A meeting of the Board of Directors will be held on Friday 29 May 2015 at 8.30am in the Conference
Room, Education Centre, Royal Bournemouth Hospital.
If you are unable to attend on this occasion, please notify me as soon as possible on 01202 704777.

SARAH ANDERSON
TRUST SECRETARY

AGENDA

TIMINGS 1. APOLOGIES FOR ABSENCE APPENDIX
Peter Gill, Richard Renaut (Donna Parker deputising), Bill Yardley, Alex Pike

2. DECLARATIONS OF INTEREST
8.30-8.35 3. MINUTES OF THE PREVIOUS MEETING

(a) To approve the minutes of the meeting held on Friday 24 April 2015 A

4. MATTERS ARISING

8.35-8.40 (a) Update to Actions Log Al B
(b) Briefing Paper — Nutrition Paula Shobrook C
8.40-9.10
(a) Patient Story Paula Shobbrook Verbal
(b) Feedback from Staff Governors Jane Stichbury Verbal
(c) Annual Inpatient/Outpatient survey results Paula Shobbrook D
(d) CQC Intelligent Monitoring Report Paula Shobbrook E
9.10-9.55
(a) Performance Exception Report Donna Parker F
(b) Quality Performance Report Paula Shobbrook G
(c) Financial Performance Stuart Hunter H
(d) Workforce Report Karen Allman |
9.55-10.15
(a) Clinical Services Review Tony Spotswood  J
(b) Annual Plan 2015/16 Donna Parker K

10.15-10.20 EEINEEeN
(a) Standing Financial Instructions 2015/16 and Stuart Hunter L
amendment to the Board Standing Orders

10.20-10.25 IERINESRYINITO)Y
(a) Communications Update (including May Core Karen Allman M
Brief)
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(b) Policies for Visitors in Clinical Areas Paula Shobbrook N

(c) Corporate Events Calendar Sarah Anderson O
(d) Board of Directors Forward Programme Sarah Anderson P
(e) Easter review Donna Parker Q

10. NEXT MEETING

Friday 26 June 2015 at 8.30am in the Conference Room, Education Centre, Royal
Bournemouth Hospital

NOvEIUCl 11. ANY OTHER BUSINESS
Key Points for Communication to Staff

MORCRIVESH 12. COMMENTS AND QUESTIONS FROM THE GOVERNORS

Board Members will be available for 10-15 minutes after the end of the Part
1 meeting to take comments or questions from the Governors on items
received or considered by the Board of Directors at the meeting.

13. RESOLUTION REGARDING PRESS, PUBLIC AND OTHERS

To resolve that under the provision of Section 1, Sub-Section 2, of the Public Bodies
Admission to Meetings Act 1960, representatives of the press, members of the public
and others not invited to attend the next part of the meeting be excluded on the
grounds that publicity would prove prejudicial to the public interest by reason of the
confidential nature of the business to be transacted.
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THE ROYAL BOURNEMOUTH AND CHRISTCHURCH HOSPITALS

NHS FOUNDATION TRUST

Part | Minutes of a Meeting of The Royal Bournemouth and Christchurch Hospitals NHS
Foundation Trust Board of Directors held on Friday 24 April 2015 in the Committee Room,

Royal Bournemouth Hospital

Chairman (in the chair)

Chief Executive

Director of Human Resources
Director of Informatics
Director of Finance
Non-Executive Director
Non-Executive Director
Non-Executive Director

Chief Operating Officer
Director of Nursing and Midwifery
Non-Executive Director
Non-Executive Director
Medical Director
Non-Executive Director

Trust Secretary

Assistant Trust Secretary (minutes)
Improvement Programme Administrator (to
35/15)

Head of Communications
Governor Coordinator

Public Governor

Public Governor

Public Governor

Public Governor

Public Governor

Public Governor

Public Governor

Public Governor

Public Governor

Public Governor

Public Governor

Member of Public

BY declared his directorship of the company ‘Redlynch Ltd’ to the Board.

Present: Jane Stichbury (JS)
Tony Spotswood (TS)
Karen Allman (KA)
Peter Gill (PG)
Stuart Hunter (SH)
lan Metcalfe (M)
Steven Peacock (SP)
Alex Pike (AP)
Richard Renaut (RR)
Paula Shobbrook (PS)
Dave Bennett (DB)
Derek Dundas (DD)
Basil Fozard (BF)
Bill Yardley (BY)

In attendance:  Sarah Anderson (SA)
Anneliese Harrison (AH)
Claire Mills (CM)
James Donald (JD)
Dily Ruffer (DR)
Eric Fisher (EF)
David Bellamy (DB)
Derek Chaffey (DC)
Brian Young (BY)
Graham Swetman (GS)
Mike Allen (MA)
Colin Pipe (CP)
Carole Deas (CD)
Roger Parsons (RP)
Paul Higgs (PH)
Paul McMillan (PM)
Margaret Neville

Apologies: None.

32/15 DECLARATIONS OF INTEREST

33/15

MINUTES OF THE MEETING HELD ON 27 MARCH 2015 (Appendix A)

The minutes of the meeting on 27 March 2015 were confirmed as an
accurate record subject to amendments.
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34/15 MATTERS ARISING (ACTIONS LOG) (Appendix B)

(@) To provide updates to the action log
The action log was discussed and updated.

35/15 QUALITY IMPROVEMENT

(a) Patient Story (Verbal)

CM presented the Board the patient story which focused on the
discharge process and the impact it has upon hospital flow. Discharge
planning is shaped by patient feedback as it is an essential part of
patient care and is one of the top priorities for the Trust this year as it
reduces length of stay, patient readmissions and capacity pressures.
Poor discharge planning affects the quality of care and satisfaction of a
patient, can cause delays in the ED department, increases outliers and
in some cases can impact upon the cancellation of elective surgery. It
is a national problem as often simple discharges have numerous steps
and options.

A complaint was received from a patient’s relative highlighting that they
had been transferred home without informing the family. A family
member was alerted to the fact that the patient had been discharged
when seeking to visit them on the ward.

Feedback such as this has helped the Trust to develop five daily
actions to ensure that patients are in the right environment at the right
time. The patient and their family received an apology and feedback on
what had been done within the Trust following the complaint.

The Board acknowledged the driven focus to improve the systems
involved within discharge. PS supported that discharges are often
complex but that the Trust can work to improve it by standardising all
the factors involved and staff can make a difference with their
engagement.

SP commented that BJ Waltho attended the audit committee and
provided a compelling overview of the work underway and that it is
always challenging but there are always things an organisation can do
to improve. CM emphasised that the patient was at the core of the
process and the Trust is using patient feedback to direct improvement.

BY queried the coordination and responsibility of the number of people
involved in the process. CM commented that ward rounds were key for
the coordination of discharge and that ward sisters have responsibility
for this overall. The discharge process involves a multi—disciplinary
team to ensure all parties involved in on-going care are contacted.
Discharge coordinators add extra support to areas with complex
needs.

BOD/Minutes Part 1 24.04.2015 PAGE 2 OF 10



The Board discussed the positive feedback received from the quality  PS/
improvement work and encouraged that this was shared with the Comms
public and governors. RR added that the discharge process work was

a yearlong project due to the number of people involved and the Trust

was focused on the continued improvement of patient care.

DB commented this had been an area of focus for some time but the
Trust needs to ensure there is accountability. PS added that she was
encouraged by the quality improvement methodology in refining the
number of procedures and that the hearts and minds of staff are
engaged by the patient stories.

(b) FEeedback from Staff Governors (Verbal)

JS advised that a separate meeting had not occurred due to the
governor ‘staff question time’ event that the Board attended. Staff
governors identified themes and composed questions for the Board
panel following feedback from staff. Over 50 members of staff attended
and JS emphasised that as part of the panel it was powerful to see the
electronic voting and opinion in a live format. Some of the key issues
included staffing templates, AHP support, CIP savings and messaging
within the organisation, bullying identified through the staff survey,
joined up working and collaboration within the Trust.

JS commended the success of the event and thanked staff governors.
The Board discussed that this was a positive way to improve
communication between the Board and staff members and gain an
insight into areas of staff concern.

IM added that as an audience member it had been enlightening and
that a video of the event would be available to all staff to view on the
intranet. He added that the Trust needed to improve communication
with nursing staff and they should be encouraged and ensure time is
allocated for them to attend in the future. KA commented that timings
will be considered for future events to ensure that more staff will be
able to attend. PS thanked staff governors for developing a different
way to facilitate communication with staff and added that it was helpful
to have discussions with staff.

The Board discussed the positive feedback from the event and
recognised that staff felt encouraged to ensure their colleagues attend
in the future. Staff governors will review the feedback provided and
advise the Board when a future ‘staff question time’ will be held.

36/15 PERFORMANCE
(@) Performance Exception Report (Appendix C)

RR presented the report highlighting the following key information:
RTT 18 week target- the target is 90% and the Trust achieved
90.4% in March. The target will be tight to achieve in the next
two quarters;
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Pressure points in four specialties- within orthopaedics the Trust
is working to improve theatre through put and the outpatients
department. Gynaecology pathway changes will be made in the
next month to aid with pressures. Dermatology is improving but
remains pressured within surgery;

Non- admitted RTT- this quarter the Trust will be reporting non-
compliance. Work is underway to clear the back log of
diagnostic tests and outpatient waits. It is expected the Trust will
achieve 95% compliance from July. Orthopaedics outpatients -
working to ensure patients are being seen in a timely way.

RTT incomplete pathways- achieved 92.7%. Work continues to
improve patient pathways which are being mapped and tracked
to bring forward patient waits;

52 week waits- reporting an improved position;

ED 4 hour wait — the Trust met the target of 95% for March. In
April only 91.5% will be achieved due to norovirus on wards. ED
has struggled with volume pressures and staff rotations
although it is returning to compliance within the last couple of
weeks. The aim is to maintain good practice in ED with focus on
flow work and discharge. Also opening ward 3 will increase
capacity and reduce agency spend. A permanent staff base will
be required to open the ward fully and it is hoped that this will
be possible during September;

2 week cancer waits- reporting compliant;

31 day cancer waits- reporting compliant;

62 day cancer waits- remains non-compliant as per the
trajectory for the quarter;

2 week waits within endoscopy there is a focus on processes;
Stroke- an update on the latest ‘'SSNAP’ data will be available
next month.

The Board queried the issues within dermatology. RR advised that
recruiting in general surgery had been successful and a handful of
specialties remained pressured due to long term sickness and
maternity leave.

Further the Board queried whether the Easter performance had
impacted upon any of the performance to date. RR responded that the
planning for the Easter period had been successful although further
consideration was needed for the rotation of junior doctors within ED to
ensure resilience. He added that the impact of this had been reflected
upon and the learning from this had been understood for the future.

TS commented that the non-admitted projection for non-compliance for
six months was not acceptable. This has been discussed at TMB and
work is underway to achieve compliance sooner. TS commended the
successful work within ED and the impact upon the 4 hour target. It
was noted that the Trust was not in a resilient position as yet and will
need to build a consolidated position as Monitor are monitoring the
Trust’s performance.

BOD/Minutes Part 1 24.04.2015 PAGE 4 OF 10



RR added that within orthopaedics there is work in place to improve
the trajectory and clinical capacity to reduce the back log. RR provided
assurance to the Board that the discharge flow work will impact upon
resilience if completed earlier in the day and also by ensuring that the
right staff and skill mix are in place.

SH raised concerns about the provision of extra clinics within
orthopaedics and the impact upon the budget. RR to follow up with SH. RR/SH

The Board emphasised the priority of improving both compliance with
the cancer targets and the orthopaedic trajectory.

(b) Quality Report (Appendix D)

PS presented the report highlighting the following information:

Serious Incidents- 4 reported in month. Noted that the Trust
benchmarks well against other organisations and has reduced
the number of SI’'s each year;

The highest number of Sls reported relates to pressure damage
which aligns with the rest of the county. PS highlighted that the
Trust has reduced the number of pressure ulcers compared to
the rest of the CCG. BF commented that the recent Dr Foster
data provides a national benchmark and the Trust measures PS/BF
well in relation to pressure ulcers on a national basis. BF
confirmed that the data would be provided to the Board in May;
Harm free care- the Trust has sustained its performance. During
March the trajectory of new harms was 95%. There is more
work to be done but the Trust is progressing and is affected by
the number of patients who have been admitted with existing
pressure damage;

PS outlined the Trust’'s 2013/14 and 2014/15 harm free care data and
incident reporting as a comparison. The data highlighted that the Trust
has improved performance on a number of indicators.

Patient safety incidents- 50% reduction in falls with moderate or
severe harm;

Prescribing medication- reduction overall for the year although
more work is required for medication administration;

SI's - 30% reduction in number of serious incidents. PS
emphasised that the Trust was not complacent and are making
improvements demonstrated by a 39% reduction in avoidable
category 3 and 4 pressure ulcers.

The data will be shared in the quality account within the annual
report.

The Board commended the improvements and supported that the
results should be promoted throughout the Trust together with the
areas of focus for the year. It was emphasised that it was a credit to
the Trust to set challenging improvement targets and that the results

PS/
Comms
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were reflective of an improved cultural shift.

RR supported the encouraging improvements and noted that there
would be more focus around medications with the introduction of the
electronic prescribing system. PG added that the EPMA safeguards
were focused on prescribing, interaction and administration and the
system should be in place by 2017.

TS commented that the data was encouraging and that the Board
would see more evidence of improvements over the next few months.
This will include the heart failure management system and publishing
of the Trust’s latest CQC intelligent monitoring report. The Board
emphasised that there will be a focus on consistency going forwards
and acknowledged that the quality objectives for 2014/15 outlined the
Trust’s achievements.

PG queried the Trust’'s actual ranking within the statistics for the FFT ~ PS
data. PS confirmed that the detail could be circulated before the next
meeting.

(c) Financial Performance (Appendix E)

SH advised that the annual accounts were complete and were subject
to audit. The Trust would be reporting a £5.2 million deficit.

The 2015/16 revised forecast takes account of the agency premium.
The independent sector issue has been resolved and additional money
has been made available to the Trust.

In the national context of finance, the sector, overall within Q3 was
£321 million in deficit and this will deteriorate in Q4. The Trust
continues to focus on achieving the CIP and transformation
programme and stabilising the position going into the new financial
year whilst continuing to deliver safe and effective care.

IM supported that the budget had been challenging with a higher deficit
than wished. He encouraged Executives, DOOs and care groups to
exert more control and increase accountability by embedding this
within the structure. Further he supported the challenges at the Board
and finance committee meetings to ensure that the budget is
maintained.

TS added that the CIP had finished in a better position than anticipated
despite the pressures encountered. The Board and Governors need to
be sighted on the difficulties of recruitment nationally and the
premiums. He noted a 3.5% CIP will be necessary across the sector
and this is considered nationally difficult to achieve.
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(d)  Workforce Report (Appendix F)

KA outlined the report highlighting the following information:

The vacancy rate has improved although there are still areas of
concern which are difficult to recruit to;

The new behaviourally based appraisal system has been
launched-to date over 20 training sessions have been
completed and feedback about the system and training is
positive. As a result of the training the awareness that the
process is fundamental to the organisational performance and
staff engagement and development is emphasised

The VLE (Virtual Learning Environment ) platform was launched
in March and monitoring information will be brought back to the
Board in June and discussed in detail at the Workforce
Committee. The platform allows much of the Essential Core
Skills (formerly Mandatory Training) to be completed online and
it is easier for individuals and line managers to identify areas of
non-compliance ;

Sickness absence remains a concern as rates have continued
to increase. A pilot to support the management of short term
sickness absence is about to start in several areas and this will
be reviewed through the HR and Workforce reviews.

Several new initiatives and marketing resources to support
Trust recruitment have been produced including videos, adverts
on public buses and attendance at open events held locally and
nationally ;

There has been successful recruitment of overseas nurses from
the Philippines who will join the Trust in September with a
supportive adaptation programme being developed,;

The 2015/16 Trust open day for newly qualified nurses takes
place on 16 May in the Trust May;

The Employee assistance programme provided through Care
First continues to improve usage across the Trust.

SP commended the progress with the appraisal system and queried
the low nursing levels for the day fill rate. PS commented that this is
reviewed daily and it is important to be aware of what happen at ward
level. Matrons ensure that safe care can be provided on each ward
and areas of concern are raised via a red flag process. Staff are able
to raise concerns and support is provided by the Matrons and
monitored daily.

DD questioned how the Trust’s open day compares to other Trusts in
making offers of employment attractive to retain potential nurses. KA
advised that an event was being held at roughly the same time as last
year and that a strong plan was in place with offers being made on the
day. She emphasised that the Trust was not being complacent and are
consistently reviewing what can be done to improve recruitment. DD
suggested that training and education opportunities should be
emphasised.
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IM commented that it was a positive improvement and queried whether
each care group had an individual recruitment trajectory. KA KA
responded that vacancies are reviewed on a regular basis and there

are trajectories for each care group. More detail on the trajectories will

be brought back to the Board in May/ June.

The Board discussed that the effort in recruitment overseas was not
reflective of the appointments being made and questioned what more
could be done to capitalise upon the Bournemouth area. PS
commented that positive feedback was received from directorates on
the staffing review and that the Trust was working with newly qualified
nurses very early on to encourage retention.

AP praised the focus on the Board agenda and outlined proposals that
other organisation have employed including a ‘refer a friend’ campaign
as a recruitment drive, formalising a retention strategy identifying key
issues and work streams and a sickness policing campaign.

37/15 STRATEGY AND RISK

(@ Clinical Services Review (Verbal)

TS updated the Board on the recent developments of the clinical

services review:
The CCG will make a decision in May on the proposal to consult
on and this will include a suite of options or one preferred
option. The CCG will consult NHSE and the Wessex Senate
before they consult as the proposals must be clear;
Pre- consultation there will be a business case provided in May
which will set out the models of care but will not identify which
services will be provided where;
CCG anticipate consultation on 17 August for three months;
Issues for the Trust will concern how quickly it will be possible to
implement the recommendations from the review which may not
come into force until 2018/19 and this raises concerns for the
Trust’s sustainability;
Focus has been on shaping the content of the in- hospital
provisions and the size;
Green site will have capacity for 1000 inpatient beds;
Purple site will be smaller- discussions are taking place
between Bournemouth and Poole about the medical take which
may be small and focus will be on ambulatory care.
There is a debate about rehabilitation and the care of the elderly
services being on the purple site and filling the site
The Trust is ensuring that decisions are being made for the
population going forwards;
Out of hospital services will look different in different parts of the
county, the Trust has provided input but work is in progress and
may continue after the consultation in August;
CCG are committed to undertake a detailed review of both the
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Bournemouth and Poole estates to stress test them for the
‘green’ site services. This will be a two phase process to inform
pre consultation of a business case and then a more detailed
process to cost the green site and potential resale values;

The Trust have submitted a rationale for Bournemouth to be the

‘green’ site;
Once out of purdah discussions around the rationale will
progress.
38/15 DECISION
(@) No items
39/15 INFORMATION
(@) COC Guidance for Providers (Appendix (G)
PS advised the Board of the new CQC standards from 1 April PS
concerning the duty of candour and displaying the Trust’s rating. The
approach is currently being reviewed internally and a presentation will Agenda
be provided for the Board next month. item May
(b) Policy for Visitors in_Clinical Areas (Verbal)
PS noted that the policy has been prepared and will be agreed as a PS
PECC Chair’s action. The policy will be provided to the Board at the
next meeting. Agenda
item May
(c) Communications Update (including April Core Brief) (Appendix H)
The item was noted for information.
(d) Corporate Events Calendar (Appendix I)
The item was noted for information.
(e) Board of Directors Forward Programme (Appendix J)
The item was noted for information.
40/15 DATE OF NEXT MEETING

Friday 29 May 2015 at 8.30am, Conference Room, Education Centre, Royal
Bournemouth Hospital

41/15 ANY OTHER BUSINESS

JS noted that this would be the last Board meeting AP would attend as NED
following the expiration of her term of office in June. JS acknowledged and
thanked AP for her work as a NED for 9 years.
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Key Points for Communication to Staff

1. Patient story
2. CSR
3. Staff question time
4. Quality
42/15 QUESTIONS FROM GOVERNORS

1. PM queried whether the recent figures reported in the press were
incorrect and that this should be corrected in light of the CSR. RR
responded that the clinicians were aware of the figures published and
that this related to a period over the Easter period but that clarification
could be provided around this information.

There being no further business the meeting closed at 10:30am.
AH
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RBCH Board of Directors Part 1 Actions April & previous

Date of Ref Action Action Response Brief Update
Meeting Response Due
24.04.15 | 35/15 QUALITY IMPROVEMENT

a Patient Stor

PERFORMANCE

Performance Exception Report (Appendix C

() | Quality Report (Appendix D I

To promote the analysis of the key performance and PS/Comms Will be undertaken as part of the dissemination of
quality indicators from 2013/14 throughout the Trust the quality accounts. Transformation article will be
together with the areas of focus for this year. published in core brief highlighting areas of focus.
Clarify the Trust’s ranking within the statistics for the PS Currently awaiting feedback from Sue Mellor.
FFT data and circulate prior to the next meeting.

(d) Workforce Report (Appendix F)
Provide trajectory against care group recruitment KA May/June

plans

39/15

INFORMATION

CQC Guidance for Providers (Appendix (G)

Provide a presentation to the Board.

PS

June/

Deferred until next month.




RBCH Board of Directors Part 1 Actions April & previous

Agenda
item

27.03.15

Policy for Visitors in Clinical Areas (Verbal

QUALITY IMPROVEMENT

Patient Stor

| (b) | Feedback from Staff Governors (Verbal [ e

(c)

Freedom to speak up review

Identify non- executives and executives to lead on the | PS On- going. Discussions underway with DON and
freedom to speak up review. HRD contacts to understand approaches in other
Trusts. Recommendation then to be brought
back to the board
25/15 PERFORMANCE
(b) Stroke Performance Update (SSNAP) (Appendix E)

RR to bring ‘SSNAP’ data to the next Board meeting. | RR June ‘SSNAP’ data will be provided at the June Board
when the published data is available. Each month
the Board will get the monthly RBH only report of
stroke key performance indicators.

(f) Staff Survey Results
Provide an update from the Workforce Committee on | KA June Detailed discussion took place at the April

the monitoring of the staff survey results.

workforce committee and action plans for care
groups and corporately will be reviewed again at
the next committee in June.




RBCH Board of Directors Part 1 Actions April & previous

26/15

STRATEGY AND RISK

27.02.15

ibi Easter Resilience Plannini

13/15

MATTERS ARISING

31.01.15

05/15

(05/15) Workforce Report (Appendix F)

PERFORMANCE

Talentwork Feedback (Presentation




Briefing regarding RBCH hospital nutrition and catering standards

Background

Nutrition for patients is a key priority for all staff within the Trust. We are keen to ensure our
patients have a positive experience during their stay including their nutrition.

The catering department cook the majority of meals fresh on site every day. The catering and

dietetic teamwork together closely together with monthly MDT meetings in which we also
have representation from nursing staff .

Our menus are developed seasonally by a multi professional team of catering staff, Dietitians

and Speech and Language therapists. Menus are analysed through a professional dietary

analysis package (dietPlan 6), assessed by the dietetic department and coded in accordance
with the British Dietetic Association (BDA) guidelines: Delivering nutritional care through food
and beverage services: A toolkit for Dietitians (2012).

This document has been used for guidance to code our hospital menus. We currently code
all of our patient meals into:
1. Healthy eating/low fat 2. High calorie high protein 3. Vegetarian 4. Gluten Free

Dietary Coding Guidelines

Table 1: High Energy/High Protein (E)

Option Energy (Kcal) Per Portion Protein (g) Per Portion
Snacks =150 22
Soup =150 26
Main Meal

(meat/fish/chicken/alternative) ~ 300 12-14
Excluding veg & starch

Desserts (including =300 5
accompaniments)

Table 2: Low Fat/Healthy Eating

(H)

Option Fat (g) Per Saturated Fat (g) Per Added Sugar (g) Per Salt (g) Per Portion
Portion Portion Portion

Main Meal

(meat/fish/chicken/alternative) <15 <5

Excluding veg & starch

Desserts (including <5 <2 < 15 (excluding fruit)

accompaniments)

Reference: The British Dietetic Association and Hospital Caterers Association. Delivering Nutritional Care through Food and Beverage

Services (2012)
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Special dietary requirements

The main issue nationally in hospital patients is malnutrition therefore we design our menu’s
with this in mind and opt for high calorie nourishing ingredients. Also as the local population is
mainly elderly we consider soft easy to eat and chew options as a priority.

We have seven separate menus for Vegans, Gluten free, Halal, Kosher, Puree texture , Moist
mashed textured meals and finger foods menu. These are separate menus from the normal
menu and can cater specifically for patients requiring these special diets.

Policy

We have produced and follow a Trust Nutrition and Hydration
Policy http://rbhintranet/policies/dietetics/nutrition_and hydration.pdf

In 2014 the Department of Health issued — The Hospital Food Standards Panels Report on
Standards for Food and Drink in NHS Hospitals.

Compliant Actions for 2015/16

Yes/No/partial
The Panel recommends that all | Partial We have a Nutrition & Hydration Policy but
NHS hospitals should develop will be changing it to produce a strategy by
and maintain a food and drink May/June 15
strategy.

The Panel recommends that
the following standards
become required practice
across NHS hospitals:

Five required hospital food

standards

1. The 10 key Partial Need to involve patients in planning and
characteristics of monitoring arrangements for food
good nutritional care service provision.
from the Nutrition
Alliance

2. Nutrition and Yes Continue to use this document as a
Hydration Digest (The reference

British Dietetic
Association)

3. Malnutrition Universal | Yes We have this in place and last monthly
Screening Tool results = 84.4% patients had a score
(British Association of (April 2015).

Parenteral and Enteral

Nutrition) or We are currently developing an
equivalent validated electronic MUST app for use on all
nutrition screening wards within the eNA project.

tool
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4. For staff and visitor Partial The Catering department are currently
catering: Healthier and working towards a Food for Life
More Sustainable accreditation (SOIL association). This is
Catering — Nutrition being benchmarked against the Patient
Principles (Public menu first and then will be rolled out
Health England) onto the Staff/Visitor menu in the

Restaurant.

5. Government Buying Partial Having carried out a recent audit for the
Standards for Food Government Buying Standards in 20 of
and Catering Services 21 areas; RBCH are green and in 1 area
from the Department (Fairtrade Tea & Coffee) RBCH are
of Environment, Food Amber. In the Amber area we are
and Rural Affairs. awaiting confirmation from suppliers, or

this is being changed in the near future.

Quality

Patient satisfaction data is collected and analysed on a regular basis via the Patient
Engagement & Voluntary Services department these are discussed at the catering monthly
meeting and fed back to both wards (by Patient engagement department) and at ward
hostess meetings for action.

Grainne Ford
Dietetic Manager. Royal Bournemouth and Christchurch NHS Foundation Trust.
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BOARD OF DIRECTORS

Meeting Date and Part: 29" May 2015 Part 1
Subject: CQC Annual In Patient Survey results 2014
Section: Quality Improvement

Executive Director with

o Paula Shobbrook, Director of Nursing and Midwifery
overall responsibility

Ellen Bull, Deputy Director of Nursing and Midwifery

Author(s): Sue Mellor, Head of Patient Experience
Previous discussion and/or Healthcare Assurance Committee
dissemination: Trust Management Board

Action required:
The Board is asked to note the report which is provided for information

Summary:
The 12™ Annual CQC In Patient Survey report is enclosed with a summary paper.

The Trust is in the top 20% of Trusts (Green) in the following 4 questions,

Q8. The hospital specialist had all relevant information from referring specialist
Q48 Anaesthetist providing information regarding induction and pain management
Q55 Written information on discharge

Q60 staff telling of danger signals to be aware of after discharge

One question is in the bottom 20% of Trusts; for patients sharing a shower or bathroom.
Action is being taken to improve this.

Comparison with 2013 results: demonstrates:
e 4 Greens
improvement in 42 questions
8 questions show statistical improvement when compared to 2013
6 questions have remained the same
deterioration in 10 questions

Overall, there is positive improvement when compared to previous results; in line with the
Trust’s continuous focus and commitment to patients and the public.

Related Strategic Goals/ . .

Objectives: Quality objectives

Relevant CQC Outcome: Safe, response, caring, effective and well led
Risk Profile:

i. Have any risks been reduced?
i. Have any risks been created?

Reason for Part 2 N/A




National Care Quality Commission Inpatient Survey: Summary

1. Background

The annual Care Quality Commission (CQC) national inpatient survey is a
public determinant of patient experience; a regulatory measure analysed by
the CQC and a local performance measure monitored by our local Clinical
Commissioning Groups.

The 12" annual CQC in-patient survey includes responses from in excess of
59,000 patients from 154 acute Trusts with a response rate of 47%. RBCH
had a response rate of 54% from a sample of 830 eligible patients who were
in the Trust overnight during July 2013. There were 447 responses
completed.

The data analysis is based on an “expected range” when compared to other
Trusts and is standardised by age, gender and method of admission to ensure
the results are fair regardless of demographic. The numerical score is 0
(worst) - 10 (best).

Results are displayed when compared with other trusts as:
e Dbetter than most other trusts (coloured green)
e about the same as most other trusts (coloured amber)
e worse than most other trusts (coloured red)

Survey questions are segmented into 11 sections to reflect key aspects of the
patient journey or quality of care by professional disciplines. There are a total
of 60 questions in total. Performance results for the 2014 survey (completed
July 2014) are displayed below;

2. Results

2.1 Summary

It is very positive to see that the ‘overall score demonstrates good
improvement from 2013. As a Trust we improved on the previous year's
performance in the following categories;

hospital and ward

nurses

doctors

care and treatment

operations and procedures

leaving hospital

One question is in the lowest 20% of Trusts for patients sharing a shower or
bathroom. Action is being taken to improve this.



2.2 Comparison with 2013 results

Comparison with 2013 performance demonstrates:
e improvement in 42 questions (20 questions in 2013)
e 8 questions also show statistical improvement when compared to 2013
e 6 questions have remained the same (8 the same in 2013)
e deterioration in 10 questions (was 29 in 2013)

In 2013 the Trust was placed in the bottom 20% for mixed sex sleeping areas,
this has improved from 8.2 in 2013 to 8.8 in 2014.

2.3 National comparison

RBCH is in the top 20% of Trusts (Green) in the following 4 questions,
e Q8. The hospital specialist had all relevant information from referring
specialist
e Q48 Anaesthetist providing information regarding induction and pain
management
e Q55 Written information on discharge
e Q60 staff telling of danger signals to be aware of after discharge

In addition, in 2012 we had the lowest score for the question on privacy when
being examined or treated. The results for 2014 demonstrate significant
improvement and the Trust is now rated as amber at 9.7 from a possible score
of 10, the highest score nationally is 9.9.

3. Recommendation

The Board is recommended to note the results of the National inpatient
survey.
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National NHS patient survey programme
Survey of adult inpatients 2014

The Care Quality Commission

The Care Quality Commission (CQC) is the independent regulator of health and adult social care in
England.

Our purpose is to make sure hospitals, care homes, dental and GP surgeries, and all other care
services in England provide people with safe, effective, compassionate and high-quality care, and
we encourage them to make improvements.

Our role is to monitor, inspect and regulate services to make sure they meet fundamental standards
of quality and safety, and to publish what we find, including performance ratings to help people
choose care.

Survey of adult inpatients 2014

To improve the quality of services that the NHS delivers, it is important to understand what people
think about their care and treatment. One way of doing this is by asking people who have recently
used health services to tell us about their experiences.

The twelfth survey of adult inpatients involved 154 acute and specialist NHS trusts. Responses were
received from over 59,000 people, a response rate of 47%. People were eligible for the survey if
they were aged 16 years or older, had spent at least one night in hospital and were not admitted to
maternity or psychiatric units. Trusts were given the choice of sampling from June, July or August
2014. Trusts counted back from the last day of their chosen month, including every consecutive
discharge, until they had selected 850 patients (or, for a small number of specialist trusts who could
not reach the required sample size, until they had reached 1st January 2014). Fieldwork took place
between September 2014 and January 2015.

Similar surveys of adult inpatients were also carried out in 2002 and from 2004 to 2012. They are
part of a wider programme of NHS patient surveys, which cover a range of topics including A&E
services, children's inpatient and day-case services, maternity services and community mental
health services. To find out more about our programme and for the results from previous surveys,
please see the links contained in the further information section.

The Care Quality Commission will use the results from this survey in our regulation, monitoring and
inspection of NHS acute trusts in England. We will use data from the survey in our system of
Intelligent Monitoring, which provides inspectors with an assessment of risk in areas of care within
an NHS trust that need to be followed up. The survey data will also be included in the data packs
that we produce for inspections. NHS England will use the results to check progress and
improvement against the objectives set out in the NHS mandate, and the Department of Health will
hold them to account for the outcomes they achieve. The NHS Trust Development Authority will use
the results to inform quality and governance activities as part of their Oversight Model for NHS
Trusts.

Interpreting the report

This report shows how a trust scored for each question in the survey, compared with the range of
results from all other trusts that took part. It uses an analysis technique called the 'expected range’
to determine if your trust is performing 'about the same’, 'better' or 'worse' compared with other
trusts. For more information, please see the 'methodology’ section below. This approach is designed
to help understand the performance of individual trusts, and to identify areas for improvement.

A 'section’ score is also provided, labelled S1-S11 in the 'section scores' on page 5. The scores for
each question are grouped according to the sections of the questionnaire, for example, 'the hospital
and ward,' 'doctors and nurses' and so forth.

This report shows the same data as published on the CQC website
(www.cqc.org.uk/surveys/inpatient). The CQC website displays the data in a more simplified way,



www.cqc.org.uk/surveys/inpatient

identifying whether a trust performed 'better', 'worse' or 'about the same' as the majority of other
trusts for each question and section.

Standardisation

Trusts have differing profiles of people who use their services. For example, one trust may have
more male inpatients than another trust. This can potentially affect the results because people tend
to answer questions in different ways, depending on certain characteristics. For example, older
respondents tend to report more positive experiences than younger respondents, and women tend
to report less positive experiences than men. This could potentially lead to a trust's results
appearing better or worse than if they had a slightly different profile of people.

To account for this, we 'standardise’ the data. Results have been standardised by the age, sex and
method of admission (emergency or elective) of respondents to ensure that no trust will appear
better or worse than another because of its respondent profile. This helps to ensure that each trust's
age-sex-admission type profile reflects the national age-sex-admission type distribution (based on
all of the respondents to the survey). Standardisation therefore enables a more accurate
comparison of results from trusts with different population profiles. In most cases this will not have a
large impact on trust results; it does, however, make comparisons between trusts as fair as
possible.

Scoring

For each question in the survey, the individual (standardised) responses are converted into scores
on a scale from 0 to 10. A score of 10 represents the best possible response and a score of zero the
worst. The higher the score for each question, the better the trust is performing.

It is not appropriate to score all questions in the questionnaire as not all of the questions assess the
trusts. For example, they may be descriptive questions such as Q1 asking respondents if their
inpatient stay was planned in advance or an emergency; or they may be 'routing questions'
designed to filter out respondents to whom following questions do not apply. An example of a
routing question would be Q42 "During your stay in hospital, did you have an operation or
procedure?” For full details of the scoring please see the technical document (see further
information section).

Graphs

The graphs in this report show how the score for the trust compares to the range of scores achieved
by all trusts taking part in the survey. The black diamond shows the score for your trust. The graph
is divided into three sections:

« If your trust's score lies in the orange section of the graph, its result is 'about the same' as most
other trusts in the survey.

« If your trust's score lies in the red section of the graph, its result is ‘worse' compared with most
other trusts in the survey.

« If your trust's score lies in the green section of the graph, its result is 'better' compared with
most other trusts in the survey.

The text to the right of the graph states whether the score for your trust is 'better’ or 'worse'
compared with most other trusts in the survey. If there is no text the score is 'about the same."'
These groupings are based on a rigorous statistical analysis of the data, as described in the
following 'methodology’ section.

Methodology

The 'about the same,’ 'better' and 'worse' categories are based on an analysis technique called the
‘expected range' which determines the range within which the trust's score could fall without
differing significantly from the average, taking into account the number of respondents for each trust
and the scores for all other trusts. If the trust's performance is outside of this range, it means that it
performs significantly above/below what would be expected. If it is within this range, we say that its
performance is 'about the same'. This means that where a trust is performing 'better' or 'worse' than
the majority of other trusts, it is very unlikely to have occurred by chance.

In some cases there will be no red and/or no green area in the graph. This happens when the



expected range for your trust is so broad it encompasses either the highest possible score for all
trusts (no green section) or the lowest possible for all trusts score (no red section). This could be
because there were few respondents and / or a lot of variation in their answers.

Please note that if fewer than 30 respondents have answered a question, no score will be displayed
for this question (or the corresponding section). This is because the uncertainty around the result is
too great. A technical document providing more detail about the methodology and the scoring
applied to each question is available on the CQC website (see further information section).

Tables

At the end of the report you will find tables containing the data used to create the graphs. These
tables also show the response rate for your trust and background information about the people that
responded.

Scores from last year's survey are also displayed. The column called ‘change from 2013' uses
arrows to indicate whether the score for this year shows a statistically significant increase (up
arrow), a statistically significant decrease (down arrow) or has shown no statistically significant
change (no arrow) compared with 2013. A statistically significant difference means that the change
in the results is very unlikely to have occurred by chance. Significance is tested using a two-sample
t-test.

Where a result for 2013 is not shown, this is because the question was either new this year, or the
question wording and/or the response categories have been changed. It is therefore not possible to
compare the results as we do not know if any change is caused by alterations in the survey
instrument, or variation in a trust's performance. Comparisons are also not able to be shown if a
trust has merged with other trusts since the 2013 survey, or if a trust committed a sampling error,
either in 2014 or 2013. Please note that comparative data is not shown for sections as the questions
contained in each section can change year on year.

Notes on specific questions

Please note that a variety of acute trusts take part in this survey and not all questions are applicable
to every trust. The section below details modifications to certain questions, in some cases this will
apply to all trusts, in other cases only to some trusts.

All trusts

Q11 and Q13: The information collected by Q11 "When you were first admitted to a bed on a ward,
did you share a sleeping area, for example a room or bay, with patients of the opposite sex?" and
Q13 "After you moved to another ward (or wards), did you ever share a sleeping area, for example a
room or bay, with patients of the opposite sex?" are presented together to show whether the patient
has ever shared a sleeping area with patients of the opposite sex. The combined question is
numbered in this report as Q11 and has been reworded as "Did you ever share a sleeping area with
patients of the opposite sex?"

Please note that the information based on Q11 cannot be compared to similar information collected
from surveys prior to 2006. This is due to a change in the question's wording and because the
results for 2006 onwards have excluded patients who have stayed in a critical care area, which
almost always accommodates patients of both sexes.

Q33: "Did you have confidence in the decisions made about your condition or treatment?" is a new
question in 2014 and it is therefore not possible to compare with 2013.

Q52 and Q53: The information collected by Q52 "On the day you left hospital, was your discharge
delayed for any reason?" and Q53 "What was the main reason for the delay?" are presented
together to show whether a patient's discharge was delayed by reasons attributable to the hospital.
The combined question in this report is labelled as Q53 and is worded as: "Discharge delayed due
to wait for medicines/to see doctor/for ambulance."

Q54: Information from Q52 and Q53 has been used to score Q54 "How long was the delay?" This
assesses the length of a delay to discharge for reasons attributable to the hospital.



Q67: "During your time in hospital did you feel well looked after by hospital staff?" is a new question
in 2014 and it is therefore not possible to compare with 2013.

Trusts with female patients only

Q11, Q13 and Q14: If your trust offers services to women only, a trust score for Q11 "Did you ever
share a sleeping area with patients of the opposite sex?" and Q14 "While staying in hospital, did you
ever use the same bathroom or shower area as patients of the opposite sex?" is not shown.

Trusts with no A&E Department
Q3 and Q4: The results to these questions are not shown for trusts that do not have an A&E
Department.

Further information

The full national results are on the CQC website, together with an A to Z list to view the results for
each trust (alongside the technical document outlining the methodology and the scoring applied to
each question):

WwWw.cqc.org.uk/inpatientsurvey

The results for the adult inpatient surveys from 2002 to 2013 can be found at:
http://www.nhssurveys.org/surveys/425

Full details of the methodology of the survey can be found at:
http://www.nhssurveys.org/surveys/767

More information on the programme of NHS patient surveys is available at:
www.cqc.org.uk/public/reports-surveys-and-reviews/surveys

More information about how CQC monitors hospitals is available on the CQC website at:
http://www.cqc.org.uk/public/hospital-intelligent-monitoring
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Section scores

S1. The Emergency/A&E Department (answered
by emergency patients only)

S2. Waiting list and planned admissions
(answered by those referred to hospital)

S3. Waiting to get to a bed on a ward

S4. The hospital and ward

S5. Doctors

S6. Nurses

S7. Care and treatment

S8. Operations and procedures (answered by
patients who had an operation or procedure)

S9. Leaving hospital

S10. Overall views of care and services

S11. Overall experience

. Best performing trusts ‘Better/Worse' Only displayed when this trust is better/worse than
most other trusts
B About the same This trust's score (NB: Not shown where there are

L 4
. Worst performing trusts fewer than 30 respondents)




Survey of adult inpatients 2014
The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

The Emergency/A&E Department (answered by emergency patients only)

Q3. While you were in the A&E Department, how -
much information about your condition or
treatment was given to you?

Q4. Were you given enough privacy when being
examined or treated in the A&E Department?

Waiting list and planned admissions (answered by those referred to hospital)

Q6. How do you feel about the length of time _
you were on the waiting list?

Q7. Was your admission date changed by the -
hospital?
Q8. Had the hospital specialist been given all -
necessary information about your condition/illness Better
from the person who referred you?
Waiting to get to a bed on a ward
Q9. From the time you arrived at the hospital, did _
you feel that you had to wait a long time to getto a
bed on a ward?
. Best performing trusts ‘Better/Worse' Only displayed when this trust is better/worse than
most other trusts
B About the same This trust's score (NB: Not shown where there are
* fewer than 30 respondents)

B Worst performing trusts




Survey of adult inpatients 2014
The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

The hospital and ward

Q11. Did you ever share a sleeping area with
patients of the opposite sex?

Q14. Did you ever use the same bathroom or
shower area as patients of the opposite sex?

Q15. Were you ever bothered by noise at night _

Worse

from other patients?

Q16. Were you ever bothered by noise at night
from hospital staff?

Q17. In your opinion, how clean was the
hospital room or ward that you were in?

Q18. How clean were the toilets and bathrooms
that you used in hospital?

Q19. Did you feel threatened during your stay in
hospital by other patients or visitors?

Q20. Were hand-wash gels available for -
patients and visitors to use?

Q21. How would you rate the hospital food? _

Q22. Were you offered a choice of food?

Q23. Did you get enough help from staff to eat
your meals?

Doctors

doctor, did you get answers that you could
understand?

Q25. Did you have confidence and trust in the
doctors treating you?

Q24. When you had important questions to ask a -

Q26. Did doctors talk in front of you as if you
weren't there?

. Best performing trusts ‘Better/Worse' Only displayed when this trust is better/worse than
most other trusts
B About the same This trust's score (NB: Not shown where there are

L 4
. Worst performing trusts fewer than 30 respondents)




Survey of adult inpatients 2014
The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

Nurses

Q27. When you had important questions to ask a
nurse, did you get answers that you could
understand?

Q28. Did you have confidence and trust in the
nurses treating you?

Q29. Did nurses talk in front of you as if you
weren't there?

Q30. In your opinion, were there enough nurses
on duty to care for you in hospital?

Care and treatment

Q31. Did a member of staff say one thing and
another say something different?

Q32. Were you involved as much as you wanted
to be in decisions about your care and
treatment?

Q33. Did you have confidence in the decisions
made about your condition or treatment?

Q34. How much information about your
condition or treatment was given to you?

Q35. Did you find someone on the hospital staff
to talk to about your worries and fears?

Q36. Do you feel you got enough emational
support from hospital staff during your stay?

Q37. Were you given enough privacy when
discussing your condition or treatment?

Q38. Were you given enough privacy when
being examined or treated?

Q40. Do you think the hospital staff did
everything they could to help control your pain?

Q41. After you used the call button, how long
did it usually take before you got help?

. Best performing trusts ‘Better/Worse' Only displayed when this trust is better/worse than
most other trusts
B About the same This trust's score (NB: Not shown where there are

L 4
. Worst performing trusts fewer than 30 respondents)




Survey of adult inpatients 2014
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Operations and procedures (answered by patients who had an operation or procedure)

Q43. Did a member of staff explain the risks and -
benefits of the operation or procedure?

Q44. Did a member of staff explain what would -

be done during the operation or procedure?

Q45. Did a member of staff answer your -

questions about the operation or procedure?

Q46. Were you told how you could expect to _

feel after you had the operation or procedure?

Q48. Did the anaesthetist or another member of -

staff explain how he or she would put you to sleep Better

or control your pain?

Q49. Afterwards, did a member of staff explain _

how the operation or procedure had gone?

. Best performing trusts ‘Better/Worse' Only displayed when this trust is better/worse than

most other trusts

B About the same This trust's score (NB: Not shown where there are

* fewer than 30 respondents)

B Worst performing trusts




Survey of adult inpatients 2014
The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

Leaving hospital

Q50. Did you feel you were involved in
decisions about your discharge from hospital?

Q51. Were you given enough notice about when
you were going to be discharged?

Q53. Discharge delayed due to wait for
medicines/to see doctor/for ambulance.

Q54. How long was the delay?

Q55. Before you left hospital, were you given any
written or printed information about what you
should or should not do after leaving hospital?

Q56. Did a member of staff explain the purpose of
the medicines you were to take at home in a way
you could understand?

Q57. Did a member of staff tell you about
medication side effects to watch for when you
went home?

Better

Q58. Were you told how to take your medication
in a way you could understand?

Q59. Were you given clear written or printed
information about your medicines?

Q60. Did a member of staff tell you about any
danger signals you should watch for after you went
home?

Q61. Did hospital staff take your family or home
situation into account when planning your
discharge?

Q62. Did the doctors or nurses give your family or
someone close to you all the information they
needed to care for you?

Q63. Did hospital staff tell you who to contact if you
were worried about your condition or treatment
after you left hospital?

Q64. Did hospital staff discuss with you whether
additional equipment or adaptations were needed
in your home?

Q65. Did hospital staff discuss with you whether
you may need any further health or social care
services after leaving hospital?

Better

. Best performing trusts ‘Better/Worse' Only displayed when this trust is better/worse than
most other trusts

. About the same This trust's score (NB: Not shown where there are
* fewer than 30 respondents)

B Worst performing trusts
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Overall views of care and services

Q66. Overall, did you feel you were treated with
respect and dignity while you were in the hospital?

Q67. During your time in hospital did you feel -

well looked after by hospital staff?

Q69. During your hospital stay, were you ever _
asked to give your views on the quality of your

care?

Q70. Did you see, or were you given, any _
information explaining how to complain to the

hospital about the care you received?

Overall experience

| had a very poor | had a very good
experience experience
Q68. Overall... -
. Best performing trusts ‘Better/Worse' Only displayed when this trust is better/worse than
most other trusts
B About the same This trust's score (NB: Not shown where there are
* fewer than 30 respondents)

B Worst performing trusts
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The Emergency/A&E Department (answered by emergency patients only)
83 7.7 9.4

80 73 95 202

s1
Q3

Q4

Section score

While you were in the A&E Department, how much information
about your condition or treatment was given to you?

Were you given enough privacy when being examined or treated
in the A&E Department?

85 79 96 224

Waiting list and planned admissions (answered by those referred to hospital)
Section score

S2
Q6

Q7
Q8

How do you feel about the length of time you were on the waiting

list?

Was your admission date changed by the hospital?

Had the hospital specialist been given all necessary information
about your condition/iliness from the person who referred you?

Waiting to get to a bed on a ward
S3 Section score

Q9 From the time you arrived at the hospital, did you feel that you had
to wait a long time to get to a bed on a ward?

9.1
8.6

9.3
9.5

8.2
8.2

8.1
6.8

8.5
8.0

5.5
55

9.6
9.5 186

99 191
9.7 184

9.9
9.9 432
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Indicates where 2014 score is significantly higher or lower than 2013 score

(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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The hospital and ward
S4 Section score 80 75 91
Q11 Did you ever share a sleeping area with patients of the opposite 88 78 9.8 338 82
sex?
Q14 Did you ever use the same bathroom or shower area as patients of 7.5 6.3 9.8 387 7.7
the opposite sex?
Q15 Were you ever bothered by noise at night from other patients? 6.0 46 89 436 5.9
Q16 Were you ever bothered by noise at night from hospital staff? 77 7.1 92 436 7.8
Q17 In your opinion, how clean was the hospital room or ward thatyou 8.9 7.9 9.7 438 8.8
were in?
Q18 How clean were the toilets and bathrooms that you used in 84 7.3 95 414 85
hospital?
Q19 Did you feel threatened during your stay in hospital by other 96 9.4 10.0 439 9.6
patients or visitors?
Q20 Were hand-wash gels available for patients and visitors to use? 94 8.8 9.9 422 93
Q21 How would you rate the hospital food? 57 39 80 421 54
Q22 Were you offered a choice of food? 86 75 9.6 430 8.3
Q23 Did you get enough help from staff to eat your meals? 77 59 94 97 7.1
Doctors
S5 Section score 87 78 95
Q24 When you had important questions to ask a doctor, did you get 83 7.3 94 400 8.0
answers that you could understand?
Q25 Did you have confidence and trust in the doctors treating you? 91 82 98 434 87 1
Q26 Did doctors talk in front of you as if you weren't there? 88 7.7 9.6 435 8.3
Nurses
S6 Section score 86 74 93
Q27 When you had important questions to ask a nurse, did you get 84 7.1 93 384 84
answers that you could understand?
Q28 Did you have confidence and trust in the nurses treating you? 9.0 80 9.7 437 86 1
Q29 Did nurses talk in front of you as if you weren't there? 91 76 9.7 436 8.9
Q30 In your opinion, were there enough nurses on duty to careforyou 7.8 6.2 95 435 7.1 1
in hospital?
Torl! Indicates where 2014 score is significantly higher or lower than 2013 score

(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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Care and treatment
S7 Section score 79 6.8 89
Q31 Did a member of staff say one thing and another say something 83 74 9.1 435 81
different?
Q32 Were you involved as much as you wanted to be in decisions 75 6.1 92 432 7.2
about your care and treatment?
Q33 Did you have confidence in the decisions made about your 87 7.2 9.4 433
condition or treatment?
Q34 How much information about your condition or treatment was 83 7.0 95 437 7.8

given to you?

