
 
 
 

A meeting of the Board of Directors will be held on Friday 31 March 2017 at 8.30am in the 
Macmillan Seminar Room, Christchurch Hospital. (Please see map attached) 
If you are unable to attend on this occasion, please notify me as soon as possible on 01202 704777.  

Karen Flaherty 
Trust Secretary  

A G E N D A 
Timings    Purpose Presenter 
8.30-8.35 1.  WELCOME, APOLOGIES FOR ABSENCE and DECLARATIONS 

OF INTEREST 
 

   
   
8.35-8.40 2.  MINUTES OF PREVIOUS MEETING   
  a)  To approve the minutes of the meeting held on 24 February 

2017 
All 

      
8.40-8.45 3.  MATTERS ARISING   
  a)  To provide updates to the Actions Log  All 
      
8.45-9.30 4.  QUALITY    
  a)  Patient Story (verbal) Information Paula Shobbrook 
      
  b)  Feedback from Staff Governors (verbal) Information David Moss 
      
  c)  2016/17 Quality Improvement Programme End of 

Stage Report (paper) 
Information Deb Matthews 

      
  d)  Medical Director’s Report (paper) Information Alyson O’Donnell 
      
9.30-10.15 5.  PERFORMANCE   
  a)  Performance Exception Report (paper) Information  Richard Renaut 
      
  b)  Quality Report (paper) Information  Paula Shobbrook 
      
  c)  Financial Performance Report (paper) Information  Stuart Hunter 
      
  d)  Workforce Report (paper) Information Karen Allman 
      
  e)  Staff Survey Results 2016 (presentation) Information Karen Allman  
      
  f)  Stroke Services Update (paper) Information Richard Renaut 
      
10.15-10.30 6.  STRATEGY AND RISK   
  a)  Clinical Services Review (paper) Information Tony Spotswood 
      
  b)  A338 Improved Road Access (paper) Decision Richard Renaut 
      
  c)  Trust Response to Dorset CCG Mental Health 

Acute Care Pathway Consultation (paper)  
Decision Richard Renaut 
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10.30-10.35 7.  GOVERNANCE   
  a)  Information Governance Annual Update (paper) Decision Peter Gill 
      
  b)  Nomination and Remuneration Committee Terms 

of Reference (paper) 
Decision Karen Flaherty 

      
 8.  NEXT MEETING   
  Friday 28 April 2017 at 8.30am in the Conference Room, Education Centre Royal 

Bournemouth Hospital 
      
 9.  ANY OTHER BUSINESS   
  Key Points for Communication to Staff  
      
10.35-10.50 10.  COMMENTS AND QUESTIONS FROM THE GOVERNORS AND PUBLIC 
  Comments and questions from the governors and public on items received or 

considered by the Board of Directors at the meeting. 
      
 11.  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 to 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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Christchurch Hospital site map 

From Fairmile Road roundabout (3rd exit) follow the road (red arrows as below) round to the rear of 
the hospital site to the car parking spaces  and the car park beyond.  The Macmillan Seminar Room is 
situated within the Outpatients Department on the left as you enter.  A member of staff will be on 
the door to assist. 

Macmillan Seminar Room 

Fairmile Road

spaces

Car 
Park 



Part 1 Minutes of a Meeting of The Royal Bournemouth and Christchurch Hospitals NHS 
Foundation Trust Board of Directors held on Friday 24 February 2017 in the Conference Room, 
Education Centre, the Royal Bournemouth Hospital. 

Present: Jane Stichbury 
Tony Spotswood 
Karen Allman 
Tea Colaianni 
Derek Dundas 
Peter Gill 
Christine Hallett 
Stuart Hunter 
Alex Jablonowski 
John Lelliott 
Alyson O’Donnell 
Steve Peacock 
Richard Renaut 
Paula Shobbrook 

(JS) 
(TS) 
(KA) 
(TC) 
(DD) 
(PG) 
(CH) 
(SH) 
(AJ) 
(JL) 
(AOD) 
(SP) 
(RR) 
(PS) 

Chairperson (in the chair) 
Chief Executive 
Director of Human Resources 
Non-Executive Director  
Non-Executive Director 
Director of Informatics 
Non-Executive Director 
Director of Finance 
Non-Executive Director 
Non-Executive Director 
Medical Director 
Non-Executive Director 
Chief Operating Officer 
Director of Nursing and Midwifery 

In attendance: 

Public/ 
Governors: 

Kate Bond 

Aimee Bowden 

James Donald 
Karen Flaherty 
Isobel Gowan 
Anneliese Harrison 
Kate Horsefield 

Nicola Hartley 
Tracey Mack-Nava 
Jo Maple Roberts 
Helen Martin 

Bridie Moore 
David Moss 
Di Potter 
Sue Reed 

Tony Williams 

David Bellamy 
David Brown 
Derek Chaffey 
Eric Fisher 
Bob Gee 
Paul Higgs 
Doreen Holford 

(KB) 

(AB) 

(JD) 
(KF) 
(IG) 
(AH) 
(KH) 

(NH) 
(TMN) 
(JMP) 
(HM) 

(BM) 
(DM) 
(DP) 
(SR) 

(TW) 

Directorate Matron, Specialist Services and 
Ophthalmology 
Organisational Development & Leadership 
Advisor 
Head of Communications 
Trust Secretary  
GE Healthcare Finnamore 
Assistant Trust Secretary (minutes) 
Head of Nursing & Quality, Surgical Care 
Group 
Director of OD and Leadership 
Project Manager Organisational Development 
Matron, Acute Medical Unit (Ambulatory Care) 
Service Manager, Pharmacy and Dietetics and 
Freedom To Speak Up Guardian 
Organisational Development Team 
Chairperson Designate 
Matron, Outpatients 
Head of Nursing & Quality, Medical Care 
Group 
Chief Executive, Bournemouth Borough 
Council 
Public Governor 
Public Governor 
Public Governor 
Public Governor 
Public Governor 
Public Governor 
Public Governor 
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Keith Mitchell 
Margaret Neville 
Roger Parsons 
Sue Parsons 
Guy Rouquette 

Public Governor 
Representative of the Friends of the Eye Unit 
Public Governor 
Public Governor 
Public Governor 

Apologies None 

11/17 WELCOME, APOLOGIES FOR ABSENCE AND DECLARATIONS OF 
INTEREST 

Action 

The Chairperson welcomed those attending the meeting and, in particular, 
DM as Chair Designate, IG from GE Healthcare Finnamore who was 
observing the meeting as part of the well-led effectiveness review of the 
Board of Directors and TW from Bournemouth Borough Council who was 
attending to present the patient story. 

Empowering and caring for our staff to provide compassionate, high quality 
care for our patients was identified from the Board Charter as being the 
theme for the meeting which would be reflected in the patient story to the 
Board.  

12/17 MINUTES OF PREVIOUS MEETINGS 

(a) Minutes of the meeting held on 27 January 2017 (Item 2a) 

The minutes of the meeting held on 27 January 2017 were approved as an 
accurate record of the meeting, subject to amending 6/17(b) to correct the 
number of responses received to the Clinical Services Review (CSR) by the 
CCG to 4000 responses. 

13/17 MATTERS ARISING 

(a) To provide updates to the action log (Item 3a) 

05/17(b) Quality Report – In addition to the reporting to the Board highlighted 
in the responses to the action, Board members would be provided with an 
opportunity to review progress against the QI projects at a future 'Blue Skies' 
session. The completed actions were noted and could be closed. 

Blue 
Skies – 
TS/PS/ 
RR/DM 

14/17 QUALITY 

(a) Patient Story (Item 4a) 

Tony Williams, Chief Executive at Bournemouth Borough Council, 
presented his experience of being an inpatient at the hospital after 
being referred to the Ambulatory Emergency Centre (AEC) where he 
was diagnosed with a rare type of pneumonia. The AEC had worked 
really well and there had been a minimal wait before he was seen by 
a doctor and within another 15 minutes he was being monitored. 

While his experience had undoubtedly demonstrated to him that the 
NHS was the best public service in the country, there were still 
things to learn. What had struck him most during his stay was the 
determination of staff to get him better, which was also his overriding 
desire. He also commended the professionalism and care shown by 
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both nursing and medical staff. Nurses had been willing to go the 
extra mile and were providing compassionate care focusing on the 
individual patient (including arranging a television on which he could 
watch the Six Nations rugby). He thought the consultants that he 
had met should be mentoring others and it was so comforting to 
know that they were on your side, particularly when your condition 
deteriorated.  The porters had also provided him with good 
conversation and were so proud to be working for the NHS and part 
of the team at the Trust. 

While in hospital he had witnessed the impact and the disruption on 
the wards at night with elderly patients with dementia who were 
confused and agitated. He had been humbled by the way in which 
the staff had shown great patience and gone to patients to settle 
them knowing that this would happen again several times during the 
night. He wondered whether the night-time routine could be 
improved for patients with dementia to make it more calming as the 
hospital did feel very different at night and was sometimes busier for 
staff.  

In terms of other improvements: 
• it would be useful for patients to be told about the routines in

different inpatient areas when they were transferred as you
got used to the routines on the ward very quickly and the
change could throw out that routine, even things as simple as
the times of the medication and drinks rounds;

• the meals at breakfast and lunch had been very good but the
evening meal was not as good, even though the food in the
restaurant had been high quality;

• the discharge process had been very frustrating as there had
been a four hour delay while he waited to receive the
medication he needed to take home.

The Board reflected on TW's experiences which demonstrated the 
pride that staff had in the caring for patients, the impact of being part 
of a bigger team and the importance of treating patients as 
individuals and with respect and dignity as well as providing 
technical expertise. It was encouraging to hear how staff were 
working together to make people better. The positive comments 
about individual staff members would be passed on to them. 

The areas identified for improvement aligned with the work currently 
underway to address delays in the discharge process, noise at night 
and food. The Board observed that: 

• the use of pharmacists on the wards had improved the
discharge and work will continue to improve this;

• it would be useful to if delays in discharge could be monitored
more closely, in hours rather than days, to ensure greater
visibility of all delays;

• it was interesting to hear that the wards felt busier at night,
which was reflected in the Unifi nursing staff data for the
Trust, but it could also be lonely and frightening for patients
when their visitors left;

• ward hostesses were generally on the wards during the days

PS 
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but not for the evening meal. 

In support of these actions, the chairperson of the Healthcare 
Assurance Committee (HAC) reinforced the commitment to continue 
to use patient feedback to improve patient experience and the 
quality of care. 

TW thanked JS for her contribution throughout her time as 
Chairperson of the Trust and wished her the best for the future. 

(b) Feedback from Staff Governors (Item 4b) 

Staff Governors had been unable to meet with JS and TS but the 
Chairperson had visited an area of the Trust at the request of two 
Staff Governors and spoken with staff. There had been a good 
response from TS and senior managers to the operational issues 
which had been raised, some of which were being addressed 
already or others which were given additional impetus as a result of 
the visit. Feedback had been provided to the Staff Governors.  

Staff had also highlighted the delays in collecting patients from the 
Outpatients Department by the external patient transport service 
provided by E-zec. Although improvements had been made, this 
remained a persistent issue and the Trust was working with 
commissioners, who managed the contract for the service, to 
resolve this.  

(c) Medical Director’s Report (Item 4c) 

The General Medical Council's annual survey of doctors in training 
assessed junior doctors' experiences of their training and how the 
Trust is performing in delivering that training. The results from the 
2016 survey had been positive overall and an update was provided 
on the improvements in response to the survey including:  

• converting a Trauma & Orthopaedics post to a GP post,
which had since been well-evaluated; 

• reviewing the training and supervision process for trainees
working across different sites while avoiding duplication; 

• setting up a new junior doctors committee to address
educational and contract issues; 

• ensuring that junior doctors were being released to attend
departmental training; and 

• providing access to email on personal devices with
appropriate security in response to requests from junior 
doctors. 

There were some challenges around the introduction of the new 
contract for junior doctors, which the junior doctors committee would 
help address. Feedback elsewhere had indicated that not all junior 
doctors were aware of the committee so this needed to be 
publicised more widely.  

The next survey would commence in April 2017 and the follow up 
visits in Anaesthetics and Surgery in early 2017 were expected to be 

JD 
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positive. It was requested that an update on the progress against the 
actions be provided to the Board in April. 

Board members reinforced the importance of balancing the training 
needs of junior doctors with operational needs and the reduction in 
clinical risk as a result of providing good quality training which 
provided junior doctors with transferable skills and clinical 
supervision to identify any issues at early stage. Good training and 
supervision would also help to attract more junior doctors to the 
Trust. 

Agenda 
item 

(d) Complaints Report (Item 4d) 

The report was presented for information, noting that: 
• the 33% response rate in the Medical Care Group related to

three complaints;
• the overall number of formal complaints was reducing as

concerns and complaints were being resolved by staff at an
earlier stage when they first arose; and

• at its meeting that month the Healthcare Assurance Group
(HAG) had reviewed in detail the key themes identified by the
complaints including discharge, consent and communication
and the actions in place to address these.

The actions from the external reviews of complaints by Healthwatch 
Dorset and the clinical commissioning groups in Dorset and West 
Hampshire had been completed and the Trust was due to meet with 
both to confirm that they were satisfied. The reviews had led to a 
change in approach to formal complaints, responding in a way which 
was less legal and protectionist and which conveyed a greater 
understanding of the concerns being raised. As a result more 
complainants were satisfied with the response they received. 

One of the Non-Executive Directors highlighted the NHS Litigation 
Authority (NHSLA) findings of a correlation between complaints and 
claims around the theme of consent and the impact on Referral to 
Treatment Times (RTT). The change in the legal framework for 
obtaining patient consent since the Supreme Court decision in 
Montgomery v Lanarkshire Health Board was explained and a 
review was being led by the Quality and Risk Committee (QARC) to 
ensure that Trust processes on obtaining meaningful and informed 
consent from patients were in line with the guidance, particularly in 
relation to delegated consent. The impact on RTT would be tracked 
through the Finance and Regulatory Performance Committee. 

As discussed at previous meetings, the format of the complaints 
report would be reviewed by the Healthcare Assurance Committee 
(HAC) at its next meeting with a proposal to submit a quarterly 
report to the Board for assurance given the improvement and 
consistency in performance in this area. It was requested that 
complaints relating to the issue of consent be addressed in the next 
report. 

PS 
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15/17 PERFORMANCE 

(a) Performance Exception Report (Item 5a) 

The report highlighted that: 
• the Trust had achieved the trajectory for the four hour wait in

the Emergency Department (ED) in January and the 
associated Sustainability and Transformation Fund (STF) 
payment although achieving this trajectory was challenging 
and was being closely managed due to increasing pressures; 

• the Trust had been above the 85% target/trajectory for
Cancer 62 Day wait from Referral to Treatment in the third 
quarter but performance in December had been 82.1% due to 
the impact of patient choice over the Christmas and New 
Year periods;  

• performance on the six week wait for diagnostics remained
strong; 

• the 92% target/trajectory for 18 week Referral to Treatment
Incomplete Pathways had been met in January but this had 
been very close and remained the key performance risk. A 
recovery plan was in place with particular focus on the 
Outpatients aspect of the wait and both internal and external 
factors including late referrals and increasing capacity with 
additional Outpatient clinics. 

Non-Executive Directors queried whether the impact on Outpatients 
was a consequence of pressures elsewhere in the Trust. While it 
was acknowledged that Outpatient clinics had been cancelled as 
staff and resources were diverted to respond to demands elsewhere 
in the Trust and at Poole Hospital NHS Foundation Trust (Poole 
Hospital), there were some areas which had been identified with the 
potential to achieve real gains due to increased visibility of some 
issues. Overall the trend was towards a recovery in performance but 
the scale was challenging. 

The Board expressed its gratitude to staff for having achieved the 
trajectories in light of the challenges. It was noted that 80 elective 
patients had been cancelled since Christmas out of 10,000 
scheduled procedures and almost all of these had since been 
rebooked. It was noted that the Intensive Therapy Unit (ITU) had 
been under particular pressure this winter and had been responsible 
for a disproportionately higher number of cancellations as compared 
to previous years. 

The Board discussed the potential impact of changes to consultant 
job planning to support capacity modelling in response to entirely 
predictable increases in demand at certain times of the year. While 
staff had responded incredibly well and flexibly to the demands one 
had to consider at what cost personally to them and to consider how 
to use workforce differently throughout the year.  

(b) Quality Report (Item 5b) 

The pressures on the hospital were reflected in slight decrease in 
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overall performance on the Harm-Free Care scores particularly as a 
result of the mix of patients with a variety of complex needs staying 
on non-Medical wards. While there had also been an increase in 
hospital acquired pressure damage assurance was provided that 
there no serious incidents relating to pressure damage.  

The Trust was performing within the top quartile for the inpatient 
Friends and Family Test (FFT). Teams continued to implement 
initiatives to increase the number of responses to the FFT in 
Outpatients including looking at alternative methods to collect 
responses alongside colleagues at Poole Hospital. 

(c) Financial Performance Report (Item 5c) 

The Board noted the sustained financial performance and the 
achievement of the financial control to date. Although the payments 
from the STF to date had been secured attention was drawn to the 
risks to certain performance trajectories referred to earlier in the 
meeting. The Trust was looking to secure additional funding through 
an additional incentive scheme offered by NHS Improvement (NHSI) 
where any improvements in performance against the control total 
would be matched. This could potentially lead to an end of year 
surplus of £400,000, however the Trust would not be penalised if it 
was unable to achieve the improvement on the control total. 

The Board commended the performance of the Specialties Care 
Group against its Cost Improvement Plan and how the confidence to 
do this could be supported in the next financial year.  

(d) Workforce Report (Item 5d) 

The key points in the report were summarised: 
• the vacancy rate, which had not been available at the time

the report was published was 6.4% Trust-wide;
• essential core skills training compliance had been maintained

and performance compared favourably with other trusts;
• the sickness absence rate had slipped to 4.21% Trust-wide,

however the Trust was in ninth position nationally for the
proportion of staff who had the flu vaccination this winter and
was third in terms of the increase in uptake compared to the
previous year;

• the use of agency staff throughout the winter period equated
to 2% despite the pressures through effective use of
resources and the Trust's own bank staff;

• the joining rate for nursing and midwifery staff had been
higher than the corresponding turnover rate for well over a
year;

• the Communications team had been shortlisted for a
prestigious award by the Association for Healthcare
Communications and Marketing (AHCM) Awards following
the article in the Daily Mail about Britain's oldest known
patient to be cured of cancer; and

• the implementation of the requirements under the Immigration
Act 2016 and the associated code of practice for public sector
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workers that all employees and contractors are able to 
communicate in English as required by their role. 

The Board discussion focussed on tackling the challenge around 
sickness absence including reviewing long-term and short-term 
sickness absence and improving the consistency in the way 
sickness absence was managed across the Trust having introduced 
a range of different initiatives in response to a recent internal audit. 
This was being supported by the training on difficult conversations 
which included a specific case study about discussing a poor 
sickness record with a member of staff. The Workforce Strategy and 
Development Committee remained focused on tackling the issue 
and anticipating the challenges ahead in terms of the overall people 
agenda. 

It was suggested that sickness absence could be reviewed in 
greater detail as part of a Board 'Blue Skies' session.  

Blue 
Skies - 

KA 
16/17 STRATEGY AND RISK 

(a) Cultural Audit Update (Item 6a) 

The Organisational Development (OD) team and a number of the 
Change Champions presented an overview of four of the 
programmes currently underway within the design phase of the OD 
programme including: 

• customer care training;
• the development of the Trust's vision for 2018-21;
• reward and recognition of staff; and
• the Freedom to Speak Up (FTSU) Guardian.

The team thanked JS for her support and informed the Board that 
the Change Champion team had been shortlisted for the NHS 
Thames Valley and Wessex Leadership Academy Recognition 
Awards Team for Outstanding Team Achievement by a non-clinical 
team and the awards would be announced on 2 March 2017. The 
Board congratulated the team. 

The Board considered whether the customer care training should be 
mandatory for staff and considered it would be more effective to lead 
by example and undertake the training themselves as well as 
delivering the training at Grand Round and as part of the junior 
doctor training to get good participation from all staff groups. The 
Board were really pleased to see the exit interview for staff under 
the umbrella of FTSU. The Board also agreed that the Change 
Champions were the best conduit for communicating the work on 
reward and recognition to staff.  

All 

(b) Clinical Services Review (Item 6b) 

The paper was noted for information and an update was provided on 
developments since the paper was circulated: 

• the health overview and scrutiny committees at the local
councils had reviewed the proposals in the Clinical Services 
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Review (CSR) and were supportive of these; 
• there had been recent local media coverage of Poole

Hospital's ambition to be the main emergency site which does 
not present a united approach from the two acute trusts in 
east Dorset to the public and work was being done to bring 
together the clinical champions across both trusts to improve 
joint working; and 

• Dorset County Hospital NHS Foundation Trust (Dorset
County) had indicated that they would like to be involved in 
the joint programme board with the Trust and Poole Hospital 
to implement the CSR in the east of Dorset in order to 
improve engagement with changes in the west of Dorset. 

The Board endorsed the engagement with Dorset County as 
beneficial to supporting coherent planning across Dorset. 

(c) Progress Update on 2016/17 Corporate Objectives (Item 6c) 

The report detailing the progress in the third quarter against the 
Trust's corporate objectives for 2016/17 was noted for information. 
Further work was required in the areas rated amber and the actions 
to address the one area rated red, 18 week RTT, had been 
discussed earlier in the meeting.  

17/17 DATE OF NEXT MEETING 
31 March 2017 at 8.30am in the Macmillan Seminar Room, Christchurch Hospital 

18/17 ANY OTHER BUSINESS 

Organ Donation Committee 
DD sought to raise awareness of the importance of organ donation and, in 
particular, tissue donation, which meant that a single donor could donate to a 
number of people and allowed for more time for discussions with relatives. He 
suggested that this may be a useful area for a patient story. 

Schwartz Round 
Board members were invited to attend the Schwartz round following the 
meeting which featured winter pressures. 

Sterile Services 
The outcome of the triennial unannounced external inspection of the Sterile 
Services Department had been positive with one minor corrective action 
which had been resolved very quickly. The department had been 
commended for its calm environment. 

Jane Stichbury 
SP and TS both recognised the work of the Chairperson as this would be her 
last Board meeting. Her empathy for both staff and patients, professionalism, 
integrity, fairness and resilience were all acknowledged as well as the 
achievements and changes at the Trust during her time as Chairperson and 
her support for the Bournemouth Hospital Charity. 
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Key Points for Communication: 

1. Patient Story
2. Responding to the CSR
3. Junior Doctors Committee

19/17 QUESTIONS FROM GOVERNORS AND MEMBERS OF THE PUBLIC 

• The potential impact on the Trust of EU doctors and nursing staff
leaving the UK and the NHS was questioned. The Trust was
committed to supporting EU staff and remained aware of the risks.
There were more nurses than doctors from the EU at the Trust, with
9% of staff overall from the EU. This had been discussed by
Executive Directors who had supported a suggestion from a staff
member to set up a forum for EU staff but had also looked at what
additional support can be provided and learning from others. It was
important to reiterate to staff how much they were valued by the Trust
and the NHS.

• It had been encouraging to hear about the Trust's good performance
in ED given the coverage in media about the challenges facing NHS
hospitals. It would be interesting to understand how this had been
achieved. This had been due to a number of things including the work
around quality improvement as well as genuine cultural change in ED
demonstrated through a desire to take responsibility, provide
leadership and more effective teamwork.

• An update on the partnership with Quantum Group was requested
following the opening of the Fairmile Grange care home the
Christchurch Hospital site. An update on the development of the
Christchurch Hospital site would be published separately later in the
year but it was reiterated that the partnership with Quantum Group
had been agreed specifically to fund the redevelopment of
Christchurch Hospital. The Trust continued to actively work with social
services to secure interim beds local to the hospitals. The Fairmile
Grange care home had not yet entered into commercial care
brokerage arrangements with social services as this was a
commercial decision for its owners, although the Trust would support
and encourage this.

• The response to the consultation on the CSR was raised, in particular
which areas were best represented in terms of the number of
responses. NHS Dorset CCG had been clear that the CSR was not a
referendum but that it was important to hear from the public and take
account of the feedback provided. Given the amount of work in
preparing the CSR proposals for consultation there would need to be
something significant in the responses to change the preferred option
but no conclusions would be made on the basis of the feedback until
later in 2017.
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RBCH Board of Directors Part 1 Actions February 2017 & previous 

Date of 
Meeting 

Ref Action Action 
Response 

Response 
Due 

Brief Update 

24.02.17 13/17 MATTERS ARISING 
(a) To provide updates to the action log 

05/17(b) Quality Report – In addition to the reporting 
to the Board highlighted in the responses to the 
action, Board members would be provided with an 
opportunity to review progress against the QI projects 
at a future Blue Skies session.  

Blue Skies 
– TS/PS/

RR/DM

A paper providing an end of stage report for the 
2016/17 work programme and an introduction to 
the 2017/18 priorities is included in Part 1 of the 
Board meeting on 31 March. 

14/17 QUALITY 
(a) Patient Story 

The positive comments about individual staff 
members would be passed on to them. 

PS Completed. 

(c) Medical Director's Report 
Feedback elsewhere had indicated that not all junior 
doctors were aware of the committee so this needed 
to be publicised more widely. 

JD Ongoing. To be put in place for the next meeting 
of the junior doctors committee. 

The next survey would commence in April 2017 and 
the follow up visits in Anaesthetics and Surgery in 
early 2017 were expected to be positive. It was 
requested that an update on the progress against the 
actions be provided to the Board in April. 

Agenda To be included on agenda for April's Board 
meeting. 

(d) Complaints Report 
It was requested that complaints relating to the issue 
of consent be addressed in the next report. 

PS This will be discussed at the Healthcare 
Assurance Committee and verbal feedback 
provided to the Board by AOD. 

15/17 PERFORMANCE 
(d) Workforce Report 

It was suggested that sickness absence could be 
reviewed in greater detail as part of a Board 'Blue 
Skies' session.  

KA/ 
Blue Skies 

Added to list of topics for future Blue Skies 
sessions. 
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Key: Outstanding 
In Progress 
Complete 
Not yet required 

16/17 STRATEGY AND RISK 
(a) Cultural Audit Update 

The Board considered whether the customer care 
training should be mandatory for staff and considered 
it would be more effective to lead by example and 
undertake the training themselves 

All Dates for training circulated to Board members. 

28.01.17 04/17 QUALITY 
(d) Medical Directors Report - Mortality 

Provide an update on the progress from the interim 
medical examiners group at a future meeting. 

AOD/ 
Agenda 
item 

In progress Update to be provided at future meeting. Newly 
published national guidance and local 
adjustments to the coroners process are feeding 
in to this.  

(d) Workforce Report 
An update would be submitted to the Board on 
sickness absence following further review by the 
Workforce Strategy Committee 

KA In progress Additional information will be brought back to the 
April Board meeting, following discussion at the 
Workforce Strategy Committee meeting on 27 
February 2017. 

16.12.16 (d) Medical Director’s Report – Mortality and Sepsis 
Provide an update on the progress with systemic anti-
cancer outcome data performance.  

AOD June Data not yet available and no firm date has been 
set nationally for this. Update to be included in 
the Medical Director's Report once data 
becomes available. 

28.10.16 81/16 PERFORMANCE 
(d) Workforce Report 

Identify proposals to reduce the use of medical 
agency staff.  
16.12.16 update: Information would be triangulated in 
the new year. 

Workforce 
Committee/
AOD 

March Work is underway to triangulate the information. 
Differential spend on non core medical staffing 
has been shared and has highlighted significant 
differences. Three areas have been identified for 
targeted work. 
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Overview 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Improvement Programme 
 
The  Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust (RBCH)  Improvement Programme  was launched in May 2014. 
 
The programme objectives are designed to support the organisation’s vision to be ‘the most improved acute hospital in the UK by 2017’ 
 
We will do this by: 
 
• delivering transformational change and quality improvement projects, resulting in a safer and more caring hospital for patients 
• revolutionising our culture towards continuous quality improvement 
• creating an environment where all staff have a sense of shared ownership and responsibility and feel enabled to help make our hospital one of the 

best 
• capitalising on the energy and enthusiasm of staff by taking the best ideas for improving the quality and safety of patient care – and encouraging 

uptake throughout the hospital 
• achieving top decile  performance in a number of key performance and quality measures 
• engaging and empowering staff to deliver and sustain the required change in their workplace 
• harnessing individual and collective talent and creating clinical leaders at every level within the hospital 
• providing improvement and change expertise - to give skill and enable learning - for as many staff as possible through direct involvement in projects 

and sharing of best practice  
• achieving a consistent message that improving quality eliminates waste, reduces variation and improves efficiency. All are of equal importance.  

 
 
 
More specifically, the blueprint emphasises the  need to ensure the way money and quality are put together is essentially the same agenda. This  
will ensure we do not let debates run that crystallise as ‘keep control of money OR improve quality’ 
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Programme Office 

Delivering quality 
improvements for 

patients 

Supporting the 
required change 

in culture 

Productivity and  
efficiency  

Building Capacity 
and Capability 

Review of resources and governance arrangements to ensure it is  fit for 
purpose. Programme launch with effective and on-going stakeholder 
engagement. Governance and programme plan and monitoring 
progress against patient quality measures  through programme board . 
Continuously check we are ‘adding value’  through lessons learnt. 
Strong communication strategy through the development of intranet 
site 

Support skills and expertise within the organisation. Develop and 
strengthen academy for continuous quality improvement and rolling 
programme of learning and development for staff, including junior 
doctors. Spot high potential and encourage mentoring and coaching to 
‘grow our own’ leadership capability. 

Hospital Flow, Sepsis, Escalation of Deteriorating Patient, Surgical  
Productivity, Gastroenterology,  Safe Checklist 
 
 

Implement tracking and reporting arrangements to secure 
delivery of 2017/18 CIP. Delivery requirement: £10.4 million 
Ensure early work up of all 2017/18 initiatives to ensure 
implementation of savings start  on 01 April 20147or earlier . 
Introduce benchmarking and a step change in analytics / metrics 
to encourage further efficiency and productivity gains including 
Lord Carter programme. Support budget setting through 
development of capacity and demand/bed modelling tools. 
Develop and monitor implementation of improvement and CIP 
strategy to support delivery of financial plan 

Create a mind set for innovative change. Encouraging a climate 
of high expectations with staff looking for ways for service 
delivery to be even better. Ensure improvement projects set 
clear standards and hold others to account to reduce variations 
in the quality of care .  Identify the right metrics and measure 
progress . Ensure real time patient feedback for experiential 
design of new pathways. Co-produce with patients and carers . 
Develop external relationships  in primary / community  care to 
signal change . Identify opportunities to reward high standards 
and celebrate success. Active member of Wessex PSC and 
support Wessex Deanery QI Fellows. Support annual Quality 
Conference 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1. Delivering transformational 
change and quality improvement 
projects, resulting in a safer and 
more caring hospital for patients 
 
2. Revolutionising our culture 
towards continuous quality 
improvement 
 
3. Creating an environment where 
all staff have a sense of shared 
ownership and responsibility and 
feel enabled to help make our 
hospital one of the best 
 
4. Capitalising on the energy and 
enthusiasm of staff by taking the 
best ideas for improving the quality 
and safety of patient care – and 
encouraging uptake throughout the 
hospital 
 
5. Engaging and empowering staff 
to deliver and sustain the required 
change in their workplace 
 
6. Harnessing individual and 
collective talent and creating 
clinical leaders at every level within 
the hospital 
 
7. Providing improvement and 
change expertise - to give skill and 
enable learning - for as many staff 
as possible through direct 
involvement in projects and sharing 
of best practice  
 
8. Achieving a consistent message 
that improving quality eliminates 
waste, reduces variation and 
improves efficiency. All are of 
equal importance.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Addresses the gap between the ‘as is’ organisation and the 
‘to be’ organisation 

Better patient experience and feedback 
Patients feel confident about our services. 
Patients feel more involved and know what is 
happening to them. 
 
