners.



The successful partner will ensure that the CCG complies with the statutory
duties for NHS Commissioners with respect to patient and public participation.

Key Stakeholders and their roles


The review will require extensive and effective communication. An overview of key
stakeholders and demographics is provided in the background stakeholder analysis,
to assist suppliers in formulating a communications strategy.



A full communication plan will be required and the successful partner will agree
with the CCG how the management of communications and involvement,
engagement and consultation with stakeholders is coordinated.

Engaging with Stakeholders





The successful partner’s review team will need to obtain the confidence and
support of all relevant appropriate organisations, to arrive at an agreed solution for
the local health and social care economies. The successful partner will need to
demonstrate that the proposed review team has sufficient stakeholder involvement,
engagement and consultation experience and expertise to obtain and maintain the
confidence of all relevant appropriate organisations so as to arrive at an agreed
service model.
The review team will be responsible for all day-to-day local communications, within
the framework of key messages agreed by the CCG, and will be expected to provide
regular updates, including briefing for key stakeholders, for the CCG
communications.



This includes proactive and reactive media engagement and daily monitoring,
analysis of tone and reporting of local media and interest group reaction.



The successful partner will identify an appropriate external panel of experts to
provide critical review and assurance of the proposals developed through this CSR.

The CCG will provide the following limited communications and engagement input:


Background stakeholder analysis;
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7.3



Feedback and approval on the stakeholder involvement, engagement,
communications and consultation plans for the review;



Advice to the review team ahead of local discussions with key stakeholders or
media appearances by members of the review team; and



Direct engagement with key stakeholders by the CCG senior team at key stages to
brief them on the overall progress of the review.

Key Stakeholders
THESE INCLUDE:


Patients and Carers: patients, carers and the public will be at the heart of this
work;



Local patient groups including the relevant Healthwatch, Health and Wellbeing
Boards and Overview and Scrutiny Committees: key to understanding local and
cross-cutting issues and helping to bring local support for implementation plans;



Other local commissioners: proposals will involve or impact other local CCGs
outside of Dorset, as well as commissioners of primary care, specialist services and
social care;



Local NHS providers are likely to be key to the solution as well as relevant specialist
providers and providers of Mental Health, Social Care and Community Services. A
range of private sector providers will also be relevant;



Local providers: the solution is likely to involve other provider organisations e.g.
through clinical networks. Successful involvement, engagement and consultation with
other providers means building a shared understanding of the clinical, managerial
and financial opportunities and agreement on implementation steps from those who
are a party to the solution;



Clinicians: the work will need major input from clinical experts to help ensure that
patient care is the first priority and to ensure that anticipated clinical or
technological developments and opportunities in the relevant specialties are
recognised. Local clinicians are likely to be affected by the changes. Their broad
support will be an important part of building consensus;
NHS England/Monitor: given the political sensitivity associated with clinical
reconfiguration, NHS England may need to brief the Secretary of State and his
representatives.



Workstream 7 Output
Output
Involvement, engagement, communication and
consultation plan
Case for change
Models of Care Evaluation Criteria
Consultation plans
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8.

PROCEED WITH CONSULTATION

8.1

The successful partner should produce the final report for the CCG Governing Body and
be available to support the agreement and prioritising of the proposed service
configuration prior to proceeding with public consultation.

8.2

The successful partner will advise how to approach the public consultation in line with
section 4.7 above of the solution design recommendations and will support the CCG
through the consultation process. A fully costed plan to support the public consultation
will seek to ensure that the CCG meets its statutory duties to consult on any proposed
service changes and ensure that any the consultation process is robust and defensible
against external challenge.
Consultation Output
Output
Communication and Engagement Strategy
Recommendations of service change
Consultation evidence base and audit trail
Revised business case (pre implementation business case)
Implementation plans and costs

Date expected
TBC
TBC
TBC
TBC
TBC

9.

IMPLEMENTATION

9.1

The CCG will reserve the right to engage the successful partner to undertake specific
projects within the implementation plan or choose to undertake projects through its own
resource or select alternative support.

9.2

The successful partner will be expected to produce a costed implementation plan which
will take the CCG through the implementation of agreed service changes following
thorough public consultation in line with section 4.7 above.

9.3

The plan will be broken down into appropriate projects and will include the successful
partner’s role to facilitate and support the delivery of proposed changes.