Q35 Did you find someone on the hospital staff to talk to about your 59 43 8.2 233 5.6
worries and fears?

Q36 Do you feel you got enough emotional support from hospital staff 7.7 5.7 9.0 263 6.5 1
during your stay?

Q37 Were you given enough privacy when discussing your conditionor 87 7.5 94 435 82 1
treatment?

Q38 Were you given enough privacy when being examined or treated? 9.7 9.0 9.9 438 9.4

Q40 Do you think the hospital staff did everything they could to help 80 73 93 244 81
control your pain?

Q41 After you used the call button, how long did it usually take before 6.0 5.1 7.8 247 6.1
you got help?

Operations and procedures (answered by patients who had an operation or procedure)

S8 Section score 87 7.7 92

Q43 Did a member of staff explain the risks and benefits of the 9.1 82 96 284 9.1
operation or procedure?

Q44 Did a member of staff explain what would be done during the 88 78 93 279 87

operation or procedure?

Q45 Did a member of staff answer your questions about the operation 8.9 7.8 9.6 250 8.7
or procedure?

Q46 Were you told how you could expect to feel after you had the 77 6.0 85 283 7.3
operation or procedure?

Q48 Did the anaesthetist or another member of staff explain how heor 9.4 8.2 9.6 232 8.9
she would put you to sleep or control your pain?

Q49 Afterwards, did a member of staff explain how the operation or 80 6.7 90 279 73 1
procedure had gone?

Torl! Indicates where 2014 score is significantly higher or lower than 2013 score
(NB: No arrow reflects no statistically significant change)

Where no score is displayed, no 2013 data is available.
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The Royal Bournemouth and Christchurch Hospitals
NHS Foundation Trust

Leaving hospital
S9 Section score

Q50 Did you feel you were involved in decisions about your discharge
from hospital?

Q51 Were you given enough notice about when you were going to be
discharged?

Q53 Discharge delayed due to wait for medicines/to see doctor/for
ambulance.

Q54 How long was the delay?

Q55 Before you left hospital, were you given any written or printed
information about what you should or should not do after leaving

hospital?

Q56 Did a member of staff explain the purpose of the medicines you
were to take at home in a way you could understand?

Q57 Did a member of staff tell you about medication side effects to
watch for when you went home?

Q58 Were you told how to take your medication in a way you could
understand?

Q59 Were you given clear written or printed information about your
medicines?

Q60 Did a member of staff tell you about any danger signals you should
watch for after you went home?

Q61 Did hospital staff take your family or home situation into account
when planning your discharge?

Q62 Did the doctors or nurses give your family or someone close to you
all the information they needed to care for you?

Q63 Did hospital staff tell you who to contact if you were worried about
your condition or treatment after you left hospital?

Q64 Did hospital staff discuss with you whether additional equipment or
adaptations were needed in your home?

Q65 Did hospital staff discuss with you whether you may need any
further health or social care services after leaving hospital?
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(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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Survey of adult inpatients 2014

The Royal Bournemouth and Christchurch Hospitals ¢
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Overall views of care and services
S10 Section score 58 48 7.7
Q66 Overall, did you feel you were treated with respect and dignity 9.1 8.2 9.8 440 8.9
while you were in the hospital?
Q67 During your time in hospital did you feel well looked after by 89 7.8 9.8 440
hospital staff?
Q69 During your hospital stay, were you ever asked to give your views 2.5 0.8 6.0 393 2.9
on the quality of your care?
Q70 Did you see, or were you given, any information explaining howto 2.7 14 58 330 24
complain to the hospital about the care you received?
Overall experience
S11 Section score 81 7.2 9.2
Q68 Overall... 81 72 92 428 79
Torl! Indicates where 2014 score is significantly higher or lower than 2013 score

(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2013 data is available.
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Survey of adult inpatients 2014
The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

Background information

The sample This trust All trusts
Number of respondents 447 59083
Response Rate (percentage) 54 47
Demographic characteristics This trust All trusts
Gender (percentage) (%) (%)
Male 55 a7
Female 45 53
Age group (percentage) (%) (%)
Aged 16-35 2 6
Aged 36-50 6 11
Aged 51-65 20 23
Aged 66 and older 72 59
Ethnic group (percentage) (%) (%)
White 95 89
Multiple ethnic group 0 1
Asian or Asian British 0 3
Black or Black British 0 1
Arab or other ethnic group 0 0
Not known 5 6
Religion (percentage) (%) (%)
No religion 15 16
Buddhist 0 0
Christian 83 78
Hindu 0 1
Jewish 0 0
Muslim 0 2
Sikh 0 0
Other religion 1 1
Prefer not to say 0 2
Sexual orientation (percentage) (%) (%)
Heterosexual/straight 94 94
Gayl/lesbian 2 1
Bisexual 0 0
Other 0 1
Prefer not to say 3 4



BOARD OF DIRECTORS

Meeting Date and Part:

29 May 2015 — Part 1

Subject:

CQC Intelligent Monitoring Report

Section:

Quality Improvement

Executive Director with
overall responsibility

Paula Shobbrook, Director of Nursing and Midwifery

Author(s):

Paula Shobbrook, Director of Nursing and Midwifery

Previous discussion and/or
dissemination:

HAC 28 May 2015

Action required:

The Board of Directors is asked to note the verbal report.

Summary:

The Intelligent Monitoring report is due to be published 29 May 2015. The CQC will send

this to the Trust on 27 May and a verbal update will be provided at the board meeting.

The CQC intelligent monitoring reports include an analysis of a suite of over 150 indicators
which are used to calculate an overall “Priority Band for Inspection”. The banding is rated

band 1 (worst: high risk) to band 6 (best: low risk).

The Intelligent Monitoring report of 3" December 2014 noted one elevated risk associated
with “never events”, one risk associated with mortality, one with knee related PROMS and
one with SSNAP. A banding was not published as the RBCH was wave 1 of the new

inspection methodology.

Related Strategic Goals/
Objectives:

All

Relevant CQC Outcome:

All

Risk Profile:

i. Have any risks been reduced? No

ii. Have any risks been created? No

Reason paper is in Part 2

Not applicable




BOARD OF DIRECTORS

Meeting Date and Part: 29" May 2015 - Part 1
Subject: Performance Report
Section: Performance

Executive Director with overall

responsibility Richard Renaut

Author(s): Donna Parker/David Mills

Previous discussion and/or

dissemination: PMG

Action required:

The Board of Directors is asked to consider the information provided and support any actions highlighted in
relation to non-compliant or ‘at risk’ indicators.

Summary:

The attached Performance Indicator Matrix and Performance Report outlines the Trust's performance
exceptions against key access and performance targets for the month of April 2015.

The Matrix also incorporates an indicative RAG rating for expected performance in the following month based
on internal monitoring to date, as well as an indication of Trust level risk in relation to the metrics in the next
reporting quarter for each metric.

As an overview of the key risks for Q1, these are non-admitted waits (especially Dermatology, Orthopaedics, Gl
and Poole based specialties), Cancer 62 day 4 hour ED compliance. The report also includes some key updates
on progress against our detailed recovery action plans.

Related Strategic Goals/ Objectives: | Performance

Section 2 — Outcome 4: Care and welfare of people who use services.

Relevant CQC Outcome: Outcome - 6 Co-operating with others.

Risk Profile:
The following risk assessments remain on the risk register:
i. Cancer 62 & 31 day wait non-compliance and potential risk to the trust’s authorisation, due to ongoing risks.

ii. 4 hour target due to the continued high level of ambulance conveyances, attendances and admissions and
our continued non-compliance, though noting strong March and May performance above 95%.

iii. RTT non-admitted and admitted speciality and aggregate performance due to speciality pressures.
The urgent care impact risk assessment remains on the Trust Risk Register given the continued activity

pressures, 4 hour non-compliance and other indicators such as the increase in outliers. However, due to some
early indication of improvement the risk score has reduced slightly.

Reason paper is in Part 2 N/A




Board of Directors — Part 1
29th May 2015

Performance Report May 2015/16
For April 2015

1. Risk assessment for 2015/16

This report accompanies the Performance Indicator Matrix and outlines the Trust’s actual and
predicted performance exceptions against key access and performance targets. These targets
are set out in Forward View into Action — Planning for 15-16, the Monitor Risk Assessment
Framework (RAF) and in our contracts.

The report also includes some key updates on progress against measures not required by
Monitor, such as for Stroke.

The table below sets out the heightened risk areas predicted for 2015/16 in our Annual Plan,
which have been discussed with Monitor. All indicators have some risk. Our current predictions
are that no individual quarter will trigger a score of 4 or more on the Monitor RAF. This is the
level that requires Monitor to consider an investigation into our Trust governance processes.
Monitor retains the right to investigate due to other triggers, particularly if any one indicator
breaches for 3 quarters in a row.

Referral to treatment time, 18 weeks in aggregate, admitted patients | No No Yes No
I

_Refe_rral Ereﬂent_tlmu8 Wweeks in aggregate, nwdﬂttedﬂtleﬁ ! Yes Yes No _No_
Referral to treatment time, 18 weeks in aggregate, incomplete pathways | No Yes | No
'—_ ___A&E Clinical Quality- Total Time in AGE under4hours ' Yes [ No | Nmes
}_ _Cancer 62 Day Waits for first treatment (from urgent GP referral) —!_Yes Yes
Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Senice referral)
| __ _Cancer 31 day wait for second or subsequent treatment - surgery _ ___ No TNO
Cancer 31 day wait for second or subsequent treatment - drug treatments No No
___ Cancer 31 day wait for second or subsequent treatment - radiotherapy __ | No NL _No | No_|
____ Cancer 31 day wait from diagnosis to first treatment | No No No No
’_ Cancer 2 week (all cancers) ' No No Yes Yes
o ___ o E\nEZW_eekmaEym_ptong - ___ T& "No No ' No
T~ Ciostidum Oifcl meeting ine C.Difogeoive | o | o . o ] o ]

| Compliance with requirements regarding access to healthcare for people with a | N
learning disability | °

' No No | No

The non-admitted RTT waits in Q1 is a planned breach especially due to pressures in
Dermatology, Orthopaedics at Poole and RBH, plus Poole based specialties at RBH and in
Gastroenterology/Endoscopy. These are below the RTT 95% threshold as backlog waits are
reduced in a proactive way. The plan includes returning to compliance in Q2, although risk is
flagged as pressures on diagnostics and some clinics remain. Reducing these clinic waits runs
the risk of a surge of patients being added to admitted waiting lists. This is why the Incomplete
Pathways and Admitted RTT indicators are flagged as risks for Q2 & Q3 respectively. These will
though, continue to be closely managed to minimise the risk.

Cancer 62 day waits will breach in Q1 as a result of reducing Urology patients waiting
(discussed below in relevant section). Cancer Two Week Wait performance is predicted to be
compliant for Q1 (the first quarter in over a year) based on 97.25% QTD. The Two Week Wait

Performance Monitoring Page 1 of 8
For Information



Board of Directors — Part 1
29th May 2015

risk is highlighted for Q3&4 as a result of the draft NICE guidance expected over the summer
which may double fast track referrals in some specialities like Gastro and Dermatology.

4 hour ED performance for May to date is 95.9%. However for the Quarter to date it is 93.3%
(against the threshold of 95%). Therefore, the Quarter is at risk of non compliance. Q4
(January-March 2016) is flagged as a risk due to Winter pressures which, whilst plans are being
progressed with partners through the System Resilience Group, cannot be assessed as a low
risk period.

2. Infection Control

Number of Hospital acquired C. Difficile due to lapses in care
Number of Hospital acquired MRSA cases

Guidance is now focused on those cases attributed to lapses in care. A challenging national
target for 15/16 has been confirmed as a maximum of 14 C.Diff cases “due to lapses in care.”
Actions are being developed in conjunction with the Nursing Directorate and Infection
Prevention and Control Committee.

For April 2015, two cases of C. Difficile were reported on the Wards. These are currently being
investigated to determine whether they were due to lapses in care.

A national target of 6.9 has been set for the monthly rate of C. Difficile cases per 100,000
occupied bed days. Whilst April 2015 figures are not yet available, the rate for Q4 14-15 was
reported at 17.8 cases per 100,000 occupied bed days. This did not though distinguish between
all cases and those attributed to lapses. This should be available for next month.

There have been no reported cases of MRSA.

3. Cancer

Performance against Cancer Targets

Key Performance Indicators Threshold Qtr. 4 Mar-15 Pr:;;itle d
2 weeks - Maximum wait from GP 93% 91.6% 90.9% 94.50%

2 week wait for symptomatic breast patients 93% 98.1% 96.0% 96.30%
31 Day — 1st treatment 96% 96.2% 96.8% 98.80%
31 Day — subsequent treatment - Surgery 94% 86.1% 97.1% 96.90%
31 Day — subsequent treatment — Others 98% 100.0% 100.0% 100.0%
62 Day — 1st treatment 85% 81.9% 86.5% 85.50%
62 day — Consultant upgrade (local target) 90% ---

62 day — screening patients 90% 89.6% 93.8% 100.0%

Performance Monitoring Page 2 of 8
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Two Week Wait

The Two Week Wait target was challenging through February and March due to Endoscopy
capacity for Upper Gl when on ‘straight to test’ pathways. Whilst outsourcing of Endoscopy
procedures were undertaken during this time, unfortunately the provider was unable to fully
meet the original requirement, putting additional pressure on the service. Endoscopy continues
to be the main risk to cancer referral pathway performance.

Secondly, Urology surgeon capacity (consultant and middle grade) for Haematuria clinics was
down significantly due to unplanned absences, but this is now improved and is compliant for Q1.

Q4 14/15 & Q1 15/16: Cancer 2 Week Wait Breaches
25

Z /\

10 / \ /\
L / \/ N
: N~ ’ N

week week week week week week week week week week Week Week Week Week Week Week Week
ending ending ending ending ending ending ending ending ending ending ending ending ending ending ending ending ending
05/01/15 | 12/01/15 | 19/01/15 | 26/01/15 | 02/02/15 | 09/02/15 | 16/02/15 | 16/03/15 | 23/03/15 | 30/3/15 | 06/04/15 | 13/04/15 | 20/04/15 | 27/04/15 | 04/05/15 | 11/05/15 | 18/05/15

‘ e To 2 7 7 0 4 2 0 6 15 15 21 3 13 10 3 6 2 4

The overall improvement follows the changes in the operational management of Two Week
Waits including more robust management of patient choice, better matching of clinic capacity
and daily escalation of issues. Improved compliance in non-endoscopy areas means almost
100% compliance is currently being achieved for outpatient based fast track appointments. The
Breast symptomatic target also continues to be achieved.

Performance for the quarter to date is 97.25% and therefore, this is predicted to be complaint for
the quarter. This will be the first quarter compliant since 2013. The staff involved in many
departments including outpatients and bookings team have coped with a 21% rise in demand
over the year, and many instances of reduced key medical staffing due to sickness and other
vacancies. The Board may wish to note this improved performance.

62 Day Referral to Treatment

Increased theatre capacity and continuation of the ‘robot weeks'’ is improving our capacity in
Urology. However we remain non-compliant for Q4 and Q1. The pressure on this service was
exacerbated by the Dorchester patients for robotic surgery and template biopsy waiting lists
from the Dorchester based service. We will remain non-compliant for Q1 15-16 whilst these
backlogs are cleared. Additional Dorchester capacity has come on line for Q1 as well as joint
working with Dorchester in relation to waiting patients. A challenging trajectory of returning to
compliance in Q2 has been set, but this is at risk due to the variety of backlogs being cleared
down.

A key success is that an RBCH template biopsy service has been commissioned by the CCG
and started in May. This is of great benefit to patients in having faster, less painful and safer
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diagnostic testing, without a journey to Dorchester and many weeks waiting. Clearance of
patients on this pathway may take us into Q2, but will eventually allow a more sustainable 62
day performance as it will avoid repeat diagnostics and extended pathways.

31 Day First Treatment, Subsequent Surgery and 62 Day Screening

Whilst compliance was achieved in March for 31 Day First Treatment (96.8%) and Subsequent
Surgery (97.1%), as well as 62 Day Screening (93.8%), the latter two were non-compliant for Q4
(81.9%, 89.6%).

The particular challenge faced in Q4 was medical staffing, with sudden and unplanned leave
affecting both Skin and Breast services. Locum cover was secured along with a permanent
advertisement and re-profiling of work across the county, as well as training and additional
capacity from existing staff. This reduced the impact, enabling compliance in these areas for
March. The prediction is for compliance in Q1, but these small number performance targets,
often relying on a small number of specialist staff, can experience in a handful of patients
breaches that can tip these into non-compliance. Therefore, an underlying risk remains.

4. A&E

95% of patients waiting less than 4 hours from arrival to transfer/discharge

April saw a slight decrease in ED attendances compared to March (-127, -1.8%), but
Emergency admissions were up 0.5% (+11) in April compared to March, indicating a slightly
heavier casemix. Non-Elective admissions (e.g. transfers in) were up 19.6% (18) in April
compared to March.

The ED performance in April dipped to 91.58%, despite being over 95% in March. Performance
in May to date has recovered to 95.85%.

Analysis of the dip in April performance shows 58.9% of the breaches in April were due to the
ED itself, with 52.6% of the breaches being attributed to clinician assessment delay. The
transfer to a new rotation of junior doctors, the pressures over the Easter period, the difficulty of
fully staffing the BREATH nursing a rise in overnight spikes in demand and wards/bay closures
due to norovirus all contributed to the April position. Equally the better performance in May is in
part as a result of addressing each of these issues.

As the recruitment to BREATH, and 7 day Ambulatory Emergency Care takes effect, so the
greater resilience of the service will improve, especially 8am-10pm. However, the need to
support new doctors, to escalate issues quickly when demand spikes out of hours, and
developing new pathways to allow faster access in ED to specialist inpatient medical opinion,
will all help further improve resilience.
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5. Learning Disability

Patients with a learning disability: Compliance with requirements to healthcare access

Both Q4 and March were compliant with requirement to healthcare access. We anticipate
meeting the Q1 15-16 target.

6. Diagnostics

99% of patients to wait less than 6 weeks for a diagnostic test

Unfortunately April’s diagnostic result of 94.79% missed the 99% threshold due to Endoscopy
waits (specifically Gastroscopy with 68.02% of the >6wk patients). As additional work and
outsourcing within Endoscopy alleviated some of the March pressures, the availability of further
outsourcing capacity is being explored for Q1. The trajectory for Q1 will be reviewed in light of
the outcome of this.

Radiology and Cardiology diagnostics remain compliant despite increases in demand, which is
testament to the flexibility and dedication of these services.

7. Stroke

A full report on the Sentinel Stroke National Audit Programme (SSNAP) will be part of the June
Board papers, as it will allow national comparison on all the key measures. However, as a
headline we expect our overall score to rise from 54 to 57 points as we improve on a number of
indicators.

In line with the Board discussion in April we will publish monthly our progress against the stroke
access targets, specifically for scanning, access to the stroke unit and thrombolysis.

The methodology is always to seek to improve to the next level of stroke performance using the
SSNAP thresholds (rated A-E). The tables below set out our “stretch” thresholds. (Up to date
national comparisons will be part of the quarterly detailed SSNAP report next month).
STROKE PERFORMANCE & DELIVERY PLAN SUMMARY OF KPI's— May 2015

Domain 1: Scanning

Last Last April

DOMAIN KEY INDICATORS Plan SSNAP quarter (unvalidated)

(C) (D) (Jan-Mar

expected)
1.1 Proportion of patients scanned within 1 hour of clock 32.3%
start (A = 48%) 43% (B) (C) 44.2% (B) 46.7% (B)
1.2 Proportion of patients scanned within 12 hours of clock 82.8%
start (A = 95%) 85% (C) 85.9% (C) 88.3% (C)
1.3 Median time between clock start and scan (A=< < 90mins
60mins) (€) 01:15 (B) 01:17 (B)
Performance Monitoring Page 5 of 8
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Domain 2: Stroke Unit

Last Last April

DOMAIN KEY INDICATORS Plan SSNAP quarter (unvalidated)

(C) (D) (Jan-Mar

expected)
2.1 Proportion of patients directly admitted to a stroke unit 60.0%
within 4 hours of clock start (A = 90%) 75% (B) (C) 68.2% (C) 52.3% (E)
2.2 Median time between clock start and arrival on stroke Median < | 03:29
unit (hours:mins) (A = Median < 2 hrs) 3 hrs (B) (C) 03:19 (C) 03:43 (C)
2.3 Proportion of patients who spent at least 90% of their
stay on stroke unit (A = 90%) 80% (C) 74.3% (E) 51.1% (E)
Domain 3: Thrombolysis
Last Last April

DOMAIN KEY INDICATORS Plan SSNAP quarter (unvalidated)

(B) (D) (Jan-Mar

expected )

3.1 Proportion of all stroke patients given thrombolysis 20% 16.7% 13.3% (C)
(A=20%) (A) (B)
3.2 Proportion of eligible patients given thrombolysis 80% 66.7% Not yet Not yet
(A=90%) (C) (D) available available
3.3 Proportion of patients who were thrombolysed within 40% 31.6% 26.9% 50% (B)
1 hour of clock start (A=55%) (C) (E)
3.4 Proportion of applicable patients directly admitted to Not yet Not yet
a stroke unit within 4 hours of clock start and received 65% available available
thrombolysis or have a pre-specified justifiable reason (A)
(“no but”) for why it couldn’t be given (A = 65%)
3.5 Median time between clock start and thrombolysis <60mins | 01:03 01:29 (D) 01:03 (D)
(A=< 40mins) (Q) (D)

Key areas of focus for stroke improvement are:

Scanning time

This shows steady improvement, especially for the median time. It should be noted that units
achieving median times less than 60 minutes (scoring A) all have CTs in or very near ED. These
units are sometimes achieving medians of less than 20 minutes.

Our performance should improve further with the full roll out of the Stroke outreach team, which
from late June should cover 8am-10pm Monday to Friday and 8-5pm Saturday and Sunday.
Extensions into the evening at weekends are subject to a third round of recruitment.

90% of Time spent on Stroke Unit

Performance declined in April, compared to the 72.7% reported in March. 14 patients failed due
to bed capacity (3 were not admitted), 3 were appropriately managed on an outlying ward for
End of Life care, 2 patients failed due to delays in diagnosis, 1 patient failed due to other
comorbidities, 1 patient was an inpatient delay, and the final patients’ delay is unclear. April did
see significant stroke bed pressures, due in part to an exceptional rise in actual or possible
stroke patients and delays in discharge, which combined to place pressure upon the specialist
stroke beds. Early indications for May are that this is improving but will require detailed Quality
Improvement (Ql) work on flow which indicates potential for progressing to the higher level of
performance is possible.
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Thrombolysis

These measures are also showing improvement compared to previous quarters. The risks to
maintaining the thrombolysis rota have been resolved thanks to Dr Jupp’s work in reviewing the
rota and those contributing. Dr Jupp will take the lead for the stroke service in June and is
already involved in the detailed SSNAP action plan.

8. Admitted RTT — Aggregate and Speciality Level

90% of patients on an admitted pathway treated within 18 weeks

The aggregate RTT compliance continued in April, with a return of 90.1%. As expected, the
particular specialities which were below threshold in April were: General Surgery, Orthopaedics,
Dermatology and Gynaecology. This was in line with trajectory, with most specialities and the
aggregate position being marginally better than forecast. Orthopaedics in particular have
reduced their admitted patient backlog much faster than trajectory as a result of the detailed grip
on capacity planning and improvement actions they have.

In line with our RTT action plans, we have recruited two new Orthopaedic consultants to backfill
current gaps and increase capacity. Performance trajectories will be reviewed when start dates
are confirmed. The directorate are also undertaking some improvement work in relation to
scheduling to maximise capacity as well to move patients forward where possible. Work to
improve outpatient waits have also seen a reduction in the outpatient waiting list since last
autumn. Late transfers from other providers remain a challenge and we will be working jointly
with Poole Hospital to secure a plan to resolve this.

Dermatology is seeing an improved position on non-admitted pathways; however, specialist
surgical capacity remains a challenge due to current medical gaps. Additional sessions are
being secured to provide capacity and we are also reviewing the external demand/capacity
modelling that is being undertaken, as well as reviewing current pathways and approaching
referring providers in relation to joint work on late transfers.

Weekend capacity together with a locum post continues to support the management of long
waiters in Upper Gl. Pathway reviews as well as seeking additional clinic capacity to reduce
pathway delays in Gynaecology are also being progressed.

The above challenges will continue to present a risk to our aggregate position though this is

being closely managed through our detailed action plans. Our current trajectory indicates a
compliant aggregate position going forward.

9. Non-Admitted RTT and Incomplete Pathways - Speciality Level

95% of patients on a non-admitted pathway treated within 18 weeks

For April, as anticipated, non-admitted RTT was non-compliant with a return of 93.0%.

The specialities which were non-compliant were: General Surgery, Urology, Orthopaedics, ENT,
Oral Surgery, General Medicine, Dermatology, Neurology and Gynaecology. However, our
performance was above threshold for Incomplete Pathways at 92.6%.
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Pressures and actions in Orthopaedics, Dermatology and Gynaecology are closely interlinked
with the non-admit and incomplete pathways performance. Our detailed action plans have the
aim of ensuring that long waiting patients are treated in Q1 across all specialities, and are
focussed on securing recovery overall in Q2 15/16. Joint work with Poole Hospital is resulting in
some additional capacity from April/May for ENT, Oral Surgery and Neurology. Our performance
trajectories are being reviewed in light of the additional capacity that is available to meet our
plan for a significant reduction in longer waiters and pathway delays through Q1. On-going
discussion will be progressed in terms of the longer term improvements and capacity to meet
increased referral growth in these specialities.

As of April, we are now fully reporting from the new recording system (PPW), which is a more

robust patient tracking system. Tracker Leads remain in post to support the further development
of our systems and processes.

10. Recommendation

The Board of Directors is requested to note the performance exceptions to the
Trust’s compliance with the 2015/16 Monitor Framework and ‘The Forward View into
Action’ planning guidance requirements.
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/16 PROPOSED PERFORMANCE INDICA

OR MATRIX FOR BOARD OF DIRECTORS

Indicator Measure

Monitor Governance Targets & Indicators

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Forecast
xt Mol

Forecast

RAG Thresholds

> trajectory

<= trajectory

| e sa— |Clostridium difficile Total number of hospital acquired C. Difficile cases under review | n/a | 10 >1 <1
|C|ostridium difficile C. Difficile cases due to lapses in Care | 14 (1 pcm) | >1 <1
RTT Admitted 18 weeks from GP referral to 1°' treatment — aggregate 90% 1.0 88.1% 90.2% 90.1% <90% 2>90%
?re;:;::le:: RTT Non Admitted 18 weeks from GP referral to 1st treatment — aggregate 95% 1.0 95.6% 91.9% 93.0% <95% >95%
RTT Incomplete pathway Patients on an 18 week pathway awaiting treatment — aggregate 92% 1.0 95.0% 92.6% 92.6% <92% >92%
2 week wait From referral to to date first seen - all urgent referrals 93% 10 86.1% 91.6% <93% >93%
2 week wait From referral to date first seen - for symptomatic breast patients 93% 91.5% 98.1% <93% >93%
31 day wait From diagnosis to first treatment 96% 93 96.2% <96% >96%
Cancer 31 day wait For second or subsequent treatment - Surgery 94% 1.0 94.2% 86.1% <94% >94%
31 day wait For second or subsequent treatment - anti cancer drug treatments 98% 100.0% 100.0% <98% >98%
62 day wait For first treatment from urgent GP referral for suspected cancer 85% 10 82.3% 81.9% <85% >85%
62 day wait For first treatment from NHS cancer screening service referral 90% 90.7% <90% >90%
| A&E |4 hr maximum waiting time From arrival to admission / transfer / discharge (Type 1 & 2) | 95% | 1.0 | | | | | _ | <95% ‘ ‘ >95% |
| LD |Patients with a learning disability Compliance with requirements regarding access to healthcare I n/a I 1.0 | | I | _ I No ‘ ‘ Yes |
[ TOTAL [ CURRENT QUARTERLY MONITOR (PREDICTION) / SCORE [ o0 [ oo [ [ [ [[ ma T wa ][ na ] [ |
Indicators within The Forward View into Action: Planning for 2015/16.
| MSA |Mixed Sex Accommodation Minimise no. of patients breaching the mixed sex accommodation requirement | 0 | ‘ | ‘ ‘ | ‘ ‘ | ‘ ‘ | _ | | >0 ‘ ‘ 0 |
Control IMRSA Bacteraemias Number of hospital acquired MRSA cases I 0 I ‘ | l | | | ‘ I | ‘ | _ I >0 | ‘ 0 |
|Clostridium difficile Monthly rate of C. Difficile cases per 100,000 occupied bed days | 6.9 | ‘ | ‘ | | | ‘ | | ‘ | | >6.9 | ‘ <6.9 |
| Cancer |62 day — Consultant upgrade Following a consultant’s decision to upgrade the patient priority * | 90% | 60.0% 100.0% 100.0% 100.0% 100.0% ‘ | ‘ ‘ | ‘ ‘ | ‘ ‘ | | | | | <90% ‘ ‘ >90% |
| VTE |Ven0us Thromboembolism Risk assessment of hospital-related venous thromboembolism I 95% | 94.7% 95.0% 95.5% 95.8% 96.1% | | | | _ I <95% ‘ ‘ >95% |
| Diagnostics |Six week diagnostic tests More than 99% of patients to wait less than 6 wks for a diagnostic test | >99% | 98.9% 97.0% 94.2% 94.8% 98.4% ‘ | ‘ ‘ | ‘ ‘ | ‘ ‘ | _ | <99% ‘ ‘ >99% |
Admission via A&E No. of waits from decision to admit to admission over 12 hours 0 >1 0
AKE Ambulance Handovers No. of breaches of the 30 minute handover standard 0 75 74 72 66 55 49 20 tbc
Ambulance Handovers No. of breaches of the 60 minute handover standard 0 tbe
Cancelled |28 day standard No. of patients not offered a binding date within 28 days of cancellation | 0 | | ‘ | ‘ | | | ‘ | | ‘ >1 ‘ ‘ 0 |
Operations |Urgent ops Cancelled for 2nd time No. of urgent operations cancelled for a second time | 0 | | (] 0 ‘ | ‘ | | | ‘ | | ‘ >1 ‘ ‘ 0 |
SSNAP indicator % of Stroke patients are treated on a dedicated stroke ward for 90% of spell SSNAP threshold tbc 70.0% 59.3% 61.4% 66.7% 83.7% 72.7% btc
SSNAP indicator Direct admission to Stroke Unit within 4 hours of admission SSNAP threshold tbc 66.2% 60.7% 54.2% 64.9% 68.1% 70.0% 53.3% tbe
SSNAP indicator Patients receive CT Scan within 24 hours of admission SSNAP threshold tbc 96.9% 98.4% 100.0% 98.2% 97.9% 98.1% 96.7% tbe
S B T SSNAP indicator Patients with acute stroke receive brain imaging within 1 hr SSNAP threshold tbc 26.2% 39.3% 35.6% 35.1% 42.6% 55.8% 46.7% tbe
SSNAP indicator Thrombolysis Rate SSNAP threshold tbc 9.2% 9.8% 12.0% 14.0% 19.1% 17.3% 13.3% tbe
SSNAP indicator % appropriate patients receiving thrombolysis (within 1 hour of clock start) SSNAP threshold tbc 16.7% 33.3% 14.0% 37.5% 33.3% 11.0% 50.0% tbe
TIA indicator High risk TIA cases investigated and treated within 24hrs SSNAP threshold tbc 53.0% 68.0% 58.0% 75.0% 70.0% 71.0% 67.2% tbe
TIA indicator Low risk TIA cases, seen within 7 days SSNAP threshold tbc 84.0% 85.0% 79.0% 76.0% 86.0% 91.0% 89.2% tbe
Clocks still running - 52 weeks Zero tolerance of over 52 week waiters (Incomplete Pathways) 0 n >1 0
Clocks still running - admitted Total number of patients with an admitted incomplete pathway tbc n/a n/a n/a n/a n/a n/a tbe
?re;::::e:jl Clocks still running - admitted Number of patients with an admitted incomplete pathway over 18 weeks tbc n/a n/a n/a n/a n/a n/a tbe
Clocks still running - non admitted Total number of patients with an non admitted incomplete pathway tbc n/a n/a n/a n/a n/a n/a tbe
Clocks still running - non admitted Number of patients with a non admitted incomplete pathway over 18 weeks tbc tbe
Planned waits |Planned waiting list % of patients overdue from their planned date 0 | | tbe
RTT Admitted 100 - General Surgery 90% 84.7% 85.1% 84.1% 86.9% 88.7% 85.5% 84.3% <90% >90%
RTT Admitted 101 - Urology 90% 92.5% 90.1% 92.7% 88.4% 93.3% 92.8% 90.7% <90% >90%
RTT Admitted 110 - Orthopaedics 90% 84.0% 80.3 80.1% 82.3% 86.2% 84.7% 84.7% <90% >90%
RTT Admitted 130 - Ophthalmology 90% 83.2% 85.0% 85.6% 91.9% 88.6% 92.9% 92.5% <90% >90%
RTT Admitted 300 - General medicine 90% 99.4% 98.3% 98.0% 99.4% 98.3% 97.6% 98.6% <90% >90%
RTT Admitted 320 - Cardiology 90% 89.3% 92.8% 92.7% 94.5% 93.5% 91.3% 92.5% <90% >90%
RTT Admitted 330 - Dermatology 90% 91.7% 87.6% 82.0% 84.3% 84.8% 85.3% 84.8% <90% >90%
RTT Admitted 410 - Rheumatology 90% 98.1% 94.5% 97.1% 98.2% 100.0% 96.9% 96.0% <90% >90%
RTT Admitted 502 - Gynaecology 90% 85.7% 75.79 87.6% 84.4% 78.9% 77.7% 81.1% <90% >90%
RTT Admitted Other 90% 99.4% 97.7% 98.9% 97.8% 100.0% 99.3% 97.8% <90% >90%
RTT Non admitted 100 - General Surgery 95% 90.9% 96.4% 95.5% 95.1% 92. 93.4% 94.1% <95% >95%
=T RTT Non admitted 101 - Urology 95% 99.5% 96.5% 99.4% 96.2% 92. 97.0% 91.2% <95% >95%
RTT Non admitted 110 - Orthopaedics 95% 96.7% 91.4% 91.8% 87.9% 82.9% 83.2% 88.4% <95% >95%
RTT Non admitted 120 - ENT 95% 92.6% 89.9% 87.6% 83.6% 85.4% 84.6% 84.6% <95% >95%
RTT Non admitted 130 - Ophthalmology 95% 100.0% 96.4% 96.3% 95.5% 89.3% 96.1% 95.1% <95% >95%
RTT Non admitted 140 - Oral surgery 95% 91.0% 90.6% 78.7% 76.0% 68.2% 72.2% 65.7% <95% >95%
RTT Non admitted 300 - General medicine 95% 93.3% 96.5% 99.1% 95.7% 96.8% 96.3% 93.9% <95% >95%
RTT Non admitted 320 - Cardiology 95% 95.8% 93.4% 93.4% 95.5% 96.5% 97.1% 95.8% <95% >95%
RTT Non admitted 330 - Dermatology 95% 100.0% 94.5% 85.0% 80.4% 81.3% ) 90.3% <95% >95%
RTT Non admitted 340 - Thoracic medicine 95% 97.5% 98.5% 98.9% 96.9% 100.0% 95.8% 98.0% <95% >95%
RTT Non admitted 400 - Neurology 95% 97.4% 96.4% 95.3% 87.5% 81.0% 82.1% 87.8% <95% >95%
RTT Non admitted 410 - Rheumatology 95% 95.9% 95.3% 97.5% 97.9% 97.3% 98.5% 98.8% <95% >95%
RTT Non admitted 502 - Gynaecology 95% 98.3% 96.2% 98.2% 93.0% 94.4% 91.0% 94.8% <95% >95%
RTT Non admitted Other 95% 98.8% 99.3% 98.8% 99.5% 99.3% 99.1% 98.7% <95% >95%
SUS Submissions |NHS Number Compliance Completion of NHS Numbers in SUS Submission (IPS/OPS) I 99% I | 99.8% 4 ‘ | l ‘ | l ‘ I ‘ ‘ <99% ‘ ‘ >99% |
|NHS Number Compliance Completion of NHS Numbers in SUS A&E Submissions | 95% | | 97.3% 9 ‘ | ‘ ‘ | ‘ ‘ | ‘ ‘ <95% ‘ ‘ >95% |

* Local standard of 90% with a de minimis of 2 breaches per month or 6 per quarter

NHS Number Compliance is YTD




BOARD OF DIRECTORS

Meeting Date and Part: 29" May 2015 — Part 1
Subject: Quality Report
Section: Performance

Executive Director with

e Paula Shobbrook — Director of Nursing and Midwifery
overall responsibility

Joanne Sims, Associate Director Clinical Governance

Author(s): Ellen Bull, Deputy Director of Nursing
Previous discussion and/or For Information. The full report will be discussed at
dissemination: HAC on the 28" May 2015

Action required:
The Board of Directors is asked to note the report

Summary:

This report provides a summary of information and analysis on the key performance and
quality (P&Q) indicators linked to the Board objectives for 15/16.

The Trust level dashboard provides information on patient safety and patient experience
indicators including:

Serious Incidents
Safety Thermometer — Harm Free Care
Patient experience performance

The full Dashboard for 15/16 will be discussed at HAC on the 28" May 2015 and quality
improvement targets for 15/16 agreed.

Related Strategic Goals/
Objectives:

Relevant CQC Outcome:

Risk Profile:
i. Have any risks been reduced? No

ii. Have any risks been created? No

Reason for Part 2 N/A




Quality & Patient Safety Performance Exception Report
April 2015

1. Purpose of the Report

This report accompanies the Quality/Patient Performance Dashboard and outlines the
Trust’s performance exceptions against key quality indicators for patient safety and patient
experience for the month of April 2015

2. Serious Incidents
2 Serious Incidents (SI’s) were confirmed and reported on STEIS in April 2015.
3. Safety Thermometer

All inpatient wards collect the monthly Safety Thermometer (ST) “Harm Free Care” data.
The survey, undertaken for all inpatients the first Wednesday of the month, records
whether patients have had an inpatient fall within the last 72 hours, a hospital acquired
category 2-4 pressure ulcer, a catheter related urinary tract infection and/or, a hospital
acquired VTE. If a patient has not had any of these events they are determined to have
had “harm free care”.

3.1. The results for the 2014/15 ST data collection are as follows:

Safety 90.68% | 93.80% 95% 92.56%
Thermometer

%Harm Free Care

Safety 97.18% | 97.59% 98%

Thermometer %
Harm Free Care
(New Harms only)

3.2 Results are as follows:

April

2015
Number of with Harm 460
Free Care
New Pressure Ulcers 12
New falls (Harm) 2
New VTE 0
New Catheter UTI 2




4. Patient Experience Report
4.1 Friends and Family Test: National Comparison using the NHS England data base

In-Patients Family and Friends Test ranking

February 2015 March 2015

FFT Ranking 4™ (with 22 out of | 3™ (with 21 out of
167 hospitals) 167 hospitals)

Our score 97% 98%

Number of patients who

would recommend

Trust sample size 167 167

Top score 100% 100%

Lowest score 82% 78%

The table above shows the Trust is 3rd out of 167 hospitals with 98% of patients
recommending the Trust. The same score as 21 other hospitals in the 167 sample.

Emergency Department (ED) - Family and Friends Test ranking

February 2015 March 2015

FFT Ranking 7" (with 10 others | 8™ (with 13 others
out 139 hospitals) | out 139 hospitals)

Our score Number of | 92% 92%

patients who would

recommend

Trust sample size 139 139

Top score 98% 99%

Lowest score 53% 58%

The table above depicts in March 8th position from 7th position in previous month when
comparing satisfaction scores with other Trusts. (NHS England data for April is not yet
available).

4.2. In Month FFT responses results and compliance (April data)

The table below is shown for consistency and comparison to previous reports

Ward / Area Recommended Not Recommended Compliance Rate
April 2015 April 2015 April 2015
(March 2015) (March 2015) (March 2015)

ED 93.7% (92.0%) 5.2% (7.2%) 5% (8%)

In-Patient 97.1% (97.6%) 0.7% (0.7%) 32% (44%)

Day Cases 99.6% (99.1%) 0.0% (0.6%) 6% (NA)

Maternity 97.7% (97.2%) 2.3% (0.9%) 11% (19%)

Outpatient 96.9% (96.7%) 1.1% (1.3%) NA

The table above demonstrates the total FFT scores for submission areas with the previous
month for comparison. The feedback from our patients remains very positive about the

service provided at the Trust.

There is a decrease in In-Patient, Maternity and ED




compliance rates. Actions to address this will be led by the Heads of Nursing and
supported by the patient experience team.

As per NHS England guidance this is the first month the Trust has submitted OPD FFT
response data from the 38 OPD clinic areas across the Trust. There is no compliance
target for OPD.

4.3  Extremely Unlikely results from FFT — April data

There have been 22 “extremely unlikely” to recommend from a total of 2338 FFT
responses on the cards completed (excluding “don’t know” respondents) within
submission areas throughout In—Patient, ED, Maternity and OPD.

The Unify for submission in month for “Extremely Unlikely & Unlikely” equates to 1.4% and
for the whole Trust is 1.5%. The above data indicates a reduction on the percentage of
patients exhibiting dissatisfaction since February 2015. All comments are analysed and
reviewed through Clinical Care groups and the Patient Experience team.

The table below shows the proportion of ‘Unlikely and Extremely Unlikely to Recommend’
FFT responses from across the Whole Trust - For internal Monitoring only

Unlikely & Extremely Unlikely | Nov- Dec-
Responses 14 14
No of FFT responses for all
areas Trust wide:

Unlikely or Extremely Unlikely to
recommend

% Unlikely or Extremely Unlikely
to recommend

Jan-15 |Feb-15 Mar-15 |Apr-15

53 37 A48 59 49 35

1.7% [1.5% [1.6% R1% [1.8% [1.5%

4.4  Patient Opinion and NHS Choices: April Data

Nine patient opinion comments were left in April; seven express satisfaction with the
service they received and two portrayed negative comments. These consist of, 1
regarding poor treatment and the other regarding ward transfer.

5. Recommendation

The Board of Directors is asked to note the report which is provided for information and
assurance.



BOARD OF DIRECTORS

Meeting Date and Part: 29 May 2015 — Part |
Subject: Financial Performance
Section: Performance

Executive Director with

S Stuart Hunter, Director of Finance
overall responsibility

Author(s): Pete Papworth, Deputy Director of Finance

Previous discussion and/or
dissemination:

Finance Committee

Action required:

The Board of Directors is asked to note the financial performance for the period ending 30
April 2015.

Summary:

During April the Trust budgeted a net deficit of £1.934 million, against which the Trust has
reported an actual deficit of £1.958 million. This represents a small adverse variance of
£24,000.

Activity during April was broadly in line with the agreed budget, although variation was seen
at point of delivery level with additional outpatient t activity off-setting reduced emergency
department attendances.

Income has over achieved by £6,000 in month, with reduced private patient income off-set by
additional non patient related income.

Expenditure reported an over spend of £30,000, driven mainly by additional high cost drugs
and devices. Most notably in relation to cardiac CRT devices. Cost improvement schemes
delivered savings of £377,000, against a target of £358,000.

Capital spend during April amounted to £1.4 million against a budget of £1.1 million. This
overspend reflects the timing of approved schemes, and the forecast for the year remains in
line with the agreed capital programme.

The Trust Continuity of Services Risk Rating remains at 3.

Related Strategic Goals/ Goal 7 — Financial Stability
Objectives:

Relevant CQC Outcome: Outcome 26 — Financial Position
Risk Profile:

No new risks have been added to the Trust risk register, and none have been removed or
reduced.

Reason paper is in Part 2 N/A




THE ROYAL BOURNEMOUTH AND CHRISTCHURCH HOSPITALS NHS FOUNDATION TRUST

FINANCIAL PERFORMANCE FOR THE PERIOD TO 30 APRIL 2015

2014/15 CURRENT YEAR TO DATE
KEY FINANCIALS YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 %
NET SURPLUS/ (DEFICIT) (652) (1,934) (1,958) (24) 1%
EBITDA 492 (720) (747) (27) 4%
TRANSFORMATION PROGRAMME 339 358 377 19 5%
CAPITAL EXPENDITURE 1,321 1,070 1,361 291 27%
2014/15 CURRENT YEAR TO DATE
ACTIVITY YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE
NUMBER NUMBER NUMBER NUMBER %
Elective 5,549 5,522 5,510 (12) (0%)
Outpatients 27,707 26,897 27,102 205 1%
Non Elective 2,719 2,699 2,752 53 2%
Emergency Department Attendances 7,200 7,315 7,000 (315) (4%)
TOTAL PbR ACTIVITY 43,175 42,433 42,364 (69) (0%)
2014/15 CURRENT YEAR TO DATE
INCOME YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 %
Elective 5,613 5,715 5,688 (27) (0%)
Outpatients 2,558 2,547 2,532 (15) (1%)
Non Elective 4,503 4,641 4,636 (5) (0%)
Emergency Department Attendances 701 746 736 (10) (1%)
Non PbR 5,581 5,921 5,956 36 1%
Non Contracted 1,928 1,831 1,812 (19) (1%)
Research 164 146 189 43 30%
Interest 12 8 12 4 50%
TOTAL INCOME 21,060 21,555 21,561 6 0%
2014/15 CURRENT YEAR TO DATE
EXPENDITURE YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 %
Pay 13,308 14,038 14,019 19 0%
Clinical Supplies 2,690 3,055 3,008 46 2%
Drugs 2,535 2,492 2,726 (234) (9%)
Other Non Pay Expenditure 1,804 2,473 2,292 181 7%
Research 162 154 197 (43) (28%)
Depreciation 787 785 785 0 0%
PDC Dividends Payable 427 493 492 1 0%
TOTAL EXPENDITURE 21,712 23,489 23,519 (30) (0%)
2014/15 CURRENT YEAR TO DATE
STATEMENT OF FINANCIAL POSITION YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 %
Non Current Assets 159,991 173,339 173,645 306 0%
Current Assets 66,105 67,778 67,547 (231) (0%)
Current Liabilities (28,613) (29,055) (29,258) (203) 1%
Non Current Liabilities (2,962) (19,037) (18,939) 98 (1%)
TOTAL ASSETS EMPLOYED 194,521 193,025 192,995 (30) (0%)
Public Dividend Capital 78,674 79,665 79,665 0 0%
Revaluation Reserve 72,999 74,612 74,608 (4) (0%)
Income and Expenditure Reserve 42,848 38,748 38,722 (26) (0%)
TOTAL TAXPAYERS EQUITY 194,521 193,025 192,995 (30) (0%)
2014/15 CURRENT YEAR TO DATE
CONTINUITY OF SERVICE RISK RATING YTD ACTUAL PLAN ACTUAL RISK WEIGHTED
METRIC METRIC METRIC RATING RATING
Debt Service Cover 1.11x (1.35)x (1.40)x 1 1
Liquidity 47.4 43.4 42.4 4 2
CONTINUITY OF SERVICE RISK RATING 3 3

ANNEX A



BOARD OF DIRECTORS

Meeting Date and Part: 29" May 2015 - Part 1
Subject: Workforce report
Section: Performance

Executive Director with

e Karen Allman
overall responsibility

Author(s): Karen Allman

Previous discussion and/or
dissemination:

Action required:
The Board of Directors is asked to: Note the content of the report.

Summary:

The report shows the performance of the Trust by care groups across a range of workforce
metrics: Appraisal, Mandatory Training, Turnover and Joiner rates, Sickness and Vacancies.

This month’s report includes an update on essential core skills training post introduction of the
new Virtual Learning Environment; and recruitment initiatives.

Rel_atec_j Str.ateglc Goals/ To listen to, support, motivate and develop our staff
Objectives:

Relevant CQC Outcome: Outcomes 12, 13 & 14 - Staffing

Risk Profile:

i. Have any risks been reduced? No
ii. Have any risks been created? No

Reason paper is in Part 2 N/A




WORKFORCE REPORT — MAY 2015

The monthly workforce data is shown below, both by care group and category of

staff. A revised Trust target of 100% appraisal compliance (as per the Board

discussion in March) and 3% sickness absence have been set and performance

has been RAG rated against these targets.