Better working environment for staff 
Staff are less stressed and not under 
constant pressure. They are working within 
more ordered processes and protocols, with 
care based around  internal professional 
standards and evidence based best practice. 
Staff feel central to everything we are going 
– empowered, with the right skills and 
competencies to do their job effectively. Staff 
are clear about their accountabilities and 
responsibilities and feel valued for the 
contributions they are making to the 
organisation.  
 
Performance and outcome metrics are 
moving in the right direction. We are 
inquisitive and interested in what we can do 
better and are achieving upper quartile 
performance and benchmark well across a 
range of outcome measures. We are viewed 
as an acute hospital capable of delivering 
significant improvements.  
 
Delivering a cost effective and value for 
money service. We are delivering the 
2017/18 and 2018/19 efficiency and 
productivity plan. We are investing our 
resources wisely and in the most effective 
way.  
 
Our health system is more integrated. We 
are seen as a catalyst for change and there 
is better partnership working  across Dorset 
and with our local partners – PHT, DUFT, 
primary, community and social care. We 
have successfully built relationships and are 
moving together in a collaborative way. We 
have altered perceptions that we are 
‘arrogant and resistant to change’  
 

                   Outcomes Outputs Vision 
To be the most improved 
acute hospital in the UK by 
2017  

RBCH Improvement Programme : Blueprint 

5 
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Overview 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Staged Plan 
 
In Dorset, the types of 
organisations in 2 years time 
will be significantly different to 
what they are today. In the 
meantime, we need to 
maintain focus on quality and 
safety for patients whilst 
delivering our productivity and 
efficiency agenda. 
 
2017/18 onwards 
 
Transition phase – last year of 
driving efficiency and cost out 
of the ‘old model’. Vanguard  
and CSR will change the way we 
run the efficiency and 
improvement agenda through 
the system. Together, these 
strategic vehicles will  
fundamentally change our 
models of care. 
We do however anticipate 
potential for further delay in 
realisation of transformational 
savings into 2018/19. 
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CIP Track Record 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 
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In the last 5 years, the Trust has 
delivered cost improvement 
plans equating to an average of 
3.72% of total operating 
expenditure.  
 
In 2014/15 CIP delivery fell 
short of the 3.5 – 3.8% 
efficiency requirement Monitor 
included within the tariff, 
however the Trust was able to 
generate efficiency savings to 
support a 13% rise in activity 
and emergency pressures.  
 
In 2016/17 we currently 
forecast  a £796k shortfall, 
however we will meet the 
control total required to access 
our STF funding. Continued 
efficiency savings via QI against 
a background of continued and 
sustained  growth in emergency 
admissions include : 
• closure of 55 beds (cost 

reduction 551k FYE) 
• reduction in  elderly care LoS 

(10.3 – 6.2) 
• 18% reduction in stranded 

patients (LoS > 14 days) 

  2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 
  £000's £000's £000's £000's £000's £000's £000's 
Requirement 8,882 7,879 8,484 10,379 7,408 9,042 9,481 
Delivery 11,108 8,893 8,503 8,798 7,140 9,103 8,685 
Non-recurrent 2,087 1,238 996 502 1,438 3,187 3,127 

% 4.99% 3.87% 3.57% 3.57% 2.85% 3.44% 3.29% 

Forecast as 
at Month 
11 
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2016/17 Delivery 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 
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The in year target for 16/17 is set at £9.4m of which we are forecast to achieve £8.7m. Of this £3.1m (36%) is non-
recurrent. 
 
This is 3.2% of our planned operating expenditure in year. 

Target Forecast Variance
Surgical Care Group (2,190.99)        2,106.34          (84.65)                  
Medical Care Group (2,609.89)        1,880.57          (729.32)                
Specialties Care Group (2,115.98)        2,088.76          (27.22)                  
Corporate (2,564.20)        2,609.49          45.29                    
Total (9,481.06)        8,685.16          (795.90)                
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Key Actions and 2016/17 Evaluation 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
 
The revised governance and controls for CIP have been in place for 18 months and were audited in 2015 with follow up in 2016 to review compliance.  
We have maintained a focused effort to ensure all staff within the organisation are fully engaged and understand the consequences of poor cost 
control and failure to deliver financial sustainability. Quality and patient safety remains a priority of the trust and equal to this now is financial recovery 
and sustainability. A summary of key changes to culture and processes are set out below together with priority actions to  further embed and sustain 
improvements during 2017/18. Full details of 2016/17 QI programme deliverables and end of stage reports are available here 

Risk                                           Description        Achieved                                                                 Further Action Required 

Silo Planning 
 
 
 
 
 
Inconsistent  Communication 
 
 
 
 
Lack of Accountability for 
actions not taken 
 
 
 
Poor time commitment 
 
 
 
 
 
Programme not owned or 
understood across the 
organisation 

CIP should not be considered separately 
to cost pressures, income, expenditure 
and activity 
 
 
 
Message to staff must legislate against 
‘regardless of the financial pressures 
created, focus on quality and safety’ 
 
 
Clarity of Executive accountability of CIP 
programme 
 
 
 
Time should be prioritised for escalation 
meetings to progress actions and 
unblock barriers for delivery 
 
 
 
 
Reporting of progress should be 
transparent throughout the organisation 
 
 
 
 
 
 
 
 
 
 

I&E and activity are planned for in totality with CIP 
part of budget setting process and timetable. Bed 
model, capacity planning and productivity tools 
developed for outpatients and theatres to drive 
future planning proactively. 
 
QI programme and approach providing a consistent 
message that improving quality eliminates waste, 
reduces variation and improves efficiency. All are 
of equal importance.  
 
Monthly TSGs introduced with clear terms of 
reference and  executive sponsor role explicit to 
take responsibility for each workstream. QIA 
process embedded.   
 
Directors aligned and understand the need for a 
sustainable organisation. TSG reporting to FIC and 
Improvement Board. Weekly protected time for 
escalation meetings via CIP Delivery Team and 
Executive Team.  
 
 
Transformation Workshops introduced for all staff 
to share progress and encourage ideas generation 
 
 
 
 
 
 
 
 

Embed within the trust and integrate with 
workforce modelling to co-ordinate resources – 
staff, beds, theatres, key diagnostics and 
outpatients as a proactive operational tool. 
 
 
Clinically led ‘All Save a Pound’ campaign to be 
launched in March 2017.  
 
 
 
Further calibration of governance , controls  and 
reporting to ensure full compliance. 
 
 
 
Lord Carter model hospital roll out to TSGs and 
monitor via Improvement Board.  
 
 
 
 
 
Further reporting at ward and departmental level 
through cascade team briefings . Ideas  scheme re-
boot 
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2016/17 Programme Evaluation 
The Royal Bournemouth and  

Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
 
Full details of 2016/17 QI programme deliverables and end of stage reports are available here 

Improvement Programme        February 2017  

Workstream Key Deliverables  
 

Hospital Flow 
 

 
 
 
 

• opening of  Frailty Unit with new pathways of care for 
frail, elderly patients 

• sustained improvement in early discharge in OPM from 
15% to 23% (national target 33%) 

• development of bed modelling to make evidence based 
decisions 

• developed a weekly suite of measurement for 
improvement metrics – actively used at ward level 
 

• bed numbers reduced by 55 
 

• OPM length of stay reduced from 10.3 to 5.9 days 
 

• 551k (FYE) cost reduction 
 

• enabled a £3.2m reduction in agency spend 
 

• stranded patients (LoS +14 days) reduced by 18% 
 

• enabled sustained success in ED 4 hour performance 
despite a 10% > in emergency admissions 

 

Sustainability Score: 73.8 (Frailty Unit) 
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2016/17 Programme Evaluation 
The Royal Bournemouth and  

Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
 
Full details of 2016/17 QI programme deliverables and end of stage reports are available here 
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Workstream Key Deliverables  
 

Surgical 
Productivity 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Theatres 
 
• 1,016 more procedures YTD 

 
• improved scheduling  and standard operating procedures resulting in 50% 

reduction in overruns and sustaining  
 

• standard theatre day implemented 

• theatre staff roles and responsibilities  being more defined through prompt 
cards 

• live  theatre feed introduced for  co-ordinator ‘status at a glance’  

• 267 more operations in Q1 16/17 than last year 

Surgery 

• 1st patient into theatre before 9am in 75% of CEPOD sessions  

• ambulatory care service seeing 7 to 10 patients per day for admission 
avoidance 

Orthopaedics 

• Increase to 6 joints daily through Derwent theatres. Delivery on trajectory to 
be 125 more joints than 2015/16 (> 12%) 

Sustainability Score: 61.5 (Theatres) and  
52.5 (Orthopaedics) 
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2016/17 Programme Evaluation 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
 
Full details of 2016/17 QI programme deliverables and end of stage reports are available here 
 

Improvement Programme        February 2017  

Workstream Key Deliverables  
 

Checklist 
 

 
 
 
 

• safety checklists for interventional procedures 
introduced, standardised and embedding   in 13 areas 
beyond theatres –  ahead nationally  

 
• successful ‘Never get to Never’ campaign  

 
• development of checklist intranet site – library of local 

standards, checklists and compliance data  
 

• no never events relating to checklists have occurred in 
the 12 months 
 

• IT system developed and user acceptance testing to 
begin January 2017. This system will provide an e-NA 
application to record checklists and the data to monitor 
compliance 
 

• devising an observational audit schedule to check 
compliance which has been used in theatres 
 
 

 

 
 

            

Sustainability Score: 73.2  
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2016/17 Programme Evaluation 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
 
Full details of 2016/17 QI programme deliverables and end of stage reports are available here 
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Workstream Key Deliverables  
 

Emergency 
Laparotomy 
 

 
 
 
 

 
• sustained reduction in the mortality rate 

(from 11.9 to 6.2) 
 

• introduction of an acute abdomen pathway 
 

• increased awareness across the trust 
especially within surgery regarding the care 
of this patient group 
 

• introduction of joint mortality review 
meetings with Surgery and Anaesthetics 
teams, run by senior nurse 
 

• introduction of new surgical and 
anaesthetics charts 
 

• active member of the Wessex collaborative 
for emergency  laparotomy  and one of four 
Trusts running a MFE sub project 

 
 
 

 
 

Sustainability Score: 58.5 
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2016/17 Programme Evaluation 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
 
Full details of 2016/17 QI programme deliverables and end of stage reports are available here 
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Workstream Key Deliverables  
 

Gastroenterology 
 

 
 
 
 

• improved processes in Endoscopy 
administration resulting in reduced  waiting lists 
and better use of existing admin / clinical 
resources.  

 
• established viability of a nurse led ‘straight to 

test’ model for fast track colorectal patients 
freeing up consultant clinic time. Nurse 
Practitioner now running the clinics 

 
• established competencies matrix to make 

better use of existing clinical resources 
 
• reduction in gastroenterology  outpatient waits  

(new routine) from 38 to 15 weeks (January – 
March 2017) and improved RTT position  

 
 
 
 
 
 
 
 
 

Sustainability Score: 73.8 (Endoscopy Admin) 
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2016/17 Programme Evaluation 
The Royal Bournemouth and  

Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
 
Full details of 2016/17 QI programme deliverables and end of stage reports are available here 
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Workstream Key Deliverables  
 

Sepsis 
 

 
 
 
 

 
• delivered an average  44% receiving antibiotics 

within 1 hour in all admitting areas (from 
baseline of 26%) 
 

• developed  an electronic identification tool of 
patients within in patient areas who have 
NEWS of 3 and qSOFA markers 
 

• developed sepsis comms and education 
package to support new sepsis (qSOFA) clinical 
markers introduction 
 

• Joined Wessex Sepsis Network following 
Wessex Patient Safety  Sepsis Collaborative 
Project. Organisation branding to be used on 
regional screening tool 
 

• posters displayed at International Forum on 
Quality and Safety in Healthcare and Wessex 
Community of Safety and Improvement 
Practice Conference 
 

• data collection continues and being sustained 
in ED 

Sustainability Score: 63.2 
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2016/17 Programme Evaluation 
The Royal Bournemouth and  

Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 

Improvement Programme        February 2017  

Workstream Key Deliverables  
 

Developing a 
continuous 
improvement 
culture 
 

 
 
 
 

• 180 staff trained on QI methodology – 
course popular and continues to received 
very positive feedback  
 

• local improvement projects now supported 
via central QI coaching and support  
 

• junior doctor QI programme commenced 
January 2017 
 

• 2 successful QI and safety conferences  
here (70 posters submitted for 2016/17 – 5 
accepted at International Quality 
Conference in Gothenburg 2016)  
 

• collaborating with HE Wessex School of 
Improvement (AHSM and The Patient 
Safety Collaborative) plus Wessex 
Fellowships for (Registrar and SAS doctors) 
 

• HSJ Award Finalists in consecutive years 
 

• Health Foundation: AMD Fellow 
Generation Q and Director of Improvement 
national founding cohort for Q Initiative 
plus Consultant Innovating for 
Improvement Award 

 

 
 
 

‘I found it all beneficial  and would like to continue learning about the 
process. I‘m sure I will use it in the future’ 

Practice Educator 
 

‘I feel I understand the  theory and how to use the toolkit’ Consultant 

‘Lots of understandable information and food for thought’ Ward sister 

‘Well structured course. Very impressed  of quality of in house training’ Associate 
Specialist 

‘I now have the knowledge to make improvements at ward level’ Ward Nurse 

‘I have a better understanding of the QI process’ Directorate 
Manager 

‘Learning how to use a PDSA Cycle properly’ IT  Manager 
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2016/17 Programme Evaluation 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

What are the improvements we have made? 
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Workstream Key Deliverables  
 

Cost Improvement 
Programme 
 

 
 
 
 

 
• QI supporting delivery of cost savings 

programme 
 

• forecast savings £8.6m 
• shortfall against target £795k 
• non-recurrent £3.1m leading to 

pressure into next year 
 

• development of TSGs as system of 
managing CIP and developing ideas for 
implementation 
 

• revised CIP tracking tool for greater 
ease of recording and more analysis 
 

• strengthened escalation via CIP weekly 
meetings 
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Key Actions and 2016/17 Evaluation 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Evolution of the programme: Lessons Learnt? 

Learning Point                                          Description     Next Steps / Action Required 

Teamwork 
 
 
 
 
Information and Data 
 
 
 
Support for Change 
 
 
 
Sustainability 
 
 
 
 
 
 
 
 
 
 
 
Patient Engagement  
 
 
 
Integration  
 

Multidisciplinary teams provide resilience and are essential to 
ensure success of projects, including input from support 
functions. 
 
 
Some projects struggled to get access to basic baseline data and 
information support. 
 
 
Change is difficult! Ongoing communication in teams is vital to 
ensure staff are appropriately supported. 
 
 
Some projects will require further embedding into ‘business as 
usual.’ 
 
Some evidence of sustainability gaps e.g. clinical leadership and 
support to ensure ownership.  
 
Staff can find it difficult to release time to get involved in QI 
projects. 
 
Training of staff in new processes / SOP is also key to ensure 
change is successful. This often lagged behind implementation. 
 
Further work to ensure more active use of patient stories, focus 
groups, and patient surveys to encourage patient voice in 
improvement ideas. 
 
To maximise impact and delivery of national strategy 
‘Developing People – Improving Care’. 
 
 
 
 
 
 
 
 
 
 

Focused area for 2017/18 workbooks. Appropriate escalation 
if membership / attendance is problematic. 3 hospital wide 
priorities will support this. 
 
 
Develop a coherent ‘measurement for improvement’ plan 
with our Information Team and ensure consistency. 
 
 
Team health checks to be included as part of QI projects. 
Additional learning modules (psychology of improvement) 
also planned to support change. 
 
Introduce and formalise use of NHS Sustainability Model for 
all QI programmes of work.  
 
Review clinical engagement approach for QI, specifically PA 
time allocation as part of job planning process.  
 
Review opportunities to use existing meetings and continue 
to challenge current meeting schedules. 
 
Bespoke and mandatory training packages should be 
developed as part of the scope of improvement work . 
 
Develop a standard approach for patient co-production in QI 
projects with patient engagement team. 
 
 
Continued work to embed leadership for improvement. 
Closer working with clinical audit to maximise impact of roles 
/ responsibilities  
 
 

Improvement Programme        February 2017  
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Key Actions and 2016/17 Evaluation 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Evolution of the programme: Lessons Learnt? 

Learning Point                                          Description     Next Steps / Action Required 

Communication 
 
 
 
Benchmarking 
 
 
 
Ethics 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Developing our internal and external profile to support and 
encourage generation of ideas and external profile. 
 
 
Inconsistent use of national date to inform spread of best 
practice. 
 
 
Risk that a poorly designed QI project  is unlikely to achieve 
valid and reliable assessment and not produce improvements 
in quality or safety of patient care. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Simple messaging a focused area for 2017/18. More effective 
use of social media          RBCHQI and re-launch of intranet 
site. 
 
Develop a framework to strengthen governance review and 
hold to account e.g. model hospital. 
 
 
Review HQIP guide to managing ethical issues in QI and 
introduce a corporate register of QI projects. Introduce more 
robust screening of QI proposals and emphasise the need to 
identify and address ethics issues to all QI leads. 
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Overview 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

       
The Trust has determined that there are three key quality improvement (QI) priorities it wishes to pursue throughout 2017/18. The resulting work-
streams will cover a range of projects facilitated directly and indirectly by the Improvement Programme Team (IPT).  
 
• Hospital flow 
• Escalation of the deteriorating patient 
• Sepsis 
 
Following wide ranging organisational support,  the IPT will continue to develop a series of ‘action learning weeks’ across the organisation to support 
these  3 main cross hospital priorities.  
 
All projects follow the agreed Trust Improvement methodology (see Appendix 1) by setting clear aims and objectives for the project and using 
measurement for improvement tools to identify the impact of changes made.  
 
All projects will require clear clinical and operational leadership  to ensure that improvements are sustainable. The NHS Sustainability Model together 
with clear benefits realisation will be key tools during 2017/18.   
 
As new and / or local projects are identified they will be scoped to determine their scale and resource requirements before being added into the work 
programme. The Improvement Programme team (IPT) will provide QI coaching to ensure support remains agile and adds value  to our clinical micro-
systems.  
 
Staff are encouraged to contact the team to explore how best to implement their improvement ideas.  
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Hospital Flow 
To improve hospital flow as indicated by key performance indicators by March 2018 

 
Implementation of ECIP guidance including EDD, Red and Green Days, ‘flow bundles’ and internal professional standards  across all 
wards to improve patient flow, reduce handovers, stranded patients and patient bed moves. Further improvements in ‘ambulatory 
care unless proven otherwise’ to improve management of patients who present with common symptoms where care could be 
provided on an ambulatory basis without admission to hospital. Further development of robust capacity and demand planning 
tools  to ensure evidence based decision making.  
 
We will ensure: 
• 95% of patients are admitted, transferred or discharged from ED within 3 hours 
• all inpatients have senior review before midday 
• 90% of new patients are given an estimated date of discharge within 24 hours of admission 
• 33% of patients discharged from our inpatient wards are discharged before midday 
• 100% of inpatients with a length of stay in excess of 7 days will be systematically reviewed with clear management plans in 

place 
• outliers and cancelled operations as a result of a lack of bed available are reduced  
 
This project is the continuation of the successful programme of work within Urgent Care over recent years, encompassing 5 Daily 
Actions and the ‘perfect week’ as well as work on discharges, stranded patients and AEC. 
 
See Appendix 7 for detailed work-stream governance structure.  
 
Exec Sponsor: Paula Shobbrook (Director of Nursing and Midwifery) 
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8 Ambulatory 
Emergency Care Provide a high quality alternative 

to admission  AEC conversion rate 

Reduce pressure on beds  

Specialty 
pathways 

Right patient, right place, right 
time  Reduced occupied bed days 

Provide equity of care and reduce 
variation 

Discharge 
planning 

Adopt best practice for EDD & 
CCD 

LoS (MRFD – ADD) 
 

Adopt best practice board rounds 

Strategic Enablers 

Consistent policy and process 

IT systems designed to support 
flow % of stranded patients 

Staff training Number of staff undertaking 
training 

Outcome Output  Measure Initiative / Action  



Escalation of the Deteriorating Patient 
 

To ensure that every patient with an early warning score  (NEWS) of 9 or above, is escalated for review and seen by  an 
appropriate clinician within 30 mins of their initial trigger by end of July 2017  

 
In line with our quality strategy and  the Wessex Patient Safety Collaborative. To ensure any deterioration in a patient’s condition is 
detected and acted on quickly and all patients have the right observations taken at the right time by the right professionals. 
Development of staff skills training to interpret and act upon findings, including development of observation technology.   
 
We will ensure: 
• reliable assessment, identification and early recognition of clinical deterioration; 
• reliable therapeutics response and escalation using structured protocols; 
• a reliable activation system and tools (including electronic) are in place when calling for a response 
 
Currently identified projects: 
• participation in Wessex Patient Safety Collaborative physically deteriorating project 
• development of electronic data collection tool to identify all ward patients within the trust who have had a first NEWS call of 9 

and to allow prompt review of the case notes and feedback to clinical staff on response to NEWS score 
• design and piloting of 2 part sticker to be used in notes to support management of physically deteriorating patient 

 
Exec Sponsor: Alyson O’Donnell (Medical Director) 
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Reliable assessment, 
identification, and early 
recognition of clinical 

deterioration 

Use a standardised tool to record 
physiological observations (vital 

signs) and calculate early warning 
scores(NEWS) 

Number of late physiological 
observations recorded on Vitalpac 

Complete observations reliably at 
agreed frequency or when patient 

condition changes 
Timeliness of  recorded 

observations on Vitalpac system 

Use a structured communication 
tool when calling for a response 

(SBAR) 

Work with patients/families/carers to 
ensure they feel able to raise  
concerns around observed 

deterioration 

Use NEWS to track patients 
condition and to trigger a response 

when measures indicate 
deterioration 

Prospective daily notes review of 
patients who record a first NEWS 

trigger of 9 or more in the preceding 
24 hours 

Consistently use the agreed 
activation algorithm when a patient 

deteriorates and triggers a 
response  

Prospective daily notes review of 
patients  who  record a first NEWS 
trigger of 9 or more in the preceding 

24 hours 

Outcome Measure Initiative / Action  Output  



Sepsis 
 

To  treat everyone with qSOFA positive sepsis within one hour and all other sepsis patients within 3 hours of admission/ 
diagnosis of sepsis  by June  2017 

 
In line with our quality strategy, a focus on robust implementation of evidence based standards to improve safety, patient 
experience  and reduce mortality. Target 100% compliance across all wards and admitting areas.  
We will ensure: 
 
• appropriate observation through  

a) early identification in all admitting areas 
b) pre-hospital ambulance alerts, and 
c) measurement of lactate 

 
• appropriate escalation and intervention through  

a) the monitoring of intravenous antibiotic delivery times, and 
b) documentation of treatment decisions in patient notes 

 
 
 

Exec Sponsor: Stuart Hunter (Director of Finance) 
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Identification 

Observations  
Review understanding of qSOFA 
and importance of early sepsis 

identification with all admitting areas  
Time from admission to 

observations 

Pre hospital alert for 
potential sepsis patient  Review current process 

Retrospective audit  to review no. 
of confirmed sepsis patients who 
had been identified by ambulance 
service to be septic before arrival 

Measurement of lactate Point of care lactate machines Trial 
in OPM frailty unit  

Number of tests undertaken with 
raised lactate readings 

Escalation 

Ensuring patients receive 
appropriate intervention  

 

Documenting in patient notes 
reasoning behind treatment 

decisions 

No of allow a natural death forms 
completed in sepsis patients 

Length of stay 
No of unplanned ITU episodes 

Re-admission data 

Appropriate timescale for 
intravenous antibiotic 

delivery times  
 

Electronic/paper  note review to find 
out times  

Time from admission to 
administration of intravenous 

antibiotics  
Time between prescribing  to 
administration of Intravenous 

antibiotics 

Culture 

Staff engagement and 
ownership of management 

of sepsis 
Ensure learning not blame culture 
with individual cases 

Patient experience  Undertake survey re sepsis patients 
experiences 

Education 

Patient / carer education Develop patient / carer information 
leaflet 

Staff training 
Use of training package / ward visits 
to supplement  clinical knowledge to 
support early recognition of sepsis 

Number of staff undertaking 
training 

Feedback at individual 
staff and ward level 

Need real cases and feedback 
within1 week  

Number of feedback #hashtag thank 
you and certificates presented 

Outcome Output  Measure Initiative / Action  
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2017/18 High Level Programme 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

 
The IPT has been supporting the development of a 2017/18 CIP programme, with an identified value of £7.7m (risk adjusted to £3.9m) against the 
£10.4m required. To ensure there is a clear line of sight from the Board down through the organisation for accountability, each of the care groups 
and corporate directorates must hold the responsibility for their contribution to financial recovery and be held accountable for achieving the plan.  

Improvement Programme        February 2017  

Pre-
RAG 

Post-
RAG 

High 0%
Medium 50%
Low 100%
Completed 100%

30 

Sum of Plan Column Labels
Row Labels High Medium Low Completed Grand Total
Anaesthetics 120.00                        150.00      20.00              290.00            
Maternity 63.00       63.00               
Orthopaedics 580.28      48.00       119.41           747.69            
Surgery 861.00                        97.70        50.00              1,008.70         
Cardiology 167.50                        313.20      96.05       157.27           734.02            
ED -                               113.00      62.00       175.00            
Medicine 286.80                        294.79      88.14       -                  669.73            
Older People's Medicine 40.00                          145.83      54.53       70.88              311.24            
Cancer Care 50.00                          1.53           30.00       3.54                85.07               
Ophthalmology 98.34                          33.00        3.20          28.94              163.48            
Pathology 28.00                          93.74        40.53       55.08              217.35            
Radiology 130.00                        45.00        66.46              241.46            
Specialist Services 600.27                        35.00        80.00       76.42              791.69            
Estates 72.38                          14.46        4.50          73.44              164.78            
Facilities 19.51                          144.70      5.87                170.08            
Finance 47.00        56.00       103.00            
Human Resources 15.00        43.50       26.37              84.87               
Informatics 60.00                          85.00        86.53       231.53            
Nursing, Governance and Risk 2.28                2.28                 
Operations 12.00                          75.00        53.00       140.00            
Outpatients 41.00                          20.00        61.00               
Trust Board 89.00       89.00               
Christchurch Flat Sales 1,150.00 1,150.00         
Grand Total 2,586.80                    2,304.23  2,047.98 755.96           7,694.97         

Sum of Plan
Row Labels High Medium Low Completed Grand Total
Anaesthetics -           75.00       -            20.00             95.00               
Maternity -           -            63.00        -                  63.00               
Orthopaedics -           290.14     48.00        119.41           457.55             
Surgery -           48.85       -            50.00             98.85               
Cardiology -           156.60     96.05        157.27           409.92             
ED -           56.50       62.00        -                  118.50             
Medicine -           147.40     88.14        -                  235.54             
Older People's Medicine -           72.92       54.53        70.88             198.33             
Cancer Care -           0.77          30.00        3.54                34.31               
Ophthalmology -           16.50       3.20          28.94             48.64               
Pathology -           46.87       40.53        55.08             142.48             
Radiology -           22.50       -            66.46             88.96               
Specialist Services -           17.50       80.00        76.42             173.92             
Estates -           7.23          4.50          73.44             85.17               
Facilities -           72.35       -            5.87                78.22               
Finance -           23.50       56.00        -                  79.50               
Human Resources -           7.50          43.50        26.37             77.37               
Informatics -           42.50       86.53        -                  129.03             
Nursing, Governance and Risk -           -            -            2.28                2.28                 
Operations -           37.50       53.00        -                  90.50               
Outpatients -           10.00       -            -                  10.00               
Trust Board -           -            89.00        -                  89.00               
Christchurch Flat Sales -           -            1,150.00  -                  1,150.00         
Grand Total -           1,152.11 2,047.98  755.96           3,956.06         



Savings Category Description of work programmes 

Carter Workforce: Nursing Continued compliance with agency cap; innovative ways of working with Band 4 and assistant 
practitioner roles; implementation of best practice roster clinics 

Carter Workforce: Medical Team job planning review to identify total available time and how effectively utilised; focus on 
developing alternative recruitment strategies for hard to fill posts; review of WLI and identifying 
alternative ways of providing activity; implementing trust wide rates. Improvements in medical 
workforce planning and use of locum staff via direct engagement. Optimising use of e-rostering and 
triage system for reducing sickness and absence 

Carter Workforce: AHP Working with benchmarking team to identify opportunities for change 

Carter Workforce: Other TBC 

Carter: Procurement Driving increased value from spend through reductions in price, improved product and service 
output  and delivery, supporting appropriate reductions in demand and assisting with process 
improvements. Use of PPI and other national and regional programmes to identify opportunities to 
improve. Focus on cardiology stent usage and reduction in unwanted variation  

Carter: Hospital Medicines 
and Pharmacy 

Medicines optimisation on wards. Identification of variation and addressing thresholds for 
prescribing to reduce costs. Introduction of generics to reduce branded drugs use.  Implementation 
of HPTP and review of nationally published ‘top ten’ spend items as released. 

Cater: Pathology and Imaging Development of Vanguard opportunities and joint working with Dorset rota 

Carter: Estates and Facilities Review of benchmarking; space utilisation review to optimise use of Trust premises and estates 
function 

Carter: Corporate and Admin Early opportunities identified within Vanguard and CSR; internal VRP review of all non-clinical posts; 
benchmarking; apprenticeships 

Informatics Substantial projects relating to order comms, EPMA and the continued roll out and development of 
EDM. Early impact of Vanguard projects 

Income Development of private patient unit, business case with Regent’s Park to re-develop Cardiology 
income  to secure PPI income as a >% of trust turnover 
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Savings Category Description of work programmes 

Carter: Patient Pathway Patient flow work on discharge, length of stay (see QI priorities), outpatient reviews focusing on 
DNAs 

Urgent and Emergency Care QI ED hub TBC 

New Care Models TBC 

Right Care Developing detailed programmes of work relating to demand management, collaborative 
contract with CCG to ensure demand management acts as apriority 

Specialised Commissioning TBC 
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CIP Risk Assessment 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

CIP Risk Assessment 
 
The CIP programme consists of  293 identified schemes ranging from relatively smaller projects to larger pieces of work around bed capacity. 
The chart below categorises  the number of schemes in different value ranges demonstrating that the bulk of schemes are smaller scale and 
therefore are easier to replace if they are not successful. 

Improvement Programme        February 2017  



Cost reduction means providing a service at the same or better quality for a lower unit cost, through new ways of working that 
eliminate excess costs. The costs that are reduced could be on-going or future pay or non-pay expenditure. A simple example is 
the use of a different orthopaedic prosthesis offering the same or improved clinical quality for a lower unit cost. Cost reduction 
savings are typically savings that are cash-releasing. Cash can be released on a recurrent, on-going basis (if, for instance, staff costs 
are reduced) or a one-off, non-recurrent basis. They differ from non-cash releasing savings, which result in more activity or 
services for the same cost or for an additional contribution. 
 