9.4

The plan will take into consideration implications of the TUPE regulations
Implementation
Output
Implementation plans
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10

THE REVIEW TEAM

10.1 As a minimum the review team will contain the following critical skills / experience:



Strategic thinking;



Involvement, engagement and consultation;



Communications strategy and delivery;



Economic and financial modelling;



Competition and procurement law;



Clinical pathway design;



Review management;



Public Consultation experience; and



Project management support for delivering service change.

10.2

The CCG recognises that all required skills may not be found within one organisation;
therefore we welcome bids from consortia and/or sub-contractors (to be decided and
managed by the primary contractor). However in these cases we will also require the
successful partner to demonstrate experience of managing aspects of the review delivered
by a consortium or through sub-contractors.

11.

SUMMARY OF EXPECTED REVIEW OUTPUTS

11.1

The following table is a list of expected outcome summarising the points made in the
preceding paragraphs. Please note that if partners feel other outputs would be required for
a successful outcome for this project they should advise accordingly.

Workstream 1
Output
Output
Demand Model of Future Health Needs
Findings from all view-seeking approaches
Workstream 2
Output
Output
Map of current service provision and supporting public
materials
Commissioner and Provider Financial Baseline
Workforce Baseline
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Output
Defined Models of Care
Draft Commissioning Strategy
Final Commissioning Strategy

Workstream 3
Output

Workstream 4
Output

Date expected
Month 3
Month 3
Month 5

Output
Long list of service options
Short list of service options
Future Service Financial Model
Recommended service configuration model
Workstream 5
Output
Output
Provider engagement strategy
Long list of service providers
Shortlist criteria
Shortlist of providers
Assessment of operational viability of incumbent
providers
Submissions from EOI’s from potential providers
Workstream 6
Output
Output
Draft report
Future service configuration model for consideration
by the CCG Governing Body
Proposed implementation plan(s)
Pre-consultation Business case
Final Governing Body Report
Workstream 7
Output
Output
Involvement, engagement, communication and
consultation plan

Date expected
Month 2
Month 3
Month 4
Month 6

Case for change
Models of Care Evaluation Criteria
Consultation plans

Month 3
Month 4
Month 6

Consultation
Output
Output
Communication and Engagement Strategy
Recommendations of service change
Consultation evidence base and audit trail
Revised business case (pre implementation business
case)

Date expected
TBC
TBC
TBC
TBC

Implementation plans and costs

TBC
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Board Governance Housekeeping
Part 1 Board Meeting 8th October 2014
Author

Mark Dobbs, Interim Trust Secretary

Sponsoring Board Member

Ann Abraham, Trust Chair

Purpose of Report

To confirm the progress of Board housekeeping
arrangements for Directors and the Non-Executive
Directors.

Recommendation

The Board is asked to determine and agree the
independence of Non-Executive Directors based upon
their declarations.

Engagement and Involvement

Board workshop 17 August 2014

Previous Committee/s Dates

N/A

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

Detail in report

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











Initials

BOARD HOUSEKEEPING

MD

PREAMBLE
The Trust’s regulatory framework requires the Board to comply with certain ‘checks and balances’
concerning the leaders of the organisation. Compliance provides confidence to the Board and to
regulators that the Trust is well-led, transparent in its dealings and responsive to stakeholders.
The conventions which the Board adopts for Directors include the following:
Checks and balances
Disclosure and barring service checks:
Memo of understanding between Chair & CEO:
Code of conduct for Directors:
Determination of independence of NEDs:
‘Fit and proper persons’ test1 declarations:
Register of directors’ interests:

Convention
Undertaken on joining the Trust.
Signed in August 14 and shared with Board.
Approved at September Board.
Contained in this paper.
Contained in this paper.
Planned for November Board.

Similarly, members of the Council of Governors will consider housekeeping arrangements for the
Council at its September meeting.