. Mandatory | _. . . . Vacancy
Appraisal . . Sickness | Sickness | Joining Rate
Training Turnover
Care Group Compliance aamllEree Absence |FTE Days| Rate (from
ESR)
At 30 Apr Rolling 12 months to 30 Apr At 30 Apr
Surgical 76.8% 4.57% | 14744 | 12.1% | 10.0% 1.6%
Medical 76.5% 3.84% | 17690 | 17.5% | 13.3% 10.0%
Specialities 74.1% 3.94% | 11738 | 10.8% | 10.9% 4.0%
Corporate 74.4% 3.64% | 10777 | 11.4% | 16.0% 8.1%
Trustwide 75.7% 3.99% | 54949 | 13.4% | 12.5% 6.5%
Vacancy
Appraisal Manfia.tory Sickness | Sickness | Joining Rate
Training Turnover
Staff Group Compliance G Absence |FTE Days| Rate (from
ESR)
At 30 Apr Rolling 12 months to 30 Apr At 30 Apr
Add Prof Scientific & Technical 75.2% 3.75% | 1605 | 11.1% | 14.8% 14.0%
Additional Clinical Services 75.8% 6.31% | 15025 | 20.4% | 13.7% 2.6%
Administrative and Clerical 74.5% 3.47% | 10583 | 12.3% | 13.9% 7.0%
Allied Health Professionals 81.3% 1.76% | 1588 | 11.4% | 13.2% 5.5%
Estates and Ancillary 71.8% 5.70% | 6733 | 14.1% | 19.0% 4.8%
Healthcare Scientists 83.8% 3.91% 821 16.5% | 18.2% 5.8%
Medical and Dental 57.3% 1.07% | 1652 9.4% 6.3% 2.2%
Nursing & Midwifery Registered 81.8% 4.17% | 16941 | 11.1% | 9.4% 9.9%
Trustwide 75.7% 3.99% | 54949 | 13.4% | 12.5% 6.5%

As noted previously, turnover in Corporate Directorate and Estates & Ancillary and
Administrative & Clerical staff groups includes the transfer of 29 Commercial Services staff to

Poole ESR.

Workforce Report for Board — 29" May 2015
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1. Appraisal Compliance

Appraisal compliance rates are not included this month as this was reset to zero with
the introduction of the new appraisal system. Training is well underway on the
values based appraisal process with around 400 managers and supervisors having
undergone the training so far. Feedback has been overwhelmingly positive and the
trajectory for target compliance will be reviewed. New paperwork and guidance is
available on the intranet and the cascade process has begun from management
down through direct reports. The Virtual Learning Environment (VLE) is being
developed to store completed appraisals and the new values-based appraisal
competency is on ESR for recording purposes. Part of the appraisal discussion will
cover staff compliance levels with their ECS (Essential Core Skills — formerly
Mandatory) training.

2. Essential Core Skills Compliance

It is now two full months since its introduction and the new Virtual Learning
Environment and Essential Core Skills programme has been well received and seen
some good levels of access and completion, with on average 3,000 e-learning
course completions occurring each month.

Although compliance has remained static during this period of change, there have
been some impressive increases in new subjects, for example Adult Protection level
two, increasing from 0 to 23% in two months, and Dementia tier 1 increasing by
nearly 10% in one month. The message now is for managers to focus more on
some of the face-to-face sessions and ensure staff are booked on to sessions they
are non-compliant in.

As we move out of the launch phase, the next area of focus is on more concerted
efforts around marketing the need for people to access and complete any
outstanding requirements, with a specific focus on medical staff through their regular
audit and education meetings to raise medical staff compliance. With the previous
barriers to accessibility of ECS training now removed, managers need to role model,
support and enable staff to become 100% compliant.

With the new compliance target being 100%, it is proposed that the Executive
Directors and Board consider setting a standard objective to form part of all
managers’ annual appraisal objectives, to achieve 100% compliance in Essential
Core Skills training within their teams by the end of March next year. If supported, a
message to come from the Board to this effect that can be cascaded across the
organisation.

3. Sickness Absence

Sickness absence has slipped back slightly to 3.99%, although an encouraging
improvement within Specialities at 3.94% from a red-rated 4.55% the previous
month. The pilot for sickness absence reporting launches shortly and will include
theatres, facilities and estates — three areas with higher sickness rates than the
norm.
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4. Turnover and Joiner Rate

The joining rate continues to exceed the turnover rate, which is positive.

5. Vacancy Rate

The vacancy rate is reported as the difference between the total full time equivalent
(FTE) staff in post (including locums and staff on maternity leave) and the funded
FTE reported by Finance, as a percentage of the funded FTE. Trust-wide our
vacancies are 6.5% of funded posts, up from 3.9% last month.

6. Recruitment Initiatives

A successful newly qualified nurses open day took place in the Trust on Saturday
16 May. Interested applicants attended to hear a series of lectures, receive a tour
around the Trust and interviews, and very positive feedback was provided by
attendees. At date of submitting the board paper there remain only 7 vacancies for
newly qualified staff with over 40 offers made and accepted.

Over the same weekend as the open day 7 overseas nurses arrived in the Trust to
start their employment with us. Placed in variety of departments there is a supportive
induction programme in place designed to welcome and support them with their
clinical practice and orientation in the UK.

We continue to make some substantial progress with recruitment across the Trust —
overseas recruitment continues as well as attendance at regional and national
events to publicise working at the Trust, using social media and marketing to
highlight opportunities and other initiatives.

7. Education & Training

Apprenticeships: We have commenced a new contract with Bournemouth and
Poole College as our Apprenticeship provider. We have enrolled 29 members of staff
on clinical and administrative apprenticeships. The target for this financial year is to
enrol a further 74 members of staff.

Care Certificate: We have had 150 Health Care Support Workers (HCSW) go
through the new Care Certificate Induction programme but only 15 have completed
and returned the assessment paperwork to show completion of the full Care
Certificate. The main problem here is Ward Sisters/Charge Nurses not assigning
HCSWs with Assessors on the wards or it being seen as a priority; work being done
to address this.

Assistant Practitioners and Salary Support: The BEAT (Blended Education and
Training) team is in the process of recruiting a project worker to assist with the
setting up of a new Assistant Practitioner band 4 development programme involving
existing band 3 HCSWs (Health Care Support Worker) being supported with
development and completion of the Foundation Degree through Solent University so
we can provide a progression pathway for them. This is in addition to the internal
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salary support process for HCSWs who wish to become registered and are already
completing Degrees and being supported by the Trust. We would hope to have

another cohort of salary support students start in January 2016.

8. Safe Staffing

Fill rates for the month of April 2015 are as depicted in the table below.

RN fill rate HCA fill rate
Day 89.2% 99.8%
Night 97.8% 115.8%

Overall, the fill rate of actual against planned has improved, although there are
variations between clinical areas. Overall the month of April saw a 10.8% deficit in
qualified staff provision against the planned during the day. This is mitigated daily on
a local level by the nursing and Matron team.

Exceptions:

e Variations occurred in areas where more HCAs were required to special

(higher nurse/patient ratio) patients for dependency and safety.

e BEU had extra capacity and thus higher requirements than originally planned.
e Ward 3 closed in month.
e Ward 7 is representative of the fact that the template is required to be aligned

to the needs of the ward.
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Board of Directors Part 1
29 May 2015

Clinical Service Review

This Board paper summarises the information being considered by Dorset CCG Governing
Body outlining the proposed changes in service provision signalled by the Clinical Service
Review.

As anticipated the documents set out the rationale for the proposed changes namely:
The need to effectively respond to the health needs of a growing elderly population

Problems for some patients in accessing care and the variability in the quality of care
across the whole of Dorset

The need to strengthen the provision of acute hospital services so they are available 24
hours a day, seven days a week, with many services provided directly by consultant
medical staff

The shortage of some healthcare staff which means it is not possible to replicate a full
range of acute services on all three main hospital sites in Dorset.

The growing financial challenge, in the context of increasing demand, which will result in
a Dorset-wide deficit of around £200m by 2021 if changes aren’t made to the current
model of care

It describes the development of new models of care for in-hospital and out-of-hospital
provision.

The in-hospital options describe the continuation of district general hospital services in the
west with patients reverting to a major emergency site in East Dorset outside of normal
working hours. In the east hospital services will develop to include a planned care (including
radiotherapy, if Poole is the planned care site) hospital and a largely emergency based
hospital. The paper suggest that the planned care hospital has an indicative bed base of
between 180 and 300 beds. The main emergency ospital will be between 900 and 1100
beds. These indicative numbers wil be subject to more detailed work.

The out-of-hospital model is evolving with no specific proposals outlined at this time with
regard to the future use of existing community hospital sites. The proposals however
describe, primary and community service being brought together in two large hubs in the
east, one of which will be the planned care site. In the west 5-7 smaller hubs are envisaged
offering a basic to 24/7 primary care provision.

It is envisaged that consultation will start on 17 August and last for three months. A final
decision on the proposals will not be made until March 2016.

| will use the public meetings to share the slides prepared by the CCG, to confirm the
proposals in greater detail



Board of Directors Part 1
29 May 2015

Appended to this paper are the following:

i. A copy of the paper to be considered by the CCG’s Governing Body
ii. A copy ofthe CCG’s press releae and the Trust’s own briefing statement
iii. A copy of the CCG’s slide deck describing the proposals
iv.  Associated appendices explaining the rationale for change, who has been involved
NHS England transforming emergency care proposal, and the timetable.

Tony Spotswood
Chief Executive
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NHS DORSET CLINICAL COMMISSIONING GROUP
GOVERNING BODY MEETING
CLINICAL SERVICES REVIEW — CONSULTATION OPTIONS

Date of the meeting 20/05/2015

Author Dr P Richardson, Programme Director, Transformation
Sponsoring Clinician Dr F Watson, Chair NHS Dorset CCG

Purpose of Report The purpose of the report is to seek Governing Body

approval to proceed to public consultation on the models
of care options that are recommended as an outcome of
the first stage of the Clinical Services Review.

The Governing Body is asked to consider the report
recommendations and, if thought fit, to determine
whether to:

Recommendation

a) agree with the out of hospital approach

b) agree with the acute hospital models of care and
site specific options

c) approve the proposal to proceed to consultation

d) approve the delegation of authority to the Chair
and Accountable Officer to make minor
amendments to the consultation proposal to
address the external assurance feedback

e) approve the delegation of authority to the Control
and Assurance Group to sign off the consultation
document

Reason for inclusion in Part Il | n/A

Stakeholder Engagement A full statement regarding engagement with members,
clinicians, staff, patients & public is included in the report

Previous GB / Committee/s, Clinical Services Review Controls and Assurance Group
Dates 12" May 2014
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Introduction

The Clinical Services Review (CSR) programme has now concluded its
review, analyse and design stage. This report sets out the findings of this
work and seeks approval from the Governing Body to move to the formal
public consultation stage of the programme to consult on whole system
change in Dorset encompassing:

The system wide out of acute hospital approach
The models of care for acute hospital services
The two site specific options for delivering these models of care

The review, analyse and design stage of the programme was carried out
between October 2014 and May 2015 in accordance with the fundamental
principles that underpin the CSR:

Clinically led

Evidence based

Embedded public and patient voice

Whole systems approach

Honest and open conversations and information sharing

Explicitly meeting the Secretary of State’s four tests for service change:

o Clear basis in clinical evidence

o Strong public and patient engagement

o Commitment to current and prospective patient needs and
choice

0 Involvement and support from clinical commissioners

This report builds on previous reports received by the Governing Body on the
progress of the CSR and summarises the process and outcomes from the
review, analyse, and design stage leading to the concluding recommendations
for public consultation.

2 Report

2.1

2.2

2.3

Given the changing needs of our population, best practice standards and the
funding that will be available, in March 2014 the Governing Body approved a
recommendation to conduct a comprehensive review to ensure that we are
able to look after everyone’s health as well as possible.

Our vision is for an integrated local health system. The CSR supports this
vision with the overriding aim of ensuring that everybody who receives
healthcare in Dorset has access to safe, high quality and sustainable
healthcare.

The process for the review, analyse, and design stage of the CSR has centred
around the development of GP led clinical working groups covering:
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Urgent and emergency care

Planned and specialist care

Maternity and paediatrics

Long term conditions and frail older people

The importance of mental health care was recognised within each of these
working groups and was explicitly included in their considerations.

Over 300 local clinicians have been involved in discussions to develop the out
of acute hospital and in acute hospital options. Led by clinicians the four
clinical working groups (CWG’s) engaged clinicians from across Dorset, as
well as representation from West Hampshire CCG, NHS England, the Local
Medical Committee (LMC) and social care colleagues from the local
authorities.

Five CWG meetings were held between November 2014 and May 2015. The
table below summarises the main discussion areas at each of these meetings:

CWG 1 What are people’s needs?
November 2014 How are services currently being provided?
Is there a need to change?

CWG 2 What is the local, national and international evidence and
December 2014 best practice?

What does good look like?

What models of care in and out of acute hospitals can
best meet people’s needs?

CWG 3 What models of care in and out of acute hospitals can
January 2015 best meet people’s needs? (continued from CWG2)

What are the potential options we have for organising the
delivery of acute hospital services (e.g. what range of
services could we have and where could they be

located)
CWG 4 What are the potential options we have for organising the
February 2015 delivery of acute hospital services (continued from CWG3)

Review of how Dorset might meet its Out of Acute
Hospital ambitions

CWG5 What are the preferred options for the delivery of
March 2015 services (assessments against the agreed evaluation
criteria)

Throughout the process these clinically led discussions have been shared
with a wide range of people including:

The public, patients and carers of Dorset
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The GP members who work in the 100 GP practices across Dorset

The staff who work in Dorset’'s NHS

Other groups of people who have an interest in the planning and delivery
of Dorset’s health system including carers, providers, local authorities,
NHS England, Health and Wellbeing Boards, MPs, councillors and elected
members, local Healthwatch, West Hampshire CCG, neighbouring trusts,
Dorset Community Action, Dorset Race Equality Council, Dorset Young
People’s Forum and a wide range of voluntary organisations

Information has been made available on www.dorsetsvision.nhs.uk
website at every stage of the programme

The views and feedback from these groups were collated with feedback from
the Big Ask and Citizens Panels to inform subsequent discussions:

In 2013 The Big Ask survey gathered over 6,100 views about what
people want from local healthcare services

The Big Ask and Citizens Panel together provided over 29,000
individual qualitative comments about services.

Appendix 1 summarises who has been involved in the CSR pre-consultation.

3 Need to change

3.1

3.2

At the beginning of the review a significant amount of evidence and data was
gathered to enable us to describe the current picture of healthcare across
Dorset and to understand the challenges we face in terms of demographics
and health needs now and in the future.

In January we produced and published:

The need to change document (Appendix 2)
A technical summary and
An extensive supporting compendium of evidence

which set out a compelling story describing why change was needed. The
headlines were:

A growing elderly population with changing health needs

More people in Dorset living with long term conditions

Variable quality of out of hospital care with patients reporting difficulty
accessing care

Variable quality of hospital based care, particularly for some more
specialist services

Difficulty staffing services, particularly some specialist services
requiring consultants on site 24 hours a day 7 days a week
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A growing financial challenge with a projected gap between costs and
available funding of between £167 to over £200 million per year by
2020/21 if we do nothing differently and continue to provide healthcare
in the way that we do now

4 What good looks like

4.1

4.2

4.3

The clinicians in the working groups drew on their clinical knowledge, their
experiences of working practices, UK and international evidence, to define
‘what good looks like’ across the clinical working groups.

An integrated model of care was described that incorporated the following
ambitions:

The provision of more care closer to home

More patient centred care

More and better use of multi-disciplinary teams

Greater support for self-management

Greater focus on prevention

Collaborative working

Services provided 24 hours a day 7 days a week where required
Meeting national quality guidance

More senior level assessment and signposting to services (ensuring
patients are seen by the right person in the right place at the right time)

The ambitions articulated by the local clinicians resonate strongly with the five
key elements for success contained in Professor Sir Bruce Keogh'’s letter’ to
the Secretary of State for Health and the Chairman of NHS England
(Appendix 3) in which he states that we must:

provide better support for people to self-care

help people with urgent care needs to get the right advice in the right
place, first time

provide highly responsive urgent care services outside of hospital so
people no longer choose to queue in A&E

ensure that those people with more serious or life threatening
emergency care needs receive treatment in centres with the right
facilities and expertise in order to maximise chances of survival and a
good recovery

connect all urgent and emergency care services together so the overall
system becomes more than just the sum of the parts.

! professor Sir Bruce Keogh KBE, MD, DSc, FRCS, FRCP is the National Medical Director of NHS England.
This letter appears at the front of NHS England’s Transforming urgent and emergency care services in England
End of Phase 1 report (November 2013)
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The models for delivery of out of acute hospital care and acute hospital care
being developed in Dorset, further support and build on this national vision.

5 Out of Acute Hospital Care

5.1

5.2

5.3

5.4

5.5

Models for the delivery of out of acute hospital care were discussed and
included self care and care that starts at home as well as services that are
delivered in general practice, mental health and community hospitals.

Local clinicians identified some services that could move from acute hospital
to community settings in the future. Some examples of this were:

Rehabilitation (e.g. physiotherapy after a broken leg)
Interventions under local anaesthetic (e.g. mole removal)
Outpatients (e.g. removing plaster cast)

They further identified some services that could be delivered in a stand alone
health facility for planned operations and treatment. Some examples of this
were:

Rehabilitation (e.g. post operative recovery following a hip
replacement)

Interventions under local anaesthetic (e.g. vasectomy)
Interventions under general anaesthetic (e.g. knee replacement)
Outpatients (e.g. pre operative specialist assessment)

Clinicians across Dorset from primary and community care have attended 13
locality events to consider out of acute hospital models of care and the way in
which the system could be organised to deliver the model. They have
considered:

The current service model

Potential challenges

Potential opportunities

Potential ways to organise delivery in the future

Ambitions were developed to transform Dorset’s out of acute hospital service
provision. The table below shows potential opportunities to improve benefits
to patients:
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From To
Transformed primary Variations in Consistent quality
care performance 7 day services

5-7 day services

Rapid response to
urgent health needs

Multiple overlapping
services

Limited access out of
hours

Single point of access
Access to a range of
professionals

Integrated care for
people with long term
conditions and the frail
older people

Fragmented services
and duplication of effort

Integrated locality
based teams providing
seamless services to
patients

Efficient planned care
close to patients’
homes

Patients travelling to
acute hospital location

Outpatient and other
planned care delivered
at scale in the
community

Support for people to
recover independence
quickly

People kept in hospital

Home-based support
services available
Improved use of
technology to recover
independence

Workforce for the
future

Clinical staff spending
time on inappropriate

tasks, travel and with

little IT support

Highly skilled staff to
deliver physical and
mental health care
Staff using their
specialist skills more
Enhanced IT support
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5.6 The proposal is to develop hubs to support the delivery of services at scale.

5.7

(registered population ~ 280k)

(registered population ~ 500k)

§ Develop 2
large hubs,
with one at the
Major Planned
Care Hospital
site and one at
community
hospital

“«*15 Develop 5-7 local
hubs based on
existing community
hospital and
potentially acute sites
GP practices as part
of a network

Larger GP
practices with
urgent care,
outpatients
and primary
care

lllustrative purposes only

A hub may typically include but not be limited to:

Consultation rooms

A community room
Pharmacy

Therapy area

Community health services
Diagnostics

Childrens services
Equipment store

In developing the in hospital and out of acute hospital proposals, Dorset Clinical
Commissioning Group (CCG) recognises that there will be an impact upon the
services provided from community hospitals. At this stage, the impact is not
fully developed or known and, in this context, the CCG appreciates the need to
further refine and develop the provision of care from community hospitals
across Dorset. This is an on-going piece of work which will be aligned to the
proposals for both acute and out of acute hospital care.
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6 Acute hospital care for Dorset

6.1 The clinical working groups considered services that are delivered in a main
acute hospital setting. They have defined three different types of acute hospital
service models for Dorset which are broadly aligned with the national definitions
contained in Transforming urgent and emergency care services in England:
Update on the Urgent and Emergency Care Review, NHS England (15 August
2014), with some locally determined variances.

6.2 The different types of acute hospital service models are described as:

Major Planned Care Hospital with an Urgent Care Centre (previously
referred to by the CSR team as purple services)

Planned Care and Emergency Hospital with A&E services (previously
referred to by the CSR team as yellow services)

Major Emergency Hospital with A&E services (previously referred to by
the CSR team as green services)

6.3 A summary of the services for a Major Planned Care Hospital with an Urgent
Care Centre are shown in the table below:

Urgent and - 24/7 Urgent Care Centre (as part of Dorset’'s A&E
emergency care network) — GP led with consultant input in networked
arrangement with integrated GP out of hours services
Sub-acute medical admissions

Rehabilitation beds

Planned and - High volume low complexity planned and day case
specialist surgery

Enhanced planned recovery unit

Planned medical interventions/admissions e.g .

chemotherapy
Outpatients and diagnostics
Maternity and - Antenatal and postnatal care
Paediatrics - Children’s therapies and outpatients
Long Term Conditions - Integrated frailty service
and frail older people - Primary and community care services on site

Step up, step down beds
Mental health care services (not inpatient beds)
Indicative no. of beds: ~ 180 — 300

This will provide an opportunity to focus on the provision of high quality, high
volume services providing excellence in planned care.

10



Annex i

6.4 A summary of the 24 hours, 7 days a week services for a Major Emergency
Hospital with A&E services are shown in the table below:

Urgent and - 24/7 consultant delivered A&E with trauma

emergency care - 24/7 hyper-acute cardiac, stroke

24/7 consultant delivered emergency surgery in line with
National Confidential Enquiry into Patient Outcome and
Death (NCEPOD) recommendations

Acute medical admissions

24/7 Gastrointestinal bleed rota

Planned and - Level 3 Critical Care

specialist - High complex low volume planned care

24/7 interventional radiology

Outpatients and diagnostics

Maternity and - High risk obstetrics with 24/7 consultant presence for
Paediatrics maternity

Alongside midwifery led unit

Inpatient consultant delivered paediatrics 24/7
Neonatal Intensive Care Unit level 3

Long Term Conditions - Integrated frailty service

and frail older people - Mental health care services (not inpatient beds)
Primary and community care services on site
Indicative no. of beds: ~ 900 — 1,100

This will provider for the first time in Dorset 24 hours, 7 days consultant
presence in A&E. There is a strong evidence base that this will save
lives? (Appendix 3).

2 Professor Sir Bruce Keogh KBE, MD, DSc, FRCS, FRCP is the National Medical Director of NHS England.
This letter appears at the front of NHS England’s Transforming urgent and emergency care services in England
End of Phase 1 report (November 2013)
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A summary of the services for a Planned Care and Emergency Hospital with
A&E services are shown in the table below:

Urgent and - Consultant led A&E with 14/7 consultant presence*
emergency care - Hyper-acute cardiac — Monday to Friday, 8 hours a day*
Non-interventional cardiac — 12/7 in line with 7 day a
week working®

Hyper-acute stroke service 14/7*

Stroke unit and stroke rehabilitation

Emergency surgery 14/7*

Acute medical admissions*

Planned and - Level 3 Critical Care*
specialist - High volume low complexity planned and day case
surgery
Interventional radiology - Monday to Friday, 8 hours a
day*
Outpatients and diagnostics
Maternity and - 24/7 consultant led cover with approx. 60 hours per
Paediatrics week on labour unit and 128 hours on call at night

(either resident or at home if within 30 minutes)*
Alongside midwifery led unit

Neonatal care*

Develop paediatric assessment unit 16/7*

Long Term Conditions - Integrated frailty service
and frail older people - Primary and community care services on site
Mental health care services (not inpatient beds)

Indicative no. of beds: ~ 320 — 360
(* services provided 24/7 across Dorset on a networked basis)

The existing acute hospital provision across Dorset represents three
variations of the Planned Care and Emergency Hospital with A&E (previously
expressed as yellow) services.

None of the acute hospitals in Dorset currently have 24 hours a day, 7 days a
week consultant delivered on site services across the range of key specialties
where national quality standards identify this as being important for best
outcomes.

Interdependencies

6.8

Some acute clinical services have interdependencies — this means they need
to be co-located. When considering the development of potential future acute
hospital models this needs to be recognised. These services are:

Full service 24 hours 7 days a week consultant delivered A&E
Emergency surgery
Critical care

12
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High risk obstetrics
More complex specialist elective surgery
Interventional radiology

7 Options for Acute Hospital Care

7.1

7.2

7.3

7.4

7.5

7.6

7.7

By working closely with both clinicians and the Patient and Public
Engagement Group, a number of high level evaluation criteria have been
developed. These criteria were used in the process of narrowing down the
potential number of generic service options. The evaluation criteria are:

Quality of care for all

Access to care for all

Affordability and value for money
Workforce

Deliverability

Other (e.g. research and education)

In January 2015 the clinicians started to consider 21 possible options (non site
specific) produced by applying the models of care in different permutations
(with a maximum of up to three sites). This provided a long list of 65 site
specific combinations.

The clinicians agreed that from a quality perspective, people in Dorset should
be able to access a Major Emergency Hospital with A&E services within
Dorset but that only one of these would be clinically sustainable. Using the
evaluation criteria this narrowed down the number of non site specific options
from 21 to 7 with 28 site specific combinations.

During February/March 2015 the Clinical Working Groups and the
programme’s reference groups (which include the Clinical Reference Group,
Patient and Public Engagement Group, Workforce Reference Group, Finance
Reference Group and Chief Executives) considered the list of 7 non site
specific options against the evaluation criteria and subsequently reduced the
options to a short list of two generic options for the acute hospital delivery
model with 12 site specific combinations.

The reduction from 7 generic options to 2 generic options was because the
clinicians identified that they would want to be able to offer acute hospital
services in both the east and the west of the county.

A further more detailed assessment using the evaluation criteria which
includes financial assessments and travel time analysis was used to identify
the final proposed generic option for public consultation with two site specific
variations.

In considering the final options for consultation the clinicians identified that a
Planned Care Hospital with A&E services should be located in the west of the
county to ensure good access for all of Dorset’s population and a Major

13
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Emergency Hospital with A&E services should be in the east based on
population and travel time analysis. The clinicians also took account of
services offered outside of the county of Dorset and patient flows into Dorset
from other counties.

The two site specific options that have been identified by clinicians for
delivering the model of care for acute hospital based services are shown in
the diagram and table below:

Option A Option B

Dorset

Dorset

County County
Hospital Hospital
Royal Royal
Bournemouth Bournemouth
Hospital Hospital
Poole Poole
Hospital Hospital
Major planned care hospital Planned care & Major emergency
with Urgent Care Centre emergency hospital hospital with
(as part of Dorset’'s A & E with A&E services
network) A&E services
Dorchester Poole Bournemouth
OPTION A Planned Care and | Major Major Planned Care
Emergency Emergency Hospital with an Urgent
Hospital with A&E | Hospital with Care Centre
services A&E services
OPTION B Planned Care and | Major Planned Major Emergency
Emergency Care Hospital Hospital with A&E
Hospital with A&E | with an Urgent services
services Care Centre

14
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It is expected that delivering the out of acute hospital and acute hospital
models of care will deliver the following benefits against the high level

evaluation criteria:

High level criteria

Benefit

Quality of care for all

Care centred around the patient

Meeting patients’ physical and mental health
needs

Improved outcomes: morbidity and mortality
Saving more lives by having 24/7 consultant
on site led care

Centres of excellence

Right care in the right place at the right time
Improved communication between clinicians
across the health community

Ensuring people have a positive experience
of care

Seamless integrated care

Meeting national quality standards for key
specialist services

Reduced hospital admissions

Reduced length of stay

Increased focus on prevention

Access to care for all

Care delivered closer to home for more
people

More services available 7 days a week
More services available for 24 hours a day

Easier access to hyper-acute and specialist
services

More services delivered in the community

Sustainability and value for
money

Closing predicted financial gap of between
£167 to over £200 million per year by 2021
using:

@ new models of care

@ cost avoidance

@ in-house productivity improvements
Increased efficiency and value for money
Further savings beyond 2021 through
prevention

Workforce

Sustainable workforce with availability 24/7
where appropriate

Attract and retain high calibre staff to Dorset
Greater focus on multidisciplinary working
Improved efficiency of working practices
and reduced pressures on workforce
Sufficient volumes of care per consultant to

15
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High level criteria

Benefit

maintain skills and expertise

Deliverability

A solution that can be largely implemented
within 5 years

Service models supported by national
guidance and best practice

Support from national bodies

Other (e.g. research and
education)

Improved opportunities for training and
education of clinicians in Dorset with
networked working

Enhanced ability to attract research and
development work and funding

More able to adopt new technologies,
techniques and treatments

9 Consultation

9.1  The main objectives of the public consultation are:

to enable and help people in and around Dorset to be aware and

understand that things need to change and what the possible options
are

to hear peoples’ views on the possible changes to the way health care
is organised in Dorset

to find out if there is any additional information we need to be aware of

to help us make our decisions

9.2 The CCG has worked with the Patient and Public Engagement Group (PPEG)
to develop consultation objectives and principles resulting in a consultation
pledge. The pledge states that we will:

Share what we have been told

Involve a wide range of people

Use clear and simple language

Ensure sufficient time to be involved

Work in partnership to reach out to Dorset’s diverse population
Ensure good value for money

Use the feedback to inform decision-making

9.3 A number of proposed consultation themes and linked objectives have been
developed on which we will determine public views and levels of support.
These are shown in the table below:

16
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Thematic area

Public views about and levels of
support around

The need to change

Why change is required and acceptance that
the status quo is neither sustainable or
desirable

Our vision for healthcare in
Dorset

Agreement with the CCG’s overarching vision

Transforming our out of acute
hospitals to provide high quality,
safe and sustainable care

Changing model of out of acute hospital care
focused on bringing more care closer to
people’s homes, offering a greater range of
services locally (based on a scale model), and
making best use of estates.

Transforming our acute hospitals
to provide high quality, safe and
sustainable care

Changing model of acute hospital care with
centres of excellence that can offer specialist
and day-to-day acute emergency, urgent and
planned care. Consulting on site specific
options (Option A and B) for new ways to
organise care

Implementation of the agreed
solution

Any specific issues of note or to be aware of
during implementation (e.g. public transport
routes, sequencing of new and old services)

The specific questions that will be asked during the public consultation stage
have yet to be determined and will be developed in the consultation planning

between now and August 2015.

The Governing Body is asked to note that the report recommendations will be
subject to the Stage 2 assurance carried out by NHS England. This
assurance is required before the CCG can go to consultation. The CSR
proposed timetable is attached at Appendix 4.

NHS England will also look at the external assurance from the Health
Gateway review team and the clinical senate council advice following their
independent review as well as a more in-depth assessment of how the CCG is
meeting the four key tests in this review . Providing the NHS England panel
are satisfied with this information, and the programme passes the stage 2
Assurance process, then the CCG can go to consultation.

Dorset CCG recognises the decision that was made by the Competition
Commissioning (now the Competition and Markets Authority (CMA)) in
relation to a proposed statutory merger between Royal Bournemouth and
Christchurch NHS Foundation Trust and Poole Hospital NHS Foundation
Trust. Dorset CCG will engage fully with competition regulators (Monitor and
the CMA) to ensure any competition law concerns are fully addressed.

Dorset CCG has and will continue to take into account its duties under the
NHS Act and other relevant legislation including the National Health Service
(Procurement, Patient Choice and Competition) (No 2) Regulations 2013.

17
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Extensive work has been done as part of the CSR to ensure that benefits to
patients of the proposed options can be realised and are clearly demonstrated
and articulated. We believe that the proposals constitute a good case for
service change and are likely to address any competition concerns.

Dorset CCG is also currently leading a review of the mental health acute care
pathway which is running alongside the work of the CSR. It is anticipated that
the mental health review will involve a period of public consultation which will
run after the CSR public consultation has concluded and will take account of
the outcomes of the CSR consultation as appropriate.

Conclusion

The Governing Body is asked approve the recommendations contained within
the frontis.

Author’'s name and Title: Dr P Richardson

Date: Programme Director, Transformation
Telephone Number : 01305 368028
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APPENDICES
Appendix 1 Who we have involved pre-consultation
Appendix 2 The Need to change
Appendix 3 Transforming urgent and emergency
care services in England
Urgent and Emergency Care Review
End of Phase 1 Report
(NHS England November 2013)
Appendix 4 CSR Programme Proposed timetable

19




Annex 2

New ways to improve healthcare in Dorset to be
considered by leading clinicians

A proposal for changes to improve local health services will be considered by NHS Dorset
Clinical Commissioning Group Governing Body members as the next step before a public
consultation later this summer.

Since the launch of the Clinical Services Review in October 2014, over 300 GPs, hospital doctors,
nurses, therapists, paramedics along with social care staff and public and patient representatives
from in and around Dorset have been looking at the local healthcare system. They have been
considering how hospitals, GPs and community services could deliver greater benefits to local
patients by improving quality and access within the available funds.

On 20 May, if the CCG Governing Body approves the options for new ways to deliver care, the
proposals will then be subject to a robust NHS assurance process and a Gateway review undertaken
by independent reviewers. Following this review a full public consultation will take place later this
summer in order to gather views and any additional information from local people. A Dorset CCG
Governing Body decision-making meeting will then take place in spring 2016.

The CCG Governing Body will be asked to consider the evidence and proposals including:

the need to change — evidence shows some care is not as good as it could be and isn’t
always designed to best suit patients’ needs; there are also challenges because of staff
shortages and the fact that demand for services is rising at a faster rate than the funding for
services is increasing;

the vision of how better care could be delivered in Dorset — by the NHS and social care
working better together in patient’s homes, GP, community and hospital settings;

the care that needs to be provided by GPs and in the community;

the care that needs to be provided by Dorset’s acute hospitals.

To improve GP and primary care services for patients in Dorset the proposals outline:

how to offer patients seven day access to primary care services;

how to offer more services closer to people’s home;

how to reduce unnecessary and unplanned admissions to acute hospitals;
how to work more closely with social care services

how to get greater efficiencies by sharing some facilities and support services.

This may include having networks of GP surgeries organised around new health *hubs’ where
patients could see a wide range of health professionals including health visitors, pharmacists and
dentists and receive care that currently requires a visit to an acute hospital such as physiotherapy,
blood tests, minor operations or rehabilitation.

To improve acute hospital services for patients in Dorset the proposals outline:



how to offer patients high quality care delivered by specialists (available 24 hours a day, 7
days a week where appropriate to the medical condition);

how to further improve patients’ treatment, recovery and survival;

how to improve patients’ access to specialist care;

how to meet national quality standards for key specialist services that are not currently met.

The proposals set out that this can be delivered by:

Developing a major planned care hospital at either The Royal Bournemouth Hospital or
Poole Hospital to focus on treating patients needing scheduled operations. This hospital
would also be a centre of excellence for treating the increasing number of frail and older
patients who often have multiple different medical conditions. Additionally it will offer an
Urgent Care Centre (as part of Dorset’s A&E network) to deal with approximately 80% of
conditions that are currently seen in A & E and operate as a ‘hub’ providing a wide range of
primary and community care services;

Developing a major emergency hospital with A & E services at either The Royal
Bournemouth Hospital or Poole Hospital to deliver day-to-day acute services and very
specialist care with consultants on site 24 hours a day, 7 days a week as needed by a small
number of very seriously ill patients. Currently in Dorset we do not have this level of
consultant on site provision and it will help to ensure that patients get the highest standards
of care day or night and that national quality healthcare guidelines are met;

Continuing to have a planned care and emergency hospital with A & E services at Dorset
County Hospital to maintain the broad range of day-to-day acute services, scheduled
operations and emergency provision that are currently offered.

Dr Forbes Watson, a local GP and Chair of Dorset CCG, said “Our local services must work better
together to meet our patients’ needs and quality standards within available funds.

Doing nothing is not an option because the way we currently deliver care in Dorset isn’t as good as it
should be and isn’t sustainable in light of changing and increasing needs from our growing and
ageing population, and we have a shortage of specialist staff available for some services.

As the GPs responsible for deciding on the care that is provided in Dorset we have worked hard since
October 2014 to identify solutions to our challenges. These are based firmly on national and
international evidence and good practice and will enable us to organise our services more effectively
and efficiently to improve care for the people of Dorset. The proposals have been led by local
clinicians and their discussions and ideas shared at every stage with NHS staff, patients, carers and
members of the public. We look forward to hearing the views of local people during the consultation
later this summer. If you want to take part and provide your views please sign up to our Health
Involvement Network so we can send regular updates, the consultation papers when they are
available and information about how you can get involved.”

ENDS

Notes to editors:



NHS Dorset CCG exists to plan, develop and buy health services on behalf of the local people of
Dorset.

NHS Dorset CCG is a membership organisation comprising all 200 GP practices throughout Dorset.
These GP practices are sub-grouped into 13 locality groups (or geographical areas) with a local GP as
the Locality Chairperson and who is also a member of our Governing Body. This ensures our
decisions are clinically-led.

The publication of The Need to Change in January explained why NHS services in Dorset have to
change if they are to meet the needs of local people and quality standards and remain
sustainable. www.dorsetsvision.nhs.uk/need-to-change.

Anyone interested in local health services in Dorset can join the CCG’s Health Involvement Network
by visiting www.dorsetsvision.nhs.uk.

The potential options will be discussed at the Dorset CCG Governing Body meeting on 20 May at
2pm. Part One is open to members of the public to attend if they wish.

The papers for the meeting can be found at www.dorsetccg.nhs.uk/aboutus/board-papers.htm

Members of the public can ask questions on a first come first served basis during a standard twenty
minute section of the meeting. Questions which cannot be answered during this session will be
noted and followed up after the meeting.

Questions can be submitted in advance by emailing corporate.office@dorsetccg.nhs.uk or writing to

Governing Body Secretary

NHS Dorset Clinical Commissioning Group
Vespasian House

Barrack Road

Dorchester

Dorset DT1 1TG

Following the Governing Body meeting, any outcomes of the discussion will be published on the
dedicated website www.dorsetsvision.nhs.uk.

Further information

For more information on Dorset’s Clinical Services Review please visit www.dorsetsvision.nhs.uk.

Information has regularly been posted here since the start of the review and includes documents,
videos and slide packs from public meetings, our clinical evidence base and frequently asked
guestions

Please contact Keith Williams with any interview requests: 07767 006786 or 01305
368954 keith.williams@dorsetccg.nhs.uk.




Annex i

Clinical Service Review

The CCG will announce plans to formally consult on far reaching changes to in-
hospital and out-of-hospital models of care for people in Dorset and the New Forest
this week. At this stage they are deciding on what to consult on and will provide
some details of potential changes to the current model of provision.

The intention is that formal consultation will commence on Monday 17 August and
run for a period of three months. Decisions on which options and models to
implement will not be made until March 2016.

There are five reasons why this work has been initiated:

e The need to effectively respond to the health needs of a growing elderly
population

e Problems for some patients in accessing care and the variability in the quality of
care across the whole of Dorset

e The need to strengthen the provision of acute hospital services so they are
available 24 hours a day, seven days a week, with many services provided
directly by consultant medical staff

e The shortage of some healthcare staff which means it is not possible to replicate
a full range of acute services on all three main hospital sites in Dorset.

e The growing financial challenge, in the context of increasing demand, which will
result in a Dorset-wide deficit of around £200m by 2021 if changes aren’t made
to the current model of care

The centrepiece of proposals for in-hospital provision is a radical reorganisation of
services. A major emergency hospital for Dorset is to be created at either the Royal
Bournemouth or Poole hospital sites. This will offer a range of 24/7 consultant
delivered care including:

accident and emergency services

hyperacute cardiac and stroke services

emergency surgery, including vascular, urology and general surgery
acute medical admissions

gastrointestinal bleed rota

level 3 critical care

high risk obstetrics

neonatal care

The most complex elective procedures will also be undertaken at the emergency
site .

Planned care, diagnostics and a broad range of outpatient services will be provided
from a planned care site serving the whole of East Dorset. A range of primary care
and rehabilitation services will also be provided on this site.

Services in the West will change less with Dorset County Hospital continuing to
serve the local population offering a range of District General Hospital services.
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However, out of hours surgical emergency patients will travel to the main
emergency site for acute care.

The pattern of out-of-hospital care is also changing with strong seven day primary
care services being created in a range of geographic hubs throughout Dorset.

The decision on how the existing hospital sites will be used in the future will be
made by the Clinical Commissioning Group following consultation. The criteria they
will consider in making this decision include:

which option best improves the quality of care

which proposal offers better access to services

which option offers best value to the tax payer

which option best addresses the anticipated workforce shortfall
which option is most deliverable

which option best supports research and education

It will clearly take time for the CCG to make its decision. The proposed model of
care is one that enjoys substantial clinical support and has been co-designed by
clinicians from the three hospitals, community service colleagues and those working
in primary care.

| will ensure that you and your colleagues are fully aware of the detail behind these
proposals, and will arrange detailed briefings to consider the proposals and their
implications over the coming months in the lead up to consultation.

It is important that as well as contributing our views to the consultation, we also
focus on continuing to improve the care we provide to patients at the Royal
Bournemouth Hospital and those cared for at Christchurch.

| will circulate further details behind the proposals to consultants, heads of nursing,
matrons, departmental managers and a broader group of staff as and when this
becomes available. | anticipate this wider sharing of information will commence next
week.

Tony Spotswood
Chief Executive
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Decisions to be made by the Dorset CCG
Governing Body

Decisions to be made

1 Does the Governing Body agree with the out of acute
hospital approach?

2 Does the Governing Body agree with the acute hospital
models of care and site specific options?

3 Does the Governing Body approve the proposal to proceed
to consultation?

4 Does the Governing Body approve the delegation of

authority to the Chair and Accountable Officer to make minor
amendments to the consultation proposal to address the
external assurance feedback?

3 Does the Governing Body approve the delegation of
authority to the Control and Assurance Group to sign off the
consultation document?




Why we need to change Dorset’s health system

We have a growing elderly population with
o changing health needs who are placing
greater and new demands on services

We have variable quality in out of acute
hospital care and patients reporting difficulty
accessing care

We have variable quality in acute hospital

based care, particularly for more specialist

services and with some national quality
standards not being met

We have shortages of healthcare staff, including specialist
consultants, which means it is difficult to ensure we have
enough staff available, especially where 24/7 care is needed

We have a growing financial challenge with average yearly
demand growing at three times the rate of average yearly
growth in income (1.7% as compared with 5.8%) resulting in
an estimated annual funding gap from £167m to over £200m
by 2020/21 for NHS Dorset commissioned services.



http://www.dorsetsvision.nhs.uk/wp-content/uploads/2015/01/Dorset-CCG-Need-for-Change-Jan-2015-low-res.pdf

Our vision is an integrated local health system

Acute hospitals People’s

homes

Community GP practices
hubs and primary
care




The benefits we expect for our local people and
health care system by delivering the out of acute
and acute hospital models of care (1/4)

Quality of care
for all

Care centred around the patient

Meeting patients’ physical and mental health needs
Improved outcomes: morbidity and mortality
Saving more lives by having 24/7 consultant on site
led care

Centres of excellence

Right care in the right place at the right time
Improved communication between clinicians across
the health community

Ensuring people have a positive experience of care
Seamless integrated care

Meeting national quality standards for key specialist
services

Reduced hospital admissions

Reduced length of stay

Increased focus on prevention

5




The benefits we expect for our local people and
health care system by delivering the out of acute
and acute hospital models of care (2/4)

Access to care
for all

Care delivered closer to home for more people
More services available 7 days a week

More services available up to 24 hours a day
Easier access to hyper-acute and specialist
services

More services delivered in the community

Sustainability and
value for money

Closing predicted financial gap of between
£167 to over £200 million per year by 2021
using,

» new models of care

» cost avoidance

» In house productivity improvements
Increased efficiency and value for money
Further savings beyond 2021 through
prevention




The benefits we expect for our local people and
health care system by delivering the out of acute
and acute hospital models of care (3/4)

Workforce

Sustainable workforce with availability 24/7
where appropriate

Attract and retain high calibre staff to Dorset
Greater focus on multidisciplinary working
Improved efficiency of working practices and
reduced pressures on workforce

Sufficient volumes of care per consultant to
maintain skills and expertise




The benefits we expect for our local people and
health care system by delivering the out of acute
and acute hospital models of care (4/4)

Deliverability « A solution that can be largely implemented within
S years

« Service models supported by national guidance
and best practice

« Support from national bodies

Other (e.g., * Improved opportunities for training and
research and education of clinicians in Dorset with networked
education) working

 Enhanced ability to attract research and
development work and funding

« More able to adopt new technologies, techniques
and treatments




Our process for delivering this review

Clinical Services Review four stage review process

Formal
public

4 Implementation
consultation

Oct 2014 — May 2015 Summer — Autumn 2015 Early 2016 Spring 2016 onwards

= We are now completing Stage 1 with an identified potential design for
new ways in which care could be delivered to meet changing needs

= Decisions on the major service models of care reconfiguration
will be made early 2016




Alignment with the mental health acute care
pathway review

= Areview of the mental health acute care pathway is also taking place
= This is an important complementary programme of work

= |t will take into account the outcomes of the Clinical Services Review

Mental health acute care pathway review process

1 Engagement
and design

June 2015 — Dec 2015 Early 2016 2016 2017 onwards
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Over 300 local clinicians have been involved to
Identify the potential design Oct 2014 — May 2015

What are people’s needs?
How are services currently being provided? Is there a need to
change?

What is the local, national and international evidence and best
practice?

What does good look like? What model of care in and out of acute
hospitals can best meet people’s needs?

What model of care in and out of acute hospitals can best meet
people’s needs? (continued from cwa2) What are the potential options we have
for organising the delivery of acute hospital services? (eg. what range
of services could we have and where could they be located?)

What are the potential options we have for organising the delivery of
acute hospital services? (continued from CWG3)
Review of how Dorset might meet its out of acute hospital ambitions.

What are the preferred options for the delivery of services
(assessments against the agreed evaluation criteria)

11




Who we have engaged pre-consultation?

Dorset’s clinicians

v 4 A &)

Public, patients GPs and primary NHS staff Other
and carers care teams stakeholders
525 people at 9 13 Locality based Meetings and Meetings and
Public Information out of hospital briefings with Dorset  briefings with NHS
Events discussion meetings CCQG, acute England, Health &
hospitals, Wellbeing Boards,
5 Patient and Public 50 Cluster and community and MPs, other CCGs,
Engagement Group Locality meetings mental health councillors,
meetings services and voluntary
38 Practice Visits ambulance service organisations
Analysis of 29,000
survey responses Development
(Big Ask and Citizen Workshops and
Panels) Membership events

Information to 1,400
Health Involvement
Network members

12




The ambition to transform Dorset’s out of acute

hospital service provision... (1/2)

Transformed
primary care

Rapid response to
urgent health needs

Integrated care for
people with long
term conditions and
the frail older
people

From

To

= Variations in
performance
= 5-7 day services

= Consistent quality
= 7 day services

= Multiple overlapping
services

= Limited access out of
hours

= Single point of
access

= Access to arange
of professionals

= Fragmented services
and duplication of
effort

= Integrated locality
based teams
providing seamless
services to patients

13




The ambition to transform Dorset’'s out of acute

hospital service provision... (2/2)

Efficient planned
care close to
patients’ homes

Support for
people to recover
Independence
quickly

Workforce for the
future

From

To

Patients travelling to
acute hospital
location

Outpatients and other
planned care delivered at
scale in the community

People keptin

Home-based support

hospital services available
= |mproved use of
technology to recover
independence
= Clinical staff = Highly skilled staff to

spending time on
Inappropriate tasks,
travel and with little
IT support

deliver physical and
mental health care

Staff using their specialist
skills more

Enhanced IT support

14




Proposal is to develop hubs to support the delivery

of services at scale

(registered population ~ 280k)

Develop 5-7 local

hubs based on

existing community

hospital and

potentially acute sites
GP practices as part

of a network

(registered population ~ 500k)

= Develop 2

large hubs,
with one at the
Major Planned
Care Hospital
site and one at
community
hospital

Larger GP
practices with
urgent care,
outpatients
and primary
care

15
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lllustrative example of a hub

* Providing ‘hub’ services for a lllustrative hub infrastructure and capacity’
catchment population of 60,000 at |Size -600to 1,000m* ® |
Community | Scheduled care l
alocal hub and 125,000 ata | *° e gt B
larger hub ' — . Cafe
Consultation rooms | |
* Providing primary care services Open plan offce space | | Therapy
for catchment population of e Area
30,000 at a local hub and 40,000 Consiltatibn rdoms Communty
at a larger hub Pharmacy services
] ] _ Equipment [ Chemo-
* All the hubs will require multi use Store IR ] [0y 1 therapy
of rooms and utilisation for 10 Dentist | [~ o Dlan office |
hours a day, 7 days a week, — space - | Diagnostics
including pharmacy and GP services Treatment rooms | |
services Urgent care
g i centre !
. step; (;?)S\nlrjlpée ds TR
 Larger hubs would include step (| | """ | | =

up/step down beds
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The ambition to transform Dorset’s acute hospital
service provision...