Cost avoidance is a type of cost reduction but refers specifically to eliminating or preventing future costs arising. Cost avoidance 
measures may involve some expenditure but at a lower level than the expected future costs to be avoided. They may typically not 
formally be part of the CIP programme but instead avoid future cost pressures. Examples are the avoidance of using locum 
doctors by making substantive appointments, reducing (non-budgeted) premium pay spend, or increased use in the future of 
nursing bank staff to avoid higher cost agency premium pay.  
 
Income generation This applies to non-NHS contract funding schemes that provide a contribution to an NHS body that can be 
used for improving health services. Examples include charging for certain patient services or facilities such as a private room and 
television or telephone. NHS bodies can also enter into commercial ventures with private companies to generate income from 
specific services. The Department of Health provides further details. Income generation schemes are typically cash generating 
schemes as opposed to cash releasing cost reduction schemes. 
 
Service productivity improvements These schemes aim to improve patient care by changing the way services are delivered so 
that productivity is increased and financial benefits can be delivered. Service productivity improvements often involve joint 
working between clinical, operational and finance staff, sometimes across different organisations, to develop new ways of 
working. Improving service quality and safety are the main priority with the intention of identifying on-going, recurrent efficiency 
savings and productivity gains through delivering services in the best way. These schemes can make cost savings or can generate 
an additional contribution. 

Delivering ‘real CIP’ - NHSI definition  

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 
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Key Milestones 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 
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Sept Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Initial submission of 17/18 schemes to Board 30th
Phase 1 Budget Meetings - Care Groups w/c 12th
Final Annual Plan submission 23rd
Corporate Budget setting meetings w/c 9th
Phase 2 Budget Meetings - Care Groups w/c 30th
Budget Approvals w/c 6th
Draft Annual Plan submission
Finance Committee Budget Approval 22nd
Updated CIP reporting 29th
Revised TSG reporting 18th

Improvement Board 20th 18th 15th 17th 21st 21st 18th 16th 20th 18th 15th 19th 17th 21st 19th 16th 20th 20th
Finance Committee 27th 25th 22nd 14th 24th 22nd 29th 26th 24th 28th 26th 30th 27th 25th 22nd 13th 31st 28th 21st

2017/18
Outputs

2016/17

As part of our planning cycle for 
2017/18 we have used our budget 
setting cycle to support the 
process.  As issues arise we will 
report by exception with the plan 
to start developing our 2018/19 
plan in Q2 

New 17/18 work 
programme officially 
starts 
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Transformation Steering Groups 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

The overall governance structure including escalation arrangements is outline d in Part F: Programme Management.    It is important to emphasise the 
TSGs remain a fundamental and crucial element of our governance for delivery of the 2017/18 CIP programme.  Where suitable individual Directorates 
can use an alternative meeting structure as long as they confirm how the elements of the ToR are adequately covered 
  
The Terms of Reference for each TSG is to: 
  
• compile and be accountable for the delivery of a range of schemes and ensure that these are translated into genuine delivery; 
• consider the full spectrum of opportunity from basic local ideas to radical change for the steering groups to evaluate and convert; 
• support achievement of the required cost avoidance for 2017/18 and beyond; 
• ensure all schemes are fully risk assessed according to the QIA criteria and appropriate actions taken to minimise any identified risks; 
• encourage the proactive involvement of all staff identified to fully explore associated service transformation opportunities and be responsible for 

achieving the required goal; 
• maintain a clear financial overview of individual schemes and make necessary adjustments to ensure delivery of the same; 
• provide a forum for discussion on local and national guidance and recommendations to support service redesign, delivery and quality assurance; 
• engage the support of others external to this work in the scoping and development of future project plans; 
• maintain an iterative approach to continuous ideas development; 
• collectively review all savings, income and cost avoidance opportunities and determine which individual or group has responsibility to develop 

and deliver the schemes as they are generated;  
• ensure that sub groups or individuals produce a rolling action plan and the sub-group or individual delivers the products and provides regular 

progress reports to the TSG, and in turn to the Improvement Board. 
  
The CIP Delivery Group meets weekly to: 
  
• ensure continued grip over the delivery of the current year CIP programme (including metrics and milestones); 
• unblock issues and develop mitigations where TSG leads have flagged concerns; 
• oversee forward planning of future annual CIP programmes in line with our budget setting process;  
• confirm benchmarking and / or best practice material to support implementation and ideas generation. 
  
Membership includes all TSG SROs (Executive Leads) and their delegated authority plus Improvement Programme Team (IPT) members and the Deputy 
Director of Finance. Any immediate action required based on the outputs of the meeting is escalated to the Executive Team within 24 hours. 
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NHS Foundation Trust 
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CIPs are reviewed and monitored via 4 main review processes: 
• weekly review at CIP Delivery Group 
• monthly review at Transformation Steering Groups (TSG) meetings 
• monthly review at Improvement Board  
• monthly review at Finance and Investment Group (FIC) – sub 

committee of the Board of Directors 
 

A fast track escalation process is in place for issues that cannot adequately 
be resolved by the CIP Delivery Group. These are escalated immediately 
to the weekly executive team for review and decision. 
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Quality Impact Assessment 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

To ensure that we do not deliver cost savings at the expense of quality for our patients we have implemented a quality impact assessment process. All 
CIP schemes with a full year impact of £20k or higher require assessing to confirm whether they require a QIA completing. 
 
If the scheme answers yes to either of the following questions then a QIA and PID are required to be completed and submitted to the QIA Group 
chaired by Paula Shobbrook. The group meets monthly, however additional or virtual meetings can be convened if urgently required. 
 
• does the scheme have an impact upon the quality of patient care? 

• patient Safety 
• clinical outcome / effectiveness 
• patient experience 

 
• does the scheme have an impact upon the Trust’s workforce? 

 
The Trust recognises that in the current highly challenging financial situation that difficult decisions may require making. For complex or sensitive 
decisions the Board may be consulted to determine the course of action to take. 
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Improvement Academy 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

The RBCH Improvement Academy: 
 
• supports staff to improve by providing short course programmes in QI 

tools and techniques and encouraging ‘improvement rebels’ 
 
• to date, has  trained over 160 staff in improvement methodology 

 
• is collaborating with HE Wessex School of Improvement (AHSM) and The 

Patient Safety Collaborative 
 

• QI clinical lead is a Health Foundation  Fellow Generation Q and Director 
of Improvement member of national founding cohort for Q Initiative 
 

•  supports the preparation and delivery of our annual patient safety and 
quality improvement conference 
 

Key priorities for 2017/18: 
 
• develop QI Alumni - a social network for RBCH improvers 
 
• launch Junior Doctor QI programme 
 
• develop prototype for internal QI fellowships 
 
• support Wessex fellowship programme for QI SAS doctors  
 
• launch new modules: psychology of improvement, measurement (using 

SPC ) and project management 
 

• further support and embed a culture for quality improvement in line with 
NHSI Developing People – Improving Care  Framework 
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How our governance arrangements work 
Process for managing risks 
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Improvement Programme Board 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

The Improvement Programme Team  (IPT) is responsible 
for supporting and facilitating the implementation of the 
Improvement Blueprint. The IPT provides assurance on the 
delivery of progress against the  programme objectives 
and plays a key role in providing project management and 
improvement expertise to operational and organisational 
projects. 
 
This assurance is provided to the Improvement Board (a 
sub-committee to the Trust Board) via a monthly meeting. 
  
A highlight report and  set of ‘one-pagers’ summarise  
progress against key deliverables  for: 
•  QI projects 
• productivity / efficiency workstreams 
• delivery against the cost improvement programme  
• delivery on recommendations and actions from within 

Lord Carter action plan 
 

Further details of the programme governance structure, 
including CIP reporting arrangements and extracts  from 
the CIP tracker are included in Appendix 3 - 7 
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Managing material risks 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Improvement Programme        February 2017  

The Board of Directors manage material risks through the use of the Board Assurance framework (BAF). This focuses attention on high risks 
where there are gaps in control and / or gaps in assurance, risks which are currently running at a level which is higher than the BoD’s risk 
appetite and to prompt action in those areas. 
 
BAF and associated risks in corporate risk register (CRR) triangulated with IPT programme and risk log to ensure comprehensive record of 
controls and assurances reported on a monthly basis. 
 
Material risks relevant to this document are detailed in Appendix 2.  
 
These are aligned to our five strategic objectives and the Board Assurance Framework: 
 
Quality of care that is safe, compassionate and effective 
Quality Improvement  
Support and Develop Staff 
Strategy and Performance 
Value for money 
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The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust Appendix 1: RBCH Model for Improvement 
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Appendix 2: Risks  

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Organisational objective BAF Reference 2: Quality Improvement 
4: Strategy and Performance 

Likelihood Impact 

Source Sub-objective:  
Improve the management of sepsis 
Embed use of Vital PAC and escalation plans 
Reduce avoidable mortality 
Implement best practice for discharge and transfer 
Improve flow of patients by reducing outliers and multiple moves 
Work with partners to extend range of services to support discharge 
rates 

Principle Risk 
Description of Risk 

Current  
Risk 

Key Controls 
What is already in place to manage the risk 

Assurances on Controls 
What evidence can be used to 
demonstrate to the Board that 
controls are working? 

Control Gaps 
What should be in 
place to manage  
the risk but is not? 

Assurance Gaps 
What should be in 
place put isn’t , to 
demonstrate that 
controls are 
working?? 

Target 
Risk 

 
Risk of delayed discharges 
impacting on patient care, 
flow and quality. Financial 
loss and cancellation of 
elective cases (ID368) 
 
 
 
 
 
 
 
Risk to provision of 
community capacity to 
facilitate timely discharge of 
patients from hospital 
(ID116) 

 
 
 

 
Reporting and escalation process  for 
‘stranded patients’ now in operation.  
 
QI Action Learning Weeks  focussing on 
ECIP best practice guidelines 
 
Electronic tools in development o support 
workflow on wards e.g. eSAP / eNA to 
eCAMIS and CWL for EDD, MRFD and ADD. 
  
 
 
 
Escalation via CEO and COO at health 
system level 

 
Daily monitoring of urgent care key 
measures.  
 
Refreshed governance for monthly 
flow steering board.  
 
QI workstream leads and ‘buddy 
system’ to ensure rapid improvement 
cycles at microsystem level  (wards).  
 
 
 
 
EDD and best practice bard round  
PDSA cycles will ensure internal waits 
are flagged and acted upon. Adoption 
of Red and Green days .  

Improvement Programme        February 2017  
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Appendix 2: Risks 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Organisational objective BAF Reference 5: Value for money Likelihood Impact 

Source Sub-objective: Achieve financial plan and deficit control 

Principle Risk 
Description of Risk 

Current  
Risk 

Key Controls 
What is already in place to manage the risk 

Assurances on Controls 
What evidence can be used to 
demonstrate to the Board that 
controls are working? 

Control Gaps 
What should be in 
place to manage  
the risk but is not? 

Assurance Gaps 
What should be in 
place put isn’t , to 
demonstrate that 
controls are 
working?? 

Target 
Risk 

Trust at risk of cash shortfall if 
it fails to deliver conditions 
related to the Sustainability & 
Transformation Fund (STF) 
(ID169) 
 
 
 
 
 
 
 
 
 

The Improvement Team are currently 
working up CIP for 2017/18 to be 
monitored via the Finance Committee, 
Board of Directors and Improvement 
Board. A minimum of £10.4m savings are 
to be identified. As at 21.02.17 the Trust 
has identified £7.64m (non-risk adjusted). 
 
 

The Trust has approved the Annual 
Plan for 2016/17 including receipt of 
£7.6m relating to the STF. The 
Conditions for securing this funding 
are considerable. The Trust will need 
to manage the performance 
trajectories as well as delivering within 
its control total and meet the 
recommendations from the Carter 
Review. 
 
The Director of Improvement is 
holding regular CIP meetings 
with the Care Groups and Chief 
Executive/ Chief Operating Officer 
to reduce the current gap, with 
monthly monitoring through the 
Improvement Board. Created as at 
28/01/2017 
 

Improvement Programme        February 2017  
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Appendix 3: CIP Reporting Arrangements 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 

Improvement Programme        February 2017  

No Who 

1 Operational Staff 

2 Directorate Manager (or delegated lead) + Finance 
Business Partner 

3 Directorate Manager (or delegated lead) 

4 Directorate Manager and Finance Business Partner 

5 Operational Staff 

6 Finance Business Partner (Monthly Update) 

7 PMO (Monthly update) 

Finance 
Committee 

TSG Tracker 

QIA 
Group 

Documentation 

3 

4 

7 

CIP Idea 1 TSG 2 

4 

5 

6 

Rejected 

Improvement 
Board 

CIP Delivery 
Group 
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The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 
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Period 1
Directorate Cancer Care

1 2 3 4 5

Project Name

Workforce reprofiling 10, 11 and 
Mac unit including community 
service

Reduction in send aways for 
esoteric genetic and molecular tests

Galactomanan EIA and 
calcofluor white 
microscopy

Recharge CCG for Ion 
Chelation ptns

Advice and guidance 
contract change to 
recognise 100% growth

Project Reference 1617 1617 1617 1617 1617

Scheme Description
Scheme Category (New/FYE) 16/17 CIP 16/17 CIP 16/17 CIP 16/17 CIP 16/17 CIP
Programme Reporting and Accountability
Programme Carter Workforce: Nursing Other Savings Other Savings CCG Income CCG Income
Transformation Steering Group Pathology Cancer Care Pathology Cancer Care Pathology Cancer Care Pathology Cancer Care Pathology Cancer Care
Directorate Cancer Care Cancer Care Cancer Care Cancer Care Cancer Care
Project Status
Project Lead Marie Miller Marie Miller Marie Miller Marie Miller Paul Massey
Project Approved for implmentation Y Y Y Y Y
Approval details 
(Name/Process/Committee) Paul Massey - Budget Management Paul Massey - Budget Management

Paul Massey - Budget 
Management

Project Start Date April April April Aril April
Project Completion Date
Project Status Started - on time Started - on time Delayed Discontinued Delayed
Project Risk (Delivery) Completed Completed High Discontinued High
Overall financial status
 Plan 2.52                                                               1.02                                                               10.00                                  1.74                                     9.00                                     
 Current Forecast -                                                                 -                                                                 -                                       -                                       -                                       
 Variance 2.52-                                                               1.02-                                                               10.00-                                  1.74-                                     9.00-                                     
 Financial Status -                                                                 -                                                                 -                                       -                                       -                                       
 Recurrent Y Y Y Y Y
 Year to date Financials  
 YTD Plan 0.42                                                               0.17                                                               2.00                                     0.29                                     0.75                                     
 YTD Actual -                                                                 -                                                                 -                                       -                                       -                                       
 YTD Variance 0.42-                                                               0.17-                                                               2.00-                                     0.29-                                     0.75-                                     
 QIA 



Appendix 5: QIA Form 

The Royal Bournemouth and  
Christchurch Hospitals  
NHS Foundation Trust 
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Project/Scheme Name Unique 
Scheme 
Reference

Project lead Date 
Completed

Project/Scheme 
Description

Transformatio
n Steering 
Group

Clinician 
completing 
assessment

Workstream 
Lead     

Date updated

Consequence       Likelihood Score Consequence       Likelihood Score Indicator or 
Monitor KPI

Where 
monitored 

(forum)

Consequence       Likelihood Score Consequence       Likelihood Score Indicator or 
Monitor KPI

Where 
monitored 

(forum)

Consequence       Likelihood Score Consequence       Likelihood Score Indicator or 
Monitor KPI

Where 
monitored 

(forum)

Clinical 
Outcome/Effectivenes

s

Risk to Patient Safety if scheme 
implemented

Risk to Clinical Outcome/Effectiveness if 
scheme implemented

How will the risk to  Clinical 
Outcome/Effectiveness be mitigated

Patient Safety

How will the risk to Patient Safety be mitigated

Patient Experience

Risk to Patient Experience if scheme 
implemented

How will the risk to Patient Experience be 
mitigated



Director of 
Improvement 

QI Clinical 
Lead 

Improvement Board 
Senior Responsible 

Officer (Chief 
Executive) 

Executive Leads 

Improvement 
Manager (8B) 

Programme 
Manager (8B) 
Finance and 
Governance 

Improvement 
Manager (8B) 

Facilitator 
(7) 

FT Secondment 

Facilitator 
(7) 

FT Secondment 

Senior 
Analyst 

(7) 

Programme 
Administrator 

(4) 

Academy 
Manager 

(8A) 

Improvement 
Manager (8B) 

Responsibilities 
Director of Improvement  - organisational lead for QI  
Improvement Manager – facilitation and leadership of work-streams  
Programme Manager – maintenance of governance and programme 
architecture; CIP reporting 
Senior Analyst – development of metrics and production of analysis 
Facilitator – facilitation and leadership of projects 
Academy Manager – development and delivery of QI training programme, 
facilitation and leadership of projects 
Programme Administrator – PA to Director of Improvement; administration 
of the programme 

Appendix 6: Improvement Programme Team Structure 
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BOARD OF DIRECTORS 

Meeting Date and Part : 31st March 2017 Part 1 

Subject: Medical Director’s Report 

Section on agenda: Quality  

Supplementary Reading (included in the 
Reading Pack) 

N/A 

Officer with overall responsibility: Alyson O’Donnell, Medical Director 

Author(s) of papers: Alyson O’Donnell, Medical Director 

Details of previous discussion and/or 
dissemination: 

MSG 9/3/17 

Action required: 
Approve/Discuss/Information/Note 

For information only 

Executive Summary: 

To update the board on the Trust’s current mortality and update on Systemic Anti-
Cancer Registry 

Relevant CQC domain: 
Are they safe? 
Are they effective? 
Are they caring? 
Are they responsive to people's needs? 
Are they well-led? 

Risk Profile: 
i. Impact on existing risk?
ii. Identification of a new risk?



Medical Director’s Report for Board of Director’s March 

Mortality Metrics 

Observed and adjusted mortality continues in the ‘as expected’ or ‘better than expected’ category. 

Hospital Standardised Mortality Ratio shows an overall improving trend. The overall Trust value of 
96.7 is as expected but is increased due to the inclusion of the Macmillan Unit in the statistics. The 
HSMR for the RBH site alone is 89.8 and is better than expected as is the SHMI of 93. 

The above chart shows the trend to September (the most recent rolling annual data) but more 
recent values remain encouraging.  

It is predicted that HSMR will rise when the winter period is reported over the next 2-3 months. This 
is expected due to the increased numbers of deaths routinely seen over the winter months. It is not 
expected from the crude data that this should have a significant negative impact on the overall 
HSMR position. 

On a positive note the most recent data relating to deaths from Sepsis and Pneumonia suggests an 
improving trend. 

1 



Dr Foster Alerts 

Further reviews have been undertaken in to the Dr Foster mortality alerts in low risk groups. These 
are yet to be completed but preliminary data suggests that the issues are likely to have arisen due to 
partial coding of patient episodes. No safety issues have been identified. Additional physician 
support for vascular patients has been recommended following a previous alert and a budget has 
been approved for this. 

Learning from deaths 

Formal reviews of all deaths in people with significant learning difficulties will be mandated from 
August and is currently being piloted in Bristol. The responsibility for these investigations will largely 
sit with primary care and community providers. We are currently exploring how we will feed in to 
the reporting system and support these for any patients who die with RBH.  

A working group has been established to review the support to junior doctors certifying deaths. Part 
of this process will also aim to identify, at an earlier stage, those deaths which need to be externally 
reported or which require more in depth review. Following a recent Human Tissue Authority 
inspection the consent form for post mortem will be updated in line with HTA guidelines. This will 
need to be supported by an education programme. 

National Cancer Registry SACT data 

The trust is obliged to submit data for any patient commencing systemic anti-cancer treatment and 
previous was reported as an outlier for deaths within 30 days of starting treatment. It is likely that 
this relates to inaccurate recording of treatment intention. Data for the period covering 2015 has 
been submitted. No feedback has yet been received from the national team and with no clear 
indication of the likely time frame for this to be published. 
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BOARD OF DIRECTORS 
Meeting Date and Part: 31st March 2017 – Part 1 

Subject: Performance Report 

Section on agenda: Performance 

Supplementary Reading 
(included in the Reading Pack) Performance Indicator Matrix for March 2017 

Officer with overall responsibility: Richard Renaut, Chief Operating Officer 

Author(s) of papers: Donna Parker, Deputy Chief Operating Officer 
David Mills, Associate Director – Information  

Details of previous discussion and/or 
dissemination: PMG and Finance Committee 

Action required: 
The Board of Directors is requested to note the performance exceptions to the Trust’s compliance with the 
2016/17 STF, Monitor Framework and contractual requirements. 

This includes compliance with STF trajectories and tolerances to date, excepting the current risk to elective 18 
week pathways and Cancer 62 day quarter performance. 

Finally, the Board is also requested to note the detailed report on Cancer performance and the proposed 
performance reporting dashboard and framework for 17/18. It should be noted that the performance element of 
the STF will only be attributable to the A&E 4 Hour Target in 17/18 (30% of total STF - £1.92m). 

Executive Summary: 

There is currently some risk to securing the fund for RTT 18 Weeks Incomplete Pathways in March due to 
performance below national target and trajectory. This will be dependent upon the Trust’s YTD position which 
is being finalised. Cancer 62 Day also presents some risk due to breaches in January and February, though 
improvement in March is currently anticipated to secure the overall Quarter performance and STF.  

All other Single Oversight Framework (SOF), NHS Constitution and key contractual targets were met for 
February except 28 Day Rebook Following Cancellation, Breast Two Week Wait and Cancer Consultant 
Upgrade.  

As per the quarterly reporting cycle, the report includes a focus this month on Cancer performance. 

The proposed SOF dashboard for 2017/18 performance reporting (which will replace the existing performance 
matrix) is attached at Annex A and the proposed reporting framework outlined in the report, for consideration 
by the Board. 
Relevant CQC domain: 
Are they safe? 
Are they effective? 
Are they caring? 
Are they responsive to people's needs? 
Are they well-led? 

Yes 
Yes 
Yes 
Yes 
Yes 

Risk Profile: 
i) Impact on existing risk?
ii) Identification of a new risk?

RTT and Urgent Care – Flow Domain risks continue to be 
regularly monitored. 
Risk relating to Cancer Performance will be assessed and 
added to the Risk Register as appropriate. 



Performance Report Executive Summary – March 2017 As at 21/03/2017 

1. Executive Summary

A&E 4 hour (12.5% of funds) – 
Achieved 93.54%, above our trajectory requirement of 90.01% 
and secured STF. March trajectory is expected to be achieved. 

Cancer 62 Day from Referral to Treatment (5% of funds) – 
83.5% in January. Although some continued challenges in 
February, improvement in March is expected to secure the STF 
for the Quarter. Some risk remains. 

Diagnostics 6 Week Wait (0% of funds) – 
Compliant in February achieving 99.84%, above the 99% 
threshold for STF. 

RTT 18 Weeks Incomplete Pathways (12.5% of funds) – 
January and February performance achieved STF funds (latter 
at 91.2%). Although below the national target/trajectory of 92% 
YTD, performance is expected to secure the STF to date and 
for March, though there remains some risk related to demand 
and backlog clearance capacity. 

All other Single Oversight Framework, NHS Constitution and key 
contractual targets were met for February except 28 Day Rebook 
Following Cancellation, Breast Two Week Wait and Cancer Consultant 
Upgrade (Jan), with a very small number of breaches against each.   

2. Key Risks to Performance

RTT 18 Weeks Incomplete Pathways – we will need to treat a further 
250 patients who have breached 18 weeks in March to recover to 92% 
and receive the monthly STF. It should be noted however, that whilst  
undertaking additional work to reduce backlogs, waiting lists  and/or 

manage demand; a number of specialities have also seen a 
consequential reduction in the total number of patients on the 
‘incomplete pathways’ waiting list. This has meant an increased 
number of backlog patients need to be treated proportionately to 
achieve 92%. The focus on additional outpatient capacity and 
efficiencies as part of our recovery programme continues to see a 
reduction in the non-admitted waiting list. A number of specialities 
have also significantly reduced their admitted and/or non-admitted 
backlogs and improvement is being seen from the work in 
Gastroenterology. Key risks remain in relation to Orthopaedics, 
Dermatology and visiting specialities. Action plans are place. 

A&E 4 hour – our QI work and winter planning to date continues to 
support our strong position, remaining within the top quartile in the 
country in January. Increased activity (c8% YTD) and acuity, together 
with the limited social and community care capacity remains a risk 
though February did see a reduction in A&E attendances. It should be 
noted that the performance element of the STF will only be attributable 
to the A&E 4 Hour Target in 17/18 (30% of total STF - £1.92m). 

Cancer 62 Day from Referral to Treatment – as highlighted 
previously, the most significant risk going forward relates to the 
potential impact of the new NICE fast track referral forms from 
January. After an initial increase in January, February has reduced 
slightly and this remains under review with commissioner support. We 
also continue to work across providers to review pathways. 

Diagnostics 6 Week Wait – the impact of the above potential 
increase in cancer referrals, together with scanner down time and 
some staff shortages in Radiology and Endoscopy continue to be the 
key risks which are monitored. Additional activity and the potential for 
outsourcing continues.  



The Royal Bournemouth and Christchurch 
Hospitals NHS Foundation Trust 

Richard Renaut 
Chief Operating Officer 

Performance Report 

For the period to end February 2017 



Performance Report As at 21/03/2017 

1. Introduction

This report accompanies the Performance Indicator Matrix and 
outlines the Trust’s actual and predicted performance against key 
access and performance targets. In particular it highlights progress 
against the trajectories for the priority operational performance targets 
set out for the Sustainability and Transformation Fund (STF) and in the 
Single Oversight Framework.  

The detailed performance levels against remaining key targets, which 
currently form part of the Single Oversight Framework assessment or 
national/contractual obligations, are included in the Performance 
Indicator Matrix. Narrative is included in this report on an exception 
basis.  

This report covering performance for February 2017 includes a focus 
on the Month 2 Indicators – Cancer - as per attached quarterly cycle 
(Table 1).  

Finally, the proposed 2017/18 Board performance reporting 
framework, linked to the Single Oversight Framework is outlined in 
Section 2.3.  

Table 1 – Quarterly Cycle for Focus on Performance Indicators 

Quarter Cycle NHS Improvement (STF)  
Indicators 

RAF and Contractual 
Indicators 

Report Month 1 (Apr, Jul, 
Oct, Jan) 

ED 4 hours (incl flow) Infection Control (C Diff) 

Mixed sex 
accommodation 

Ambulance handovers 

DToCs 

MRSA 

VTE 
Month 2 (May, Aug, Nov, 
Feb) 

Cancer 62 days Cancer 2 weeks, 31 days 

Tumour site performance 

62 day upgrade and 
screening 

104 day ‘backstop’ 
breaches 

Month 3 (Jun, Sept, Dec, 
Mar) 

RTT and Diagnostics Learning Disabilities 

RTT speciality level 

Admit/non admit total list 
and >18wks 

52 week wait breaches 

28 day cancelled ops   

2nd urgent cancelled ops, 
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Performance Report As at 21/03/2017 

2. Sustainability and Transformation Fund and Single
Oversight Framework Indicators

2.1 Sustainability and Transformation Fund 16/17 
STF payment was secured for Q3 with all 4 key targets being within 
the agreed tolerances. We currently expect to achieve the STF 
payments for January and February, though Cancer 62 day will be 
subject to performance of 85% overall in Q4. 

We also expect to achieve the STF for Q4 for A&E 4 hour and 
diagnostics.  RTT though will be dependent upon sufficient recovery 
against our plan to achieve 92% with any remaining YTD tolerance.  
This remains at risk. 

Exception reporting to our commissioners and NHSI continues to be 
required in relation to 3 of the key targets (RTT, A&E 4 Hour and 

Cancer 62 Day) as well as for Delayed Transfers of Care, recognising 
that we remained within the STF YTD tolerances.  

Looking forward into 17/18, all 4 key targets will remain central to NHS 
Improvement’s monitoring of our operational performance against the 
NHS Constitution and their segmentation (for mandated or other 
support) criteria. Failure for two consecutive months against any of the 
targets, significant deterioration or multiple failure across targets, will 
trigger consideration of escalation. However, conditions relating to the 
operational performance elements of the Sustainability and 
Transformation Fund will only apply to the A&E 4 hour target, with 30% 
of the £6.4m fund being attributable (i.e. £1.92m at risk).    

The continued growth in urgent care demand, together with ongoing 
pressures on social care, remains our biggest risk to both performance 
and the STF. We are currently reviewing demand and performance this 
year in order to inform our expected trajectory for 17/18. 

RTT performance may be affected positively or negatively as we 
transition through our transformation work to optimise value care 
pathways. We do remain vulnerable as the 16/17 end of year position 
will be within a very narrow margin of 92%. Our recovery programme 
will need to continue in order to secure a position well above 92% from 
April to remain sustainable. We are currently reviewing our systems 
and processes in relation to RTT against the NHS Improvement 
‘Sustainability Assessment Tool’ to assist us in identifying any further 
areas for internal improvement. This will be supported by an expert 
‘critical friend’ review by NHSI subject matter expert. 

Demand and capacity pressures, particularly as the full impact of the 
new fast track referral forms remains unclear, are ongoing risks to the 
cancer and diagnostic targets. The latter may also be affected by 
equipment reliability and refurbishment related plans across Radiology 
and/or Cardiology.  

These risks will require close monitoring and management. 

Target or Indicator (per 
Risk Assessment 
Framework)

National 
Target

STF 
Trajectory 

Target

Performance 
Against 
National 
Target

Performance 
Against STF 
Trajectory 

Performance 
Against 
National 
Target

Performance 
Against STF 
Trajectory 

Referral to treatment time, 
in aggregate, incomplete 
pathways

92% 92%
Within STF YTD 

tolerance 
threshold

**Est. within STF 
YTD tolerance 

threshold

A&E Clinical Quality - Total 
Time in A&E under 4 hours

95% 90.0%
Within STF YTD 

tolerance 
threshold

Within STF YTD 
tolerance 
threshold

Cancer 62 Day Waits for 
first treatment (from urgent 
GP referral)

85% 85%
Est. within STF 
YTD tolerance 

threshold for Q4*
est.***

Est. within STF 
YTD tolerance 

threshold*

Diagnostic 6 week wait 99% 99%

**Await confirmation from NHSI

Feb-17
Q4 16/17

*Validated final Quarter position awaited - upload is early May

***Validated Feb performance awaited - upload is early Apr

Table 2 - Sustainability and Transformation Fund 2016/17 Key Indicators

Jan-17
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RTT Incomplete Pathways (18 week) and 52 Week Breaches 

Performance against the RTT Incomplete Pathway indicator for 
February 2017 was below the 92% target at 91.2%. However, this was 
a slightly improved position on the previous month and still secured 
STF against our YTD performance trajectory.  

It should be noted however, that whilst  undertaking additional work to 
reduce backlogs, waiting lists  and/or manage demand; this position 
did reflect a consequential reduction in the total number of patients on 
the ‘incomplete pathways’ waiting list. This has therefore, meant an 
increased number of backlog patients need to be treated 
proportionately to achieve 92% in the month. In particular, with the 
continued focus on additional outpatient capacity, ‘super Saturdays’ 
and efficiencies as part of our recovery programme, we have seen a 
reduction in the overall waiting list. This will assist waiting times and 
RTT pathways going forward but there will be a lag time to realise this 
benefit. 