PROGRESS:
This paper confirms that all current Directors and Non-Executive Directors have now completed and
returned their annual declarations concerning:
 Fit and proper persons test declaration
 Code of conduct for directors and
 Non-Executive declaration of independence – the details of which are contained on the
attached paper.
RECOMMENDATIONS
The Board is asked to:
1. Determine and agree the independence of NEDs based upon their declarations.
Mark Dobbs
Interim Trust Secretary

Note 1: Monitor’s Licence condition G4 uses the ‘fit and proper person’ terminology in relation to a set of brief robust
criteria against which directors may declare individual compliance and against which the Trust in turn declares compliance
within the corporate governance statement in June each year.
Separately, the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 are expected to come into force
in Oct 2014 as part of the CQC regulatory framework. Regulation 5, ‘fit and proper persons’ requires the Trust to assure
itself that its directors meet a different, wider set of criteria. These include requirements on good character; appropriate
qualifications and others. This paper responds to the Monitor regulatory framework alone, and not the CQC framework.

APPENDIX 1
NON EXECUTIVE DIRECTOR INDEPENDENCE
AN ANNUAL DETERMINATION BY THE BOARD

CONTEXT
Monitor’s Code of Governance (Provision B.1.1) requires the Board to identify in the annual report
those NEDs whom the Board considers to be independent in character and judgement. This is a
very important issue for FT Boards as the Code requires (at B.1.2) at least half the Board of
directors, excluding the Chairman, to be non-executive directors determined by the Board to be
independent.
The Code goes on to identify those circumstances in which the independence of NEDs might be
relevant to the Board’s determination. They may include but are not limited to the following:
[There may be] the existence of relationships or circumstances which may appear relevant to its
determination, including if the director:
■ has been an employee of the NHS foundation trust within the last five years;
■ has, or has had within the last three years, a material business relationship with the NHS
foundation trust either directly, or as a partner, shareholder, director or senior employee of a body
that has such a relationship with the NHS foundation trust;
■ has received or receives additional remuneration from the NHS foundation trust apart from a
director’s fee, participates in the NHS foundation trust’s performance-related pay scheme, or is a
member of the NHS foundation trust’s pension scheme;
■ has close family ties with any of the NHS foundation trust’s advisers, directors or senior
employees;
■ holds cross-directorships or has significant links with other directors through involvement in other
companies or bodies;
■ has served on the board [of the current corporate body ie excludes predecessor organisations] for
more than six years from the date of their first election;
■ is an appointed representative of the NHS foundation trust’s university medical or dental school’.
Note Principle A.3.1 states that the chairman should, on appointment, meet the independence criteria set out
in this provision, [and implies that thereafter the test of independence need not necessarily apply].

CONSIDERATION
Each Non-executive Director has provided a declaration to the Interim Trust Secretary. The Board
will consider the declarations during the Board meeting and will determine which of the Nonexecutive Directors it considers independent. This will be reported in the annual report 2014-15.
Membership of the Audit Committee is limited to Non-executive Directors who are found to be
independent.
The declarations made by each Non-executive Director follow overleaf (signatures removed).
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DECLARATIONS REGARDING INDEPENDENCE OF NON EXECUTIVE DIRECTORS
AS AT OCTOBER 2014

Ann Abraham, Chair
Having regard to the criteria set out in Monitor’s Code of Governance regarding independence; and
despite being a Trustee of the Picker Institute Europe, I regard myself as independent in character
and judgement, even though such a test is required of the Chair only at appointment.

David Brook, Non-Executive Director
Having regard to the criteria set out in Monitor’s Code of Governance regarding independence, I
regard myself as independent in character and judgement.

Lynne Hunt, Non-Executive Director and Deputy Chair
Having regard to the criteria set out in Monitor’s Code of Governance regarding independence; and
despite my involvement with an NHS Trust in London, which has no relationship with the Trust, as
well as carrying out work for other organisations via my own company, Lynne Hunt Consulting Ltd, I
regard myself as independent in character and judgement.

Gill Fozard, Non-Executive Director and Senior Independent Director
Having regard to the criteria set out in Monitor’s Code of Governance regarding independence, and
despite being a Lay Member of Dorset Safeguarding Children’s Board and my long term
membership of antecedent Boards from which the current Trust Board was composed, I continue to
regard myself as independent in character and judgement.

John McBride, N Non-Executive Director and Audit Committee Chair
Having regard to the criteria set out in Monitor’s Code of Governance regarding independence, I
regard myself as independent in character and judgement.