= Local clinicians have defined different types of acute hospital service
models for Dorset as informed by the Sir Bruce Keogh Review’

= They have described three main acute hospital service types which are
centres of excellence they would like to see provided for the people of
Dorset

* They determined this is how ‘good’ could be delivered in Dorset

Major planned care Major emergency Planned care and
hospital with an hospital with A&E emergency hospital

Urgent Care Centre services with A&E services
(as part of Dorset’'s A & E

network)

1 Transforming Urgent and emergency care services in England: Urgent and emergency care review,.
High quality care for all, now and for future generations. Nov 2013. NHSE.
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Two potential site specific options have been
Identified by clinicians for delivering the model of

care for acute hospital based services

Option A Option B

Dorset

Dorset
County County
Hospital Hospital
Royal Royal
Bournemouth Bourner_nouth
Hospital Hospital
Poole Poole
Hospital Hospital
Major planned care hospital Planned care & Major emergency
with Urgent Care Centre emergency hospital hospital with
(as part of Dorset's A & E with A&E services
network) A&E services

18




Major planned care hospital summary of services
/]

= 24/7 Urgent Care Centre (as part of Dorset’s A & E network) - GP led
Urgent and with consultant input in networked arrangement with integrated GP out
emergency of hours services

care = Sub-acute medical admissions
* Rehabilitation Deds
Planned = High volume low complexity planned and day case surgery
and = Enhanced planned recovery unit
specialist Planned medical interventions/admissions e.g. chemotherapy

= Qutpatients and diagnostics

Maternity = Antenatal and postnatal care
and = Children’s therapies and outpatients
paediatrics
= |ntegrated frailty service
Long term . primary and community care services on site
conditions . Step up, step down beds

& frail older . pontal health care services (not inpatient beds)
people

Indicative no. of beds: ~180 to 300
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Major emergency hospital summary of services

Urgent and
emergency
care

Planned
and
specialist

Maternity
and
paediatrics

Long term

conditions

& frail older
people

24/7 consultant delivered A&E with trauma

24/7 hyper-acute cardiac, stroke

24/7 consultant delivered emergency surgery in line with NCEPOD*
recommendations

Acute medical admissions

24/7 Gastrointestinal bleed rota

Level 3 critical care

High complex low volume planned care
24/7 interventional radiology
Outpatients and diagnostics

High risk obstetrics with 24/7 consultant presence for maternity
Alongside midwifery led unit

Inpatient consultant delivered paediatrics 24/7

Neonatal Intensive Care Unit level 3

Integrated frailty service
Mental health care services (not inpatient beds)
Primary and community care services on site

*National Confidential Enquiry into Patient Outcome and Death
Indicative no. of beds: ~900 — 1,100
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Planned care and emergency hospital summary of

services

Urgent and
emergency
care

Planned
and
specialist

Maternity
and
Paediatrics

Long term

conditions

& frail older
people

*Services provided 24/7 across Dorset on a networked basis

Consultant led A&E with 14/7 consultant presence*

Hyper-acute cardiac Monday to Friday, 8 hours a day*
Non-interventional cardiac — 12/7 in line with 7 day a week working*
Hyper-acute stroke service 14/7*

Stroke unit and stroke rehabilitation

Emergency surgery 14/7*

Acute medical admissions*

Level 3 Critical Care*

High volume low complexity planned and day case surgery
Interventional radiology - Monday to Friday, 8 hours a day*
Outpatients and diagnostics

24/7 consultant led cover with approx. 60 hours per week on labour unit
and 128 hours on call at night (either resident or at home if within 30
minutes)*

Alongside midwifery led unit

Neonatal care*

Develop paediatric assessment unit 16/7*

Integrated frailty service
Primary and community care services on site
Mental health care services (not inpatient beds) Indicative no. of beds: ~320 - 360
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Full evaluation criteria

Criterial

Sub-criteria

Description

Quality of care
for all

Clinical effectiveness

Patient and carer experience

Improved delivery against clinical and constitutional standards, access to skilled staff
and specialist equipment, comparison of current clinical quality of sites

Improved patient and carer experience (overall holistic/personalised care, respect
and involvement in decisions and consistency) with excellent communication and

improved estate
Expected impact on excess mortality, serious untoward incidents

Access to care
for all

Distance and time to access
services

Service operating hours

Patient choice

Impact on population weighted average travel times (blue light, off-peak car, peak car,
public transport) to reflect average impact for emergency and elective treatment and
total impact for more isolated and/ or rural populations

Ability of model to facilitate 7 day working and improved access to care out of hours

No. of sites delivering emergency, obstetrics, elective, outpatients, diagnostics; no. of
Trusts with major hospital sites

Affordability
and value for
money

Capital cost to the system
Transition costs
Net present value

Meet license conditions

Capital requirement to achieve required capacity & quality
One off costs (excl. capital & receipts) to implement changes

Total value of each potential option incorporating future capital and revenue/cost
implications and compared on like-for-like basis
Meets regulatory requirements e.g. surpluses generated by each Foundation Trust

Workforce

Scale of impact
Sustainability

Loss of Dorset workforce

Potential impact on current staff and retraining required

Likelihood to be sustainable from a workforce perspective, facilitating 7 day working
and taking into account recruitment challenges and change in what work force does
i.e. ability to ensure sufficient people with the right skills in the right places?
Potential impact on staff attrition due to change

Expected time to deliver
Co-dependencies with other
strategies

Ease of delivering change within 3-5 years
Alignment with other strategic changes (e.g. Better Together, national and local NHS
strategies) and provides a flexible platform for the future

Other (e.g.,
research and
education)

Disruption to education &
research

Support current & future
education & research delivery

Disruption to Research and Education

Support for current and developing research and education delivery e.g. meeting
college standards of training individuals and service specifications
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Clinicians considered a large number of options for
how the services could be organised and the results
of analysis and assessment against the evaluation

Criteria Number_o_fsite
MODELS OF CARE specific

permutations

LONG LIST
of 21 generic potential options

y

MEDIUM LIST
of 7 generic potential options

SHORT LIST
of 2 generic potential
options

y

Final selection of
potential options
for
PUBLIC

CONSULTATION
23




What we will be consulting on (1/2)

Public views about and levels of support around:

The need to change  Why change is required and acceptance that the status
quo is neither sustainable or desirable

Our vision for Agreement with the CCG’s overarching vision
healthcare in Dorset

24



http://www.dorsetsvision.nhs.uk/wp-content/uploads/2015/01/Dorset-CCG-Need-for-Change-Jan-2015-low-res.pdf

What we will be consulting on (2/2)

Public views about and levels of support around:

Transforming our out
of acute hospital
provision to provide
high quality, safe and
sustainable care

Transforming our
acute hospitals to
provide high quality,
safe and sustainable
care

Implementation of the
agreed solution

Changing model of out of acute hospital care focused on
bringing more care closer to people’s homes, offering a
greater range of services locally (based on a scale model),
making best use of estates

Changing model of acute hospital care with centres of
excellence that can offer specialist and day-to-day acute
emergency, urgent and planned care. Consulting on site
specific options (Option A and B) for new ways to organise
care

Any specific issues of note or to be aware of during
implementation (e.g. public transport routes, sequencing of
new and old services)
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Proposed timetable

MAY 2015

JUNE - AUG
2015

AUG — NOV
2015

DEC 2015

FEB 2016

MAR 2016

Decision at CCG Governing Body meeting on
20 May 2015

External assurance and engagement: NHS
England, Wessex Clinical Senate, Joint
Health & Overview Scrutiny Committee and

Monitor
Public consultation

Independent report with consultation findings

Updated business case presenting case for
new ways of working

CCG Governing Body decision-making
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Who has been involved? Annex v - appendix 1
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Annex iv Appendix 2

NHS

o Dorset
Clinical Commissioning Group

Dorset’s Health Services
The need to change

Dorset’s Clinical Services Review
shaping your local NHS

Your vision ® Your voice ® Your NHS
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Modernising your health service

Dorset Clinical Commissioning Group is the name of a group of local doctors and other
health professionals whose job it is to plan and secure the healthcare for Dorset’s people.
Our members come from 100 GP practices across the county.

We are working with hospitals, GP practices and other
health and care providers and specialists to improve and
modernise Dorset’s health services. Together, we believe
we need to make significant changes to Dorset’s health
services to ensure you have high quality and affordable
care not just now but into the future.

Although most patients currently receive good care in
Dorset, achieving the best standards of care for everyone is
becoming increasingly difficult.

We need you to join us on our mission to achieve the right
healthcare for the people of Dorset now and in the future.

Your help

This document explains the current picture of healthcare
in Dorset based on the evidence we have gathered. It
also describes some of the challenges we face to meet the
health needs of local people.

To be able to look after everyone's health as well as
possible we are developing some options for how we
could change the way health care is delivered. We want

to know what you think about the possible changes. So in
the summer of 2015 we will run a formal consultation and
ask for your views. To receive the consultation document
please sign up to our Health Involvement Network and
we will stay in touch and share information with you. The
details of how to do this are on page eight.

As part of gathering the evidence we have reviewed recent
feedback from local people to understand what you need
from your health services and what changes you would like.
Your views have been gathered from health surveys, such as
the 6,000 responses we received in 2013 to The Big Ask,
and from other research. We have used this information to
help to demonstrate why the current system must change
and we will continue to use it to inform our ideas for the
way our services might be best provided in the future.



http://www.dorsetccg.nhs.uk
http://www.dorsetccg.nhs.uk/involve/current-engagement/the-big-ask.htm

Why change?

The needs of patients in Dorset today are very different from back in the 1940s when the
NHS healthcare system was set up.

Then, the average life expectancy was lower, and the most common conditions facing people were injuries, heart attacks
and strokes. Now many more people live into old age. We have among the longest life expectancy in the country and the
number of Dorset pensioners is predicted to rise by 30 per cent over the next decade.

Although this is great news, increased longevity brings new challenges. The most significant is that more people are
living with chronic conditions such as diabetes and dementia. The way we currently organise our health resources doesn’t
reflect people’s changing needs as well as it could.

Meanwhile due to advances in surgical techniques and anaesthetics, people no longer need to spend weeks in hospital.
Today many patients need just a few days or sometimes only a few hours hospital recovery time after surgery.

However despite this and many other exciting new developments in medicine and technology we are not making the
best use of the advantages they bring.

Some specialist staff don't get to see sufficient cases to maintain and build their skills and expertise and the way services
are currently organised means that patients don't always get access to the specialists that do exist. In addition, specialist
staff may not be available seven days a week. As a result, patients with similar conditions can have better or worse
treatment depending on the staff they are treated by or the hospital they are treated in. Similarly patients get different
treatment and services depending on which GP practice they use.

We don't currently organise health services as efficiently as we might, for example health and social care services could
be more joined up, which means we don’t help people as well as we'd like and we don't always get the best value for
money.

A key problem is the way we organise staff. We have highly skilled staff carrying out tasks other more appropriately
trained doctors and nurses could do. We still have too many staff vacancies. This means we are often forced to employ
more expensive agency staff. Our health system today needs a wider variety of skills to meet current health problems.

Underlying these difficulties is the need to control the amount of money that is being spent. This is a huge and growing
problem for the NHS. By 2020/21 we forecast Dorset will have to spend £167m to over £200m more each year than it
receives if nothing changes (the amount depends on changes in demand and inflation costs).

So there is an urgent need to change the way we do things. We need to reorganise our health service to ensure we have
the right skilled people, efficient buildings, wise use of technology and money allocated in the right places to help to look
after everyone’s health properly. Doing nothing is not an option.

The problems we are currently facing are not unique to Dorset. The NHS in England has recognised these are national
challenges and that the health system everywhere has to adjust. In Dorset we are facing up to the issues and preparing
to take action because we are committed to ensuring everyone has access to safe, high-quality, up-to-date and
affordable healthcare into the future.

Dr Forbes Watson
GP and Chairperson, Dorset Clinical Commissioning Group

Your vision ® Your voice ®




The evidence

As clinical leaders we have been gathering together a large quantity of information about
how we need to adapt to the new challenges facing our health system. We have studied
this research and our findings indicate we need to start to plan to change the system now
to help patients receive the right care in the right place in the future.

Our ageing and diverse population

By 2023, the population of Dorset is expected to grow
by 6 per cent from 754,000 to over 800,000 with
much of the growth happening amongst the oldest.

We need our health service to care for our ageing
population and the conditions associated with it, such
as heart disease, stroke and diabetes.

We also need to reduce the gap between the health
of the poorest and richest. Within Weymouth and
Portland the life expectancy varies by over 11 years
between men living in the most deprived and more
prosperous areas.

Population growth 2013-2023
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+6% +30%

Source: ONS 2012-based Sub National Population Projection
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Our changing health needs Your expectations

The people of Dorset generally have better health
compared to the England average, with low smoking
rates and fewer obese children.

But due to our older population we have higher
numbers of people with heart problems and diabetes
and we expect this to grow faster than the national
average. By 2020 around one in ten of the people in
our county are predicted to have diabetes and 1in 8
will experience heart disease.

Increasing numbers of people living with long
term conditions. By 2020:
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1 in 1 0 people will have diabetes

 RfRiRdE
1 in 8 people will have coronary heart disease

Source: Association of Public Health Observatories

We know from our research amongst local people that
you want easier and better access to care.

Surveys show the public wants:

Out of hours GP services, and longer GP
opening hours.

More services such as blood tests and
physiotherapy provided locally with longer
opening hours.

Consultant led teams in hospitals available
seven days a week.

Specialist centres of excellence to ensure
patients get the best treatments even if they
need to travel further to reach them.

Better communication between hospitals,
specialist consultants and GPs and the patient.

=], =8y, =8y =B, =],

Source: The Big Ask, Market Research Group, 2013




The evidence

GP practices and out of hours care

The quality of general practice in Dorset is recognised
as being generally high but there is significant variation
that needs to be addressed.

Whilst practices are open from 8am - 6.30pm Monday to
Friday (with some closures over lunchtime) and all offer
some appointments outside of this time, the amount of
extended hours offered in evenings and at weekends
varies considerably.

240/0 of patients don't

find it easy to contact out-of-
hours GP services by phone

Source: GP Patient Survey CCG Report (July 2014)

Outside the standard opening hours, general practice
care is available through the 111 service.

However, access to out of hours services and the ease
of accessing them depends on where you live. This may
contribute to the large differences in the variation of the
number of people who attend A&E according to which
GP practice they use.

As well as variations in people’s ability to access general
practice services more could also be done to tackle
variations in the quality of care provided. For example
patients with diabetes in Dorset do less well than those
in some other areas of the country.

In addition, the GP workforce is under strain. Many
practices are unable to recruit GPs, training posts are not
being filled and many GPs are approaching retirement.
GPs also spend considerable time on tasks that could be
better provided by team members with a range of skills
and expertise, being led by a doctor.

Variation in A&E attendances across GP practices

Lowest 1 73

per 1,000 population
(adjusted for age and health status)

e 5 Highest 459

per 1,000 population
(adjusted for age and health status)

Source: HES 2013/14

k& Patients in Dorset deserve the

best possible care. To deliver this

we need high quality general
practice, supported by services that
are designed to meet the needs of
patients in the 21st century. The
Clinical Services Review is designed to

achieve this. 99

Dr Nigel Watson, GP and Chief Executive,
Wessex Local Medical Committees

Community and mental health services

In Dorset 12 community hospitals and a number of
home based teams provide a range of care to people in
their homes and in their local area.

More than half of the patients currently admitted to
community hospitals could instead be supported at
home and a further third nursed in their own home,
meaning they can be treated and cared for, but also
safely maintain their independence.

Other community services such as those provided
by district nurses, health visitors, chiropodists and
occupational therapists add an important element
to home care, but often they do not have access to
patients” health records and time may be wasted

if they don't know the full details of each patient’s
needs.

Evidence shows patients with physical long term
conditions are more likely to experience depression
or anxiety and we need to ensure they receive a more
comprehensive range of services.

Although Dorset generally enjoys good access to mental
health services, in some areas there is not enough
support provided to patients outside working hours

and in other places there are not enough services for
children with mental health conditions. The Big Ask also
told us that you would like to see an improvement in the
quality of mental health services offered.



http://www.dorsetccg.nhs.uk/involve/current-engagement/the-big-ask.htm

The evidence

Hospital care

In Dorset hospital-based emergency care, planned and
specialist care, maternity and child care is provided by
Dorset County Hospital, Poole Hospital and The Royal

Bournemouth Hospital.

Emergency care

A&E attendances have increased significantly over the
past few years. Over half of these patients have minor
conditions that do not require hospital treatment.

Other people who are ill and need to go into hospital
are forced to wait longer in emergency departments
because there are not enough free beds to admit
patients. This is partly because elderly people, who
cannot be discharged because they do not have proper
support available in their homes, take up beds whilst
waiting for support to be put in place. Many patients
also cannot be discharged on time because they have
conditions that mean they have ongoing needs for
treatment close to home which our current health
system is not set up to provide.

10 year projected increase:

A&E ==
+22% +30%

A&E attendance Hospital admissions

Source: HES 2013/14, Office of National Statistics 2012 based
sub-national population projections over 10 years

In addition, emergency surgery in our three hospitals
does not always meet national quality standards, partly
because in smaller units surgeons are not treating
enough patients with the same conditions to sufficiently
maintain a specialist skill.

Some life threatening emergencies are not dealt with
quickly enough. For example the percentage of stroke
patients receiving a potentially life-saving diagnostic brain
scan within an hour is 10 per cent lower in Dorset than
the national average. This means these patients are at
higher risk of suffering from complications.

As emergencies can happen at any time of the day or night
it is important there is round the clock consultant cover for
each hospital. However at the moment there is not 7 day a
week consultant cover on site in all three hospitals.

Planned and specialist care

Access to planned hospital care is good across Dorset,
with most patients treated from GP referrals within the
national target of 18 weeks. But there is variation in the
quality of this care depending on the health condition,
particularly in cancer treatment. For example there is a
2.8% variation in patients with bowel cancer who die
within 90 days of treatment.

We need to ensure that professionals with the
appropriate specialist expertise are available to treat
patients, and that they have access to the latest
available equipment.

Maternity and obstetric care

If mums need to give birth in hospital, babies are more
likely to be born safely if there is a consultant who can
be called upon during their labour if the need arises.
Most consultants operate during working hours, which
means babies delivered in the evenings or at weekends
may not have immediate access to a consultant on site
and this can be especially problematic if things go wrong.

At the moment there are two obstetric units in Dorset
and these have consultant obstetrician cover on site for
40 hours a week and 60 hours a week (from a total of
168 hours).

Percentage of time in the week when there is a
consultant obstetrician on the labour ward

@
A n
24% 36%

The Royal Bournemouth Hospital has a midwife led
maternity unit for low risk pregnancies, but these
midwives still need to be able to access additional
specialist services if required. We need to make sure
specialist services are available to women in labour at
all times of the day and night.

Children’s care

Dorset County Hospital and Poole Hospital both have
children’s wards with over 16,000 unplanned admissions.
Nearly half of these children are admitted for less than
24 hours, which shows their cases are usually not serious
and often just need observation. This indicates their care
could be delivered in a different way, rather than being
admitted to hospital.




The evidence

Getting to health services

Percentage of people estimated to have no/limited
public transport connection to an acute hospital
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Car ownership in Dorset is around 60 per cent,
which is higher than the England average.

However due to the rural nature of some areas

in Dorset, many people have little access to

public transport. For example ten per cent of the
population do not have an easy connection to an
acute hospital. In the design of our future health
system we need to take transport issues into
account and ensure people can receive healthcare in
different ways and as close to home as possible.

25%

West Dorset North Dorset Bournemouth

15%

Source: Peak Public Transport Data, SDG

Poole

11% 10%

Many people across Dorset point
out a lack of close working between
different parts of the health system
and social care services.

Local doctors, along with patients
and their families, believe if there
were better community support
services patients could leave
hospital more quickly, which would
reduce their risk of hospital acquired
infections and free up the beds for
others in need. At the moment there
are too many delays in discharging
patients from hospital.

We also want to continue current
work to get health and social care
teams working better together to
help people stay independent for
longer and prevent the problems
that can lead people to need hospital
care, as well as giving the right
support to those leaving hospital.

.,Q k& A key aspect of

'n' any future plan should

be to ensure a more
seamless service and the
ability to provide quality
care at home. This will
reduce people’s need for
hospital admissions and
speed up their discharge
if admitted. 59

Dr Chris McCall, GP

The organisation of Dorset’s health
services means that doctors,
midwives and nurses are not
always available in the places and
at the times that patients need to
see them. In addition, nationally,
and locally there is a shortage of
some clinicians with key specialist
skills and it is difficult to recruit to
some posts. These factors mean
there is a reliance on expensive
short term clinical staff. We need
to organise our health professionals
better in the future.

Royal College of Emergency
Medicine recommended
number of consultants per
emergency department

TreTreTTT10

4.2

Dorset County Hospital

Working together with Staffing challenges Growing shortage of money
social care

The NHS in England is expected
to have a £30 billion shortfall by
2020/21. For Dorset experts have
forecast that in five years we will
have a shortage of between £167
million and £200 million each
year, between our income and our
costs, depending on the demands
on the service and inflation costs.

As NHS funding cannot keep pace
with the growth in demands and
costs, and to get the most from
the money we do have, regardless
of any potential increase in our
future budget we have to ensure
we organise the resources we
have to best provide the health
services that meet changing needs.
This means we have to be more
efficient, organise and deliver our
services in different ways, and invest
more money in disease prevention.

Funding gap
£167 million

Total spend | Total budget
£1.21 billion | £1.05 billion

Dorset Clinical Commissioning
Group forecast financial position
2020/21




Our review

We want to ensure all patients have access to care in the right place at the right time,
whether it is at a hospital, at their GP surgery or at home.

We need to recognise our population is growing and * How should those services be designed and delivered?
changing. We are expecting a 6 per cent rise in Dorset’s e \What services are available now?
population between 2012 and 2020, many of whom will o

How can we improve these?
* How can we make sure you have access to the latest
To meet your changing needs and improve the quality of advances in medicine and technology?

the best quality, specialist and up-to-date care in the right How can we make sure we can afford this now and into
place and in an affordable way. the future?

be pensioners.

We also need to ensure we can provide this health
care alongside support for people at home and in their
communities so they can easily get the help they need
from their surgery, a hospital or at home.

We do not yet have all the solutions. But bold new
thinking is needed and a wide range of options should
be considered. We know you care deeply about having a
health service that works well. We share your ambition.
NHS Dorset Clinical Commissioning Group is working out
how we need to change by carrying out a Clinical Services
Review. We are taking advice from a wide range of
doctors, nurses and health and social care specialists, along
with patients, carers, voluntary groups and the general
public to improve care, reduce the variation in treatment
and ensure we spend our money to get the maximum
health benefit for all.

We have gathered this data to describe the current picture
of healthcare in Dorset. It shows there is a need for
change. We are looking at local, national and international
evidence of what good could look like for the future. The
next step is to develop a number of possible options for
how care could best be delivered in Dorset and in the
summer of 2015 we will formally consult with you to hear
what you think. We urge you to stay informed and involved
Our review is focused on understanding: to help us achieve high quality and affordable care for the
* What are your needs? people of Dorset.

* What services can meet your needs?

.,‘ k&] think it is clear why we need to .,. k& Some people and services appear
restructure our healthcare system - the saturated with resources, others are
data shows services are not sustainable. not. We need more focus on equity
This is an opportunity for change and and equality and plain economics
improvement — particularly around - getting the right services to the
better integration of services. 59 right people. 55
Local Dorset resident Local Dorset resident
Patient and Public Engagement Group member Patient and Public Engagement Group member

If you would like further information about the review of Dorset’s health services then visit
www.dorsetsvision.nhs.uk e-mail involve@dorsetccg.nhs.uk or ring 01202 541946. Please
also contact us to sign-up to the Health Involvement Network to receive regular updates on the
Review's progress and the consultation document in the summer of 2015.

f facebook.com/NHSDorsetCCG ¥ twitter.com/@DorsetCCG

Easyread, audio and translated copies of this document are available on request.

© Dorset Clinical Commissioning Group January 2015.
Thank you to local Dorset people for being in our photos.
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Letter to the Secretary of State for Health and the
Chairman of NHS England

Dear Secretary of State and Sir Malcolm,

Earlier this year, | agreed to conduct a comprehensive review into how we organise and
provide urgent and emergency care services in England. We all shared the same anxiety that,
up and down the country, A&E Departments, the hospital services that support and sit behind
these departments and our ambulance services were under intense, growing and
unsustainable pressure. This pressure is very real and whilst the NHS is coping, it needs
addressing urgently so patients can continue to receive high quality urgent and emergency
care in the future.

This letter and accompanying report present the findings from the first phase of my review. The
report sets out proposals for a fundamental shift in how and where we meet the urgent and
emergency care needs of people in this country. | am confident that, if fully implemented, within
a few years we can create a service that is more responsive and personalised for patients and
delivers even better clinical outcomes. It is essential that we transform the whole urgent and
emergency care pathway, from end to end. This system-wide approach is the only way to
create a sustainable solution and ensure that future generations can have peace of mind that
when the unexpected happens, the NHS will still be able to provide a rapid, high quality and
responsive service, free at the point of need.

Our Vision

Our vision is simple. Firstly, for those people with urgent but non-life threatening needs we
must provide highly responsive, effective and personalised services outside of hospital. These
services should deliver care in or as close to people’s homes as possible, minimising
disruption and inconvenience for patients and their families. Secondly, for those people with
more serious or life threatening emergency needs we should ensure they are treated in centres
with the very best expertise and facilities in order to reduce risk and maximise their chances of
survival and a good recovery. If we can get the first part right then we will relieve pressure on
our hospital based emergency services, which will allow us to focus on delivering the second
part of this vision.

The case for change, opportunities for improvement

The reasons for the growing pressures our A&E departments are experiencing have been well
rehearsed. Two things in particular are often cited. Firstly, an ageing population with
increasingly complex needs is leading to ever rising numbers of people needing urgent or
emergency care. Secondly, we know that many people are struggling to navigate and access a
confusing and inconsistent array of urgent care services provided outside of hospital, so they
default to A&E. While both these things are true, they arguably underplay the fact that A&E
departments have become victims of their own success. The A&E brand is trusted by the



public and, despite increasing pressure, continues to provide a very responsive service with an
average wait for treatment of only 50 minutes and the overwhelming majority of patients being
treated within 4 hours. So, we should not be surprised that people choose to go to A&E.

But, the reality is that millions of patients every year seek or receive help for their urgent care
needs in hospital who could have been helped much closer to home. The opportunities for
bringing about a shift from hospital to home are enormous. For example, we know that 40% of
patients attending A&E are discharged requiring no treatment at all; there were over 1 million
avoidable emergency hospital admissions last year; and up to 50 per cent of 999 calls
requiring an ambulance to be dispatched could be managed at the scene. To seize the
opportunities these numbers present, we will need to greatly enhance urgent care services
provided outside of hospital. This forms a key part of our proposals.

The second part of our vision relates to those people with the most serious or life threatening
emergency care needs who do require treatment in hospital. In the 1970s most A&Es and their
hospitals could offer people the best treatment of the day for most conditions. Clinical practice
has taken great strides forward in the last four decades, and this is no longer the case.

Take heart attacks for example. In the 1970s, heart attacks were treated with bed rest. The
hospital mortality rate was about 25 per cent. Today, as a result of advances in medical
science, we now mechanically unblock the culprit coronary artery which was causing the heart
attack. This treatment has seen mortality rates fall to just 5 per cent. But this improvement has
required very expensive diagnostic equipment and cardiologists with special skills. This highly
effective, advanced treatment of serious heart attacks cannot be provided by every hospital; it
is currently delivered by half the hospitals in England, with about a third providing a
comprehensive 24/7 service. We have very good results by international standards because
the diagnosis can be made in the ambulance and the right patients are taken to the right
hospitals for the most advanced treatment. This means that for paramedics to get patients to
the best and most appropriate services, they will sometimes drive past the nearest A&E to get
the patient to the right place. This is a good thing. The recent national reorganisation of major
trauma services which resulted in the designation of 25 major trauma centres has produced, in
its first year, a 20% increase in survival despite increased travel time for patients who now
bypass A&Es that previously treated only a handful of these very serious and complicated
cases.

Similarly, the treatment of strokes which occur when the blood supply to part of the brain is
blocked, has evolved. Effective treatment requires rapid transfer to a highly specialised unit
with expensive diagnostic scanners and clinical expertise so that drugs can be given to
minimise the brain damage that occurs. Stroke services in London have been reorganised to
offer this high level treatment, but this required redirecting patients with suspected strokes from
32 admitting hospitals to only 8. The end result is that London has the best stroke services of
any capital city in the world, saving more lives and returning more patients to independent
living.



We have made good progress on treating heart attacks and strokes, although there is still
more to do in these and other areas in order to reduce risks and improve outcomes. Advancing
science has directed the way we deliver services to achieve the best results, but it also
exposes the illusion that all A&Es are equally able to deal with anything that comes through
their doors. We now find ourselves in a place where, unwittingly, patients have gained false
assurance that all A&E’s are equally effective. This is simply not the case.

We also know that the likelihood of recovering from a particular iliness or injury varies
considerably between hospitals. Despite the best efforts of the staff who work there, many
hospitals and their A&E departments do not have consistent consultant presence overnight or
at weekends. The support services available also vary considerably, with 1 in 7 lacking at least
one “essential” on-site service, such as critical care, acute medicine, acute surgery or trauma
and orthopaedics. As you know, | have also been leading the NHS Services, Seven Days a
Week Forum which has been considering potential solutions to some of these issues and will
report shortly.

So, A&E departments up and down the country offer very different types and levels of service,
yet they all carry the same name. We need to ensure that there is absolute clarity and
transparency about what services different facilities offer and direct or convey patients to the
service that can best treat their problem. Most importantly, we need to ensure that anywhere
that displays a red and white sign is a place that will provide access to the very best care for
the most seriously ill and injured patients, 24 hours a day and 7 days a week. A place that can
resuscitate, make a diagnosis, start treatment and ensure rapid transfer to the right place if it
can’t offer the very best care.

The Future of Urgent & Emergency Care Services in England

The challenges facing our urgent and emergency care system are clear, as are the
opportunities for improvement. We now need to take action. Our report sets out our proposals
for the future of urgent and emergency care services in England. There are five key elements,
summarised below, all of which must be taken forward to ensure success:

¢ Firstly, we must provide better support for people to self- care. This is by far the most
responsive way of meeting people’s urgent but non-life threatening care needs. Millions of
people already do this, but millions more could be better supported to take control of their
own health. To achieve this, we will need to provide better and more easily accessible
information about self-treatment options so that people who prefer to can avoid the need to
see a healthcare professional. We will also need to accelerate the development of
comprehensive and standardised care planning, so that important information about a
patient’s conditions, their values and future wishes are known to relevant healthcare
professionals. This way, patients will be better supported to deal with that condition before it
deteriorates, or if additional help is required.

e Secondly, we must help people with urgent care needs to get the right advice in the
right place, first time. To achieve this, we will greatly enhance the NHS 111 service so



that it becomes the smart call to make, creating a 24 hour, personalised priority contact
service. This enhanced service will have knowledge about people’s medical problems, and
allow them to speak directly to a nurse, doctor or other healthcare professional if that is the
most appropriate way to provide the help and advice they need. It will also be able to
directly book a call back from, or an appointment with, a GP or at whichever urgent or
emergency care facility can best deal with the problem.

Thirdly, we must provide highly responsive urgent care services outside of hospital
so people no longer choose to queue in A&E. This will mean providing faster and
consistent same-day, every-day access to general practitioners, primary care and
community services such as local mental health teams and community nurses for patients
with urgent care needs. It will also mean harnessing the skills, experience and accessibility
of a range of healthcare professionals including community pharmacists and ambulance
paramedics. By extending paramedic training and skills, and supporting them with GPs and
specialists, we will develop our 999 ambulances into mobile urgent treatment services
capable of dealing with more people at scene, and avoiding unnecessary journeys to
hospital.

Fourthly, we must ensure that those people with more serious or life threatening
emergency care needs receive treatment in centres with the right facilities and
expertise in order to maximise chances of survival and a good recovery. Once we
have enhanced urgent care services outside hospital, we will introduce two levels of
hospital emergency department — under the current working titles of Emergency Centres
and Major Emergency Centres. In time, these will replace the inconsistent levels of service
provided by A&E Departments. The presence of senior clinicians seven days a week will be
important for ensuring the best decisions are taken, reassuring patients and families and
making best use of NHS resources. Emergency Centres will be capable of assessing and
initiating treatment for all patients and safely transferring them when necessary. Major
Emergency Centres will be much larger units, capable of not just assessing and initiating
treatment for all patients but providing a range of highly specialist services. These centres
will have consistent levels of senior staffing and access to the specialist equipment and
expertise needed to deliver the very best outcomes for patients. We envisage there being
around 40-70 Major Emergency Centres across the country. We expect the overall number
of Emergency Centres (including Major Emergency Centres) carrying the red and white
sign to be broadly equal to the current number of A&E departments.

Fifthly, we must connect all urgent and emergency care services together so the
overall system becomes more than just the sum of its parts. Building on the success of
major trauma networks, we will develop broader emergency care networks. These networks
will dissolve traditional boundaries between hospital and community based services and
support the free flow of information and specialist expertise needed to achieve the delivery
of patient care in the most appropriate and convenient setting. Major Emergency Centres
will have a lead responsibility for the quality of care and operational performance of



services across the network they support, including linked Emergency Centres. These
networks will also support the introduction of an efficient critical care transfer and retrieval
system so that patients requiring specialist help reach the best possible facility in a timely
fashion.

The system-wide transformation of urgent and emergency care services we envisage is a
major undertaking. There will be many challenges along the way. Traditional barriers and
vested interests will need to be tackled and broken down. We know that many parts of the
system are already coping with sustained pressure and multiple demands, particularly GP
practices which have themselves experienced significant increases in patient consultations in
recent years. So, it will be important that we create the right conditions and environment to
allow the new services to be developed safely. But, the truth is that if we don’t change the
whole urgent and emergency care pathway, from start to finish, we will simply repeat the
mistakes of the past: timid, limited or disjointed initiatives will be insufficient.

Let me be clear that there is no simple solution. This report sets out some principles. How they
are developed locally will, and must, vary to suit local circumstances and wishes. We will need
different approaches in metropolitan, rural or remote areas. The majority of people needing
urgent care do not have life threatening problems so we must focus our attention on bringing
the best care to people as close to home as possible, wherever they live. When patients have
serious problems we must equally ensure they are treated by clinical teams that offer them the
best chance of recovery.

| would like to thank Professor Keith Willett for the vision and clinical leadership he has
provided to this review as well as the thousands of people, particularly patients and their
representatives, who have engaged with us and helped get us to this point. The second phase
of the review will now focus on implementing their vision and the proposals set out in this
report. The NHS belongs to us all. Many people will have many ideas, some will have fears.
We will listen and continue to conduct and build this review in public and will report again on
progress in Spring 2014.

Professor Sir Bruce Keogh KBE, MD, DSc, FRCS, FRCP
National Medical Director



Foreword

| have been a consultant trauma surgeon for over 20 years, and believe passionately in
providing my patients with the most responsive and professional urgent and emergency
care the NHS can offer. | therefore relish the opportunity to lead this review knowing that,
for the many reasons Professor Sir Bruce Keogh has outlined, we must transform services
now to ensure that we and our families can absolutely rely on the NHS whenever and
wherever we may need help urgently.

| also appreciate, as an NHS doctor and now as a Director in NHS England, just how often
in the past we have been told what was right for us and our patients without reference to
those of us who live and breathe these issues on a daily basis, or experience services as
patients or carers. | fully understand how important urgent and emergency care services
are to local people, and how strongly NHS staff strive to secure the best results for their
patients. It is for those reasons we have set about this review very differently; we have built
it in public, and will continue to do so as the review progresses.

We started the first phase by compiling the evidence of what works from published research
and, building on the views of patients and clinicians from the frontline of urgent services,
drafted a set of core principles and objectives that we felt everyone should expect any new
system to meet. Importantly we then put all of our findings out into the public domain with
an expectation that they would be discussed, criticised and improved, and they were. Over
1,000 people, including members of the public, NHS staff, commissioners of services and
organisations representing patients and professionals, have taken their time to give their
views and help us improve the review.

We have listened to everyone who sent us their feedback, either on our website, by letter,
or at events that we conducted. The resulting evidence base (Appendix 1) and the
principles and objectives (Appendix 2) are a part of this report. Powerfully, almost everyone
in our engagement exercise (97% of respondents) accepted that things had to change.
Indeed, many said change needed to be fundamental with no more tinkering at the edges.
People described how NHS urgent care has become disjointed between GPs and
specialists, between the community services and hospitals - resulting in many patients
feeling they had no control and confused as to what they should do and where they should
go. Urgent care has become out of step with how people live their lives.

| am confident that we are now harnessing the combined clinical wisdom and experience of
the NHS and its patients, and that we can address these issues. Indeed, we owe it to the
staff working in our urgent and emergency care system and each and every one of our own
family members to get this right.

We have good evidence to guide us, and working examples of the key components of a
new urgent and emergency care system. This report outlines the changes we intend to
make in our community, general practice, ambulance, and hospital services. These
changes range from improving the ability of patients to self-care for minor ilinesses, all the
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way through to priority access to specialist services for life-threatening emergencies. The
report clearly recognises the need for end to end whole system transformation. It also
describes the importance of a supporting network, so no patient or clinician is consulting in
isolation.

Phase 2 of this review will take these proposals and determine the commissioning,
workforce and cost implications of the new clinical models, developing the tools and
guidance that will support successful implementation. We will specifically test to ensure that
our proposals offer effective care for children, for those who are elderly or frail, and for
those with mental health needs. As we progress, it remains essential that we continue to
explore every aspect in public because there are important issues of quality and
sustainability that can only be resolved through the engagement and cooperation of
clinicians, commissioners and patients.

These are vital times for urgent and emergency care in the NHS. Change is required now,
right across the system, and we must all work together to deliver it. | look forward to you
joining me on this journey.

-

Professor Keith Willett FRCS
National Director for Acute Episodes of Care, NHS England
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Chapter 1: Introduction

The fundamental principles upon which the NHS is founded - the provision of a
comprehensive service, with access based on clinical need not ability to pay - are at their
most precious when we or someone we care about needs urgent or emergency care. Every
year, the NHS responds to hundreds of millions of contacts from members of the public with
such needs. At one end of the spectrum these contacts relate to people seeking help and
advice around options for self-care. At the other end, they relate to people needing life-
saving treatment for the most serious conditions such as major trauma and heart attacks.

Whilst we should celebrate the fact that the fundamental principles upon which the NHS
was founded still endure, it is concerning that the way in which we organise and provide
urgent and emergency care services today still resembles the system put in place over five
decades ago. We now have an outdated model, too focused on ‘bricks and mortar’ rather
than the provision of services where and when patients need them. It is struggling to cope
with ever increasing demand and changing patterns of disease and which, in some
instances, has failed to keep pace with advances in medical science and technology as well
as changing public expectations.

An emergency service at its limit

The demands being placed on our urgent and emergency care services have been growing
very significantly over the past decade. Over the last three years alone, attendances at all
types of urgent and emergency care facilities (officially termed type 1, 2 and 3 A&E
departments) have risen by one million. NHS organisations and staff are continuing to work
very hard to ensure that performance against key standards (such as the percentage of
A&E patients discharged, admitted or transferred within 4 hours) are maintained, but it is
clear that the service is at the limit of its capacity.

Every winter this pressure increases further and the signs are most visibly seen in our A&E
departments, where last year’s cold snap resulted in very considerable strain. The
Government has announced a significant two year investment in A&E departments to help
them with the further pressures that are anticipated during the forthcoming winter. This will
be beneficial but it is not the sustainable long-term solution. It is also important to recognise
that the pressures facing our urgent and emergency care services are not simply a
phenomenon of winter. They are present all year round and require a systemic not just a
seasonal response, although preparations have started earlier than ever before this year.

We know that if we do not provide an adequate or responsive service to those with less
serious, but nevertheless urgent, care needs we risk allowing such problems to become
worse. We also know that a failure to meet people’s needs outside of hospital results in
them seeking help from those services that are highly responsive - particularly A&E
departments and 999 ambulances - but are intended to help those with the most serious,
complex and life threatening needs. The reality is that the pressure our A&E departments
and ambulance services are experiencing is absolutely not a sign of failing services, but
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that these services have become victims of their own success. The unsustainable demands
being placed upon them have been fuelled by their own responsiveness but also the
difficultly patients experience in navigating and securing help for their urgent care needs
elsewhere.

Be assured, it is not that the NHS has not modernised. Indeed, the hospital service has
become very efficient. Over the last 15 years patients admitted to hospital as an emergency
have increased by almost 50 per cent yet the NHS has managed to not only improve
survival rates year on year, but also achieved a reduction in annual bed-days from 37
million to 32 million by almost halving the length of stay. But the options to improve hospital
efficiency are ever more challenging and when it is estimated that one in five patients could
be treated equally well or better out of hospital it becomes clear that we need to address
the whole urgent and emergency care system. The Government’s £3.8bn health and social
care integration fund has the potential to make an important contribution to ensuring people
are treated closer to home.

However, we must recognise that we cannot rely on spending increasing amounts of money
on a system that needs to be improved, and which is already approaching its limits. We
have to be more radical than this if we are to deliver lasting solutions.

Scope and purpose of the review

In response to these challenges, Professor Sir Bruce Keogh announced a comprehensive
review of the NHS urgent and emergency care system in England. The overall objective of
the review was to consider how to improve services for patients right across the spectrum

of urgent and emergency care, and to identify potential solutions.

This Review is being conducted in two phases.

Phase 1 of the review aimed to understand the way in which the NHS responds to patients
who have urgent and emergency care needs, with a view to developing an authoritative
summary of the research evidence and a set of underpinning principles and objectives on
which to base the design of a new system. This report, which marks the conclusion of
phase 1, sets out:

e the case for change and the opportunities for improvement - Chapter 2

e our proposals for improving urgent and emergency care services in England -
Chapter 3

e next steps towards implementing our proposals - Chapter 4

The findings and conclusions set out in this report have been informed by extensive
engagement with patients, clinicians and commissioners across the NHS, including a formal
period of engagement between June and August 2013 on our research evidence base and
emerging principles and objectives for how an improved service should be designed. Our
updated evidence base (Appendix 1), revised principles and objectives (Appendix 2)
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and a full summary of engagement responses (Appendix 3) all form an important part of
this report.

Phase 2 of the review will focus on improving these proposals in the light of further public
debate, and putting in place mechanisms for realising the ambition of the proposals set out
in this report. This will include establishing groups to develop and test: the clinical
standards, skills and workforce needs, financial impact and commissioning support that will
be required to deliver the new system. An update on progress will be published in Spring
2014.
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Chapter 2: The case for change, opportunities for
improvement

We have tried to base this review, where possible, on hard research evidence to build a
clear picture of how people currently access urgent and emergency care services, and to
help us understand how effectively we use our NHS infrastructure.

We started by publishing a detailed summary of the available research, which has been
updated in the light of comments and contributions received during our engagement
exercise, and is published alongside this report. We are very grateful to all those who
responded to our engagement exercise for assisting us in making this document more
comprehensive and, we believe, authoritative.

This chapter draws heavily on that evidence, and sets out both the case for change and the
opportunities that exist for making urgent and emergency care services more responsive,
more efficient and clinically more effective.

Rising demand, rising expectations

Every year the NHS supports hundreds of millions of contacts from members of the public
who need urgent or emergency care. The reasons vary. Some people simply need advice
or treatment for relatively minor illnesses, others need help with pre-existing long term
health problems which fluctuate or deteriorate. A smaller number need treatment for a
serious illness or have a major event or injury which requires swift access to highly-skilled,
specialist care to give them the best chance of survival and recovery.

Every year the NHS deals with:

e 438 million visits to a pharmacy in England for health related reasons;

e 340 million GP consultations;

e 24 million calls to NHS urgent and emergency care telephone services;

¢ 7 million emergency ambulance journeys;

e 21.7 million attendances at A&E departments, minor injury units and urgent care
centres;

¢ 5.2 million emergency admissions to England’s hospitals.

Importantly, demand for these services has been rising year on year:

e The average number of consultations in general practice per patient rose from 4.1 to
5.5 per year between 1999 and 2008 indicating greater demand and complexity in
primary care.
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e There were 6.8 million attendances at walk-in centres and minor injury units in
2012/13, and activity at these facilities has increased by around 12 per cent annually
since data was first recorded a decade ago.

e Attendances at hospital A&E departments (officially referred to as Type 1 and Type 2
A&E) have increased by more than two million over the last decade to 16 million.

e The number of calls received by the ambulance service over the last decade has
risen from 4.9 million to over 9 million.

e Emergency admissions to hospitals in England have increased year on year, rising
31 per cent between 2002/03 to 2012/13.

This growth in demand is set to continue as people live longer with increasingly complex,
and often multiple, long-term conditions.

These facts have led to an overwhelming consensus that our current services are
unsustainable.

There have also been societal and technological changes. Most notable is the way we run
our lives. Social, financial, retail and travel transactions are conducted online. Information is
a couple of clicks away on a mobile device. Younger generations live in a world of rapid
knowledge transfer, a world of immediacy, a world of rising expectations. We must respond
— not just to the increasing demand but also to societal and technological trends.

A confusing system

Previously we have tried to deal with increasing demand by developing new facilities.
Although well-conceived and well-intentioned, these have created additional complexity and
confusion, not just for patients but also for those working in the NHS.
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Starting from scratch, nobody would design the current array of alternatives and their
configuration. A short history of the last 30 years reveals that we have opened ‘walk-in
centres’, ‘minor injury units’, ‘urgent care centres’ and a vast range of similarly named
facilities that all offer slightly different services, at slightly different times, in different places.
A telephone service, NHS Direct, was introduced in 1998, and last year was replaced by
NHS 111. Even the simple task of ringing a GP practice to request an appointment can
result in a frustrating assault course on a telephone keypad.

All the public want to know is that if an urgent care problem ever arises, they can access a
service that will ensure they get the right care when they need it. They do not want to
decide whether they should go to an MIU, a WIC or A&E, or whether they should ring their
GP, 111 or 999. We shouldn’t expect people to make informed, rational decisions at a crisis
point in their lives: the system should be intuitive, and should help people to make the right
decision. We have created a complicated system which in itself has contributed to
increasing demand by sending people around various services, confused about who to call
and where to go.

Opportunities for meeting people’s urgent care needs closer to home

Most urgent care problems are not life-threatening. For these problems patients need help,
advice and simple treatments delivered as close to home as possible. The vast majority of
people already seek and receive treatment and care for their urgent and emergency care
needs in the most appropriate setting. However, we know from our analysis that millions of
people every year could receive advice and treatment closer to home. There is a huge
opportunity to shift treatment and advice from acute hospital based services to home or
close to home as highlighted by Figure 1 and the supporting text below:

e Last year, there were 5.2 million emergency admissions to hospital, yet we know that
up to 1.2 million of these admissions could have been avoided. Hospitals can be
harmful to some people. Frail and elderly people may be made worse by hospital
admission, which takes them from a familiar home environment to a confusing and
noisy place where they are also at risk of harm from infection and falls. Very often
their medical need is small and they just need a bit more care to help them through.
With improving technologies it is now possible to manage many problems in a
patient’'s own home or local community that would have required hospital admission
10 years ago. Innovative schemes have shown how early assessment, with good
communication between primary and community health services and hospital
specialists, can improve outcomes by keeping people out of hospital. These should
be developed and expanded.
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Figure 1: Opportunities for meeting people’s urgent and emergency needs closer to home
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Of the 9 million emergency “999” calls made last year, 7 million resulted in an
emergency ambulance journey. Ambulance services are highly valued for the speed
of their service and the skills of paramedics, but these skills are incompletely used
when, in some cases, an ambulance simply drives a patient to hospital. By
supporting and developing paramedics, and providing direct access to the expertise
of general practitioners and specialists, around half of all 999 calls which require an
ambulance to be dispatched could be managed at the scene, avoiding an
unnecessary trip to hospital. However, there is a great deal of variation around the
country in the number of paramedics available, access to GPs and the frequency
with which patients are transported to hospital. This must be improved so that
ambulances can become and are seen as a community-based mobile urgent
treatment service, rather than solely a means of transportation.

40 per cent of patients who attend an A&E department are discharged requiring no
treatment. Many of these individuals could have been helped just as well closer to
home, for example at their own GP’s surgery or a local GP run Urgent Care Centre,
provided the services were accessible and convenient. The NHS should ensure that
primary care services, close to home, are consistently available to help patients with
urgent care needs. At the moment, patients contacting their GP’s surgery with an
urgent problem receive a very variable response, and may be directed elsewhere.
This places extra pressure on other services such as A&E, and we know that when
A&E departments get crowded safety becomes compromised. It is therefore
essential that we find ways to improve access to primary care without significantly
increasing the overall workload of these already busy services. This will mean
reducing bureaucratic burdens on primary care. There is strong evidence that a
significant proportion of the urgent work done by GPs can be handled over the
phone. An efficient telephone service is more convenient for patients, allows more
people to be helped and also frees up face-to-face appointment slots for those who
need or prefer them. Patients also tell us they are less worried about seeing their
own GP for one off advice and treatment.

Community pharmacies are an under-used resource: many are now open 100 hours
a week with a qualified pharmacist on hand to advise on minor illness, medication
queries and other problems. We can capitalise on the untapped potential, and
convenience, that greater utilisation of the skills and expertise of the pharmacy
workforce can offer.

We can also do much more with the telephone. NHS 111 has the potential to provide
a fast and effective service that decides how serious a problem is, how it should be
dealt with and how soon. This is important because without a single, clear point of
advice it has been shown that people “bounce around” the system, being sent from
one place to the next and being given conflicting information and advice. Telephone
services such as NHS 111 can be made even more effective when there are doctors,
nurses, mental health teams, dentists and other professionals on hand to advise
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patients over the phone, and where necessary book the appointment or further care
that a person needs. This type of approach has been shown to be effective in other

countries, and would also work for the NHS. More modern forms of communication,

for example via the internet, can also improve the speed and convenience of access
to urgent healthcare.

e For the vast majority of patients, their nearest source of help will be at home; from
family, friends and their own knowledge. Many individuals will use the telephone or
internet to get advice. Research tells us that where patients are properly informed,
empowered and supported they are quite capable of managing many problems
themselves. This is particularly true when an individual has a long-term condition,
such as diabetes or asthma. When they become experts in their own problems they
know how to look after themselves and when to seek help, including directly from
their hospital specialists. The NHS needs to promote and support self-care and
provide readily accessible, reliable advice to help people take responsibility for their
own health.

e Hospitals are a source of valuable expertise, but community healthcare staff and
patients with long-term conditions who are under specialist care shouldn’t always
have to travel to a hospital to access this expertise. Improved communication
between the hospital and community will allow GPs and patients to obtain specialist
advice in a more timely way, or directly access a clinic or similar service when
required. This approach has been shown to improve health outcomes and patient
satisfaction, and should be more widely adopted. By removing the barriers between
hospital and community it is possible to build a network of care in which information
and expertise flows to where it is needed when it is needed, allowing urgent care to
be provided closer to home.