Recovery plans in a number of specialities have positively led to 
reduced waiting lists and backlogs: Ophthalmology, Urology, 
Gynaecology, Rheumatology, Cardiology and some surgical 
specialities.  

We continue to work on recovering the positions in: Orthopaedics, 
Dermatology, Gastroenterology and the visiting specialities (ENT, 
Oral, Neurology and Allergy). This is supported by our joint work with 
our Poole colleagues on pathways, particularly for those patients with 
long waits, as well as optimising bed and theatre capacity as ‘winter’ 
pressures ease. Gastroenterology are also continuing to progress their 
QI programme with significant work undertaken to improve outpatient 
waits and review follow up patients. 

Going forward our joint work across Dorset, including with GPs, on 
wellbeing initiatives to optimise patients for surgery as well as improved 

referral pathways which support advice to GPs and  care closer to 
home; will all be key to managing our elective care. 

No patients breached 52 weeks in February. 

A&E 4 Hour Target and 12 Hour Breaches 

In February we saw a reduction in patients attending A&E and levels 
were also lower than in the same month last year; the first time since 
the start of 16/17. However, urgent care admissions remained above 
last year’s levels and we remain at 8.05% above last year (based on 
emergency admissions YTD against same period 15/16). Performance 
improved to 93.5%, remaining a strong position when benchmarked 
nationally and above our STF trajectory to secure funds.  

Whilst January performance had seen a reduction to 90.87% we 
remained in the top quartile of reporting trusts. 

Graph 1 – national A&E 4 hour performance benchmarking

No patients waited longer than 12 hours to be admitted. 
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62 Day from Referral for Suspected Cancer to Treatment 

For the month of January (last formal reported month) there were 20 
breaches, under the 85% performance tolerance at 83.5%. This was a 
marginal improvement on the previous month and whilst patient choice 
and capacity resulted in a few breaches, complexity and sequence of 
diagnostic pathways was the biggest issue in relation to patients 
treated in January. There were 11.5 breaches across 6 specialities 
and 8.5 breaches in Urology (a much higher volume tumour site). 
More detail is provided in Section 3. 

Diagnostic 6 Week Wait 

Our positive position continues in February with the final validated 
performance achieving 99.8%.  Performance currently remains on 
track in the key areas (Endoscopy, Radiology, Cardiology and 
Urology) though this continues to be closely managed. In Radiology 
there is a continuing need for additional capacity on an ad hoc basis to 
respond to peaks in demand or reductions in capacity e.g. scanner 
down time. The impact of the new fast track, suspected cancer referral 
forms from January remains unclear and this risk continues to be 
monitored.  

2.2    Other Single Oversight Framework, NHS Constitution and 
Contractual Indicators  

Below indicates performance against other current key standards. 

Cancer and Infection Control 

The following table shows our earlier projections for 16/17 against the 
other cancer and infection control indicators and performance to date. 
February month performance is currently expected to be fully 
compliant.  

Unfortunately, we were just below threshold against the Breast 2 Week 
Wait target in January with 2 patients. More detail is provided in 
Section 3.  

Detailed performance (%/no.) is included in the Performance Matrix. 
As highlighted above, a key risk to the cancer indicators is the 
changing referral thresholds for GP fast track referrals which 
commenced from January and is being monitored. Furthermore, our 
close management of demand and capacity in relation to all elective 
care (including cancer and RTT pathways) in light of the financial 
challenge for 17/18 will be key. 

In relation to the C Difficile performance, there were no cases due to 
lapse in care in February. This does however, remain a challenging 
target with our YTD cases being just above our stretching full year 
target (14) at 15. Detailed reviews continue to take place on all cases. 

Other Indicators 

See Performance Indicator Matrix for full performance detail. 

Jan Feb
Target or Indicator (per Risk Assessment Framework) 
not included within STF %

Pred Pred Pred Pred Actual Actual Actual Actual Actual
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 ffrom diagnosis to first treatment 96 *
Cancer 2 week (all cancers) 93 *
Cancer 2 week (breast symptoms) 93 *
C.Diff objective

MRSA

Note: 
*Cancer reflects our  predicted position to date. Final upload early Apr 17.

Table 3 - Cancer and Infection Control Indicators

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
16/17
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Compliance was maintained on all other reported key targets in 
February excepting one breach of the 28 Day Rebook Following 
Cancellation. Unfortunately, the cancelled operation was due to the 
theatre list unexpectedly overrunning as a result of complexity of other 
cases on the list. The patient has now been treated  

2.3    Performance Reporting 2017/18 

The proposed 2017/18 reporting dashboard of metrics relating to the 
Single Oversight Framework is attached for consideration by the 
Finance Committee (Annex A).  This will replace the current 
performance matrix.  It is intended that this integrated dashboard will 
be submitted to the Trust Board of Directors monthly and be supported 
by the Executive Summaries for each of the key areas e.g. Quality, 
Performance, Finance. The Performance full narrative report will 
continue to focus on the key aspects (4 SOF Operational Performance 
Metrics). Exception reporting on other performance metrics included in 
the SOF and/or key contractual/local priorities will continue, as well the 
quarterly focus on the key themes (as per Table 1). This format will 
commence in May when reporting for month 1 (April) commences. 

Page 5 of 10 



Performance Report As at 21/03/2017 

3. Performance Focus  - Cancer

3.1  Performance and Activity 

Table 4 – Cancer Performance Q1, Q2, Q3 and Jan17 

Note: Final validated February data will be uploaded early April. 

Following a number of compliant months against many of the cancer 
targets, December and January did face some additional challenges in 
relation to the 62 day target. More detail is provided below. Q3 
remained compliant with the STF and whilst February was also 
challenging, performance is expected to improve significantly in March 
and is likely to secure the STF overall for Q4. 

January also saw an unusual dip below the performance threshold 
against the Breast 2 Week Wait target as highlighted above. One 
breached due to patient choice and the other due to a combination of 
patient availability and clinic slots available over the 14 day period. 
February performance is also expected to report a patient choice 
breach. 

Furthermore, whilst a very small number  (3) ‘consultant upgrade’ 
patients were unable to be treated within 62 days, 2 did receive 
treatment within 66 days. Delays were due to complexity of diagnostic 

pathway, awaiting pathology results from an external specialist 
provider and outpatient/surgical capacity at another provider. 

3.2  Two Week Wait 

We have continued to maintain a strong position on the overall Two 
Week Wait performance, being fully compliant each month.  

Fast track referrals have continued at levels higher than last year with 
an overall 8% increase YTD and only 3 months out of 11 below the 
same month last year. Skin referrals have been consistently above 
last year’s levels month on month. 

We saw a significant increase in January (15% above January 2016), 
the month in which the new fast track referral forms were launched. 
This has reduced slightly in February and therefore, the potential 
ongoing impact continues to be monitored. 

The most significant increases have been seen in the following 
specialities (see table below), with Dermatology most affected with 39 
more patients (18%) referred through the fast track route per month. 
Urology is also seeing 18 more patients per month, Colorectal 12 and 
Breast 13, compared to last year. 

Table 5 – Two Week Wait Referrals Increase on 2015/16 – Tumour Site Level 

15/16 16/17
Colorectal 141.8 153.4 8%
Gynae 76.8 80.5 5%
Skin 210.8 249.6 18%
Urology 183.2 201.2 10%
Breast 134.9 147.5 9%
H&N 45.8 46.1 1%

Tumour Site % 
Increase

Monthly Ave
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To date, this demand has been met through additional ad hoc 
sessions or by moving routine appointments, impacting on our RTT 
waiting times in some areas. A number of these specialities have 
recruited additional substantive or locum medical posts which will 
provide more sustainable capacity going forward. However, a 
particular impact will be on diagnostic capacity which is coming under 
increasing pressure. 

Dorset CCG have provided some additional funds to support 
implementation of the new fast track forms and work continues to 
secure additional diagnostic capacity.  

3.3 Overall 31 day performance by specialty 

Table 6 –

There were a total of 3 breaches out of 210 treatments in January, all 
of which were in Urology. Unfortunately all were due to surgical 

capacity or cancellation. The Trust saw an impact on surgical capacity 
both due to winter bed pressures and sudden and sad staffing losses 
in theatres and anaesthetics in January. We did remain however, 
above the national performance threshold and performance for this 
target as well as the 31 day subsequent treatment indicator is 
expected to remain compliant. 

3.4  62 Day Referral/Screening to Treatment by Speciality 

Following a number of breaches in January and February which 
affected an otherwise positive quarterly position YTD, we are in a 
better position for March and currently anticipate compliance for Q4 
though subject to final treatment dates and confirmed diagnoses.  

Table 7-  

The most common reason for patients treated over 62 days in January 
was related to the complexity and/or sequence of their diagnostic 
pathway (11.5 breaches). This is particularly challenging over the 
Christmas period when patient availability together with the flexibility of 

31 Day First Treatment (Tumour) (96%)

Total
Within 
Target

Performan
ce Total

Within 
Target

Performan
ce

Haematology 36 36 100.0% 11 11 100.0%
Lung 30 30 100.0% 10 10 100.0%
Colorectal 65 65 100.0% 19 19 100.0%
Gynae 10 10 100.0% 5 5 100.0%
Skin 161 160 99.4% 50 50 100.0%
UGI 40 40 100.0% 15 15 100.0%
Urology 191 186 97.4% 64 61 95.3%
Breast 73 73 100.0% 31 31 100.0%

Others

Head & Neck 7 7 100.0% 1 1 100.0%
Brain/central nervous system 2 2 100.0% #DIV/0!
Children's cancer #DIV/0!
Other cancer 11 11 100.0% 1 1 100.0%
Sarcoma 3 3 100.0% 3 3 100.0%

Total 629 623 99.0% 210 207 98.6%

Site

Quarter 3 2016/17 Jan-17
Cancer Plan 62 Day Standard (Tumour) (85%)

Total
Within 
Target

Performan
ce Total

Within 
Target

Performan
ce

Haematology 7.5 6.5 86.7% 3 3 100.0%

Lung 9 4.5 50.0% 6 3.5 58.3%
Colorectal 26 22.5 86.5% 11 8.5 77.3%
Gynae 8.5 5.5 64.7% 5 5 100.0%
Skin 79 75.5 95.6% 28.5 26 91.2%
UGI 14.5 13 89.7% 4 3.5 87.5%
Urology 125.5 101.5 80.9% 43.5 35 80.5%
Breast 37 35 94.6% 16 14 87.5%

Others

Head & Neck 4 4 100.0% 1.5 1 66.7%
Brain/central nervous system 0 0
Children's cancer 0 0
Other cancer 5.5 3 54.5% 1 0 0.0%
Sarcoma 3 3 100.0% 1.5 1.5 100.0%

Total 319.5 274.0 85.8% 121.0 101.0 83.5%

Jan-17Quarter 3 2016/17

Site
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capacity for less standard pathways is more limited. The main cause of 
delay for 4 breaches was specifically medical deferral or patient choice. 
Capacity or reorganisation of appointments accounted for a further 4.5 
breaches. 8.5 breaches were in Urology, the speciality treating the 
most patients, with the other breaches spread fairly evenly with a small 
number in each of 6 other tumour sites. 

The below case study outlines some of the current pathway 
challenges faced. In Urology, significant improvements have meant 
that the standard pathway now results in diagnostics often completed 
before day 28 (77% of patients) and now 81% of patients treated 
within 62 days. In addition, both the Urology Peer Review and Royal 
College Review highlighted excellent clinical care. However, where 
non-standard pathway events occur, a 62 day pathway can become 
challenging, given the demand on our service and resulting limited 
ability to flex. 

Improvement Case Study 

Cancer Breach Analysis for Continuous Improvement 

Aim: 
• To review the clinical impact of pathways that are longer than the standard 62

day pathway
• To identify areas for process improvement

Methodology: 

Patients are fully tracked by a team of MDT Coordinators together with the clinical 
teams to ensure patients are progressed through their suspected and/or confirmed 
cancer pathways in a timely manner. Additionally, to ensure that every opportunity is 
taken to make further improvements to our processes, 62 day pathway breaches are 
reviewed and learning points identified. The timeline of communications, 
appointments, interventions and decisions, which has usually already been added to 
the patient tracker in ‘real time’, is identified. The MDT Coordination Team initially 
identifies key delays and reasons, as well as any potential areas for improvement for 
review by the MDT. If patients breach the 104 day backstop protocol, the whole 

pathway is also fully reviewed by the consultant. 

Reviews are undertaken when breaches occur and are reported to MDTs, the Cancer 
Leads meeting, Dorset Cancer Managers meeting and Trust Performance Management 
Group. 

Case Study 

Although fully tracked, a Urology patient pathway was 119 days. The timeline identified 
the following key pathway points: 

• Day 22 - Standard diagnostic pathway (outpatient, MRI and TRUS/biopsy)
progressed, however, patient unable to tolerate TRUS/biopsy 

• Day 62 - TRUS under general anaesthetic required (non standard pathway) -
due to capacity and other clinically prioritised theatre cases 

• Day 78 - Pathology report to MDT
• Day 85 – bone scan booked to confirm range of treatment options open to

patient. Patient to consider and decide treatment choice
• Day 93 – patient confirmed surgical treatment
• Day 106 – surgery appointment planned, however, patient to stop medication
• Day 119 – surgery.

Key Issues: 
• General anaesthetic theatre capacity to accommodate unplanned change to

standard pathway 
• Pathology reporting
• Patient choice and patient medication early planning.

Next Steps: 
• Review surgical capacity for GA TRUS
• Review processes and capacity for Pathology TRUS reporting
• Consider process for identifying early patient information that may impact on

treatment options/timelines.

Performance for January against the 62 day from screening target was 
compliant at 100% and compliance is expected for February. 
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3.5 National Recommendations for Cancer Services 

As part of the national agenda for cancer services, 96 
recommendations have been made to improve diagnostics, pathways 
and outcomes by 2020. As part of this we have begun monitoring and 
improvement work in relation to a number of areas. 

28 day Diagnostic (95% of patients will be diagnosed within 28 
days; 50% within 14 days by 2020) 

As a pilot site for this proposed new target due in 2020, the Trust 
routinely monitors its performance against this. The table below shows 
compliance and improvement this year, for patients who have either 
been given an ‘all clear’ diagnosis or have received confirmation of a 
cancer diagnosis. (The ‘assumed delay’ is to allow time for notifying 
the patient following receipt of histology either by letter or in clinic). 

Table 8  – 28 Day Diagnosis Performance 2015 vs 2016

Nationally it is recognised there is a challenge to organisations around 
contemporaneous data capture for identifying when patients are 
informed of the diagnosis. Work is also underway in conjunction with 
Primary Care to review the pathways involved in the project and 
identify opportunities to improve further.  

Staging at Presentation (62% of cancers to be identified at Stage 
1/2 by 2020) 

Table 9  – Staging at Presentation 2016

Again the Trust is monitoring this proposed target and to date meets 
the requirement. However, we are working with Primary Care to 
establish any further ways of working to assist in earlier diagnosis.  
This target also links to an aspiration to reduce ED presentations 
resulting in a previously unknown cancer diagnosis to under 15%. 

ED Presentations 

Within the 96 recommendations for cancer services and also within the 
Dorset Framework, there is a clear objective to reduce the number of 
cancers diagnosed via an ED presentation.  This is monitored monthly 
to ascertain current position which as demonstrated below is very 
variable by tumour site.  
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Table 10 – Percentage of patients receiving first diagnosis of cancer following ED 
presentation - 2016

The Trust has discussed with the CCG co-operating in an audit of 
patient pathways prior to ED admission to improve current 
performance where possible. 

104 Day ‘Backstop’ Reports 

As outlined in the improvement case study above, since the 
publication of Gateway reference 04237- “Managing long waiting 
cancer patients” the Trust has carried out a root cause analysis on any 
patient whose pathway exceeds 104 days. The findings of these are 
reported to Cancer leads and also shared at the Dorset wide cancer 
managers meeting – as often the pathway has involved multiple 
providers. A summary report will in future also be presented to QARC 
and HAC. 

Whilst there are very few patients who have such a protracted 
pathway this is now a performance indicator monitored by NHSE. 

Table 11  – Weekly number of patients on a diagnostic or confirmed cancer pathway over 62 
and 104 days 2017 to date

Individual pathways are sent to the responsible clinician for full clinical 
review.  

9 ‘backstop’ breaches have been confirmed since September across 5 
tumour sites. Main reasons for delay were complex diagnostic 
pathways, surgical capacity, capacity at another provider and/or 
medical deferral. To date no patients have been identified as coming to 
harm and where internal processes have been identified as contributing 
to delays, Cancer Leads have discussed actions to mitigate against this 
going forward. 

4. Recommendation

The Board of Directors is requested to note the performance 
exceptions to the Trust’s compliance with the 2016/17 STF, 
Monitor Framework and contractual requirements. 

This includes compliance with STF trajectories and tolerances to 
date, excepting the current risk to elective 18 week pathways and 
Cancer 62 day quarter performance. 

Finally, the Board is also requested to note the detailed report on 
Cancer performance and the proposed performance reporting 
dashboard and framework for 17/18. 

1 Jan 8 Jan 15 Jan 22 Jan 29 Jan 5 Feb 12 Feb 19 Feb 26 Feb 5 Mar

62 - 104 Days 43 44 51 38 25 26 27 24 23 24

Over 104 Days 4 0 1 1 2 1 2 1 1 2

CCG Trajectory 4 0 1 2 2 1 2 3 3 2

Total 47 44 52 39 27 27 29 25 24 26

Back Stops - 2017
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Category Metric FREQUENCY 2016-17 TRUST_TARGET Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 FY To Date
Quality of care Caring - A&E scores from Friends and Family Test % positive MONTHLY 95% 89.6% 94.4% 92.8% 91.2% 94.1% 93.6% 93.9% 94.6% 93.3% 95.8% 92.8% 93.3%

Caring - Inpatient scores from Friends and Family Test % positive MONTHLY 95% 97.7% 97.8% 98.6% 98.5% 98.1% 97.9% 98.5% 98.4% 98.2% 98.4% 98.6% 98.2%
Caring - Maternity scores from Friends and Family Test % positive MONTHLY 95% 99.2% 96.8% 97.5% 99.0% 96.0% 98.4% 97.5% 93.7% 90.0% 96.9% 89.3% 96.4%
Caring - Mixed sex accommodation breaches MONTHLY 0 2 0 0 1 0 0 0 4 0 2 0 9
Caring - Staff Friends and Family Test % recommended - care QUARTERLY 83.1% 83.1% 83.1% 83.1% 83.1% 83.1% 83.1%
Caring - Written complaints MONTHLY 33 16 27 34 24 24 28 24 17 14 21 262
CQC - Caring ANNUALLY G G G G G G G G G G G G
CQC - Effective ANNUALLY RI RI RI RI RI RI RI RI RI RI RI RI
CQC - Responsive ANNUALLY RI RI RI RI RI RI RI RI RI RI RI RI
CQC - Safe ANNUALLY RI RI RI RI RI RI RI RI RI RI RI RI
CQC - Warning notices ANNUALLY 0 0 0 0 0 0 0 0 0 0 0 0 0

Effective - Emergency re-admissions within 30 days following an elective or emergency spell at the provider MONTHLY < 15/16 Month AVG (553) 456 513 496 509 486 433 465 481 531 488 473 5331

Effective - Hospital Standardised Mortality Ratio - Weekend (DFI) - All Sites MONTHLY < 100 90.2 95.1 81.5 108.8 82.5 101.2 90.7 81.7 91.2
Effective - Hospital Standardised Mortality Ratio - Weekend (DFI) - MAC MONTHLY < 100 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Effective - Hospital Standardised Mortality Ratio - Weekend (DFI) - RBH MONTHLY < 100 85.0 83.3 75.5 104.5 77.1 90.4 83.0 74.2 83.8
Effective - Hospital Standardised Mortality Ratio (DFI) - All Sites MONTHLY < 100 89.8 93.0 95.9 95.0 89.2 89.2 104.4 88.1 93.0
Effective - Hospital Standardised Mortality Ratio (DFI) - MAC MONTHLY < 100 172.9 211.5 206.2 154.6 164.3 210.6 212.4 160.4 186.2
Effective - Hospital Standardised Mortality Ratio (DFI) - RBH MONTHLY < 100 84.5 84.1 87.9 90.3 83.3 80.1 93.0 81.5 85.6
Effective - Summary Hospital Mortality Indicator QUARTERLY < 1 0.95 0.95 0.95 0.95
Organisational health - CQC inpatient/MH and community survey ANNUALLY 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10 8.1 / 10
Organisational health - Staff sickness in month MONTHLY < 3% 3.8% 3.8% 3.5% 4.0% 4.1% 4.6% 4.8% 5.0% 4.7% 4.2%
Organisational health - Staff sickness rolling 12 months MONTHLY < 3% 3.9% 3.9% 3.9% 4.0% 4.0% 4.1% 4.2% 4.2% 4.3% 4.1%
Organisational health -Aggressive cost reduction plans MONTHLY 97.1% 88.3% 82.3% 104.2% 94.5% 97.9% 99.3% 91.5% 87.7% 98.2% 75.6% 91.8%
Organisational health -Executive team turnover MONTHLY 0.0% 0.0% 0.0% 0.0% 0.0% 13.3% 13.3% 12.5% 12.5% 12.5% 12.5% 7.0%
Organisational health -NHS Staff Survey ANNUALLY

Organisational health -Proportion of temporary staff MONTHLY 7.5% 5.4% 6.2% 5.9% 5.5% 6.4% 6.1% 6.2% 5.6% 6.1% 6.1%
Organisational health -Staff turnover MONTHLY < 12% 11.9% 11.8% 11.7% 11.8% 11.5% 11.2% 10.9% 11.0% 11.2% 11.0% 11.2% 11.4%

Safe - Clostridium Difficile - Confirmed lapses in care MONTHLY <=14 in Yr / 1.2 per Month 0 2 1 1 2 3 2 3 0 1 0 15

Safe - Clostridium Difficile - infection rate MONTHLY 6.9 12.1 17.6 6.1 29.3 5.9 18.2 11.7 12.1 0.0 11.7 0.0 11
Safe - MRSA bacteraemias MONTHLY 0 0 0 0 0 0 0 0 0 0 0 0 0
Safe - NHS England/NHS Improvement Patient Safety Alerts outstanding MONTHLY 0 0 0 0 0 0 0 0 0 0 0 0 0
Safe - Occurrence of any Never Event MONTHLY 0 0 0 0 0 0 0 0 0 0 0 0 0
Safe - Potential under-reporting of patient safety incidents  - 

Safe - VTE Risk Assessment MONTHLY 95% 96.8% 96.5% 96.8% 96.2% 95.6% 96.1% 95.3% 95.4% 95.8% 95.4% 94.1% 95.8%
Finance and use of resources Controls - Agency Spend (score) MONTHLY 2 1 1 1 1 1

Controls - Distance from Financial Plan (score) MONTHLY N/A 1 1 1 1 1
Efficiency - I&E Margin (Score) MONTHLY 3 3 3 3 3 3
Overall finance and use of resources score MONTHLY N/A 2 2 2 2 2
Sustainability - Capital Service Capacity (Score) MONTHLY 3 3 3 3 3 3
Sustainability - Liquidity (Score) MONTHLY 1 1 1 1 1 1

Operational performance A&E maximum waiting time of 4 hours from arrival to admission/transfer/discharge MONTHLY 95% 91.2% 94.9% 96.0% 95.8% 97.2% 94.6% 95.5% 95.9% 94.1% 90.9% 93.5% 94.6%
Cancer maximum 62-day wait for first treatment from NHS cancer screening service referral QUARTERLY 90% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 95.2% 95.2% 95.2% 100.0% 98.4%
Cancer maximum 62-day wait for first treatment from urgent GP referral for suspected cancer QUARTERLY 85% 86.7% 86.7% 86.7% 84.7% 84.7% 84.7% 85.7% 85.7% 85.7% 83.5% 85.4%
Maximum 6-week wait for diagnostic procedures MONTHLY 99% 100.0% 100.0% 100.0% 100.0% 99.8% 100.0% 100.0% 99.9% 99.8% 99.8% 99.8% 99.9%
Maximum time of 18 weeks from point of referral to treatment in aggregate − patients on an incomplete pathway MONTHLY 92% 92.3% 92.4% 91.3% 92.2% 91.8% 91.2% 91.4% 91.4% 90.3% 91.1% 91.2% 91.5%

Leadership and improvement capability CQC - Well Led ANNUALLY RI RI RI RI RI RI RI RI RI RI RI RI
Effective boards and governance ANNUALLY

Use of data ANNUALLY

Strategic change Contribution to sustainability and transformation plans (STPs)  - 

Single Oversight Framework (SOF) Dashboard - 2016-17

Quarter 1 Quarter 2 Quarter 3 Quarter 4

METRIC_CATEGORY

Finance and use of resources

Leadership and improvement capability

Operational performance

Quality of care

Strategic change

METRIC_GROUP

SOF

DIRECTORATE

ANAESTHETICS

CANCER CARE

CARDIOLOGY

CORPORATE

ED & AMU

MATERNITY

CARE_GROUP

A - SURGICAL

B - MEDICAL

C - SPECIALTIES

CORPORATE

(blank)

FiscalYear_Name

2016/2017

CQC Metrics Key 
O = Outstanding 
G = Good 
RI = Requires improvement 
I = Inadequate 
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• The Trust remains in the top quartile for inpatient and ED Family and Friends

test scores. Other methods of attaining feedback for patients attending the
emergency department are being reviewed.

• Current Trust aggregate formal complaint response time in month is 100%
against a standard of 75%

• 21 formal complaints were received in February 2017.
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1.0 Introduction 
 

1.1 This report accompanies the Trust Quality Dashboard and 
outlines the Trust’s performance against key patient safety 
and patient experience indicators. In particular it highlights 
progress against the trajectories for the priority targets set 
out in the Board objectives for 2016/17.  
 

2.0 Serious Incidents  
 

2.1 There were 2 Serious Incident reported in February 17: 
 

 • A patient was admitted following a fall at home with a 
long lie. The patient had existing leg ulcers and vascular 
disease.  During her admission she sustained pressure 
damage to her right heel that was recorded as a 
category 4 on her day of discharge. 

 
• The Trust has been informed of a cyber security incident 

involving staff data held by Landauer Dosimetry Service.  
The Trust is one of a number of organisations affected 
and NHS Digital are leading the investigation.  

 
3.0 Safety Thermometer  

 
3.1 The Trust New Harm Free Care score has decreased in  

month as a result of a slight increase in all of the 4 quality 
metrics: 
 

• Reported hospital acquired pressure ulcers 10 (11 in 
January).   

• Reported falls with harm 5 (3 in January) 
• Reported new catheter related urinary tract infections 

0 (2 in January) 
• Reported new VTE 3 (2 in January) 

 

  
Harm Free Care  Trust New Harm Free Care 

 2015/16 2016/17   2015/16 2016/17 
April 92.56 88.02  April 96.78 95.87 
May 92.51 87.34  May 97.86 98.13 
June 89.29 88.49  June 98.85 98.65 
July 90.13 91.36  July 97.64 97.73 
Aug 92.41 93.29  Aug 97.89 98.32 
Sept 88.89 87.32  Sept 96.58 98.09 
Oct 90.49 87.31  Oct 97.77 97.63 
Nov 87.39 87.25  Nov 98.08 96.7 
Dec 90.93 86.72  Dec 97.1 97.22 
Jan 84.1 85.41  Jan 96.62 95.76 
Feb 89.51 83.80  Feb 98.35 96.11 
Mar 89.29   Mar 96.77  

Average 89.79 87.85  Average 97.52 97.29 
  
  
4.0 
 

Patient Experience Report – March 2017 
(containing January 2017 data) 
 

4.1 Friends and Family Test: National Comparison using NHS 
England data 
 

 The benchmarking below is from the national data set 
provided by NHS England which is retrospectively available 
and therefore, represents January 2017 data. 
 

 • Inpatient and day case Friends and Family Test 
(FFT) national performance in January 2017 ranked 
RBCH Trust 2nd with 16 other hospitals out of 172 
placing RBCH in the top quartile based on patient 
satisfaction. The response rate was sustained above 
the 15% national standard at 16.2%. 

 



• The Emergency Department FFT performance in
January 2017 ranked RBCH Trust 5th with 10 other
hospitals out of 141 placing RBCH ED department in
the top quartile. The response rate was 3.5% against
the 15% national standard.  Other methods of
attaining feedback data for ED are being reviewed.

• Outpatients FFT performance in January 2017
ranked RBCH Trust 4th with 28 other Trusts out of
234 Trusts, placing the departments in the second
quartile. Response rates are variable between
individual outpatient departments; there is no
national compliance standard.

August September October November December January 
In-Patient Quartile 

Top 98.703% 98.318% 98.143% 98.573% 98.548% 98.639% 

2 

3 

Bottom 

August September October November December January 
ED Quartile 

Top 94.570% 94.737% 94.737% 94.131% 96.482% 

2 92.470% 

3 

Bottom 

August September October November December January 
OPD Quartile 

Top 

2 96.734% 96.716% 97.008% 96.893% 97.549% 96.920% 

3 

Bottom 

4.2 Care Audit Trend Data 

The Care Audit Campaign continues with close monitoring. 
Quality improvement groups continue on call bells, noise at night, 
food and drink, and pain management. This is reported into the 
Healthcare Assurance Group and Committee.  

4.3 Patient Opinion and NHS Choices: February Data 

10 patient feedback comments were posted in February, 8 
express satisfaction with the care and information they received. 
1 negative response related to access to feedback forms and 
refreshment and 1 response was mixed, praising the staff but 
unhappy with the cold food. 

All information is shared with clinical teams and relevant staff, 
with Senior Nurses responses included in replies following 
complaints. 

5.0 Formal Complaints and  Concerns performance 

The complaints performance is in respect of aggregate 
acknowledgement and response performance for February 
2017. This is reported through the Healthcare Assurance Group 
and Healthcare Assurance Committee.  



5.1 Formal Complaints 

Current Trust aggregate formal complaint response time in 
month (February 2017) is 100% against a standard of 75% (12 of 
12 responses due were on time). 

• 21 formal complaints were received in February 2017.
• Acknowledgement times for February 2017 are 100% for

formal complaints.

5.2 Written and verbal concerns 

The volume of written and verbal concerns (informal concerns) 
received through the PALs department is much higher than 
formal complaints. Numbers are consistent with previous months 
with a small upward trend noted.   

• 63 concerns were raised in PALS in February 2017 with
100% response rate. 

• 31 formal concerns were raised in February 2017 with
88% response rate 

The overall trend is that formal complaints are becoming less, 
while, as aforementioned, informal concerns are slightly 
increasing, as the teams work hard to responsively resolve 
issues raised with patients relatives and carers. 

5.3 Themes and volume by Directorate February 2017 

Of the 21 Formal Complaints received in month, anaesthetics, 
orthopaedics and older people’s medicine had the highest 
volume of complaints, with 4 each.  

The two main themes were: quality, suitability of care/treatment, 
and admission, transfer and discharge. 

Learning from Complaints is reviewed by the Complaints 
Performance Committee and Healthcare Assurance Committee 
before being placed on the Hospital website.  