Sarah Murray, Non-Executive Director
Having regard to the criteria set out in Monitor’s Code of Governance regarding independence, and
despite being a Lay Member of the Royal College of Surgeons’ Independent Review Mechanism, an
Independent Panel Member of Hampshire OPCC a Governor of Brockenhurst College of Further
Education and a lay member of the executive committee of the Society of Cardio Thoracic
Surgeons, I regard myself as independent in character and judgement.
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Peter Rawlinson, Non-Executive Director
Having regard to the criteria set out in Monitor’s code of Governance regarding independence, and
despite being a Board Member of Bournemouth University, a Trustee of the Stroke Association and
a Trustee of CfBT Education Trust and CfBT Schools Trust, I regard myself as independent in
character and judgement.

Nick Yeo, Non-Executive Director
Having regard to the criteria set out in Monitor’s Code of Governance regarding independence, I
regard myself as independent in character and judgement.
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Board Agendas for next 3 Months
Part 1 Board Meeting 8th October 2014
Author

Mark Dobbs, Interim Trust Board Secretary

Sponsoring Board Member

Ann Abraham, Trust Chair
To provide the Board with an early view of forthcoming
Board agendas.

Purpose of Report

Recommendation

The Board is asked to note the content of the future
agendas to ensure that the required papers are prepared
in good time.

Engagement and Involvement

The paper was alluded to within the Board cycle of
business which went to August 14 Board.

Previous Committee/s Dates

N/A

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

Detail in report

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










Initials __MD__

OUTLINE BOARD AGENDAS

PREAMBLE
The annual cycle of planned business was reviewed and approved at the August Board meeting.
The attached paper illustrates the proposed agenda for Part 1 of the November 2014 Board
meeting, but December and January’s meetings are still to be finalised.
The Board is asked to note that the Part 1 November agenda is now agreed in principle, except that
is for additional unforeseen matters being added that require the Trust Board’s attention.
It is the intention for the Trust Board Secretary to liaise with Directors over the coming weeks to
agree the full yearly cycle of Board business so that future agendas can be agreed well in advance.
This requires the Board Secretary and Directors to identify the owner of particular plans and
strategies and agree when such documents should fit into a yearly cycle.
The Trust Secretary having finished this work would then seek the approval from the Chair to
publish the final annual cycle of business.
The publication of the three month agenda is intended to assist executives in identification and
instruction of their teams to work up papers in good time for planned ventilation at the Board.
Secondly, it also provides non executives with a clear horizon on which to base expectations of
topics being addressed. Thirdly, it should stimulate an ongoing, constructive dialogue with the
Interim Trust Secretary as to any omissions and amendments to the outline plan. Fourthly, and no
less important, it may assist the Chair in leading the Board.

RECOMMENDATIONS
The Board is asked to note the content of Part 1 of the November 2014 agenda and to ensure that
the required papers are prepared in good time.

Mark Dobbs
Interim Trust Board Secretary

3 MONTH OUTLINE BOARD AGENDA
Nov-Dec 2014 & Jan 2015

PART 1 BOARD MEETING
WEDNESDAY 12TH NOVEMBER
1:00 – 3:30
Confirmed Agenda

PART 1 BOARD MEETING
WEDNESDAY 10TH DECEMBER
1:00 – 3:30
Draft Agenda

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

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

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

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

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

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

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

3) Strategy Development:
Policy Formulation and Decision
Making
Stakeholder participation strategy
including Stakeholder engagement
(NP)
Communication strategy (NP)
Nursing Strategy (FH)

3) Strategy Development:
Policy Formulation and Decision
Making

3) Strategy Development:
Policy Formulation and Decision
Making
2015 Strategic Plan (SH)

4) Regulatory and Compliance
Matters
Board Assurance Framework (JC)
Quarterly submission to Monitor (JC)

4) Regulatory and Compliance
Matters
Annual Plan 2015-2016 – Contract
agreement (SH)

4) Regulatory and Compliance
Matters
Annual Plan 2015-2016 – Contract
agreement (SH)

To review Board Housekeeping and
the 3 month cycle of board business

To review Board Housekeeping and
the 3 month cycle of board business

To review Board Housekeeping and
the 3 month cycle of board business

5) Other Matters
Any Other Business

5) Other Matters
Any Other Business

5) Other Matters
Any Other Business

6) Date and Time of Next Meeting

6) Date and Time of Next Meeting

6) Date and Time of Next Meeting

7) Exclusion of Public

7) Exclusion of Public

7) Exclusion of Public
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