A&E - same name, very different services

Although the section above clearly highlights the potential to meet the urgent care needs of
millions of patients outside of hospital and closer to home, there will always be patients who
require hospital based services for more serious problems.

The A&E “brand” is particularly trusted, but it is under serious threat from the relentless
advance of medical science and steadily increasing demand. In the 1970s most A&Es and
their hospitals could offer most people the best treatment of the day for most

conditions. This is no longer the case.

Take heart attacks for example. In the 1970s heart attacks were treated with bed rest. The
hospital mortality rate was about 25 per cent. Then coronary care units emerged so that
similar patients were admitted to the same place and could be looked after by experts. The
mortality fell to about 15 per cent. Then clot busting drugs came along. The mortality fell to
10 per cent. Then in the 1990s it became clear that the best treatment was to mechanically
unblock the culprit coronary artery which was causing the heart attack. Evidence showed
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that this reduced mortality to around 5 per cent, saved dying heart muscle, reduced the risk
of a recurrent heart attack and prevented heart failure later. This was clearly the best
treatment; but it required very expensive diagnostic equipment and cardiologists with
special skills, and needed to be done quickly to be effective.

This combination meant that modern treatment of serious heart attacks was outside the
realm of many hospitals. This treatment of heart attacks is now done by about half the
hospitals in England, with about a third offering a comprehensive 24/7 service. We have
good results by international standards because the diagnosis can be made in the
ambulance and the right patients are taken to the right hospitals for the most advanced
treatment. This means that for paramedics to get patients to the best and most appropriate
services, they will sometimes drive past the nearest A&E to get the patient to the right
place.

Similarly the treatment of those strokes which occur when the blood supply to part of the
brain is blocked, has evolved. Effective treatment requires rapid transfer to a highly
specialised unit with expensive diagnostic scanners and clinical expertise so that drugs can
be given to minimise the extent of brain damage. Stroke services in London have been
reorganised to offer this high level treatment, but this required redirecting patients with
suspected strokes from 32 admitting hospitals to only 8. The end result is that London has
the best stroke services of any capital city in the world, saving more lives and returning
more patients back to independent living. The bald fact is that many hospitals should not be
offering to treat acute strokes.

We have made good progress on treating heart attacks and strokes. Advancing science
has directed the way we deliver services to achieve the best results, but this has also
exposed the illusion and perpetuates the misconception that all A&Es are equally able to
deal with anything that comes through their doors. We now find ourselves in a place where,
unwittingly, patients have gained false assurance that all A&E’s are equally effective. This is
simply not the case. We also know that the likelihood of recovering from a particular illness
or injury varies considerably between hospitals. Despite the best efforts of the staff who
work there, many hospitals and their A&E departments do not have consistent consultant
presence overnight or at weekends, and the support services available vary considerably.
About 1 in 7 do not have on-site services such as critical care, acute medicine, acute
surgery or trauma and orthopaedics.

So, A&E departments up and down the country offer very different types and levels of
service and staffing, yet they all carry the same name. We need to ensure that there is
absolute clarity and transparency about what services different facilities offer and direct or
convey patients to the service that can best treat their problem. Most importantly, we need
to ensure that anywhere that displays a red and white sign is a place that will provide
access to the very best care to the most seriously ill and injured patients, 24 hours a day
and 7 days a week. A place that can resuscitate, make a diagnosis, start treatment and
ensure rapid transfer to the right place if it can’t offer the very best care. This is what this
review is about; building a responsive network of services across the system to better meet
the needs of patients in the 21st century.
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Chapter 3: Proposal for improving urgent and
emergency care services in England

This chapter sets out our proposals for improving urgent and emergency care services
in England. It has been informed by what we have learnt from building a research
evidence base of facts and figures, and from our public engagement with clinicians,
commissioners and patients.

Our vision is simple:

Firstly, for those people with urgent care needs we should provide a highly responsive
service that delivers care as close to home as possible, minimising disruption and
inconvenience for patients and their families.

Secondly, for those people with more serious or life threatening emergency care
needs, we should ensure they are treated in centres with the very best expertise and
facilities in order to maximise the chances of survival and a good recovery.

Figure 2 and the supporting commentary below sets out what we think needs to happen
to deliver this vision.

A. Supporting self-care.

Our starting point must be to equip as many people as we can with the skills,
knowledge and support needed to self-care. This is by far the most responsive
way of meeting people’s urgent but non-life threatening care needs. Millions of
people already do this, but millions more could be better supported to take
control of their own health. To achieve this, we will need to:

¢ Provide much better and more easily accessible information about self-
treatment options so that people who prefer to can avoid the need to see a
healthcare professional. This will be developed with patient groups, NHS
clinicians, charities, NHS Choices and other expert groups to maximise the
opportunities offered by symptom-check technologies, health advice media, expert
patients and peer support.

e Accelerate the development of comprehensive and standardised care
planning, so that important information about a patient’s condition, along with their
values and future wishes, are known to all relevant healthcare professionals. This
way, patients will be better supported to deal with their own condition before it
deteriorates or additional help is required.
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Figure 2: The proposed look and design of the new system.

B. Helping people with urgent care needs to get the right advice or treatment in
the right place, first time.

Where people feel they need clinical advice or treatment for an urgent care need
they must be rapidly supported in accessing the right advice or service first time
and as close to home (or where they are) as possible. To achieve this, we will
need to:

e Significantly enhance NHS 111 so that it becomes the smart call to make,
creating a 24-hour, personalised priority contact service. This enhanced
service will:
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o Have knowledge about you and your medical problems, so the staff
advising you can help you make the best decisions. Clinicians in the new
NHS 111 service will have access to relevant aspects of your medical and
care information, if you consent to this being available. This is particularly
advantageous for people with long-term conditions or rare disorders, and
those who are receiving end of life care.

o Allow you to speak directly to a wider range of professionals (e.g. a
nurse, doctor, paramedic, member of the mental health team,
pharmacist or other healthcare professional) if this is the most appropriate
way to give you the help you need.

o If needed, directly book you an appointment at whichever urgent or
emergency care service can deal with your problem, as close to home
as possible. That could include a booked call back from a GP, a pharmacist
review at a local chemist open for extended hours, an appointment at an
urgent care centre, or a home visit by a community or psychiatric nurse.

o Still provide you with an immediate emergency response if your
problem is more serious, with direct links to the 999 ambulance service,
and the enhanced ability to book appointments at Emergency Centres.

C. Providing a highly responsive urgent care service outside of hospital so

people no longer choose to queue in A&E.

To avoid people choosing to queue in A&E, or being taken to hospital
unnecessarily to receive the treatment they need, the service outside hospital
must be improved and enhanced. To achieve this, we will need to:

Provide faster and consistent same day, every day access to primary care and
community services for people with urgent care needs. This is likely to mean
general practice, out-of-hours services, community health teams and the NHS 111
service working together, and differently, to ensure that patients with urgent care
needs can receive prompt advice and care 24 hours a day, seven days a week.
There are many innovative options to explore. The evidence for prompt telephone
consultations is compelling, and can free up appointments to spend with those
patients who would benefit from face to face care. GPs could lead integrated multi-
disciplinary teams to manage whole pathways of care including the exacerbations of
those patients with long term conditions, whilst improving assessment and treatment
opportunities for the frail and elderly. We also need to ensure that GPs are better
supported by hospital specialists so that they have access to a rapid, specialist
clinical opinion, thus potentially avoiding the need to admit a patient in an
emergency.
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Harness the skills, experience and accessibility of community pharmacists up
and down the country. Pharmacists, with 4 years of training, have a wealth of
knowledge and experience. They can advise on minor ailments, medication and
prescription concerns and many have consultation rooms. We intend to ensure that
these are utilised more effectively.

Develop 999 ambulances so they become mobile urgent treatment services,
not just urgent transport services. We know that paramedics can now deliver
treatments that would only have been done by doctors 10 years ago, whilst with the
support of improved community services they can safely manage many more people
at scene. This gives us both more options to treat people at home, and to travel
further to reach specialist care. There are opportunities for extending paramedic
training to better assess, prescribe for and manage patients with exacerbations of
chronic illnesses and work more closely with GPs and community teams.

Support the co-location of community-based urgent care services in
coordinated Urgent Care Centres. These will be locally specified to meet local
need, but should consistently use the “Urgent Care Centre” name, to replace the
multitude of confusing terms that are available at present. Urgent Care Centres may
provide access to walk-in minor illness and minor injury services, and will be part of
the wider community primary care service including out-of-hours GP services.
Considering all local facilities in this way will mean that networks will need to
examine the extent of duplication or gaps in service offered by all of these facilities
currently. Urgent Care Centres may also be advantaged by co-location with hospital
services, particularly in urban areas. Urgent Care Centres would not carry the
emergency red sign, nor be considered the right place to go in a medical
emergency, but would have protocols in place with the ambulance service if such
events occurred.

Ensuring that people with more serious or life threatening emergency needs
receive treatment in centres with the right facilities and expertise to maximise
chances of survival and a good recovery.

Where people have more serious or life threatening emergency care needs then
they must receive treatment at centres with the necessary facilities and expertise,
24/7, to maximise their chances of survival and a good recovery. To achieve this,
we intend to:

Introduce two levels of hospital based emergency centre. For the purposes of
this report we have called these “Emergency Centres” and “Major Emergency
Centres”, but the final names will be determined in consultation with NHS staff and
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patients to ensure maximum clarity. These two levels will only be introduced once
access to urgent care services outside of hospital have been sufficiently improved
and enhanced, and in time will replace the inconsistent levels of service currently
provided by A&E departments:

o Emergency Centres will be capable of assessing and initiating
treatment for all patients. We anticipate that Emergency Centres in
remote and rural communities, distant from more specialist services, will
expect almost all patients to be directed or taken to them for initial
assessment. Suitable patients will be managed by the local hospital
services on the same site as the Emergency Centre. Those needing
specialist treatments after assessment will be transferred; indeed critical
care transfers will be a core part of the new system. In more urban areas,
where specialist services are much closer, the assessment and
commencement of treatment will often be undertaken by paramedics,
followed by direct transfer to the specialist centre best suited to the
patient’s needs. This will, in turn, reduce demand at urban Emergency
Centres.

o Major Emergency Centres will be larger units, capable of assessing
and initiating treatment for all patients and providing a range of
specialist services. Major emergency centres will have consistent levels
of senior staffing and access to specialist equipment and expertise.
Transfer from a Major Emergency Centre will be rare, with the exception
of patients returning to community settings closer to home when they are
well on the road to recovery from maijor illness and injury.

¢ Implement the findings of the NHS Services, Seven Days a Week Forum, which
will be published before the end of the year. This report will focus on improving
urgent care services at the weekend and will include proposals to adopt of a set of
clinical standards that should be delivered seven days a week. The presence of
senior clinicians is important for ensuring the best decisions are taken, reassuring
patients and families and making best use of NHS resources.

These proposals are not about cutting existing urgent and emergency care services.
Indeed, we expect the overall number of Emergency Centres (including Major
Emergency Centres) to be broadly the same as the current number of A&E
departments. Our intention is to achieve a substantial shift of care out of hospitals and
into community settings in order to create a comprehensive system of care across a
network that will deliver good outcomes for all patients in a safe and effective way. As
local communities achieve this, by re-designing their systems, some new services will
be created and some old services will no longer be required. However, these decisions
must be made in the context of local need and resources, and with the overall aim of
improving the urgent and emergency care system.
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E. Connecting the whole urgent and emergency care system together through
networks.

To make the whole urgent and emergency care system operate as effectively and
efficiently as possible, and become more than just the sum of its parts, a
networked approach must be introduced in which patients, along with all relevant
information, flow smoothly between the different components. To achieve this,
we intend to:

Develop emergency care networks. The recent introduction of major trauma
networks has been a huge success story that has saved the lives of hundreds of
patients. These principles will be extended to the whole emergency care system,
ensuring a consistent approach to the delivery of services and formally linking
the community and hospital components of the urgent and emergency care
system. Major Emergency Centres will have a lead responsibility for the quality
of care and operational performance of service across the network they support,
including linked Emergency Centres. Furthermore, ensuring that there is senior
clinical support available throughout this structure will improve outcomes and
ensure the best use of resources.

Support the introduction of an efficient critical care transfer and retrieval
system. To ensure that patients with specialist needs reach the best possible
care in a timely fashion we will support the introduction of formal transfer and
retrieval systems in remote and rural areas. These will be modelled on the best
existing services for critically ill and injured children and adults, and will be key to
achieving the best possible outcomes for all patients.

Ensure that the networks extend to community services, with free flow of
information and expertise between the hospital and community. We will use
the emergency care networks as a means to challenge and dissolve traditional
boundaries between hospital and community based services, to facilitate a
dialogue between primary and secondary care staff and to ensure the timely flow
of information relevant to a patient’s care. This will ensure that important clinical
decisions are not made in isolation, but with the full support of the expertise and
experience of the supporting network.
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Chapter 4: Next Steps

The system-wide transformation of urgent and emergency care services, as described
in the previous chapter, is a major undertaking. There will be many challenges along
the way. Traditional barriers and vested interests will need to be broken down.

But the truth is that if we don’t change the whole urgent and emergency care pathway,
from start to finish, we will simply repeat the mistakes of the past: timid, limited or
disjointed initiatives will be insufficient. All NHS staff and the public in England have an
important part to play in implementing and supporting the changes that lie ahead.

With this in mind, we have already begun the work needed to deliver this change. We
are working closely with our patients, partners and stakeholders in the NHS and local
government, to make this happen. Throughout this review, we have committed
ourselves to being open and transparent — developing and delivering this work in public
on NHS Choices (www.nhs.uk). We will continue to do so and we will act on the
feedback we receive.

We know people will want to see change as soon as possible, but we need to ensure
that there are no risky, ill considered “big bangs”, and that there is a managed transition
to the future system. We anticipate that it will take 3-5 years to enact the major
transformational change set out within this report. However, we expect to make
significant progress over the next 6 months on the following areas:

e Working closely with local commissioners as they develop their 5 year strategic
and 2 year operational plans;

¢ Identifying and initiating transformational demonstrator sites to trial new models
of delivery for urgent and emergency care and 7 day services, supported by NHS
Improving Quality;

e Developing new payment mechanisms for urgent and emergency care services,
in partnership with Monitor;

e The completion of the new NHS 111 service specification so that the new service
(which will go live during 2015/16) can meet the aspirations of this review; and

e Working through the NHS Commissioning Assembly to develop and co-produce
with clinical commissioning groups the necessary commissioning guidance and
specifications for new ways of delivering urgent and emergency care (with this
process continuing over the remainder of 2014/15).
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Some issues will take longer to resolve than others, and longer term streams of work
are required to:

e Develop, cost and assess some of the clinical models described in this report,
including those for primary care, Emergency Centres and the ambulance service;

e Carefully consider and develop the clinical standards, metrics and outcome
measures which will enable us to monitor and measure the success of the new
system;

e Develop models and tools to improve the monitoring and management of
capacity within the system all year round;

¢ Amend contracts and make changes to their respective incentives to ensure that
organisations can deliver the proposed changes; and

e Develop a programme with Health Education England to ensure that the correct
workforce structure is in place to support the future changes.

We are particularly conscious that any new system must be responsive to the needs of
the most vulnerable people in society who rely on the urgent and emergency care
system: people at the extremes of age, people with troublesome long-term health
problems, people from deprived communities and people suffering mental health crises.
Unless we serve our most vulnerable and disadvantaged as well as our most affluent,
we will be failing the values of our society and the values of the NHS.

Only by building the right system, and better supporting patients and the public to use it
effectively, will we achieve improved outcomes for urgent and emergency care in the
NHS and truly deliver high quality care for all, and ensure the same for future
generations. We will report on progress in Spring 2014.
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Appendices (published separately)

Appendix 1: The Evidence Base from the Urgent and Emergency
Care Review

Appendix 2: Revised principles and design objectives for a new
system of urgent and emergency care

Appendix 3: Summary of Engagement Responses
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Trust Annual Plan 2015/16

1. Establishing the Strategic Context
1.1 Introduction

In 2014, the Trust developed a 5 year strategy based on a consideration of the external
environment and the internal context. Factors taken into account in the latter case included
demographics, technological improvement, assessment of changes in demand and the potential
manpower limitations that pertained at the time. We also used SWOT and PESTEL analyses
which helped us to match our strengths with some development opportunities and to better
understand our weaknesses and how we would mitigate these. An important part of this was to
use the Monitor Assessment Toolkit that was provided and we assessed ourselves using the
questioning approach contained in that toolkit. In particular, that exercise elucidated some areas
for organisational improvement including leadership, organisational development, operational
improvement and strategic development.

External — Reorganisation of hospital services across the health community (Horizontal
integration) and provision of more integrated services, with GP and community care (vertical
integration). Locally, a substantial Clinical Service Review is underway, expected to formally
consult on options over the summer of 2015. This will result in a fundamental reshaping of
services in Dorset, the implications of which are considered as part of this submission, building on
the Boards commitment to maintain high quality sustainable services compliant with national
recommendations.

Internal — continuation of the development of operational improvement and organisational
capability.

1.2 Factors Contributing to Strategy Development

Clinical Services Review

In the summer of 2014, Dorset Clinical Commissioning Group (CCG)

commenced a Clinical Services Review (CSR) which is now close to

the point of developing options for public consultation. The

consultation is now expected in the autumn of 2015. The key drivers

for change are incorporated into a document and are as follows:

= Changing population health needs

= The need to ensure implementation of the Keogh
recommendations for emergency care

* Increasing patient expectations

» Financial challenges

We anticipate this delivering significant savings across the conurbation and county, but it is likely
that these will not be available until 2017/18 at the earliest. Therefore irrespective of how these
issues unfold, we recognise the need to continue to develop our services within the available
resources in the interim. We aim to ensure that the overt intention to integrate services will allow
us to make our existing working relationships with local partner organisations even more
productive.

Organisational Forms

Two other factors are also driving change in our services. In the NHS Five Year Forward View
ideas were postulated around the development of new organisational models. These include a
developed and integrated primary care model operating on a multi-professional basis -
Multispecialty Community Providers (MCPs) and a vertically integrated primary and acute care
model - Primary and Acute Care Systems (PACS). There is a significant sense that all of the major
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political parties are intent on the integration of healthcare services and subsequent to the election
in May 2015 the precise nature and pace of these will become clearer. GPs locally are still working
through the rationale and benefits of a more federated approach to delivering services. As this
develops, so further opportunities to vertically integrate will be developed focusing on the effective
management of important patient groups, including the most vulnerable, those living with chronic
disease, the frail elderly and those at the end of their life. Recently, “Vanguard” sites have been
commissioned and locally there will be an MCP model in the east of our catchment in West
Hampshire / New Forest.

The second key factor is around local demographics.
We have always had a local population that has
included a large proportion of elderly and our services
have therefore been focused on this. However, we
also have had a smaller proportion of the working age
population and the increasing impact of this has
become more evident in the time since we submitted
our strategy. Recently, and in common with the rest of
the country, we have had greater difficulties in
recruiting to some medical and nurse posts and as a
result have incurred a cost premium in utilising agency
staff, pending making substantive appointments.
Consequently the mitigation of these issues features
strongly in our plan for 2015/16. The pressure points
focus on services such as care of the elderly, theatre
staff and histopathology.

1.3 Previous Analysis

In line with the principal of SWOT analysis we developed our strategic intentions under two broad
domains — external and internal, with a focus on two principal areas in each of the two domains.
The Trust overall strategy therefore continues a four part approach to the pursuit of sustainability
and resilience as follows:

External Reorganisation of hospital services (horizontal integration)

Integration of primary and secondary care services (vertical integration)
Internal Operational improvement

Develop organisational capability

The progress made against these is included later in this document.
1.3.1 External Environment

A significant change locally and nationally has been the move of GPs

toward a more collaborative or federated approach. Some local practices

have merged and there is a developing recognition amongst GPs that

the partnership model of GP care is no long able to secure the level of

care that they would want for their patients. In part this is because of the

financial pressure on GPs to do more for less, but is also associated with

the difficulties there are in recruiting GPs to take up partnerships. There

is strong evidence locally that most GP trainees want to retain a higher

level of flexibility in their future employment and therefore are choosing

to become salaried employees rather than practice partners. The level of

change in this cornerstone of the NHS is unprecedented and we have thus developed our
approach to position ourselves to become the partners of choice for our local GP community.
Although this evolution is at an early stage there is an emerging recognition that partnership with
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the hospital can deliver substantial patient benefits, offer GPs more interesting roles and optimise
the use of scarce financial and manpower resources. We have had GPs working in various roles in
the hospital over many years, but in the past these have been mainly in the chronic disease areas
such as dermatology and rheumatology. More recently however, we have had substantial GP
involvement in our “front door” services. This is an area of practice we will need to consolidate
during the next two years including subject to decisions on the CSR about the physical relocation
of primary care services to the RBH and Christchurch Hospital sites. The latter is already
progressing.

The Clinical Service Review, now underway within Dorset and led by the Dorset CCG in
conjunction with West Hants CCG, is critical to maintaining the future viability of both emergency
and elective services in Dorset. Work to date has focused on Dorset County Hospital maintaining
its District General Hospital services with Poole Hospital and the Royal Bournemouth Hospital
being designated either as the main 24/7 emergency site for Dorset (“green”) or as the elective
site for the East Dorset population (“purple”).

A decision on the future configuration of services and the designation of sites will be made at the
conclusion of 2015/16 by the CCG following consultation on the proposals, which is scheduled to
begin on the 17" August 2015 and expected to last three months.

Following careful review of the options we are clear that the needs of the wider health
community would be best met if the Royal Bournemouth Hospital was developed as the
main emergency centre for Dorset (Appendix A) . The principle reasons for this relate to:

= The ability of the existing site to flex and absorb the expansion in inpatient and associated
facilities necessary to provide the 1,020 beds it is projected the emergency centre will require.

= The importance of the emergency centre being accessible to the population of the whole of
Dorset, both by road and helicopter, strong arterial links already exist to both Poole and the
West Dorset population. Presently the Royal Bournemouth Hospital already provides 24/7
emergency services to the whole of Dorset for hyper acute services such as heart attack and
vascular emergency.

= The current physical estate which will mean that the Royal Bournemouth Hospital is a much
more cost effective site to develop than Poole Hospital for the purpose of being the
emergency centre.

A detailed financial appraisal will begin shortly to review the full costs associated with developing
both hospitals for this purpose.

It is evident from the potential either to expand or contract the services on the RBH site that these
changes will raise serious questions about the sustainability of the organisation as an independent
Foundation Trust. It is our view that increasingly providers ought to be focusing on closer
collaboration.

Work concerning a new pattern of care for out of hospital services is still developing and this is
being taken forward at a slower pace than work to define hospital based services. It will be critical
for the delivery of future savings that all opportunities are realised for the closer integration of
secondary, primary and community services.

It is important to recognise that the development of an emergency centre will enable Dorset to
offer a full range of services which are fully compliant with the Keogh requirements for emergency
care. Further details can be provided of the emerging options from the Clinical Service Review
work.

The immediate focus of the Board is now on the sustainability and resilience of existing services

as we work through the development of the proposals of the Clinical Service Review. An early
decision will be sought from NHS England on the capital support to enable implementation of the
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Clinical Service Review proposals. In advance of this, commissioner support will be required to
maintain the full range of services provided by the Trust.

1.3.2 Internal Environment
Organisational Capability

A key component of our strategy will be to develop
our overall organisational capacity and capability
and the table alongside shows the three main
elements of this work. Activities will include;
embedding the new care groups structure, the
introduction of a value based appraisal process and
an OD programme to develop a sustainable patient-
centred culture of compassion. The Trust has now
appointed Nicola Hartley, former Director of
Leadership at the Kings Fund, as the Director for
Organisational Development and Leadership.

Organisational Development and Leadership

In line with the other strands of our strategy we have made considerable progress on the
organisational development of the Trust. A key part of this has been a refresh of the Trust’'s
Vision, Mission and Values and we are now progressing a number of approaches to ensure that
these become organisational norms in future. These processes include:

= Creation of values based behaviour framework and new appraisal process to link personal
objectives to the strategic direction

= Trust values - intranet & web pages launched and embedded into training programmes and
recruitment

= Valuing staff - more recognition activities for staff (#¥ThankYou!, Monthly 5 Stars, Afternoon
tea)

= Quarterly Staff Impressions Surveys in order to better understand the organisational culture
and levels of engagement

We also implemented a new organisational structure within the Trust over the summer of 2014
which introduced three new care groups, headed up by Directors of Operations, to lead the clinical
specialities and directorates within the Trust. The senior nurse support has also been
strengthened together with the continuing medical leadership by the clinical directors. We believe
that the level of seniority and autonomy that this affords the care groups will be beneficial to the
Trust overall especially in delivering its clinical and operational agendas. This will also release the
Executive team to take a more strategic view of the Trust’s performance and development.

Activities that continue to improve the overall quality of leadership within the Trust have included:

Time to Lead Leadership Development programme for Ward Sisters/Charge Nurses

Clinical Director Leadership Development programme facilitated by the Kings Fund

Internal coaches trained

ACUA leadership development programme for first line managers

Leadership Development Alumni created for those who have attended in-house or

regional/national programmes to reinforce learning.

» Individuals attending Thames Valley and Wessex Leadership Academy (TVWLA) leadership
development programmes.

These are being provided in the context of a fully developed leadership and OD strategy being
developed which the Board will finalise by the end of 2015.
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Strategic Planning

As part of the self-assessment process we undertook last year we highlighted strategic planning
as an area for further focus. With this in mind we introduced a Board sub-committee which meets
monthly under the chairmanship of the Trust Chair. This has allowed a regular forum for
Executive and Non-executive directors and clinicians to consider our strategic position and our
strategic options. We have also held Trust Management Board and Board of Directors events and

seminars on strategy throughout the last year.
Subsequent to the development of the Trust
strategy last summer, we hosted discussions at
clinician level within each of the directorates.
The purpose of this was not only to allow a
better understanding of the Trust strategy
throughout the Trust, but to facilitate
contributions to its further development. An
example of the documentation that resulted is
alongside.

This forum provides an important opportunity to

review the Trust Strategy in light of the emerging
CSR recommendations. The Board is clear that subject to a clear viable, cogent and evidence
based CSR proposal being developed, the wider needs of the health economy will come before
the ambitions of the Trust because our strategies will need to be aligned in the best interests of
local people.

Operational Improvement

The Trust has a strong history of operational improvement and the developments we have made
in 2014/15 support this. In particular we have focussed on non-elective admissions and the
development of our ambulatory services has substantially mitigated the rise in Emergency
Department (ED) attendances and consequent admissions. A particular focus of this has been our
services for the frail elderly and we have institued several new approaches targetted at that
particular group. This is discussed further in the next chapter.

1.4 Financial and Operational Performance

For the first time since becoming a Foundation Trust the Trust declared a deficit and confirmed
that without significant reshaping of the tariff and service models, it will be unsustainable from year
three. The drivers of the current deficit are multifold:
= The premium being paid to agency staff to maintain services
= A significant contraction of the social care system, leading to more patients remaining in
hospital when medically fit
= An expansion in the Trust’s clinical infrastructure to support increased demand, the costs of
which are not fully covered through the present tariff system
= The under-recovery of the full level of savings assumed by the tarrif

This adverse position has clearly been compounded by difficulties in the recruitment of nursing
and medical staff. Whilst extensive work has been undertaken in addressing this, including
overseas recruitment and the potential for enhanced payments in certain specialities, this remains
difficult in the face of the demographic issues documented earlier. We therefore are working more
creatively to develop new roles for staff. For example there is an opportunity to exploit the interest
in primary care for making joint appointments, thus making both GP and practice nurse and
hospital clinical roles more attractive as a result. Given this and the general tightening of finances
both within the Trust and across the health economy, we have recruited an interim director and
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Board advisor with substantial experience of successfully delivering substantial effeciency
improvement in other Trusts.

On the operational side of the hospital we have successfully coped with significant rises in
demand across most operational metrics. ED attendances, non-elective admissions and cancer
referrals have been particularly problematic, but we have mitigated this by the development of
ambulatory services and closer working with clinicians in primary care, some of whom have taken
up roles within the hospital to help us address these issues. In particular the Trust has focused on
implementing learning from other Trusts nationwide, the work of ECIS and its own Quality
Improvement approach.

Whilst these developments have allowed us to cope more successfully with significant rises in
demand, this has led to increased expenditure on the underpinning infrastructure. The Board is
now focused on the continuation of work to ensure full compliance with the key cancer standards
and the 4 hour targets.

The local health economy overall is also suffering from a deteriorating financial position. Partly as
a result of this the CCG instituted the Clinical Service Review (CSR), intended to both ensure that
the local services achieve the scale required to deliver national and international quality standards
and to achieve an overall sustainable position for the Dorset health economy.

We will continue to progress all four strands of Trust strategy and there are increasing
opportunities in each of these to make progress that will improve both quality and financial
sustainability. The Trust therefore takes the view that it will recommit to the strategy. However,
within this the emphasis needs to change to developing a tighter financial focus and to recognise
the short term sustainability imperatives, even while the longer term Dorset Clinical Services
Review is being shaped and implemented.
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2. Progress against delivery of the Strategy
Objectives for 2015/16

Looking forward to 2015/16 and beyond, the Trust has confirmed that it is recommitting to its
strategy. As a result we continue to pursue the four categories under which our strategic efforts
are considered and we will develop our future plans under these categories.

To support delivery of the strategy we have developed and agreed six Board objectives for
2015/16. These will inform the annual appraisal process and be aligned with personal objectives
for Trust staff. They can be summarised as follows (the full set are at Appendix B):

1. To continue to improve the quality of care we provide to our patients, ensuring it is safe,
compassionate and effective.

2. To drive continued improvements in patient experience, outcome and care with all staff
focusing on how their services can be improved.

3. Tosupport and develop our staff so they are able to realize their potential and give of their
best, within a culture that encourages engagement, welcomes feedback, and is open and
transparent in its communication.

4. To develop and refine the Trust’s strategy to support implementation of the agreed
outcomes following the CCG-led Dorset Clinical Service Review

5. To ensure the Trust is able to meet the standards and targets necessary to provide timely
access to high quality responsive elective diagnostic and emergency services.

6. To ensure the Trust achieves its financial plan without detriment to patient care.
Reorganisation of Hospital Services

The Clinical Services Review has been referenced earlier in this document and is of paramount
importance to all health organisations in the Dorset health economy and indeed further afield. We
have sought to take an approach exemplified by the phrase used in Simon Stevens’ first speech
as Chief Executive of the NHS: “Think like a patient, act like a taxpayer”. We are thus keen that
our participation meets these two tests and is therefore not predicated on organisational or tribal
loyalties.

The current position in terms of the proposed configuration of acute services and the Trusts
strategic direction has been outlined earlier. It is however extremely important that further gains
are secured for the population through the integration of community, hospital and social services
care. The Trust is still anticipating providing some primary care services from its site irrespective
of whether there is a predominant emergency focus or elective emphasis in the future. The
development of a least one and primary care service in 2016 on the site is a realistic possibility
and one the Trust will pursue.

In the short term the Trust has already taken steps to strengthen seven day working and ensure a
full range of medical and surgical specialties offer review of inpatients at weekends. The
strengthening of elderly care and Stroke services remains a key priority for the Trust in the lead up
to the implementation of the CSR recommendations. This work will continue to ensure the Trust is
well placed to extend into more comprehensive provision of a range of emergency services.

It is likely that the successful implementation of CSR will require a substantial level of collaboration
across the existing NHS organisations will bring opportunities in the short term for a more
collaborative approach and we will seek to drive these. As an example of this we recently agreed
with Dorset County Hospital and Dorset Health Trust that we will collaborate on a bid to develop
sexual health services across Dorset in response to a tendering exercise hosted by the public
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health department at Dorset County Council, where commissioning of this service now resides.
Key features of this bid will include, providing services outside of hospital, using a single patient
records system accessible across Dorset and adopting a more imaginative approach to
preventative measures and self-help. Many of these strands are likely to feature more generally
and strongly in the health economy over the next few years.

Working with Primary Care Partners

As we cited earlier we believe that there is substantial change likely to appear in the GP sector, to
an extent not seen since the inception of the NHS. In particular this is likely to see the adoption of
a model of GP practices whereby these aggregate into larger organisations. This could be for a
variety of purposes including bidding for tendered clinical services; running practices more cost
effectively; optimising the use scarce manpower. Although many GPs are starting to focus on the
former of these, we believe that it is the latter that is more likely to drive change. In particular the
likelihood of many local GPs retiring over the next 5 years, including the loss of clinical expertise
that this entails, as well as the indication that most GP in training want to retain employment
flexibility by becoming salaried employees rather than partners. We believe it is in our interests to
support the federating process, since it will mean we can discuss service developments, pathways
improvements with a much smaller number of organisations and we hope that these emerging
structures will be able to lead GP opinion, such that innovation in the development of patient
pathways across primary and secondary will be easier to implement consistently.

The benefits to GPs and their practices of improved collaboration with hospitals could include:

= Improve attractiveness of GP roles, including opportunity to work alongside a wider range of
clinical colleagues
Opportunities for partners to sell their equity in practice to the Trust or other institutions
More stable staffing e.g. locums, by using the hospital bank / agency services
Access to capital for investment in practices e.g. refurbishment / expansion

Rotate GPs into the Trust, working in ED, MFE, GP front door, dermatology, rheumatology,
chronic diseases
= Support the experiential learning of younger / new GPs
= Structured GP education, use of eLearning

Conversely, the hospital could benefit in the following ways:

» |Integrated primary/secondary care model for urgent / emergency admissions — admission
avoidance

= Closer relationships with local GPs, therefore we can influence pre and post hospital
processes to allow the hospital to run more efficiently

=  Opportunity to raise level of clinical education and experience for all and therefore raise the
quality of local services

= Improve attractiveness of Trust clinical posts

= Better scale for some services (HR, payroll, pension support), giving efficiency improvements

Operational Improvement

The Trust has strengthened its transformation
work with the establishment of an Improvement
Board led by a Director of Improvement. We have
made significant progress in developing and
implementing efficiency programmes over many
years. Evidence of this is shown in the graphics
alongside, showing substantial reductions in non-
elective Length of Stay, associated with the
implementation of our ambulatory services.
Specific actions implemented in 2014/15 include:
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= removal of AMU escalation beds

= dedicated nurses to take GP calls and co-
ordinate flow

» introduction of regular board rounds to
more direct pull for older people and
surgical ambulatory from ED

= increased medical cover at weekends
and out of hours

= senior decision maker at front door with
consultant available to take the call from
the GP and ED (in hours)

= strengthen consultant input to the hospital

at weekends with consultant ward rounds
for Care of Elderly, AMU, Gastroenterology, Cardiology, surgical wards now in place 7/7 to
reduce variation in week-end discharges

= strengthened physician input to patient care in the evenings by doubling the number of SPRs
on duty until 11.00pm, increasing consultant physician input until 7.00pm and extending
acute physician input into the Acute Medical Unit to 9.00pm

= appointment of GPs to work in AEC clinic (including weekends) to support winter resilience

Another area of significant effort is in theatres and the following have been implemented in
2014/15;
= number of cases on dedicated CEPOD list increased from 54% to 75% over 12 months
= 93% of cases in Dec14 undertaken prior to 21:00, an improving trend for 12 months from circa
80 % in Nov 13
= faster access to CEPOD — average pre-op LOS 76 hours in Nov13 versus 59 hours in Dec14
= CEPOD post-op LOS reduced from average 193 hours Nov13 to average 92 hours Dec14

Notwithstanding this, a stronger focus is being introduced to ensure the effective management of
performance. National targets will and need to be achieved, despite increases in demand this
requires a proactive approach to anticipating demand which the Board will oversee.

Organisational Capability

As a result of undertaking the Monitor self-assessment process last year we developed a strand of
our strategy around our organisational capability.

We continue to develop this and the appointment of the Director of Organisational Development
and Leadership will help give effect to this.

Our leadership programmes will continue with both senior management and clinical director
programmes completing this year. In 15/16 we intend to develop and implement a Trust OD and
Leadership Strategy which will focus on:

Culture assessment

Developing a leadership model

Talent management plan and process

Values based recruitment

Staff health and well-being

Appraisals and objective-setting

Team working

The care group structure which we implemented last year will continue to evolve and each care
group will develop its own strategic workforce plan.

We have indicated elsewhere the very significant demographic issues that all NHS employers face
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and we are determined to develop as an employer with a strong local and national reputation,
such that we become an employer of choice. Alongside this however we also recognise the need
to vary existing roles of all staff to meet the needs of the service and to make these more attractive
to existing and new staff. Much of the work we have commenced with GP is around developing
medical and nursing roles to enhance recruitment and retention for both sectors. Activities planned
for 15/16 in this area include:

= Quality appraisal discussions leading to personal objectives that are clearly linked to the
Trust’s strategic direction and individualised development plans.

= More recognition — more ways to say Thank You.

= More ideas encouraged

= Using Training Needs Analysis and the individual development plans to tailor education and

training opportunities.

Strategic workforce plans for each Care Group

Roll out of new Appraisal process and quality discussions with individuals

Extend behaviour framework to use in recruitment and talent management

Developing our pipeline through local schools and universities, including work experience

opportunities and reinforcing RBCH as a strong local employer.

Our focus on organisational development and leadership will allow us to better support and
contribute to the development of new organisational forms, especially where these involve GPs
and community services.

Directorate Strategies and Plans

In the latter part of 2014, we had the opportunity to discuss strategy with the directorates and
specialities. This culminated with an event in December with exec and non-exec director that
shared these plans across the Trust. In particular the plans focussed on the next 1-2 years and
therefore are important in directing the Trusts in the period prior to the implementation of the CSR.
Many of the issues elsewhere in this document are included in these plans, examples including
development of:

Workforce developments
Theatre productivity and capacity
Ambulatory services

Private patients income
Sustainable clinical staffing

7 day working

Capital Development & IT Investment

The Trust has the advantage of buildings that were built in the
1990’s and has invested considerably since then. Currently we
are completing a new £8m cancer, blood disorder and women’s
health centre which will

host day case and out-

patient services in
each of these specialties.

The other significant building development is the Securing
Christchurch Hospital project in which spare land on the
site is being developed as a health and wellbeing campus
to fund the part refurbishment, part new build of the
hospital thus securing the hospital on the site in fit for
purpose facilities. The developments include relocation
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of a local GP and retail pharmacy into new build facilities on the site and Trust participation in a
joint venture to build and run an 80 bed care home and the build for sale of 35 senior living flats at
the front of the site. This year will also see development of plans for the final phase of the site re-
development, which will include a new build Macmillan Caring Locally palliative care unit, and

disposal of surplus land for housing.

The third major capital investment for 2015/16 is in IT and we will continue to make progress

toward a full Electronic Patient Record
(EPR). In 2014/15 we successfully
introduced Electronic Document
Management (EDM) which scans existing
patient record and makes them available
electronically to our clinicians. This has
diminished our reliance on historical
patients’ paper notes and will be bedded in
during 2015/16. We also introduced VitalPac
— an electronic Early Warning System to
which we now commit all nursing
observations. We will also commence a
project on electronic nurse assessments in
2015/16 and over the next 2 years this will
be followed by ePrescribing (2016/17) and
full EPR in 2017/18. These investments will
also generate significant revenue savings
supporting future year transformation
programme savings. The trust is also one of
9 organisations in Dorset that are
collaborating (with £1.3M national funding)
in the creation of a Dorset wide record
where all the key health and social care
information about individual patients and
clients will be pooled to provide seamless
access to this vital data for all the clinicians

and Social services staff in Dorset. It is expected that this will reduce ambulance conveyances to

the trust, reduce unnecessary admissions and expedite discharges.
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3. Quality Priorities
3.1 Quality Strategy

The key components of the Trust Quality Strategy are as follows:

Ensure patient safety is a top priority for all staff by:
0 Reporting and learning from adverse events
Delivering ‘Harm Free’ care
Embedding falls and pressure ulcer prevention programmes
Reducing and preventing medication errors
Maintaining high standards of infection prevention and
control
0 Maintaining a safe environment for patient care

O O0OO0oo

= Ensure patients are offered up to date and effective clinical
care by:
o0 Reporting, reviewing and continuously improving clinical
outcomes
o Implementing and monitoring delivery of national guidance

= To provide the optimum Patient Experience by:
0 Treating our patients with compassion and respect
o0 Gaining feedback from our patients and using patient

feedback to improve
0 Managing complaints in an open, transparent and timely way

In 2013/14 we introduced an Improvement Board. We have built on this in 2014/15 and
introduced a structured Quality Improvement programme that supports a continuous and
measurable approach to developing the quality of our services. In 2015/16 we will focus our quality
improvement and patient safety programme around a set of specific priorities. The projects will
focus on simple discharge; emergency laparotomy; sepsis; gastro cancer referrals; and surgical
checklists.

We will also use our quality improvement methodology to review some of the local operational
pressures, including Referral to Treatment Times and 4 hour waits in ED.

3.2 Sign up to Safety

Our 3 year Sign up to Safety Plan has been developed in line
with all these existing work streams and aims to draw them
all together to outline our key patient safety priorities for the
next year ahead. We intend to utilise the Sign up to Safety
Project Plan to publicise and enhance the work being
undertaken across the Trust.

The Sign up to Safety Programme aligns with the Trust
Annual Plan, Quality Report and Quality Strategy. The
programme is also aligned with existing business planning
and communication processes.

The Trust Communications Team will be engaged to help
develop a communications strategy to support the Safety
Plan programme, ensuring that staff, patients and the public
are kept informed of the progress of implementation.

As part of signing up to the Sign up to Safety Campaign

Page 12 of 35




organisations commit to setting out actions they will undertake in response to the following 5
pledges:

1. Put safety first.
Continually learn.
Honesty
Collaborate.

A Sl

Support.
A fuller explanation of the components of each of the pledges is at Appendix C.

The Sign up to Safety Pledge provides a narrative to stakeholders, patients, the general public and
staff about our commitment to high quality.

Our pledges were composed using awareness of our performance against qualitative and
quantitative performance measures, feedback from staff and patients, feedback from governors
and knowledge of existing work streams in progress. We agreed that we did not want to create a
completely new set of objectives; however we did recognize the need to consolidate our quality
improvement, patient safety and organizational culture plans and priorities.

The Trust Sign up to Safety Pledge was developed in consultation with key stakeholders and
formally approved by the Board of Directors in November 2014

The Trust has identified ‘drivers’ within each of the 5 Pledges of the Sign up to Safety Plan.

‘Drivers’ are a simple term for interventions needed to achieve the aim. They can be split up into
primary, secondary and tertiary drivers depending on their scope and level of detail. Once they
have all been identified and mapped out, they provide a visual guide to how quality initiatives
interlink. Measures of success can then be identified, attributed and continuously monitored.

The Sign up to Safety Plan is a 3 year project to improve patient safety within the Trust. At the
start of the project we will ensure we have a clear understanding of where we are and what we
intend to achieve. This will involve undertaking baseline measures of the drivers underlining the
Safety Plan as well as baselines relating to each of the individual projects.

Each Quality Improvement initiative will be underpinned by a best practice change model. Our
standard improvement methodology will be used to ensure all team members and lead clinicians
have access to the necessary support to build capacity and capability in quality improvement tools
and techniques to support delivery of change.

This will include:

= supporting any required change in culture

*= implementing ideas generated from staff working in the process

= empower, and encourage staff to continuously improve compassionate care at every level

3.3 CQC Review

Following an initial CQC visit in October 2013 and a follow up visit in 2014, the CQC noted that a
significant number of improvements had been made and all compliance actions implemented.

The CQC follow up visit to the Trust recognised the significant progress we have made since the
initial inspection. This included recognition of:

= A revised organisational structure was being implemented, with strong emphasis on
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leadership training for staff.
= Governance systems had been strengthened at all levels

= Significant steps towards creating an open, transparent and learning culture at all levels of the
organisation.

* Introduction of an Elderly Care Directorate with new assessment ward and pathways had
improved the care for older people and the flow of patients through the hospital.

= The appointment of clinical matrons and support for ward sisters to focus on leadership and
supervision of staff on the wards now supported planning and the delivery of safe and effective
care.

However we recognise that further work is still required to sustain this improvement and our
priority for 2015/16 is to embed the new Care Group and Directorate governance structures and
support our vision and values framework.

3.4  Mortality Reviews

In 2014/15 we introduced a mandatory system whereby all deaths
within the hospital are reviewed at consultant level. This is an
automated system with full reporting tools and the resulting reviews
are discussed at formal specialty Mortality and Morbidity (M&M)
meetings and the chairs of these meetings now attend the Trust
Mortality Group on a regular basis. We have also introduced
Mortality and Serious Incident (SI) newsletters to ensure that the
learning that arises from these events is spread throughout the
organisation.

Areas of improvements arising from mortality reviews include

a) Reintroduction of 24 hour fluid prescription

b) Development of heart failure team and designated beds

c) Introduction of an Advanced Communication Skills programme
for all medical staff

d) Improvements to the Serious Incident (Sl) process

e) Review and introduce changes to the complaints process

We aim to continue this work in 2015/16.
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4. Operational Resilience

Operational resilience over 2015/16 will continue to focus on the following key areas:

= Urgent care capacity and pathways (ED 4 hour performance)

= Urgent elective care pathways and performance (Cancer and diagnostic standards)

= Routine elective capacity and performance — (RTT admitted, non-admitted, incomplete
pathways and diagnostics).

During 2014/15 operational resilience has presented a significant challenge to RBCHFT and the
local health community, resulting in below threshold performance against a number of key
indicators. This performance has not been acceptable and will improve through focused and
cogent management to underpin continued redesign and transformation work. Projections below
are based on our current analysis and the resilience plans laid out in this document:

Quarterly summary of Monitor Risk Assessment Framework
2013/14 2014/15 2015/16
Target or Indicator (per Risk Assessment Framework) % QL [ Q2 | Q3 [ Q4 | Q1 [ Q2 | Q3 Q4 | Q1 | Q2 Q3 Q4
Referral to treatment time, 18 weeks in aggregate, admitted patients 90
Referral to treatment time, 18 weeks in aggregate, non-admitted patients 95
Referral to treatment time, 18 weeks in aggregate, incomplete pathways 92
A&E Clinical Quality- Total Time in A&E under 4 hours 95
Cancer 62 Day Waits for first treatment (from urgent GP referral) 85
Cancer 62 Day Waits for first treatment (from Cancer Screening Service) 90
Cancer 31 day wait for second or subsequent treatment - surgery 94
Cancer 31 day wait for second or subsequent treatment - drugs 98
Cancer 31 day wait from diagnosis to first treatment 96
Cancer 2 week (all cancers) 93
Cancer 2 week (breast symptoms) 93
C.Diff objective
MRSA
Access to healthcare for people with a learning disability |
Allindicators have a risk of non-compliance, which is actively managed. actual - - Predicted breach
breach Potential breach risk
For 2015/16 RBCH predcits to avoid any triggering of the Monitor RAF threshold of 4 or more points in any one quarter.

4.1 Urgent Care Capacity and Pathways

Our principal response to the increasing
demand has been the development of new
ambulatory services and we have exceeded
our target of 25% by a further 10%. The Trust
reviews condition by condition the proportion
of patients managed on an ambulatory basis in
line with the best practice guidelines
developed by the Ambulatory Care Network.
A consequence of this is that the in-patient
population tends to be more acutely ill and
generally more elderly. We have therefore
introduced an increased focus on the frail
elderly.

Non elective admissions increased by 14%
(YTD) and ED attendances by 7% (YTD) in
2014/15. Further analysis of this increase,

together with outputs of the local Kings Fund Review and the Dorset Clinical Services Review, has
led to an activity growth assumption of 4.5% for 2015/16 and 4% in ED attendances. On this basis
we have planned for the current level of bed capacity to be sustained and increased. However,
more fundamentally, the trust will continue its significant Unscheduled Care Improvement
Programme, implementing ECIST review recommendations and supported by the Ambulatory
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Care Network, to further develop and meet the remaining capacity gap through transformational
models of care. These include the following:

Emergency Department — embedding and further developing rapid assessment models
(BREATH — Bournemouth Rapid Evaluation, Assessment and Treatment Hub); workforce review
and enhancement of skill mix through Majors Assisting Practitioners; 7 day substantive consultant
cover; ED based CT scanner investment and partnership work to assess ways of ED based
primary care provision, to support extended hours GP services.

Ambulatory Care — 7 day ambulatory rapid assessment and treatment service provision across
Medicine, Older Person’s Medicine and Surgery supported by GPs and Nurse Practitioners; ‘pull’
of ambulatory sensitive condition patients from ED; job plan review providing extended and 7 day
cover to acute care.

Frailty Pathways — Older Persons’ Ambulatory Clinic and short stay model — continue to
develop ambulatory clinic model and support increased OPM short stay provision to a two-ward
footprint, moving towards a Frailty Unit model; continue OPAL therapy and discharge support to
the ‘front door’; 7 day consultant-led, multidisciplinary ward rounds.

These activities have led to improvements that included a significant reduction in 1%
clinician/diagnostic/decision to admit; between 18 & 30% of minors patients being streamed to
primary care; a reduction in Older People’s Medicine length of stay of 4 days. A key bi-product of
this is that ED 4 hour performance has improved particularly since the introduction of BREATH,
during March the Trust met the 95% threshold for treatment, discharge or admission within 4
hours.

In addition to the above we are partners in a number of system-wide and integration schemes —
continued progression of High Impact Change Schemes; on-going development of multi-
disciplinary, primary care based, anticipatory care schemes; the development of Virtual Wards;
locality team models under Better Care Fund; Discharge to Assess approach.