6.0 Recommendations 

The Board of Directors is asked to note the report which is 
provided for information and assurance. 
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Finance Report               As at 28 February 2017 

 

 

Executive Summary 
 
The Trust has delivered a cumulative deficit of £1.809 million as at 28 February.  This is £637,000 better than 
budget. 
 
Sustainability and Transformation Fund 
 
The Trust has achieved its year to date financial control total set by NHS Improvement thereby securing access to 
the Sustainability and Transformation Fund.  Subject to some final data validation, all agreed performance 
trajectories have also been achieved to date.  The Trust has therefore accrued the associated Fund income in full. 
 
Cost Improvement Programme 
 
Financial savings of £7.7 million have been achieved, which is £0.7 million behind the year to date target.  The full 
year savings forecast has remained static during February, and the current forecast is for total savings of £8.7 
million against the full year target of £9.5 million.  Further schemes continue to be identified to close this gap. 
 
Employee Expenses 
 
The Trust has significantly reduced its reliance upon agency staff, and this together with the national price 
controls has reduced the associated cost considerable.  The Trust is spending considerable less than the previous 
year and is currently operating within the agency ceiling agreed with NHS Improvement.  As expected, 
expenditure remained high during February and is expected to continue this trend into March following the 
requirement to open and staff an additional ward to manage the increased demand for services during the winter 
period. 
 
Forecast Outturn 
 
The Trust is endeavouring to improve its forecast year end deficit by £0.8 million from non-recurrent financial 
improvements.  When including the recently announced Sustainability and Transformation Fund incentive income 
associated with this, the Trust is now forecasting a net surplus of £0.4 million.  This compares to the original 
deficit plan of £1.450 million. 
 
Capital Expenditure 
 
As at 28 February £7.5 million of capital spend has been committed, which is £3.7 million less than planned at this 
point in the year.  The Trust is currently forecasting to under spend against the full year programme by £3.2 
million, mainly due to slippage in relation to the refurbishment of the cardiology labs which will continue into 
2017/18 following a very detailed procurement process. 
 
Cash 
 
The Trust continues to report a favourable cash position against its plan, with a current consolidated cash balance 
of £43.5 million.  The forecast end of year cash balance is £36.6 million meaning that no Department of Health 
support is required at this stage. 
 
Financial Risk Rating 
 
The Trust has achieved a Use of Resources score of 2 under NHS Improvement’s Single Oversight Framework (1 
being best and 4 being worst). 
 
Recommendation 
 
Members are asked to note the Trusts financial performance to 28 February 2017. 



Finance Report               As at 28 February 2017 

 

 

Income and Expenditure 

 

 

 

Agency Expenditure 

 

 

Care Group Performance 

 

Cost Improvement Programme 

 

 

Capital Expenditure 

 

Cash 

 

Budget Actual Variance

£'000 £'000 £'000

NHS Clinical Income 235,066 230,026 (5,040)
Non NHS Clinical Income 5,976 4,774 (1,201)
Non Clinical Income 28,239 28,709 470 
TOTAL INCOME 269,281 263,509 (5,771)

Employee Expenses 162,187 159,426 2,761 
Drugs 32,800 29,480 3,319 
Clinical Supplies 34,324 34,218 105 
Misc. other expenditure 42,416 42,194 222 
TOTAL EXPENDITURE 271,726 265,318 6,408 

SURPLUS/ (DEFICIT) (2,446) (1,809) 637 

Income and Expenditure Summary

Budget Actual Variance

£'000 £'000 £'000

NHS Dorset CCG 160,237 160,992 755 
NHS England (Wessex LAT) 46,813 40,949 (5,863)
NHS West Hampshire CCG 22,681 22,687 6 
Other NHS Patient Income 7,048 7,107 60 
Sustainability and Transformation Fund 6,967 6,967 0 
Non NHS Patient Income 3,630 2,432 (1,198)
Non Patient Related Income 21,906 22,375 470 

TOTAL INCOME 269,281 263,509 (5,771)

Income Analysis

BUDGET ACTUAL BUDGET FORECAST

£'000 £'000 £'000 £'000

Financial:  Control Total (70%) 4,877 4,877 5,320 5,320 
Performance:  A&E Trajectory (12.5%) 871 871 950 950 
Performance:  RTT Trajectory (12.5%) 871 871 950 950 
Performance:  Cancer Trajectory (5%) 348 348 380 380 

STF Incentive Fund 0 0 0 1,050 

TOTAL 6,967 6,967 7,600 8,650 

YEAR TO DATE FULL YEAR
SUSTAINABILITY AND TRANSFORMATION 

FUND (STF) INCOME

Budget Actual Variance

£'000 £'000 £'000

Surgical Care Group 15,446 14,805 (641)
Medical Care Group 8,647 7,861 (787)
Specialties Care Group 4,832 4,931 99 
Corporate Directorates (31,768) (31,096) 672 
Centrally Managed Budgets 398 1,691 1,294 

SURPLUS/ (DEFICIT) (2,446) (1,809) 637 

Care Group Performance

TARGET ACTUAL VARIANCE TARGET FORECAST VARIANCE

£'000 £'000 £'000 £'000 £'000 £'000

Surgical Care Group (1,941) 1,828 (113) (2,191) 2,106 (85)
Medical Care Group (2,103) 1,706 (398) (2,610) 1,881 (729)
Specialties Care Group (1,969) 1,796 (173) (2,116) 2,089 (27)
Corporate Directorates (2,403) 2,370 (33) (2,564) 2,609 45 

Total (8,416) 7,700 (716) (9,481) 8,685 (796)

YEAR TO DATE FULL YEAR
COST IMPROVEMENT 

PROGRAMME (CIP)

BUDGET ACTUAL VARIANCE BUDGET FORECAST VARIANCE

£'000 £'000 £'000 £'000 £'000 £'000

Estates 7,423 3,999 3,424 7,940 5,299 2,641 
IT Strategy 2,918 2,365 553 3,409 2,685 724 
Medical Equipment 900 1,167 (267) 1,000 1,167 (167)

TOTAL 11,241 7,531 3,710 12,349 9,151 3,198 

YEAR TO DATE FULL YEAR FORECAST
CAPITAL

PROGRAMME



 

BOARD OF DIRECTORS 

Meeting Date and Part: 31st March 2017 – Part 1 

Reason for Part 2: n/a 

Subject: Workforce Report 

Section on agenda: Performance  

Supplementary Reading (included 
in the Reading Pack)  

Officer with overall responsibility: Karen Allman 

Author(s) of papers: Karen Allman &  Ellen Bull 

Details of previous discussion 
and/or dissemination: 

Specific issues are reviewed at Workforce 
Committee, HAC, Education & Training 
Committee 

Action required: 
Approve/Discuss/Information/Note For discussion and noting areas highlighted. 

Executive Summary: 
 
The report shows the performance of the Trust by care groups across a range of 
workforce metrics: Appraisal, Essential Core Skills, Turnover and Joiner rates, 
Sickness and Vacancies,  plus safe staffing data.   
 
Relevant CQC domain: 
Are they safe? 
Are they effective? 
Are they caring? 
Are they responsive to people's 
needs? 
Are they well-led? 

Well Led. 

Providing appropriate staffing to deliver 
effective and safe care. 

Risk Profile: 
i.  Impact on existing risk? 
ii. Identification of a new risk? 

Recruitment, Appraisal Compliance, Essential 
Core Skills (mandatory training) compliance, 
and workforce planning are all existing risks on 
the risk register. 

  
 



WORKFORCE REPORT – MARCH 2017 
 
The monthly workforce data is shown below, both by care group and category of staff.  A Trust 
target for appraisal compliance has been set at 90% of eligible employees to be appraised in 
the period 1/4/17-30/9/17; mandatory training (essential core skills) compliance target is 95%; 
sickness absence target is 3%.  Performance has been RAG rated against these targets. The 
trend line is a twelve month rolling picture and the values based appraisal reflects the zeroing 
of compliance from April 16. 

 
 
1. Appraisal 
 
 Planning for year 3 of the values based appraisal process is well under way with Trust 

objectives agreed and published, thus enabling directorates/teams to formulate their own 
objectives ahead of the 1st April appraisal period start date.   

  
 

Values 
Based

Medical & 
Dental

Absence FTE Days

At 28 
February

84.9% 89.0% 88.9% 4.90% 16085 12.3% 11.3% 4.5%

89.9% 88.0% 88.8% 4.26% 21267 13.6% 11.6% 9.5%

94.9% 94.3% 91.9% 3.94% 11184 9.9% 10.8% 4.9%

92.6% 0.0% 94.3% 3.90% 12523 8.0% 10.7% 4.1%

90.5% 89.7% 90.4% 4.26% 61059 11.3% 11.2% 6.3%

Values 
Based

Medical & 
Dental

Absence FTE Days

At 28 
February

94.6% 93.2% 3.88% 1698 13.4% 14.2% 0.9%

85.9% 89.2% 5.99% 15106 20.2% 14.4% 11.2%

92.9% 93.4% 3.82% 11569 8.9% 9.8% 4.0%

92.8% 92.0% 2.70% 2425 13.0% 13.4% 2.4%

91.8% 92.4% 5.30% 6684 7.8% 11.6% 8.4%

96.1% 94.6% 3.13% 1080 13.7% 15.6% 10.0%

89.7% 84.0% 1.55% 2453 4.7% 5.9% 4.8%

89.7% 90.6% 4.71% 20043 9.1% 9.9% 5.8%

Trustwide 90.5% 89.7% 90.4% 4.26% 61059 11.3% 11.2% 6.3%

Care Group

At 28 February Rolling 12 months to 28 February

At 28 February Rolling 12 months to 28 February

Staff Group

Appraisal Compliance Joining 
Rate

Turnover
Vacancy 

Rate 
(from ESR)

SicknessMandatory 
Training 

Compliance

Appraisal Compliance Sickness Joining 
Rate

Turnover
Vacancy 

Rate 
(from ESR)

Mandatory 
Training 

Compliance

Surgical

Medical

Specialities

Corporate

Trustwide

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered

Add Prof Scientific and Technical

Additional Clinical Services

Administrative and Clerical

Allied Health Professionals

Estates and Ancillary
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2. Essential Core Skills Compliance 
 
 Overall compliance increased slightly to 90.4%.  This compares favourably with the figure 

of 84.5% at the same point last year. 
 
 The 10 areas with the lowest compliance as at 28th February: 

 
 
 Areas with highest compliance: 

 
  

 
 
3.  Sickness Absence 
 
 The Trust-wide sickness rate has slipped back slightly to 4.26% (4.21% last month) which 

is up on the 3.89% figure at the same point last year.  
 
 The 10 areas with the highest 12-month rolling sickness absence as at 28th February: 
 

 
 
 
 Areas with the lowest sickness: 
 

Directorate Organisation Headcount Compliance Trend
Surgery Directorate 153 Surgery - General 10085 35 74.36%
Medicine Directorate 153 Medical General Staff 10075 70 78.23%
Facilities Directorate 153 Portering 14615 33 78.38%
Cancer Care Directorate 153 Haematology Snr.Medical 11346 19 80.13%
Cardiac Directorate 153 Cardiac Medical Staff 10076 32 80.73%
ED Directorate 153 ED Nursing and Income 10455 89 81.08%
ED Directorate 153 ED Admin Clerical/Receptionist 10456 30 81.32%
Ophthalmology Directorate 153 BEU Ophthalmic 10110 24 82.69%
Medicine Directorate 153 Medical B.D.E.C. 10371 13 83.04%
Elderly Care Services Directorate 153 MFE Medical Staff 10077 48 84.03%

Directorate Organisation Headcount Compliance Trend
Finance and Business Intelligence 153 Fundraising Expenses 13576 11 100.00%
Facilities Directorate 153 XCH I/H Dom Contract 14350 15 100.00%
Informatics Directorate 153 Telecoms 13585 22 100.00%
Finance and Business Intelligence 153 Information 13541 16 99.38%
Operational Services Directorate 153 Cancer Information Team 13495 15 99.33%
Maternity Directorate 153 Maternity Specialist Services 10540 11 99.26%
Pathology Directorate 153 Microbiology 11380 23 99.17%
Informatics Directorate 153 Health Records 13540 38 98.95%
Finance and Business Intelligence 153 Finance 13575 23 98.70%
Estates and Support Directorate 153 Works Department 17000 54 98.46%

Directorate Organisation Headcount Absence Rate Trend
153 Facilities Directorate 153 Portering 14615 38 10.32%
153 Anaesthetics/Theatres Director153 Day Surgery Services 10385 30 10.26%
153 Ophthalmology Directorate 153 BEU Outpatients 10480 27 10.18%
153 Elderly Care Services Directora153 MFE Ward 5 10378 43 9.49%
153 Specialist Services Directorate153 XCH Dermatology 10362 24 8.79%
153 Specialist Services Directorate153 Department of Sexual Health 10090 41 8.74%
153 Surgery Directorate 153 Ward 17 10428 29 8.32%
153 Medicine Directorate 153 Ward 3 10598 39 8.19%
153 Orthopaedics Directorate 153 Orthopaedic Outpatients 10587 25 7.80%
153 Specialist Services Directorate153 XCH Medical Secretaries 13556 11 7.74%

Workforce Report for Board – March 2017        Page 2 of 4 



 
 
 

Significant focus continues with the management of sickness absence and a review of 
actions and progress will be brought back to the board in April.  

 
4.  Turnover and Joiner Rate 

 Joining rate and turnover rate show little change over the previous month, with the joining 
rate remaining slightly above the turnover rate.  

 
5.  Vacancy Rate 

 Vacancy rate information 6.3% - a .1% drop from last month’s 6.4% and compares 
favourably with other NHS trusts.  

 
6.  Safe Staffing February 2017 
 
 Registered Nurse (RN)  Actual Day 90.1%   HCA Actual Day 101.8% 
 
 Registered Nurse (RN)  Actual Night 98.9%   HCA Actual Night 118.7% 
 
 
 Safe staffing actual against planned continues to demonstrate relative consistency. The 

areas report by exception and the commentary for February is that safety has been 
maintained with no red flags reported following validation.  

 
 Care Group A: Orthopaedics noted vacant shifts were more challenging to fill due to half 

term and the number of temporary staff availability, which was mitigated with HCA 
staff.   The Orthopaedic template has required the addition of shifts to manage the increase 
in bed capacity to accommodate outlier patients over the past few months.  

 Care Group B and C: Have seen an increase in HCA usage especially in the outlier areas, 
such as eye unit and cardiology, for additional support not reflective of their ward template 
and/or for specials 

 Care Hours Per Patient Day (CHPPD) continue to be monitored, and are relatively 
consistent, with the usual peaks in the areas of higher acuity.  

 
 
7. Employment Law update: Gender Pay Gap reporting   
 
 This is introduced from April, whereby all public and private sector employers will be 

required to report on the gap between male/female pay across 6 statutory calculations.  
For the public sector there is a snapshot date of 31/3/17 when this data must be captured, 
which is then to be published by 31/3/18. We therefore have up to a year to analyse the 
data, consider our position and develop action plans as appropriate.  The data is being 
reviewed at the Workforce Committee in April. 

Directorate Organisation Headcount Absence Rate Trend
153 Orthopaedics Directorate 153 Ortho Medical Staff 10160 33 0.48%
153 Cardiac Directorate 153 Cardiac Medical Staff 10076 40 0.73%
153 Surgery Directorate 153 Surgery - Urology 10084 18 0.74%
153 Finance and Business Intellige  153 Information 13541 16 0.85%
153 Elderly Care Services Directora153 MFE Medical Staff 10077 52 0.94%
153 Medicine Directorate 153 Medical General Staff 10075 87 1.04%
153 Cardiac Directorate 153 Cardiac Rehab 11527 19 1.08%
153 Other Directorate 153 Postgraduate Centre 13531 13 1.17%
153 ED Directorate 153 ED Medical Staff 10015 50 1.23%
153 Elderly Care Services Directora153 Speech and Language Therapy 12014 14 1.33%
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 8. Staff Survey results 2016 
 

The Trust results for 2016 show an improvement in response rate to 45% of our staff 
completing the survey and this means that we have captured the views of over 1900 
members of staff that work in the Trust. 
 
Our top five ranking scores relate to staff being able to contribute to improvements at work, 
effective team working, the percentage of staff that were appraised in the last 12 months, 
the satisfaction with levels of responsibility and involvement, and staff feeling valued by 
managers and the organisation.  
 
There are 32 key findings for the overall survey and of these we were in the top 20% of 
performers for 13 of these, top 40% for a further 14, average for 4 and bottom 40% for one. 
 
Areas for improvement include staff experiencing discrimination at work (bottom 40% 
referenced above), experiencing physical violence from patients, relatives and the public, 
and feeling unwell due to work related stress.  
 
A more detailed presentation about the Trust results, overall findings and benchmarking of 
our position will take place in the public board. We are using the findings in line with the 
recent staff impressions survey and the cultural audit last year, and developing trust and 
local actions plans. 

 
 
 
 
 
.  
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BOARD OF DIRECTORS 
Meeting Date and Part: 31st March 2017 – Part 1 

Subject: Stroke Services Update 

Section on agenda: Performance 

Supplementary Reading 
(included in the Reading Pack) None 

Officer with overall responsibility: Richard Renaut, Chief Operating Officer 

Author(s) of papers: Claire Stalley, Stroke Services, Neurotherapy & Stroke 
Manager 

Details of previous discussion and/or 
dissemination: Monthly Performance Reports 

Action required: 
Approve / Discuss / Information/Note 

The Board of Directors is asked to receive this report 
and to note the sustained progress made against the 
measures of an effective stroke service. 

Executive Summary: 

This report covers: 

• Most recent published stroke performance using Sentinel Stroke National Audit Programme 
(SSNAP) (Triannual report 2: August to November 2016) 

• Our internal assessment of performance for December 2016 to February 2017 (Triannual report 3 
to date) 

• Detailed actions the service is taking to sustain performance to SSNAP Level A with no domain 
area below C, and the majority moving to B or better and to sustain performance in the upper 
quartile. 

 

Relevant CQC domain: 

Are they safe? 

Are they effective? 

Are they caring? 

Are they responsive to people's needs? 

Are they well-led? 

All 

Risk Profile: 

i) Impact on existing risk? 
 
ii) Identification of a new risk? 

 

Compliance with Stroke Standards on Assurance 
Framework. 

No new risk 
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Stroke Services Update 
 
1. Introduction 
 
This paper covers: 

• Most recent published stroke performance using Sentinel Stroke National Audit 
Programme (SSNAP) (Triannual report 2: August to November 2016) 

• Our internal assessment of performance for December 2016 to February 2017 
(Tri-annual report 3 to date) 

• Detailed actions the service is taking to sustain performance to SSNAP Level A 
with no domain area below C, and the majority moving to B or better and to 
sustain performance in the upper quartile (Annex) 

 
The quality of stroke services is measured via tri-annual (four-monthly) SSNAP 
results.  To achieve a SSNAP Level A, a score of 80.1 or more is required.  The 
more recent SSNAP results cover T2, August to November 2016, in which RBCH 
achieved SSNAP Level A and a score of 86.   
 
Nationally for T2, 19% of Trusts achieved a SSNAP level A which is 41 out of 228 
Trusts.  Only 23 Trusts achieved a score of 86 or higher placing us in the top 10%.  
To put this result into local context with the rest of Wessex; we were the only team 
within Wessex and the South West to achieve a SSNAP Level A.  Within Dorset; 
Dorset County Hospital achieved SSNAP Level C and Poole Hospital a Level B. 
 
Ensuring sustainability of improvements over the next 12 months relies upon 
expansion of the radiology service out of hours, management of risks specifically 
relating to staffing and establishing required psychology provision.  By delivering the 
overall plan our trajectory is to sustain SSNAP Level A with no domain lower than 
level C. 
 
2. Summary of SSNAP 
 
The SSNAP performance is based on 10 domains covering 44 key indicators and the 
results benchmarked against national performance.  A summary of our recent 
performance is below. 
 

Quarter Oct-Dec 
2015 

Jan-Mar 
2016 

Apr-Jul 
2016 

Aug-Nov 
2016 

National 
Average 

SSNAP level B A A A  
SSNAP score (team-centred) 80 88 86 86  
Case ascertainment band A A A A A 
Audit compliance band A A A A A 
1) Scanning C B C C B 
2) Stroke unit C C C C C 
3) Thrombolysis C B C C C 
4) Specialist Assessments C B B B B 
5) Occupational therapy A A A A A 
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6) Physiotherapy B B A A B 
7) Speech and Language therapy A A A A C 
8) MDT working B A A A C 
9) Standards by discharge A A A A B 
10) Discharge processes A A A A B 

 
The Stroke Service is delighted to have sustained a SSNAP Level A; this is the 
accumulation of a significant amount of hard work by the entire Stroke MDT and 
work undertaken in close collaboration with our colleagues in the Emergency 
Department, the Radiology Department, the Clinical Site Team and the Information 
Department. 
 
For T2, performance across all domains has been maintained; we continue to work 
to improve on all areas and more detail is provided in the Stroke Performance and 
Delivery Plan in Annex. 

 
3. Other stroke actions 
 
We are pleased to have the opportunity to work together with our Stroke Service 
colleagues at Poole Hospital and Dorset County Hospital for the Stroke Vanguard 
work stream as part of the Acute Care Collaboration Vanguard for ‘Developing One 
NHS in Dorset’.  We have made considerable progress with excellent engagement 
from clinicians and managers from each of the three organisations.  Work to date 
includes the following: 
 
• Development of a Dorset ‘document of principle’ stroke service specification 

detailing standards for future stroke service provision in Dorset.  The framework 
which we developed for this has been adopted by Dorset CCG to be used as a 
Framework for Future Commissioning. 

• Well established Stroke Workstream and Sub-streams for TIA; Pre-hospital and 
Hyper-acute; Acute; and Stroke ESD which will develop options appraisals and 
implementation plans to deliver the Dorset Stroke Specification.  Membership 
includes representation from the Stroke Association, SWAST/SCAST, Social 
Services and DHUFT. 

• A Dorset Guide to SSNAP and plans to align processes and practices. 

• Workforce plan and shared stroke specialist competencies across Dorset. 

• Development of a Strategic Outline Case which was presented to Vanguard 
Executive Steering Group in October and ratified in December. 

 
4. Stroke Performance and Delivery Plan: impact of new National 

Clinical Guideline. 
 
The Stroke Service remains fully focused on continuing to improve across all areas 
and ensure where performance is already high to sustain this.  We have a clear 
performance and delivery plan (see Annex) and a clear understanding where we can 
improve on our SSNAP score.  
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A SSNAP Level A (score of 80.1+) is sustainable and our ambition is to achieve no 
domain being lower than a Level B.  It is likely however that with the recent release 
of new RCP Guideline for Stroke (2016) that the parameters for success for a 
number of the key indicators are set to increase and need to be addressed to ensure 
we are able to maintain a high level performance in the future.  The headline 
changes to National Clinical Guideline for Stroke is as follows: 
 
• TIA:  removal of risk stratification for TIA requiring all suspected TIA patients to 

be seen, assessed and treatment commenced within 24 hours of first presenting 
to a health care professional.  From April we will be introducing additional TIA 
provision here at RBH as an interim, and work continues with colleagues as part 
of Stroke Vanguard and developing Dorset-wide TIA services. 

• Scanning:  for all stroke patients to be scanned within 1 hour of arrival to hospital 
(or stroke if this occurs as an in-patient).  A QI project has commenced in 
collaboration with Radiology to develop a stepped implementation plan. 

• Psychology:  Psychology should be a core member of the Stroke MDT and 
based on the recently published RCP National Clinical Guideline for Stroke 
(October 2016), RBCH should have as a minimum 1.0 wte (currently 0.2 wte 
non-substantive post charity funded until June 2017).  This is on the Directorate 
risk register and work is underway with colleagues as part of Stroke Vanguard to 
find a sustainable solution.  As this is likely to be a year off then an extension to 
the charity funded post is being explored, given the RBCH budgeted deficit did 
not allow for service enhancements in 2017/18, unless they were self-funding.  
At this time, SSNAP has not updated its performance metrics to incorporate the 
RCP guidelines therefore it is not expected this gap in service level will affect the 
A grade rating for 2017/18, however if SSNAP were to do so, it is acknowledged 
that it would be difficult to sustain SSNAP A without additional psychology 
resource.  The ambition to have the required WTE psychology for stroke patients 
is one that is supported by the Trust. 

 
The Stroke Services Performance and Delivery Plan (Annex) details the following for 
each of the SSNAP key indicators: the key indicator information with the 
performance required to achieve a SSNAP level A; the performance level plan for 
the key indicator; the latest SSNAP result; and the quarter to date performance.  
 
5. Risk Mitigation  
 
The Stroke Outreach Service continues to deliver considerable improvement with our 
front door performance and ensuring all acute assessments are completed in a 
timely manner.  It is proving considerably challenging for the team (only 4 wte) to 
provide such an extended service of 7am to midnight 7 days a week.  Due to 
vacancy and sickness we have been unable to provide a full Stroke Outreach 
Service for periods in December and January which will affect performance.  We 
have mitigation actions in place as much as feasible given the available staffing 
resource and will closely monitor associated performance. 
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We have advertised for a 1.0 wte Stroke Consultant to replace Dr Loganathan, our 
full-time Associate Specialist Doctor, who left the service in July 2016.  To date we 
have had no response to advert.  We will have a further 0.9 wte Stroke Consultant 
post to cover from March 2017 due to maternity leave. 
 
There continues to be staffing challenges specifically within Physiotherapy (vacancy 
and high level of maternity leave) and our Therapy Assistants (vacancy) which has 
impacted upon Therapy provision for December and January which may affect 
performance for T3.  In addition changes in OPM Directorate Leadership and backfill 
plans for the Stroke Services and subsequent Neurotherapy Team Leader roles, has 
added additional vacancy still to be backfilled for Physiotherapy. 
 
These staffing issues are common to many Stroke units, but it gives greater 
emphasis to why the CSR/Vanguard work with Poole and DCH is so important.  A 
Dorset-wide stroke service which works collaboratively across the county will enable 
current resources to be reconfigured allowing greater resilience for vacancies to be 
covered with the aim for all stroke patients in Dorset to access SSNAP Level A 
services. 
 
Risks remain in achieving the targets; these include access to stroke beds due to 
timely discharges and the surge in Trust admissions leading to non-stroke patients 
outlying on the stroke unit.  This will be mitigated through the wider urgent care work 
and the specific actions on discharge.  
 
Ensuring sustainability of improvements over the next 12 months also relies upon 
expansion of the radiology service out of hours and CT capacity; this is particularly 
relevant for achieving thrombolysis within 1 hour out of hours and the new RCP 
requirement to scan all patients within 1 hour of arrival, as delays occur with waiting 
for a Radiographer to come in and further delays waiting for the scan to be reported. 
The new, 3rd CT scanner, is planned to be operational from late May, and this will 
have dedicated emergency slots.  There is considerable training, workforce and 
roster changes already underway.  These will help improve stroke, and other 
emergency patient pathways. 
 
6. Recommendation 
 

 

 

 

The Board of Directors is asked to receive this report, and to note the 
sustained progress made against the measures of an effective stroke 
service. 
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ANNEX: STROKE PERFORMANCE & DELIVERY PLAN – FEBRUARY 2017 (up to 24th February) – ONE PAGE SUMMARY 
 
DOMAIN  

SSNAP T1 
(Apr-July) 

T2  
(Aug-Nov) 

T3 
(Dec-Mar) 

 
Plans 

 
Comments/Risks 

1 Scanning 
 

C C C • Stroke Awareness campaign launching April 17  
• On-site Radiographer OOH  and CT3 May 17 
• QI project re CT pathway 

• Delayed identification of atypical stroke patients 
• New RCP guidance for 1 hour CT scans 

 
2  Stroke Unit 
 

C C C • Stroke Awareness campaign launching April 17  • As above and also & delays with MFFD patients 
awaiting care/placement 

3 Thrombolysis 
 

C C C • CT3 and extended opening hours to 23:00 with 
on-call Radiographer on site from May 17 

• OOH delays  
• Stroke Awareness Campaign may increase calls  

4 Specialist 
Assessments 

B B B • Monitoring training and competency for nurses in 
WSS and NIHSS 

• Reviewing 7/7 consultant rounds via Vanguard 

• Previous analysis of breaches indicated breaches 
were for W/e & BH admissions, late diagnosis pts 
 

5  Occupational 
Therapy 

A A A • Develop more flexible approach to delivering 
therapy intensity  

• Current Rehab assistant vacancies  

6 Physiotherapy A A B • Develop more flexible approach to delivering 
therapy intensity  

• Increase groups from 3x to 5x weekly 

• Current Rehab assistant vacancies  
• Awaiting backfill start date for B6 1.WTE acting 

up post 
7 Speech and 
Language Therapy 

A A A • Increase group frequency – breakfast, smoothie 
and communication 

• Current Rehab assistant vacancies  
• B6 WTE vacancy awaiting start date 

8 MDT Working 
 

A A A • Review of all T3 to date patients who have had 
initial specialist assessments at > 12 hours to 
determine where gains can/should be made 

• On track 

9 Standards by 
discharge 

A A B • Targeted training sessions for all staff on MUST  • New ward dietitian 

10 Discharge 
Processes 

A A A  • On track 

Audit compliance 
 

A A A • Continue NIHSS training of all staff • On track 

Case 
ascertainment 
 

A A A • Monthly lockdown checks will be performed  • On track 

SSNAP Level A        A A   

SSNAP Score 86       86 82   

1 
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Domain 1: Scanning - Domain Leads: Matt Benbow/Arnie Drury and Steph Heath/Katherine Chambers 
 
DOMAIN KEY INDICATORS 

 
Plan  
(B) 

SSNAP 
T2  

 

T3 
(Dec-Mar) 

 
Comments 

1.1 Proportion of patients scanned 
within 1 hour of clock start (A = 
48%) 

 
43%  (B) 

 
38.2%(C) 

 
45.5% (B) 

• CT3 – no date confirmed 
• Staff consultations taking place in radiography re extended role and hours – once 

implemented staff will be onsite 24/7 and able to complete CT Brains 
1.2 Proportion of patients scanned 
within 12 hours of clock start (A = 
95%) 

 
90% (B) 

 
92% (B) 

 
88.4% (C) 

1.3 Median time between clock 
start and scan (A = < 60mins) 

 
< 75 mins 

(B) 

 
92 mins 

(D) 
 

 
69mins (B) 
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Board of Directors – Part 1 
31st March 2017 
Domain 1: Delivery Plan 

 
 Delivery Plan (Improvement Actions) 

  

Timescale  
for 

completion 

 
Action Specifics 

1. To continue to undertake a breach analysis of all patients who do 
not get their scan in the required timescales  

completed • Primary breach group is atypical presenting stroke patients which is being 
reviewed as part of weekly validations 

2. To implement a clear categorisation for all breaches so we can 
clearly understand which are due to atypical/complex clinical 
presentations and which are due to process/organisational misses 

completed • This has been  in place since  April 2016 

3. Targeted education to improve stroke recognition, particularly for 
non-FAST presenting stroke. 

May 2017 • Developing a Stroke Brand with Comms to go live 3.4.17  
• Main aims to ensure all are aware to contact Stroke Outreach if patient 

?stroke and to raise awareness of less common stroke symptoms 
4. Considering new RCP guidance for 1 hour CTs, Stroke team to work 

with Radiology to ensure optimal patient care . Improvements to 
be in place before extended CT opening 7/7 to 23:00 (May 2017). 

ongoing • Staff consultation ongoing in Radiography to agree new practices 
• Wider discussion from stakeholders across pathway (i.e. ED, AMU. ACM) 

regarding implementation of 1 hour CT guidance  
5. Implementation of CT3 and plan that X-ray Radiographers will be 

able to undertake CT Brain Scans.   
?May 2017 • Staff engagement with Stroke needs via QI work 

6. Stroke Outreach to review feasibility of a ‘pre-alert’ for all FAST 
positive patients not just those who may be for thrombolysis. 