4.2 Cancer Care (and all Diagnostics)

Significant improvement and compliance has been
seen against the two week wait targets following the
addition of fast track clinic capacity, particularly in
Dermatology, Breast and Colorectal services, through
additional clinics and template reviews; telephone
based appointment confirmation and patient support;
as well as faster escalation processes to avoid breach
risks. It is therefore, anticipated that based on current
demand, sustainable performance is achievable for
outpatient two week waits. Straight to test pathways
are discussed below.

The 62 day and 31 day targets have predominantly
been non-compliant due to pressures in our Urology
Service. ‘Robot weeks’ have been successfully
implemented to reduce the backlog and provide
sustainable capacity for robotic prostatectomies on an
on-going basis. Contract negotiations are on-going to
secure a local template biopsy service to reduce pathway delays. The case for an additional
Urology Consultant has been supported by the Trust. In addition, we have continued the streamed
pathways introduced for suspected prostate cancer. These actions together with increased
capacity being released through externally commissioned outpatient and theatre capacity and
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utilisation analysis provide a strong footing to improve and maintain performance against our
Urology cancer pathways. The 62 day standard will remain a challenge in Urology due to the
nature of the county wide services. The Trust is clear however that the target needs to be met,
and has plans to achieve this from Q2 2015/16.

Endoscopy — There are significant pressures for direct to access tests used for suspected
cancers, which make two week waits challenging. The demand for these is likely to increase in
year with rising GP referrals, and the new NICE guidance. Therefore a complete pathway
redesign, and capacity and demand exercise will be undertaken, to ensure sustainable safe and
effective care can be provided.

An additional consultant has been recruited and two Nurse Endoscopists are currently completing
training. In addition, the trust may secure outsourcing capacity and the on-going requirements in
relation to this will be reviewed in connection with the capacity analysis.

4.3 Referral to Treatment

In 2014 we commissioned a substantial review of
demand and capacity from an external consultancy
expert in this field (4 Eyes) and as part of this they
undertook a number of “deep dives” into some
targeted areas. As a result of this the following
activities have been put in place:

Dermatology - Extra nurse & doctor clinics;
controlled GP referral management; extended
nurse and GPSI roles; joint work with community
and primary care services; clinic redesign.

Orthopaedics — recruitment of medical staff; skill
and casemix shifts; additional weekend lists;
theatre productivity programme.

Radiology — additional capacity has been
provided both through the introduction of extended
and 7 day services during 2014/15 as well as
outsourcing. This will continue together with the planned introduction of a revised shift system for
out of hours cover and the development of a third CT scanner in the Emergency Department,
which also allows significant extra elective capacity.

Cardiology — review of theatre lab usage, alongside length of stay improvements.

This work will lead to further improvements in operational efficiency in each of these areas and
help ensure key standards are achieved.
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5. Financial Forecasts

5.1 Financial Context

Consistent with the national Foundation Trust picture, the Trust has experienced for the first time,
significant operational and financial pressures during the current financial year. These include
considerable demand pressures - a 15% increase in emergency admissions; double the number of
delayed discharges; and a national shortage of medical and nursing professionals resulting in a
significant cost premium. As a result, the Trust has exceeded its planned deficit of £1.9 million
and is forecasting a deficit of £5.2 million, the primary driver being increased agency spend

5.2 2015/16 Financial Plan
Income

Activity plans have been agreed with clinical management teams; and are based on current
activity at specialty level adjusted for known service changes, forecast demand increases, and
current waiting lists.

Expenditure

Expenditure budgets have been set to provide financial resource in support of the agreed activity
plans. This includes funding for national cost pressures such as pay inflation, rates utilities and
CNST premium increases.

5.3 Investment in Quality and Safety

In addition to allocating significant funding for changes in the activity and income plans, the Trust
is taking necessary steps to consolidate the infrastructure required to support the increased
demand for hospital care. In some cases these are existing schemes that have developed in year
as a result of the significant demand pressures. The investments are highlighted below and in the
majority of instances they reflect the full year effect.

Investments amounting to £2.623 million have been approved, with key investments including:

= Transitional care GP beds to compensate for = Nursing template reviews and enhancements

increased levels of delays particularly due to to respond to increased activity and acuity
social care shortfalls. = Additional IR consultant to reflect the

= Additional beds to support increased non requirements of the Trust operating as the
elective demand (full year effect) vascular hub

= Additional CT scanner (subject to agreed = Increased anaesthetist consultant cover to
business case) support extra surgical wards

= Additional junior doctor cover provided in ED = Additional urologist to support an expansion of

= Enhanced pharmacy support to support rapid the service
discharge

5.4 Improvement Programme

The Trust has an exceptional record of delivering financial efficiencies, and has achieved savings
in excess of £44 million over the last five years, as set out below:

Financial Year 2010/11 | 2011/12 | 2012/13 | 2013/14 | 2014/15
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Savings Delivered (£Em) | £11.108 | £8.893 £8.503 £8.798 £7.541

It is recognised that as each year passes it becomes increasingly difficult to find further schemes
to achieve the national efficiency targets. Indeed, the Trust has a Reference Cost Index of 91,
evidencing that the Trust is already delivering a mix of services at lower than expected (national
average) cost.

The Trust has therefore taken steps to appoint a specialist advisor who will help identify further
CIP savings. Combined with the productivity gains these are planned to exceed the 3.5% national
efficiency gain for 2015/16. The focus is also on developing a robust CIP programme for 2016/17,
ensuring an effective transition to implementation of the Clinical Services Review.

As part of this, in January 2015, the Board approved initial diagnostic work with an external
consultancy (PwC) to evidence the availability of realistic cost improvement opportunities across
identified selected clinical areas. This is underpinned by a financial baseline analysis to validate or
otherwise challenge financial projections for 2015/16 and 2016/17.

The work programme is composed of:

i)  Financial Baseline update report

i) The Four Eyes Insight Analytics report incorporating the contractually agreed components
thus far

iii) A workforce review to identify further opportunities

iv) A governance process which furthers idea generation and conversion of these to an
identified CIP and implementation plan.

5.4.1 Financial Baseline Review (PwC)

This report, coupled to the workforce review as well as the Four Eyes outputs, identifies and
directs the Trust towards operational and workforce areas that present opportunities to achieve
cost efficiencies within the organisation whilst maintaining or improving RBCH'’s existing quality
profile. The Trust will maximise in-year savings during FY15/16, the momentum of the
transformation programme will continue rigorously at pace. We anticipate an approach that
combines both identified implementation where possible, as well as concurrent detailed CIP plan
development.

Financial baseline review

= Review underlying financial position at all levels for year ended 2014/15 to establish a
baseline against which recovery can be measured, commenting on levels of spend compared
to budget.

= Review forecast income and expenditure, cash flow and balance sheets for 15/16 and 16/17

= Review 14/15 CIP performance including development of 15/16 and 16/17 plans, aspirations,
work-in-progress and developments

Capital programme review
= Review capital programme and the spend allocation reflected in financial forecasts, taking
account of the condition of the Trust’s estate.

Working capital optimisation

= Review working capital position, analysis of trends and domains including inventory/supply
chain, debtors, creditors, etc.

= Focus on internal plan development, against contracted income, opportunity constraints
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imposed by block contracts and tactics with CCG as to potential need for additional subsidy
for which the trust will be required to build an evidence base.

Flat cash constraints

Block contract impediments

Demand management challenges arising in managing activity spikes as a result
Consequences to RBH’s purse in terms of premium spend e.g. agency, locums

Limited recognition of this from CCG

Distribution inequity across Dorset providers

5.4.2 Governance

The CEO will act in a formal capacity as SRO for the Transformation leads, with the process
supported by named Directors appointed as Executive Sponsors as follows:

A formal Improvement Board held monthly;

All-group Executive Sponsor sessions held monthly

Executive Sponsor sessions with each Executive Sponsor on an individual basis held monthly;

Executive Sponsor, or named and empowered senior clinical delegated authority, chairing

clinically-led directorate or cross—cutting steering groups held monthly and/or incorporated into

existing governance meetings;

= Tracker and other key documentary reporting on progress developed by Finance underpinned
by PMO data presented to Finance Committee and Board monthly;

= PMO oversight and process control — on-going.

Key Actions are as follows:

PMO

= Refresh the process, governance and accountability model

= Overhaul the documentation

= Dual Badge QI projects with savings into CIP plan but maintain current/planned QI projects

Finance/HR

= Relentless focus on cost reduction in budget-setting but close eye on the ‘quality’ filter,
recognising that any spend incurred, is only made in the correct areas, and adds to quality

= SFls and user-friendly guide for budget holder sign off and consequence of breach (red lines)

= Reducing bank, premium agency and locum spend supported through targeted and effective
recruitment and retention

= Correlation reviews (sickness/absence, leave and bank/agency spend relationships)

= AfC workforce reviews (are we the right size and shape and is quality investment ROI
delivering full value?

Idea Generation

e Long lists of generic ideas for transformation steering groups to review and adopt/adapt and/or

use as platform to think of new ideas

Review existing pipeline not converted and reasons why

Implement Four-Eyes output recommendations and additional deep dives commissioned

Pathway / MoC reviews for identified specialities to pull out time and cost waste (QI process)

Include enablers e.g. e-rostering and other technology enabled processes in situ or to be

developed (e.g. self check-in Outpatients, DD/VRN, real time patient-flow management, etc.)

e Re-review prior merger opportunities and work undertaken by other consultancies not yet
implemented

e Review CQC investment costs within QI process

e “Non-CIP” projects e.g. other cost-avoidance and income (e.g. PP evaluation)

Corporate/Back-Office
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» Philanthropy (income generation) closely aligned to marketing, PP, R&D, Innovation
(branding)

= Develop USP and value proposition as a marketing tool

» Income generation including 300% increase in PP (formal mobilisation of a programme
considering opportunities, specialities, audiences, impediments, actions and current changes
required)

5.6 Planned deficit

The continued pressure being placed on providers through a sustained reduction in tariff, allied to
the 15% increase in emergency activity and the forecast for this to rise further in 15/16, together
with the premium cost payments for agency staff, and recent investments in quality and safety,
mean that the Trust will need to set a planned deficit again during 2015/16, amounting to £12.927
million. The intention in 15/16 is to stabilise this position.

5.7 Risks to the budget

There are a number of risks inherent within the Trusts budget plan; including:

= Continued use of expensive medical and nursing agency and locums: The budget reflects the
cost of the substantive establishment; together with a trajectory of expected agency spend as
a result of national shortages of trained medical and nursing professionals. There is a risk that
this trajectory could be exceeded if recruitment proves more challenging than currently
anticipated. Additionally resource has been committed to improving recruitment and reviewing
skill-mix.

= Non delivery against agreed CQUIN schemes: The Trusts contracts will include payment for
CQUIN delivery. If this is not achieved, the Trust will not receive the budgeted income levels.
The Trust is actively working to obviate this risk.

=  Contract Penalties for 18 week referral to treatment breaches: The Trusts contracts will
include the ability for commissioners to apply financial penalties for 18 week breaches. The
intention is to meet the Referral To Treatment standards.

= Activity below the budgeted levels: Activity below the budgeted levels will reduce the level of
income the Trust receives, however costs are unlikely to be reduced by the same value due to
the marginal cost of delivery.

= Additional unplanned costs: With the exception of a very small contingency, no budget
provision has been made for additional, currently unforeseen costs. Granular management of
expenditure drivers will minimise exposure to this risk.

5.8 Budget opportunities

There are a number of opportunities that could off-set or exceed the above risks; these include:

Activity Growth: Activity over contracted levels will achieve additional income during 2015/16,
above the budgeted levels.

Additional cost improvement savings are expected to be identified during the year, as a result of
the Board Advisor’s programme of work.

Workforce initiatives are expected to result in a reduction in agency premium.
5.9 Capital Plan

The plan for 2015/16 includes three elements: completing current major projects, essential new
projects, and a third group still subject to business case approval, totalling a potential £2.6m. The
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plan (excluding three schemes as above) is £17m, with £7.5m being related to the Christchurch
redevelopment, funded through the ITFF loan. £9.5m is funded from depreciation, leaving a call

upon call on cash reserves of £0.2m.A fuller explanation of these schemes is at Appendix D.

PROPOSED CAPITAL PROGRAMME 2015/16 2016/17 2017/18 2018/19 2019/20 TOTAL
Christchurch Development - NHS 7,565 2,570 0 0 0 10,135
IT Strategy 3,062 2,378 2,549 2,037 2,000 12,026
JIGSAW New Build 3,050 0 0 0 0 3,050
Medical Equipment Replacement 1,500 1,500 1,500 1,500 1,500 7,500
Aseptic Unit (NB cap charges covered) 510 0 0 0 0 510
Ward Refurbs 400 500 500 500 500 2,400
Estates Maintenance 400 400 400 400 400 2,000
Capital Management (Estates and Finance) 300 300 300 300 300 1,500
Catering Equipment Replacement 150 0 0 0 0 150
Miscellaneous Minor Schemes 100 250 250 250 250 1,100
Traffic Congestion Works by RBH (new junction) 100 0 0 0 0 100
Residences Refurbs 50 200 200 200 200 850
Cardiology (5th Lab) 0 300 1,230 0 0 1,530
Cardiac Lab Equipment (Lab 5) 0 1,122 0 0 0 1,122
Cath Labs 1-4 Equipment 0 1,500 0 500 0 2,000
Derwent & Theatres Upgrade (essential works) 0 1,250 1,250 0 0 2,500
TOTAL 17,187 12,270 8,179 5,687 5,150 48,473

The Christchurch redevelopment is an invest to save, and includes the joint venture for the care
home and senior living. The hospital redevelopment also removes significant backlog maintenance

on the site.

Completion of key estates projects includes the Jigsaw Unit (for Cancer and blood disorders and
Women’s Health) and the Aseptic Pharmacy unit. In the coming year there are major IT projects
totalling £3m, including completion of the EDM roll out. The Medical equipment budget is also a

significant spend at £1.5m.

Page 22 of 35




Appendix A — Clinical Service Review
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Appendix B — 2015/16 Objectives

1. To continue to improve the quality of care we provide to our patients ensuring that it is safe,
compassionate and effective, driving down reductions in the variation of care whilst ensuring
that it is informed by, and adheres to best practice and national guidelines. Our specific
priorities are:

= Achieving year on year improvements in the proportion of patients experiencing harm-free
care (detailed metrics to be agreed through HAC)

= Ensuring patients are cared for in the correct care setting on Wards by improving the
flow of patients admitted non electively

= Toreduce the number of new hospital acquired pressure ulcers by 10% in 2015/16

= To ensure that there are no MRSA cases and that the Trust achieves its target of no more
than 17 Clostridium Difficile

= To be within the top quartile of hospitals reporting patient satisfaction via the Family
and Friends Test

2. Todrive continued improvements in patient experience, outcome and care across the
whole Trust. The Trust will use a QI methodology to support this work. Key priorities are:

= Improving the management of sepsis, ensuring we implement the six key interventions
(high-flow oxygen, fluid bolus, blood cultures, IV antibiotics, monitoring urine output, and
measuring lactate) within one hour of patients being identified as having sepsis or being in
septic shock.

» |Implementing the Department of Health’s best practice guidance for effective discharge
and transfer of patients from hospital and intermediate care. These including
developing a clinical management plan for every patient within 24 hours of admission; all
patients having an estimated date of discharge within 24-48 hours of admission; use of a
discharge checklist and the involvement of patients and carers to make informed decisions
about their on-going care and discharge. The full list is shown as Annex 1.

» Using a standard operating procedure for all patients undergoing emergency laparotomy
with the aim of reducing mortality from 11.4% to 9% during 2015.

= Uniform use of the surgical checklist across the whole organisation with the intention that
there are no Never Events associated with failure to use the checklist.

» Implementing the NICE guidelines for patients referred with suspected Gl cancer
ensuring a minimum of 93% of patients receiving an appointment within two weeks.

3. Tosupport and develop our staff so they are able to realise their potential and give of their
best, within a culture that encourages engagement, welcomes feedback, and is open and
transparent in its communication with staff, public and service users. Key priorities include:

» |ntroducing a new staff appraisal system, using a value based behavioural framework
which will launched in April 2015, with all staff appraisals completed by November 2015*

* This excludes consultant medical staff who will follow their existing appraisal process but will adopt the new
behavioural framework

= Ensuring all staff have agreed personal development plans, which reflect both the needs of the
service and their own development requirements

= The development and implementation of a comprehensive leadership and organisational
development strategy to ensure delivery and develop an open, transparent culture where staff are
readily able to take responsibility and have authority for the provision of their services
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= The strengthening of engagement within the Trust, facilitating opportunities for staff to contribute
to the design and delivery of services (this will be measured through the Trust improving its staff
survey results to the upper quartile).

= Promoting greater autonomy within a clear framework of responsibility and accountability for
staff to manage their services.

. To develop and refine the Trust’s strategy to give effect to the agreed outcomes following the
CCG led Dorset Clinical Service Review. Key priorities include:

» The development of clear proposals to maintain the provision of resilient, high quality,
viable services in the lead up to full implementation of the Clinical Service Review.
Proposals developed by December 2015

= The continued development of Christchurch Hospital, offering a community hub for
provision of healthcare services

= The provision of new facilities for patients with blood disorders and those requiring
women'’s health services, through the completion of building work by September 2016

= The development of proposals which improve the provision of integrated services
providing new pathways of care

= Launch of the Trust’s Vision in April 2015 providing clarity to staff and members of the
public about our core purpose and values

To ensure the Trust is able to meet the standards and targets necessary to provide timely
access to high quality responsive elective diagnostic and emergency services. The key
targets are:

» 95% of patients waiting no more than 4 hours from arrival in ED to their admission
discharge or transfer

» 93% of patients referred using the fast-track cancer pathway being seen within 14 days of
referral

» 93% of patients referred to the symptomatic breast clinic seen within 14 days of referral
* 96% of patients diagnosed with cancer receiving treatment within 31 days

» 85% of patients receiving their first treatment within 62 days of urgent GP referral with
suspected cancer.

» 90% of patients admitted within 18 weeks of referral and requiring elective treatment
= 95% of patients seen within 18 weeks of referral when no admission is required
. The Trust achieves its financial plan with emphasis on reducing agency spend, cutting

waste and securing improvements in efficiency and productivity without detriment to
patient care.

Page 31 of 35




Appendix C

The five Sign up to Safety pledges

1. Put safety first. Commit to reduce avoidable harm in the NHS by half and make public our goals
and plans developed locally.
We will

Reduce harm for patients over the next 3 years through our internal quality improvement programme, our
engagement in the Wessex Patient Safety Collaborative programme, and our involvement and collaboration as
part of the NHS QUEST.

Organise our quality strategy work under 3 primary drivers: Safety, Effectiveness and Experience.

Safety:

- Reduce harmful inpatient falls by 50%.

- Reduce hospital acquired pressure ulcers by 50% and have a zero tolerance for avoidable hospital acquired
category 3 and 4 pressure ulcers.

- Reduce serious incidents by 50%.

- In collaboration with our NHS Quest partners, improve patient safety over the next three years through the
delivery of a Breakthrough Series Collaborative on managing the acutely unwell adult / deteriorating patient.
We will focus on early recognition and treatment of sepsis (both uncomplicated and severe sepsis) and
reducing cardiac arrests.

Effectiveness:

- Continue to reduce our Hospital Standardised Mortality Ratio through delivery of a multifaceted quality
improvement programme.

- Improve surgical safety, ensuring 100% compliance with surgical safety checklist procedures.

- Ensuring nursing risk assessments are completed in a timely manner and are appropriately calculated and
recorded. Ensure that all patients have evidenced base care plans.

- Ensure essential patient safety equipment checks are undertaken and recorded in accordance with Trust and
National best practice guidance.

Experience:
- Ensure the Duty of Candour is applied to all moderate and severe adverse incidents.

We agree to publish our work and results on the Trust website.

2. Continually learn. Make our organisation more resilient to risks, by acting on the feedback from
patients and by constantly measuring and monitoring how safe our services are.
We will

Continue to be fully committed to developing and embedding resilient systems and sharing learning from
improvement programmes, adverse incidents and near misses, complaints, Serious Untoward Incidents (SUIs),
Never Events, clinical audits and mortality reviews.

Implement a web based Adverse Incident reporting system (Datix web) to improve current paper systems and
enhance open and honest reporting, ensure feedback to individual reporters and improve integrated trend
analysis with complaints and risk information systems.

We are committed as part of NHS QUEST to a programme of peer site visits in which member organisations
‘open their doors’ to other network members. Following a structured agenda, organisations share a successful
programme (with measures) in the morning and focus on a current challenge in the afternoon, creating an
opportunity to share innovative and successful solutions, policies, protocols and measures across the network.

We will test new and innovative ways of managing and transferring knowledge from ward, specialty, directorate
and care group governance forums and sharing learning across the organisation and on the Trust website.

3. Honesty. Be transparent with people about our progress to tackle patient safety issues and
support staff to be candid with patients and their families if something goes wrong.
We will
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4. Collaborate. Take a leading role in supporting local collaborative learning, so that improvements
are made across all of the local services that patients use.
We will

Develop a standard approach and methodology for quality improvement within the Trust. We will provide a suite
of standard tools, techniques and reports, creating the right conditions for challenge, learning and delivering
improvements in patient safety.

Implement a Trust wide Quality improvement programme with standard methodology that allows engagement,
involvement, innovation, challenge, learning and spread at all levels of the organisation.

Provide Leadership programmes aimed at clinical staff, such as the Time to Lead programme for Ward Sisters,
and provide opportunities for on-going reflection and sharing of best practice.

Continue with our Change Leader programme to support the on-going communication of key safety and quality
messages across the Trust and provide a forum which allows for anecdotal feedback to be informally sourced.

5. Support. Help people understand why things go wrong and how to put them right. Give staff the
time and support to improve and celebrate the progress.
We will

Continue to share information internally and as part of wider external networks to help identify unnecessary
variation in practices and policies and to strive towards continual quality improvement and best practice.

Continue with our internal peer review programme and seek opportunities to collaborate with other partner NHS
Trusts to extend opportunities for learning from shared peer site visits.

Ensure the provision of staff health and wellbeing programmes to provide on-going support for employees to
ensure they do not pose a risk to patients e.g. screening for infectious diseases.

Support staff, for example via our Occupational health service, and create a work environment which supports
positive employee health and well-being and protects against health hazards arising from work activities.

Promote our #ThankYou! recognition initiative which gives both patients and employees the opportunity to
identify and reinforce excellent, safe patient practices and to express their appreciation.

Support an internal annual Pride Award initiative and include an Improving Patient Safety Award and a Learning
and Development Star Award.

Appendix D
CAPITAL PROGRAMME 2014/15 TO 2018/19
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PROPOSED CAPITAL PROGRAMME 2015/16 2016/17 2017/18 2018/19 2019/20 TOTAL

Christchurch Development - NHS 7,565 2,570 0 0 0 10,135
IT Strategy 3,062 2,378 2,549 2,037 2,000 12,026
JIGSAW New Build 3,050 0 0 0 0 3,050
Medical Equipment Replacement 1,500 1,500 1,500 1,500 1,500 7,500
Aseptic Unit (NB cap charges covered) 510 0 0 0 0 510
Ward Refurbs 400 500 500 500 500 2,400
Estates Maintenance 400 400 400 400 400 2,000
Capital Management (Estates and Finance) 300 300 300 300 300 1,500
Catering Equipment Replacement 150 0 0 0 0 150
Miscellaneous Minor Schemes 100 250 250 250 250 1,100
Traffic Congestion Works by RBH (new junction) 100 0 0 0 0 100
Residences Refurbs 50 200 200 200 200 850
Cardiology (5th Lab) 0 300 1,230 0 0 1,530
Cardiac Lab Equipment (Lab 5) 0 1,122 0 0 0 1,122
Cath Labs 1-4 Equipment 0 1,500 0 500 0 2,000
Derwent & Theatres Upgrade (essential works) 0 1,250 1,250 0 0 2,500
TOTAL 17,187 12,270 8,179 5,687 5,150 48,473

ESTATES SCHEME DESCRIPTIONS — 2014/2019

JIGSAW New Build (Work completes Sept 2015)

New build development of 2,200m?, providing new purpose-designed accommodation for
haematology & oncology and women’s health services. This scheme will contribute to
service improvement, expanded clinical capacity and development of the hospital estate,
and will lead to the freeing-up of current space in the main hospital (ward 10 and the front
of wards 17/18) for alternative clinical use. This scheme is due for completion in
September 2015.

Cardiology (5th Lab)

New build extension to the Cardiac Intervention Unit, providing for the installation of a
fifth Catheterisation Laboratory. The fifth lab is required in order to replace the dated
pacing lab, to provide for increased complexity, capacity and resilience, and to future-
proof service provision in this specialty. This scheme is subject to Business Case
approval.

Cardiac Lab Equipment (5th Lab)

Procurement and installation of lab equipment for the new fifth lab, as described above.
This scheme is subject to Business Case approval.

Cath Lab Refurbishments (Labs (1-4)

Scheduled sequential refurbishments of Cath Labs 1-4 which are approaching the end of
their natural lifespan. These are essential upgrades to ensure safety, effectiveness and
resilience.

Ward Refurbishments

General annual funding allowance to enable ongoing implementation of a rolling
programme of ward refurbishments. Ward 4 (MFE) remains the most pressing concern.
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Estates Maintenance

General annual funding allowance to enable implementation of an on-going rolling
programme of routine backlog maintenance schemes across the Trust estate. As the
building approaches 25 years old the need for this will increase. The current amount of
backlog is well maintained.

Residences Refurbishments

General annual funding allowance to enable an on-going rolling programme of routine
refurbishments of the 200+ staff residences at RBH and Abbotsbury House. This justifies
the increase in rents. Window replacement is the next set of priorities.

Derwent Theatres Upgrade

Upgrading of the air handling plant serving the two Derwent theatres, which is required to
improve quality and ensure long term compliance and resilience. The two theatres are
currently served by a single air handling unit; this scheme would install separate
individual units serving each theatre in accordance with contemporary guidance. It
should however, be noted that implementation of this scheme would require temporary
closure of both theatres for the duration of the works.

Aseptic Unit (Nearly completed)

Development of a new upgraded Aseptic Unit, to be provided within the footprint of the
existing service. This scheme will deliver a fully compliant and purpose-designed aseptic
facility, providing for long term service quality, compliance and resilience. This scheme
has now been approved and is due for completion in May 2015.

Page 35 of 35




BOARD OF DIRECTORS

Meeting Date and Part: 29 May 2015 — Part |
Subject: Standing Financial Instructions
Section: Decision

Executive Director with

S Stuart Hunter, Director of Finance
overall responsibility

Author(s): Stuart Hunter, Director of Finance

Previous discussion and/or

. S o Finance Committee
dissemination:

Action required:
The Board of Directors is requested to review and approve the updated Standing Financial
Instructions.

Summary
The Standing Financial Instructions have been updated to reflect both changes in the Trust’s

processes and any legislation changes. The Finance Committee has reviewed a previous
version and will make its recommendation to the Board of Directors on Wednesday 27 May
2015.

As part of revising these SFls sections 9-11 and the associated annexes have been deleted
from the Board Standing Orders which are contained in Annex 7 of the Trust’s

constitution. The Council of Governors approved this deletion at their meeting on 11 May
2015. The Board is asked to approve the amendment to the constitution.

Related Strategic Goals/ Goal 7 — Financial Stability
Objectives:

Relevant CQC Outcome: Outcome 26 — Financial Position
Risk Profile:

No new risks have been added to the Trust risk register, and none have been removed or
reduced.




THE ROYAL BOURNEMOUTH & CHRISTCHURCH HOSPITALS
NHS FOUNDATION TRUST

STANDING FINANCIAL INSTRUCTIONS

Approval Version | Issue Date Review Date | Document
Author
Finance Committee Draft April 2012 April 2013 Karen Flaherty
Board of Directors 2011 2012 Trust Secretary
Council of Governors
Monitor
Working Draft 2014 June 2014 James Bufford
v0.1
Working draft: addition of | 2014 James Bufford
appendix from SOs v0.2
Working draft: removal of | 2014 James Bufford
non-Board roles v0.3
Working draft — removal | 2014- James Bufford
of figures 06-26
v0.4
Working draft — update 2015- April 2015 Stuart Hunter
for procurement 04-13
regulations VO.5
Working draft — update 2015- May 2015 Stuart Hunter
within section 10 and 13 | 05-18

regarding tendering

V0.6




© N o o bk wbd -~

i e e N (o)
N OO o WODN -~ O

CONTENTS

1] (o o 18 o 1o o ISR 3
AUIE e e e e e e e e e eaaeaeeeaaane 7
Business Planning, Budgets, Budgetary Control and Monitoring............ 10
Annual Accounts and Reports...........oeiiiiiiiii e 13
BanK ACCOUNTS ... e e 14

Income and Security of Cash and Cheques and other Negotiable Instruments16

NHS Contracts for Provision of Services..........coooovuiiiiiiiiiiiieeiiieeeee 18

TErMS Of SEIVICE ... asbn e ssnnneeneees 19

Non-Pay EXpenditure ... 22
. TENDERING PROCEDURE ......cooiiiiiiiiiiiieiee e 26
. External Borrowing and Investments............ccccooiiiiiiiii 33
. Stores and Receipt of GOOAS .........oeeiiiiiiiiiiiiiiee e 37
. Disposals and Condemnations, Losses and Special Payments............. 38
. Information GOVernanCe..............cueveiiiiiiiiiiiiiieeee e 40
. Patients’ Property..........cooiiiiiii e 42
. Charitable FUNAS.........cooiiiiiiiieeeeee e 43
. Risk Management and INSUranCe...........cccccevvvviiiiiiiiiiiiiiiiiiiiieeeeeeeeeee 48

Page 2 of 48



1. Introduction

1.1.

1.2.

1.2.1.

General

. These SFls detail the financial responsibilities, policies and procedures to be

adopted by the Trust. They apply to everyone working for the Trust and its
constituent organisations.

. They are designed to ensure that its financial transactions are carried out in

accordance with the law and Government policy in order to achieve probity,
accuracy, economy, efficiency and effectiveness. They should be used in
conjunction with the Scheme of Delegation of the Board of Directors (SD)
adopted by the Trust.

. They do not provide detailed procedural advice. They should therefore be read

in conjunction with the detailed departmental and financial procedure notes. All
financial procedures must be approved by the Director of Finance (DOF).

. Should any difficulties arise regarding the interpretation or application of any of

the SFls then the advice of the Director MUST BE SOUGHT BEFORE
ACTING. The user of these SFls should also be familiar with and comply with
the provisions of the Trust’s Standing Orders.

. FAILURE TO COMPLY WITH STANDING FINANCIAL INSTRUCTIONS AND

STANDING ORDERS IS A DISCIPLINARY MATTER WHICH COULD
RESULT IN DISMISSAL.

. These Standing Financial Instructions (SFI) shall have effect as if incorporated

in the Standing Orders (SO) of the Trust.

. This document should be reviewed by the DOF at least annually.

Terminology

Any expression to which a meaning is given in Health Service Acts, or in the
Financial Directions made under the Acts, shall have the same meaning in
these instructions and the following words shall have the following meanings:

2006 Act means the National Health Service Act 2006.
2012 Act means the Health and Social Care Act 2012.

Accounting Officer means the person who from time to time

discharges the functions specified in paragraph
25(5) of Schedule 7 to the 2006 Act.

Auditor means the person appointed to audit the accounts

Board

of the Trust who is called the auditor in the 2006
Act.

means the Board of Directors of the Trust
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Budget means a resource, expressed in financial terms,
proposed by the Board for the purpose of carrying
out, for a specific period, any or all of the functions
of the Trust.

Budget Holder means the director or employee with delegated
authority to manage finances (Income and
Expenditure) for a specific area of the
organisation.

Chief Executive or CEO means the Chief Executive Officer of the Trust

Director means a member of the Board of Directors.
DOF means the Director of Finance of the Trust
Executive Director means an executive director on the Board of

Directors of the Trust.

Financial Year means each successive period of twelve months
beginning with 1 April.

Funds held on Trust means those funds which the Trust holds on date
or incorporation, receives on distribution by
statutory instrument or chooses subsequently to
accept under powers derived under S.218 of the
National Health Service Act 2006, as amended.
Such funds may or may not be charitable

Governor means a member of the Council of Governors.

Members' Meeting means the Annual Members' Meeting or any
Special Members' Meeting.

Monitor is the body corporate known as Monitor, as
provided by section 61 of the 2012 Act which acts
as regulator to NHS Trusts

NHS Body means an NHS foundation trust, the NHS
Commissioning Board, an NHS trust, a clinical
commissioning group, a special health authority or
a Local Health Board.

Non-Executive Director means a non-executive director on the Board of
Directors of the Trust.

Scheme of Delegation means the Reservation of Powers and Scheme of

(SD) delegation as approved by the Board which sets
out those powers reserved to the Board and those
powers which it has delegated

Secretary means the secretary of the Trust.
Trust means The Royal Bournemouth and Christchurch
Hospitals NHS Foundation Trust.

1.2.2. Wherever the title CEO, DOF, Director or other nominated officer is used in
these instructions, it shall be deemed to include such other director or
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1.2.3.

1.2.4.

1.3.

1.3.1.

1.3.2.

1.3.3.

1.3.4.

1.3.5.

1.3.6.

1.3.7.

employees who have been duly authorised to represent them in their absence.

Wherever the term employee is used and where the context permits, it shall be
deemed to include employees of third parties contracted to the Trust when
acting on behalf of the Trust.

Words importing the masculine gender only shall include the feminine gender;
words importing the singular shall include the plural and vice versa.

Responsibilities and Delegation
The Board exercises financial supervision and control by:
(a) formulating the financial strategy

(b) requiring the submission and approval of budgets within approved
allocations/overall income

(c) defining and approving essential features in respect of important
procedures and financial systems (including the need to obtain value for
money);

(d) defining specific responsibilities placed on directors and employees as
indicated in the Scheme of Delegation (SD).

The Board of Directors has resolved that certain powers and decisions may
only be exercised by them in formal session. These are set out in the Scheme
of Delegation.

The Board of Directors will delegate responsibility for the performance and its
functions in accordance with the Scheme of Delegation document adopted by
the Trust.

Within the SFls, it is acknowledged that the CEO is ultimately accountable to
the Board and, as Accounting Officer of the Trust has a statutory duty to
ensure that the Board meets its obligation to perform its functions within the
available financial resources. The CEO has overall executive responsibility for
the Trust’s activities and is accountable to the Board for ensuring that its
financial obligations and targets are met and has overall responsibility for the
Trust’s system of internal control.

The CEO and DOF will, as far as possible, delegate their detailed
responsibilities but they remain accountable for financial control.

It is a duty of the CEO to ensure that existing directors and employees and all
new appointees are notified of and understand their responsibilities within
these Instructions.

The DOF is responsible for:

(a) implementing the Trust’s financial policies and for co-ordinating any
corrective action necessary to further these policies;

Page 5 of 48



(b) maintaining an effective system of internal financial control including
ensuring that detailed financial procedures and systems incorporating the
principles of separation of duties and internal checks are prepared,
documented and maintained to supplement these instructions

(c) ensuring that sufficient records are maintained to show and explain the
Trust’s transactions, in order to disclose, with reasonable accuracy, the
financial position of the Trust at any time

1.3.8. Without prejudice to any other functions of directors and employees to the
Trust, the duties of the DOF include:

(a) the provision of financial advice to the Trust and its directors and
employees;

(b) the design, implementation and supervision of systems of financial
control;

(c) the preparation and maintenance of such accounts, certificates,
estimates, records and reports as the Trust may require for the purpose of
carrying out its statutory duties.

1.3.9. All directors and employees, severally and collectively, are responsible for
(a) The security of Trust property
(b) Avoiding loss
(c) Exercising economy and efficiency in the use of resources

(d) Conforming to the requirements of the Constitution, Standing Orders,
Standing Financial Instructions and the Scheme of Delegation.

1.3.10.Any contractor or employee of a contractor who is empowered by the Trust to
commit the Trust to expenditure or who is authorised to obtain income shall be
covered by these instructions. It is the responsibility of the CEO to ensure that
such persons are made aware — this would normally be done by adding
reference to the SFls to the tender document.

1.3.11.For any and all directors and employees who carry out a financial function, the
form in which financial records are kept and the manner in which directors and
employees discharge their duties must be to the satisfaction of the DOF.
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2. Audit
2.1. Audit Committee

2.1.1. In accordance with Standing Orders the Board shall formally establish an Audit
Committee, with clearly defined terms of reference, which will provide an
independent and objective view of internal control by:

(a) overseeing Internal Audit, External Audit and Counter Fraud services and
reviewing the reports produced

(b) reviewing the effectiveness of internal control, risk management,
corporate governance and financial systems and the assurance
framework

(c) monitoring compliance with SOs and SFls

(d) reviewing the annual financial statements and making recommendations
to the Board of Directors

(e) reviewing the Annual Report and Accounts and the Quality Account

2.1.2. Where the Audit Committee feel there is evidence of ultra vires transactions,
evidence of improper acts, or if there are other important matters that the
Committee wish to raise, the chairman of the Audit Committee should raise the
matter at a meeting of the Board of Directors. Exceptionally, the matter may
need to be referred to Monitor or to the DOF in the first instance.

2.1.3. ltis the responsibility of the DOF to ensure an adequate internal audit service
is provided and the Audit Committee shall be involved in the selection process
when an internal audit service provider is changed.

2.2. Fraud and Corruption

2.2.1. The Chief Executive and DOF shall monitor and ensure compliance with good
practice to counter fraud and corruption (including bribery as described by the
Bribery Act 2010).

2.2.2. The Trust shall nominate a suitable person to carry out the duties of the Local
Counter Fraud Specialist as specified by the NHS fraud and corruption manual
and guidance.

2.2.3. The Local Counter Fraud Specialist shall report to the Trust's DOF and shall
work with staff in NHS Counter Fraud and Security Management Service.

2.2.4. The DOF shall be responsible for the implementation of anti-bribery controls.
2.3. Director of Finance (DOF)
2.3.1. The DOF is responsible for:

(a) ensuring there are arrangements to review, evaluate and report on the
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effectiveness of internal financial control by the establishment of an
internal audit function

(b) ensuring that the internal audit is adequate and meets the NHS
mandatory audit standards

(c) deciding at what stage to involve the police in cases of misappropriation
and other irregularities

(d) ensuring that an annual audit report is prepared for the consideration of
the Audit Committee and the Board of Directors. The report must cover:

(i) a clear statement on the effectiveness of internal control

(i) major internal financial control weaknesses discovered

(iii) progress on the implementation of internal audit recommendations
(iv) strategic audit plan covering the coming three years

(v) a detailed plan for the coming year

2.3.2. The DOF, the auditors (both external and internal) and the Local Counter Fraud
Specialist are entitled without necessarily giving prior notice to require and
receive:

(a) access to all records, documents and correspondence relating to any
financial or other relevant transactions, including documents of a
confidential nature;

(b) access at all reasonable times to any land, premises or employee of the
Trust;

(c) the production of any cash, stores or other property of the Trust under an
employee’s control;

(d) explanations concerning any matter under investigation.
2.4. Role of Internal Audit
2.41. Internal Audit will review

(a) the extent of compliance with, and the financial effect of, relevant
established policies, plans and procedures;

(b) the adequacy and application of financial and other related management
controls;

(c) the suitability of financial and other related management data;

(d) the extent to which the Trust’s assets and interests are accounted for and
safeguarded from loss of any kind, arising from:
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2.4.2.

2.4.3.

2.4.4.

2.5.
2.51.

(i) fraud and other offences,
(ii) waste, extravagance and inefficient administration,
(iii) poor value for money or other causes,
(iv)risk;
(e) report upon the adequacy of follow-up action on audit reports;

(f) carry out investigative/project work as agreed with and under the Terms
of Reference laid down by the DOF and agreed by Audit Committee.

Whenever any matter arises which involves, or is thought to involve,
irregularities concerning cash, stores, or other property or any suspected
irregularity in the exercise of any function of a pecuniary nature, the DOF must
be notified immediately.

The Internal Auditor has a right of access to all Audit Committee Members, the
Chairman and CEO of the Trust.

The Internal Auditor shall be accountable to the DOF. The reporting system for
internal audit shall be agreed between the DOF, the Audit Committee and the
Internal Auditor. The agreement shall be in writing and shall comply with the
guidance on reporting contained in the NHS Internal Audit Manual. The
reporting system shall be reviewed at least every 3 years.

External Audit

The external auditor is appointed by the Council of Governors and paid for by
the Trust. The Audit Committee must ensure a cost-efficient service.
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3. Business Planning, Budgets, Budgetary Control and Monitoring

3.1. Finance Committee

3.1.1. The Board shall establish a Finance Committee with clearly defined terms of
reference.

3.1.2. The role of the Finance Committee is to review in detail, on behalf of the Board
of Directors, the financial performance and controls reporting as necessary
and to take decisions on such financial matters that may be remitted to the
Committee for decision from time to time by the Board of Directors.

3.2. Preparation and Approval of Business Plans and Budgets

3.2.1. The CEO will compile and submit to the Board of Directors an Annual Business
Plan which takes into account financial targets and forecast limits of available
resources. The Annual Business Plan will contain:

(a) a statement of the significant assumptions on which the plan is based;

(b) details of major changes in workload, delivery of services or resources
required to achieve the plan.

3.2.2. Prior to the start of the financial year the DOF will, on behalf of the CEO,
prepare and submit budgets for approval by the Board of Directors. Such

budgets will:

(a) be in accordance with the aims and objectives set out in the annual
Business Plan;

(b) accord with workload and manpower plans;

(c) be produced following discussion with appropriate budget holders;
(d) be prepared within the limits of available funds;

(e) identify potential risks.

3.2.3. The Finance Committee shall monitor performance against budget and
business plan and report to the Board of Directors.

3.2.4. All budget holders must provide information as required by the DOF to enable
budgets to be compiled.

3.2.5. The DOF has a responsibility to ensure that adequate training is delivered to
budget holders to help them manage successfully.

3.3. Budgetary Delegation

3.3.1. The CEO and delegated budget holders must not exceed the budgetary total or
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virement limits set by the Board of Directors.

3.3.2. The CEO may delegate the management of a budget to permit the

3.3.3.

3.3.4.

3.4.

3.4.1.

performance of a defined range of activities. This delegation must be in writing
and be accompanied by a clear definition of:

(a) The amount of the budget;

(b) The purpose of each budget heading;
(c) Individual and group responsibilities;
(d) Authorities to exercise virement;

(e) Planned levels of service;

(f) Provision of regular reports.

Any budgeted funds not required for their designated purpose(s) revert to the

immediate control of the CEO, subject to any authorised use of virement.

Non-recurring budgets should not be used to finance recurring expenditure

without the authority in writing of the CEO.

Budgetary Control and Reporting

The DOF will devise and maintain systems of budgetary control. These will

include:

(a) Monthly financial reports to the Board of Directors in a form approved by
the Board containing:

(i) income and expenditure to date showing trends and forecast year-end
position,

(i) movements in working capital,

(iif) capital project spend and projected out-turn against plan,

(iv)explanations of any material variances from plan,

(v) details of any corrective action where necessary and the CEQO’s and/or
DOF’s view of whether such actions are sufficient to correct the
situation,

(vi)such other information that Board may require;

(b) the issue of timely, accurate and comprehensible advice and financial
reports to each budget holder, covering the areas for which they are
responsible;

(c) investigation and reporting of variances from financial, workload and

manpower budgets;
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(d) monitoring of management action to correct variances;

(e) arrangements for the authorisation of budget transfers.

3.4.2. Each budget holder is responsible for:

(a) any likely overspending or reduction of income which cannot be met by
virement is reported to the Finance Committee;

(b) the amount provided in the approved budget is not used in whole or in
part for any purpose other than that specifically authorised subject to the

rules of virement;

(c) no permanent employees are appointed without the approval of the DOF
other than those provided for in the budgeted establishment as approved

by the Board of Directors.

3.4.3. The DOF is responsible for ensuring cost improvements are identified and
implemented and income generation initiatives in accordance with the
requirements of the annual Business Plan and a balanced budget.

3.5. Capital Expenditure

3.5.1. The general rules applying to delegation and reporting shall also apply to
capital expenditure. (The particular applications relating to capital are

contained in Section 11).

3.6. Monitoring Returns

3.6.1. The DOF is responsible for ensuring that the appropriate financial monitoring
forms are submitted to the requisite monitoring organisations. The Chief
Operating Officer is responsible for ensuring that the appropriate Governance
returns are submitted to the relevant monitoring organisation.
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4. Annual Accounts and Reports
4.1. Accounts
4.1.1. The DOF on behalf of the Trust will

(a) keep accounts, and in respect of each financial year must prepare annual
accounts, in such form as Monitor may, with the approval of the Treasury,
direct. This will be in accordance with paragraphs 24 and 25 of Schedule
7 of 2006 Act

(b) ensure that, in preparing the annual accounts, the Trust complies with any
directions given by Monitor with the approval of the Treasury as to:

(i) the methods and principles according to which the accounts are to be
prepared; and

(i) the information to be given in the accounts.

(c) ensure that a copy of the annual accounts and any report of the External
Auditor on them, are laid before Parliament and that copies of these
documents are sent to Monitor.

4.2. Annual Report

4.2.1. The Trust will publish an Annual Report, in accordance with paragraph 26 of
the 2006 Act. This will be presented to the Board for formal approval and then
presented to a general meeting of the Council of Governors. The document will
also be presented to the members of the Trust at a Members’ Meeting. The
document will comply with the Monitor's Annual Reporting Manual.
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5. Bank Accounts

5.1. General

5.1.1. The DOF is responsible for managing the Trust’s banking arrangements and
for advising the trust on the provision of banking services and operation of
accounts. This advice will take into account any guidance and directions

issued by Monitor.

5.1.2. The Finance Committee shall approve the banking arrangements.

5.2. Bank Accounts
5.2.1. The DOF is responsible for:

(a) bank accounts

(b) reporting to the Board any arrangements made with the Trust’s bankers
for accounts to be overdrawn

(c) ensuring payments made from bank accounts do not exceed the amount
credited to the account except where arrangements have been made

(d) establishing separate bank accounts for the Trust’s non-exchequer funds.

5.3. Banking Procedures
5.3.1. The DOF will prepare detailed instructions on the operation of bank accounts
which must include:
(a) those authorised to sign cheques or other orders drawn on the Trust’s

accounts and the limitation on single signatory payments;
(b) the limit to be applied to any overdraft
(c) the conditions under which each bank account is to be operated
5.3.2. The DOF must advise the Trust’s bankers in writing of the conditions under
which each account will be operated.

5.3.3. All funds shall be held in accounts in the name of the Trust. No officer other
than the Director of Finance shall open any bank account in the name of the

Trust.

5.4. Tendering and Review

5.4.1. The Finance Committee will review the banking arrangements of the Trust at
regular intervals to ensure they reflect best practice and represent best value
for money by periodically seeking competitive tenders for the Trust’s banking

business.
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5.4.2. Competitive tenders should be sought at least every 5 years. The results of the
tendering exercise should be reported to the Board of Directors and the
Finance Committee.
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6. Income and Security of Cash and Cheques and other Negotiable
Instruments

6.1.

Income Systems

6.1.1. The DOF is responsible for designing, maintaining and ensuring compliance

6.1.2.
6.1.3.

6.2.
6.2.1.

6.2.2.

6.2.3.

6.3.
6.3.1.

6.3.2.

6.3.3.

6.3.4.

6.4.

6.4.1.

with systems for the proper recording, invoicing, collection and coding of all
monies due.

The DOF is also responsible for the prompt banking of all monies received.

Any new business enterprise activities which fall within Monitor’s definition of
high risk investments (which includes significant capital expenditure,
acquisitions, joint ventures, equity stakes, and major property transactions)
must be reviewed by the Finance Committee and approved by the Board of
Directors.

Fees and Charges

The Trust shall follow Monitor’s advice in establishing reference costs and
Payment by Results tariffs in setting prices for NHS contracts.

The DOF is responsible for approving and regularly reviewing the level of all
fees and charges other than those determined by the Department of Health or

by statute.

All employees must inform the DOF promptly of money due arising from
transactions which they initiate/deal with, including all contracts, leases, Trust
sponsorship, tenancy agreements, private patient undertakings and other
transactions.

Debt Recovery

The DOF is responsible for the appropriate recovery action on all outstanding
debts.

Overpayments should be detected (or preferably prevented) and recovery
initiated.

Income not received should be dealt with in accordance with losses and
compensations procedures.

The Audit Committee should receive reports of debts that are overdue by three
months or more.

Security of Cash, Cheques and other negotiable instruments
The DOF shall be responsible for:

(a) approving the form of all receipt books, agreement forms, or other means
of officially acknowledging or recording monies received or receivable
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(b) ordering and securely controlling any such stationery

(c) the provision of adequate facilities and systems for employees whose
duties include collecting and holding cash, including the provision of safes
or lockable cash boxes, the procedures for keys, and for coin operated
machines

(d) prescribing systems and procedures for handling cash and cheques on
behalf of the Trust.

6.4.2. Official money shall not, under any circumstances, be used for the encashment
of private cheques.

6.4.3. All cheques, cash etc., shall be banked intact. Disbursements shall not be
made from cash received, except under arrangements approved by the DOF.

6.4.4. The holders of safe keys shall not accept unofficial funds for depositing in their
safes unless such deposits are in special sealed envelopes or locked
containers. It shall be made clear to the depositors that the Trust is not to be
held liable for any loss, and written indemnities must be obtained from the
organisation or individuals absolving the Trust from responsibility for any loss.
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7. NHS Contracts for Provision of Services

7.1.

Commissioning

7.1.1. The DOF is responsible for commissioning NHS service agreements for the

7.2.

7.21.

7.2.2.

7.2.3.

provision of services to patients in accordance with the Business Plan, and for
establishing the arrangements for out of area treatment. In carrying out these
functions, the DOF should take into account the following:

(a) costing and pricing of services;

(b) payment terms and conditions;

(c) amendments to NHS contracts and out of area arrangements.
Contract Pricing and Reporting

NHS contracts should be so devised as to minimise risk whilst maximising the
Trust’s opportunity to generate income. NHS contract prices should comply
with Payment by Results guidelines.

The DOF shall produce regular reports detailing actual and forecast NHS
income with a detailed assessment of the impact of the variable elements.

Any pricing of NHS contracts at marginal cost must be undertaken by the DOF
and reported to the Board of Directors.
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8. Terms of Service
8.1. Remuneration and Terms of Service

8.1.1. In accordance with SOs the Board of Directors shall establish a Remuneration
Committee, with clearly defined terms of reference, specifying which posts fall
within its area of responsibility, its composition, and the arrangements for

reporting.
8.1.2. The Committee will

(a) advise the Board of Directors about appropriate remuneration and terms
of service for the CEO and other Executive Directors (and other senior

employees), including:

(i) all aspects of salary (including any performance-related
elements/bonuses,

(ii) provisions for other benefits, including pensions and cars;
(b) arrangements for termination of employment and other contractual terms;

(c) make such recommendations to the Board of Directors on the
remuneration and terms of service of Executive Directors (and other
senior employees) to ensure they are fairly rewarded for their individual
contribution to the Trust, having proper regard to the Trust’s
circumstances and performance and to the provisions of any national
arrangements for such staff where appropriate;

(d) advise on and oversee appropriate contractual arrangements for such
staff including the proper calculation and scrutiny of termination payments
taking account of such national guidance as is appropriate.

8.1.3. The Committee shall report in writing to the Board of Directors the reasons for
its recommendations. The Non-Executive Directors shall use the report as the
basis for their decisions, but remain accountable for taking decisions on the
remuneration and terms of service of Executive Directors. Minutes of the
Board of Directors should record such decisions

8.1.4. The Board of Directors will approve proposals presented by the CEO for setting
of remuneration and conditions of service for those employees not covered by

the Committee.
8.2. Funded Establishment

8.2.1. The workforce plans incorporated within the annual budget will form the funded
establishment

8.2.2. The funded establishment of any department may not be increased without the
approval of the DOF

8.3. Staff Appointments
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8.3.1.

8.3.2.

8.4.
8.4.1.

No director or employee may engage, re-engage or re-grade employees, either
of a permanent or temporary nature, or hire agency staff, or agree to changes
in any aspect of remuneration that would exceed the approved staff budget
unless authorised to do so by the DOF.

The Board of Directors will approve procedures presented by the CEO for the
determination of commencing pay rates and conditions of service for
employees

Processing of Payroll

The DOF is responsible for

(a) specifying timetables for submission of properly authorised time records
and other notifications;

(b) the final determination of pay;
(c) making payment on agreed dates;

(d) agreeing method of payment.

8.4.2. The DOF will issue instructions regarding

(a) verification and documentation of data;

(b) the timetable for receipt and preparation of payroll data and the payment
of employees;

(c) maintenance of subsidiary records for superannuation, income tax, social
security and other authorised deductions from pay;

(d) security and confidentiality of payroll information;
(e) checks to be applied to completed payroll before and after payment;

(f) authority to release payroll data under the provisions of the Data
Protection Act;

(g) methods of payment available to various categories of employee;
(h) procedures for payment by cheque or bank credit to employees;
(i) procedures for the recall of cheques and bank credits;

(j) pay advances and their recovery;

(k) maintenance of regular and independent reconciliation of pay control
accounts;

(I) separation of duties of preparing records and handling cash;

(m)a system to ensure the recovery from leavers of sums of money and
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property due by them to the Trust.
8.4.3. Appropriately nominated Managers have delegated responsibility for:

(a) submitting time records, and other notifications in accordance with agreed
timetables;

(b) completing time records and other notifications in accordance with the
DOF’s instructions and in the form prescribed by the DOF;

(c) submitting termination forms in the prescribed form immediately upon
knowing the effective date of an employee’s resignation, termination or
retirement. Where an employee fails to report for duty in circumstances
that suggest they have left without notice, the DOF must be informed

immediately.

8.4.4. Regardless of the arrangements for providing the payroll service, the DOF shall
ensure that the chosen method is supported by appropriate (contracted) terms
and conditions, adequate internal controls and audit review procedures and
that suitable arrangements are made for the collection of payroll deductions

and payment of these to appropriate bodies.

8.5. Contracts of Employment
8.5.1. The Board of Directors shall delegate responsibility to a manager for:

(a) ensuring that all employees are issued with a contract of employment in a
form approved by the Board of Directors and which complies with

employment legislation;

(b) dealing with variations to, or termination of, contracts of employment.
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9. Non-Pay Expenditure
9.1. Delegation of Authority

9.1.1. The Board of Directors will approve the level of non-pay expenditure on an
annual basis and the DOF will determine the level of delegation to Budget
Managers.

9.1.2. The DOF will set out:

(a) the list of managers who are authorised to raise requisitions and/or place
orders for the supply of goods and services;

(b) the maximum financial level for each requisition/order and the system for
authorisation above that level.

9.1.3. The DOF shall set out procedures on the seeking of professional advice
regarding the supply of goods and services.

9.2. Choice, Requisitioning, Ordering, Receipt and Payment for Goods and
Services

9.2.1. The requisitioner, in choosing the item to be supplied (or the service to be
performed) shall always seek to obtain the best value for money for the Trust.
In so doing, the advice of the Trust's Commercial Services Department shall
be sought. Where this advice is not acceptable to the requisitioner, the DOF
(and/or the CEO) shall be consulted.

9.2.2. The DOF shall be responsible for the prompt payment of accounts and claims.
Payment of contract invoices shall be in accordance with contract terms, or
otherwise, in accordance with national guidance.

9.2.3. The DOF will:

(a) advise the Board of Directors regarding the setting of thresholds above
which quotations (competitive or otherwise) and/or formal tenders must
be obtained; once approved, the thresholds should be incorporated in
these standing financial instructions and regularly reviewed, and refer to
the schedule of levels depending on speciality/service/category of goods;

(b) prepare procedural instructions (where not already provided in the
Scheme of Delegation or procedure notes for budget holders) on the
obtaining of goods, works and services incorporating the thresholds;

(c) be responsible for the prompt payment of all properly authorised accounts
and claims;

(d) be responsible for designing and maintaining a system of verification,
recording and payment of all amounts payable. The system shall provide
for:

(i) A list of Directors/employees, (including specimens of their
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signatures), authorised to certify invoices.

(i) Certification that:

e goods have been duly received, examined and are in accordance with
specification and the prices are correct;

work done or services rendered have been satisfactorily carried out in
accordance with the order, and, where applicable, the materials used
are of the requisite standard and the charges are correct;

in the case of contracts based on the measurement of time, materials
or expenses, the time charged is in accordance with the timesheets,
the rates of labour are in accordance with the appropriate rates, the
materials have been checked as regards quantity, quality, and price
and the charges for the use of vehicles, plant and machinery have
been examined;

where appropriate, the expenditure is in accordance with regulations
and all necessary authorisations have been obtained;

the account is arithmetically correct;

the account is in order for payment.

(iii) A timetable and system for submission to the DOF of accounts for
payment; provision shall be made for the early submission of accounts
subject to cash discounts or otherwise requiring early payment.

(iv) Instructions to employees regarding the handling and payment of
accounts within the Finance Department.

(e) be responsible for ensuring that payment for goods and services is only
made once the goods and services are received, (except as below).

9.2.4. Prepayments are only permitted where appropriate circumstances apply. In
such instances:

(a) prepayments are only permitted where the financial and/or commercial
advantages outweigh the disadvantages (e.g. cash flows must be
discounted to NPV);

(b) the appropriate Director must provide a case setting out all relevant
circumstances of the purchase. The report must set out the effects on the
Trust if the supplier is at some time during the course of the prepayment
agreement unable to meet his commitments;

(c) the DOF will need to be satisfied with the proposed arrangements before
contractual arrangements proceed,;

(d) the budget holder is responsible for ensuring that all items due under a

prepayment contract are received and he/she must immediately inform
the appropriate Director or CEO if problems are encountered.
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9.2.5. Official Purchase Orders must:
(a) be allocated a unique identifier;
(b) be in a form approved by the DOF,;
(c) state the Trust’s terms and conditions as appropriate ;

(d) be held securely, issued to and used only by those duly authorised by the
CEO;

(e) Digital electronic trading applies;
(f) be priced (firm or estimate).

9.2.6. Budget Managers must ensure that they comply fully with the guidance,
policies and limits specified by the DOF and that:

(a) all contract and purchase orders (other than as permitted within the
Scheme of Delegation or delegated budget), leases, tenancy agreements
and other commitments which may result in a liability are notified to the
DOF in advance of any commitment being made;

(b) contracts above specified thresholds are advertised and awarded in
accordance with EU and GATT rules on public procurement and comply
with the White Paper on Standards, Quality and International
Competitiveness (CMND 8621);

(c) where consultancy advice is being obtained, the procurement of such
advice must be in accordance with guidance issued by the Monitor;

(d) no order shall be issued for any item or items to any firm which has made
an offer of gifts, reward or benefit to Directors or employees, other than:

(i) isolated gifts of a trivial character or inexpensive seasonal gifts, such
as calendars;

(i) conventional hospitality, such as lunches in the course of working
visits.

(e) no requisition or subsequent order is placed for any item or items for
which there is no budget provision unless authorised by the DOF on
behalf of the CEO;

(f) all goods, services, or works are ordered on an official order except works
and services executed in accordance with a contract or purchases from
petty cash;

(g) verbal orders must only be issued very exceptionally - by an employee
designated by the DOF and only in cases of emergency or urgent
necessity. These must be confirmed within one working day by an official
order which is clearly marked “Confirmation Order”;
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(h) orders are not split or otherwise placed in a manner devised so as to
avoid the financial thresholds;

(i) goods are not taken on a trial or loan in circumstances that could commit
the Trust to a future uncompetitive purchase;

(j) changes to the list of Directors/employees authorised to certify invoices
are notified to the DOF;

(k) purchases from petty cash are restricted in value and by type of
purchase in accordance with instructions issued by the DOF;

(I) petty cash records are maintained in a form as determined by the DOF-.

9.2.7. The COO and DOF shall ensure that the arrangements for financial control and
financial audit of building and engineering contracts and property transactions
comply with the guidance contained within CONCODE and ESTATECODE

The technical audit of these contracts shall be the responsibility of the relevant
Director.
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10. TENDERING PROCEDURE
10.1. Scope of Activity:

10.1.1.This applies to all areas of Trust non-pay expenditure inclusive of Estates and
Pharmacy purchases for:

¢ Capital requirements
¢ Revenue Purchases
e Supply of Goods & Services
e Works Contracts
¢ Lease, Hire & Loan of equipment & goods.
10.1.2.1t excludes categories of property rent, rates and utilities expenditure.
10.2. Invitation to Tender

10.2.1.Subject to 10.2.2. All invitations to tender on a formal competitive basis shall
state that no tender will be considered for acceptance unless submitted in
either:

(@) a plain, sealed package bearing a pre-printed label supplied by the
Trust (or bearing the word "Tender' followed by the subject to
which it relates and the latest date and time for the receipt of such
tender); or

(b) in a special envelope supplied by the Trust to prospective
tenderers and the tender envelopes/packages shall not bear any
names or marks indicating the sender.

10.2.2.Where an e-tendering software package is used the supplier's response
will be completed on-line and uploaded into a secure electronic mailbox
until the opening time.

10.2.3.Every tender for goods, materials, manufactured articles supplied as part of a
works contract and services shall embody such of the main contract conditions
as may be appropriate in accordance with the contract forms described in
Sections 10.2.4 and 10.2.5 below.

10.2.4.Every tender for building and engineering works, except for maintenance work
only where Estate code guidance should be followed, shall embody or be in
the terms of the current edition of the appropriate Joint Contracts Tribunal
(JCT) or Department of the Environment (GC/Wks) standard forms of contract
amended to comply with Concode. When the content of the works is primarily
engineering, tenders shall embody or be in the terms of the General
Conditions of Contract recommended by the Institutions of Mechanical
Engineers and the Association of Consulting Engineers (Form A) or, in the
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case of civil engineering work, the General Conditions of Contract
recommended by the Institution of Civil Engineers. The standard documents
should be amended to comply with Concode and, in minor respects, to cover
special features of individual projects. Tendering based on other forms of
contract may be used only after prior consultation with the DOF or Department
of Health.

10.2.5.Every tender for goods, materials, services (including consultancy services) or

disposals shall embody such of the NHS Standard Contract Conditions as are
applicable. Every tenderer must have given or give a written (or electronic if
using e-tendering system) undertaking not to engage in collusive tendering or
other restrictive practice.

10.2.6.Levels of expenditure — the following table shows the levels at which either

quotations or tenders are mandatory with £/value being deemed as the
estimated total life cycle cost (TLC) — noted that tenders will be sought at any
value £ if deemed appropriate by Commercial Services to do so to provide
VFM outcomes and rigour required:

10.3.Note the OJEU threshold for construction is to be added

Value ()* Minimum number (i) Quotation or Tender
£1 to £20,000 1 Quotation

£20,000 to £50,000 2 Quotation

£50,000 to OJEU 3 Quotation
Threshold(£170,000)

OJEU Threshold and 43 Tender

above

10.4.

*(i) Inclusive of VAT, (ii) Subject to reasonable endeavours as verified by
applicable procurement officer,

Receipt, Safe Custody and Record of Formal Tenders

10.4.1.Subject to 10.3.4 Formal competitive tenders shall be addressed to the Trust

Secretary.

10.4.2.The date and time of receipt of each tender shall be written on the unopened

tender envelope/package at the time of receipt.

10.4.3.The Secretary shall receive tenders on behalf of the Trust and be responsible

for their endorsement and safe custody until the time appointed for their
opening, and for the records maintained in accordance with Section 10.5
(Opening Formal Tenders).

10.4.4.Where an electronic tendering package is used the tender documents will

10.5.

be stored in the electronic mailbox until the closing date and time. An
audit log within the e-tendering system will record the data and time the
offer documents are received.

Opening Formal Tenders
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10.5.1.As soon as practicable after the date and time stated as being the latest time
for the receipt of tenders they shall be opened in the presence of two senior
Officers designated by the Chief Executive and not from the originating
department.

10.5.2.Where an electronic tendering package is used the details of the persons
opening the documents will be recorded in the audit trail together with
the date and time of the document opening.

10.5.3.0n the envelope for every tender received shall be written the date of opening
and this shall be initialled by two of those present at the opening.

10.5.4.Where an electronic tendering package is used the details of the persons
opening the documents will be recorded in the audit trail together with
the date and time of the document opening

10.5.5.A permanent record shall be maintained to show for each set of competitive
tender invitations despatched:

(a) The names of firms/individuals invited;

(b) The names of and the number of firms/individuals from which tenders
have been received,;

(c) Closing date and time;
(d) Date and time of opening.
10.5.6.The persons present at the opening shall sign the record.

10.5.7.Where an electronic tendering package is used all actions by both
procurement staff and suppliers are recorded within the system audit
reports.

10.5.8.The two Officers opening the tender shall each sign pages within the tender
that show price information on one copy of the received tenders.

10.6. Admissibility and Acceptance of Formal Tenders

10.6.1.In considering which tender to accept, if any, the designated Officers shall
have regard to whether value for money will be obtained by the Trust and
whether the number of tenders received provides adequate competition. In
cases of doubt they shall consult the Chief Executive.

10.6.2.Tenders received after the due time and date may be considered only if the
Chief Executive or the relevant Executive Director decides that there are
exceptional circumstances, e.g. where significant financial, technical or
delivery advantages would accrue, and is satisfied that there is no reason to
doubt the bona fides of the tenders concerned. The Chief Executive or the
relevant Executive Director shall decide whether such tenders are admissible
and whether re-tendering is desirable. Re-tendering may be limited to those
tenders reasonably in the field of consideration in the original competition. If
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the tender is accepted the late arrival of the tender should be reported to the
Board of Directors at its next meeting. The same procedure will apply where
an e-tendering system is used.

10.6.3.Technically late tenders (i.e. those despatched in good time but delayed
through no fault of the tenderer) may at the discretion of the Chief Executive
be regarded as having arrived in due time. The same procedure will apply
where an e-tendering system is used.

10.6.4.Incomplete tenders (i.e. those from which information necessary for the
adjudication of the tender is missing) and amended tenders (i.e. those
amended by the tenderer upon his own initiative either orally or in writing after
the due time for receipt) should be dealt with in the same way as late tenders
under Section 10.6.2. The same procedure will apply where an e-tendering
system is used.

10.6.5.Where examination of tenders reveals errors which would affect the tender
figure, the tenderer is to be given details of such errors and afforded the
opportunity of confirming or withdrawing his offer. The same procedure will
apply where an e-tendering system is used.

10.6.6.Necessary discussions with a tenderer of the contents of his tender, in order to
elucidate technical points etc., before the award of a contract, need not
disqualify the tender.

10.6.7.While decisions as to the admissibility of late, incomplete or amended tenders
are under consideration and while re-tenders are being obtained, the tender
documents shall remain strictly confidential and kept in safekeeping by an the
Secretary.

10.6.8.Where only one tender/quotation is received the Chief Executive shall, as far
as practicable, ensure that the price to be paid is fair and reasonable.

10.6.9.In the event of a payment being made by the Trust, the Board of Directors will
normally approve the best value for money (VFM) unless satisfactory
justification is provided to accept an alternative offer and the decision is
recorded in their minutes and in the record referred to in 10.5.5 above. In the
event of a payment to be received by the Trust, the Board of Directors will
normally approve the highest tender unless satisfactory justification is provided
to accept an alternative offer and the decision is recorded in their minutes and
in the record referred to in 10.5.5 above.

10.6.10. All Tenders should be treated as confidential and should be retained for
inspection.

10.7. Authority to buy protocol:

10.7.1.Authorisation will be at the ‘authority to buy’ stage and will be via the purchase
requisition authorisation or via the ‘Request for Commercial Support’ (RCS)
document as appropriate.

10.7.2.At the RCS stage, the relevant authorisation, according to value of
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expenditure, will be sought from the internal budget manager, countersigned
by the appropriate Finance Business Partner.

10.7.3.The Scheme of Delegation will detail aggregated values above which contracts

will require Finance Committee or Board of Directors approval prior to award of
contract.

10.8. Procurement Reporting Protocol:
10.8.1.Purchases and/ or contracts for which the best value offer is accepted will not
require further authorisation to proceed to purchase providing that the award
value is in accordance with the original authorised value and that the
aggregated value is below that requiring subsequent approval in accordance
with contract approval thresholds below:
10.8.2.1f the value of expenditure is of a higher level than initially authorised then re-
authorisation will be required in accordance with Standing Financial
Instructions.
10.8.3.If an offer other than the best value offer is recommended then approval to
recommend will be required via submission to the DOF. Contracts for the
supply of goods and/or services (arising from competitive and compliant
procurement) will be submitted for approval in accordance with the following
schedule prior to award of contract being made:
Contract Approval Thresholds
Aggregated Value (i) Authorising Officer/ Committee
£1 to £99,000 i) Associate Director of Commercial Services
£100,000 to £170,000 Director of Finance
£171,000 to £999,000 Finance Committee
£1,000,000 + Board of Directors
(i) Where the total forecasted value of purchases and/or life cycle cost is calculated for duration of the
proposed contract.
(ii) Where the lowest price/best value for money offer is recommended.
(iii) Where other than lowest price/best value for money is recommended then escalation is required in
accordance with 10.8.1 of these SFls.
10.8.4.Following the above, contracts will be reported to the DOF, the Finance
Committee and/or Board of Directors in accordance with values listed in above
section (Contract Approval Thresholds) for final approval.
10.9. Waiver of Standing Financial Instructions
10.9.1.The above regulations may only be varied by the Chief Executive or the DOF
as set out below and within the limits described in the Annex.
10.9.2.0n receipt of a completed ‘Standing Financial Instructions Waiver (Sfiw)’' form
signed by the originating authorised officer and countersigned by a manager
designated by the DOF.
10.9.3.A central Trust register of (Sfiw)’ for tenders/ Quotations will be maintained by

Procurement and reported to the DOF. The Audit committee should also
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receive information on these.

10.9.4.Waiver of procurement procedures above OJEU levels will require
authorisation by the CEO on behalf of the Board of Directors.

10.10. OJEU Regulations and Aggregation

10.10.1.0JEU regulations as implemented and applicable in the UK under the laws of
England and Wales will be applied to specified values, which are reviewed and
published currently bi-annually. At these published levels for defined
categories or types of product/service, prescribed processes apply.

10.10.2.EU Directives Governing Public Procurement - Directives by the Council of
the European Union promulgated by the Department of Health (DoH)

prescribing procedures for awarding all forms of contracts shall have effect as
if incorporated in these SFls.

10.10.3.Formal Competitive Tendering - The Trust shall ensure that competitive
tenders are invited for the supply of goods, materials and manufactured
articles and for the rendering of services including all forms of management
consultancy services for the design, construction and maintenance of building
and engineering works (including construction and maintenance of grounds
and gardens) and for disposals.

10.10.4.Formal quotation or tender, up to the prevailing OJEU tender values, may be

waived by either the Chief Executive or DOF on submission of a fully
completed Standing Order Waiver (SfiW) where:
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a. the timescale genuinely precludes competitive tendering. Failure to plan the work
properly is not a justification for Sfiw; or

b. specialist expertise is required and is available from only one source; or

c. the task is essential to complete the project and arises as a consequence of a
recently completed assignment and engaging different consultants for the new task
would be inappropriate; or

d. there is a clear benefit to be gained from maintaining continuity with an earlier
project. However in such cases the benefits of such continuity must outweigh any
potential financial advantage to be gained by competitive tendering; or

e. provided for in the NHS Foundation Trust Annual Reporting Manual (ARM)

10.10.5. The limited application of the SfiW rules should not be used to avoid
competition or for administrative convenience or to award further work to a consultant
originally appointed through a competitive procedure.

10.10.6. Such Sfiw must be numbered, entered onto a register and retained for
inspection in the Procurement Department.

10.10.7. It should be noted that the financial limits imposed at the various
authorisation levels include VAT and have to be aggregated in the event of a
contract covering a given number of months or years, i.e. full life commitment.

10.11. IN-HOUSE SERVICES

10.11.1.In all cases where the Trust determines that in-house services should be
subject to competitive tendering the following groups shall be set up:

10.11.2.a. Specification group, comprising the Chief Executive or Nominated
Officer(s) and specialist(s);

10.11.3.b. In-house tender group, comprising representatives of the in-house team, a
nominee of the Chief Executive and technical support; and

10.11.4.c. Evaluation group, comprising normally a specialist officer, a procurement
specialist and a finance specialist.

For services having a likely annual expenditure exceeding £170,000 the
approval of the Finance Committee of the Board of Directors will be required.

10.11.5.All groups should work independently of each other but individual officers may
be a member of more than one group. No member of the in-house tender
group may, however, participate in the evaluation of tenders.

The evaluation group shall make recommendations to the Board of Directors.

10.11.6.The Chief Executive shall nominate an officer to oversee and manage the
contract.
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11. External Borrowing and Investments
11.1. External Borrowing

11.1.1.The DOF will advise the Board of Directors concerning the Trust’s ability to pay
interest on, and repay, both the originating capital debt and any proposed new
borrowing, within the limits set by Monitor. The Director of Finance is also
responsible for reporting periodically to the Board of Directors concerning the
originating debt and all loans and overdrafts.

11.1.2.Any application for a loan or overdraft will only be made by the DOF or by an
employee so delegated by him/her.

11.1.3.The DOF must prepare detailed procedural instructions concerning
applications for loans and overdrafts.

11.1.4.All short term borrowings should be kept to the minimum period of time
possible, consistent with the overall cash flow position. Any short-term
borrowing requirement in excess of one month must be authorised by the
DOF.

11.1.5.All long-term borrowing must be consistent with the plans outlined in the
current Business Plan.

11.2. Investments

11.2.1. Temporary cash surpluses must be held only in such public or private sector
investments as authorised by the Finance Committee and subject to any
guidance issued by Monitor.

11.2.2.The DOF is responsible for advising the Board of Directors on investments and
shall report periodically to the Board of Directors concerning the performance
of investments held.

11.2.3.The DOF will prepare detailed procedural instructions on the operation of
investment accounts and on the records to be maintained.

11.3. Capital Investment, Private Financing, Fixed Asset Registers and
Security of Assets

11.3.1.The CEO shall:

(a) ensure that there is an adequate appraisal and approval process in place
for determining capital expenditure priorities and the effect of each
proposal upon Business Plans;

(b) be responsible for the management of all stages of capital schemes and
for ensuring that schemes are delivered on time and to cost;

(c) ensure that the capital investment is not undertaken without the
availability of resources to finance all revenue consequences, including
depreciation and interest payable.
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11.3.2.

11.3.3.

11.3.4.

11.3.5.

11.3.6.

11.3.7.

11.4.

11.4.1.

11.4.2.

11.4.3.

For every capital expenditure proposal the CEO shall ensure:

(a) that through the management of capital schemes policy a business case
is produced setting out:

(i) an option appraisal of potential benefits compared with known costs to
determine the option with the highest ratio of benefits to costs;

(ii) appropriate project management and control arrangements.

(b) that the DOF has endorsed the cost and revenue assumptions made in
the business case.

For capital schemes where the contracts stipulate stage payments, the CEO
will issue procedures for their management, incorporating the
recommendations of ESTATECODE.

The DOF shall issue procedures for the regular reporting of expenditure and
commitment against authorised expenditure.

The approval of a capital programme shall not constitute approval for
expenditure on any scheme. The DOF shall issue to the Manager responsible
for any scheme:

(a) specific authority to commit expenditure;
(b) authority to proceed to tender;
(c) approval to accept a successful tender.

The CEO will issue a scheme of delegation for capital investment management
in accordance with ESTATECODE guidance and the Trust’'s Standing Orders.

The DOF shall issue procedures governing the financial management,
including variations to contract, of capital investment projects and valuation for
accounting purposes.

Asset Registers

The DOF is responsible for the maintenance of registers of assets, taking
account of the advice of the DOF concerning the form of any register and the
method of updating, and arranging for a physical check of assets against the
asset register to be conducted once a year.

The Trust shall maintain an asset register recording fixed assets. The minimum
data set to be held within these registers shall be as specified in the Annual
Reporting Manual issued by Monitor.

The Trust may not dispose of any protected assets without the approval of

Monitor. This includes disposal of part of the property or granting an interest in
it.
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11.4.4.Additions to the fixed asset register must be clearly identified to an appropriate
budget holder and be validated by reference to:

(a) properly authorised and approved agreements, architect’s certificates,
supplier’s invoices and other documentary evidence in respect of
purchases from third parties;

(b) stores, requisitions and wages records for own materials and labour
including appropriate overheads;

(c) lease agreements in respect of assets held under a finance lease and
capitalised.

11.4.5.Where capital assets are sold, scrapped, lost or otherwise disposed of, their
value must be removed from the accounting records and each disposal must
be validated by reference to authorisation documents and invoices.

11.4.6.The DOF shall approve procedures for reconciling balances on fixed assets
accounts in ledgers against balances on fixed asset registers.

11.4.7.The value of equipment shall be indexed to current values in accordance with
methods specified in the Annual Reporting Manual

11.4.8.The value of each asset shall be depreciated using methods and rates as
specified in the Annual Reporting Manual.

11.5. Security of Assets
11.5.1.The overall control of fixed assets is the responsibility of the CEO.
11.5.2.Asset control procedures (including fixed assets, cash, cheques, negotiable
instruments and donated assets) must be approved by the DOF. This
procedure shall make provision for:
(a) recording managerial responsibility for each asset;
(b) identification of additions and disposals;
(c) identification of all repairs and maintenance expenses;

(d) physical security of assets;

(e) periodic verification of the existence of, condition of, and title to, assets
recorded,;

(f) identification and reporting of all costs associated with the retention of an
asset;

(g) reporting, recording and safekeeping of cash, cheques and negotiable
instruments.

11.5.3.All discrepancies revealed by verification of physical assets to fixed asset
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register shall be notified to the DOF.

11.5.4.Whilst each employee has a responsibility for the security of property of the
Trust, it is the responsibility of Directors and senior employees in all disciplines
to apply such appropriate routine security practices in relation to NHS property
as may be determined by the Board of Directors. Any breach of agreed
security practices must be reported in accordance with instructions.

11.5.5.Any damage to the Trust’'s premises, vehicles and equipment, or any loss of
equipment, stores or supplies must be reported by Directors and employees in
accordance with the procedure for reporting losses.

11.5.6.Where practical, assets should be marked as Trust property.
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12. Stores and Receipt of Goods

12.1.

General

12.1.1.Stores, defined in terms of controlled stores and departmental stores (for

12.2.

immediate use) should be:
(h) kept to @ minimum;
(i) subjected to regular stock-take - perpetual and/or annual;
(j) valued at the lower of cost and net realisable value;
(k) be kept as secure as practically possible.

Control

12.2.1.Subject to the responsibility of the DOF for the systems of control, overall

responsibility for the control of stores shall be delegated to an employee by the
CEO. The day-to-day responsibility may be delegated by him to departmental
employees and stores managers/ keepers, subject to such delegation being
entered in a record available to the DOF. The control of Pharmaceutical stocks
shall be the responsibility of a designated pharmaceutical officer; the control of
fuel oil of a designated estates manager;

12.2.2.The responsibility for security arrangements and the custody of keys/electronic

swipe access for all stores and locations shall be clearly defined in writing by
the designated manager/pharmaceutical officer. Wherever practicable, stocks
should be marked as Health Service Property.

12.2.3.The DOF shall set out procedures and systems to regulate the stores including

records for receipt of goods, issues, and returns to stores, and losses.

12.2.4.Stocktaking arrangements shall be agreed with the DOF and there shall be a

physical check covering all items in store at least once a year.

12.2.5.Where a complete system of stores control is not justified, alternative

arrangements shall require the approval of the DOF.

12.2.6.The designated manager/pharmaceutical officer shall be responsible for a

system approved by the DOF for a review of slow moving and obsolete items
and for condemnation, disposal, and replacement of all unserviceable articles.
The designated officer shall report to the DOF any evidence of significant
overstocking and of any negligence or malpractice. Procedures for the
disposal of obsolete stock shall follow the procedures set out for disposal of all
surplus and obsolete goods.
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13. Disposals and Condemnations, Losses and Special Payments
13.1. Disposals and Condemnations

13.1.1.The DOF must prepare detailed procedures for the disposal of assets including
condemnations, and ensure that these are notified to managers.

13.1.2. When it is decided to dispose of a Trust asset, the head of department or
authorised deputy will determine and advise the DOF of the estimated market
value of the item, taking account of professional advice where appropriate.

13.1.3.All unserviceable articles shall be:

(a) condemned or otherwise disposed of by an employee authorised for that
purpose by the DOF,;

(b) recorded by the Condemning Officer in a form approved by the DOF
which will indicate whether the articles are to be converted, destroyed or
otherwise disposed of. All entries shall be confirmed by the
countersignature of a second employee authorised for the purpose of the
DOF.

13.1.4. The Condemning Officer shall satisfy himself as to whether or not there is
evidence of negligence in use and shall report any such evidence to the DOF
who will take the appropriate action.

13.1.5.Any asset that is condemned or otherwise marked for disposal shall be
removed from the asset register and departments responsible for maintenance
of these assets must be informed. This is to ensure we do not pay for
maintenance etc. of assets not in use.

13.2. Losses and Special Payments

13.2.1.The DOF must prepare procedural instructions on the recording of and
accounting for condemnations, losses, and special payments. The DOF must
also prepare a ‘fraud response plan’ that sets out the action to be taken both
by persons detecting a suspected fraud and those persons responsible for
investigating it.

13.2.2.Any employee discovering or suspecting a loss of any kind must immediately
inform their head of department, who must immediately inform the CEO and
the DOF or inform an officer charged with responsibility for responding to
concerns involving loss or fraud confidentially. This officer will then
appropriately inform the DOF and/or CEO. Where a criminal offence is
suspected, the DOF must immediately inform the police if theft or arson is
involved.

13.2.3. For losses apparently caused by theft, arson, neglect of duty or gross
carelessness, except if trivial, the DOF must immediately notify:

(a) the Board of Directors; and
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(b) the External Auditor.

13.2.4.Within limits agreed by the Board of Directors, the DOF shall approve the
writing-off of losses.

13.2.5.The DOF shall be authorised to take any necessary steps to safeguard the
Trust’s interests in personal and company insolvencies.

13.2.6.For any loss, the DOF should consider whether any insurance claim can be
made.

13.2.7.The DOF shall maintain a Losses and Special Payments Register in which

write-off action is recorded. The Audit Committee should receive regular
reports on losses and special payments.
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14. Information Governance
14.1. Controls

14.1.1.The Director of Informatics, (who is also the Senior Information Risk Owner
(SIRO)) has overall responsibility for accuracy and security of computerised
data in the Trust supported by a network of Information Asset Owners who
have this responsibility for their individual systems. The DOF has responsibility
for Financial Systems.

14.1.2.The Director of Informatics/SIRO shall

(a) devise and implement any necessary procedures to ensure adequate
(reasonable) protection of the Trust’s data, programs and computer
hardware for which he/she is responsible from accidental or intentional
disclosure to unauthorised persons, deletion or modification, theft or
damage, having due regard for the Data Protection Act 1998;

(b) ensure that adequate (reasonable) controls exist over data entry,
processing, storage, transmission and output to ensure security, privacy,
accuracy, completeness and timeliness of the data, as well as the efficient
and effective operation of the system;

(c) ensure that adequate controls exist such that the live computer
environment is separated from development, testing and training
environments wherever possible;

(d) ensure that an adequate management (audit) trail exists through the
computerised system and that such computer audit reviews as he/she
may consider necessary are being carried out;

(e) prepare and maintain an |.T. strategy for regular approval by the Board of
Directors. He/she will also ensure that all purchases of hardware/software
are in compliance with the Trust’s |.T. strategy.

14.2. System Development

14.2.1.The DOF shall satisfy himself/herself that new financial systems and
amendments to current financial systems are developed in a controlled
manner and thoroughly tested prior to implementation. Where this is
undertaken by another organisation, assurances of adequacy will be obtained
from them prior to implementation.

14.3. Data Security and Integrity

14.3.1.The Director of Informatics shall ensure that contracts for computer services for
financial applications with another health organisation or any other agency
shall clearly define the responsibility of all parties for the security, privacy,
accuracy, completeness, and timeliness of data during processing,
transmission and storage. The contract should also ensure rights of access for
audit purposes.
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14.3.2.Where another health organisation or any other agency provides a computer

service for financial applications, the DOF shall periodically seek assurances
that adequate controls are in operation

14.3.3.Where computer systems have an impact on corporate financial systems the
DOF shall satisfy himself that

(a) systems acquisition, development and maintenance are in line with
corporate policies such as an Information Technology Strategy;

(b) data produced for use with financial systems is adequate, accurate,
complete and timely, and that a management (audit) trail exists;

(c) DOF staff have access to such data;

(d) such computer audit reviews as are considered necessary are being
carried out.

14.4. Archives

14.4.1.The CEO shall be responsible for maintaining archives for all documents
required to be retained under the storage retention & disposal of records policy

14.4.2.The documents held in archives shall be capable of retrieval by authorised
persons.

14.5. Destroyed Documents

14.5.1.Documents shall only be destroyed in accordance with the Health Records
Policy.
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15. Patients’ Property
15.1. Responsibilities

15.1.1.The Trust has a responsibility to provide safe custody for money and other
personal property (hereinafter referred to as property) handed in by patients
or in the possession of confused or unconscious patients.

15.1.2. The CEO is responsible for ensuring

(a) that patients or their carers, as appropriate, are informed before or at
admission by:

(i) - notices and information booklets,
(i) - hospital admission documentation and property records,

(iii) - the oral advice of administration and nursing staff responsible for
admissions;

(b) that the Trust will not accept responsibility or liability for patients’ property
brought into Health Service premises, unless it is handed in for safe
custody and a copy of an official patients’ property record is obtained as a
receipt.

15.1.3.The DOF must provide detailed written instructions on the collection, custody,
investment, recording, safekeeping, and disposal of patients’ property
(including instructions on the disposal of the property of deceased patients and
of patients transferred to other premises) for all staff whose duty is to
administer, in any way, the property of patients. Due care should be exercised
in the management of patient’'s money in order to maximise the benefits to the
patient.

15.1.4.Where Department of Health instructions require the opening of separate
accounts for patients’ monies, these shall be opened and operated under
arrangements agreed by the DOF

15.1.5.1n all cases where property of a deceased patient is of a total value in excess
of £5,000 (or such other amount as may be prescribed by any amendment to
the Administration of Estates, Small Payments, Act 1965), the production of
Probate or Letters of Administration shall be required before any of the
property is released. Where the total value of the property is £5,000 or less,
forms of signed indemnity shall be obtained
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16. Charitable Funds

16.1.

Introduction

16.1.1.Standing Orders (SOs) identify the Trust’'s responsibilities as a corporate

trustee for the management of funds it holds on trust and define how those
responsibilities are to be discharged. They explain that although the
management processes may overlap with those of the organisation of the
Trust, the trustee responsibilities must be discharged separately and full
recognition given to the dual accountabilities to the Charity Commission for
charitable funds held on trust and to Monitor for all funds held on trust.

16.1.2.The reserved powers of the Board of Directors and the Scheme of Delegation

make clear where any decision regarding the exercise of dispositive discretion
are to be taken and by whom. Directors and officers must take account of that
guidance before taking action. SFls are intended to provide guidance to
persons who have been delegated to act on behalf of the corporate trustee.

16.1.3.As management processes overlap most of the sections of these SFls will

apply to the management of funds held on trust. This section covers those
instructions which are specific to the management of funds held on trust.

16.1.4.The overriding principle is that the integrity of each trust must be maintained

16.2.

and statutory and trust obligations met. Materiality must be assessed
separately from Exchequer activities and funds.

Existing Charitable Funds

16.2.1.The DOF shall arrange for the administration of all charitable funds and ensure

that a governing document exists. Detailed procedures covering the financial
management of charitable funds must be produced for the guidance of
Directors and employees.

16.2.2.The DOF shall periodically review the funds in existence and shall make

recommendations to the Charitable Funds Committee regarding the potential
for rationalisation of such funds within statutory guidelines.

16.2.3.The DOF may recommend an increase in the number of funds where this is

16.3.

consistent with the Trust’s policy for ensuring the safe and appropriate
management of restricted funds, e.g. designation for specific Wards or
Departments.

New Funds

16.3.1.The DOF shall, in conjunction with the Secretary, arrange for the creation of a

new trust where funds and/or other assets, received in accordance within this
Trust’s policies, cannot adequately be managed as part of existing charitable
fund arrangements.

16.3.2.Governing documents for any new funds shall be presented to the Charitable

Funds Committee by the Secretary.
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16.4. Source of New Funds
16.4.1.In respect of donations the DOF shall:

(a) Provide guidelines to Officers of this Trust as to how to proceed when
offered funds. These will include:

(i) The identification of the donors’ intentions;
(i) Where possible, the avoidance of new funds;

(iii) The avoidance of impossible, undesirable or administratively difficult
objects;

(iv)Sources of immediate further advice.

(b) Provide secure and appropriate receipting arrangements which will
indicate that funds have been accepted directly into this Trust’s charitable
funds and that the donor’s intentions have been noted and accepted.

16.4.2.In respect of legacies and bequests, the DOF shall:

(a) Provide guidelines to officers of the Trust covering any approach
regarding:

(i) The wording of wills;
(il) The receipt of funds/other assets from executors;

(b) If necessary, obtain grant of representation, where the Trust has an
interest.

(c) Be empowered, on behalf of the Trust, to negotiate arrangements
regarding the administration of a Will with executors and to discharge
them from their duty.

(d) Be empowered, subject to appropriate legal advice, to enter into any
agreement with the personal representative of the estate relating to the
treatment of legacies and bequests.

16.4.3. In respect of fund raising, the DOF shall:

(a) Be empowered to liaise with other organisations/persons raising funds for
the Trust and provide them with an adequate discharge.

(b) Be responsible, for alerting the Board of Directors to any irregularities
regarding the use of the Trust’s name or its registration number.

(c) No income will be raised from trading activities without the prior and
express permission of the Charitable Funds Committee.

16.4.4.In respect of investment income, the DOF shall be responsible for the
appropriate treatment of all dividends, interest and other receipts from this
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source (see below).
16.5. Investment Management

16.5.1.The DOF shall be responsible for all aspects of the management of the
investment of charitable funds. The issues on which he shall be required to
provide advice to the Charitable Funds Committee shall include:

(a) the formulation of investment policy within the legal powers of the Trust
and to meet its requirements with regard to income generation and the
enhancement of capital value.

(b) the appointment of advisers, brokers, and, where appropriate, fund
managers and:

(i) The DOF shall agree, the terms of such appointments; and for which
(i) Written agreements shall be signed by the CEO.

(c) Pooling of investment resources and the preparation of a submission to
the Charity Commission for them to make a scheme.

(d) The participation by the Trust in common investment funds and the
agreement of terms of entry and withdrawal from such funds.

(e) That the use of charitable assets shall be appropriately authorised in
writing and charges raised within policy guidelines.

(f) The review of the performance of brokers and fund managers.
(g) The reporting of investment performance.
16.6. Use of funds

16.6.1.The exercise of the Trust’s discretion to use funds shall be managed by the
DOF in conjunction with the Charitable Funds Committee. In so doing he shall
be aware of the following.

(a) The objects of various funds and the designated objectives,
(b) The availability of liquid funds within each charitable fund,
(c) The powers of delegation available to commit resource,

(d) The avoidance of the use of exchequer funds to discharge charitable fund
liabilities (except where administratively unavoidable), and to ensure that
any indebtedness to the Exchequer shall be discharged by charitable
funds at the earliest possible time,

(e) That funds are to be spent rather than preserved, subject to the wishes of
the donor and the needs of the Trust,

(f) The definitions of “charitable purposes” as set out by the Charity
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Commission.
16.7. Banking Services

16.7.1.The DOF shall advise the Charitable Funds Committee and, with its approval,
shall ensure that appropriate banking services are available to the Trust as
corporate trustee. These bank accounts should permit the separate
identification of liquid funds to each Trust where this is deemed necessary by
the Charity Commission.

16.8. Asset Management

16.8.1.Assets in the ownership of or used by the Trust as corporate trustee, shall be

maintained along with the general estate and inventory of assets of the Trust.
The DOF shall ensure:

(a) In conjunction with the Legal Adviser, that appropriate records of all
assets owned by this Trust as corporate trustee are maintained, and that
all assets, at agreed valuations, are brought to account.

(b) That appropriate measures are taken to protect and/or to replace assets
including decisions regarding insurance, inventory control, and the
reporting of losses.

16.9. Reporting

16.9.1.The DOF shall ensure that regular reports are made to the Charitable Funds
Committee on the receipt of funds, investments and the disposition of
resources.

16.9.2.The DOF shall prepare annual accounts in the required manner which shall be
submitted to the Board of Directors within agreed timescales.

16.9.3.The DOF, shall prepare an annual trustees’ report (separate reports for
charitable and non-charitable Trusts) and the required returns to Monitor and
to the Charity Commission for adoption by the Board of Directors.

16.10. Accounting and Audit

16.10.1.The DOF shall maintain all financial records to enable the production of
reports as above and to the satisfaction of Internal and External Auditors.

16.10.2.The DOF shall ensure that the records, accounts and returns receive
adequate scrutiny by Internal Audit during the year. He will liaise with External
Audit and provide them with all necessary information.

16.10.3.The Board of Directors shall be advised by the DOF on the outcome of the
annual audit. The CEO shall submit the Management Letter to the Board of
Directors.

16.11. Administration Costs
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16.11.1.The DOF shall identify all costs directly incurred in the administration of funds
held on Trust and, in agreement with the Board of Directors, shall charge such
costs to the appropriate charitable funds.

16.12. Taxation and Excise Duty

16.12.1.The DOF shall ensure that the Trust’s liability to taxation and excise duty is
managed appropriately, taking full advantage of available concessions,
through the maintenance of appropriate records, the preparation and
submission of the required returns and the recovery of deductions at source.
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17. Risk Management and Insurance
17.1. Risk Management Programme

17.1.1.The CEO shall ensure that the Trust has a programme of risk management
which will be approved and monitored by the Board of Directors.

17.1.2.The programme of risk management shall include:
(a) a process for identifying and quantifying risks and potential liabilities;

(b) engendering among all levels of staff a positive attitude towards the
control of risk;

(c) management processes to ensure all significant risks and potential
liabilities are addressed including effective systems of internal control,
cost effective insurance cover, and decisions on the acceptable level of
retained risk;

(d) contingency plans to offset the impact of adverse events;

(e) audit arrangements including internal audit, clinical audit, health and
safety review;

(f) arrangements to review the risk management programme.

17.1.3.The existence, integration and evaluation of the above elements will provide a
basis to make a statement on internal control within the Annual Report and
Accounts as required by the Annual Reporting Manual.

17.1.4.The DOF shall ensure that insurance arrangements exist in accordance with
the risk management programme.
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Board of Directors — Part |
29 May 2015

Communications activities
May 2015

1. Introduction
The following paper includes:
recent and future communication activities
media coverage summary key performance indicators
May Core Brief

2. Recent activities
Focus on transformation programme for Core Brief
Clinical Services Review — update in Core Brief and all staff email from Tony
Spotswood
Clinical Services Review — press coverage and statements
Website updates
FT Focus magazine for members
Annual Report
Supporting national Nurses’ Day with media and social media campaign
Working with fundraising on developing local networks
Production of film summarising staff question time event
Development of social media policy, with Information Governance
Development of VIP visitor policy
Supporting recruitment communications with AMU film
Social media — “Likes” on Facebook more than doubled in five months to 1,000

3. Upcomlng activities
Communications objectives for Trust for exec sign off
Planning the 2015 Pride Awards
Raising sponsorship for 2015 Pride Awards
Supporting materials and marketing plan for Sexual Health Dorset bid
Buzzword — publication celebrating staff achievements
Workforce transformation communications
NMC Nurse revalidation communications support
Quality improvement communications — focus on QI flow/discharge planning
Communications for planned works on A338 from September

4, Recommendation

The Board is asked to note the report.

Communications activity — March 2015 Page 1 of 1
For information



Media relations - Key Performance Measures

April saw a good level of positive articles both online and in the print media. Articles included a story about one of our patients who we made AFC
Bournemouth-themed prosthetic legs for — an especially popular story with AFC Bournemouth being promoted to the Premiership — and a frank
interview with one of our Emergency Department consultants about how busy the service is, both of which got a great level of support from the
public.

April also saw a series of articles about the work of our Bournemouth Hospital Charity as well as articles promoting our dermatology health talk which
was attended by 200 people.

Both our Twitter and Facebook followers continue to grow by approximately 100 every month. Our partnership working with Tesco over the Easter
period boosted our number of followers with pictures of our staff receiving Easter eggs reaching 1,792 people. Our separate Trust Twitter page
dedicated to recruitment is also attracting more followers.

For more information, or to access any of the media coverage the Trust has received, contact communications@rbch.nhs.uk or call 01202 726172.

2015 Number of % that Total Total Positive Negative Media enquiries
proactive received | PRINT OTHER media media media
news media coverage | coverage |coverage |coverage |coverage
releases coverag | (includes | (online,
distributed einthat | adverts) radio, TV)

month

April 8 (including 100% 32 15 35 12 0 8 (including high attendances
health talks, in ED, referral to treatment
charity news costs and traffic issues)
releases and
physio in £1m
study)

March 13 (including 100% 33 25 48 10 0 8 (including norovirus, non-
planning for smoking day, emergency
Easter and admissions and filming
NHS Change requests)
Day)




From: Tony Spotswood, Chief Executive

May 2015

Transformation update

Work is underway across the Trust
to push forward our transformation

and larger than expected deficit
financial position of £5.2m during

Seventeen transformation steering
groups are now up and running

programme to improve the care
we provide to our patients. This
work is tied in with our wider Trust
objectives for 2015/16 and the
programme will focus on our key
objectives of high quality of care
for our patients, improvement in
the patient pathways, outcomes
and experience, as well as
improved performance and value
for money.

Quality of care is the core
principle behind all our proposed
work, ensuring we provide safe,

effective and compassionate care.

We want to continue transforming
our services to provide more
efficient care and this in turn will
help us achieve better value for
money, and allow us to invest
further in the services we provide.

Like many other trusts, RBCH
moved into an unprecedented

2014/15 and we are planning to
incur a higher deficit of £12.9m
this financial year. Efficiencies
will be vital to ensure we keep
this to a minimum and to ensure
we are in the strongest possible
position not only to ensure our
viability in a cash restricted NHS,
but within the Dorset Clinical
Services Review where health
reforms will affect us all.

However, there is still a lot more
work to be done and all of us
have a role to play to ensure a
viable future for the Trust. The
transformation programme will
not succeed if only confined

to the steering groups - we all
have a part to play. Any staff can
contribute by putting forward

thoughts on how we can be more

efficient or to reduce waste.

Please do discuss and share with

your colleagues.

and meetings have been held
with all directorate groups to
discuss the context and depth of
the challenges, the needs of our
patients and to develop ideas for
our pathways.

Please also give us feedback
on what you would like to see at
future engagement sessions to
mark.friedman@rbch.nhs.uk
or call into the PMO in the Trust
Management Offices to discuss
further any ideas you may have.



Clinical Service Review

Dorset Clinical Commissioning
Group (CCG) has announced
plans to formally consult on far
reaching changes to in-hospital
and out-of-hospital models of care
for people in Dorset and the New
Forest.

The intention is that formal
consultation will commence on
Monday 17 August and run for a
period of three months. Decisions
on which options and models to
implement will not be made until
March 2016.