March 2017 • Work with Paramedics/IT for SO to have access to paramedic information on 
mobile tablet to enable initial assessment on arrival and reduce time to CT. 
(May need locality wide approach re ‘pre-alerts’ as part of Vanguard. 

• Consider access to Ortivus in CT Dept. 
7. To  monitor  the impact of changes to Stroke Outreach service and 

mitigate wherever possible.  
ongoing • Weekly validations to continue 

8. To deliver teaching to  Radiographers regarding Thrombolysis to 
improve efficiency and awareness of impact of quick scan 

Feb 2017 • KC to deliver training on 7th Feb 

9. FAST +ve CT requesting protocol to be updated to reflect new RCP 
guidance and also ? to enable requesting purely on basis of positive 
ROSIER rather than also an NIHSS 

March 2017 • KC to suggest revisions to MB and Stroke Consultants / Radiologists 
• Protocol to be confirmed and shared.  CT requesting form also to be updated  

with new guidance ? urgent scans vs. 1 hour 
10. Stroke Outreach to start to assess patients in RATS, when able, in 

order to get request to CT within 30 mins of arrival. 
March 2017 • Stroke outreach – to meet and discuss this process Feb 17 

• KC meeting with Senior staff in ED to discuss impact of this and optimal way 
to work together. 

• Agree a date to inform Radiography of new guidance and working practices 
?when protocol updates are complete 

11. Set up audit to monitor feasibility of assessment of patients by 
Stroke Outreach earlier in ED in order to complete 1 hour scan ?try 
to identify the factors which make this challenging i.e. concurrent 
patients to see/portering  etc. 

July 2017 • Address as part of QI work re scanning 
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Board of Directors – Part 1 
31st March 2017 
Domain 2: Stroke Unit - Domain Leads: Morwenna Gower & Katherine Chambers                                                                                                                
 
DOMAIN KEY INDICATORS 

 
Plan 
(B) 

 
SSNAP T2 

 

T3 
(Dec-Mar) 

 
Comments 

2.1 Proportion of patients directly 
admitted to a stroke unit within 4 
hours of clock start (A = 90%) 

 
75% (B) 

 
68.7% (C) 

 
66.7% (C) 

• Awaiting CFA approval for launch materials 
• Process for OOH handover of patients to Stroke Outreach team 

2.2 Median time between clock start 
and arrival on stroke unit 
(hours:mins) (A = Median < 2 hrs) 

 
Median < 
3 hrs (B) 

 
03:24 (C) 

 
03:15 (C) 

2.3 Proportion of patients who spent 
at least 90% of their stay on stroke 
unit (A = 90%) 

 
85% (B) 

 
85.5% (B) 

 
86.8 % (B) 

 
Domain 2: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 

Timescale 
for 

completion 

 
Action Specifics 

 
1. To implement a clear categorisation for all breaches (eg 

atypical/complex clinical presentations or process misses) 
complete • This has been  in place since  April 2016 

2. Targeted education to improve stroke recognition, 
particularly for non-FAST presenting stroke. 

May 2017 • Developing a Stroke Brand (similar to Sepsis campaign) with Comms to go live 3.4.17  
 

3. Collaboration with ED/SWAST/SCAS regarding pre-alert and 
pre-hospital information provision for stroke patients 

ongoing – KC 
to review 

• Work with Paramedics/IT for SO to have access to paramedic information on mobile 
tablet to enable initial assessment on arrival and reduce time to CT. (May need 
locality wide approach re ‘pre-alerts’ as part of Vanguard. 

4. Stroke QI: Extended LOS – to undertake a case notes 
review/audit of patients with a LOS ≥ 30 days to determine 
key themes contributing to extended LOS and actions to 
address 

on hold • Notes audit complete and identified 5 key factors contributing to extended LoS 
(independent prior to admission, Mod stroke 5-15, cognitive impairment, continence 
issues, communication impairment).  Plan to undertake focused research project 
with Research Fellow.  

5. Stroke outreach bleep to be held by nurse in charge 
overnight so can be aware of potential patients 

March 2017 • To be embedded prior to launch of awareness campaign 

6. To continue to work proactively with the Trust Discharge 
Team, Social Services and other agencies to facilitate 
discharge at earliest possible time 

ongoing • Meetings underway with Dorset and Bournemouth SS 
• Need to establish links with Hampshire SS 
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Board of Directors – Part 1 
31st March 2017 
Domain 3: Thrombolysis - Domain Leads: Michelle Dharmasiri & Katherine Chambers 
 
DOMAIN KEY INDICATORS 

 
Plan 
(B) 

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

 
Comments 

3.1 Proportion of all stroke patients 
given thrombolysis (A=20%) 

 

 
12% (C) 

 
12.2% (C) 

 
9% (E) 

• Review of breaches indicates that our Door to Needle time is significantly less in 
hours than OOH due to delays OOH waiting for radiographer to come in and for 
Radiologist to report 

• CT3 and extended opening hours to 23:00 with on-call Radiographer on site from 
May 17 
 

3.2 Proportion of eligible patients given 
thrombolysis (A=90%) 

 
100% (A) 

 
100% (A) 

 
100% (A) 

3.3 Proportion of patients who were 
thrombolysed within 1 hour of clock 
start (A=55%) 
 

 
55% (A) 

 
43.8% (C) 

 
58.8% (A) 

3.4 Proportion of applicable patients 
directly admitted to a stroke unit within 
4 hours of clock start and received 
thrombolysis or have a pre-specified 
justifiable reason (“no but”) for why it 
couldn’t be given (A = 65%) 
 

 
65% (A) 

 
68.7% (A) 

 
66.7% (A) 

3.5 Median time between clock start 
and thrombolysis (A=< 40mins) 
 
 

 
< 50 mins 

(B) 

 
01:04 mins 

(D) 

 
01:00 (C) 

 
Note*: for key indicator 3.1, patients can only be given thrombolysis if they meet the required eligibility criteria as per key indicator 3.2. For Q1 to date, 
10.9% of patients were given thrombolysis which is 100% of patients who were eligible for thrombolysis, we could not have achieved higher than 10.5% for 
key indicator 3.1. 
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Board of Directors – Part 1 
31st March 2017 
Domain 3: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 

Timescale 
for 

completion 

 
Action Specifics 

1. To complete a review and reflection of all thrombolysis cases 
taking more than 1 hour and identify any re-occurring themes to 
be addressed 

ongoing • To work through action plan to address any contributing factors/themes i.e. 
out-of-hour radiology reporting, bedside coag check to reduce waits for INR. 

2. To increase skills in stroke outreach team and other staff delivering 
thrombolysis to support thrombolysis pathway and to help reduce 
time to stroke specific assessment and door to needle time.  

 
ongoing  

• Regular teaching sessions established for all Medical registrars to improve 
knowledge and skill re thrombolysis to support prompt service delivery – MD 
and KC/KH 

• On-going supervision with Stroke Outreach Team 
• Teaching session to Radiographers Feb 2017 

3. To maintain good standards of awareness of acute stroke 
identification and management, including thrombolysis eligibility 
across the Trust.   

April 2017 • Stroke Branding campaign to address identification 

4. To improve documentation for families re. thrombolysis and tools 
to support explanation of risk/benefit to support patient and their 
relatives understanding and decision making. 

February 
2017 

• Patient and relative thrombolysis information completed and approved by PIG. 
To be put into use by date TBC 

• Write a summary of the evidence for support when explaining risks to relatives 
and patients for use by Med Reg/Stroke Outreach for reference. 

• Further investigation following UKSF re tools being devised to share following a 
research project in Scotland. 

5. Liaising with ambulance teams to optimise pre-hospital 
information sharing with Stroke Outreach 

ongoing • KC to explore this with Paramedics or option for Stroke Outreach to have access 
to paramedic information on a mobile tablet.   

• In short term if wider project not feasible consider access to Ortivus in CT Dept. 
6. Consider use of tools for quick body measurements to more 

accurately estimate patients’ weight and ensure delivering 
accurate dose of medication to optimise their outcome. 

ongoing • Investigation on-going and to liaise with local trusts where this is regular 
practice i.e. PHT 

• Review of potentially suitable tools 
• Audit in progress to check accuracy of weight predictions for thrombolysis 

patients.   
7. To implement bedside Coag check to reduce wait for INR March 2017 • Coag checked and purchased currently being PAT tested. - COMPLETE 

• SOP - TBC 
• Confirm with pathology team that accuracy is acceptable against our lab and 

approve us to put into routine use - AWAITED 
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Board of Directors – Part 1 
31st March 2017 
Domain 4: Specialist Assessments - Domain Leads: Becky Jupp, Katherine Chambers, Louise Johnson and Nikki Manns 
 
DOMAIN KEY INDICATORS 

 
Plan 
(C) 

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

 
Comments 

4.1 Proportion of patients assessed 
by a stroke consultant within 24hrs 
of clock start (A=95%) 

 

 
80% (C) 

 
79.8% (D) 

 

 
80.4% (C) 

• Previous analysis of breaches indicated breaches were for weekend/BH admissions, 
late diagnosis pts 

• SALT continue to prioritise formal swallow assessment within existing service; impact 
of reduced staffing should be minimal. 

4.2 Median time between clock start 
and being seen by stroke consultant 
(hrs:mins) (A=<6hrs) 
 

 
<15hrs (D) 

 
16:33 (E) 

 

 
13:48 (D) 

4.3 Proportion of patients who were 
assessed by a nurse trained in stroke 
management within 24hrs of clock 
start (A=95%) 
 

 
95% (A) 

 
95.4% (A) 

 
93.7% (B) 

4.4 Median time between clock start 
and being assessed by stroke nurse  
(A=< 60mins) 
 

 
< 60 mins 

(A) 

 
00:34 mins 

(A) 

 
00:57(A) 

4.5 Proportion of applicable patients 
who were given a water swallow 
screen within 4hrs of clock start 
(A=85%) 
 

 
85% (A) 

 
79.7% (B) 

 
76.4% (B) 

4.6 Proportion of applicable patients 
who were given a formal swallow 
assessment within 72hrs of clock 
start (A=85%) 
 

 
85% (A) 

 
97.6% (A) 

 
95.4% (A) 
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Board of Directors – Part 1 
31st March 2017 
Domain 4: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 

Timescale 
for 

completion 

 
Comment 

 
1. Options to introduce 7-day Consultant ward-rounds when 

Stroke Consultant wte fully established  
ongoing as 

part of 
Vanguard 

• BJ/AW to review feasibility of implementing 7-day Stroke Consultant ward-rounds 
• Vanguard stroke 

2. Review all patients for T3 who breached being assessed by 
Stroke Consultant within 24 hours of clock start 

complete • Breaches continue to be weekend/BH admissions and those with atypically 
presenting stroke 

3. Ensure 85% Band 5 and Band 6 nurses on the SU are trained 
and assessed as competent in WSS 

ongoing  • Plan to achieve 85% compliance with Band 5 and 6 Nurses 
• All new staff to complete training and be signed off as competent within 3 months of 

starting on unit with review on yearly basis 
4. Ensure 85% Band 5 and Band 6 nurses on the SU are trained 

and assessed as competent in NIHSS 
ongoing  • Plan to achieve 85% compliance with Band 5 and 6 Nurses 

• All new staff to complete training and be signed off as competent within 3 months of 
starting on unit 
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Board of Directors – Part 1 
31st March 2017 
Domain 5: Occupational Therapy - Domain Leads: Louise Johnson and Anna Perrin 
 
DOMAIN KEY INDICATORS 

 
Plan 
(A) 

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

 
Comments 

5.1 Proportion of patients reported 
as requiring occupational therapy 
(A=80%) 
 

 
80% (A) 

 
86.9%  

(A)  

 
84.1% (A) 

• Current Band 6, 1.0 wte OT mat leave – recruitment has backfilled with 0.8  
• Current Rehab assistant vacancies - Band 3  1.0 wte – out to advert and Band 2 2.0 

wte  awaiting start dates 
 

5.2 Median number of minutes per 
day on which occupational therapy is 
received (A= >32 mins) 
 

 
>32 mins (A) 

 
36.7 (A) 

 
36.11(A) 

 

5.3 Median % of days as an inpatient 
on which occupational therapy is 
received (A=>70%) 
 

 
>70% (A) 

 
85.5% (A) 

 
82%(A) 

5.4 Compliance (%) against the 
therapy target of an average of 25.7 
minutes of occupational therapy 
across all patients (A=80%) 
 

 
80% (A) 

 
100% (A) 

 
94.6% (A) 
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Board of Directors – Part 1 
31st March 2017 
Domain 5: Delivery Plan 
 

Delivery Plan (Improvement Actions) 
Timescale 
for 
completion 

 
Action Specifics 

1. To implement therapy non clinical working 
practices/organisation to maximise time released for direct 
patient care   
 

 
ongoing 

• To review whole MDT communication process (timetabling, whiteboard rounds, 
MDT meetings, Ax pathway, discharge summaries etc) following changes made 
October 2016 

2. Review breaches for 6.1 to understand rationale for patients 
being deemed not appropriate  

ongoing • Validation processes in place and to be completed on an ongoing basis 
• Ensuring consistent data entry for SSNAP regarding eligibility for OT; training with 

teams around this to ensure accuracy. 
3. Review of end dates for OT input for eligible patients  ongoing • Ensure end dates for OT are being inputted and progress maintained via senior 

support and validation 
4. Establish twice weekly  OT groups (gardening and tell your 

story) 
ongoing • Continue to implement lunch and breakfast groups daily (OT /SALT) with TAs 

leading under OT/SLT supervision freeing up time for higher priority activities for 
OTs whilst maintaining frequent input for pts 

• Reintroduction of ‘tell your story group’ weekly – OT led; establish referral protocol  
• With the return of spring to reintroduce gardening group, supported by TA 
• Introduction of weekend lunch groups 

5. Recruit to all vacancies and establish/implement mitigation 
plans whilst we have vacancies 

ongoing • To increase group activity and decrease non-clinical activities whilst recruiting 
• Explore options to effectively utilise volunteer time to support non-clinical 

activities. 
6. Develop more flexible approach to delivering therapy 

intensity (i.e. 2 x 20 minute sessions if pt cannot tolerate a 40 
minute session) 

March 2017 • Review timetabling process  
• Training sessions on new RCP guidelines – to include working parties 
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Board of Directors – Part 1 
31st March 2017 
Domain 6: Physiotherapy - Domain Leads: Louise Johnson and Emily Carter 
 
DOMAIN KEY INDICATORS 

 
Plan 
(A)  

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

Comments 
 

6.1 Proportion of patients 
reported as requiring 
physiotherapy (A=85%) 
 

 
80% (B) 

 
86.1%  

(A)  

 
80.4% (B) 

• Current Band 6, 1.47 WTE PT mat leave – backfilled with 1.0 wte only 
• Current 1.0 WTE Band 6 PT (acting up) – recruited to FTC awaiting start date 

Current Rehab assistant vacancies - Band 3  1.0 wte – out to advert closing 21.2.17 and 
Band 2 2.0 wte   (start date 13.3.17) 

6.2 Median number of minutes 
per day on which physiotherapy is 
received (A=>32 mins) 
 

 
>32 mins 

(A) 

 
32.5(A) 

 
28.5 (B) 

6.3 Median % of days as an 
inpatient on which physiotherapy 
is received (A=>75%) 
 

 
>75% (A) 

 
90.9% (A) 

 
80.4% (A) 

6.4 Compliance (%) against the 
therapy target of an average of 
25.7 minutes of physiotherapy 
across all patients (A=90%) 

 
80% (B) 

 
93.1% (A) 

 
66% (D) 
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Board of Directors – Part 1 
31st March 2017 
Domain 6: Delivery Plan 

Delivery Plan (Improvement Actions) 
 

Timescale for 
completion 

Action Specifics 

1. To implement therapy non clinical working 
practices/organisation to maximise time released for direct 
patient care  

 
ongoing 

• To review whole MDT communication process (timetabling, whiteboard rounds, 
MDT meetings, Ax pathway, discharge summaries etc) following changes made 
October 2016  

2. Review breaches for 6.1 to understand rationale for patients 
being deemed not appropriate  

ongoing • All breaches are being reviewed and data fully validated. 
• Individual training for staff as required 

 
3. Review of end dates for physio input for eligible patients ongoing • Introduction of new clinical board for active pts 

• Training and support on 1:1 basis as required for staff by senior therapists 
4. Increase  regular/sustained   exercise groups from 3 

days/week to 5 days (seated exercise group/sit to stand 
group/Wii).   

 
ongoing 

• 5 x per week exercise group established run by TAs twice weekly and PTs   3 x 
weekly  

• Develop criteria and guidelines for groups  
• Review competencies for staff leading groups and processes for referring 

to/organising groups 
• Explore reintroduction of Wii Group 
• Audit non-compliance to understand any reasons for groups not occurring  

5. Recruit to all vacancies and establish/implement mitigation 
plans whilst we have vacancies 

ongoing • To increase group activity and decrease non-clinical activities whilst recruiting 
• Explore options to effectively utilise volunteer time to support non-clinical 

activities. 
• Explore options for Bank physio staff 
 

6. Develop more flexible approach to delivering therapy 
intensity (i.e. 2 x 20 minute sessions if pt cannot tolerate a 40 
minute session) 

March 2017 • Review timetabling process  
• Training sessions on new RCP guidelines – to include working parties 
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Board of Directors – Part 1 
31st March 2017 
Domain 7: Speech and Language Therapy - Domain Leads: Louise Johnson and Caroline Bagnall 
 
DOMAIN KEY INDICATORS 

 
Plan 
(A) 

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

 
Comments 

7.1 Proportion of patients reported as 
requiring speech and language 
therapy (A=50%) 
 

 
50% (A) 

 
65.3%  

(A) 

 
57.14% (A) 

• Current Rehab assistant vacancies - Band 3  1.0 wte – out to advert and Band 2 2.0 
wte  starting 13.3.17 

• Staffing changes resulting in reduction of B7 SLT on unit have allowed for increase 
in B6 template – 1.0 WTE B6 SLT out to advert interviewing 22.2.17 
 
 

7.2 Median number of minutes per 
day on which speech and language 
therapy is received (A=>32 mins) 
 

 
>32 mins 

(A) 

 
32.2(A) 

 
34.2(A) 

 

7.3 Median % of days as an inpatient 
on which speech and language 
therapy is received (A=>70%) 
 

 
>70% (A) 

 
70.8% (A) 

 
70% (A) 

7.4 Compliance (%) against the 
therapy target of an average of 25.7 
minutes of speech and language 
therapy across all patients (A=90%) 
 

 
90% (A) 

 
92.6% (A) 

 
84.5% (B) 

 
 
 
 
 

13 
 



Board of Directors – Part 1 
31st March 2017 
Domain 7: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 

 
Timescale for 
completion 

 
Action Specifics 

7. To implement therapy non clinical working 
practices/organisation to maximise time released for direct 
patient care 

ongoing • To review whole MDT communication process (timetabling, whiteboard 
rounds, MDT meetings, Ax pathway, discharge summaries etc) following 
changes made October 2016 

8. To increase frequency of  Communication Group  from twice 
weekly to 3x weekly 

ongoing • Band 3 Therapy Assistant being trained to run group. 
• Review progress and potentially increase to 3 x per week thereafter. 
• Extend the skill set of the therapy assistants to increase their role in delivering 

SALT rehabilitation. 
9. Dysphagia patients to be supported at breakfast group 5 

days/week  
ongoing • SALT to support TA’s with providing support to breakfast group as required 

• Extend the skill set of the therapy assistants to increase their role in delivering 
SALT rehabilitation. 

• Strengthen links between TAs and Ward Hostess and HCAs to improve 
attendance at BG 

10. Recruit to all vacancies and establish/implement mitigation 
plans whilst we have vacancies 

ongoing • To increase group activity and decrease non-clinical activities whilst recruiting 
• Explore options to effectively utilise volunteer time to support non-clinical 

activities. 
 

11. To implement a twice weekly smoothie group on hold • Group specifically for patients on modified diet and fluids to make their own 
smoothie 

12. To support OT “tell your story group” for communication 
impaired patients 
 

ongoing  

13. Update competencies for WSS practitioners  to maintain 
robust and effective process 

ongoing • Maintain database of WSS practitioners 

14. Develop more flexible approach to delivering therapy 
intensity (i.e. 2 x 20 minute sessions if pt cannot tolerate a 40 
minute session) 

March 2017 • Review timetabling process  
• Training sessions on new RCP guidelines – to include working parties 
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Board of Directors – Part 1 
31st March 2017 
Domain 8: Multidisciplinary Team - Domain Leads: Louise Johnson, Kirsty Toombs and Nikki Manns 
 
DOMAIN KEY INDICATORS 

 
Plan 
(A) 

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

 
Comments 

8.1 Proportion of applicable patients who were 
assessed by an occupational therapist within 
72hrs (A=90%) 
 

 
90% (A) 

 
98.8% (A) 

 
98.3% (A) 

• Monthly liaison meeting between nursing and therapist now in place 

8.2 Median time between clock start and being 
assessed by  Occupational therapist (A=<12hrs) 
 

 
<12hrs (B) 

 
16:50(C) 

 
17:42 (C) 

8.3 Proportion of applicable patients who were 
assessed by an physiotherapist within 72hrs 
(A=90%) 
 

 
90% (A) 

              
98.8% (A) 

 
98.3% (A) 

8.4 Median time between clock start and being 
assessed by  physiotherapist (A=<12hrs) 
 

 
<12hrs (B) 

 
16:55 (C) 

 
17:42 (C) 

8.5 Proportion of applicable patients who were 
assessed by speech and language therapist 
within 72hrs (A=90%) 

 
90% (A) 

                    
97.4%(A) 

 
96.6% (A) 

8.6 Median time between clock start and being 
assessed by speech and language therapist 
(A=<12hrs) 
 

 
<18hrs (C) 

 
19:00 (D) 

 
18:05 (D) 

8.7 Proportion of applicable patients who have 
rehabilitation goals agreed within 5 days of 
clock start (A=80%) 

 
80% (A) 

 
N/A 

 
90% (A) 

8.8 Proportion of applicable patients who are 
assessed by a nurse within 24hrs and at least 
one therapist within 24hrs and all relevant 
therapists within 72hrs and have rehab goals 
agreed within 5 days (A=60%) 

 
60% (A) 

 
N/A 

 
76.7% (A) 
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Board of Directors – Part 1 
31st March 2017 
Domain 8: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 
 

 
Timescale for 
completion 

 
Action Specifics 

 

1. To implement therapy non clinical working 
practices/organisation to maximise time released for direct 
patient care  

ongoing • LJ + MG to support MDT review of whole communication process (timetabling, 
whiteboard rounds, MDT meetings, Ax pathway, discharge summaries etc) 
following changes in Nov 2016 

• To closely monitor impact upon performance  
2. To undertake a review of all T3 to date patients who have had 

initial assessment from OT/PT/SALT at > 12 hours to 
determine where gains can/should be made 

 
ongoing 

• Closely monitor time to OT and time to PT initial assessment and SALT  
• Therapists to start NP ward round without Drs in the event of absence 

3. Implement robust system for recording goal setting after MDT 
Assessment rounds 

ongoing • Individual staff training by senior therapists 
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31st March 2017 
Domain 9: Standards by discharge - Domain Leads: Nikki Manns and Kirsty Toombs 
 
DOMAIN KEY INDICATORS 

 
Plan 
(A) 

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

 
Comments 

9.1 Proportion of applicable patients 
screened for nutrition and seen by a 
dietician by discharge (A=95%) 

 
95% (A) 

 
93.3% (B) 

 
82.1% (B) 

 

9.2 Proportion of applicable patients who 
have a continence plan drawn up within 3 
weeks of clock start (A=95%) 

 
95% (A) 

 
98.2% (A) 

 
98.8% (A) 

9.3 Proportion of applicable patients who 
have mood and cognition screening by 
discharge (A=95%) 

 
95% (A) 

 
99% (A) 

 
97.3% (A) 

 
Domain 9: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 

 
Timescale for 
completion 

 
Action Specifics 

1. Ensure  all new starters are fully inducted ongoing  
2. To undertake audit of current practice in continence 

assessment and management   
ongoing   • To undertake evaluation and re-audit 1 year post implementation to ensure 

systems and protocols are embedded within clinical practice 

3. To improve reliability of patients having continence plan drawn 
up within 3 weeks 

June 2017 • To include continence champion work as part of appraisal process 
• On-going education and training for staff on continence management 

4. To improve reliability of screening of  patients for nutrition and 
numbers seen by a dietician by discharge 

March 2017 • To review breaches quarter to date to understand reasons for breach – 
complete and system in place to validate 

• New referral process for dietetic input = MUST of 2- ring it through 
• Targeted training sessions for all ward staff on MUST SLT to review options 

for prompting to refer to dietitian for patients with texture modification 
(new RCP guidelines) 

5. To improve reliability of mood and cognition screening by 
discharge 

ongoing • To ensure all new starters to team have induction for SSNAP and understand 
cognitive and mood screens we use and how to complete them 

• Ensuring consistent data entry for SSNAP; training with teams around this to 
ensure accuracy. 
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Domain 10: Discharge processes - Domain Leads: Louise Johnson and Nikki Manns 
 
DOMAIN KEY INDICATORS 

 
Plan 
(A) 

 
SSNAP 

T2 
 

 
T3 

(Dec-
Mar) 

 
Comments 

10.1 Proportion of applicable 
patients receiving a joint health and 
social care plan on discharge 
(A=90%) 
 

 
90% (A) 

 
99.4% (A) 

 
96.4% (A) 

• Issue also highlighted re. a number of patients who have been supported by ESD who 
should have had stroke diagnosis and been on SSNAP but were incorrectly as TIA and 
therefore not put on SSNAP and therefore missed on SSNAP reporting. This issue is now 
being addressed to ensure correct diagnosis on discharge summaries 

• Introduction of electronic discharge summaries and impact on SSNAP data entry to be 
monitored 

• Dorset wide SSNAP data entry guidance now in place 
10.2 Proportion of patients treated 
by a stroke skilled ESD team 
(A=40%) 
 

 
40% (A) 

 
44.7% (A) 

 
39.2%(B) 

10.3 Proportion of applicable 
patients in AF on discharge who are 
discharged on anticoagulants or 
with a plan to start anticoagulation 
(A=95%) 
 

 
95% (A) 

 
100% (A) 

 
98.1% (A) 

10.4 Proportion of those patients 
who are discharged alive who are 
given a named person to contact 
after discharge (A=95%) 
 

 
95% (A) 

                          
100% (A) 

 
100% (A) 

 
Domain 10: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 

 
Timescale for 
completion 

 
Action Specifics 

 
1. ESD to immediately escalate to Stroke Consultants any patient being 

referred to ESD with diagnosis of TIA to ensure correct diagnosis and 
correct reporting 

ongoing • System in place to address and monitor impact 
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Domain: Audit compliance - Domain Leads: Tanya Davies and Morwenna Gower 
 
DOMAIN KEY INDICATORS 

 
Plan 
(A) 

 
SSNAP 

T2 
 

 
T3 

(Dec-Mar) 

 
Comments 

Overall 
 

90% 98.3% 99.37% • Maintaining Level A 

NIHSS at arrival (30% of 
score) 
 

 
 

 
97.7% 

 
99.37% 

NIHSS 24hrs post 
thrombolysis (20% of score) 
 

 
 

 
100% 

 
99.3% 

Transfers (10% of score)  
 

90.03% 
 

 

Data Entry (10% of score)  
 

100%  

72hr Measures (15% of score) 
 

 100% 100% 

Post 72hr Measures  
(15% of score) 

 98.4% 98.38% 

 
Domain: Audit compliance: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 

 
Timescale for 
completion 

 
Action Specifics 

1. NIHSS on arrival – ensure that all nursing staff on the SU are 
trained and competent to complete NIHSS on patients 

Ongoing as 
staffing allows 

• Aim for 85% Nurses on SU competent with NIHSS  
• New Stroke Specialist Nurse commences in January 2016 which will 

significantly help nurse training 
2. To ensure section 4 validations are completed in timely manner 

and locked down using a robust database 
 

On-going 2017 
• New therapy data collection sheet implemented to facilitate accurate and 

efficient data collection and validation.   
• To ensure administrators are aware at the earliest point that records are 

validated and can be locked down. 
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Domain: Case Ascertainment - Domain Leads: Tanya Davies & Morwenna Gower 
 
DOMAIN KEY INDICATORS 

 
Plan 

SSNAP 
T2  

T3 
(Dec-Mar) 

 
Comment 

Average patient centred case 
ascertainment 

 
90+% 

 

 
90+% 

 
90+% 

• Maintaining Level A 

 
Domain Case Ascertainment: Delivery Plan 

 
Delivery Plan (Improvement Actions) 

 
 

 
Timescale for 
completion 

 
Action Specifics 

1. Monthly lockdown checks will be performed on both 72hr and 
discharge lists 

Ongoing • Monitor inclusion and exclusion of repatriated patients 

2. All requests for record unlocks and data changes to go through 
SSNAP administrator 

 

 
Ongoing 

• Ensure all relevant staff are made aware 
• Administrators to maintain tracking system for unlock requests 

3. To review case ascertainment figure with SSNAP  
Complete 

 

• SSNAP have lowered our case ascertainment numbers for stroke following 
updated review of our coding (i.e. not to include late return (post-72 
hours) patients from Wessex or elsewhere) 
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Clinical Services Review 

 
The CCG’s consultation on future provision of hospital, community and primary 
care services has now closed.  There has been a late surge in responses.  It is 
anticipated that once the various responses have been evaluated the CCG will 
have received over 14,000 completed questionnaires and detailed comments. 
 
I am including in the reading pack, for the Board’s information and consideration, 
details of the responses received from: 
 

• Poole Hospital NHS Foundation Trust 
• Dorset Healthcare University NHS Foundation Trust (DHUFT) 
• Dorset County Hospital NHS Foundation Trust 

 
In terms of each response the following is pertinent: 
 

• Poole Hospital have highlighted a wish to reconsider the potential to provide 
intensive care services on the planned site.  It is argued that this would 
allow a wider range of complex surgical work including cancer surgery to be 
retained at the Poole site and it would also enable the potential for acute 
Oncology to remain at Poole Hospital.  The decision to support the 
establishment of a single Intensive Care Unit for Dorset was reached after 
full consultation with the Intensive Care Consultants and a wider group of 
clinicians and is driven by the fact that there will be insufficient intensive 
care medical staff to continue with three Intensive Care Units in Dorset.  
Poole Hospital also argues that its site is better placed to be the main 
emergency site.  The trust also opposes the plans to develop stronger links 
between Dorset County Hospital and Yeovil Hospital in providing maternity 
and paediatric services to the population of the west of Dorset. 

• DHUFT have confirmed their broad support for the preferred CCG option for 
development of services in Dorset, and have signalled the wish to explore 
further the potential to create a single integrated acute service.  There is 
strong support for community hubs serving large populations and they have 
requested for further work to be done to clarify the need for community beds 
in locations such as Shaftesbury. They have also signalled a need to clarify 
the future role of Alderney Hospital should Poole Hospital develop as the 
planned care site.  In common with our own submission there is a wish to 
see more community provision develop for the population of Bournemouth 
and Christchurch. 