There are five reasons why this
work has been initiated:

e the need to effectively respond
to the health needs of a growing
elderly population

e problems for some patients
in accessing care and the
variability in the quality of care
across the whole of Dorset

e the need to strengthen the
provision of acute hospital
services so they are available
24 hours a day, seven days
a week, with many services
provided directly by consultant
medical staff

e the shortage of some healthcare
staff which means it is not
possible to replicate a full range
of acute services on all three
main hospital sites in Dorset

e the growing financial challenge,
in the context of increasing
demand, which will result in a
Dorset-wide deficit of around
£200m by 2021 if changes
aren’t made to the current
model of care

The centrepiece of proposals for
in-hospital provision is a radical
reorganisation of services. A
major emergency hospital for
Dorset is to be created at either
the Royal Bournemouth or Poole

Hospital sites. This will offer a
range of 24/7 consultant delivered
care including:

e accident and emergency
services

e hyperacute cardiac and stroke
services

e emergency surgery, including
vascular, urology and general
surgery

acute medical admissions
gastrointestinal bleed rota
level 3 critical care

high risk obstetrics
interventional radiology
neonatal care

The most complex elective
procedures will also be
undertaken at the emergency site.

Planned care, diagnostics and a
broad range of outpatient services
will be provided from a planned
care site serving the whole of east
Dorset. A range of primary care
and rehabilitation services will
also be provided on this site.

Services in the west will change
less with Dorset County Hospital
continuing to serve the local
population offering a range of
district general hospital services.
However, out of hours surgical
emergency patients will travel to
the main emergency site for acute
care.

The pattern of out-of-hospital care
is also changing with strong seven
day primary care services being
created in a range of geographic
hubs throughout Dorset.

The decision on how the existing
hospital sites will be used in the
future will be made by the CCG
following consultation. The criteria
it will consider in making this
decision includes:

e which option best improves the
quality of care

e which proposal offers better
access to services

e which option offers best value to
the tax payer

e which option best addresses the
anticipated workforce shortfall

e which option is most deliverable

e which option best supports
research and education

It will clearly take time for the
CCG to make its decision.

The proposed model of care

is one that enjoys substantial
clinical support and has been
co-designed by clinicians from
the three hospitals, community
service colleagues and those
working in primary care.

| will ensure that you and your
colleagues are fully aware of the
detail behind these proposals,
and will arrange detailed briefings
to consider the proposals and
their implications over the

coming months in the lead up to
consultation.

It is important that as well as
contributing our views to the
consultation, we also focus on
continuing to improve the care we
provide to patients at the Royal
Bournemouth Hospital and those
cared for at Christchurch.

| will circulate further details
behind the proposals to
consultants, heads of nursing,
matrons, departmental managers
and a broader group of staff as
and when this becomes available.
| anticipate this wider sharing of
information will commence next
week.

Tony Spotswood
Chief Executive
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| Dying Matt
CQC Intelligence itk

M 0 n itO ri n g re po rt Dying Matters Week will take

Intelligent Monitoring is a tool which assesses risk within care services. place at our Trust from 18- 22
It has been developed to support the CQC'’s goal to ensure health and  JUENATUERRUETERVIIRIEIS ek
social care services provide people with safe, effective, compassionate, REAVEERRUENESERTERIERTI)
and high-quality care. Intelligent Monitoring highlights those areas of information about dying,

care to be followed up through inspections and other engagements. death, bereavement and

The CQC Intelligence Monitoring report will be sent to trusts on 27 May EyEUdalsRe]lETaER (o]t a[=N=1a[6 Mol
and will be published nationally on Friday 29 May. life. The theme of this year’s

Intelligent Monitoring is built on a set of indicators for monitoring risks Dying Matters Week is ‘you
to the quality of care. These indicators measure outcomes that have a  ReJy| (A IT=No] s (el RIN =N [o]o]!
high impact on service users and relate to the five key questions that to do it well, planning as

are asked during inspections, namely: are services safe, effective, much as you can to ease the

caring, responsive, and well-led? :

J P burden on those left behind.
The report provides an overview of information held by the CQC with e
over 90 sets of indicators reviewed. From this, the CQC develop a risk B SR RGN ENIETTS

score and a banding for trusts (Band 1 for high risk and Band 6 for low ReEIE-REEIRIINI=REGTTle]
risk trusts). The latest report notes our Trust to have three risks: the stands during the week

e composite indicator: In-hospital mortality - neurological conditions to answer questions about

« composite of knee related PROMS indicators end of life care, alongside
(1 April 2013 - 31 March 2014) our chaplains who will also
visit the stands to give

advice and information.
To find out more please
visit www.dyingmatters.org

* SSNAP Domain 2: overall team-centred rating score for key stroke
unit indicator (1 July - 30 September 2014)

In October 2013 we were assessed by the CQC to be Band 1.
The latest report would place the Trust in Band 6.

Staff Question Time event

On Wednesday 22 April our staff governors held a ‘Question
Time’ style event for members of staff to have the opportunity
to put their questions to the Board.

More than 50 members of staff attended the event, hosted
by staff governor Dean Feegrade. Attendees were given the
opportunity to ask additional questions and also give their
opinions on the following questions via an electronic voting
system:

® do you feel our staffing levels are correct?

® do you feel the hospital can afford to make further
cost improvement savings that won't affect patient
safety and experience?

® do you feel there are unacceptable levels of bullying
from colleagues and managers in the Trust?

® do you believe that departments work cohesively

together? -
I , o A film of the event has been
® do you feel there is adequate communication produced and will be available

from your manager? on the intranet soon.
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Pride Awards 2015

Our prestigious Pride Awards

will make a welcome return again
on Thursday 12 November,

and Poole Lighthouse has been
chosen to host the awards for a
second consecutive year.

Over the past six years the event
has recognised and celebrated
our staff.

Last year the awards were
re-launched to reflect the values
that you told us you wanted -
communicate, improve,
teamwork, and pride. These will
be the focus once again.

Nominations

We aim to recognise those who
consistently go that extra mile to
make the care and experience for
our patients the very best that it
can be through our Pride Awards.

This year there are eight award
categories in which you can
nominate your colleagues and
staff, an award where you can
nominate one of our dedicated
community or charity champions,
and a chance for the public to
nominate you.

The categories are:
Award for Patient Experience
Award for Teamwork

Learning and Development
Award

Award for Improving Quality
Inspirational Leadership Award

Community and Charity Award

Award for Improving Patient
Safety

Behind the Scenes Award
Unsung Hero Award

Chairman’s Award for Living
our Values

You can make a nomination

to the Pride Awards at any
time before 12noon on Friday
10 July.

You can make a nomination via
the official 2015 Pride Awards
Nomination Pack, or online at

www.rbch.nhs.uk/pride_awards

If you require any assistance
with filling in your nomination
forms, the Communications
Team is happy to help. Simply
call us on ext. 4271 or email
communications@rbch.nhs.uk

Judging -
we need you!

This year's awards will be judged
in two stages. An initial judging
panel will select a shortlist from
all the entries we receive, while
a second panel will select the
winner of each category. Our
Director of Human Resources
and Director of Nursing and
Midwifery will sit on both judging
panels for consistency. Both
panels will include members of
staff from the following groups:

* non-executive directors
- staff side representatives
+ governors

+ allied health professionals,
scientific and technical

« administrative, clerical and
management

+ estates and
ancillary

* medical and
dentistry

* nursing, midwifery
and healthcare assistants

We are looking for judges to take
part and all those who do will

be invited to the evening. We

are hoping to encourage some
new members of staff to put their
names forward and join the panel
who weren’t involved last year.

If you are interested in
becoming a judge, simply send
us your name, which staff group
you are from and what judging
date you would prefer from
either Friday 17 July or

Friday 7 August.

Kk ok ok ok ok ok ok ok ok ok [k ok ok ok k ok ok ok ok ok ok ok ok ok k| ok ok ok b ok Bk kb ok ok ok ok ok ok &
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The reapplication
of parking permits

Many staff have already reapplied  workshops will be held throughout
for their parking permits using the  the summer.
online system. Travelwise staff are By August all of the appeals

currently busy processing these will have been reviewed, and all
permit details, and we now ask yellow and blue permits will no
all staff at RBH to reapply if they longer be valid at RBH, meaning

haven't done already. staff without one will be denied
Simply log on to access to the car park.

www.rbchparkingpermit.co.uk  giatf not affected at this point:
What happens next? - consultants and H permit

permit before Sunday 17 May. processed in the coming have real concerns over having
Applications beyond this date will months and permit holders will ~ their permits taken away, we only
not be processed. be written to individually have a Iimi_ted number of parking
All applicants will receive a + Christchurch staff with yellow  °Paces which need to be aflocated
decision by email during the first permits who don’t have access o _
week of June. Staff who no longer to RBH A_ny decision to remove a permit
qualify for parking will be given + volunteers - they will be helped will be agr(_eed by a management
eight weeks’ notice to hand in with reapplication after RBH and staff side panel who will apply
their permit, 28 days to appeal in staff, and they should continue e guidelines in the policy.

writing against the decision and to display their yellow permitin  For further information please go
help to find alternatives to car use. the meantime to the Travelwise pages of the
Alternative transport support and intranet.

NMC's new Code of Conduct
launches at RBCH

A new Code of Conduct for every nurse and midwife has
been published by the Nursing and Midwifery Council (NMC).
The code became effective on 31 March this year and
launched at our Trust on International Nurses’ Day,

Tuesday 12 May.

Nursing &
g Midwffery
Council

The Code has been written with the input of many patients,
carers, nurses and midwives. It is shaped around four
statements, which state that good nurses and midwives will:

* prioritise people
* practise effectively

 preserve safety
e promote professionalism and trust
safety . d trust
s

The Code will be an essential part of revalidation, which )2 -
is a series of three-yearly checks that the NMC is o

introducing at the end of 2015.

To find out more, please visit www.nmc.org.uk or talk to your heads of nursing.
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What's new with eDM?

eDM has now been rolled out
across the Trust and we continue
to review the new system so we
can make it as user friendly as
possible. We have now fixed the
following:

® an error message sometimes
occurred when using Speciality
View

® when searching for keywords,
sometimes page one was
displayed instead of the ‘result’

page

® deleting a bookmark often
caused an error message

® when searching, thumbnails of
‘results’ failed to load the page
in full size when clicking on it

We are currently working on
resolving the following:

® when searching, sometimes
the results pages don't
highlight keywords

® when searching, clicking on
search results in a summary
note often causes an error
message

® when conducting a local search
in the thumbnail view, it
currently jumps to the result
page but stays at the beginning

® on the iPad, patients in
briefcase mode have all got to
be removed in one go

Requesting diagnostic tests electronically

We are very excited to announce the start of our
Order Communications Project which will enable
GPs to request diagnostic tests online.

The system has been successfully established
with Poole GP practices, and we hope to achieve

likewise at Bournemouth.

The project will include installing the same

software for both acute areas of RBCH and Poole
Hospital and will focus mainly on pathology and
radiology for both trusts, and include cardiology
and endoscopy for RBCH.

The system will improve efficiency and quality,

reduce risk and the costs associated with the

tests.

current paper requesting process for diagnostic

Calling all information asset owners (IAOs)

The basics

An asset is defined as ‘a useful or
valuable thing or person’. Every
computer system/database within
the Trust that contains personal
data is defined as an ‘Information
Asset’, as the details held within
the system is both useful and
valuable to the hospital.

If this information were to be
corrupted, lost or become
inaccessible this may prevent us
from providing services to patients
safely. Equally, if we don’t know
who is accessing this information,
who it is being shared with or
where it is being sent to, we may
not be complying with the Data

Protection Act 1998 and face the
risk of legal action.

To mitigate the risk of this
happening, we have nominated
information asset owners

within each directorate who are
responsible for ensuring that the
risks associated with personal
information in their areas is
managed appropriately. This work
is based around the requirements
of the Information Governance
Toolkit, which sets out a clear
framework of what needs to be
done to manage these risks.

Help is at hand!

We appreciate this may be a
new concept for some and may

seem overwhelming at first, so
we will be running some helpful
workshops throughout the year to
walk through the tasks that need
to be completed.

To complete the initial elements

of this work we will require the
co-operation of all IAOs, however
once this is completed only routine
maintenance will be required from
then on.

This work will be very valuable

to the Trust as it will help us to
recognise where there may be
risks to our information and our
services, and enable us to deal
with these potential risks before a
problem can occur.

6



Improvements to

local safeguarding P

arrangements

The Government has recently updated statutory guidance

on working together to safeguard children. In line with

this update, the Safeguarding Health Advisor from Dorset
HealthCare is likely to contact a health provider directly if there
is a safeguarding enquiry which requires health information.

You will receive phone calls supported by an email with details
for child or adult information - this is a legal and lawful request.

Information will be held securely by Bournemouth Borough
Council and will only be used and shared on a strict need to
know basis with limited partners, for the purposes of keeping
children or young people safe or ensuring they get the best
services they need.

For more information log onto
www.gov.uk/government/publications/working-
together-to-safeguard-children

Epilepsy surgery
services - your
views nheeded

In March, NHS England launched a public consultation on
proposed changes to its service specification for children’s
epilepsy surgery services. This specification was first
adopted in May 2013. The consultation will run for three
months, closing on Thursday 18 June.

An accompanying consultation guide has been produced,
containing additional information about the rationale behind
the proposed changes, and is intended to help those with an
interest in these services to make an informed contribution to
the consultation.

To view details of the consultation log on to
www.engage.england.nhs.uk/consultation/
childrens-epilepsy-surgery

Equality

Diversity
Week

This year’s Equality and
Diversity Week runs from
11-18 May. The theme of
the week will be ‘Linking
Our Thinking’ - focusing
on how diversity of
thought can contribute
to addressing and solving
problems for all
under-represented and
disadvantaged groups
and individuals within
the workplace.

Our Trust will be
celebrating Equality
and Diversity week with
a stand between the
restaurants on Friday

18 May from 11.30am-2pm.
Please email sarah.
davidson@rbch.nhs.uk

for more information and
how to get involved, or

visit www.nhsemployers.
org/news/2015/01/equality-
diversity-and-human-rights-
week-2015


http://www.nhsemployers.org/news/2015/01/equality-diversity-and-human-rights-week-2015%20
http://www.nhsemployers.org/news/2015/01/equality-diversity-and-human-rights-week-2015%20
http://www.nhsemployers.org/news/2015/01/equality-diversity-and-human-rights-week-2015%20
http://www.nhsemployers.org/news/2015/01/equality-diversity-and-human-rights-week-2015%20

BOARD OF DIRECTORS

Meeting Date and Part: 29 May 2015 - Part 1

Subject: Policies for Visitors in Clinical Areas

Section: (choose appropriate) | Information

Executive Director with

o Paula Shobbrook
overall responsibility

Trust Secretary, Head of Communications, Deputy
Author(s): Director of Nursing

Policies discussed in principle at Board. Agreed as a
Chair’s Action by the Chair of the Patient Experience and
Communication Committee

Previous discussion and/or
dissemination:

Action required:
The Board of Directors is asked to note the policies that have been agreed and made
available on the Trust website and intranet.

Summary:
The Trust has had a policy for volunteers accessing clinical areas for some years. Following
the publication of the Lampard Report into the NHS and DH investigations into matters
relating to Jimmy Savile the Trust developed policies to guide other visitors to clinical areas.
Four policies have been developed:

Policy for Accessing Clinical Areas for Governors

Policy for Accessing Clinical Areas for VIP Visitors

Policy for Accessing Clinical Areas for Members of Media/Journalists

Policy for Accessing Clinical Areas for regulators, public and other stakeholders

These policies have been approved by the Patient Experience and Communication
Committee.

Related Strategic Goals/

AN All
Objectives:
Relevant CQC Standard: Safe
Risk Profile:

i. Have any risks been reduced? Yes
ii. Have any risks been created? No

Reason paper is in Part 2 N/A




Policy for Accessing Clinical Areas for Governors

Approval Version Issue Review Document Author(s)
Committee Date Date
PECC V1 19 May 19 May Trust Secretary
2015 2018
Version Control
Version Date Author Section Principal Amendment

Changes
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1. Objectives

1.1. The objective of this Policy is to ensure patients are safe in the context of the
Savile Recommendations, and to ensure compliance with the Safeguarding Policy,
Infection Control Policy and the Privacy and Dignity Policy.

1.2. Clinical areas are, through this Policy, empowered to plan, agree, approve and
monitor any governor requiring to be in that clinical area.

2. Introduction

2.1. The Council of Governors consists of 29 governors. The primary duties of the
Council of Governors are to:
Hold the non-executive directors to account for the performance of the Board of
Directors
Represent the interests of the Trust members and the public and bring these to
bear on strategy decisions.

2.2.The Council of Governors may seek to meet its duties by engaging with patients.
Where this occurs within clinical areas, the Trust has a duty to ensure that all
governors are appropriately vetted and cleared through the Disclosure and Barring
Service (DBS). In addition, they need to be compliant with mandatory training
including safeguarding and infection control. The DBS clearance and training
seeks to ensure that the patient is protected from any harm and the governor from
a proven allegation of causing harm.

2.3.Governors need to be mindful of this policy in any work that they undertake in

public areas of the Trust as patients will have access to these. Governors should at
all times be mindful of the Trust’s values and be respectful of patients’ needs.

3 Accessing Clinical Areas

Policy for Accessing Clinical Areas for Governors
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3.1Governors are generally not expected to access clinical areas as it is felt that they
can gather the views of the patients, carers and the wider public through other
means. The rationale for this is that people in hospital are considered to be
vulnerable both because they are unwell and also because they can be in a state of
undress.

3.2There may be circumstances where governors will need to access clinical areas.
Such circumstances could include survey work commissioned through the Governor
Involvement in Patient and Public Engagement (GIPPE) Committee. Where this
arises the Council of Governors should be made aware and will seek permission
from the Board of Directors for this to occur.

3.3It is generally expected that governors accessing clinical areas will be accompanied
by an appointed member of the Trust staff. Any governor authorised to access the
clinical areas unaccompanied is required to have an up to date and valid Disclosure
and Barring Service clearance. In addition, they are required to be compliant with
current mandatory training including infection control and safeguarding.

3.4In practical terms, any individual governor accessing a clinical area following
permission being granted by the Board of Directors shall:

- request that the Trust Secretary’s Office book a convenient time for the visit with
the nurse in charge

- sign in with the Trust Secretary’s Office prior to attending the ward

- attend only the areas previously agreed

- sign out with the Trust Secretary’s Office

- report to the nurse in charge, introducing themselves, showing their badge and
stating the purpose of the visit

- sign in with the nurse in charge on arrival and be given guidance on the patients
who may not be approached

- wear their identity badges at all times and adhere to the dress code to support
infection control policy

- not enter side rooms without specific consultation with the nurse in charge. If this
is necessary, this should be chaperoned by another individual and the door
must remain open at all times

- not engage with patients behind curtains or draw curtains, even if requested

- not engage with a patient concern or complaint, and should encourage patients to
discuss any issues with the nurse in charge, doctor or other healthcare
professional

- must escalate immediately any concerns they have regarding quality of care to
the nurse in charge and the Trust Secretary’s Office when signing out of the
Trust

- must adhere to information governance procedures and the Data Protection Act

- report on the visit to the Council of Governors.

3.5Governors accessing clinical areas as a patient’s relative or friend are reminded that
this should be undertaken ‘in cognito’ — i.e. they should not wear their governor
badge.

3.6 Governors need to be mindful of this policy in any work that they undertake in public
areas of the Trust as patients will have access to these.

Policy for Accessing Clinical Areas for Governors
Page 3 of 5



4 Governor Survey Work

4.1Governors and some governor-led committees undertake survey work as a means of
gathering the views of patients and carers. This work will be managed through the
protocols agreed between the Director of Nursing, on behalf of the Board of
Directors, and the Governor Involvement in Patient and Public Engagement (GIPPE)
Committee, on behalf of the Council of Governors.

Infection Control and other walkrounds

5.1 Governors undertake walkrounds and other surveys at the request of the Trust Board
of Directors. This work will be managed and co-ordinated by the Trust Secretary’s
Office. The Trust Secretary’s Office will ensure that all governors participating in this
work meet the protocols as set out by the Director of Nursing.

Protocols as set out by the Director of Nursing

6.1All governors accessing clinical areas are required to have up to date and valid
Disclosure and Barring Service clearance.

6.2No governor shall be on the ward alone unless they have been authorised to
undertake an audit or survey — these are currently being managed through the
volunteers’ office.

6.3 Survey work will need to be agreed through the Director of Nursing and the clinical
audit regime. This will include signing in arrangements which are likely to be through
the volunteers’ office, but may, by agreement, be through the Trust Secretary’s
Office.

6.4 All walkrounds, infection control visits and any other such activities will have been
organised through the Director of Nursing and governors will have been assigned to
these through the Trust Secretary’s Office.

6.5All governors accessing clinical areas are required to be compliant with current

mandatory training including infection control and safeguarding.

Enforcement of the Policy

7.1Any governor who is identified as accessing a clinical area without having complied
with the processes set out above will be considered to be in breach of this Policy and
also the Governor Code of Conduct. This may lead to the governor being removed
from the Council of Governors.

Periodic Review

8.1 The Board of Directors shall ensure that this policy is reviewed periodically and not
less than every three years.

Policy for Accessing Clinical Areas for Governors
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8.2 In reviewing the policy, the Board of Directors shall have regard to appropriate
guidance as well as emerging best practice.

9 Associated Policies

9.1 This policy is applicable to governors. Other policies have been drafted which are
applicable to other categories of visitors and stakeholders wishing to visit clinical
areas:

Accessing Clinical Areas for Volunteers

Accessing Clinical Areas for Media

Accessing Clinical Areas for VIPs

Accessing Clinical Areas for regulators, public and other stakeholders

9.20ther associated policies are:
Safeguarding Policy
Infection Control Policy
Privacy and Dignity Policy

Policy for Accessing Clinical Areas for Governors
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. Objectives

1.1From time to time VIPs may visit The Royal Bournemouth Hospital and Christchurch
Hospital to visit the Trust, members of staff and visit patients, including patients on
the wards.

1.2The VIP visitors could include actors; pop stars; sports stars; local politicians,
national politicians. For this policy, they will be collectively be called VIPs.

1.3The objective of this Policy is to ensure patients are safe in the context of the Savile
Recommendations, and to ensure compliance with the Safeguarding Policy, Infection
Control Policy and the Privacy and Dignity Policy.

1.4Clinical areas are, through this Policy, empowered to plan, agree, approve and
monitor any VIP visitors requiring to be in that clinical area.

1.5 Other objectives for this policy are to ensure:

If visiting patients, the patients benefit from the visit by the VIP. They are the most
important group, so we have to think of their needs above all. We need to ensure
they have time to meet and speak to the VIP and don’t have the whole visit being a
photo opportunity for the media and RBCH.

The running of the hospital and wards is in no way affected or compromised.

The VIP has a positive impression of RBCH and sees us in our best light.

We have material — features and photographs - for internal and external
communications.

This is not a policy for official visits — such as a member of the royal family coming to
open a new centre. This is for ad hoc visits by VIPs to RBCH.

Policy for accessing clinical areas for VIP visitors
Page 2 of 5



2.

2.1

Why VIPs may visit RBCH

To visit patients, who could be:

Friends or family

Fans

Someone with a condition that a charity associated with the VIP is working to promote
To meet with members of staff

As patients themselves — see item 9 below.

. Communications Team responsibility

3.1 All VIP visits should be coordinated through the Communications Team so anyone
at the hospital arranging a VIP visit should contact the Communications Team first.

3.2 All VIP visitors should be met in reception by a member of the Communications
Team before they go to a ward.

3.3 A member of the Communications Team will remain with them throughout the length
of their stay.

3.4 The Communications Team can be contacted on 01202 704271 or email
communications@rbch.nhs.uk

Consent forms

4.1Any patient photographed with the VIP has to sign a consent form, provided by the
communications team. This is necessary for both our in house photographers and for
any press photography

Photography

5.1 Any photography should be in a private space in the ward — whether a room or a bay
— that does not have any patient information written on the walls behind.

. Infection control

6.1 All VIPs should be informed beforehand that they will not be able to wear anything in
the wards below their elbows and that they will be asked to use the antiseptic gels
when going onto a ward. They cannot enter a ward unless they comply to this.

6.2 All VIPs should meet the infection control protocols as set out by the Director of
Nursing.

. Media

Policy for accessing clinical areas for VIP visitors
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There is a separate policy for members of the media/journalists visiting the Trust. Please
see link at end of this policy.

8. Social Media

8.1 The Communications Team will use our official social media channels for any posts
about the visit.

8.2 However, there may well be members of staff who are also interested in the VIP and
who will want to take pictures of the VIP and pictures of them with the VIP.

8.3 Members of staff should be reminded that they cannot take pictures with any other
patients visible in the picture or with any patient information visible in the picture.

8.4 All staff taking pictures for social media should abide by the Trust’s Social
Networking and Blogging policy, see link below.

9. VIP Patients

9.1 Obviously discretion is key for any VIP patients.

9.2 All media enquiries about VIP patients have to come to the Communications Team —
see our Media Relations Policy for further details, link below.

9.3 The Communications Team will explain that no details of any patients can ever be
given out by the hospital.

9.4 RBCH staff have to respect the privacy of the patient and cannot publish the fact
they have a VIP patient through social media or any other means.

10. Enforcement of the Policy

10.1 Any VIP who is identified as accessing a clinical area without having complied
with the processes set out above will be asked to leave RBCH.

11. Periodic Review

11.1. The Board of Directors shall ensure that this policy is reviewed periodically and
not less than every three years.

11.2. In reviewing the policy, the Board of Directors shall have regard to appropriate
guidance as well as emerging best practice.

12. Other Policies

12.1  This policy covers visits by Media/Journalists accessing clinical areas.

Policy for accessing clinical areas for VIP visitors
Page 4 of 5



Other policies have been drafted which are applicable to other categories of visitors
and stakeholders wishing to visit clinical areas:

Accessing Clinical Areas for Volunteers

Accessing Clinical Areas for Governors

Accessing Clinical Areas for VIPs

Accessing Clinical Areas for regulators, public and other stakeholders

12.2 Other associated policies are:
Safeguarding Policy
Infection Control Policy
Privacy and Dignity Policy
Social Networking and Blogging Policy
Media Relations Policy
http://rbhintranet/policies/corporate/media_relations_policy.pdf
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1. Objectives

1.1 The objective of this Policy is to ensure patients are safe in the context of the Savile
Recommendations, and to ensure compliance with the Safeguarding Policy, Infection
Control Policy and the Privacy and Dignity Policy.

1.2Clinical areas are, through this Policy, empowered to plan, agree, approve and
monitor any members of the media/journalists requiring to be in that clinical area.

1.3The members of the media/journalists could include print journalists; press
photographers; radio journalists; TV journalists; film/TV camera crew; bloggers. For
this policy — they will be collectively called the Media.

1.4 Other objectives for this policy are to ensure:

The running of the hospital and wards is in no way affected or compromised during a
visit by the Media to the Trust.
The Media have a positive impression of RBCH and sees us in our best light.

2. Why the Media may visit RBCH

2.1The Media may need to access clinical areas to compile a news report.

2.2 The Media may visit RBCH to interview members of staff, or one of our patients for a
news report.

2.3The Media may visit RBCH for a press conference/media call following a major incident.

3. Communications Team responsibility

Policy for accessing clinical areas for members of the media/journalists
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3.1 All Media visits should be coordinated through the Communications Team so
anyone at the hospital arranging a Media visit should contact the Communications
Team first.

3.2 All Media visitors who have been invited into the Trust by the Communication Team
should be met in reception by a member of the Communications Team before they
go anywhere within the Trust. The Media should not enter any part of the Trust
without an official invitation from the Communications Team.

3.3 A member of the Communications Team will remain with them throughout the length
of their stay.

3.4 A member of the Communications Team will remain with the Media when they are
carrying out any interviews of staff or patients.

3.5 The Communications Team can be contacted on 01202 704271 or email
communications@rbch.nhs.uk

. Consent forms

4.1Any patient photographed by the Media has to sign a consent form, provided by the
communications team.

. Photography

5.1 Any photography should be in a private space in the ward — whether a room or a bay
— that does not have any patient information written on the walls behind.

5.21f covering a story about a patient, the Media must remember that the patient could
be very ill so are sensitive to this when asking them to be photographed and do not
spend too long setting up pictures.

. Infection control

6.1 All Media visitors should be informed beforehand that they will not be able to wear
anything in the wards below their elbows and that they will be asked to use the
antiseptic gels when going onto a ward. They cannot enter a ward unless they
comply to this.

. Social Media

7.1 The Communications Team will use our official social media channels for any posts
about the Media visit.

. VIP Patients and the Media

8.1 Obviously discretion is key for any VIP patients.

Policy for accessing clinical areas for members of the media/journalists
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8.2 All Media enquiries about VIP patients have to come through the Communications
Team

8.3 The Communications Team will explain that no details of any patients can ever be
given out by the hospital. See our Media Relations Policy for further details — link
below.

8.4 RBCH staff have to respect the privacy of the patient and cannot publish the fact
they have a VIP patient through social media or any other means. Staff should make
sure they comply with our Social Networking and Blogging policy — link below.

9. Enforcement of the Policy

9.1 Any Media identified as accessing a clinical area without having complied with this
policy will be asked to leave RBCH.

10. Periodic Review

10.1. The Board of Directors shall ensure that this policy is reviewed periodically and
not less than every three years.

10.2. In reviewing the policy, the Board of Directors shall have regard to appropriate
guidance as well as emerging best practice.

11. Other Policies

11.1  This policy covers visits by Media/Journalists accessing clinical areas.

Other policies have been drafted which are applicable to other categories of visitors
and stakeholders wishing to visit clinical areas:

Accessing Clinical Areas for Volunteers

Accessing Clinical Areas for Governors

Accessing Clinical Areas for VIPs

Accessing Clinical Areas for regulators, public and other stakeholders

11.2 Other associated policies are:
Safeguarding Policy
Infection Control Policy
Privacy and Dignity Policy
Social Networking and Blogging Policy
Media Relations Policy
http://rbhintranet/policies/corporate/media_relations_policy.pdf
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1.

1.1 The objective of this Policy is to ensure patients are safe in the context of the Savile
Recommendations, and to ensure compliance with the Safeguarding Policy, Infection

1.2

2.

2.1

Objectives

Control Policy and the Privacy and Dignity Policy.

WWNDN

w

Clinical areas are, through this Policy, empowered to plan, agree, approve and monitor

any visitor who is not a clinician requiring to be in that clinical area. This includes, but

not exclusively:

Staff who do not usually visit clinical areas
Non-executive directors

Clinical Commissioning Group staff

Lay members of Clinical Commissioning Group
Members of the Trust

Visiting members of staff from other NHS Trusts
Visitors from regulatory organisations

wn W W W W W W

1.3 This policy does not cover
VIP visitors
Members of the Media/Journalists

Staff Governors
Trust volunteers

Please see links to policies for these at the end of this policy.

This policy also does not cover friends and family who are visiting a patient — these
visitors should follow the information available on our website:

http://www.rbch.nhs.uk/patients_visitors/visitor_information.php.

Accessing Clinical Areas

Approval to visit an area must be sought through the mechanisms described in the
table below. In addition the points below must be adhered to at all times.

attend only the areas previously agreed

Policy for accessing clinical areas for regulators, public and other stakeholders
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3.1

4.1

4.2

obtain and wear an identity badge at all times and adhere to the dress code to
support infection control policy

report to the nurse in charge, introducing themselves, showing their badge and
stating the purpose of the visit.

The nurse in charge will indicate patients who are not to be approached.

not enter side rooms without specific consultation with the nurse in charge. If
this is necessary, this should be chaperoned by another individual and the door
must remain open at all times

not to engage with patients behind curtains or draw curtains, even if requested
must not engage with a patient concern or complaint, and should encourage
patients to discuss any issues with the nurse in charge, doctor or other
healthcare professional.

for infection control must meet the protocols as set out by the Director of
Nursing

must escalate immediately any concerns they have regarding quality of care to
the nurse in charge and when signing out of the Trust.

Must adhere to information governance procedures and the Data Protection

Act.
Structured Patient Safety walkrounds - Director of Nursing
Staff who do not usually visit clinical areas - Matron
Non-executive directors - Trust Secretary
Clinical Commissioning Group staff - Deputy Director of Nursing
Lay members of Clinical Commissioning Group - Deputy Director of Nursing
Members of the Trust - Trust Secretary

Enforcement of the Policy

Any individual who is identified as accessing a clinical area without having complied
with the processes set out above will be considered to be in breach of the Policy and
requested to leave. Further appropriate action will be undertaken according to the role
and function of the individual.

Periodic Review

The Board of Directors shall ensure that this policy is reviewed periodically and not
less than every three years.

In reviewing the policy, the Board of Directors shall have regard to appropriate
guidance as well as emerging best practice.

Other Policies

5.1 This policy covers visits by regulators, public and other stakeholders accessing
clinical areas.

Other policies have been drafted which are applicable to other categories of visitors

and stakeholders wishing to visit clinical areas:

Policy for accessing clinical areas for regulators, public and other stakeholders
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Accessing Clinical Areas for Volunteers

Accessing Clinical Areas for Governors

Accessing Clinical Areas for VIPs

Accessing Clinical Areas for Members of the Media/Journalists

5.2 Other associated policies are:
- Safeguarding Policy
Infection Control Policy
Privacy and Dignity Policy
Social Networking and Blogging Policy
Media Relations Policy
http://rbhintranet/policies/corporate/media_relations_policy.pdf

5.3Friends and family visiting a patient are not bound by this policy, but instead should
follow the information from our website:

http://www.rbch.nhs.uk/patients_visitors/visitor_information.php.
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CORPORATE EVENTS CALENDAR 2015

Date and Time

Event Description

Venue

Contact Details

Wednesday 27 May

Stakeholder Event for Carers

TBA

01202 704253

Thursday 28 and Friday
29 May

Appraisals

Between Restaurants

01202 704251

Friday 29 May

Board of Directors’ Meeting

Committee Room, Trust Management
Office, Royal Bournemouth Hospital

01202 704777

Sunday 31 May

Wing Walk

Bournemouth Hospital Charity

01202 704060

Monday 1 June — Friday 5
June

Volunteer Week

Atrium and between restaurants

Friday 5 June

Twilight walk for Women-
Women’s Health Unit

8pm Bournemouth Pier

01202 704060

Monday 8 — Wednesday
10 June

My Health My Way

Atrium

01202 704561

Thursday 25 June

Simply Health

Between the RBCH restaurants

01202 726159

Friday 26 June

Board of Directors’ Meeting

Committee Room, Trust Management
Office, Royal Bournemouth Hospital

01202 704777

Wednesday 15 July

Council of Governors’ Meeting

Conference Room, Education Centre, Royal
Bournemouth Hospital

01202 704246

Saturday 18 July

Sky Dive

Bournemouth Hospital Charity

01202 704060

Friday 31 July

Board of Directors’ Meeting

Committee Room, Trust Management
Office, Royal Bournemouth Hospital

01202 704777

Saturday 12 September

Volunteer’'s Tea Party

Invitation Only- Volunteer’s Office

01202 704253

Monday 21 September

Understanding Diabetes

The Village Hotel

01202 704271

Wednesday 23 September

Annual Members’ Meeting

The Village Hotel

01202 704246




Board of Directors’ Meeting
Friday 25 September

Committee Room, Trust Management
Office, Royal Bournemouth Hospital

01202 704777

Sunday 27 September Pedal Power

10am New Forest

01202 704060

Saturday 3 & Sunday 4 Bournemouth Marathon
October

Bournemouth Hospital Charity

01202 704060

Friday 30 October Board of Directors’ Meeting Committee Room, Trust Management 01202 704777
Office, Royal Bournemouth Hospital
Friday 16 October Light up the Prom- for Oncology | 8pm Bournemouth Pier 01202 704060

& Haematology

Thursday 5 November Council of Governors’ Meeting Conference Room, Education Centre, Royal | 01202 704246
Bournemouth Hospital
Friday 27 November Board of Directors’ Meeting Committee Room, Trust Management 01202 704777

Office, Royal Bournemouth Hospital

Friday 4 December (TBC) | Understanding Knee Pain

The Village Hotel

01202 704271

Friday 18 December Board of Directors’ Meeting

Committee Room, Trust Management
Office, Royal Bournemouth Hospital

01202 704777

Key

Surveys and audits

Meetings

Volunteer events

Health and other talks

Stakeholder groups, events and forums

Stands at local/community events

Bournemouth Hospital Charity events

Staff Events

Other activities/events
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Board of Directors Business Programme 2015

[ What [  Who [Where Before [ Jan | Feb | Mar | Apr [ May | Jun | Jul | Sep [ Oct | Nov | Dec [Where After
Annual Plan

Board Objectives TS Chief Executive Monitor
Progress Update on Board Objectives TS Chief Executive N/A
Annual Plan - BoD approve Draft for Public Consultation RR TMB/CoG Public Consultation
Annual Plan - Feedback from Consultation to BoD RR CoG N/A
Annual Plan - Final Draft for BoD Approval RR TMB Publication
Budget

Budget for next financial year SH Finance Committee N/A
Capital Plan for next financial year SH CMG & Finance N/A

Code of Conduct for Payment by Results RR Service Development N/A
National Reference Cost Index SH __ [Finance HN/A

CCG Contract RR Service Development CCG
Annual Report

Annual Report & Accounts First Draft SH Finance Committee N/A
Annual Report - Audit Committee SP Audit Committee N/A
Annual Report - Finance Committee BF Finance Committee N/A
Annual Report - Healthcare Assurance Committee PS HAC N/A
Annual Report & Accounts - Final draft for approval SH Finance, HAC & Audit Cttees Monitor
Annual Report & Accounts - Going Concern Statement SH Finance, HAC & Audit Cttees Report & A/Cs
Charitable Funds

[Annual Report & Accounts |  SH [Charity Cmtte [ [ [ [ [ [ [ I [ [Charity Commission
Quality

Acute Trust Quality Dashboard RR External F CoG
Annual Inpatient Survey Results PS PEC Publication
Annual Outpatient Survey Results PS PEC Publication
Adult Safeguarding and Child Protection and Safeguarding Report PS HAC N/A

CQC Intelligent Monitoring Report PS HAC N/A
Mortality Improvement through Clinical Engagement (MICE) PS TMB N/A
Patient Story PS N/A N/A
Quality Performance Report PS HAC N/A
Quality Accounts - First Draft PS HAC N/A
Quality Accounts - Final Draft for Approval PS HAC Publication
Annual Progress Report on Francis Report PS HAC/TMB Website
Feedback from Staff Governors JS N/A N/A
Internal Quality Review Programme Results PS HAC N/A
Significant Risks Report (including Assurance Framework) PS HAC N/A
Serious Incidents and Complaints Report PS HAC N/A
Medical Director's Report BF TMB N/A
Infection Control

Infection Control Annual Report and Board Statement of Commitment to Prevention of

Healthcare Associated Infection PS Infection Control N/A
Monitor

Monitor Quarter 1 Submission SH/RR/SA|Finance, HAC & Audit Cttees Monitor
Monitor Quarter 1 Report SH/RR _|Monitor/COO N/A
Monitor Quarter 2 Submission SH/RR/SA|Finance, HAC & Audit Cttees Monitor
Monitor Quarter 2 Report SH/RR _|Monitor/COO N/A
Monitor Quarter 3 Submission SH/RR/SA|Finance, HAC & Audit Ct| Monitor




What Who [Where Before Jan Feb Mar | Apr May | Jun | Jul Sep Oct | Nov [ Dec [Where After
Monitor Quarter 3 Report SH/RR _|Monitor/COO N/A
Monitor Quarter 4 Submission SH/RR/SA|Finance, HAC & Audit Cttees Monitor
Monitor Quarter 4 Report SH/RR _|Monitor/COO N/A
Monitor Annual Risk Assessment SH/RR |External Monitor
Monitor's FT Sector Overview - Annual Risk Assessment SH/RR [Chief Executive N/A
Monitor Annual Self Certification - Board Statements SA Trust Secretary Monitor
Staff
Pride Awards Nominations - Chairman's Prize RR Awards Panel Pride Awards
Staff Survey - Results KA Workforce CoG
Local Clinical Excellence Awards MA Remuneration Rem Com
Local Clinical Excellence Awards - Annual Report MA Remuneration N/A
Governance
Declaration of interests SA Trust Secretary Trust Secretary
Register of Interests SA Trust Secretary Trust Secretary
Code of Governance Disclosure Statement SA Trust Secretary Monitor
Meeting Dates for Next Year SA Trust Secretary N/A
Forward Programme SA Trust Secretary N/A
NHS Constitution - Bi-annual Self-Assessment SA Trust Secretary CCG/NHS England
Annual |G Briefing PG HAC IG Toolkit
1G Toolkit PG HAC HSCIC
Results of Governor Elections SA External AMM
Annual Members' Meeting CoG |N/A N/A
Seasonal Plan RR N/A CCG/NHS England
Board Performance JS N/A CoG
Minutes of Board Committees and other groups
Audit Committee SP Audit N/A
Charitable Funds Committee BY Charitable Funds N/A
Council of Governors JS CoG N/A
Finance Committee (including Christchurch Steering Board) SH Finance N/A
Healthcare Assurance Committee PS HAC N/A
Infection Prevention and Control Committee PS Infection Control N/A
Patient Experience and Communications Committee RR PEC N/A
Remuneration Committee Cttee [Remuneration N/A
Trust Management Board TS TMB N/A
Workforce Strategy and Development Committee DD Workforce N/A
Review Performance & Terms of Reference subordinate Groups
Audit Committee SP Audit File - Trust Secretary
Charitable Funds Committee BY Charitable Funds File - Trust Secretary
Finance Committee SH Finance File - Trust Secretary
Healthcare Assurance Committee PS HAC File - Trust Secretary
Infection Prevention and Control Committee PS Infection Control File - Trust Secretary
Patient Experience and Communications Committee RR PEC File - Trust Secretary
Remuneration Committee SC Remuneration File - Trust Secretary
Trust Management Board TS TMB H File - Trust Secretary
Workforce Strategy and Development Committee KA Workforce File - Trust Secretary
Communications
Dr Foster Hospital Guide RR TMB N/A
Corporate Events Calendar SA N/A N/A
Communications Update including Core Brief KA Service Development N/A
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Board of Directors - Part 1
29" May 2015

REVIEW OF PLANS FOR EASTER HOLIDAY PERIOD 2015

1. Introduction

This document seeks to outline our assessment of the plans implemented to minimise
the risk of bed pressures and disruption to normal patient services over the Easter
Bank Holiday and school holiday periods.

2. Preparation

National and local guidance, as well as the learning from the Christmas/New Year
period, was discussed across the organisation to support planning and to
communicate expectations in relation to the upcoming Easter period. Details of
service provision and cover across all Care Groups and departments were
communicated across the organisation, to key senior staff and also to the wider health
and social care community.

Daily sitrep reports were provided to the CCG and daily resilience teleconferences
held over the Easter weekend.

Detailed demand projections had suggested a potential increase in ED attendances
and admissions over the Easter Bank Holiday weekend however these were not
realised. The most significant issues were through norovirus affecting bed availability
and ED waits at peak demand times.

3. Key Performance Indicators
Dorset CCG reported the following pressures over the Easter period:

The Acute Trusts experienced immense pressures during this period with the
prevalence of Diarrhoea and Vomiting (Norovirus) affecting the delay of transfers
of care back to the community (resulting in a reported acute trust and system-
wide ‘red’ status during the period).

South Western Ambulance Service Foundation Trust implemented the Standard
Operating Procedure (SOP), as they experienced increased ambulance
conveyances resulting in ambulance handover breaches and lost hours.

The Acute hospitals reported that minor injury attendances were high over the
bank holiday weekend. (Data analysis to be undertaken and presented to the
June SRG).

Out of Hours (OOH) attendances were high and became problematic when the
OONH clinician was not present in the acute environment and out on home visits.

RBH raised one resilience alert during the Easter weekend. The biggest impact on
internal flow over the period was the prevalence of norovirus which affected 5 wards
over the bank holiday weekend (2 wards plus 3 further bays closed). This resulted in
the hospital reaching a -53 Medicine bed position with 38 medical outliers.
Furthermore, staff sickness reduced our ability to consider additional capacity.

Review of Plans for Easter Holiday Period 2015 Page 1 of 3
For Information
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Unfortunately, these factors, together with attendance peaks (e.g. Sunday 5/4) and
the changeover of junior doctors affected ED 4 hour performance. This dipped to
88.5% for Easter week, and 91.5% for April. Since then performance has improved,
running at 95.5% for early May. This is because of improved ED doctor support,
reduced Norovirus and activity not sustaining the high growth seen over 14/15.

During this whole period over Easter there were no elective cancellations due to bed
unavailability.

4. What Went Well?

‘Breaking the Cycle’ - Over the period the Trust implemented a command and control
approach to patient level planning and progress chasing to ensure that every patient
had a detailed review of their current status and actions were being progressed to
ensure safe and timely care and discharge. Two ‘Breaking the Cycle’ events were
implemented Wednesday 1 April with follow up on Tuesday 7 April pm/Wednesday 8
April am. There were 13-33% more discharges on the days of/the next day following
these events. Other feedback received from those involved included the motivation of
staff, an improving picture on the completion of Estimated Dates of Discharge (EDDs)
and a more proactive approach to managing take home medicines (TTAs).

The learning from these initiatives form the “5 daily actions” approach we are seeking
to embed across every ward, every day, as part of our Quality Improvement (Ql) work.

Internal service cover and continuation of resilience schemes — Daily ED consultant
cover, additional doctor cover and our Rapid Assessment model (BREATH) were
provided over the weekend, together with the Ambulatory Emergency Clinic on each
day. On site daily therapy, OPAL and Bournemouth Social Services cover was also in
place to support early review and discharge. All of this was also supported by the
wider schemes relating to our Frailty pathways, interim care and 7 day services and
senior doctor presence.

System-wide and internal planning — there was good communication both internally
and across the system regarding service provision and good senior cover on site over
the period.

System-wide daily resilience teleconferences — led to good communication and
understanding of pressure points across the system though it is noted that all trusts
were affected by norovirus at that time, so there was limited mutual aid possible.

Additional primary care and community MIU provision — was supported by the CCG.
Data is awaited and will be presented to the June Systems Resilience Group to
assess the impact. This may have mitigated some reduced cover in the NHS 111
service.

Delayed Transfers of Care (DTOCs) — Joint working with Social Services and
additional national funding, resulted in a reduction in DTOCs prior to the Easter
weekend to 19 from our typical daily average of 30. This though unfortunately did
rapidly increase to 31 by Friday 10/4. This is three times the rate of last year, and
excludes around 50 further patients in interim care.
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Media, advertising and social media — was used prior to and over the period to
encourage patients to access alternative services. Comms were also undertaken to
and via GP practices.

5. Lessons Learnt

The following will be considered in our planning for future peak/holiday periods and/or
will be incorporated in our current improvement project relating to Discharge and Flow:

Review junior doctor changeover dates, consider whether this can be flexed
and/or review support mechanisms implemented

SRG to review impact of NHS 111 service gaps, provision of additional primary
care and MIU services

Increase communication to patients/relatives regarding norovirus

Repeated and broader communication relating to ‘Breaking the Cycle’ events and
move to this approach becoming daily routine.

Consider later phasing and greater flex in relation to ongoing ‘winter beds’ for the
Easter period and/or in response to infection related ward closures, noting this
carries significant cost.

Improve communication and understanding of patient status between the wards
and Discharge Team, to expedite both routine and complex discharges.

Further support and impetus to the rollout of e-Bed Management

Re-education relating to the criteria/use of the Discharge Lounge

Review diagnostic referral processes as not always completed in a timely manner,
something which Order Comms will help with.

A number of recommendations are also being taken forward by the CCG’s System
Resilience and Surge & Escalation Groups to support future planning.

6. Conclusions

Staff within the Trust and in partner agencies worked well across the whole Easter
holiday period, providing safe services. They should be congratulated on both
planning for and providing good care.

Lessons from the Christmas and New Year period were learnt and applied. The most
important one for the coming year is the full and consistent application of the “5 daily
actions”. The Board is asked to maintain the attention and profile of these actions, as
the most effective way of “breaking the cycle” of a full ED and wards resulting in
patient delays. We are planning a week long concerted effort of applying the daily
actions for July 6-10™ 2015 to further raise the profile.

7. Recommendation

The Board are asked to note this report, what went well and lessons learnt,
and the importance of the “5 daily actions” to sustaining high quality care.

Attached at Annex A — 5 Daily Actions
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Breaking the Cycle: Improving the patient experience

Five daily actions to support patient flow

One

Two

Three

Four

Five

Responsible:
Bay based nurse

Responsible: Medical staff &/or
non-medical prescriber

Responsible:
Consultant

Responsible: Nurse in charge
(with medical team)

Responsible:
Nurse in charge

Move your first patient to discharge
lounge as early as possible

TTAs to be written during ward
round

Agree priorities and plans

Ensure internal and external
waits are escalated to morning
bed meeting and your matron

Be prepared to accept your
first transfers before 9am

Identify tomorrow’s discharges and
book into the Discharge Lounge by
4pm

Write up TTAs for tomorrow’s
discharges today by midday

Inform and prepare patients
(and relatives)

Ensure property packed

Resolve medicines
reconciliations queries

Identify:

— today’s discharges and
confirm tomorrow’s

— internal waits for diagnostics
or results, agree actions and
responsibility

— external waits (i.e. POC) —
agree actions and
responsibility

— today’s admissions

Review your long stay patients
and escalate for action

Update EBM and inform
admission wards within 30
minutes of a patient leaving

your ward

Check / update EDDs for all
patients on eCamis

Know who and where your
admissions are — check the
daily bed report on intranet

Releasing belsYsyEik
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