• Dorset County Hospital similarly supports the CCG preferred option for the 
provision of planned and emergency services.  Specific emphasis is placed 
within this contribution on the importance of continuing to operate Dorset 
County Hospital as a planned and emergency hospital site with a 24/7 
accident and emergency service. 

 
There now follows a detailed and independent analysis of all of the comments and 
views received.  It is anticipated that a draft report will be available to the CCG 

Clinical Services Review   1 
Strategy  

       
 



Board of Directors Part 1 
31 March 2017 

governing body in July.  However, it is unlikely that a final decision will be made on 
the designation of sites until further soundings have been taken including further 
discussion with the Wessex Clinical Senate.  We therefore anticipate the CCG 
governing body will not make its final decision until September 2017. 
 
Meanwhile a number of streams of work continue to advance the Dorset 
Sustainability and Transformation Plan, the Clinical Services Review being a 
centre piece of that.  These streams of work include: 
 

• The establishment of the Programme Board to oversee this work.  The 
terms of reference for this are included within our Part 2 papers as a draft at 
this stage and the final terms of reference will be shared and discussed with 
governors.  It is anticipated that the first Programme Board meeting will be 
held in June.  This will lead to the reduction in the number of Trust Board 
meetings to a maximum of six per year, but with additional strategic 
seminars as well as Programme Board meetings. 

• An advert has now been placed for a Programme Director with a closing 
date for applications of 31 March and a Job Description for this role is 
including within the reading pack.  It is anticipated that an appointment will 
be made by the end of April. 

• An invitation to tender has also been issued with the Trusts seeking a 
partner to develop the case for capital investment for both the planned and 
emergency site from NHS England.  It is anticipated that a partner will be 
identified by June and will provide specific expertise and capacity to 
undertake this work 

 
This paper is provided to the Board for information and discussion. 
 
 
 
 
 
 
Tony Spotswood 
Chief Executive 
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A338 Improved Road Access 
 
The Royal Bournemouth Hospital is pleased to hear that Bournemouth Borough 
Council have started to plan, in detail, the proposed works on Wessex Way (A338) to 
the north of the hospital.  The new junction will help to alleviate the congestion that 
occurs on Deansleigh Road, Cooper Dean roundabout and Castle Lane East. 
 
The new slip roads on to and off the A338 at Wessex Fields will provide a second 
access route to the hospital and mean a reduction in traffic on both Castle Lane East 
and Deansleigh Road whilst also allowing capacity for growth in employment.   
 
Preliminary designs have been prepared and a planning application is due to be 
submitted in late summer 2017. 
 
This work, as a part of Dorset Local Enterprise Partnership’s Bournemouth 
International Growth (BIG) Programme, to improve connectivity, ease congestion, 
protect existing jobs and create new ones in and around Bournemouth and South 
East Dorset, will benefit staff and patients, who have had to endure severe traffic 
congestion on occasion.  
 
The hospital will work closely with Bournemouth Borough Council to ensure that any 
impact on travel is minimised during the works. 
 
The first tranche of work, reconfiguring the east and west junctions at Blackwater 
(A338/B3073), will begin in late summer 2017 for the eastern junction (Christchurch) 
and in spring 2018 for the west junction (Hurn). 
 
The design for the new A338/Wessex Fields junction is split into two phases.  Phase 
one, due to start in spring 2019, will create a new slip road leaving the A338 
southbound to join a new roundabout and road cutting through Wessex Fields on to 
Deansleigh Road. 
 
Phase one works have secured funding through Dorset Local Enterprise 
Partnership’s Growth Deal and are due to complete in spring 2021. 
 
Phase two works, which have not currently secured funding, would provide slip roads 
on and off the northbound carriageway, linking with the phase one works via a new 
overbridge to provide a full grade-separated junction. 
 
Construction of the new junction serving Wessex Fields and the hospital requires 
planning consent.  An application for the full junction will be submitted in late summer 
2017. 
 
This proposal will allow better access and egress from Deansleigh Road for vehicles 
travelling both north and south away from the hospital. 
 
This is a great opportunity to secure better transport links to the hospital and other 
Wessex Fields businesses, particularly for patients and staff.  We look forward to 
being a part of this exciting development and working with Bournemouth Borough 
Council and Dorset Local Enterprise Partnership. 

A338 Improved Road Access  Page 1 of 2 
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Further details can be found on the Council website: follow the link below: 
http://www.bournemouth.gov.uk/travelandtransport/projectsconsultationslocaltranspo
rtplans/projectsconsultations/a338/a338-public-exhibitions.aspx 
 
 
Annex A – Proposed Blackwater Junction 
Annex B – Wessex Fields Phase 1 
Annex C – Wessex Fields Phase 2 
 

A338 Improved Road Access  Page 2 of 2 
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Executive Summary: 

Dorset CCG's consultation on Mental Health Acute care pathways is underway. The full document is 
attached, including how to provide feedback. We encourage people to take part. 

This paper is the proposed response from RBCH to the consultation, which is very supportive of the 
plans. 

Board members are asked to comment, and to endorse the final version of the consultation response 
being submitted. 
 

Relevant CQC domain: 

Are they safe? 

Are they effective? 

Are they caring? 

Are they responsive to people's needs? 

Are they well-led? 

 

Risk Profile: 

i) Impact on existing risk? 

ii) Identification of a new risk? 

 

 

 

 



 

 
 
 
 
 
 
NHS Dorset CCG 
Vespasian House 
Barrack Road 
Dorchester 
Dorset.  DT1 1TG 
 
 

Date to be inserted 
 
Dear  
 
Re:  Mental Health Acute Care Pathway (ACP) Consultation 
 
RBCH strongly supports the proposals with the Mental Health Acute care pathways. The 
importance of good mental health as well as physical is fully endorsed by RBCH. 
 
We would like to praise the careful, thorough and effective way that the team working on 
ACPs have researched the evidence, and crafted proposals for Dorset.  We are grateful 
that comments from the RBCH operational teams, especially those dealing with mental 
health and substance abuse issues in our Emergency Department and wards, have been 
taken on board. 
 
Specific to the consultation questions, our comments are as follows: 
 
Additional inpatient beds:  Strongly support.  These are essential, as we must end the 
delays and transfers out of area, as often these patients are waiting in ED or AMU, with no 
acute physical health needs. This situation has improved in recent months, through 
actions by the CCG and DHC but the growing pressure requires additional beds in the 
system. This is in combination with the ACP changes to reduce crisis requiring use of ED.  
We strongly support locating the beds nearer to where the greatest need is. 
 
Retreats:  Strongly Support.  Close or co-location with ED would be helpful as the 
tendency to go “where the lights are on” is understandable.  However this needs to be 
balanced with the need for a calm and informal setting, avoiding a medicalised/institutional 
approach.  We would be open to supporting an estate solution, and combining with DHC’s 
24/7 Liaison Psychiatry service based at RBH.  Equally important would be strengthening 
substance abuse services in ED, as this is an area significantly lacking in capacity. 
 
However the actual location in Bournemouth is a decision that should be informed by 
service users and the most important thing would be to have a retreat within the highest 
need area, as the plan proposes.  We are not well placed to comment on the 
Weymouth/Dorchester option. 
 
Community front rooms:  Strongly support.  Again there is strong support for these, 
especially in the more rural areas.  However there may be opportunities for links with the 
voluntary sector to support these in more locations.  Again greater linkage with other 

The Royal Bournemouth and  
Christchurch Hospitals  

NHS Foundation Trust 

The Royal Bournemouth Hospital 
Castle Lane East 

Bournemouth 
Dorset 

BH7 7DW 
 

Tel:  01202 303626 
www.rbch.nhs.uk 

http://www.rbch.nhs.uk/


 

services, including primary care, substance misuse and voluntary sector should be further 
developed. 
 
Front rooms/Recovery bed combination: 10 recovery beds and 2 front rooms.  Whilst 
very supportive of prevention being better than cure, having one more “front room” is 
unlikely to make as big a difference to Dorset patients, as having locally accessible mental 
health beds.  The delays in transfers from ED are not good for the mental health patient 
who should not be there, as well as the impact on delaying treatments for patients with 
physical health needs.  If the additional recovery beds allow earlier step down from St 
Ann’s, this would have a very positive benefit overall for patients and system flow.  
Therefore this is, in our view, the greatest benefit, for the greatest number of patients. On 
this basis we support the 10/2 balance.     
 
Overall we are very supportive for the move to more proactive services, and the co-
creation approach used to reach this set of proposals.  There is much RBCH can learn 
from this process, especially around effective patient engagement, which fits with being 
one of our key objectives for development in 2017/18.  
 
We would be keen to support in any way possible, early implementation of these changes 
to benefit local residents. 
 
Yours sincerely, 
 
 
 
 
 
 
Richard Renaut 
COO, on behalf of RBCH Board of Directors 
Vespasian House 
Barrack Road 
Dorchester 
Dorset, DT1 1TGVespasian House 
Barrack Road 
Dorchester 
Dorset, DT1 1TGespasian House 
Barrack Road 
Dorchester 
Dorset, DT1 1TG 
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This document sets out our proposed 
options to improve services for people 
living in Dorset, who experience 
serious mental illness. We refer to the 
group of services that this includes 
as the Mental Health Acute Care 
Pathway (MH ACP). 

Services were reviewed because 
people told us that they were not 
meeting their needs and people 
delivering the services also told us 
that services could work much better. 

The review was co-produced between 
NHS Dorset Clinical Commissioning 
Group (CCG) (the organisation 
responsible for commissioning – or 
planning and securing – healthcare 
in Dorset), Dorset HealthCare (DHC) 
and people who use services and 
carers plus a range of other external 
partners including all the local 
authorities. Co-production means that 
the options have been developed 
working together with people who 
use mental health services and people 
who work in mental health services. 
The approach enabled us to create 
options collectively.

This document provides you with a 
summary of the proposed changes. It 
gives some background information, 
tells you how the review was carried 
out and it describes how services are 
set up currently. Then it provides 
more details about the proposed 
changes that we would like your 
views on.
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One in four people will be affected by a 
mental health problem in any year. 
We believe that mental health should be 
given the same importance as physical 
health. 

We have reviewed mental health services 
for local people who experience serious 
mental illness to see how they could be 
improved. 

This is because people who use services 
told us that they are not meeting their 
needs. People who work in mental 
health also told us that services were not 
supporting people as well as they could. 

One reason for this is that demand on 
services has risen, which means they 
are less able to respond when people 
experience a mental health crisis. 

People told us that they wanted more 
choice and control over the type of 
services they can have.

We believe we can do this by proposing 
new services that will help people 
manage their own crises and offer safe 
places people can go to when they feel 
things are going wrong. 

For example, we wish to improve our 
current 24/7 crisis telephone line to 
include a new service called Connection. 
This will have extra staf� ng during peak 
hours from 6pm to 2am when demand is 
higher. 

People will be able to get through 
to Connection by phone, email and 
Skype. It will offer emotional support 
to individuals in crisis or distress, 
appointment times and self-resolution 
through supported conversations.

In our proposals, we also want to 

2. How to use this 
document

3. A summary of our 
proposed changes

Please read the consultation document all the way 
through before completing the questionnaire. 
Once you have completed the questionnaire you 
can post it free of charge to the FREEPOST address: 
“FREEPOST THE MARKET RESEARCH GROUP.” You 
will not need a stamp. Or, if you prefer, you can � ll 
in the form online at www.dorsetsvision.nhs.uk. All 
the information you provide will be con� dential. 

The consultation runs from Wednesday 1st 
February 2017 for two months until Friday 31st 
March 2017.

We believe that all the options can be done within 
existing costs and your views about the options 
will inform our decisions.

Throughout the consultation period there 
will be opportunities for you to � nd out more 
details about our proposals and feed back your 
comments. These will include public drop-in 
sessions across Dorset and there will be regular 
updates on our website, Facebook page, Twitter 
and in the local media. Consultation documents 
will also be available at GP surgeries, Mental 
Health Services Of� ces and other NHS sites.

If you would like to read more about the 
review and proposals the following documents 
are available on the Dorset CCG Website: The 
Needs and Data Analysis, the Thematic Analysis 
View Seeking report, the Strategic Outline 
Case (business case) and the Equalities Impact 
Assessment. www.dorsetsvision.nhs.uk

introduce three Community Front 
Rooms. These would be based in 
familiar community settings, such 
as cafes or day centres, libraries or 
supported housing services. The 
Community Front Rooms would be 
staffed by peer support workers, who 
have lived experience of serious mental 
illness, or health professionals. They will 
help people to avoid going in to crisis or 
to manage their own crisis.

We think that these Community Front 
Rooms will improve access to services in 
rural parts of the county that have poor 
transport links.

Another proposal is to create two 
Retreats. 

A Retreat will be a place where people 
can take themselves to get the right 
treatment and support when they need 
it. They are places of calm and will be 
supported by a mix of clinically quali� ed 
staff and people with lived experience.

In our preferred option, we propose that 
one Retreat would be in Bournemouth 
and the other would be in the 
Dorchester area.

The main difference between the 
Retreats and the Community Front 
Rooms is that the Retreat would be 
linked to a Community Mental Health 
Team and based in an NHS setting. This 
means immediate access to the right 
level of support, be it contact with a 
community psychiatric nurse or a peer 
support worker. 

Retreats would also provide alternative 
options when someone is in mental 
distress, rather than them ending up 
at emergency departments or police 
stations.
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The CCG prioritised mental health for the 
reasons highlighted in the introduction. 
In addition to these there are several 
national policies and directives that 
give mental health and mental health 
crisis care a high priority, for example 
the Crisis Care Concordat and the NHS 
Implementing the Five Year Forward 
View for Mental Health.

The Crisis Care Concordat (CCC) aims to 
improve emergency support for people 
experiencing mental health crisis. In 
Dorset there is a joint action plan created 
by 16 partner organisations working 
together. Many of the key actions 
depend on successful outcome of the MH 
ACP review. More information can be 
found at www.crisiscareconcordat.org.
uk/about/

In Dorset the decision to review the 
MH Acute Care Pathway (ACP) was 
made ahead of the publication of the 
NHS document, implementing the Five 
Year Forward View for Mental Health. 
However, the document lays out key 
challenges and mandatory targets which 
support the development of a new MH 
ACP in Dorset. Download the document 
from the following URL: 
www.bit.ly/MentalHealthNHS 

4. Background

The review was carried out in three 
stages: data and needs analysis, view 
seeking and modelling. The data and 
needs analysis looked at the demand 
and use of services in Dorset and aimed 
to identify any trends that need to be 
considered. 

They key issues it highlighted were:

• Dorset has higher than national 
average rates of serious mental illness 
and some areas have very high levels. 
Serious mental illness is more common 
in Dorset’s urban areas

• There are over 7000 people on 
the GP register for Serious Mental 
Illness. 66 % of the people on the 
SMI register are from Bournemouth, 
Poole, Christchurch, east Dorset and a 
proportion of Purbeck.

• There are generally higher levels of 
deprivation in the urban areas in 
comparison to the rural areas and 
generally higher levels of psychotic 
mental illness in the more urban 
areas, e.g. Bournemouth, Poole and 
Weymouth

• Nearly half (48%) of the people in 
mental distress who had contact 
with the police also had contact with 
community mental health teams 24 
hours prior to the police contact. A 
high percentage of beds in the west of 
the county are being used by people 
from the east of the county

• The pressure on inpatient beds is not 
sustainable, with people being sent 
out of Dorset for treatment

• There are dif� culties recruiting and 
retaining staff in Dorset and teams do 
not have the right mix of skills to meet 
the demand or needs

5. The Review

• Staff are not located in the right place 
to meet the demand

• Some people being supported by 
community mental health teams might 
be better supported in primary care 
by their GP or through psychological 
treatments at the Steps to Wellbeing 
service

• There are not enough alternative 
options for people in mental health 
crisis or to prevent crisis.

For more details about the needs 
and data analysis please see:
www.dorsetsvision.nhs.uk

We would like to know whether you 
prefer the retreat in the west of the 
county to be located in Dorchester or 
Weymouth.
 
In addition, we would like to have 
Recovery Beds in both the east and 
west of the county. Recovery beds 
can provide an alternative to hospital 
admission. They are based in homely 
settings and can also help people get 
home after they’ve been in hospital. 

At present we have seven recovery beds 
in the west of Dorset but none in the 
east and we need these types of beds in 
the east and the west of the county. The 
number of recovery beds will depend 
on how many community front rooms 
we will have and we would like to know 
your views on this, too.

Also, to match the prevalence of serious 
mental illness in Dorset better and bring 
services closer to home, we want to make 
changes to inpatient beds.
 
This will mean adding 16 acute inpatient 
beds to the system, 12 at St Ann’s 
hospital in Poole and 4 at Forston Clinic 
near Dorchester (please see the map on 
page 11 of the document). This will mean 
that people in Dorset are able to get 
a bed when they need one. It will also 
mean closing the Linden unit and moving 
the 15 Linden beds to the east of county 
to better meet the demand.

Please use the pull out questionnaire in 
the centre of this document to tell us 
what you think about our proposals or, 
if you prefer, you can � ll it in online by 
visiting www.dorsetsvision.nhs.uk 

“These proposals outline 
services for people 
experiencing mental 
health crisis in Dorset that 
will enable them to access 
the help that they need, 
when they need it and in 
the least restrictive way. ”
A mental health service user.
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The second stage of the project was 
‘view seeking’ where the review team 
were out and about across Dorset 
meeting and listening to people’s views 
and experiences of mental health 
services.

During the view seeking we received 906 
responses (3355 comments) from:

• 22 public events 

• 17 groups or existing meetings such 
as, carers support and bipolar support 
groups

• Inpatient views were gathered by peer 
specialists from DMHF

• Two staff events and 17 staff team 
meetings

• Online surveys and postcards

People told us that in the current system:

• They had to tell their story time and 
time again

• That they could have a lot of different 
clinicians and that was not always 
good because trust in their clinician 
and that relationship was key to 
recovery

• They had to wait until they were in 
crisis to get support and their crisis was 
de�ned by the service, not the person 
experiencing it

• That the crisis line didn’t provide the 
support they need

• That they could feel isolated 

• That they could be supported well by 
people with lived experience to free 
up people to provide clinical support 
when that was necessary

• There aren’t enough beds and people 
shouldn’t be sent out of Dorset for 
inpatient treatment

• That people had to go back to their 
GPs if they had been discharged from 
MH services so it could take a lot of 
time to get the treatment needed

• There were no services to help prevent 
crisis

People also wanted to see the stigma 
attached to mental illness removed 
and called for greater efforts to raise 
awareness among the general public, 
GPs, the police, employers and within 
schools. They felt that this would also 
result in people who have a serious 
mental illness being treated properly.

The themed analysis of the views 
was carried out independently by 
Bournemouth University’s Market 
Research Group. The views supported 
much of what we had found out in the 
needs analysis. 

For more details about the view 
seeking please see: 
www.dorsetsvision.nhs.uk

The third stage was to develop the 
options for a model of care. The co-
production teams were made up of 
people who use services and carers and 
people from the following organisations:

• Dorset HealthCare
• Bournemouth Borough Council
• Dorset County Council
• Borough of Poole
• Charitable organisations (referred 

to as “third sector” organisations) 
including

 ►Dorset Mental Health Forum
 ► Rethink Mental Illness
 ► Richmond Fellowship
 ►Dorset Mind 
 ► Bournemouth Churches Housing  
Association

• South Western Ambulance Service 
NHS Foundation Trust

• Dorset Police.

The team also worked with two 
independent expert organisations 
– Implementing Recovery through 
Organisational Change (ImROC) and the 
National Development Team for inclusion 
(NDTi) - to facilitate the process and 
introduce best practice and innovation in 
Mental Health from around the world. 

To develop the model several 
co-production groups were set up 
and worked together in a series of 
workshops. Each workshop built on 
the work of the previous session.
The groups were:

TYPE OF 
GROUP PURPOSE

Co-Production 
Group (CPG) 
(27 people)

The CPG was made 
up of service heads, 
service managers, 
team managers and 
people who have lived 
experience of mental 
illness and carers. 

Urban Rural 
Groups
(60 people)

Dorset has a mix of 
rural areas and urban 
area. The Urban /
Rural Groups were 
split to ensure that the 
interests of both were 
fully considered. The 
groups were made 
up of the CPG and 
service managers, 
staff members and 
Local Authority 
representatives, 
people who have 
lived experience, 
carers and third sector 
organisations.

Crosscheck 
Groups
(25-30 people)

The Crosscheck 
groups were solely 
for people who have 
a lived experience of 
mental illness and 
Carers (some were 
also members of staff). 
The purpose of the 
cross check events 
was to make sense or 
challenge other groups’ 
work by applying the 
potential care model 
to their experience. 
This group enabled a 
lot of people who use 
services and Carers to 
coproduce the new 
mental health acute 
care pathway.

“These improvements 
will make services more 
accessible to everyone.” 
A mental health service user.
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The co-production groups agreed 
objectives for the new pathway and have 
developed a model where services are 
set up to meet the objectives. The new 
pathway will be: accessible, consistent, 
community-focused and person-centred 
in style and culture. 

The co-production groups concluded that 
to do this we would need to move away 
from the current services that are unable 
to intervene quickly and develop a model 
that is proactive and helps people to 
manage their own condition and prevent 
crisis. Other aspects were also considered 
such as:

• Sustainability of the workforce

• Regulatory and safety requirements for 
inpatient units

• Environment of inpatient units

• Where demand for services is located.

‘We believe the proposed changes 
will bring signi� cant bene� t to the 
people using them. People will have 
more choice, services will available at 
the times people need them and there 
will be options for self-referral which 
gives a greater sense of control. All this 
should support people in their recovery – 
however they de� ne it.’ Dr Paul French, 
Mental Health Clinical Chair, Dorset CCG. 

6. How mental health services are currently organised

Inpatient services
Acute inpatient services are currently 
located at St Ann’s Hospital in Poole, 
Forston Clinic near Dorchester and 
the Linden Unit based at Westhaven 
Community Hospital in Weymouth. The 
Psychiatric Intensive Care Unit (PICU) for 
men and women is located in St Ann’s. 
The PICU beds are additional to the 67 
beds shown above. The inpatient services 
provide care for people who need to 
be assessed and potentially treated in 
hospital.

Community Mental Health Teams 
(CMHTs)
Dorset has 13 adult (ages 18-65) 
Community Mental Health Teams 
(CMHTs) and 12 Older people (65+) 
CMHTs. The CMHTs provide a range of 
services including psychiatric assessment, 

diagnosis and treatment. The teams are 
multi-disciplinary with mental health 
nurses, social workers, occupational 
therapists, psychologists and 
psychiatrists. These are open Monday 
to Friday from 9am - 5pm.

The Crisis Resolution Home 
Treatment Teams (CRHTs) - including 
Crisis Line 
The CRHT has two bases: one covers 
Bournemouth and Poole and the other 
works in the west of Dorset. The CRHT 
provides a 24 hour service and runs the 
existing 24 hour Crisis Line. The team 
supports people when they experience 
a mental health crisis, providing home 
treatment and provide people with 
support if they are discharged early 
from hospital. 

Forston Clinic near 
Dorchester 25 beds

The Linden Unit 
in Weymouth
15 beds

St Ann’s 
in Poole 
67 beds

Shortlisted options
The proposed options draw on the 
experience of people who use or 
work in mental health services and 
re� ect national guidance, National 
Institute for Clinical Excellence 
(NICE) guidelines, best practice and 
innovation in mental health.

The model options enable people to 
have more choice how they would like 
to be supported including access to 
peer support workers and ensure that 
services are able to provide effective 
help earlier to prevent people from 
going through a crisis. 
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Mental Health Act Assessment
The Mental Health Act is the law which 
sets out when you can be admitted, 
detained and treated in hospital 
against your wishes. It is also known as 
being ‘sectioned’. For this to happen, 
mental health professionals must agree 
that you have a mental disorder that 
requires a stay in hospital. There you 
will have an assessment and be given 
treatment if needed.

Street Triage
The Street Triage service employs mental 
health professionals to work with Dorset 
Police to help them make informed 
decisions when they come across people 
who might have a mental health need. 
The service operates seven nights a week 
from 7pm until 3am.

Psychiatric Liaison Service
The psychiatric liaison service is a 24 
hour service that works in the Royal 
Bournemouth and Christchurch NHS 
Foundation Trust, Poole Hospital NHS 
Foundation Trust and Dorset County 
Hospital NHS Foundation Trust. The 
service works in the emergency 
departments and on the hospital wards. 
The service is available when someone 
attends A&E or is an inpatient and 
appears to have mental health concerns. 

The Local Authority, Out of Hours 
(OOH) service
The Local Authority OOH service is a 
statutory service that carries out all the 
assessment work required outside of 

Current Future

Too few beds for the 
demand and they do not 
re� ect the prevalence of 
SMI in the county

Recovery beds not used 
to capacity

Options for people in 
crisis when GP and/or 
CMHT are closed:

• Go to A&E
• Call 999
• Call crisis team

Varying responses 
and rarely able to be 
preventative

Urgent assessments 
undertaken within 4 
hours

Multiple transfers 
between clinicians in 
different teams

Not community facing

Some people cared for 
by community mental 
health teams when they  
could be supported 
better by their GP 
and through Steps to 
Wellbeing

An additional 16 acute inpatient beds 
in the right location for the demand to 
enable sustainable and safe staf� ng and 
high quality environment for clients

Recovery beds in locations to increase 
accessibility according to need 

Options to prevent crisis/help people if 
they are moving towards crisis

• 24/7 phone and digital support service 
with increased staf� ng 6pm - 2am

• Retreats: one in East and one in West 
open evenings including weekends

• Community Front Rooms to improve 
access to support in more rural areas 
open at times where isolation felt 
most: 3pm - 11pm Thursday to Sunday

Merged community teams with 
increased skills base and more support 
and peer support workers to support 
people. Fewer transitions and people 
able to self-refer back into service if they 
have this need

Urgent assessment undertaken within 4 
hours

In-reach into GP practices and 
development of advice and guidance 
between psychiatrists and primary 
care professionals to deliver improved 
professional support

7. The Proposals
usual of� ce hours which are 5pm to 
9am seven nights a week. The service is 
responsible for safeguarding adults and 
children and for undertaking Mental 
Health Act assessments. The team accepts 
referrals from many sources including, 
families, social care/health professionals 
and the police and from care homes.

Recovery Beds in Weymouth Recovery 
House
The Recovery House in Weymouth 
has seven single rooms in a quiet 
comfortable house that is available to 
people in Dorset who are experiencing a 
crisis in their mental health. The Recovery 
House is an alternative to a hospital 
admission. It also accepts people who are 
not ill enough to be in hospital but not 
quite ready to go home. There are no 
recovery beds located in the east of the 
county and it is rare for more than three 
to four beds to be in use at any one time.

If you would like additional information 
about any of these services please go to 
Dorset HealthCare website. 
www.dorsethealthcare.nhs.uk
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We believe that the proposed 
changes will result in the following 
benefi ts:

• An increase in the number of beds 
to re� ect the location and level of 
demand in Dorset. This will enable 
people to get access to beds as early 
as necessary and to reduce out of area 
inpatient stays

• Delivery of services that will help 
prevent crises at the weekends and 
evenings

• More support from people who have 
lived experience of mental illness and 
have a personal understanding of 
serious mental illness

• Fewer transfers for patients between 
community teams so that there is 
greater consistency of care

• Enable people who have been 
supported by the community mental 
health teams to refer themselves back 
to the team if they feel they need the 
support

• Provide access to enhanced telephone 
and digital support to people who use 
services, carers and other professionals 
- with staf� ng to re� ect when people 
are most at need.

• Location of services that provide better 
access to them, including rural areas 
where public transport is very limited

• Help for people to feel less isolated

• Reduction in the number of police 
detentions under section 136 of the 
Mental Health Act 

• Less restrictive options available to 
support people

Increasing inpatient beds
Dorset HealthCare commissioned a review 
of beds which indicated that demand 
could be managed better by moving 
beds to areas of high demand as well as 
adding some into the service. The review 
outlined that Dorset needs an additional 
16 acute adult inpatient beds to meet 
demand. 

Inpatient beds are currently at St Ann’s 
Hospital in Poole, Forston Clinic near 
Dorchester and the Linden Unit based 
at Westhaven Community Hospital in 
Weymouth. 

The Linden Unit has 15 inpatient beds 
and Forston has 25 beds. Approximately 
40% of the beds in the west are used 
by patients from the east of the county. 
The Linden is an isolated unit, and is not 
the best environment for such a service, 
including being on two � oors. It does 
not have the same access to additional 
staff and support as the other wards 
at Forston Clinic or St Ann’s Hospital, 
which also means that not all people 
requiring an admission can be admitted 
to this unit. We need all units to be able 
to deliver care and treatment to all of 
the population who require this and to 
minimise the use of out of area inpatient 
beds.

The proposal is to increase the number 
of acute inpatient beds by 16, 4 beds to 
Forston and 12 to St Ann’s. The proposal 
also includes closing the Linden unit 
and relocating the 15 Linden beds to St 
Ann’s to meet the demand. Consolidating 
beds at St Ann’s and Forston will support 
sustainable staf� ng and client safety and 
should enable people to access as close to 
home as possible. 

The proposals for the inpatient services 
are in two stages:

• Stage 1. Add 16 new inpatient beds: 
4 new beds to be located in Forston 
Clinic and 12 additional beds to be 
located at St Ann’s Hospital. 

• Stage 2. The Linden unit closes 
when the additional beds have been 
put in the east of the county.

“These exciting and innovative 

proposals are the result of 

ground breaking and genuine 

co-production work. People 

that access services and 

experience mental health 

problems have been involved 

throughout as equal partners 

and stakeholders.”

Current inpatient 
bed numbers 
Future inpatient
bed numbers

Forston Clinic near Dorchester: 25 beds
Stage 1, 25 beds + 4 = 29 beds
Stage 2, 29 beds

St Ann’s in Poole: 67 beds
Stage 1, 67 beds + plus 12 = 79 beds
Stage 2, 79 beds + 15 beds = 94 beds

The Linden Unit in Weymouth: 15 beds
Stage 1, 15 beds remaining 
Stage 2, Close Linden and move 15 beds East

Increasing 
inpatient beds

Dorset Mental Health Forum



16 17

Services in the community
Each of the speci� c options we are 
asking you about can work. However, the 
following is our preferred option because 
it provides the highest number of people 
in Dorset with the best possible access to 
all of the services. The proposals include 
changes to community services that are 
already being made and we are telling you 
about them because they provide important 
context for the changes we are consulting 
you about. The proposed changes are 
described below:

• Community Mental Health Teams will be 
integrated with the Crisis Team to ensure 
that the crisis care and treatment people 
receive is joined up and more responsive.

• The Home Treatment service will continue 
to treat people at home, help people to 
leave hospital sooner, early discharge from 
hospital and all hospital admissions will 
continue to be via the Home Treatment 
service. Cover for the Home Treatment 
service after 10pm will be via the 
Connection service (please see below). The 
Connection will include the Street Triage.

• The workforce will be developed to 
include peer support workers and more 
support workers.

The following describes the proposed new 
elements of the service and you are being 
consulted about these. They are to:

• Enhance the existing 24/7 crisis line with a 
new service called the Connection which 
will be available at peak hours 6pm to 
2am seven nights a week. This will enable 
people to get the advice and support to 
avert or manage their developing crisis. 
The Connection will be for individuals in 
distress, relatives, carers and organisations 
in the community. It will provide crisis and 
emotional support, triage, signposting 
and could offer appointment times 
and self-resolution through supported 

conversations. The service can be accessed 
by phone, Skype and email. 

• Create two Retreats. The Retreat is 
somewhere people can go when things 
start to go wrong that will help them 
to get the right treatment and support 
when they need it. People can self-refer 
or it can be used as an alternative to 
emergency departments or police custody 
when someone is in mental distress. 
The Retreats would operate Monday to 
Thursday 4pm to 12am and Friday to 
Sunday 6pm to 2am. One Retreat will be 
located in Bournemouth and the other in 
either Weymouth or Dorchester. 

• Introduce Community Front Rooms 
(CFRs). These are safe places to go when 
things start to go wrong. They are similar 
to the Retreats but not directly linked to 
the CMHTs. The Community Front Rooms 
can be based in familiar community 
settings such as cafes, day centres, and 
libraries or supported housing. The 
CFRs will improve access to services in 
rural parts of the county that have poor 
transport. They will be set up to help 
people manage their own crisis through 
contact with other people, peer support 
workers and/or healthcare professionals. 
The Community Front Rooms are to 
operate Thursday to Sunday 3pm to 11pm 
and will be located in rural parts of the 
county ensuring that as many people as 
possible are able to access them. 

• Provide Recovery beds in the east of the 
county as well as the west of the county. 
The number of Recovery beds will depend 
on the preferred number of Community 
Front Rooms and this will be described 
later in the document.

People who use services and helped to participate in the modelling, told us that they 
would be willing to travel up to 25 minutes using their own car. Based on a travel 
time analysis, the locations that provide the best access to the highest number of 
people are:

With a Retreat in Weymouth and 
three Community Front Rooms

The potential locations for the Community Front 
rooms based on travel time analysis are, Bridport, 
Sturminster Newton and Wareham

With a Retreat in Dorchester 
and three Community Front 
Rooms*

The potential location is for Community Front Rooms 
in Bridport, Sturminster Newton and Swanage

With a Retreat in Weymouth and 
two Community Front Rooms

The potential location is for Community Front Rooms 
in Bridport and Sturminster Newton

With a Retreat in Dorchester and 
two Community Front Rooms 

The potential location is for Community Front Rooms 
in Bridport and Sturminster Newton

*This is the preferred option because it enables the highest number of people with the best 
access to services to help prevent crisis and support people when they are in crisis 
(see page 18)

“It will be great to 
shift from reactive to 
preventative services”
A mental health service user.
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We would like to know what you think 
about:

• The location of the Retreat in the west 
of the county. Although the preferred 
option is Dorchester because it enables 
the highest number of people to access 
it, Weymouth is also an option that could 
work and we would like your views 
about this.

• The number of Community Front 
Rooms and the number of Recovery 
beds. It is possible to have both 
Community Front Rooms and Recovery 
beds but these are linked because of the 
available � nance and so there is a choice 
between the number of Community 
Front Rooms verses the number of 
Recovery beds. The choices are:

• Seven Recovery beds and three 
Community Front Rooms 

or
• Ten Recovery beds and two Community 

Front Rooms

Our preferred option is for seven recovery 
beds and three Community Front 
Rooms. Our reasons for this are that this 
combination provides the highest number 
of people with the best access to services 
to help prevent crisis and support people 
when they are in crisis. The exact location 
of the Recovery beds and Community 
Front Rooms will depend on which Retreat 
is chosen and will also be chosen against 
a set of criteria including best access to 
services, local community needs and the 
third sector mental health provider market 
in Dorset. 

Now please take some time to consider 
the options and complete the enclosed 
questionnaire. Once you have done 
this you can post it free of charge to: 
“FREEPOST THE MARKET RESEARCH 
GROUP.” Alternatively you can complete 
the questionnaire on line by going the 
website address below.

For more details please see 
www.dorsetsvision.nhs.uk

We have not made any decisions yet and we will remain 
open-minded about the proposed options until after public 
consultation has � nished. Once the public consultation 
has closed, the responses will be analysed by independent 
experts at Bournemouth University who are working with 
the CCG. The results will be fed back and used to help the 
CCG’s Governing Body to make its � nal decision in 2017. 

The decision-making process will be robust, rigorous and 
fair. Details about progress will be made available on 
www.dorsetsvision.nhs.uk

8. What happens next?

Si quiere este documento en un formato o idioma diferente por 
favor mande un e-mail at communications@dorsetccg.nhs.uk o llame 
al 01202 541946

communications@dorsetccg.nhs.uk

Get in touch
Visit our website: www.dorsetsvision.nhs.uk 
Email us: involve@dorsetccg.nhs.uk 
Call us: 01202 541946

If you would like this document in an 
audio, large text or Easy Read format, 
please call 01202 541946 or email 
communications@dorsetccg.nhs.uk

إذا كنت ترغب هذه الوثيقة في شكل أو لغة مختلفة يرجى البريد الإلكترو� أو الاتصال
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Action required: 
Approve / Discuss / Information/Note 

The Board of Directors is asked to receive this report 
and to agree to support the predicted final IG Toolkit 
score. 

Executive Summary: 

This report covers: 

The annual report of the Information Governance work within the Trust, including the Information 
Governance Toolkit audit assessment. 
 
 

Relevant CQC domain: 

Are they safe? 

Are they effective? 

Are they caring? 

Are they responsive to people's needs? 

Are they well-led? 

 

 

Records Management & IG Toolkit 

Risk Profile: 

i) Impact on existing risk? 
 
ii) Identification of a new risk? 

 

Describes current risk level around IG Toolkit and FOI 
compliance. 
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INFORMATION GOVERNANCE  
ANNUAL REPORT 2016/17 

 
 
Introduction 
This year has been one of great challenge in Information Governance at RBCH. The 
extensive work undertaken to improve the Trust’s Information Governance Toolkit 
submission for 2015/16 has been built upon during 2016/17, ensuring that the 
assurance provided is substantiated with adequate evidence of the Trust’s IG 
practices. It has proven to be extremely difficult to continue maintain the momentum 
of the previous year and as such 2016/17 has been a year of maintenance rather 
than of great improvement. However it is still hoped that these endeavors will help to 
imbed good IG practice throughout the Trust and to provide assurance to patients 
and to the Board that information is managed in a legally compliant fashion. 
 
 
Summary  
Below is a high-level summary detailing significant Information Governance statistics 
from 2015/16 and 2016/17, and the relative percentage increases. These figures are 
elaborated on within the main report. 
 
 2015/16 2016/17 + / - 
Information Governance Toolkit 67% 74%* +7% 
Data Protection and Confidentiality Incidents – breaches 81 124* +53% 
Data Protection and Confidentiality Incidents – SIRIs  0 6* +600% 
Freedom of Information Requests  533 609* +14% 
Information Governance Training  92% 92%* 0% 

(*as at 28 February 2017) 
 
 
Information Governance Toolkit 
The Information Governance Toolkit is a self-assessment audit completed by every 
NHS Trust and submitted to NHS Digital on 31st March each year.  The purpose of 
the IG Toolkit is to assure an organisation’s information governance practices 
through the provision of evidence around 45 individual requirements. This is the most 
significant single piece of work regularly undertaken by the Information Governance 
department. 
 
It is widely recognised that good information governance can be built around the 
tenets of this audit, and this can only be achieved through rigid adherence to the 
audit requirements.  As such, the Trust’s focus is placed on attaining a robust level of 
compliance by providing better quality evidence for each of these requirements 
which will in turn give a greater level of assurance of the Trust’s IG practices. 
 
Much of this audit is underpinned by work associated with information risk 
assurance. This involves the identification of the Trust’s key information systems 
(information assets), the designation of a senior person who is responsible for each 
system (known as an Information Asset Owner), and ensuring that each of these 
systems has in place such measures as appropriate contract clauses, adequate 
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access controls, regular risk assessments and suitable business continuity plans, 
and to ensure that any information which is transferred into or out of the Trust 
through this system is risk assessed and appropriately protected. This work is 
essential to ensure the continuous provision of effective care and to ensure that any 
risks to the integrity and availability of critical information are mitigated as far as is 
possible. 
 
A twofold approach is now being taken to the completion of the IG Toolkit – 
requirements are divided into those requiring input from IAOs and those requiring 
completion by subject matter experts. The IAOs co-operation is critical to the 
completion of this work, as they take responsibility for providing the required 
assurance within each separate area of the Trust, meaning that the level of 
assurance provided within the IG Toolkit submission covers the whole organisation 
rather than selected areas. These members of staff are directed by the Information 
Governance Manager under the jurisdiction of the Director of Informatics, and 
compliance amongst IAOs is routinely monitored through IG Committee and PMG 
meetings. 
 
A considerable amount of work has been undertaken during the last two years to 
ensure that the tasks required to be completed by IAOs are started and seen through 
to completion or maintained year on year, and also to provide more accurate 
assurance to all other IG Toolkit requirements through the designated requirement 
owners. This has enabled the Trust to maintain and in some areas build on its 
compliance from 2015/16. Please see Appendix 1 for a breakdown of the 
requirements and predicted scores (between 0 and 3) associated with each of these. 
 
The nature of the IG Toolkit’s scoring system is that if one of the requirements is 
deemed non-compliant then the whole audit is scored as “Not Satisfactory”. Whilst 
targeting full compliance, the amount of work undertaken to improve upon the 
2014/15 position (where the Trust was only able to evidence 37% compliance) is 
considerable and should not be underestimated.  
 
Moving into 2017/18, the Trust must continue to maintain the traction that is has 
gathered on this work in order to firmly imbed the concepts as “business as usual”, 
and enable the submission of a compliant IG Toolkit each year – if ambivalence or 
apathy sets in following this submission, the hard work undertaken in the last two 
years will be negated. 
 
 
Data Protection and Confidentiality Incidents 
There has been a sharp increase in reported breaches of Information Governance 
during the year. During 2015/16, 81 breaches and no Serious Incidents Requiring 
Investigation (SIRIs) were reported, whereas 2016/17 has seen 132 breaches, 
including 6 SIRIs reported. 
 
Whilst seemingly a negative point, this increase in incidents reported could 
potentially be as a result of increased levels of training and awareness when viewed 
alongside the increase in IG training compliance.  
 
Some of the types of incidents reported are recurrent – the most common type being 
patients receiving correspondence relating to other patients in error. However these 
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tend to be one-off incidents rather than incidents that all occur within one 
department, and can therefore generally be attributed to human error rather than lack 
of appropriate training or processes not being in place. There have also been a 
number of incidents of confidential paperwork being found outside within the hospital 
grounds – work around the management of confidential waste will continue into 
2017/18. 
 
Two of the SIRIs reported related to patient information being found off of the 
hospital sites by members of the public – in one case this was reported to the local 
press. Two of the SIRIs related to large quantities of highly confidential patient 
information being e-mailed insecurely to ISP e-mail accounts. There is no evidence 
of harm coming to any of those affected by these breaches, or the information 
involved being disseminated further, and the ICO confirmed no enforcement action 
was warranted on any of these. 
 
Of the two other SIRIs, one involved a member of staff potentially inappropriately 
accessing medical records of another staff member. The final SIRI relates to the loss 
of staff data following a cyber security breach which affected a third party company 
under contract to the Trust to provide dosimetry services. Both of these SIRIs remain 
under investigation. 
 
Further awareness-raising will be delivered through appropriate channels during 
2017/18 to ensure that all staff are aware of what may constitute an IG breach and 
therefore what they should be reporting as such. Anecdotal evidence has established 
previously that some members of staff do not consider such things as accessing 
medical records inappropriately as an IG breach which requires formally reporting, 
and therefore clarity for all staff is required on this. 
 
 
Freedom of Information 
During 2016/17 the Trust has seen a significant increase in the number of Freedom 
of Information (FOI) requests received from the previous year; 652 as at 20 March 
2017, an average of 54 requests per month. This is up from 502 at the same point 
last year. A full time IG Officer was recruited during 2016 to assist with the 
processing of these requests. 
 
Compliance with the statutory time limit imposed by the FOIA remains poor overall. 
The number of breaches seen generally remains indicative of the increased number 
of requests received, and the increased complexity of these requests which can 
require a larger amount of work to locate the information requested. 
However, this can also be attributed to the difficulty of obtaining full responses from 
staff and the timeliness of those responses; information is very often supplied 
incomplete and requires further work or a request needs to be transferred to another 
department.  
 
The Trust Board is actively monitoring FOI compliance and is seeking ways to 
improve this. Routine compliance updates are being provided to the Healthcare 
Assurance Committee and Trust Board, and solutions to improve compliance rates 
are being formulated. This will continue to be monitored throughout 2017/18. 
 
The Information Commissioner’s Office (ICO) will monitor selected organisations to 
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review their performance in adhering to the Freedom of Information Act, targeting 
those authorities which repeatedly fail to respond to at least 90% (recently increased 
from 85%) of FOI requests received within the appropriate timescales. Monitoring 
may be a precursor to further action if an authority is unable to demonstrate an 
improvement.  Further action could include the Trust having to sign an undertaking to 
improve its practices, an enforcement notice, reports to Parliament, or prosecution.   
 
The Trust has recorded the response times for FOI requests over the last 23 full 
quarters, broken down by month. During this period there has been no month where 
the required quantity of requests have been responded to within 20 days. During 
2016, the Trust received an average of 54 requests per month, and a response was 
provided on average within 32 working days. During this period 28% of requests 
have been responded to within the statutory time limit, although compliance rates 
improved markedly since mid-year to an average of 25 days for July-December. 

 
Fig 1 – FOI response time compliance by Quarter 

 

 
 
 
Information Governance Training 
Information Governance training compliance has fluctuated during the year and at the 
end of February 2017 sits at 92%. Between June and September 2016, compliance 
rates exceeded the 95% national target. 
 
The concerted campaign of chasing individual non-compliant members of staff and 
their line managers, led by the Director of Informatics, has continued throughout 
2016/17. An automated e-mail reminder is issued weekly to staff who are not compliant 
with their IG training. 
 
One of the major challenges in attaining compliance is the fact that IG training is an 
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annual competency unlike many other subjects which only require renewing every two 
or three years, and so requires staff to go out of their way to obtain this competency in 
the “off years”. 
 
For 2017/18, IG training is being extended by NHS Digital to encompass training on 
cyber security. This means that the module will need to be reviewed and re-written 
moving into the new financial year to accommodate the changes, which are still to be 
agreed upon finally by NHS Digital. 
 
 

Fig 2 – IG training compliance 
 

 
 
 

Conclusion 
Improvements made have been limited during 2016/17, owing in part to the increase in 
demand that the IG department has seen in terms of incidents and FOI requests. It 
must be recognised that the assurance work undertaken under the auspices of the IG 
Toolkit is ongoing and requires continual update and maintenance to ensure that 
compliance with the national standards can be sustained. While the initial drive to 
begin to imbed this initiative is perhaps the most difficult, it is essential that this 
momentum is sustained to avoid a retrograde slump, negating the achievements now 
realized. 
 
During 2017/18, as well as continuing work to imbed information risk assurance and 
improve FOI compliance, the Trust must also begin to make preparations for the 
introduction of the General Data Protection Regulations in May 2018. It is expected 
that this will impact on many areas of the Trust, such as within commercial and 
employment contracts, consent processes and subject access provision. 
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Appendix 1 – IG Toolkit scores 

 

Standard Description   Predicted 
Level 

101 There is an adequate Information Governance Management Framework to support the current and 
evolving Information Governance agenda 

Information 
Governance Manager 3 

105 There are approved and comprehensive Information Governance Policies with associated 
strategies and/or improvement plans 

Information 
Governance Manager 3 

110 Formal contractual arrangements that include compliance with information governance 
requirements, are in place with all contractors and support organisations  

Associate Director 
Commercial Services 2 

111 Employment contracts which include compliance with information governance standards are in 
place for all individuals carrying out work on behalf of the organisation HR Manager 3 

112 Information Governance awareness and mandatory training procedures are in place and all staff 
are appropriately trained 

Information 
Governance Manager 2 

200 The Information Governance agenda is supported by adequate confidentiality and data protection 
skills, knowledge and experience which meet the organisation’s assessed needs 

Information 
Governance Manager 3 

201 
The organisation ensures that arrangements are in place to support and promote information 
sharing for coordinated and integrated care, and staff are provided with clear guidance on sharing 
information for care in an effective, secure and safe manner    

Information 
Governance Manager 2 

202 Confidential personal information is only shared and used in a lawful manner and objections to the 
disclosure or use of this information are appropriately respected 

Information 
Governance Manager 2 

203 Patients, service users and the public understand how personal information is used and shared for 
both direct and non-direct care, and are fully informed of their rights in relation to such use 

Information 
Governance Manager 2 

205 There are appropriate procedures for recognising and responding to individuals’ requests for 
access to their personal data 

Health Records 
Manager 2 

206 
Staff access to confidential personal information is monitored and audited. Where care records are 
held electronically, audit trail details about access to a record can be made available to the 
individual concerned on request 

Information 
Governance Manager 2 

207 Where required, protocols governing the routine sharing of personal information have been agreed 
with other organisations 

Information 
Governance Manager 2 

209 All person identifiable data processed outside of the UK complies with the Data Protection Act 
1998 and Department of Health guidelines 

Information 
Governance Manager 2 

210 
All new processes, services, information systems, and other relevant information assets are 
developed and implemented in a secure and structured manner, and comply with IG security 
accreditation, information quality and confidentiality and data protection requirements 

Assistant Director IT 
Development 2 
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300 The Information Governance agenda is supported by adequate information security skills, 
knowledge and experience which meet the organisation’s assessed needs 

Assistant Director IT 
Operations 3 

301 A formal information security risk assessment and management programme for key Information 
Assets has been documented, implemented and reviewed 

Information 
Governance Manager 2 

302 There are documented information security incident / event reporting and management procedures 
that are accessible to all staff  

Information 
Governance Manager 3 

303 There are established business processes and procedures that satisfy the organisation’s 
obligations as a Registration Authority 

Assistant Director IT 
Operations 2 

304 Monitoring and enforcement processes are in place to ensure NHS national application Smartcard 
users comply with the terms and conditions of use 

Assistant Director IT 
Operations 2 

305 
Operating and application information systems (under the organisation’s control) support 
appropriate access control functionality and documented and managed access rights are in place 
for all users of these systems 

Assistant Director IT 
Operations 2 

307 An effectively supported Senior Information Risk Owner takes ownership of the organisation’s 
information risk policy and information risk management strategy 

Information 
Governance Manager 3 

308 
All transfers of hardcopy and digital person identifiable and sensitive information have been 
identified, mapped and risk assessed; technical and organisational measures adequately secure 
these transfers 

Information 
Governance Manager 2 

309 
Business continuity plans are up to date and tested for all critical information assets (data 
processing facilities, communications services and data) and service - specific measures are in 
place 

Information 
Governance Manager 2 

310 Procedures are in place to prevent information processing being interrupted or disrupted through 
equipment failure, environmental hazard or human error  

Assistant Director IT 
Operations 2 

311 Information Assets with computer components are capable of the rapid detection, isolation and 
removal of malicious code and unauthorised mobile code 

Assistant Director IT 
Operations 3 

313 Policy and procedures are in place to ensure that Information Communication Technology (ICT) 
networks operate securely 

Assistant Director IT 
Operations 2 

314 Policy and procedures ensure that mobile computing and teleworking are secure Assistant Director IT 
Operations 2 

323 All information assets that hold, or are, personal data are protected by appropriate organisational 
and technical measures 

Assistant Director IT 
Operations 2 

324 The confidentiality of service user information is protected through use of pseudonymisation and 
anonymisation techniques where appropriate Information Manager 2 

400 The Information Governance agenda is supported by adequate information quality and records 
management skills, knowledge and experience 

Information 
Governance Manager 2 
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401 There is consistent and comprehensive use of the NHS Number in line with National Patient Safety 
Agency requirements 

Assistant Director IT 
Development 3 

402 Procedures are in place to ensure the accuracy of service user information on all systems and /or 
records that support the provision of care 

Assistant Director IT 
Development 2 

404 A multi-professional audit of clinical records across all specialties has been undertaken Clinical Effectiveness 
Manager 2 

406 Procedures are in place for monitoring the availability of paper health/care records and tracing 
missing records 

Health Records 
Manager 3 

501 National data definitions, standards, values and validation programmes are incorporated within key 
systems and local documentation is updated as standards develop 

Assistant Director IT 
Operations 2 

502 External data quality reports are used for monitoring and improving data quality Information Manager 2 

504 
Documented procedures are in place for using both local and national benchmarking to identify 
data quality issues and analyse trends in information over time, ensuring that large changes are 
investigated and explained 

Information Manager 2 

505 An audit of clinical coding, based on national standards, has been undertaken by a Clinical 
Classifications Service (CCS) approved clinical coding auditor within the last 12 months 

Clinical Coding 
Manager 2 

506 A documented procedure and a regular audit cycle for accuracy checks on service user data is in 
place Information Manager 2 

507 The Completeness and Validity check for data has been completed and passed Information Manager 2 

508 Clinical/care staff are involved in validating information derived from the recording of clinical/care 
activity  

Clinical Coding 
Manager 2 

510 Training programmes for clinical coding staff entering coded clinical data are comprehensive and 
conform to national clinical coding standards 

Clinical Coding 
Manager 2 

601 Documented and implemented procedures are in place for the effective management of corporate 
records 

Information 
Governance Manager 2 

603 Documented and publicly available procedures are in place to ensure compliance with the 
Freedom of Information Act 2000 

Information 
Governance Manager 3 

604 As part of the information lifecycle management strategy, an audit of corporate records has been 
undertaken 

Information 
Governance Manager 2 

74% 
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THE ROYAL BOURNEMOUTH AND CHRISTCHURCH HOSPITALS NHS 
FOUNDATION TRUST 

NOMINATION AND REMUNERATION COMMITTEE 

TERMS OF REFERENCE 

The Nomination and Remuneration Committee (the “Committee”) is a committee 
established by and responsible to the Board of Directors (the Board) of The Royal 
Bournemouth and Christchurch Hospitals NHS Foundation Trust (the Trust).  The 
primary aim of the Committee is to identify and appoint candidates to fill all the 
executive director positions on the Board and to determine the remuneration and 
other conditions of service for executive directors and Very Senior Managers. 

1. Membership 

1.1 The Chairman of the Trust shall be the Committee Chairman. In the absence 
of the Chairman and/or an appointed deputy, the remaining members present 
shall elect one of themselves the other non-executive directors to chair the 
meeting. 

1.2 The members of the Committee shall be the Chairman of the Trust, and the 
other Nonnon-Executive executive Directorsdirectors. For any decisions 
relating to the appointment or removal of the executive directors, membership 
of the Committee shall include the Chief Executive, as required under 
Schedule 7 of the National Health Service Act 2006, who will count in the 
quorum for the meeting. The Chief Executive shall not be present when the 
Committee is dealing with matters concerning his or her appointment or 
removal. 

1.3 The following shall be in attendance at the request of the Chairman: 

• The Chief Executive to advise on individual or Trust performance 
aspects; 

• The Director of Finance to advise on the financial implications of 
remuneration or other proposals; 
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• The Director of Human Resources to act as expert advisor on 
personnel and remuneration policy; 

• Any other persons considered necessary to aid the Committee in its 
deliberations. 

 Any attendees will withdraw when their own salary or contractual 
arrangements are discussed. 

1.4 Only members of the Committee have the right to attend Committee 
meetings.  Other individuals may be invited to attend for all or part of any 
meeting, as and when appropriate.  

1.5 It is expected that members will attend 50% of all meetings held in a year. 

2. Secretary 

2.1 The Trust Secretary or their nominee shall act as the Secretary of the 
Committee. 

3. Quorum 

3.1 The quorum necessary for the transaction of business at a meeting shall be 
four three members.  A duly convened meeting of the Committee at which a 
quorum is present shall be competent to exercise all or any of the authorities, 
powers and discretions vested in or exercisable by the Committee. 

4. Frequency of Meetings 

4.1 The Committee shall meet as required, but at least twice in each financial 
year.   

5. Notice of Meetings 

5.1 Meetings of the Committee shall be called by the Secretary at the request of 
the Chairman.  

5.2 The Chairman will agree the agenda and papers to be circulated with the 
Secretary. 

5.3 Unless otherwise agreed, notice of each meeting confirming the venue, time 
and date together with an agenda of items to be discussed, shall be 
forwarded to each member of the Committee and any other person required 
to attend no later than five working days before the date of the meeting.  
Supporting papers shall be sent to Committee members and to other 
attendees as appropriate, at the same time.   
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6. Minutes of Meetings 

6.1 The Secretary shall minute the proceedings and resolutions of all meetings of 
the Committee, including recording the names of those present and in 
attendance. 

6.2 The Secretary shall ascertain, at the beginning of each meeting, the existence 
of any conflicts of interest and minute them accordingly. 

6.3 Minutes of Committee meetings shall be agreed by the Chairman prior to 
being circulated promptly to all members of the Committee unless a conflict of 
interest exists.  

7. Duties 

Appointments role 

The Committee shall work with the Board of Directors and, in particular, the Chief 
Executive to: 

7.1 Regularly review the structure, size and composition (including the skills, 
knowledge, experience and diversity) of the Bboard, making use of the output 
of the Bboard evaluation process as appropriate, and make recommendations 
to the Bboard with regards to any changes.  With regard to changes in the 
non-executive director appointments the Committee will work with the 
Nomination and Rremuneration Ccommittee of the Council of Governors. to 
take account of the skills and experience required for non-executive directors 
identified by the Board. 

7.2 Give full consideration to and make plans for succession planning for the 
Chief Executive and other executive directors taking into account the 
challenges, risks and opportunities facing the Trust and the skills and 
expertise needed on the Bboard in the future. 

7.3 Keep the leadership needs of the Trust under review at executive level to 
ensure the continued ability of the Trust to operate effectively in the health 
economy.  Have an input into the recruitment of or continuation of a Very 
Senior Manager role. 

7.4 Be responsible for identifying and appointing candidates to fill posts within its 
remit as and when they arise. 

7.5 When an executive director vacancy is identified (and at least annually 
otherwise), evaluate the balance of skills, knowledge and experience on the 
Bboard, and its diversity, and in the light of this evaluation, prepare a 

Approval 
Committee 

Version Approval Date Review Date Document 
Author 

Board of 
Directors 

1.01 July 2015March 
2017 

July 20162017 Trust Secretary 

 



description of the role and capabilities required for the particular appointment.  
In identifying suitable candidates the Committee shall use open advertising or 
the services of external advisers to facilitate the search; consider candidates 
from a wide range of backgrounds; and consider candidates on merit against 
objective criteria. 

7.6 Ensure that a proposed executive director's other significant commitments (if 
applicable) are disclosed before appointment and that any changes to their 
commitments are reported to the Bboard as they arise.  

7.7 Ensure that proposed appointees disclose any business interests that may 
result in a conflict of interest prior to appointment and that any future business 
interests that could result in a conflict of interest are reported. 

7.8 Consider any matter relating to the continuation in office of any executive 
director including the suspension or termination of service of an individual as 
an employee of the Trust, subject to the provisions of the law and their service 
contract. 

Remuneration role 

The Ccommittee shall: 

7.9 Establish and keep under review a remuneration policy in respect of executive 
directors and very senior and senior managers on locally-determined pay (i.e. 
not Agenda for Change pay scales) (Very Senior Managers). 

7.10 Consult the Chief Executive about proposals relating to the remuneration of 
the other executive directors.  

7.11 In accordance with all relevant laws, regulations and Trust policies, decide 
and keep under review the terms and conditions of office of the Trust's 
executive directors and senior Very Senior Mmanagers on locally-determined 
pay, including:  

• salary, including any performance-related pay or bonus; 

• provisions for other benefits, including pensions and cars; 

• allowances; 

• payable expenses; and 

• compensation payments. 

7.12 In adhering to all relevant laws, regulations and Trust policies: 
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7.12.1  determine levels of remuneration which are sufficient to attract, retain 
and motivate executive directors of the quality and with the skills and 
experience required to lead the Trust successfully, without paying more 
than is necessary for this purpose, considering all relevant and current 
directions relating to contractual benefits such as pay and redundancy 
entitlements, and at a level which is affordable for the Trust; 

7.12.2 use national guidance and market benchmarking analysis in the annual 
determination of remuneration of executive directors and senior Very 
Senior Mmanagers on locally-determined pay, while ensuring that 
increases are not made where Trust or individual performance do not 
justify them; 

7.12.3 be sensitive to pay and employment conditions elsewhere in the Trust. 

7.13 Monitor, and assess the output of the evaluation of the performance of 
individual executive directors, and consider this output when reviewing 
changes to remuneration levels. 

7.14 Advise upon and oversee appropriate contractual arrangements for the Chief 
Executive and executive directors, including the calculation and scrutiny of 
termination payments, taking account of appropriate national guidance and 
the Code of Governance for NHS Foundation Trusts to avoid rewarding poor 
performance. 

7.15 Agree recommendations to the Board of Directors for the award of 
discretionary points for consultants and specialist and associate specialist and 
staff grade doctors. 

8. Reporting Responsibilities 

8.1 The Committee shall report to the Board of Directors after each meeting.   

8.2 The Committee shall provide a report on its activities to be included in the 
Trust’s annual report. 

8.3 The Committee shall make whatever recommendation to the Board of 
Directors it deems appropriate on any area within its remit where action or 
improvement is needed. 

9. Other 

The Committee shall: 

9.1 have access to sufficient resources in order to carry out its duties; 
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9.2 oversee any activities which are within its terms of reference; 

9.3 at least once a year review its own performance and terms of reference to 
ensure it is operating at maximum effectiveness and recommend any changes 
it considers necessary to the Board of Directors for approval. 

10. Authority 

The Committee is authorised: 

10.1 to seek any information it requires from any employee of the Trust in order to 
perform its duties; 

10.2 to obtain, at the Trust’s expense, outside legal or other professional advice on 
any matter within its terms of reference; 

10.3 within any budgetary restraints imposed by the Board, to appoint 
remuneration consultants, and to commission or purchase any relevant 
reports, surveys or information which it deems necessary to help fulfil its 
duties. 
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BOARD OF DIRECTORS MEETING – 31 March 2017 
PART 2 AGENDA - CONFIDENTIAL 

The following will be taken in closed session i.e. not open to the public, press or staff 
The reasons why items are confidential are given on the cover sheet of each report 

Timings    
 

Purpose Presenter 

11.00-
14.00 

1.  WELL-LED ASSESSMENT OF THE BOARD 
To consider the report following the Well-Led Review, discuss 
recommendations and agree an action plan 

GE Healthcare 
Finnamore 

      
14.00-
14.05 

2.  MINUTES OF PREVIOUS MEETING   

  a)  To approve the minutes of the meeting held on 24 
February 2017 

Decision All 

      
 3.  MATTERS ARISING   
  a)  To provide updates to the Actions Log Discussion All 
      
14.05-
14.15 

4.  STRATEGY AND RISK   

  a)  Update to the Capital Plan 2017/18 (paper) Decision Richard Renaut 
      
  b)  Significant Risk and Assurance Framework (paper)  Discussion Paula Shobbrook 
      
  c)  Clinical Services Review – Programme Board Terms 

of Reference (paper) 
Discussion Tony Spotswood 

      
 5.  ANY OTHER BUSINESS   
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